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DATE AND TIME OF NEXT MEETING:
The next meeting will be held on Wednesday, 24 May 2017 at 10.00 am in Board Room
(Tribunal Room) - Penn Hospital
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Encl. 3.3
Minutes of the Board of Directors Public Meeting Held on Wednesday, 29 March 2017
At 10.00 am
In Board Room (Tribunal Room) - Penn Hospital
Present:
Joanna Newton (JN)
Peter Axon (PA)
Andrew Fry (AF)
Joy Jeffrey (JJ)
Jas Lidher (JL)
David Stenson (DS)
Tracy Taylor (TT)
Lesley Writtle (LW)

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

In Attendance
Jo Cadman (JC)
Natalie Grainger (NG)
Andy Green (AG)
David Holmes (DH)
Lorraine Thomas (LT)

Strategy and Transformation Director
Governance Support Manager
Company Secretary
HR Director
Director of Strategy & Transformation

Apologies:
Paula Lloyd Knight (PK)
Fayaz Malik (FM)
Kathy McAteer (KM)
Caroline Nolan (CN)
Michelle Rogan (MR)

Associate Non Executive Director
Non-Executive Director
Non-Executive Director
Assistant Chief Executive
Corporate Governance Director

Ref:
BCP/0104/30/17

Item
STAFF STORY
Ms Malgorzata Galbarczyk, Psychological Wellbeing
Practitioner at Wolverhampton Healthy Minds, attended the
meeting to present her story. She explained that having
completed an MA on psychology and English Studies in
Poland, she received a scholarship and moved to England.
Ms Galbarczyk explained that since becoming blind, she was
aware that there was little opportunity for her to work in
Poland however with the support of access to work and
colleagues it has been possible to become an independent
member of the team.
Ms Galbarczyk explained that she had been nominated for a
HSJ award by a colleague for which she was praised for her
‘knowledge, skill, sparkle and drive, and for not being held
back by her blindness’.
Ms Newton raised that we often forget that different
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Item
nationalities have different health systems and asked
whether there were any cultural groups that Ms Galbarczyk
felt needed further support to understand how to access the
NHS.
Ms Galbarczyk confirmed that in Poland an individual would
only be able to see a psychiatrist or psychologist if they paid
for it or they were acutely ill. Her observations in the UK
were that clients are not aware that they can access services
early before they become acutely ill. She felt that the profile
of the early intervention services should be promoted.
Mr Stenson felt that this was an inspiring story, particularly
the number of obstacles that have been overcome and
highlights the importance of setting goals and overcoming
obstacles to achieve.
Ms Galbarczyk commented that she had never been made
to feel any different to anybody else and that due to the
available technology was able to access everything she
required and work independently.
Ms Newton felt that it was important for this experience to be
shared through the communications team and commended
the support given by Ms Galbarczyk’s line manager.

BCP/0104/31/17

CHAIR'S COMMUNICATION
Ms Newton welcomed new board colleagues, appointed
under the partnership agreement with Birmingham
Community Healthcare NHS FT: Ms Thomas (Director of
Strategy & Transformation), Mr Holmes (Director of HR) and
Mr Axon (Chief Financial Officer) to the meeting.
Ms Newton reported with great sadness that Liz Gratwick, a
long serving and dedicated volunteer for older people’s
mental health services at Edward Street had passed away
suddenly earlier this week. On behalf of the Board she had
passed on thoughts to her husband David who was a public
governor for Sandwell.
It was reported that the Assembly of Governors recently reappointed Kathy McAteer and Fayaz Malik for a further one
year term, and that Paula Lloyd Knight had tendered her
resignation since she was returning to full time employment.
Ms Newton acknowledged that the BCP board was entering
a new phase of integration and highlighted that in the TCT
transition period the importance of continuity to sustain
operational performance and safe transfer of board level
knowledge. She suggested that Non-Executive Directors be
assigned to shadow each directorate.
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She confirmed that governor engagement was ongoing and
reiterated the importance of their understanding the process
of acquisition and their role in engagement.
Ms Newton reported that Dr Sami El-Hilu, Clinical Director
for Mental Health would be retiring on 31st March 2017
following long service with the Trust and best wishes were
passed on to him on behalf of the Board.
BCP/0104/32/17

OPENING MATTERS

BCP/0104/33/17

DECLARATIONS OF INTEREST
None.

BCP/0104/34/17

APOLOGIES FOR ABSENCE
As listed above. Ms Newton reported the late apologies from
Mr Malik due to family illness.

BCP/0104/35/17

MINUTES OF THE PREVIOUS MEETING
The minutes of the previous meeting were agreed as a true
and accurate record subject to the following amendments:
Page 4, BCP/0104/2/17 – 2nd paragraph, amend to ‘Interim
Deputy Chief Executive’.
Page 10, BCP/0104/5/17(iv) – 3rd paragraph – 2nd sentence
to read ‘She explained that although governance had hugely
improved there were significantly low numbers of BME staff
within band 7 and above.
Page 11, BCP/0104/5/17(iv) – 6th paragraph – to read ‘Ms
Fletcher confirmed that NHS England would be visiting the
Trust on 27th January 2017 as they feel the Trust are
progressing with the key standards of the WRES work.
Page 15, BCP/0104/8/17(i) - Quality, 4th paragraph –
‘activity’ to be replaced with ‘acuity’.
Page 15, BCP/0104/8/17(ii) – 2nd paragraph – ‘he’ to be
replaced with ‘the’

BCP/0104/36/17

MATTERS ARISING NOT ON THE AGENDA
None

BCP/0104/37/17

DECLARATION OF ANY OTHER URGENT BUSINESS TO
BE TRANSACTED
None

BCP/0104/38/17

REPORT OF THE CHIEF EXECUTIVE
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Transforming Care Together (TCT)
Ms Taylor reported that the Integration Board met for the first
time on 17th March 2017 with positive feedback. Progress
against the three key workstreams of culture, transformation
and redesign & business were received.
Mr Fry reported that as a member of the Integration Board
he could give assurance that although it was recognized that
the task was enormous, there was enthusiasm to deliver,
and a competent plan was in place.
Ms Jeffrey asked whether the Board felt they had the right
support to deliver what was required.
Ms Fletcher reported that it was early days however the
leads from the three workstreams requested key people sit
on the work-stream’s and it was recognized that there was a
need to continually review the capacity of staff.
Ms Newton requested a report to future Board meetings to
provide assurance and exceptions.
Ms Taylor explained that a governance structure was in
place for reporting which had been approved by the Board
and suggested the report that is received at the Sponsors
Meeting is provided to the Board.
Ms Taylor confirmed that an Enabling Workstream event had
taken place and a Clinical Event was planned for 4th April,
along with listening events to engage staff.
Ms Newton asked what the signup was for the Clinical
Engagement Event and asked for assurance that the right
people were attending.
Ms Cadman confirmed that there was a good signup
however it was uneven across the three organisations which
was being addressed.
Ms Thomas added that at Birmingham Community
Healthcare NHSFT, clinicians were being encouraged to
attend rather than divisional managers.
Dr Lidher raised that she was not clear around the purpose
of the event and which staff groups were being targeted. Ms
Fletcher added that the notice given should be considered.
Ms Thomas confirmed that a ‘save the date’ was sent out 6
weeks ago recognising clinicians were required to attend.
Mr Fry suggested proactively inviting key people to attend.

Page
Page
4 of817

Action

Ref

Item

Action

Ms Taylor confirmed that a number of invitations had been
sent out and a huge effort had been made to encourage
attendance.
Black Country Sustainability and Transformation Plan (STP)
Ms Taylor reported that partners had been consulted on a
more streamlined governance structure for the STP at the
recent Sponsors Group and indicated a formal process to
agree the future STP was being developed.
She confirmed that NHS England had challenged the plan
and asked for it to be practical with clear deliverables.
She reported that there was a discussion around moving to
one commissioner for the Black Country based on the STP.
MERIT
Ms Taylor reported that she had sent a letter to the Chief
Executive of Birmingham & Solihull Mental Health Trust and
shared with Dudley and Walsall and Coventry and
Warwickshire CEO’s clarifying Black Country Partnerships
position in response to the key objectives and programmes
of work.
She confirmed that the recovery work had come to life and
was pushing for more funding. It aligned with the aspirations
of the work by the West Midlands Combined Authority which
could position itself to be a key driver for the work.
Mr Fry raised that he had recently visited the Recovery
College which was doing some fantastic work however was
struggling for funding to sustain itself. He felt that if possible
additional funding should be put into the service which was
valuable to the recovery of service users.
Update on Strategy Implementation
Ms Taylor confirmed that a Strategy Planning Day had been
held on 1st March 2017 which had been a positive session
with good engagement. The deliverables and risks from the
day have been collated and will be reported to the Board
through the BAF and a revised annual delivery plan.
Five Year Forward View
Ms Taylor reported that the revised Five Year Forward View
was expected to be published on Friday 31st March 2017.
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IT WAS RESOLVED:
(i)

(ii)

To receive a report to Board on TCT
progress from the Integration Board as a
standing item (report received by
Sponsors Meeting).
To note the report

BCP/0104/39/17

RISK AND ASSURANCE

BCP/0104/40/17

REPORT FROM CHAIR OF AUDIT COMMITTEE
Mr Stenson presented the report and provided the key
highlights from the meeting held on 16th February 2017.
He reported that External Audit had confirmed early planning
work relating to the 2016/17 audit had commenced and the
final report would be received in May 2017.
Mr Stenson reported that a process had been put in place
which includes an overview of progress with internal audit
recommendations, which would inform the Head of Internal
Audit Opinion.
Mr Stenson confirmed that a key risk had been identified in
terms of the Oracle Software License which could pose a
significant financial risk to the organization and a potentially
wider issue in terms of licenses, which were being reviewed.
Mr Stenson reported that in view of the planned transaction
date it had been agreed to give 6 months’ notice to Internal
Audit contract and the 2017/18 audit programme would take
the approach of ‘spot’ audits.
Mr Stenson reported that at its meeting on 8th March,
External Audit confirmed that they were not wishing to
challenge the Trust on their approach to the estates
revaluation however would be confirming with NHSI that they
were supportive.
Mr Axon provided an update that External Audit had since
discussed with NHSI who were content to agree to the
approach.
IT WAS RESOLVED:
(i)

BCP/0104/41/17

To receive the report

REPORT FROM CHAIR OF FINANCE AND INVESTMENT
COMMITTEE
Mr Fry provided a verbal update report on behalf of Mr Malik.
He reported that there had been a push with service line

Page
1017
Page 6 of

Ref

Item
reporting which was critical to the performance of the
organization however it was recognized that it was a big task
on a tight timescale.
Concerns were raised about the income run rate for learning
disabilities and mental health which were down on plan,
reporting that continuation into quarter 1 would create further
risk. The committee did not feel assured that there was
adequate mitigation to the risk.
Mr Fry confirmed that a £2m gap in CIP plans had been
reported at 1st April 2017 which concerned the committee.
Ms Newton asked how effectively the gateway process was
operating and asked whether the CIP issue was general or
specific to certain divisions.
Ms Cadman reported that the gateway process could be
strengthened further and work was ongoing across TCT to
identify schemes. Divisions were being challenged through
the gateway process and it had been identified that mental
health had a £1m gap.
Ms Writtle confirmed that a useful discussion had taken
place at the meeting and it was identified that mental health
and learning disabilities had different issues. She confirmed
that there had been a significant review around the lack of
income for assessment and treatment beds.
She confirmed that a Recovery Board for Mental Health
would be initiated which the Board needed to support.
Ms Newton asked whether the CIP gap was material.
Ms Thomas confirmed that diagnostic was required quickly
and it was proposed that an external improvement partner
work with the Trust to provide evidence for potential savings
and efficiency gains to give clarity. She confirmed that it was
key to get clinical buy in.
Mr Axon reported that there are a number of potential issues
which if combined could lead to a circa £4m deficit and
clarified that the recovery programme would assist however
the external improvement related to the CIP challenge.
Dr Lidher raised that it will only be possible to get clinical buy
in if the culture was right which takes time. She confirmed
that mental health success will be through transformational
work which takes time and commitment.
She felt that an external partner would probably not be able
to provide solutions.
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Ms Thomas agreed however felt that it had been successful
in other organisations to provide additional capacity and
support.
Ms Taylor confirmed that it doesn’t have to be someone
coming in, if staff know the answers they should be putting
them forward and being supported by the organisation.
Ms Fletcher confirmed that she had sat on gateway panels
and felt that issues had been well articulated. She raised it
was important to listen to staff and support them.
Mr Stenson confirmed that Audit Committee have requested
an Audit of the CIP programme.
Mr Fry confirmed that there had been a constructive
discussion at the meeting regarding the diagnostics and it
was felt that it would be a practical solution to work with an
external partner, and the committee felt assured with this
approach.
Ms Newton raised concern that the narrative remains similar
to previous years and highlighted the expectation that
cultural transformation should now be moving forward with
plans.
IT WAS RESOLVED:
(i)
BCP/0104/42/17

To note the report

REPORT FROM CHAIR OF QUALITY AND SAFETY
COMMITTEE
Mr Fry reported that the staff survey results had been
presented which provided a positive picture, with the number
of staff completing the survey increasing from 34% to 40%.
He confirmed that Workforce and Race Equality Standard
work indicated a small closing of gaps between white and
BME staff which was encouraging.
Mr Fry reported that compliance with mandatory training had
slipped however the committee were assured that this was
being looked at.
The committee raised concerns about the quality of reporting
around risk however were assured that a review of risk
management was being undertaken.
Mr Fry confirmed that a proposed new format for the serious
incident report was presented, however the increased detail
required suitable narrative. It was therefore agreed that the
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format would be reviewed for the next meeting.
IT WAS RESOLVED:
(i)

BCP/0104/43/17

To receive the report

BOARD ASSURANCE FRAMEWORK
Mr Green presented the report which provided a summary of
the BAF along with an overview of the movement of scores
to date. He confirmed that the IT License risk had been
included.
Mr Green drew attention to risk 23 (cost improvement
programme) which had reduced due to the robust process in
place however following earlier discussions suggested that
this may need to be reconsidered.
Mr Green confirmed that the risks identified at the Strategy
Panning Day had been reconciled with current risks.
In response to a question from Ms Newton, Mr Green
confirmed that the risks with gaps on the summary page are
risks that have been removed following the Strategy
Planning Day. He agreed to include a key to indicate this
within the report.
Mr Fry felt that CIP’s remained a high level risk however this
needs to be kept fluid as schemes are identified.
Ms Newton asked at what point a risk would be removed
from the BAF.
Mr Green confirmed that having been identified as a high
level risk he would not feel comfortable to remove it from the
BAF.
Ms Taylor confirmed that the risk management review would
highlight the clear distinction between the High Level Risk
Register and BAF, and explained that the BAF should
include the key risks to achieving strategic objectives.
Ms Newton suggested that the scoring for risk 15, Executive
Management Capacity, should be reviewed given mitigation
following the sharing agreements with BCHC staff which has
increased capacity and capability. It was agreed that the risk
would be reviewed.
Ms Newton suggested including engagement with governors
as a risk on the BAF. Mr Green confirmed that this had been
discussed at Executive Management Forum in terms of the
governor engagement plan and colleagues will be aware of
the issues. It was agreed to add as a risk to the register.
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Mr Fry suggested risk 24, MERIT be reviewed as funding
concerns have now moved off the agenda. It was agreed
that the risk would be reviewed.
Mr Stenson raised that the BAF had been discussed at Audit
Committee and it had been agreed that Mr Green and Ms
Rogan would work together on the risk management review.
Mr Green confirmed that Internal Audit had provided a
substantive opinion on the BAF.
IT WAS RESOLVED:
(i)
(ii)
(iii)
(iv)

To review risk 15, Executive
Management Capacity
To include a risk in relation to
engagement with governors
Review risk 24, MERIT
To note the report

BCP/0104/44/17

STRATEGY AND BUSINESS TRANSACTIONS

BCP/0104/45/17

TRANSFORMING CARE TOGETHER
Reported under item 4.

BCP/0104/46/17

FINANCE PLAN 2017/18
Mr Axon presented the report which provided a detailed
review of the Trusts Finance Plan.
He drew the Boards attention to table 4 which provides a
recurrent v non recurrent analysis for CIP’s and highlighted
the £6m deficit position start point which reflects the nonrecurrent items carried over from 2016/17 and provides an
underlying problem for 2017/18. He confirmed that attempts
were being made to mitigate risks however they were being
compounded by risks with 2017/18 plan.
Mr Axon reported the worst case scenario deficit of £9m was
included within the report as it was important for the Board to
recognize where the financial position sits.
Mr Axon confirmed that the TCT Full Business Case has to
reconcile with this plan.
Mr Axon reported that there was a risk of cash running out
before the date of transaction and it was important to identify
how this can be managed.
It was reported that there wasn’t a significant capital plan
and there was limited flexibility. Mr Axon explained that the
income & expenditure position would have to be under
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control in order to manage cash.
Mr Axon reported that the issues with Oracle licenses could
offer some flexibility around the year end position, adding
that a second opinion had provided a considerably better
position.
Mr Stenson asked how the push to look after patients in the
community was being reflected in contract negotiations.
Mr Axon confirmed that there had been a significant
improvement in the learning disabilities position which would
be effective if the run rate position was removed from day 1.
He explained that there was commissioner’s support for out
of hospital care following the Winterbourne investigation.
Ms Taylor explained that there is a contract for the required
level of activity and the finance plan relates to activity
however the level of activity was not being delivered. She
explained that it is positive for the patients however resulted
in empty beds.
Dr Lidher explained that there had been a review of beds
across the Black Country however commissioners lagged
behind service changes and developments.
IT WAS RESOLVED:
(i)

To note the report

BCP/0104/47/17

QUALITY AND PATIENT EXPERIENCE

BCP/0104/48/17

REPORT ON OUTCOME OF CQC INSPECTION
Ms Fletcher presented the report which provided the
outcome of the CQC re-inspection which took place in
October 2016 and reported that the overall rating had
improved to good in all areas.
She reported that three areas received an outstanding rating,
which were community based mental health services for
adults, community based mental health services for older
adults and specialist community mental health services for
children & young people.
Ms Fletcher explained that a risk based approach was being
taken by the CQC for future inspections which could be
triggered by concerns being raised or intelligence obtained.
IT WAS RESOLVED:
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Action
(i)

BCP/0104/49/17

To note the report

2016 NATIONAL STAFF SURVEY RESULTS
Ms Cadman presented the report which provides key
findings and information following the publication of the 2016
staff survey results and reporting that positive improvements
had been made however the amount of work still required
shouldn’t be underestimated.
She confirmed that an action plan had been developed and
certain scores would be targeted. She confirmed that the
organizational development work was a priority as part of
TCT which will go hand in hand with the action plan.
Ms Cadman explained that given the period of change the
results were positive which now need to be built upon.
Ms Newton asked whether staff had given any feedback or
comments on the results.
Ms Writtle confirmed that local meetings had taken place
with staff and it had been identified that where time had been
given to staff to have discussions, there had been a direct
correlation with improved results. She added that it was
important to be able to identify time for staff to complete the
survey and the option to complete online had proved
successful.
Ms Cadman confirmed that a communication plan was in
place.
Ms Jeffrey asked whether there had been an evaluation of
the strategies put in place last year to address the issues
identified and whether there was confidence that the Trust
was working to deliver, particularly in the current landscape.
Ms Cadman agreed that she would revisit the previous years
detailed action plan and identify whether it had impacted any
particular questions.
Ms Fletcher reflected over the last few years and it had been
anticipated that it would get worse before it got better due to
the time of significant change however divisions had taken
ownership and understood what the results meant in the
context of divisions. She suggested it would be useful to
understand the key themes across the three organisations in
terms of supporting each other.
Mr Holmes raised that there would need to be a balance
between interventions of the Board and how the organization
frame messages to support the staff.
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Mr Stenson queried the reason for LD and CYPF being
grouped as he felt this was unhelpful. Ms Cadman agreed to
disaggregate the data.
IT WAS RESOLVED:
(i)
(ii)
(iii)

Ms Cadman to revisit the previous years
detailed action plan and identify whether
it had impacted any particular questions
To disaggregate the LD and CYPF data
To receive the report

BCP/0104/50/17

OPERATIONAL AND CONTRACTUAL PERFORMANCE

BCP/0104/51/17

INTEGRATED OPERATIONAL PERFORMANCE REPORT
AS AT 28TH FEBRUARY 2017
Ms Writtle reported that delayed transfers of care were now
below target, and were running at between 3% and 4%
delays.
She reported that the emergence of A&E Boards had
assisted as they were working proactively to make decisions
in order to free up systems. She also confirmed that a
dedicated administrator for the Trust who was actively
chasing had impacted positively.
Ms Writtle reported that readmission within 90 days was red
however this was an anomaly as the target for 2017/18 was
30 days.
It was reported that workforce targets remain slow to
improve however there was a great deal of hard work being
undertaken.
Ms Writtle confirmed that the Workforce Committee needs
innovative approaches to support targets moving forward.
Ms Taylor suggested that it would be useful for the Quality
and safety Committee to review the data in detail, particularly
vacancy rates and agency spend as the Board should
anticipate vacancy rates will increase as part of the
Management of Change process.
She suggested it would be useful to identify a split of
planned vacancies versus unplanned vacancies and likely
agency spend in order to give assurance.
In response to a question from Mr Stenson, Mr Axon
confirmed that through ESR vacancies being held but filled
with agency could be separated.
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Mr Fry suggested it would be useful to separate out any
additional revenue opportunities due to observations.
Ms Fletcher drew attention to the safe staffing report and
confirmed that a lot of work had been carried out to fill
vacancies. Planned and unplanned staffing included fill rates
of 100% however bank and agency were being used.
Ms Fletcher confirmed that NHSI had recently published a
requirement for Trusts not to use agency if working in
another NHS substantive post, the impacts of which are
being worked through.
Ms Taylor raised that it should be clear that while overfilling
with those unregistered, registered staff were not being filled
and asked for reasons for this. She suggested that it would
be useful to see a breakdown and key reasons in order to
triangulate.
Ms Fletcher drew attention to page 124 of the report which
provides detail around how staff are being used and the
reasons for using unregistered. She confirmed that usually
health care support workers were used for observations
when supervision was in place.
Ms Jeffrey suggested an establishment review be carried out
at the same time and raised that at KLOE visits staff clearly
indicate that this would be welcomed.
Ms Fletcher confirmed that 6 month establishment reviews
took place and reported that there were key areas where the
establishment was being increased.
Mr Stenson raised that assaults on staff had increased and
as part of the KLOE visit he had met both patients and staff
having to manage which set the scene around the difficult
conditions that staff have to work in. He felt that this should
be recognized and staff should be valued, recognizing the
retention of existing staff was important.
Dr Lidher confirmed that detailed triangulation was reported
at Quality and Safety Steering Group and Divisional
Meetings and suggested an in depth analysis be
commissioned and reported to Quality and Safety
Committee, which was agreed.
Mr Axon reported that NHSI had given the opportunity to
revise the forecast outturn position. He confirmed that the
original plan was £1.9m deficit however following a detailed
review of estates and IT, it indicates a better position and
proposed a final forecast outturn position of £1.6m deficit.
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IT WAS RESOLVED:
(i)

(ii)
(iii)

To receive a detailed split of planned
vacancies versus unplanned vacancies
and likely agency spend at Quality and
Safety Committee (JG/DH)
To receive a detailed triangulation in
terms of establishment and assaults on
staff at QSC (AF,LW,JF,JL)
To agree to submit a reduced forecast
outturn position of £1.6m deficit

BCP/0104/52/17

CORPORATE GOVERNANCE

BCP/0104/53/17

SCHEDULE OF MATTERS RESERVED FOR THE BOARD
Mr Green presented the report which proposed minor
amendments to the Schedule of Matters Reserved for Board
in accordance with requirements of the Code of Governance
for NHS Foundation Trusts.
IT WAS RESOLVED:
(i)

BCP/0104/54/17

To approve the Schedule of Matters
Reserved for Board

REGISTER OF INTERESTS AND HOSPITALITY
Mr Green presented the Register of Interests and Gifts and
Hospitality for approval of the Board.
Ms Newton confirmed that her associate role with Capsticks
should be removed and that she is a trustee with Teens in
Crisis (Gloucestershire). She highlighted that Ms Fletcher
should be included on the Register of Interests.
IT WAS RESOLVED:
(i)
(ii)

BCP/0104/55/17

To approve the registers subject to
minor amends
To include Ms Fletcher on register

INSURANCE ARRANGEMENTS
Mr Green presented the report which provided the Trusts
current insurance arrangements.
IT WAS RESOLVED:
(i)

BCP/0104/56/17

To note the report

REPORT FROM CHAIR OF THE CHARITABLE FUNDS
COMMITTEE
It was noted that there were no exceptions to report to
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Ref

Item
Board.

Action

BCP/0104/57/17

REVISION TO THE COMMITTEE STRUCTURES
Ms Taylor presented the report which proposed a revision to
the current committee structure noting the key change being
the dissolution of the Business and Performance Committee
and the addition of the Performance and Programme
Management Board and Trust Risk Management Committee.
IT WAS RESOLVED:
(i)

BCP/0104/58/17

To note the revised structure

CONSTITUTION OF THE TRUST
Mr Green presented the report which set out proposals made
at the Assembly of Governor Meeting on 21st March 2017
concerning the composition of the Assembly of Governors.
The report outlined proposals to address the recruitment of
staff governors by creating a generic class of staff governors
as opposed to the current specific staff classes, which was
approved by the Assembly.
Mr Green reported that concern that had been raised to the
Assembly around the cost and timing of elections at this
critical stage in the organisations future, and confirmed that
three long standing governors terms were due to expire in
August 2017. He confirmed that guidance had been sought
from NHSI to extend the terms of these governors however
this is not permissible under statutory rules for Foundation
Trust’s.
Mr Green explained from a constitutional point of view the
reduction of three governors would not breach in terms of
composition however could impact on quoracy at meetings
and the approval process that governors need to be involved
with for TCT.
Ms Taylor confirmed that NHSI had suggested it may be an
option to bring forward the timing of the voting in order to
include long serving governors.
IT WAS RESOLVED:
(i)
(ii)

BCP/0104/59/17

To approve the proposed changes to the
Staff Constitution
To have further discussion with the lead
governor about the composition and
elections

MINUTES OF SUB-COMMITTEES OF THE BOARD
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Ref

Item

Action

BCP/0104/60/17

AUDIT COMMITTEE MEETING HELD 16TH FEBRUARY
2017
Noted for information.

BCP/0104/61/17

FINANCE & INVESTMENT COMMITTEE HELD 16TH
FEBRUARY 2017
Noted for information

BCP/0104/62/17

QUALITY AND SAFETY COMMITTEE MEETING 9TH
DECEMBER 2016
Noted for information.

BCP/0104/63/17

CHARITABLE FUNDS COMMITTEE HELD 22ND
NOVEMBER 2016
Noted for information.

BCP/0104/64/17

ANY OTHER BUSINESS (AS DECLARED IN OPENING
MATTERS)
None

BCP/0104/65/17

SUMMARY OF ACTIONS AGREED

BCP/0104/66/17

ITEMS TO REFER TO BOARD SUB-COMMITTEE'S
Quality and Safety Committee – Vacancies
Establishment

BCP/0104/67/17

ITEMS TO REFER TO ASSEMBLY OF GOVERNORS

BCP/0104/68/17

RISKS IDENTIFIED
CIP’s
Forecast Outturn

BCP/0104/69/17

QUESTIONS FROM THE PUBLIC

BCP/0104/70/17

REVIEW OF MEETING

The Chair thanked all for attending the Committee and closed the meeting.
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Action Ref

Action

Public Board Meeting Action Log
Lead

250117/BCP/0104/5vi/
17
Equality and Inclusion Governance Arrangements
To receive an update report at March 2017 Board
Meeting following the visit from NHS England.
250117/BCP/0104/5vi/
17
Equality and Inclusion Governance Arrangements
To receive training at a future Board development
session
250117/BCP/0104/6/17 MERIT Review of Value Proposition
To receive a further report at the March 2017 meeting

290317/BCP/0104/49/1 2016 National Staff Survey Results
Ms Cadman to revisit the previous years detailed action
7
plan and identify whether it had impacted any particular
questions
290317/BCP/0104/49/1 2016 National Staff Survey Results
7
To disaggregate the LD and CYPF data
290317/BCP/0104/51/1 Integrated Operational Performance Reports as at
28th February 2017
7
To receive a detailed split of planned vacancies versus
unplanned vacancies and likely agency spend at
Quality and Safety Committee

Required
Completion
Date

Date
Completed

Status

To be reported in April-17

Apr-17

On
agenda

TBC

Open

deferred to
Apr-17
Apr-17
Update

On
agenda
On
agenda

J Cadman

A Green

J Cadman
To be reported on the
private agenda
A Green

Page 23

290317/BCP/0104/43/1
Board Assurance Framework
7
(i) To review risk 15, Executive Management Capacity
(ii) To include a risk in relation to engagement with
governors
(iii) Review risk 24, MERIT

Comments

J Cadman

Apr-17
Update

J Cadman

Apr-17
Update
Apr-17
Update

Open

J Griffiths
D Holmes

Open

Open

290317/BCP/0104/51/1 Integrated Operational Performance Reports as at
7
28th February 2017
To receive a detailed triangulation in terms of
establishment and assaults on staff at QSC
290317/BCP/0104/58/1 Constitution of the Trust
To have further discussion with the lead governor about
7
the composition and elections

A Fry
L Writtle
J Fletcher
J Lidher
A Green

Open
Apr-17
Update
Open

Items scheduled as per cycle of business that have been deferred
Item
By Whom
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Report on Annual Patient Survey
Board Evaluation
Concerns, Complaints and Compliments to
31st March 2017
Annual Self Certification against Licence Compliance

Apr-17
Update

J Fletcher
A Green
J Fletcher
A Green

Due

Deferred to
Mar-17 TBC
Mar-17
May-17
May-17
Apr-17
Apr-17
May-17

Encl. 4

Board of Directors
Reference:
Date of Meeting:
Document Title:

UK General Election

Agenda Item no: 4
April 2017
Chief Executive Report

8th

Enclosure no

Current Significant Issues
June 2017 - Pre-election phase ‘purdah’

The announcement of the General Election means that NHS Trusts will need to consider its
activities during the pre-election period or ‘purdah’. The term “purdah” is used across central
and local government to describe the period of time immediately before elections or
referendums when specific restrictions on the activity of civil servants and local government
officials, where appropriate, are in place. Purdah prevents announcements from and activities
by public bodies which could influence or be seem to influence the election.
The Guidance from NHS Providers includes the following:




No activity should be undertaken which could be considered politically controversial or
influential
Normal business and regulation needs to continue during purdah period.
Care should be taken not to comment on the policies of political parties or campaign
groups and websites should not be updated with any information that may be considered
political

The Trust has sought guidance on planned activities as part of the Transforming Care Together
(TCT) partnership. Specific activities in relation to public events is awaited however in the event
of any adjustments to the plan, it is anticipated that the timescale for the Transaction will not be
affected.
Transforming Care Together (TCT)
The Integration Board met on 21st April 2017 and reviewed progress within the key work
streams. Additionally an approach to benefits realisation and risk log were agreed. The Full
Business Case, which is being supported by PriceWaterhouseCooper, will be reviewed again
at the meeting in May prior to submission for approval by respective Boards.

Environmental Scan
The Trust is operating in a complex environment with challenges and opportunities across the
Health and Social Care System a diagrammatic representation is on page 4 on the
environmental scan.
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Overview of Matters Requiring Approval
Integration Board Terms of Reference
Summary of Trust Performance
Overall performance
Quality and Safety.
Good performance across quality and safety domain continues.
However one patient acquired a grade two pressure sore whilst being cared for on an inpatient
mental health ward and readmission rates in mental health continue to breach target levels.

Workforce and Efficiency
Overall the workforce and efficiency performance remains an area of concern with further work
required to improve performance across sickness, vacancy rates, appraisal and reducing
agency usage.
Finance
The Trust ended the year with a deficit of £1,019k representing a 38k favourable variance
against our control total.
CIP progress:
The end of year position was £5k favourable to plan with £6,400k delivered.
The recurrent/non-recurrent split was 46% (R) and 54% (NR).

Organisation Structure and Personnel
From 24th April 2017 BCP Executive Director of Operations will be providing support to Dudley
and Walsall NHS Trust as Director of Operations.

Update on Strategy Implementation
The BAF for 2017/18 is presented to Board this month identifying the actions identified to
mitigate strategic risks likely to impact on the Trust strategic objectives.

Risk and Compliance
As above
Matters for Noting
The 5 Year Forward View Delivery Plan was published end March 2017.
Significant Areas for Mental health –recognition historically, treatment options for mental
health compare unfavourably with those for physical conditions, particularly for children
and young people. The public now rightly expect us to urgently address these service gaps.
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Increased investment to enable more people to access psychological, or ‘talking’
therapies, for common mental health conditions over the coming year. Continued focus
on addressing physical health needs for people with severe mental illness. Additional new
Mother and Baby Units across the country, more specialist beds and 20 new specialist
perinatal mental health teams, currently there is a bid opportunity across the Black Country.
24 hour mental health liaison teams in A&Es, investing in crisis response and home
treatment teams and placing 1,500 therapists in primary care will ensure
more people get appropriate care when they need it.
Workforce Disability Equality Standard (WDES)
Following on from the Workforce Race Equality Standard (WRES) which was introduced last
year, NHS England has now commenced the implementation of the WDES. This has been
developed in response to concerns regarding the experience of disabled staff working within
the NHS. Key areas of concern include a significant disparity in staff who declare a disability on
ESR compared to those who declare a disability in the anonymous staff survey and concerns
about the representation of staff with disabilities at all levels of the NHS and covering different
types of disability. A set of metrics have been drafted although are yet to be agreed at a
national level. The WDES will be mandated in all NHS contracts from April 2018 and 2017/18
has been established as a preparatory year. The CCGs have requested a plan for local
implementation by October 2017 which will be developed in conjunction with TCT partners and
through the governance structures established within BCHC for the oversight of the EDHR
agenda. This plan will be presented to QGRC in September 2017 for comment and to Trust
Board for approval in October prior to publication.

Page 27

Page 3 of 5

Page 28
Page 4 of 5

BLANK PAGE

Page 29
Page 5 of 5

This page is intentionally left blank

Encl. 5.1

Meeting of:

Board of Directors

Date:

26 April 2017

Subject:

Board Assurance Framework

Presented by:

Michelle Rogan, Interim Corporate Governance Director

Author:

Governance Assurance Unit

Purpose:

Review/Approval

Relationship to strategic objectives:
Strategic objectives:
We will nurture a culture which provides: safe, effective, caring, responsive
and well led services.
We will involve and listen to patients, carers and family’s experience to
continually improve services we provide.
We will be a leading provider of specialist mental health, learning disability
and children’s services, proactively seeking opportunities to develop our
services, building partnerships with others, to strengthen and expand the
services we provide.
Attract and retain well-trained, diverse, flexible, empowered and valued
workforce.
Resources will be used effectively, innovatively and in a sustainable
manner.
None

Relationship to High Level Risks:
All high level risks

Recommendation(s):
To consider the Board Assurance Framework which incorporates a review of BAF
risks 2016-2017 and proposed BAF for 2017-18; the Board is asked to review the
adequacy of mitigation plans, that are already in place. To agree the new template
for the framework and to confirm the new risks identified at the Annual Planning
away day.
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x
x

x

x
x

Equality & Diversity implications:
An Equality Impact Assessment has not been completed.
There are no specific equality and inclusion issues to consider in this report. Any
equality and inclusion issues relevant to each risk will be addressed separately as
necessary

Regulatory and Compliance matters:
X

Monitor:

Licence condition regarding governance and risk
management

Care Quality
Commission:
Other:
None:

Previous consideration
Board
Audit

x

Quality & Safety
Finance &
Investment
None

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
Other
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Executive Summary
The purpose of this report is to provide the Board with progress on the actions identified to
mitigate Strategic risks that may impact on the delivery of the Trust Strategic Objectives.
Included is an update on risks previously identified on the BAF for 2016-17 and proposed
risks for 2017-18 and associated mitigation. Appendix 1 details an overview of the status of
risks on the BAF 2016-17.
As part of the Annual Planning away day in March 2017, BCPFT’s strategic objectives were
considered and 13 associated risks for this financial year identified. In response to this the
2016/17 BAF was reviewed and the following 3 risks were carried over onto the 2017/18
BAF.
Risk Description
Ability to deliver strategy,
required performance and
compliance agendas may be
compromised if senior
management capacity is
reduced.
If the Trust does not invest in its
estate, then our clinical areas
may not support efficiencies in
service delivery
If Oracle request the
outstanding and current licence
fee then this would impact on
the trusts financial position

16-17 BAF
Number Datix ID

Main Manager

Executive
Lead

Risk 15, Datix 628

Caroline Nolan

Tracy Taylor

Risk 20, Datix 204

Sophie Wray

Peter Axon

Risk 26, Datix 383

Shaun Middlemas

Paul Assinder

Following review at last Board, a single risk has been downgraded and will now be managed
at Divisional level, all updated to residual risks within the 2016/17 BAF have been migrated
into the revised format with updates to mitigating actions made.
Risk Description and BAF
number
If DToCs continue to occur
then the Trust is at risk of
not meeting mandated
targets and quality of
service delivery may be
impaired

2016/17
BAF ref,
Datix ID

Risk 2
Datix 10

Main
Manager

Steve
Phillips
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Executive
Lead

Lesley
Writtle

Remarks

BAF risk not
transferred to BAF
17/18, but transferred
for Divisional
management

Six new risks were identified as part of the Annual Planning day which had no association
with previous risks reported within the 2016/17 BAF. These are not presently reported in the
attached BAF template as executive leads will be required to fully outline risk details.
Strategic Risks

16-17 BAF
Number

Executive
Lead

If we do not invest in our leadership at all levels of the
organisation we will not deliver safe, effective, caring,
responsive and well led services.

New Risk

Lorraine
Thomas

If patients and carers do not identify with the organisation they
may disengage from providing feedback which could lead to
loss of quality, income and services

New Risk

Joyce
Fletcher

If we are unable to demonstrate a consistent "you said - we
did" response it will affect experience and reputation

New Risk

Joyce
Fletcher

There is a risk that delivery of the Trust targets and objectives
may be compromised during the integration phase of TCT and
whilst working on developing new models of care.

New Risk

Caroline
Nolan

If we do not understand our stakeholders we will fail to
develop effective working relationships or the best quality
services and lose business.

New Risk

Lorraine
Thomas

If we are unable to measure performance effectively it will lead
to poor decision making and a risk to sustainability

New Risk

Caroline
Nolan

All remaining seven risks were assessed as aligning to risks already visible within the
2016/17 BAF and as a result, all supporting risks narrative has been migrated into the new
BAF template and attached for your consideration (appendix 2).
The Trust Board is asked to consider and approve;
1. the new template for the 2017-2018 framework
2. the BAF for 2017-2018 considering the adequacy of the mitigation actions
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Risk Description and BAF number

Risk - Datix ID
number

Main Manager

Executive Lead

If DToCs continue to occur then the Trust is at risk of not meeting mandated targets
and quality of service delivery may be impaired
Procurement arrangements for MCP in Dudley may adversly affect sustainability of
Trust and services
If we are unable to recruit and retain staff then quality and efficiency of service will be
impaired.
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If we are unable to address sickness management then quality and efficiency of
service will be impaired
Ability to deliver strategy, required performance and compliance agendas may be
compromised if senior management capacity is reduced.
Risk to service delivery and productivity if IT systems are not used and developed to
assist the transformation agenda
If the Trust cash balances are depleted then it will not be able to meet its obligations
to pay staff and suppliers and will be in breach of its licence condition to remain
sustainable.
If the Trust is unable to identify recurring CIP’s then it will not be financially sustainable
and potentially be in breach of its licence
If we are unable to fully participate and engage in the MERIT program then there is
risk that funding to sustain and transform services may be compromised
If the Board does not promote the services it provides then it could lose credibility in
the market place and with key stakeholders.
If the Trust does not invest in its estate, then our clinical areas may not support
efficiencies in service delivery
If Oracle request the outstanding and current licence fee then this would impact on the
trusts financial position

Top Strategic Risks
BAF Risk has been merged into a new BAF risk for 17/18
BAF risk not transferred to BAF 17/18, but transferred for Divisional management
BAF risk closed
BAF Risk carried forward to BAF 17/18

Risk 2 Datix 10

Steve Phillips

Lesley Writtle

Risk 7 Datix 648

Kuli Kaur-Wilson

Lesley Writtle

Risk 10 Datix 327

Judy Griffiths

Lesley Writtle,
Joyce Fletcher

Risk 13, Datix 332

Judy Griffiths

Lesley Writtle

Risk 15, Datix 628

Caroline Nolan

Tracey Taylor

Risk 18, Datix 602

Duncan Robinson Paul Assinder

Risk 21, Datix 442

Angus Hughes

Peter Axon

Risk 23, Datix 211

Kuli Kaur- Wilson

Peter Axon

Risk 24, Datix 581

Jo Cadman

Tracey Taylor

Risk 25, Datix 650

Caroline Nolan

Tracey Taylor

Risk 20, Datix 204

Sophie Wray

Peter Axon

Risk 26, Datix 383

Shaun Middlemas Paul Assinder

Remarks
BAF risk not transferred to BAF
17/18, but transferred for
Divisional management
BAF Risk has been merged into
a new BAF risk for 17/18

Appendix 1
Rationale

Transferred to Mental Health
Division
Risk forms part of the wider
Risk within BAF 12

BAF Risk has been merged into
a new BAF risk for 17/18
BAF Risk has been merged into
a new BAF risk for 17/18
BAF Risk carried forward to
BAF 17/18

Risk forms part of the wider
Risk within BAF 8
Risk forms part of the wider
Risk within BAF 9

Merged into Strategic Risk ID1

Aligned with Strategic Risk ID1

BAF Risk has been merged into
a new BAF risk for 17/18
BAF Risk has been merged into
a new BAF risk for 17/18
BAF Risk has been merged into
a new BAF risk for 17/18
BAF Risk has been merged into
a new BAF risk for 17/18
BAF Risk carried forward to
BAF 17/18
BAF Risk carried forward to
BAF 17/18

Risk forms part of the wider
Risk within BAF 13
Risk forms part of the wider
Risk within BAF10- 13
Risk forms part of the wider
Risk within BAF 12
Risk forms part of the wider
Risk within BAF 5

Risk is still open

Risk is still open
Risk is still open
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Board Assurance Framework 2017-18

Appendix 2

Board Assurance Framework Overview 2017/18
(blue font denotes new risks)

STRATEGIC OBJECTIVE
Risk Description
Risk Description
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STRATEGIC OBJECTIVE
Risk Description
Risk Description

STRATEGIC OBJECTIVE

Risk Description
Risk Description
Risk Description

We will nurture a culture which provides safe, effective, caring, responsible and well-led
Services
If we do not put robust Information Technology systems in place it will have a negative impact on
quality through wasted productivity and reduced patient facing time.
If we do not invest in our leadership at all levels of the organisation we will not deliver 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
If patients and carers do not identify with the organisation they may disengage from providing
feedback which could lead to loss of quality, income and services
If we are unable to demonstrate a consistent "you said - we did" response it will affect experience
and reputation
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
If the Trust cannot demonstrate high quality services this will damage its reputation and risk not
being the provider of choice, damaging satisfaction and loss of income.
There is a risk that delivery of the Trust targets and objectives may be compromised during the
integration phase of TCT and whilst working on developing new models of care.
If we do not understand our stakeholders we will fail to develop effective working relationships or
the best quality services and lose business.
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STRATEGIC OBJECTIVE
Risk Description
Risk Description

Risk Description
Risk Description

STRATEGIC OBJECTIVE
Risk Description
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Risk Description
Risk Description
Risk Description
Risk Description
Risk Description

Appendix 2

Attract and retain a well-trained, diverse, flexible, empowered and valued workforce
If we do not retain and recruit enough and the right skilled staff we cannot create the culture that
delivers high quality, safe, effective, caring and responsive services.
If we do not ensure that staff are engaged, supported and whose health and well-being is
maintained, then there is a risk that this will impact on the quality and financial/performance goals
of the organisation.
If we are unable to develop a culture of innovation it will not support delivery of quality or cost
effective solutions.
Ability to deliver strategy, required performance and compliance agendas may be compromised if
senior management capacity is reduced.
Resources will be used effectively, innovatively and in a sustainable manner
If we are unable to develop a culture of innovation it will not support delivery of quality or cost
effective solutions.
If we are unable to deliver and develop strategic partnerships e.g. Multi-Care Provider (MCP) or
Transforming Care Together (TCT) there is a risk to sustainability.
If the Trust cannot generate surplus cash it will be unsustainable and risk the delivery of quality
services.
If the Trust does not invest it its estate then its clinical areas may not support efficiencies in
service delivery.
If Oracle requests the outstanding and current licence fee then this would impact on the Trust’s
financial position.
If we are unable to measure performance effectively it will lead to poor decision making and a risk
to sustainability
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Strategic Objective

Appendix 2

We will nurture a culture which provides safe, effective, caring, responsive and well-led services

Risk Appetite
Statement
If we don’t put robust IT systems in place it will have a negative impact on quality through wasted productivity and reduce patient
facing time.

Risk ID1

Executive Lead: Director of Finance

Controls:

IT infrastructure
IT Department
IT Support contracts
IT policies
IT Strategy
IT systems back up plans
IT work streams in TCT and MERIT programmes
EHR Programme board
2 weekly IT Services manager meeting(service delay) - input from PMO
Monitor and report monthly outages to B&P.
None identified
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Risk Description

Gaps in controls:
Assurances:

Gaps in Assurances:
Internal Audit
Assurance Reviews:

Main Manager: Duncan Robinson

Reports to Board (Monthly)
Internal Audit reviews of IT controls (2016)
TCT infrastructure review
None identified
Not Planned

Date Added:
1st June 2016

Next Review Date:
31st May 2017
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Likelihood
Initial Risk Rating
4
Current Risk Rating
3
Target Risk Rating
3
Committee where Risk is Monitored:

Appendix 2
Consequence
Risk Rating
16
4
12
4
9
3
Quality and Safety Committee

Progress



Rating History
None
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Actions
Action

Due Date

Progress Update at Quarter

Infrastructure upgrade programme

31st Oct 2017

Business Critical Servers for ESH
identified and installed

Joint operational meetings scheduled to integrate ICT departments as part of TCT

31st Oct 2017

ICT roadmap with associated time scales t be published outlining actions being taken to address
linked risks including but not limited to windows XP, ageing PC estate, poor performance, agile
working, wireless

31st Oct 2017

Additional Director resource in place from Birmingham Community Partnership Trust agreed,
commenced 1st Feb 2017.
Further review underway

31st Oct 2017
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TCT joint infrastructure plan being put in place

Complete, remains under review.

31st May 2017

Progress:
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Appendix 2

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.

Risk Appetite
Statement
If the Trust cannot demonstrate high quality services it will damage the reputation and risk not being the provider of choice
damaging satisfaction and loss of income.

Risk ID5

Executive Lead: Lorraine Thomas

Controls:

Staff promote Trust services through the quality of their work acting as ambassadors for the Trust
External stakeholder publications, including positive PR messages in press, communication of significant achievements and
good practice through own Trust channels, newsletters, web and partner channels
Communication initiatives
CEO report to Board including horizon scanning
Board meetings in public domain
Assembly of governor meetings in public domain
Membership events
Communication and Marketing strategy.
Stakeholder Strategy.
Lack of marketing capability and capacity to promote services adequately.
Lack of commercial and business development, capability and capacity.
Promotion of CQC ratings and quality of services.
Contracting processes
Evidence of engagement with key stakeholders on website, newsletters, other platforms.
Engagement in MCP, STP and Merit as a significant partner.
Reported success in tenders and bids the Trust expresses an interest in.
External Audit of Quality Account (May 2016)
Commissioner contract review meetings
CQC inspection and rating.
Limited evidence of active marketing of Trust services.
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Risk Description

Gaps in controls:

Assurances:

Gaps in Assurances:
Internal Audit
Assurance Reviews:

None Planned

Main Manager: Caroline Nolan

Date Added:
November 2016

Next Review Date:
30th June 2017
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Likelihood
Initial Risk Rating
4 (Likely)
Current Risk Rating
4 (Likely)
Target Risk Rating
3 (Possible)
Committee where Risk is Monitored:

Appendix 2
Consequence
4 (Major)
4 (Major)
3 (Moderate)
Board of Directors

Risk Rating
16
16
9

Progress



Rating History
None

Actions
Action

Due Date
th

Refresh the stakeholder strategy and engagement plan and utilise TCT engagement plan to
promote trust services/benefits to TCT stakeholders
Harness the effort of our staff as ambassadors.

30 June 2017

Review and improve information on the Trust website.

30th June 2017
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Review commercial and business development capacity and capability in line with plans for
transforming care together
Promotion of Trust services and positive CQC rating

Progress Update at Quarter
Board April 2017

30th June 2017

30th June 2017
31st March 2017

Closed- communications complete

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

Risk Appetite
Statement
If we do not retain and recruit enough and the right skilled staff we can't create the culture that delivers high quality safe,
effective, caring and responsive services

Risk ID8

Executive Lead: David Holmes

Controls:

Recruitment & retention policy & procedures;
Vacancy control procedures;
Bank and agency staff management;
Staff Forum;
Workforce Committee;
Induction programme;
Mandatory training programme;
Freedom to speak up arrangements
Sickness/absence management policy
HR Business Partners
Weekly review of vacancies by Executives;
Communication to staff
Supervisory control of the centralised recruitment process.
None Identified
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Risk Description

Gaps in controls:
Assurances:

Gaps in Assurances:
Internal Audit
Assurance Reviews:

Main Manager: Judy Griffiths

Reports to Divisional Management Boards(Monthly); ;
Reports to Quality & Safety Committee (Two Monthly)
Reports to Board of Directors (Monthly);
Internal Audit of recruitment policies (2016) with scheduled review for 2017
Staff satisfaction survey (Feb 2016)
Friend & Family surveys
None Identified
None Planned

Date Added:
October 2014

Next Review Date:
28th April 2017
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Likelihood
Initial Risk Rating
5
Current Risk Rating
3
Target Risk Rating
5
Committee where Risk is Monitored:

Appendix 2
Consequence
Risk Rating
20
4
12
4
10
2
Quality and Safety Committee

Progress



Rating History
None
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Actions
Due Date

Develop stronger links to University (ies)

30th June 2017

Reviewed the recruitment process for 8wk target, with full implementation of recruitment
database and better reporting
Use of values based recruitment

30th June 2017

Refresh recruitment and retention strategy

30th June 2017

New approaches being taken to advertising and open days programme and measurements.
Working closer with clinical services, bank and agency staff
Appropriate offer of jobs to students/ apprentices

30th June 2017

Development of recruitment campaign.

30th June 2017

Organisational Development (Shaping our Future) Plan

30th June 2017

Cultural Alignment programme

30th June 2017

Home growing, HCSW progress

30th June 2017

Secondments into hard to reach areas such as PICU

30th June 2017
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Action

Progress Update at Quarter

30th June 2017

30th June 2017

The information from SOF will be
used as data to create the new
single OD strategy and mechanisms
to drive the staff survey
Cultural alignment program is on
hold via the RCN; however the
cultural and leadership toolkit is
being used to diagnose the existing
culture and leadership and we
maintain the links with colleagues
who formed and were part of this
group
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Appendix 2

Second follower wave pilot- National pilot program to develop new roles

30th June 2017

Developed approach to management of career pathways

30th June 2017

Use of Value based recruitment approach

28th April 2017

Progress:
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Strategic Objective

Appendix 2

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

Risk Appetite
Statement
If we do not ensure that staff are engaged, supported and whose health and wellbeing is maintained, then there is a risk that this
will impact on the quality and financial/performance goals of the Organisation.

Risk ID9

Executive Lead: Lorraine Thomas

Controls:

Vacancy control procedures
Bank and agency staff management
HR strategies and policies
Workforce Committee
Managing attendance policy
HR Business Partnership work
Sickness/absence reports through line management, performance meetings and Trust Board
Occupational Health Service
Staff support Service
Health & Well Being Strategy in place
None identified
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Risk Description

Gaps in controls:
Assurances:

Gaps in Assurances:
Internal Audit
Assurance Reviews:
Initial Risk Rating

Main Manager: Judy Griffiths

Reports to Quality & Safety Committee (Two Monthly)
Reports to Board of Directors (Monthly)
HR Business Partners monitor and review action plan
Internal Audit reviews (2016)
None identified
None Planned
Likelihood
4 (Likely)

Current Risk Rating
4 (Likely)
Target Risk Rating
4 (Likely)
Committee where Risk is Monitored:

Consequence
4 (Major)

Risk Rating
16

Date Added:
October 2014
Progress



Next Review Date:
30th April 2017
Rating History
None

12
3 (Moderate)
12
3 (Moderate)
Quality and Safety Committee
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Appendix 2

Actions
Action

Due Date

Progress Update at Quarter

Review of sickness absence management policy

31st Mar 2017

Complete

th

Strategy/action plan to improve the Health and Wellbeing of staff being fully implemented

30 April 2017

Joint review of the OH Service Provision

30th April 2017

Joint review of Sickness Policy

30th April 2017

Review of Staff Support Provision

30th April 2017

Progress
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Strategic Objective

Appendix 2

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

Risk Appetite
Statement
If we are unable to develop a culture of innovation it will not support delivery of quality or cost effective solutions

Risk ID10

Executive Lead: Peter Axon

Controls:

Financial Plan
Operational Plan
Service Delivery Plans to monitor performance at team level
Workshops to identify potential schemes
Standing Financial Instructions
Scheme of Delegation
Financial governance arrangements
Financial procedures
Cost Improvement Programme performance reporting
Annual budget and plan
Budgetary Control policy
Enhanced Project Management Office
Good ideas process established
Use of balance sheet flexibilities to address shortfall
Identify additional business opportunities
Regular review of downside scenario plans
Process for determining CIP’s
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Risk Description

Gaps in controls:
Assurances:

Gaps in Assurances:

Main Manager: Kuli Kaur-Wilson

Reports to Finance & Investment Committee (Monthly)
Reports to Board(Monthly)
Reports to Business & Performance Committee (Monthly)
CQC Inspection (October 2016)
Monitor investigation (Apr 2016)
Internal Audit review (2016)
None Identified
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Internal Audit
Assurance Reviews:

Appendix 2

In the 17-18 Internal Audit Plan

Likelihood
Initial Risk Rating
4 (Likely)
Current Risk Rating
4 (Likely)
Target Risk Rating
2 (Unlikely)
Committee where Risk is Monitored:

Consequence
Risk Rating
16
4 (Major)
16
4 (Major)
8
4 (Major)
Finance and Investment Committee

Date Added:
April 2014
Progress



Next Review Date:
30th June 2017
Rating History
None
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Appendix 2

Actions
Due Date

Progress Update at Quarter

Establish new Gateway process for determining CIP’s

1st April 2017

Complete

Benchmarking submissions made, waiting report generation.

30th Mar 2018

Maintain close management of the financial position to identify key variance drivers and enable
managers to take remedial action.

30th Mar 2018

Maintain Grip and control measures.

30th Mar 2018

Use of Benchmarking analysis to determine potential CIP areas

30th Mar 2018

Continued drive to identify and implement CIP’s

30th Mar 2018

Good ideas approach to be expanded

30th Mar 2018

2017/18 Annual plan being developed with revised CIP targets for each budget area

30th Mar 2018
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Action

Benchmarking analysis undertaken
for all transformational plans
CIP Program encourages team to
take local ownership

Draft plan produced, CIP for each
area agreed
th
30 Mar 2018 Financial plans for 17/18, assumed
Annual plan being developed with revised CIP targets for each budget area
non recurrent vacancy savings to
mitigate effect of unidentified CIP
schemes
Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
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Strategic Objective

Appendix 2

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

Risk Appetite
Statement
If we are unable to deliver and develop strategic partnerships e.g.; Multi – Care Provider (MCP) or Transforming Care Together
(TCT) there is a risk to sustainability

Risk ID12

Executive Lead: Lorraine Thomas

Controls:

Partnership agreement
Executive attendance at Dudley Partnership Board
Engagement in procurement exercise
Dudley CCG have committed to initial sub-contracting of LD services to maintain BCPFT economy of scale
Inclusion of MERIT plans on the Black Country STP agenda and development of Black Country wide strategic plans to ensure
consistency.
Development of strong relationships with Dudley and Walsall Trust as partners in both Merit and TCT ensuring work
programmes align.
Executive Director attendance at Merit Steering Board CEO and Medical Director.
Board updates on MERIT strategic plans and alignment to BCP strategy.
PMO involvement in the key Merit work streams with inclusion of appropriate levels of clinical and managerial staff as required
None Identified
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Risk Description

Gaps in controls:
Assurances:

Gaps in Assurances:
Internal Audit
Assurance Reviews:

Main Manager: Jo Cadman, Kuli Kaur - Wilson

Reports to Board of Directors,(Monthly)
Management board and Finance & Investment committee (Monthly)
Deloitte’s MCP Risk Review (Q4 16/17)
Reports to Board (Monthly)
NED Assurance Group
NHSE review (2016)
None Identified
None Planned

Date Added:
June 2015

Next Review Date:
30th June 2017
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Likelihood
Initial Risk Rating
4 (Likely)
Current Risk Rating
4 (Likely)
Target Risk Rating
4 (Likely)
Committee where Risk is Monitored:

Appendix 2
Consequence
4 (Major)
4 (Major)
4 (Major)
Board of Directors

Risk Rating
16
16
16

Progress



Rating History
None

Actions
Action

Due Date

Progress Update at Quarter

th

30 June 2017

Local project team to be established to develop Trust Strategy for Dudley MCP response and
assess alignment to TCT.
Options for strategic partnership for BCPFT identified to increase competitiveness and
procurement submission- being submitted to board of directors for approval
Tender Websites regularly checked to keep appraised of any procurement info form Dudley CCG
Re MCP
Trust has registered an interest in procurement through Bravo. Trust interest identified as that of a
subcontractors.
Updated value proposition to Board (March 1st 2017)

30th June 2017

Develop an internal MERIT group - A steering group with membership from BCP and Dudley and
Walsall partners to be developed to manage the MERIT programme and to oversee assessment
of fit with the TCT programme

30th June 2017
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Strategy for approach to MCP to be agreed by Board

30th June 2017
30th June 2017
30th June 2017
30th June 2017
Meetings planned with Dudley &
Walsall Executives and Program
Director for Walsall.

Progress:
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Strategic Objective

Appendix 2

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

Risk Appetite
Statement
If the Trust cannot generate surplus cash it will be unsustainable and risk the delivery of quality services.

Risk ID13

Executive Lead: Peter Axon

Controls:

Financial Plan
Standing Financial Instructions
Financial governance arrangements
Financial procedures
Cash flow monitoring
Debtor management
Creditor management
Annual budget and plan
Capital programme management
Budgetary Control policy
Monthly Cash Meetings
Operational Plan
Service Delivery Plans to monitor performance at team level
Workshops to identify potential schemes
Scheme of Delegation
Cost Improvement Programme performance reporting
Enhanced Project Management Office
Good ideas process established
Use of balance sheet flexibilities to address shortfall
Identify additional business opportunities
Regular review of downside scenario plans
Cash draw down/Loan Facility
CIP gap and underperformance analysis
Reports to Finance & Investment Committee ( Monthly)
Reports to Board (Monthly)
Reports to Business & Performance Committee (Monthly);
Monitor investigation (Apr 2016)
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Risk Description

Gaps in controls:
Assurances:

Main Manager: Kuli Kaur-Wilson, Angus Hughes

Page 19 of 30

Board Assurance Framework 2017-18

Appendix 2

Internal Audit reviews (2016)
External Audit opinion (May 2016)
Working Capital Review- Grant Thornton (June 2017)
CQC Inspection (October 2016)
Internal Audit review (2016)
Gaps in Assurances:

None Identified

Internal Audit
Assurance Reviews:

None Planned
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Likelihood
Initial Risk Rating
4 (Likely)
Current Risk Rating
4 (Likely)
Target Risk Rating
3 (Possible)
Committee where Risk is Monitored:

Consequence
Risk Rating
16
4 (Major)
16
4 (Major)
9
3 (Moderate)
Finance and Investment Committee

Date Added:
June 2015
Progress



Next Review Date:
30th June 2017
Rating History
None
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Appendix 2

Actions
Due Date

Implemented daily cash forecasting on 12 month rolling basis

31st Oct 2017

Fortnightly cash meetings- monthly grip and control

31st Oct 2017

TCT and potential intercompany loan through business case with providers being considered

31st Oct 2017

Proactive discussions with key stakeholders on cash management arrangements, and
establishment of loan facility
CIP and Income risks under review

31st Oct 2017

Establish new Gateway process for determining CIP’s

1st April 2017

Benchmarking submissions made, awaiting report generation.

30th Mar 2018

Maintain close management of the financial position to identify key variance drivers and enable
managers to take remedial action.

30th Mar 2018

Maintain Grip and control measures.

30th Mar 2018

Use of Benchmarking analysis to determine potential CIP areas

30th Mar 2018

Continued drive to identify and implement CIP’s

30th Mar 2018

Good ideas approach to be expanded

30th Mar 2018

2017/18 Annual plan being developed with revised CIP targets for each budget area

30th Mar 2018

Annual plan being developed with revised CIP targets for each budget area

30th Mar 2018
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Action

Progress Update at Quarter

Current Modelling suggests cash
flow can be managed until merger
completes

31st Oct 2017
Complete- in effect

Benchmarking analysis undertaken
for all transformational plans
CIP Program encourages team to
take local ownership

Draft plan produced, CIP for each
area agreed
Financial plans for 17/18, assumed
non recurrent vacancy savings to
mitigate effect of unidentified CIP
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Appendix 2
schemes

Progress:
Risk discussed at January meeting of Board of Directors - the Board agreed that the current score is 16
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Strategic Objective

Appendix 2

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

Risk Appetite
Statement
Risk Description

Ability to deliver strategy, required performance and compliance agendas may be compromised if senior management capacity
is reduced.

Risk ID 14, Datix 628

Executive Lead: Tracey Taylor

Controls:

NED led appointments and remuneration committee
Retention and appointment of key staff procedures in place
Appropriate individual terms and conditions in place
Secondment agreements and partnership agreements established with Birmingham Community Healthcare NHS Trust for Senior
Manager cover.
Succession plan for executive
Directors.
Robust workforce plan.
Performance monitoring and reporting
Annual planning process and review of strategic objectives
Annual plan deliverables reported quarterly to Board
Well Led Audit Findings-Internal audit.
CQC assessment
Single Oversight Framework rating
Patient Experience survey results.
Staff Survey
Regular review of Strategic objective deliverables at Board

Gaps in controls:
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Assurances:

Gaps in Assurances:
Internal Audit
Assurance Reviews:

Main Manager: Caroline Nolan

Not Planned

Likelihood
Initial Risk Rating
4 (Likely)
Current Risk Rating
4 (Likely)
Target Risk Rating
2 (Unlikely)
Committee where Risk is Monitored:

Consequence
4 (Major)
4 (Major)
3 (Moderate)
Board of Directors

Risk Rating
16
16
6

Date Added:
September 2016
Progress


Next Review Date:
30th June 2017
Rating History
None
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Appendix 2

Actions
Action

Due Date
st

Progress Update at Quarter

Secondment and Partnership agreement - BCP board approved secondment and partnership
agreement to support interim positions from BCHC in respect of Chief Finance Officer, Director of
Human Resources, Corporate Governance Director and Director of Business and Organisational
Development

31 Mar 2017

Completed

Integration Board established and work plan commenced - The Integration board and associated
work streams will oversee the resource requirements to maintain business as usual and to plan
for the TCT structures post integration.

1st Oct 2017

Meetings established as
transaction continues

Review of senior management portfolios

31st Mar 2017

Completed, remains under review
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Explore and implement appropriate opportunities within Transforming Care Together, including
creating additional capacity through shared senior management posts across partners.

Aligned to TCT agenda
1 Oct 2017

Develop succession/contingency plans as routine element of workforce planning.

30th June 2017

Under review by David Holmes

Develop a process for Annual Planning that aligns the strategic objectives of the trust to
objectives owned and delivered by the senior managers within the Trust. Review of portfolios

30th June 2017

Reporting to board in May

st

Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
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Appendix 2

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

Risk Appetite
Statement
If the Trust does not invest in its estate, then our clinical areas may not support efficiencies in service deliver.

Risk ID 15, 204

Executive Lead: Peter Axon

Controls:

Estate management
Service contracts
Tenancy/lease agreements
Planned Preventive Maintenance schedule
Estate terrier
Estate Strategy
Capital Programme
Investment & Finance committee agreed to focus capital spend 17/18 on key maintenance areas instead of strategic
developments
None identified
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Risk Description

Gaps in controls:
Assurances:

Gaps in Assurances:
Internal Audit
Assurance Reviews:

Main Manager: Sophie Wray

Reports to Finance & Investment Committee (Monthly)
Reports to Quality & Safety Committee (Two Monthly)
Reports to Board (Monthly)
CQC Inspection (Oct 2016)
CQC Quality Summit (May 2016)
PLACE visits (July 2016)
Internal Audit
Establish TCT work stream on estate to establish external review of utilisation
Carter NHS E Metric to be produced 17/18
None identified
In the Internal Audit Plan 17-18

Date Added:
April 2014

Next Review Date:
30th June 2017
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Likelihood
Initial Risk Rating
4 (Likely)
Current Risk Rating
4 (Likely)
Target Risk Rating
2 (Likely)
Committee where Risk is Monitored:

Appendix 2
Consequence
Risk Rating
4 (Major)
16
4 (Major)
16
4 (Major)
8
Quality and Safety Committee

Progress


Rating History
None

Actions
Action

Due Date

Progress Update at Quarter

th

Regular review of capital programme in partnership with clinical and Divisional leads

30 June 2017

Rationalisation of estate as part of Estates Strategy to ensure most effective use of capital.

30th June 2017

Mock inspections by Board of Directors/KLOE visits

30th June 2017
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Partnership rationalisation with clinical team engagement program in place

30th June 2017

TCT work stream established to look at the best use of estate across trusts

30th June 2017

Head of Estates improved links with Divisional management to identify area of risk

2nd Oct 2017

Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
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Appendix 2

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

Risk Appetite
Statement
Risk Description

If Oracle request the outstanding and current licence fee then this would impact on the trusts financial position

Risk ID 16, Datix 383

Executive Lead: Paul Assinder

Controls:

PAS Upgrade
IT infrastructure project
IT Department
IT Support contracts
IT policies
IT Strategy
None identified

Gaps in controls:
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Assurances:

Gaps in Assurances:
Internal Audit
Assurance Reviews:

Main Manager: Shaun Middlemas

Reports to Board (Monthly)
Management Board
Datix
PMO
Internal Audit
Crown Commercial Services – Category Lead, Software
AllScripts – Supplier
CDW Independent review
None identified
None Planned

Likelihood
Initial Risk Rating
4 (Likely)
Current Risk Rating
4 (Likely)
Target Risk Rating
1 (Rare)
Committee where Risk is Monitored:

Consequence
5 (Catastrophic)
5 (Catastrophic)
5 (Catastrophic)
Board of Directors

Risk Rating
20
20
5

Date Added:
April 2015
Progress


Next Review Date:
30th June 2017
Rating History
None
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Actions
Action
Engaged with Crown Commercial Services – Need to supply them with an Oracle configuration
file, requested 01/03/2017 to be supplied by Allscripts, for CCS to make an informed decision
about our potential financial exposure with non-compliant licensing
Engaged All Scripts, incumbent supplier to advise and carry out remedial licensing audit –
Requested a “review lite” script to be run on the database server urgently, to supply us with an
Oracle configuration file, by close of business 03/03/2017 so that we can forward onto CCS
PAS roadmap with associated time scales to be defined, outlining actions being taken to address
linked risks including but not limited to; IE8, poor performance, Windows server operating system
2003 and lack of Disaster Recovery solution.
IT Director resource in place from B’Ham Community agreed, commenced Feb 2017,

Due Date

Progress Update at Quarter

th

30 June 2017
30th June 2017
30th June 2017
28th Feb 2017
28 Feb 2017

Approached third party for second opinion and assess financial exposure

30th June 2017

Audit work being undertaken to spot check if licence involving third party

30th June 2017

Approached CDW as license expired for second queries

30th June 2017

Page 64

CFO recently started in post from B’Ham Community, agreed commenced Feb 2017

th

Completed- Staff in post
Completed- Staff in post

Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
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Strategic Objective

Appendix 2

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

Risk Appetite
Statement
Risk Description

If Oracle request the outstanding and current licence fee then this would impact on the trusts financial position

Risk ID 16, Datix 383

Executive Lead: Paul Assinder

Controls:

PAS Upgrade
IT infrastructure project
IT Department
IT Support contracts
IT policies
IT Strategy
None identified

Gaps in controls:
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Assurances:

Gaps in Assurances:
Internal Audit
Assurance Reviews:

Main Manager: Shaun Middlemas

Reports to Board (Monthly)
Management Board
Datix
PMO
Internal Audit
Crown Commercial Services – Category Lead, Software
AllScripts – Supplier
CDW Independent review
None identified
None Planned

Likelihood
Initial Risk Rating
4 (Likely)
Current Risk Rating
4 (Likely)
Target Risk Rating
1 (Rare)
Committee where Risk is Monitored:

Consequence
5 (Catastrophic)
5 (Catastrophic)
5 (Catastrophic)
Board of Directors

Risk Rating
20
20
5

Date Added:
April 2015
Progress


Next Review Date:
30th June 2017
Rating History
None
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Actions
Action
Engaged with Crown Commercial Services – Need to supply them with an Oracle configuration
file, requested 01/03/2017 to be supplied by Allscripts, for CCS to make an informed decision
about our potential financial exposure with non-compliant licensing
Engaged All Scripts, incumbent supplier to advise and carry out remedial licensing audit –
Requested a “review lite” script to be run on the database server urgently, to supply us with an
Oracle configuration file, by close of business 03/03/2017 so that we can forward onto CCS
PAS roadmap with associated time scales to be defined, outlining actions being taken to address
linked risks including but not limited to; IE8, poor performance, Windows server operating system
2003 and lack of Disaster Recovery solution.
IT Director resource in place from B’Ham Community agreed, commenced Feb 2017,

Due Date

Progress Update at Quarter

th

30 June 2017
30th June 2017
30th June 2017
28th Feb 2017
28 Feb 2017

Approached third party for second opinion and assess financial exposure

30th June 2017

Audit work being undertaken to spot check if licence involving third party

30th June 2017

Approached CDW as license expired for second queries

30th June 2017
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CFO recently started in post from B’Ham Community, agreed commenced Feb 2017

th

Completed- Staff in post
Completed- Staff in post

Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
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Encl. 5.3

Meeting of:

Board of Directors

Date:

26th April 2017

Subject:

Report from Chair of Quality and Safety Committee

Presented by:

Andrew Fry, Non-Executive Director, Chair of Quality and Safety
Committee

Author:

Andrew Fry, Non-Executive Director, Chair of Quality and Safety
Committee

Purpose:

For 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.
None

Relationship to High Level Risks:
N/A

Recommendation(s):
To note the report for information
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√

Equality & Diversity implications:
N/A

Regulatory and Compliance matters:
Monitor:
Care Quality
Commission:

x

Other:
None:

Previous consideration
Board

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
Turnaround

Audit
Quality & Safety
Finance &
Investment
Other

x

None
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Executive Summary

Key points the committee wishes to draw to the attention of the Board:
The concern that non achievement of targets for mandatory training is again
becoming a problem, currently due to start up issues with the OLM system.
The concern that the Mental Health Division does not have CIPs in place or
progressing through the gateway process for assessment. This has high potential
for causing serious financial problems for the Trust both in terms of its annual
business plan and more immediately for cashflow and monthly planning.
The concern over the level of resources available in communications given the need
to communicate TCT and build staff engagement.
The committee has requested a deep dive into the issue of staff retention,
particularly in view of the concerns noted that we have an aging workforce.
The committee has asked for a lead from the board on the extent to which
monitoring of WRES compliance is still required.
The committee resolved to ask for guidance from the Board on issues/areas to
prioritise for its last two meetings before the TCT merger and on whether it may be
asked to continue for a handover period after September.

Report Details
Lessons Learnt divisional Annual Report
A report was presented by the LD division on lessons learnt giving assurance and
encouragement that good systems are in place and there is a strong positive culture
of continuous improvement in the division. The value of the Carers Support Team
was noted as was the need to continue to argue for its funding with commissioners.
OLM and Mandatory Training Update
The Committee received an update as previously requested but which gave rise to
further concerns that there are continued problems in achieving mandatory targets.
Staff are having problems rostering time for training; accessing training through the
IT infrastructure; and management are finding some data on compliance is
inaccurate. Whilst much work is being done to remedy the problems, the committee
was concerned that this historically problematic area is again becoming a risk. It was
resolved to raise these concerns at the April Board.
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Workforce Race Equality Standard : Audit Plan
The committee continued to scrutinise the Trust's approach to WRES and noted the
ongoing focus on equality issues and the work that has been done. With WRES
being declassified as a high level risk by the board it was agreed that an audit was
no longer felt to be necessary. The board is asked for guidance as to how it wishes
the committee to proceed with monitoring this item.
Risk Management Review
A report was presented outlining the approach being taken on reviewing risk within
the trust, with a focus on reviewing the BAF. It was agreed that the approach being
taken was appropriate and noted that interim and director resources are now in
place to give assurance that the issue was being addressed. It was resolved that
other than exceptional quality issues future reports would go to the Audit Committee
rather than to Q&S.
Cost Improvement Programme
A report was presented giving assurance on the Gateway Process ensuring due
consideration of QIAs and EQIAs in cost improvement proposals. However it was
noted that the Mental Health Division is a long way behind in formulating CIPs and
taking them through this process. As this has a potentially very large financial impact
on the Trust it was resolved to raise this concern with the Board.
Update on Forthcoming Changes to Section 136 and 140 Legislation
The committee was informed that changes to the Policing and Crime Act are likely to
result in detention times reducing from 72 to 24 hours. Whilst no date for
implementation had been given it was likely to be imminent and at short notice with
resulting challenges for the Trust. A paper is due to be presented at the April Board.
National Guidance on Learning from Deaths
A report is to be presented to the April Board on trust's new responsibilities for
collecting data on mortality following the recent NHSI/CQC conference.
Internal Audit Outcomes Summary reports
Five reports were presented for information, and assurance given that actions were
completed or ongoing to address the issues raised. Particular issues discussed
however were:
The increasingly serious issue of staff retention as our aging workforce is confronted
with increasingly demanding patient acuity. The committee has requested a review
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of the retention issue and what actions are in place to address it.
The continuing concern over the adequacy of resources in the communication
department, particularly in view of the demands of communicating TCT and building
staff engagement. It was resolved to raise this concern with the April Board.
Report from the chair of the Quality and Safety Steering group
Assurance was given that the divisions continue to present comprehensive reports
on safety. It was raised that the reporting of incidents of violence and aggression is
again rising and therefore that another deep dive is being undertaken by the group.
A deep dive has also been initiated on readmissions and absconds in the mental
health division due to a rise in reporting.
It was reported that the trust intends to be smoke free by January 2018 and
assurance was given in response to questions on how this will be managed with
patients.
Serious Untoward Incident Report
In response to a request from the committee a revised reporting format was
presented and approved, giving greater assurance on the processes being followed.
There is an NHSE targeted independent investigation at the trust following a
homicide by a patient in June 2016.
Q&S Committee Risk register
A thorough consideration was given to the risks for which the committee is
responsible. It was agreed to further review the status of one risk (DTOC as being
an operational rather than a corporate risk) and that risk 211 was in fact the
responsibility of the Finance and Investment Committee.
Committee Evaluation
The annual report on the committee's effectiveness was presented, showing a high
degree of satisfaction with its effectiveness amongst committee members.
It was resolved to seek guidance from the board on the business on which to focus
in the remaining two meetings prior to the TCT merger.
LD Assessment and Treatment Beds
The committee was given a verbal preview of the issues to be raised with the April
Board concerning the viability of LD inpatient units in the light of falling demand and
increasing staff shortages.
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Encl. 5.4

Meeting of:

Board of Directors

Date:

26th April 2017

Subject:

Report from Chair of Finance & Investment Committee held on

Presented by:

Kathy McAteer, NED – Chair of Finance & Investment
Committee

Author:

Kathy McAteer, NED

Purpose:

Information and Recommendations

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:
As identified in Risk Register
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x

Recommendation(s):
To note the report from the Finance & Investment Committee
Equality & Diversity implications:

There are no implications to consider.

Regulatory and Compliance matters:
x

Monitor:

 All aspects of governance assurance

x

Care Quality
Commission:

 National patient information survey
 Information Governance Toolkit

Other:
None:

N/A
N/A

Previous consideration
Board

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds

Audit
Quality & Safety
Finance &
Investment
Other

N/A
None
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X

Executive Summary
A meeting of the Finance & Investment Committee was held on 20th April 2017 and
discussed the following:
1. Financial Position
The year-end position was discussed and it was noted that this is to be audited next
week. The Committee were pleased to note that the final outturn is slightly better
than plan, including provision for Oracle licenses. The key areas of concern relating
to income and pay, particularly in LD & MH services, haven’t changed and roll
forward to 2017/18. The May committee will receive detailed reports on the
proposed recovery plans to address these alongside a detailed report on the CIP
programme for 17/18. Agency spend was £4.8m, c£1 above cap, representing 6.3%
of total pay against the 5% target. However, performance on cash balances was
better than plan at £4.2m, and there was significantly improved income in M12.
Overall, despite the continuing high risks going forward, it was pleasing to note
improvements over the year in a number of areas areas due to more robust controls
being implemented (eg bad debt, aged debtors amongst others). Looking forward,
the forward plan indicates sustainability until September but it was noted that M1
performance will be critical and that a number of plans are still in development
relating to the CIP, which remains high risk.
2. CIP Programme:
The Committee were also pleased to note that the CIP final outturn was marginally
favourable against plan, and that though the level of non-recurrent savings remains
high, it came in slightly better than plan.
The 17/18 CIP continues to be very high risk with the current gap being estimated at
£1.8m. The Committee cannot yet be assured that the CIP for 17/18 is deliverable
with key risks being in the MH and CYP divisions. CIP plans and process will be
examined in more detail at the next meeting. The Committee has also requested
more assurance that the new Gateway process is effective, with sufficient senior
representation.
3. Service Level Reporting
The Committee received a report on the action plan and timetable as reassurance
that the project is deliverable. Key challenges were discussed and a further report
will be presented to Committee in September.
4. High Level Risks
The risks were reviewed and no changes were noted. No new risks were identified.
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Encl. 6.1

Meeting of:

Board of Directors

Date:

26th April 2017

Subject:

Transforming Care Together Communications and Engagement

Presented by:

Becky Crowther, Associate Director of Organisational
Development

Author:

Kate Pritchard, Senior Communications and Marketing Manager

Purpose:

For 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.
None

Relationship to High Level Risks:
N/A
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√
√
√
√
√

Recommendation(s):

To note the report for information.

Equality & Diversity implications:
N/A

Regulatory and Compliance matters:
Monitor:
Care Quality
Commission:

x

Other:
None:

Previous consideration
Board

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
Turnaround

Audit
Quality & Safety
Finance &
Investment
Other

x

None
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Executive Summary

Communications and engagement will play a crucial role in supporting us to achieve our ambitions
and deliver our plans for the Transforming Care Together (TCT) partnership.
This report provides an update on the TCT communications and engagement strategy, plan and
current activity.
It describes:
1.0
Communications and engagement governance
2.0
Communications and engagement strategy
3.0
Stakeholder engagement
4.0
Communications and engagement channels
5.0
Roles and responsibilities
6.0
Communications and engagement plan
7.0
Current priorities

1.0

Communications and engagement governance

The responsibility for coordinating TCT communications and engagement lies with the
communications and engagement workstream who are accountable to the culture workstream and
ultimately the integration board.
This working group includes representatives from each organisation who meet regularly to: plan and
deliver activity; monitor progress; and identify and mitigate risks. The group is supported by the
communications teams at each organisation with a joint working approach.
The communications and engagement and organisational development plans are closely linked, and
the respective leads meet regularly to ensure they are aligned and particular areas of work are
shared appropriately.

2.0

Communications and engagement strategy

The communications and engagement working group have developed a strategy which explains in
broad terms how we will:
•
•
•
•
•
•

engage people to contribute to and influence the decisions we take;
help people to understand the change we are making;
maximise support for this change;
keep people informed about change that directly affects them;
meet all statutory communication and engagement requirements and;
build trust and strong relationships with patients, staff, stakeholders, partners and the wider public.

Central to the strategy are our communications and engagement principles to be:
• Honest and open
• Clear, concise and understandable
• Accessible
• Consistent
• Respectful
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•
•
•
•
•

Engaging
Two-way
Professional
Cost-effective
Planned and adaptive

The strategy is currently being reviewed against national NHS guidance, and by a number of ‘critical
friends’ including the TCT Integration Director and workstream leads. It will be submitted to the TCT
Integration Board or review and approval in May.

3.0

Stakeholder engagement

The strategy identifies those people, groups or organisations that have an interest in, or can be
affected by, the work we are doing.
The stakeholder map includes 57 types of stakeholder, grouped in six areas. A summary is included
below:

Stakeholder map
Patients, carers and
the public

Staff / internal

Patients
Experts by experience
Families and carers
Public members
Members of the public

Clinical staff
Non-clinical staff
Staff representatives
Unions
Governors
Trust boards

Government and
regulators

Public affairs / opinion
formers

NHS England
Department of Health
NHS Improvement
Care Quality
Commission
Public Health England
Auditors

Members of Parliament
(MPs)
Overview and scrutiny
committees
Councillors
Healthwatch
Media
Bloggers
Celebrities

Local health economy
Partners

Providers

Clinical commissioning
groups (CCGs)
Local authorities
Health and wellbeing
boards
Overview and scrutiny
committees
Public Health
Health and wellbeing
partnerships
Clinical networks
Safeguarding boards
Education

General practitioners
(GPs)
Acute trusts
Other NHS trusts
Community providers
Voluntary sector
Independent providers
Police, fire, ambulance
and probation services

These different stakeholders all have different expectations and needs, and involvement with the
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TCT partnership. The stakeholder analysis helps us to understand their: motivation; information
needs; influences; preferred methods of communication and engagement; and any potential issues
and mitigation. Stakeholders have also been prioritised due to their differing involvement.

4.0

Communication and engagement channels

Each trust has well-established channels to reach our key audiences and these existing channels will
be used for continuity and recognition, and to make the best use of our resources. Each organisation
is identifying existing meetings and forums that provide an opportunity to engage with internal and
external audiences.
Communications and engagement will be audience-driven, therefore we will continually review our
reach, and develop new ways to communicate and engage where a particular need is identified but
not currently met.
We will proactively seek opportunities to communicate and engage through partner channels if they
have more resonance with the groups we are trying to reach.
Some of the channels used will be:
• Publications (magazines, newsletters and leaflets)
• Digital media (website, intranet, email)
• Social media (existing and emerging platforms including blogs)
• Broadcast media (radio, television, internet)
• Print media (newspapers, magazines, newsletters)
• Posters and advertising
• Face-to-face meetings, briefings and consultations
• Events
• Surveys and focus groups
Two-way communication and involvement is crucially important and where possible there will always
be an opportunity to share feedback and opinion.

5.0

Roles and responsibilities

Communications and engagement is not the sole responsibility of the workstream, and other key
groups and individuals contribute to how people are engaged throughout the partnership work. The
strategy defines the roles and responsibilities of these key groups and individuals.
It also defines appropriate protocols such as: the approval of communications materials; media
management; risk management; and measuring progress. Overarching risks described in the
strategy are monitored through the communications and engagement plan.

6.0

Communication and engagement plan

The strategy is supported by a detailed communications and engagement plan that:
• clearly shows how the strategy is implemented;
• identifies responsibility for delivery;
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• plots timescales and milestones;
• measures progress and;
• identifies and manages risks.
The plan is also linked to the overall integration project plan, and interdependencies are captured
and monitored appropriately.
The plan is broken into ten areas which covers communications and engagement with TCT
stakeholders. An example of activity in each area is shown below (not a comprehensive list). Some
of this activity is completed and some in progress.
1. Communications and engagement
working group

2. Key messages

Stakeholder
group

All

All

Activities to
date /
planned

Established working group and governance
Regular meetings to monitor progress
Review of strategy and plan against
national guidance and with ‘critical friends’
Developing log of all activity
Reviewing and harmonising communication
channels
Joint working across organisations

Developing key messages and narrative
Easy read versions
Regular Q&A updates
Comms toolkit for staff
Vision, mission and objectives
communications
Developing clinical benefits / patient stories
narrative

3. Branding

4. Internal communications

Stakeholder
group

All

Clinical and non-clinical staff
Unions

Activities to
date /
planned

Naming of the organisation (engagement
with stakeholders)
Brand development
Website, intranet and social media
accounts and development

Leadership communications
TCT video communications
Blog posts - staff contributors
Newsletter
Updates to existing meetings and forums
Internal TCT champions (with OD)
Temperature check survey

5. Internal engagement events

6. Governor engagement

Stakeholder
group
addressed

Clinical and non-clinical staff
Unions

Governors (and through them members and
members of the public)

Activities to
date /
planned

Regular listening events
Workstream events
Sharing event feedback
Temperature check survey

Updates to governor meetings and council /
assembly
Governor engagement events
Comms toolkit for governors
Joint governor / champion events
Supporting governors in member
engagement
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7. Stakeholder engagement

8. External communications

Stakeholder
group
addressed

Key stakeholders e.g. local health
economy, opinion formers

All external audiences

Activities to
date /
planned

Joint stakeholder list and analysis
Plan for key stakeholders
Regular stakeholder communication
Updates to existing meetings and forums

Key contact point in place and monitored /
logged
Blog post
Newsletter
Membership / Trust magazine special
edition
Website updates
Social media
Email newsletter
Plan transfer of website and social media
Joint media list and media plan

9. Service user, carer and family
engagement

10. External engagement events

Stakeholder
group
addressed

Patients, carers and families

All external audiences

Activities to
date /
planned

Identifying and utilising patient / carer
forums
Link with clinical workstreams to ensure
patient involvement in service development
Recruit patient champions / experts by
experience
Patient leaflet on change
Awareness stands at key service locations

Updates to existing meetings and forums
Drop-in surgeries (led by governors /
membership)
Stakeholder engagement event

The plan is reviewed by the communications and engagement working group on a weekly basis and
updates are provided to the integration board through the culture workstream.

7.0

Current priorities

These are the priority actions that the communications and engagement workstream are delivering
during April and May:
7.1

Communications and Engagement workstream

• Reviewing strategy and plan against national guidance and with ‘critical friends’
• Approval of strategy by Integration Board
• Establishing a mechanism to log all communications and engagement activity (including
engagement carried out by other workstreams)
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7.2
•
•
•
•

Key messages

Updating existing key messages
Updating existing TCT narrative leaflet and creating an easy read / simplified version
Updating Q&A following first listening events
Developing a comms toolkit for staff

7.3

Branding

• Starting staff and member engagement on the organisational name (with OD workstream)
7.4
•
•
•
•
•

Internal communications

Planning first TCT video for staff
Publishing new TCT blogs
Contacting staff involved in workstreams to contribute blogs
Publishing issue 5 of the TCT newsletter
Launching the online temperature check survey (already in use at events)

7.5

Internal engagement events

• Continuing with listening events and planning new (across localities)
• Publishing video of listening event and filming another
• Collating engagement event and temperature check survey feedback to share with workstreams
and in communications
• Ensuring temperature check survey is used at all appropriate workstream events
7.6

Governor engagement

• Developing a toolkit to support governors in their member / patient / public engagement
• Sharing TCT newsletter with governors for regular updates
• Continuing to support Governance workstream requirements (e.g. assisting with organising joint
governor engagement events and providing communication updates for appropriate meetings)
• Supporting governor drop-in events
7.7

Stakeholder engagement

• Building a joint stakeholder list
• Updating stakeholder analysis and developing a targeted plan (to include commissioners, local
authorities, Healthwatch etc.)
• Mapping existing meetings where opportunity to share TCT updates and get feedback

7.8

External communications

• Continue to monitor, manage and respond to TCT comms (tct.partnership@nhs.net and through
regular trust channels)
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• Plan social media campaign (using #TC2gether to help gain momentum and collate mentions)
• Set up TCT email newsletter for distribution to stakeholders and sign-ups (through TCT email /
blog)
• Producing TCT special edition of each Trust’s magazine (Grapevine, Archway, One in 4) distribution early May
7.9

Service user, carer and family communications

• Identifying current forums where there are opportunities to engage
• Receiving updates from Transformation and Redesign workstream on how service users are
involved in clinical and enabling workstreams and communicate / advertise opportunities to be
involved
• Recruiting experts by experience and champions
• Meeting with patient experience colleagues to plan
• Planning TCT information stands at key locations - all localities secured
7.10

External engagement events

• Mapping existing meetings and forums for engagement opportunities
• Holding drop-in surgeries in all localities (during mental health week) and advertising opportunities
• Planning stakeholder engagement event
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Encl. 7.1

Meeting of:

Board of Directors

Date:

26th April 2017

Subject:

Workforce Equality Report

Presented by:

Emma Louis, Head of Diversity and Spirituality
Judy Griffiths, Associate Director Human Resources

Author:

Emma Louis, Head of Diversity and Spirituality
Judy Griffiths, Associate Director Human Resources

Purpose:

For 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.
None
Relationship to High Level Risks:

Recommendation(s):

To receive the report acknowledging the work that has progressed over the last 12
months
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X
X

X

Equality & Diversity implications:

N/A

Regulatory and Compliance matters:
Monitor:
Care Quality
Commission:
Other:
None:

Equality Legislation

Previous consideration
Board
Audit
Quality & Safety
Finance &
Investment
Other

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
Turnaround
None

X

Executive Summary

This report provides an update and positive progress the Trust has made against the
following eight key workforce equality projects:
1.
2.
3.
4.
5.
6.
7.
8.

Workforce Race Equality Scheme (WRES)
Workforce Disability Equality Scheme (WDES)
Disability Confidence
The Learning Disability Pledge
Mental Health of the Workforce
NHS Employers Diversity and Inclusion Partners Programme
Gender Pay Gap Legislation
Public Sector Equality Duty (PSED)

Each of the eight workforce equality projects looks to challenge any actual or
perceived difference in treatment and experience on the basis of any protected
characteristics and that these are addressed. The Trusts Equality and Inclusion
Board provides a framework to both drive best practice but also to robustly monitor
the progress on all projects and initiatives, with further monitoring and measuring of
success by the feedback staff provide through the Annual Staff Survey. The Annual
Report for the EIB is attached at Appendix 5
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Workforce Race Equality Scheme (WRES): The aim of the Workforce Race
Equality Standard (WRES) is to highlight any differences between the experience
and treatment of White staff and BME staff in the NHS, with a view to closing those
gaps through the development and implementation of action plans focused upon
continuous improvement over time, and also to improve BME representation at the
Board level of the organisation.
Please refer to Appendix 2 of this report for the nine WRES Indicators as at April
2016.
The Trusts performance as reported in the WRES return is detailed in Table 2 of this
report showing progress from 2015 to 2016. Overall the evidence against the nine
indicators is positive with six indicators evidencing that the Trust is progressing to
closing the gap with only one indicator, a comparison of staff reporting harassment
or bullying abuse from patients, evidencing that the gap is widening. All indicators
will continue to be monitored and actions taken to support further improvements.
In January NHSE visited the Trust to find out more about how we have been able to
close the gaps where other Trusts haven’t done so well. They spoke to Senior
Executives and a small Focus Group of BME staff.
The good practice being carried out by the Trust, and which is seen as a success
with regards to recruitment (WRES indicator 2) has been recognised and will be
shared at national events further reflecting the progress of WRES.
The Stepping Up Programme, a leadership development programme for Black,
Asian & Minority Ethnic (BAME) staff at Band 6 & 7 has been positive & processes
are in place to support successful applicants this year.
The Trust is proactively supporting the Cultural Ambassadors project, started 3
years ago after the RCN was looking at regional data across NHS organisations,
particularly the employee relations data, which showed that BME Nurses were
disproportionally affected in the employee relations processes. The Trust, following
expressions of interest have appointed a total of 6 Cultural Ambassadors who will be
undertaking training over 3 days in May 2017 delivered by the RCN. Further work
will be required in conjunction with our staff side colleagues to agree the practical
application of the role.
Workforce Disability Equality Scheme (WDES): The Equality and Diversity
Council (EDC) in July 2016 has recommended that a Workforce Disability Equality
Standard (WDES) be mandated from April 2018, with a preparatory year from 201718.
To support this scheme a WDES Action Group has been formed to begin to do some
benchmarking around disability in the workforce, to look at other initiatives we are
involved in around disability and to look at how we will prepare for the
implementation of the WDES. There have now been two meetings of this group
which includes both disabled and non-disabled members of staff.
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Disability Confidence: The scheme aims to help employers make the most of the
opportunities provided by employing disabled people. It is voluntary and has been
developed by employers and disabled people’s representatives. It replaces the old
Two Ticks Symbol.
The Trust has attained Level 1 as a Committed Employer and will be working
towards Level 2; Confident Employer and Level 3 as a Leader over the coming year.
The Learning Disability Pledge: The Five Year Forward Plan makes a commitment
to employing more people with Learning Disabilities. As part of our focus on
disability and the workforce over the coming year and the Disability Confidence
Scheme we will be looking at recruitment processes as a whole and how supportive
and accessible they were to all, including those with learning disabilities.
Mental Health of the Workforce: Through the Trust’s Health & Wellbeing Group
we are asking the question of how comfortable we are in the workforce talking about
mental health at work and how confident managers feel about managing staff with
lived experience of mental health conditions. The mental health of staff is the focus
of a sub group of the Health & Wellbeing Group looking particularly at the area of
supporting managers.
NHS Employers Diversity and Inclusion Partners Programme: As part of the
Mental Health MERIT Vanguard, the Trust is part of the national NHS Employers
Diversity & Inclusion Partners Programme. This programme involves taking a more
active role in national drivers and developments in the area of equality and inclusion
in the NHS and attending key meetings a year as well as other consultations and
workshops.
The MERIT Equality Workstream has applied to be part of it for another year and our
place has been agreed.
Gender Pay Gap Legislation: Employers with over 250 employees will need to
publish information annually for all employees who are employed under a contract of
employment, a contract of apprenticeship or a contract personally to do work.
The information must be published on a website that is accessible to employees and
the public free of charge. The information should remain on the website for a period
of at least three years beginning with the date of publication.
The workforce team are taking this forward and plan to publish in early Autumn as
BCPFT before we move into the larger organisation.
Public Sector Equality Duty (PSED): The broad purpose of the equality duty is to
integrate consideration of equality and good relations into our day-to-day business.
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To support this we need to gather as much ‘equality information’ against the 9
personal characteristics protected by the Equality Act - age, disability, genderreassignment, marriage and civil partnership, pregnancy and maternity, race,
religion and belief, sex (gender) and sexual orientation.
The Trust is also required to share and publish this information, updated annually, as
part of our equality duty as a public sector body. The annual refresh of our Trust’s
equality information happened in January 2017, and was published on our website’s
Equality Information Hub.
In addition the report provides the proposed Trust Equality Objectives for 2017-18
which had previously linked to our Play Fair Equality Strategy. These refreshed
objectives are for 12 months, after which there will need to be new revised
objectives across the whole of TCT.
Proposed Objectives 2017-18


To demonstrate progress against indicators within the NHS Workforce Race
Equality Standard (WRES) metrics, by closing the gap between the
experience of White and BME staff.



To demonstrate progress against indicators within the NHS Workforce
Disability Equality Standard (WDES) metrics, by closing the gap between the
experience of disabled and non-disabled members of staff.



Improve the amount and quality of information we gather relating to the
personal protected characteristic of disability, to improve the experience of
our workforce and enable us to report on the WDES.



Improve the amount and quality of information we gather relating to the
personal protected characteristic of sexual orientation, to improve the
experience of people who use our services, and as part of the national NHS
Sexual Orientation Monitoring Standard (SOMS).



Create a baseline of understanding of how we are perceived as a Trust, and
where we are already engaging, within our diverse local communities, to
better understand their needs, priorities and experiences in relation to health
and wellbeing and to ensure inclusivity at all levels.

See additional information below in Appendices 1-5 relating to the WRES.
Appendix 1:
Appendix 2:
Appendix 3:
Appendix 4:
Appendix 5:

WRES Return
WRES detailed response: Indicator 1
WRES Action Plan
Summary of Workforce Data
Equality and Inclusion Board Annual Report April 2017
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Workforce and Equality Report
1. Introduction
The following report provides an update on the various workforce equality projects
managed across the organisation and offers assurance to the Trust Board on the
positive progress being made on current initiatives as well as future work to be
undertaken.
The work, whilst addressing the legal framework, supports and underpins the values
and commitment the Trust embraces in respect of the Trusts Equality and Inclusion
agenda for our diverse workforce.
This report covers various initiatives including:
1.
2.
3.
4.
5.
6.
7.
8.

Workforce Race Equality Scheme (WRES)
Workforce Disability Equality Scheme (WDES)
Disability Confidence
The Learning Disability Pledge
Mental Health of the Workforce
NHS Employers Diversity and Inclusion Partners Programme
Gender Pay Gap Legislation
Public Sector Equality Duty (PSED)

The challenge is to ensure any actual or perceived difference in treatment and
experience on the basis of any protected characteristics is addressed. This will be
measured through on-going monitoring as well as feedback from staff through the
Annual Staff Survey.
The Trusts Equality and Inclusion Board meets on a bi-monthly basis and whilst
actively monitoring progress on all initiatives, its role also supports opportunity for
staff to share their experience, ideas and best practice and whilst addressing the
workforce agenda is also fundamental in ensuring the diverse needs of service users
are met. The Annual Report for the EIB includes this wider context around service
delivery and is attached at Appendix 5.
2. Programme of Work
2.1.

Workforce Race Equality Scheme (WRES)

The NHS Workforce Race Equality Standard (WRES) was made available to the
NHS from April 2015 included in the NHS standard contract for providers. The
contract requires almost all providers of NHS services (other than primary care) to
address the issue of workforce race inequality by implementing and using the
WRES.
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The main purpose of the WRES is to help local, and national, NHS organisations to
review their data against the nine WRES indicators. The aim is to highlight any
differences between the experience and treatment of White staff and BME staff in
the NHS, with a view to closing those gaps through the development and
implementation of action plans focused upon continuous improvement over time, and
also to improve BME representation at the Board level of the organisation.
Of the nine WRES indicators, four of the indicators focus on workforce data, four are
based on data from the national NHS Staff Survey questions, and one indicator
focuses upon BME representation on Boards. Please refer to Appendix 2 of this
report for the nine WRES Indicators as at April 2016.
Changes to last year’s WRES indicators
Based on feedback from the WRES baseline data returns and from engagement with
the NHS, including via regional NHS WRES workshops conducted during 2015/16,
the wording for two of the WRES indicators has been revised:


WRES Indicator 1 now asks for the percentage of BME staff in each of the
Agenda for Change bands and VSM (including executive Board members), as
opposed to just in bands 8a-9 and VSM. This will help organisations to identify
career progression blockages that surface within the bands 1-7, in addition to
potential blockages within the senior management bands.



WRES Indicator 9 now requires the percentage difference between the
organisations’ BME board voting membership and its overall BME workforce. The
revised Indicator is based upon the goal of organisations moving towards having
workforces that are representative of the local populations served, and Boards
that are reflective of those workforces.

Trust Metrics – WRES
The following tables set out the Trusts performance as reported in the WRES return
showing progress from 2015 to 2016 it should be noted that the overall population for
the Black Country saw no change from 2015 to 2016 remaining at 26%.
General Workforce Information:
Year

No of Employees

% of BME against total workforce

June 2015

2,036

29% are BME

June 2016

2,030

29.31% are BME

Table 1: BME Workforce against population of Black Country; Source: Electronic Staff Records
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Workforce Information covering the nine indicators
Year
Indicator
Performance
June
Total
number
BME 26.5% of staff at Band 8 upwards
2015
Workforce Band 8 upwards
(including the Trust Board) are
BME
June
Percentage of staff in each Indicator has changed results are
2016
of the AfC Bands 1-9 and shown in Appendix 2 attached.
VSM (including Executive Overall at all levels with the
Board) compared with the exception of clinical 8a and
percentage of staff in the above there has been an
overall workforce
increase in numbers of BME staff
June
Likelihood of BME Staff 1:19 BME and 1:10 White
2015
shortlisted comparison
June
1:25 BME and 1:22 White
2016
June
Likelihood of BME staff 1:22 BME and 1:52 White
2015
entering
into
formal
Disciplinary Process
June
1:37 BME and 1:52 White
2016
June
BME
Access
to
Non 1:21 BME and 1:19 White
2015
Mandatory Training
June
1:46 BME and 1:34 White
2016
2014 Staff Survey:
June
Comparison of staff
2015
reporting harassment or
39% BME and 26% White
bullying abuse from patients 2015 Staff Survey:
June
2016
39.7% BME and 25.5% White
2014 Staff Survey:
June
Comparison of staff citing
2015
experiencing bullying from
25% BME and 22% White
staff
2015 Staff Survey:
June
2016
24% White and 26.2% BME
2014 Staff Survey:
June
Equal Opportunities for
2015
Career Progression – staffs 79% BME and 88% White
June
perception
2015 Staff Survey:
2016
June
2015
June
2016
June
2015
June
2016

79.1% BME and 86.4% White
2014 Staff Survey:
12% BME and 9% White
2015 Staff Survey:
9.1% BME and 6.5% White
Trust Board Representation 20% BME and 53.3% White 26.6
not stated
Trust Board Representation 14% difference between boarding
- Metric now asks for voting membership and overall
percentage difference for workforce
White and BME staff
between the Board’s voting
membership and overall
workforce so we cannot
compare like for like.

Staff experiencing
discrimination from other
staff (Manager/Colleague)

Table 2: Summary of BCPFT metrics against nine indicators; Source: WRES Return
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Position
Gap is
closing

Gap is
closing

Gap is
closing

Minimal
change

Gap is
widening

Gap is
closing

Gap is
closing

Gap
Closing

Gap
Closing

WRES Action Plan
The Trust is required to put our WRES return and our WRES action plan on our
website and submit to NHS England. This was all done within the national
timescales.
You can find the WRES return, along with the original version of the Action Plan on
the Intranet. Appendix 1 provides an overview the full return can be viewed on the
following link http://luna.smhsct.local/trust/equality-and-diversity
There was a specific WRES Task & Finish Group (reporting back to EIB) looking at
how we will implement and monitor the action plan. Members of the BME Staff
Network have also been involved in inputting into the action plan. The Action Plan
has now been placed on QIP (Quality Improvement Plan) to enable robust and direct
monitoring and reporting back to EIB. The Action Plan can be viewed at Appendix 3.
We will be required to complete our 3rd year of the WRES in July 2017. A further
report will be provided to the Board in September 2017 reflecting performance over
2016/2017.
NHSE Recognition
In January NHSE visited the Trust to find out more about how we have been able to
close the gaps on the some of the indicators where other Trusts haven’t done so
well. They spoke to Senior Executives and a small Focus Group of BME staff.
Parallel to this a researcher working for Roger Kline (author of Snowy White Peaks
and Appointment by Discrimination reports) met with the Head of Diversity &
Spirituality to look specifically at work the Trust has done around Indicator 2 which
focuses on recruitment, where again the Trust is seen as successful. This research
will be written up, and the good practise being carried out at this Trust will be shared
at national events reflecting on the progress of the WRES.
Stepping Up
The Stepping Up Programme is a leadership development programme for Black,
Asian & Minority Ethnic (BAME) staff at Band 6 & 7 who work in healthcare (the NHS
or an organisation providing NHS care) & is delivered by the NHS Leadership
Academy.
The process was by application through the NHS Leadership Academy. The take up
has been positive & processes are in place to support successful applicants. This
work meets our duties under the Work Race Equality Standard (WRES) metric 4/ 7 &
enables BCPFT to build on progress.
A further paper will be presented at the Equality Inclusion Board setting out the
successful number of applicants for this programme.
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Cultural Ambassadors
The Cultural Ambassadors project started 3 years ago after the RCN was looking at
regional data across NHS organisations, particularly the employee relations data,
which showed that BME Nurses were disproportionally affected in the employee
relations processes.
Whilst the national data reflects a higher number of BME staff affected the Trust’s
internal comparison is improving and this was reflected in the discussions from the
recent NHSE visit.
The Trust has however supported the programme with 6 Cultural Ambassadors
having being accepted with training taking place over 3 days in May 2017 delivered
by the RCN.
Further work will be required in conjunction with our staff side colleagues to agree
the practical application of the role.
2.2.

Workforce Disability Equality Standard (WDES)

The Equality and Diversity Council (EDC) in July 2016 has recommended that a
Workforce Disability Equality Standard (WDES) be mandated from April 2018, with a
preparatory year from 2017-18.
The Equality Diversity Council considered the report published by Middlesex and
Bedfordshire Universities on the ‘Experience of Disabled Staff in the NHS‘, alongside
findings from research carried out by Disability Rights UK and NHS Employers
‘Different Choices, Different Voices‘, which found that disabled people had poorer
experiences of working in the NHS in England than non-disabled colleagues.
Consultation on the proposed Workforce Disability Equality Standard has begun,
alongside an extensive programme of communications and engagement to raise the
profile of this initiative and to outline what support will be provided to organisations to
deliver the change with disabled staff.
As with the WRES, the WDES is about measuring progress on disability and looking
at closing the gap between the experience of disabled staff and those without a
disability. There are 11 proposed metrics (two more than WRES), some of which
again are linked to the Staff Survey. They are currently at draft stage and will be
finalised at some point in the Autumn of this year. A toolkit will be introduced to
support bringing in the WDES.
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BCPFT Approach to the introduction of WDES:
Whilst we await the toolkit, and final version of the metrics, a BCPFT WDES Action
Group is evolving to begin to do some benchmarking around disability in the
workforce here at BCPFT, to look at other initiatives we are involved in around
disability (including learning disabilities and mental health) and to look at how we will
prepare for the implementation of the WDES. There have now been two meetings of
this group which includes both disabled and non-disabled members of staff.
Communication went out Trust wide and to managers asking members of the
workforce to come and join the conversation around disability.

2.3.

Disability Confidence Scheme

The Government’s new Disability Confident scheme aims to help employers make
the most of the opportunities provided by employing disabled people. It is voluntary
and has been developed by employers and disabled people’s representatives. It
replaces the old Two Ticks Symbol.
The Disability Confident scheme has 3 levels that have been designed to support
staff on their Disability Confident journey. The Trust is required to complete each
level before moving on to the next. The Trust has attained Level 1 as a Committed
Employer and will be working towards Level 2; Confident Employer and Level 3 as a
Leader.
The scheme aims to enable organisations to show that they are challenging attitudes
towards disability, increasing understanding of disability, removing barriers and
ensuring that disabled people have the opportunities to fulfil their potential and
realise their aspirations.
The Equality & Diversity Team have been working with the Recruitment Manager to
ensure that we transitioned to the first level of the Disability Confidence Scheme by
April – the national deadline. This has now happened and we will spend the next
year working towards our level two.

2.4.

Learning Disability Employment Pledge

At NHS England there is an NHS Learning Disability Employment Programme. The
Five Year Forward Plan makes a commitment to employing more people with
Learning Disabilities. At BCPFT we are doing this already, but have now made our
Pledge about actions we are taking or want to take, as part of this national
programme. This shows that we are committed to employing people with Learning
Disabilities as a Trust and gives us access to extra support. As part of our focus on
disability and the workforce over the coming year and the Disability Confidence
Scheme we will be looking at recruitment processes as a whole and how supportive
and accessible they were to all, including those with learning disabilities.
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2.5.

Mental Health of our Workforce

Through the Trust’s Health & Wellbeing Group we are asking the question of how
comfortable we are in the workforce talking about mental health at work and how
confident managers feel about managing staff with lived experience of mental health
conditions. This is a particularly important question for us as a Trust providing mental
health services - the mental health of our own workforce is crucial. At the Workforce
Disability Equality Standard Action Group we are already reflecting on visible and
invisible ‘disabilities’ and the pressure to be very strong and capable workers in the
NHS and what that actually looks like. The mental health of staff is the focus of a sub
group of the Health & Wellbeing Group looking particularly at the area of supporting
managers.
The Trust does already as part of the support for staff have an internal Staff Support
Service which whilst it provides individual staff support is developing to provide a
more proactive service to underpin Organisational Development and Cultural
Alignment.

2.6.

NHS Employers Diversity & Inclusion Partners Programme

As part of the Mental Health MERIT Vanguard, the Trust is part of the national NHS
Employers Diversity & Inclusion Partners Programme. This programme involves
taking a more active role in national drivers and developments in the area of equality
and inclusion in the NHS and attending key meetings a year as well as other
consultations and workshops.
There is a strict criteria to gain a place on the programme so we are fortunate to
have been part of it this year. Meeting themes have included:


the key challenges ahead for NHS Trusts in terms of the workforce disability
agenda



the challenge facing NHS trusts in terms of ‘addressing the gender pay gap
reporting’ and also looking at gender in broad terms taking stock on the
various national mandatory equality and inclusion drivers and to reflect on key
challenges and learning points. Included in this was the NHS Workforce Race
Equality Standard (WRES), the Sexual Orientation Monitoring Standard
(SOMS), The Workforce Disability Equality Standard (WDES), The Learning
Disability and Workforce Programme and the Accessible Information Standard
(AIS).



A celebratory meeting looking at successes and good practise and to
encourage Trusts in their work on the Equality & Inclusion Agenda. At this
meeting everyone on the programme, including BCPFT, received recognition
of their contributions towards this agenda.
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Attendance at these meetings includes the Head of Diversity & Spirituality, and our
Non-Executive Director who is also a member of the Trust’s Equality & Inclusion
Board. The MERIT Equality Workstream has applied to be part of it for another year
and our place has been agreed. This is a valuable opportunity to continue to be
involved at a national level in developments in Diversity & Inclusion, be informed
about national drivers as they come online and raise awareness of good practise in
BCPFT and the wider West Midlands through the MERIT.

2.7.

Gender Pay Gap

Employers with over 250 employees will need to publish the following information
annually for all employees who are employed under a contract of employment, a
contract of apprenticeship or a contract personally to do work. This will include those
under Agenda for Change terms and conditions, medical staff and very senior
managers. All calculations should be made relating to the pay period in which the
snapshot day falls (this is expected to be the end of March 2017).
The information outlined above will need to be published within one year of the date
for the 2017 snapshot. The information must be published on a website that is
accessible to employees and the public free of charge. The information should
remain on the website for a period of at least three years beginning with the date of
publication.
The EHRC will be responsible for monitoring how public bodies are complying with
the GPG reporting requirements and can take enforcement action.
The workforce team are taking this forward and plan to publish in early Autumn as
BCPFT before we move into the larger organisation.

2.8.

Public Sector Equality Duty (PSED)

The equality duty was developed in order to harmonise the equality duties and to
extend it across the protected characteristics.
The broad purpose of the equality duty is to integrate consideration of equality and
good relations into our day-to-day business. The general equality duty therefore
requires organisations to consider how to positively contribute to the advancement of
equality and good relations. It requires equality considerations to be reflected into the
design of policies and the delivery of services, including internal policies, and for
these issues to be kept under review.
In order to provide services that are relevant and accessible to the needs of the
population we serve our workforce should reflect the diversity of the Black Country it
is essential that we build a clearer picture of the people using our services, those
who might potentially need our services and those involved in helping us to develop
them.
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To enable us to do this we need to gather as much ‘equality information’ as we can.
Equality information is collected by the 9 personal characteristics protected by the
Equality Act - age, disability, gender-reassignment, marriage and civil partnership,
pregnancy and maternity, race, religion and belief, sex (gender) and sexual
orientation.
As well as using this information to help us develop our services we are also
required to share and publish all this information, updated annually, as part of our
equality duty as a public sector body. The annual refresh of our Trust’s equality
information happened in January, and was published on our website’s Equality
Information Hub. We are aware that there are areas for improvement where we do
not have as much information or the level of detail as we would like. Improving the
quality of our equality information continues to be one of our key equality objectives.
Information includes:









Demographics of The Black Country by Borough
Data on who is accessing our services by protected characteristic and
Borough and service
Mental Health Act data
Interpreting & Translation Data
Workforce data
Learning & Development Data
Membership Data
Incidents and Complaints Data

3. Conclusion and Next Steps
The Trust is currently in the process of creating refreshed Trust Equality Objectives
for 2017-18. Previously we have had 4 objectives linked to our Play Fair Equality
Strategy. The proposed refreshed objectives have been created with the following in
mind:


The WRES (Workforce Race Equality Standard), WDES (Workforce Disability
Equality Standard), PSED (Public Sector Equality Duty of the Equality Act
2010) and the AIS (Accessible Information Standard), all of which are national
mandatory equality drivers.



The Trust’s current Strategic Objectives and Visions and Values



The previous objectives of Play Fair which related to: embedding governance
structures around equality, make better use of equality information, support an
inclusive culture for staff and build stronger relationships with diverse local
communities.



The SOMS (Sexual Orientation Monitoring standard) which comes in from
April
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The Evidence gathered from our EDS2 exercise last summer relating to our
equality performance in our services and workforce.



The current equality objectives from the Trusts which we will be integrating
with from October (TCT).

These refreshed objectives are for 12 months, after which there will need to be new
revised objectives across the whole of TCT. Once the Objectives are agreed by EIB
an action plan can be created with key priorities around each objective. All the
refreshed Objectives have a workforce element to them as they are linked into
priorities of national drivers and also how we are perceived as an organisation by the
community in which we work.
Proposed Objectives 2017-18


To demonstrate progress against indicators within the NHS Workforce Race
Equality Standard (WRES) metrics, by closing the gap between the
experience of White and BME staff.



To demonstrate progress against indicators within the NHS Workforce
Disability Equality Standard (WDES) metrics, by closing the gap between the
experience of disabled and non-disabled members of staff.



Improve the amount and quality of information we gather relating to the
personal protected characteristic of disability, to improve the experience of our
workforce and enable us to report on the WDES.



Improve the amount and quality of information we gather relating to the
personal protected characteristic of sexual orientation, to improve the
experience of people who use our services, and as part of the national NHS
Sexual Orientation Monitoring Standard (SOMS).



Create a baseline of understanding of how we are perceived as a Trust, and
where we are already engaging, within our diverse local communities, to
better understand their needs, priorities and experiences in relation to health
and wellbeing and to ensure inclusivity at all levels.

4. Recommendation
For the Trust Board to note the content of this report for information.
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Workforce Race Equality Standard
REPORTING TEMPLATE (Revised 2016)

Template for completion
Name of organisation
Black Country Partnership NHS Foundation Trust

Date of report: month/year
Select month

Select Year

Name and title of Board lead for the Workforce Race Equality Standard
Sheila Lloyd, Executive Director of Nursing, AHPs, Governance and Organisational Development
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Name and contact details of lead manager compiling this report
Emma Louis, Head of Diversity and Spirituality (emma.louis@bcpft.nhs.uk) and Julie Darby, Head of Employment Services (julie.darby@bcpft.nhs.uk)

Names of commissioners this report has been sent to (complete as applicable)
Nicola Ensor: Wolverhampton, Alison Hodgson: Sandwell, Marcia Minnott: Dudley, Sally Roberts: Walsall (CCGs)
Name and contact details of co-ordinating commissioner this report has been sent to (complete as applicable)
N/A
Unique URL link on which this Report and associated Action Plan will be found
www.bcpft.nhs.uk/about-us/equality-and-diversity

This report has been signed off by on behalf of the Board on (insert name and date)
Sheila Lloyd, Executive Director of Nursing, AHPs, Governance and Organisational Development,
Publications Gateway Reference Number: 05067

25 July, 2016

Report on the WRES indicators
1. Background narrative
a. Any issues of completeness of data
The narrative and data in this report is as complete as can be. We are confident that the data (taken from our Electronic Staff Record and staff
survey results) is accurate. As can be seen in section 3, the Trust has a high percentage of self reporting in relation to ethnicity, with only
3.74% choosing not to disclose their ethnicity. We have had a particular focus on race equality in our workforce for the last few years in that
there has been a monitoring of recruitment patterns/recruitment audits with a specific focus on ethnicity; a review of the content of in-house
management training; and a particular organisational development change programme entitled 'Shaping Our Future' led by an external
consultant Rudi Page. This bespoke programme's primary focus was wellbeing and managing performance as a catalyst for engagement and
development at all levels, with the facilitation concept ‘As one’ – inclusion, team building and effective teams being the most effective way of
achieving personal and organisational objectives.
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b. Any matters relating to reliability of comparisons with previous years
Data for Q1 for previous year not available as a result of the question changes. The data is taken from ESR which reflects the current Trust
position. For other questions, there are no issues as we are confident that our data is accurate and comparable with the previous years data
as this has been taken from the same sources, i.e. ESR and staff survey.

2. Total numbers of staff
a. Employed within this organisation at the date of the report

2030
b. Proportion of BME staff employed within this organisation at the date of the report

29.31%

Report on the WRES indicators, continued
3. Self reporting
a. The proportion of total staff who have self–reported their ethnicity
96.26%. Self reporting occurs on appointment.

b. Have any steps been taken in the last reporting period to improve the level of self-reporting by ethnicity
None. Our self reporting is at 96% compliance with only 3.74 chosing not to respond.
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c. Are any steps planned during the current reporting period to improve the level of self reporting by ethnicity
As we have a high percentage of self reporting there ares no actions planned during the reporting period.

4. Workforce data
a. What period does the organisation’s workforce data refer to?
1st April 2015 to 31st March 2016

Report on the WRES indicators, continued
5. Workforce Race Equality Indicators
Please note that only high level summary points should be provided in the text boxes below – the detail should be contained in accompanying WRES Action Plans.
Indicator

Data for
reporting year

Data for
previous year

Narrative – the implications of the data and
any additional background explanatory
narrative

Action taken and planned including e.g. does
the indicator link to EDS2 evidence and/or a
corporate Equality Objective

See appendix 1

Ensuring all adverts reach as diverse an
audience as possible.
Continued engagement and support of the BME
staff network.
Review and refresh Equal Opportunities Policy.
Establishment of the Equality and Inclusion
Board.

We also currently monitor the ratio of staff
appointed from applications.

Recruitment by ethnicity audit for the last 2-3
years to ensure fair processes and to gain
understanding on patterns of recruitment.
Continue to deliver Recruitment & Selection
Training as part of Managing for Excellence
Programme. This training includes sections on
unconscious bias, stereotyping and discrimination
with a constant diversity focus through the
training.
Managers for
recruitment
handbook
providing
Managing
Excellence
Performance
Training
guidance on all
steps of theawareness.
recruitment process.
incorporates
discrimination
Ensure equality
inclusion resources
a clear objective
Actively
promoteand
all available
to
within the
Recruitment
and Retention
Strategy
support
leadership,
training
and development,
and
clear
actions
to teams
supportcan
staff
teamunderpinned
building thatby
local
leaders
and
from BME background to take up new positions.
access.
Review employee
relations
casework
and internal
Continue
to undertake
scheduled
monthly
recruitment/promotions
a 6 monthlyTo
basis
operation
management on
walk-a-bouts.
giveto
identify any trends
or concerns
and ensure all
opportunities
for staff
to raise concerns.
staff
have
of
opportunity.
Build
uponequality
existing
communications/team
brief to
Our Appraisal
process
includes clear guidance
promote
systems
and
processes
foropportunities
raising
ensure that
all staff
members
have
concerns.
to develop and that this is recorded.
Utilise
Solution
Training
(SFT)
withinofcore
Undertake
a sixFocus
monthly
audit by
ethnicity
groups
promote
and team
working,
levels oftoaccess
to leadership
training in order
to understand
Actively
support
where possible
fully if BME
staff solutions/actions
are accessing development
for issues identified through the frontline staff
opportunities.
engagement
sessions
and professional
boards.
Engage
the BME
staff network
in the role
to
Review
casedevelopment
work on a 6
support employee
the WRESrelations
in promoting
monthly
basis to identify any trends or concerns
opportunities.
and ensure all staff have equality of opportunity.

For each of these four workforce
indicators, compare the data for
White and BME staff
1
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2

3

4

Percentage of staff in each of the
AfC Bands 1-9 and VSM (including
executive Board members) compared
with the percentage of staff in the
overall workforce. Organisations should
undertake this calculation separately
for non-clinical and for clinical staff.
Relative likelihood of staff being
appointed from shortlisting across all
posts.

Relative likelihood of staff entering
the formal disciplinary process, as
measured by entry into a formal
disciplinary investigation. This indicator
will be based on data from a two year
rolling average of the current year and
the previous year.
Relative likelihood of staff accessing
non-mandatory training and CPD.

1:22 White

1:10 White

1:25 BME

1:19 BME

1:52.2White

1:52.2 White

1:37.2 BME

1:22.5 BME

1:3.4 White

1:19 White

1:4.6 BME

1:21.1 BME

The overall likelihood of staff entering the formal
disciplinary process has increased for both white
and BME staff. There was an increase in the
number of formal disciplinary processes
undertaken in the year 2015/16 compared to
2014/15. The gap in the ratio between the two
groups has however decreased.

he likelihood of both BME and White staff
accessing non-mandatory training and CPD has
improved. The improvement shows that there is
the same likelihood between both groups of staff
in accessing non-mandatory training and CPD.

Report on the WRES indicators, continued
Indicator

Data for
reporting year

Data for
previous year

White 25.5


White 26


BME 39.7

BME 39

Narrative – the implications of the data and
any additional background explanatory
narrative

Action taken and planned including e.g. does
the indicator link to EDS2 evidence and/or a
corporate Equality Objective

National NHS Staff Survey
indicators (or equivalent)
For each of the four staff survey
indicators, compare the outcomes of
the responses for White and BME staff.
5

6
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7

8

KF 25. Percentage of staff
experiencing harassment, bullying or
abuse from patients, relatives or the
public in last 12 months.

KF 26. Percentage of staff experiencing
White 24
harassment, bullying or abuse from

staff in last 12 months.
BME 26.2
KF 21. Percentage believing that trust
provides equal opportunities for career
progression or promotion.

Q17. In the last 12 months have you
personally experienced discrimination
at work from any of the following?
b) Manager/team leader or other
colleagues

White 22

BME 25

White 86.4


White 88


BME 79.1

BME 79

White 6.5


White 9


BME 10.1

BME 12

14%

4.2%

2014 Staff Survey had a 40% response rate
2015 Staff Survey had a 34% response rate.
In 2014 we were below (better than average)
other equivalent Trusts. in 2015 there was little
change for us but we were above (worse than
average)
There hasother
beenequivalent
no changeTrusts.
on the previous year.
We remain below average as compared to similar
Trusts.

In 2015 there has been no change on the
previous year. However, whilst last year we were
average when compared to equivalent Trusts, for
2015 we are below average.

There has been a slight improvement on the
previous year. The Trust remains above (worse
than) average

Board representation indicator
For this indicator, compare the
difference for White and BME staff.
9

Percentage difference between
the organisations’ Board voting
membership and its overall workforce.

Actively promote all available resources to
support leadership, training and development,
team building that local leaders and teams can
access.
Continue to undertake scheduled monthly
operation management walk-a-bouts. To give
opportunities
for staff
to raise concerns.
Actively promote
all available
resources to
Actively
support
solutions/actions
where possible
support leadership, training and development,
for issues
identified
through
the and
frontline
staff
team
building
that local
leaders
teams
can
engagement
sessions and professional boards.
access.
A
zero Solution
abuse statement/campaign
to be
put core
in
Utilise
Focus Training (SFT)
within
place
BME
staff andand
re-iterate
the
groupstotosupport
promote
leadership
team working,
value
that
allundertake
staff
play scheduled
in the organisation.
Continue
to
monthly
Review
internal
recruitment/promotions
on a 6
Recognising
the
levels
aggression
operation
management
walk-a-bouts.
To give
monthly basis to identifyof
any
trends orand
concerns
violence,
implement
alternative
approaches,
e.g.
opportunities
staff
to raise
concerns.
and
ensure
allfor
staff
have
equality
of opportunity.
relational
security
in
keep
with
Cambridge
model.
Actively
support
solutions/actions
where
possible
Continued support of the BME staff network and
Develop
debriefing
systems
forin
for issuespsychological
identified
through
theoffrontline
staff
engagement
and involvement
the
network
ward-owned
interventions
through
to
staff
support
engagement
sessions
professional
monitoring
and
raising and
where
issues areboards.
interventions.
Build
upon
existingrelations
communications/team
identified.
Review
employee
case work on abrief
6 to
Develop
site-specific
proactive
practice
solutions
promote
systems
and
processes
for
raising
monthly basis to identify any trends or concerns
groups.
concerns.
and
ensure all staff have equality of opportunity.
Explore developing early warning systems and
Actively promote all available resources to
time out opportunities for staff where highly
support leadership, training and development,
stressful situations occur.
team building that local leaders and teams can
Continue to support the Trust’s Health and
access.
Wellbeing steering group to ensure full
Build upon existing communications/team brief to
engagement from the Divisions.
promote systems and processes for raising
concerns.
Adverts forsupport
Board vacancies
including
NEDsand
go
Continued
of the BME
staff network
to
as
wide
an
audience
as
possible
including
engagement and involvement of the network in
targeting relevant
BMEwhere
organisations.
monitoring
and raising
issues are
Trust Board to oversee the delivery of the WRES
identified.
action plan via the Equality and Inclusion Board

Note 1.

All provider organisations to whom the NHS Standard Contract applies are required to conduct the NHS Staff Survey. Those organisations that do not undertake the NHS Staff Survey are recommended to do so,
or to undertake an equivalent.

Note 2.

Please refer to the WRES Technical Guidance for clarification on the precise means for implementing each indicator.

Report on the WRES indicators, continued
6. Are there any other factors or data which should be taken into consideration in assessing progress?
Advice relating to this report recommended not including 'White Other' in our BME percentages. Our demographic data and local evidence
shows that new communities, and especially those from Eastern Europe, form an important part of the wider picture of the Black Country. As a
result, we do include White Other in our BME data for initiatives around ethnicity relating to workforce or service delivery in our Equality
Strategy and other internal equality work, although not in this report.
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Action taken to support improvement have included the development of an Equality and Inclusion Board, being a formal sub-group of the
Quality and Safety Steering Group. The Trust has in place a Board Assurance Framework which incorporates the WRES of which we are
confident measures delivery against strategic objectives, and it was evidenced in the recent CQC report that services were well-led in that staff
felt positive about the management team and felt they were heard by them; there had been opportunities for engagement; and good
governance arrangements were in place. Moral was mostly good and staff described managers as approachable and responsive.

7. Organisations should produce a detailed WRES Action Plan, agreed by its Board. Such a Plan would normally
elaborate on the actions summarised in section 5, setting out the next steps with milestones for expected
progress against the WRES indicators. It may also identify the links with other work streams agreed at Board
level, such as EDS2. You are asked to attach the WRES Action Plan or provide a link to it.
Play Fair, our Trust Equality Strategy, has had an action plan dedicated to initiatives addressing Workforce Race Equality. Much of that action
plan has been completed. The WRES action plan is our current work around race equality. Our Trust Equality Objectives are currently being
revised and the WRES will forma focus for our work going forward. Play Fair can be found at
www.bcpft.nhs.uk/about-us/equality-and-diversity.
We are currently gathering evidence for our EDS2 return and the links between EDS2 and WRES will be incorporated into WRES action plan
in the autumn. The WRES action plan is a working document that will be updated as required and monitored via the Equality and Inclusion
Board

Click to lock all form fields
and prevent future editing
Produced by NHS England, April 2016

A
Appendix 2
Workforce Race Equality Standard

Detailed results of indicator 1.

2015
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Under Band
1
Band 1
Band 2
Band 3
Band 4
Band 5
Band 6
Band 7
Band 8a
Band 8b
Band 8c
Band 8d
Band 9
VSM

Non Clinical
White
BME

Clinical
White BME

0.00% 0.00% 0.00% 0.00%
17.65% 5.88% 47.06% 29.41%
44.49% 18.38% 15.81% 21.32%
35.74% 9.72% 35.74% 18.81%
50.62% 10.49% 30.86% 8.02%
7.84% 2.61% 54.10% 35.45%
7.22% 1.97% 70.02% 20.79%
11.26% 3.46% 73.59% 11.69%
19.35% 2.15% 62.37% 16.13%
30.00% 4.00% 52.00% 14.00%
22.73% 4.55% 59.09% 13.64%
0.00% 0.00% 80.00% 20.00%
100.00% 0.00% 0.00% 0.00%
55.56% 33.33% 11.11% 0.00%

2016
Under Band
1
Band 1
Band 2
Band 3
Band 4
Band 5
Band 6
Band 7
Band 8a
Band 8b
Band 8c
Band 8d
Band 9
VSM

Non Clinical
White
BME

Clinical
White BME

0.00%
10.53%
45.13%
34.71%
49.34%
7.46%
6.79%
12.50%
14.29%
31.91%
22.73%
18.18%
100.00%
45.45%

0.00%
47.37%
15.88%
36.62%
29.61%
51.87%
69.56%
72.22%
67.86%
57.45%
50.00%
63.64%
0.00%
9.09%

0.00%
21.05%
17.69%
10.19%
13.16%
3.36%
2.34%
3.24%
3.57%
4.26%
18.18%
0.00%
0.00%
45.45%

0.00%
21.05%
21.30%
18.47%
7.89%
37.31%
21.31%
12.04%
14.29%
6.38%
9.09%
18.18%
0.00%
0.00%
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Appendix 2

Workforce Race Equality Standard
Reporting Template
5. Workforce Race Equality Indicators
Indicator 1:
2015
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Under Band
1
Band 1
Band 2
Band 3
Band 4
Band 5
Band 6
Band 7
Band 8a
Band 8b
Band 8c
Band 8d
Band 9
VSM

Non Clinical
White
BME

Clinical
White BME

0.00% 0.00% 0.00% 0.00%
17.65% 5.88% 47.06% 29.41%
44.49% 18.38% 15.81% 21.32%
35.74% 9.72% 35.74% 18.81%
50.62% 10.49% 30.86% 8.02%
7.84% 2.61% 54.10% 35.45%
7.22% 1.97% 70.02% 20.79%
11.26% 3.46% 73.59% 11.69%
19.35% 2.15% 62.37% 16.13%
30.00% 4.00% 52.00% 14.00%
22.73% 4.55% 59.09% 13.64%
0.00% 0.00% 80.00% 20.00%
100.00% 0.00% 0.00% 0.00%
55.56% 33.33% 11.11% 0.00%

2016
Under Band
1
Band 1
Band 2
Band 3
Band 4
Band 5
Band 6
Band 7
Band 8a
Band 8b
Band 8c
Band 8d
Band 9
VSM

Non Clinical
White
BME

Clinical
White BME

0.00%
10.53%
45.13%
34.71%
49.34%
7.46%
6.79%
12.50%
14.29%
31.91%
22.73%
18.18%
100.00%
45.45%

0.00%
47.37%
15.88%
36.62%
29.61%
51.87%
69.56%
72.22%
67.86%
57.45%
50.00%
63.64%
0.00%
9.09%

0.00%
21.05%
17.69%
10.19%
13.16%
3.36%
2.34%
3.24%
3.57%
4.26%
18.18%
0.00%
0.00%
45.45%

0.00%
21.05%
21.30%
18.47%
7.89%
37.31%
21.31%
12.04%
14.29%
6.38%
9.09%
18.18%
0.00%
0.00%
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Appendix 4
Summary of Workforce Ethnicity Data

Ethnicity by Professional Group
Add Prof Scientific and Technic
Additional Clinical Services
Administrative and Clerical
Allied Health Professionals
Estates and Ancillary
Medical and Dental
Nursing and Midwifery Registered
Students

White %
BME %
Null %
74.00%
24.00%
2.00%
58.31%
38.41%
3.28%
73.52%
24.36%
2.12%
89.19%
8.11%
2.70%
66.17%
26.32%
7.52%
18.60%
76.74%
4.65%
69.52%
27.58%
2.90%
63.64%
36.36%
0.00%

Table 1: Ethnicity of Trust Staff by Professional Group as at 31st March 2017
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Age Profile of Staffing Groups
Add Prof Scientific and Technic
Additional Clinical Services
Administrative and Clerical
Allied Health Professionals
Estates and Ancillary
Medical and Dental
Nursing and Midwifery
Registered
Students

<25
1.33%
7.91%
9.39%
2.70%
0.75%
0.00%

25-34
19.33%
15.81%
15.45%
29.73%
11.94%
14.94%

35-44
41.33%
20.47%
22.76%
31.76%
17.91%
32.18%

45-55
30.00%
37.91%
35.28%
27.03%
32.09%
37.93%

>55
8.00%
17.91%
17.12%
8.78%
37.31%
14.94%

Total
100.00%
100.00%
100.00%
100.00%
100.00%
100.00%

1.42%
0.00%

17.06%
27.27%

26.38%
63.64%

42.97%
9.09%

12.16% 100.00%
0.00% 100.00%

Age group of Trust by professional group %
700
600

>55

500

4555
3544

400
300
200
100

Students

Nursing and Midwifery
Registered

Medical and Dental

Estates and Ancillary

Allied Health
Professionals

Administrative and
Clerical

Additional Clinical
Services

Add Prof Scientific and
Technic

0

Table 2: Age Group of Trust Staff by Professional Group as at 31st March 2017

Table 3: Trust Age Group of Trust as at 31st March 2017
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Appendix 5
Equality & Inclusion Board Annual Report April 2017
This report provides updates and an overview relating to the following areas of work
of the Equality & Inclusion Board:
















Equality & Inclusion Board and Governance
Play Fair Equality Strategy & Equality Objectives
Public sector Equality Duty & Equality impact Assessments
Workforce Race Equality Standard
Equality Delivery System 2
Accessible Information Standard
Workforce disability Standard
MERIT Vanguard Equality & Diversity Workstream
NHS Employers Diversity & Inclusion Partners
Staff Networks
Equality & Inclusion Training
CQC Report & Equality
Interpreting Service
Migrant Health Resource
Spiritual Care Team

1. Equality & Inclusion Board
The Trust’s Equality & Inclusion Board (EIB) meets bi-monthly. This group has
supported the trust to improve the visibility of the importance of the equality and
inclusion agenda, raising the profile across all areas of work, and will continue to
drive this forward. This Board has been chaired by the Executive Director for
Nursing, Governance, AHPs & OD and has recently refreshed its membership to
include representatives from AHP, Psychological Boards and the Strategy &
Transformation Director.
There is a clear annual cycle of business for the EIB in terms of compliance
deadlines, internal and external reports and equality & inclusion related national and
local events. A recent addition to the Agenda of EIB is an opportunity for the Clinical
Groups to report back on things that are going well and things that need further
progress in relation to equality and inclusion. This will continue and be linked to
clearer reporting on equality and inclusion in the reports prepared for QSSG. This
enables the EIB to also hear good news stories, learn from them, and cascade good
practise and areas for improvement around the Trust.
As we move towards becoming one organisation with Dudley and Walsall Mental
Health Partnership Trust and Birmingham Community Healthcare NHS Foundation
Trust, through the Transforming Care Together Partnership, all the different
elements of the Equality and Inclusion agenda will need reviewing including the role
of a Trust wide EIB. The 3 equality leads from the different organisations have
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already done some benchmarking to see where we are each up to in our respective
organisations and to look at how we integrate this particular area of healthcare.
2. Play Fair Equality Strategy and Revised Equality Objectives
The ‘Play Fair’ accessible version continues as our main Trust statement around
equality and inclusion. The more detailed version has been revised in line with the
latest national developments in equality and inclusion and to include up to date
information relating to the Trust. New revised Trust equality objectives are just being
finalised which will be included in this longer more detailed version of Play Fair.
These have been created using the following:


The WRES (Workforce Race Equality Standard), WDES (Workforce Disability
Equality Standard), PSED (Public Sector Equality Duty of the Equality Act 2010)
and the AIS (Accessible Information Standard), all of which are national
mandatory equality drivers.



The Trust’s current Strategic Objectives and Visions and Values



The previous objectives of Play Fair which related to: embedding governance
structures around equality, make better use of equality information, support an
inclusive culture for staff and build stronger relationships with diverse local
communities.



The SOMS (Sexual Orientation Monitoring standard) which comes in from April



The Evidence gathered from our EDS2 exercise last summer relating to our
equality performance in our services and workforce.



The current equality objectives from the Trusts which we will be integrating with
from October (TCT).

These objectives are for 12 months, after which there will need to be new revised
objectives across the whole of TCT. Once the Objectives are agreed by EIB
(currently in progress) an action plan can be created with key priorities around each
objective.

3. Public Sector Equality Duty (PSED) and Equality Impact Assessments
To provide services that are relevant and accessible to the needs of the population
we serve, our workforce needs to reflect the diversity of the Black Country and we
also need to build a clearer picture of the people using our services, those who might
potentially need our services and those involved in helping us to develop them. To
enable us to do this we need to gather as much ‘equality information’ as we can.
Equality information is collected by the 9 personal characteristics protected by the
Equality Act - age, disability, gender-reassignment, marriage and civil partnership,
pregnancy and maternity, race, religion and belief, sex (gender) and sexual
orientation.

Page 116

As well as using this information to help us develop our services we are also
required to share and publish all this information, updated annually, as part of our
equality duty as a public sector body. The annual refresh of our Trust’s equality
information happened in January, and was published on our website’s Equality
Information Hub. We are aware that there are areas for improvement where we do
not have as much information or the level of detail as we would like. Improving the
quality of our equality information continues to be one of our key equality objectives.
Information includes:









Demographics of The Black Country by Borough
Data on who is accessing our services by protected characteristic and
Borough and service
Mental Health Act data
Interpreting & Translation Data
Workforce data
Learning & Development Data
Membership Data
Incidents and Complaints Data

Also, as mentioned above, we now have revised equality objectives in place for
2017-2018. Publishing our equality information and having equality objectives are
part of our specific duties for the Equality Act 2010 along with having an equality
strategy – Play Fair - and demonstrating that we are carrying out Equality Analysis.
We continue to use an Equality Impact Assessment process within the Trust to help
with this equality analysis. Our Equality Impact Assessment (EqIA) form and process
has recently been revised to enable there to be a register of EqIAs held on Datix and
for resulting actions to be tracked and monitored through a more robust process than
currently exists. The form now automatically goes to the Governance Assurance Unit
as well as to the Equality & Diversity Team to ensure that the process isn’t
dependent on one person. The authors of EqIAs, and related action plans, will get
notifications relating to required actions mitigating possible potential negative
impacts. Reports on progress against these actions will come to EIB.
4. Workforce Race Equality Standard (WRES)
We published our WRES information for 2016 in line with national timescales and
our WRES return and initial action plan can be found on both the website and our
Intranet.
There was a specific WRES Task & Finish Group (reporting back to EIB) looking at
how we will implement and monitor the action plan. Members of the Black and
Minority Ethnic (BME) Staff Network have also been involved in inputting into the
action plan. The Action Plan has now been placed on the Quality Improvement Plan
(QIP) to enable robust and direct monitoring and reporting back to EIB. The
Summary of the WRES returns from 2015 and 2016, and progress made, can be
viewed at Appendix 1. The owner of the WRES action plan is the Associate Director
of Human Resources.
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We will be required to complete our 3rd year of the WRES in July this year - 2017. In
2018 the WDES (Workforce Disability Equality Standard) will be launched to enable
a similar process to be focussed around disability in the workforce.
In January 2017, NHSE visited some executives and a small BME focus group, at
the Trust, to find out more about how we have been able to close the gaps on the
some of the indicators while other Trusts haven’t done so well.
Parallel to this a researcher working for Roger Kline (author of Snowy White Peaks
and Appointment by Discrimination reports) met with the Head of Diversity &
Spirituality to look specifically at the positive work the Trust has done around
Indicator 2 which focuses on recruitment. This research will be written up, and the
good practise being carried out at this Trust will be shared at national events
reflecting on the progress of the WRES.
An action on the WRES Action Plan was for the Trust to support staff to apply for the
Stepping Up Programme. The Stepping Up programme is a national leadership
development programme for Black, Asian and minority ethnic (BAME) colleagues
who work within healthcare. It aims to create greater levels of sustainable inclusion
within the NHS by addressing the social, organisational and psychological barriers
restricting BAME colleagues from progressing. The programme is designed to bridge
the gap between where applicants are and where they need to be, to progress into
more senior roles. Successful applicants will be empowered to drive forward the
inclusion agenda and develop their skills and abilities in order to grow and progress.
The programme fits with the Academy’s wider body of powerful positive action work
to promote diversity and inclusion throughout the health service. The ultimate aim is
to develop more inclusive leaders at all levels of the NHS. This programme will link
into actions contained in the WRES Action Plan relating to Career Development and
Leadership.
Another initiative linked to the WRES Action plan is the role of Cultural
Ambassadors. The Cultural Ambassadors project in the West Midlands is designed
to tackle disproportionate rates of disciplinary action among BME staff, is to be rolled
out nationally by the Royal College of Nursing (RCN). Here in BCPFT we have
committed to this project along with our TCT partners. It is open to Band 7 staff from
a BME background. Once trained the Cultural Ambassadors (CA’s) will participate in
disciplinary investigations of BME staff, and support the Trust to assess whether
there are improvements that can be made, and cascade their learning throughout the
organisation. The details of how this happen and implications for the workforce are
currently being worked out.
5. NHS Equality Delivery System 2 (EDS2)
During August 2016, work on EDS2 moved forwards in a major way. EDS2 is a tool
to help Trusts meet their PSED. There are various stages to the process and one of
them is gathering evidence from services and departments across the Trust to help
us then work with stakeholders to grade our equality performance and work out
where we are doing well and where we need to improve. An audit tool was created
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and 20 services from across the Trust (a good mix from different areas) responded.
Information was compiled into a Trust-wide summary which was shared with local
stakeholders. This included the building of some really positive links with Sandwell
College Health students, working with the Carers Team and also liaising with one of
our Public Governors. Clinical Groups can look in detail at the evidence gathered
from their different services to look at how they use the information to help meet their
local objectives. The EDS2 summary will now be placed on our website and
submitted to NHS England. We have now used the evidence gathered to establish
where our work priorities need to be over the next 1 year and have created our new
Equality Objectives mentioned above.
6. Accessible Information Standard (AIS)
The NHS Accessible Information Standard, which came in last year, tells
organisations how they should ensure that disabled patients receive information in
formats that they can understand and that they receive appropriate support to help
them to communicate.
The hope is that the Accessible Information Standard will begin to address the
current disparity in the care received by disabled people and ensure needs are
recorded and met. Adult social care and NHS providers legally needed to fully
implement the accessible information standard by 31 July 2016.
The 5 areas of the AIS are as follows:






Identify Need
Record Need
Flag Need
Share Need
Meet Need

Last year the BCPFT Accessible Information Standard Group met and made
progress leading up to the different stages of implementation in line with a detailed
action plan. The 3 Clinical Divisions have all taken a slightly different approach to
implementation. An update will be brought to the May meeting of EIB to ensure that
the standard is in place across the Trust and that any issues can be raised and
responded to in a timely manner.
7. Workforce Disability Equality Standard (WDES)
The Equality and Diversity Council (EDC) in July 2016 has recommended that a
Workforce Disability Equality Standard (WDES) be mandated from April 2018, with a
preparatory year from 2017-18.
The Equality Diversity Council considered the report published by Middlesex and
Bedfordshire Universities on the ‘Experience of Disabled Staff in the NHS‘, alongside
findings from research carried out by Disability Rights UK and NHS Employers
‘Different Choices, Different Voices‘, which found that disabled people had poorer
experiences of working in the NHS in England than non-disabled colleagues.
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Consultation on the proposed Workforce Disability Equality Standard has begun,
alongside an extensive programme of communications and engagement to raise the
profile of this initiative and to outline what support will be provided to organisations to
deliver the change with disabled staff.
As with the WRES, the WDES is about measuring progress on disability and looking
at closing the gap between the experience of disabled staff and those without a
disability. There are 11 proposed metrics (two more than WRES), some of which
again are linked to the Staff Survey. They are currently at draft stage and will be
finalised at some point in the Autumn of this year 2017. A toolkit will be introduced to
support bringing in the WDES.
One of the main issues currently being raised by those preparing for the WDES is
that, whereas most of the workforce will declare their ethnicity, a very low percentage
of the workforce declare whether they have a disability or not. Currently within
BCPFT it stands at 1%. We know this is actually higher because in the staff survey,
where anonymity is assured, 19% of those who responded said they had a long
standing health problem or disability. The low numbers of people in the workforce
feeling they can say that they have a disability means that gathering information for
the WDES metrics will be very hard. We cannot currently get a true picture. With this
in mind one of our revised Trust Equality Objectives focuses on creating change in
this area.
Whilst we await the toolkit, and final version of the metrics, a BCPFT WDES Action
Group is evolving to begin to do some benchmarking around disability in the
workforce here at BCPFT, to look at other initiatives we are involved in around
disability (including learning disabilities and mental health) and to look at how we will
prepare for the implementation of the WDES. The first meeting of this group took
place in February 2017 and included both disabled and non-disabled members of
staff. The second is due to take place in April. Communication has gone out Trust
wide and to managers asking members of the workforce to come and join the
conversation around disability.
8. MERIT Vanguard Equality Work-stream
Emma Louis and Yassar Mohammed (the BCPFT Equality & Diversity Team) are
both involved in the Equality work-stream of the MERIT Vanguard (being led by
Dudley & Walsall MHPT). The current focus is on encouraging each of the workstreams to carry out an equality analysis on their area of work to ensure that the
work of the vanguard is considering impacts on different equality groups. The
Equality & Diversity Work-stream also has a close relationship with the Recovery
work-stream in relation to community engagement and the need to promote an
understanding of recovery in the community and build on resources already there.
The Equality & Diversity work-stream have hosted or supported a number of events
through the last year (some jointly with RCN) including a successful and well
attended MERIT wide Black History Month conference in October 2016, an EDS2
regional roadshow in January and the HEE forward Thinking leadership Inclusion
Conference in March.
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9. NHS Employers Partners Diversity & Inclusion Programme
As part of the MERIT Vanguard Equality Work-stream, and along with the other 3
Trusts in the Vanguard, BCPFT were invited to be Diversity & Inclusion Partners by
NHS Employers. There are 5 meetings a year in London. The Head of Diversity &
Spirituality has attended 4 of these meetings to represent the Trust and has been
accompanied by either the NED who attends the EIB, or our Associate Director of
Organisational Development in whose portfolio Diversity and Inclusion sits. Themes
focussed on through the year have been disability – including mental health - and the
workforce, gender and the workforce, taking stock on all the mandatory national
drivers around equality and celebrating good practise.
We have been invited to be part of this national programme for a second year. It has
been very useful to implementing of the various national initiatives in BCPFT and has
also raised the profile of our Trust and the way we have engaged with this agenda.
10. Staff Networks
BCPFT has a BME Staff Network and a Lesbian, Gay, Bisexual, Transgender
(LGBT) Staff Network.
The Terms of Reference of the BME Network have been revised and discussions
took place to bring clarity to the role of the Network and its role including
strengthening the way it relates to the work around the WRES. The Network reports
into the EIB with updates on its activity. The BME Network have hosted some
resilience training which was open to all Trust staff, and are supporting the
development of coaching and mentoring in the Trust. Other themes have included
interview skills and support from HR, supporting the applications for the Stepping Up
programme and more general sharing and support for members. The network will
lead on plans for this year’s Black History month celebrations.
The LGBT Staff Network is currently being reviewed. The Network hasn’t gathered
for a while now and has been functioning as a virtual group sharing information and
resources. The person who has been leading the LGBT Network and was the key
contact for queries in this area has now left the Trust, so there is a gap in terms of
how that Network is supported.
The Equality & Diversity Officer is overseeing the development of both networks as
they move forward.
11. Training relating to Equality & Diversity
Equality & Diversity continues to be a key element of mandatory training for all our
workforce. How we offer our mandatory training has been reviewed as part of the
regional streamlining of mandatory training and also the internal review of mandatory
training and induction, so the basic equality and diversity awareness training has
now gone on line through OLM and is only required every 3 years. There is still an
equality and diversity element to our Trust Induction closely aligned to our work
around Trust values, dignity and respect. Equality and Diversity elements are also
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key elements of our Managing & Leading for Excellence training programmes but
these are currently on hold. The Equality & Diversity Team, up until last year,
continued to offer bespoke sessions with Staff Teams around practical application of
Play Fair and also training on working effectively with interpreters. As part of TCT
this whole area of how we best equip our staff to work in inclusive ways and in line
with national compliance will be reviewed and what elements might still be best
served by a more experiential face to face form of training.
12. CQC Equality & Inclusion Lines of Enquiry
There has been a national development in terms of how CQC explore lines of
enquiry around equality and diversity since our initial CQC visit in Autumn 2015. The
Equality & Diversity Team worked with the Governance Assurance Unit (GAU) team
to feed the CQC information on our compliance with all the national initiatives for the
return visit in 2016. There was a special communications feature highlighting
developments and good practise in Equality & Inclusion work, to ensure that staff
across the Trust were aware of progress made, current areas of work, and how it
relates to them. The Equality & Diversity Team along with Executive Director of
Nursing, Associate Director of OD and Head of Employment services met with the
CQC to share good practise and update them on our progress since last year. The
interview was very positive with lots of opportunity to share how the team felt things
had improved and developed at the Trust in relation to Equality & Inclusion since last
November and what we still felt we now needed to focus on.
When the CQC full report was received in February 2017 it was clear to see that the
CQC felt we were compliant with the Equality Act 2010. Parts of the report refer
directly to national equality and inclusion compliance and also to particular instances
where equality and inclusion have been promoted through the quality of care offered
and the responsiveness of services. Elsewhere, equality and inclusion and dignity
and respect could be seen as threads running through positive comments on, for
example, use of MH Act, use of restrictive interventions, enabling groups to have a
voice, the complaints process.
13. Interpreting and Translation Services
We continue to use Absolute Interpreting & Translation Services for our needs
around face to face and phone interpreting and written translation. This last year has
seen a review of the procurement process and also of the online booking process, to
ensure that our needs are met smoothly. The most frequently requested languages
by a considerable margin are Polish and Punjabi, followed by Urdu, Farsi, Kurdish
and Romanian.
14. Migrant Health Project
Our new Intranet Resource for staff focussing on migrant health has been launched.
This is intended to support staff in understanding the asylum and refugee process as
it relates to health and the care and services we provide in our Trust. Staff are invited
to start using this and comment on how it can be improved and evolve.

Page 122

15. Spiritual Care Team
The patient facing Spiritual Care Team (Trust chaplains), continues to sit alongside
the Trust’s Equality & Diversity function and is managed by the Head of Diversity &
Spirituality (who also works as one of the team). The Team of 8 chaplains (around
3.2 WTE) work Trust-wide across the different clinical groups and their activity is
reported into the Group Quality and Safety Reports on a quarterly basis. Each Team
member is from a different faith or belief group including Hindu, Muslim male and
female, Sikh and the Christian traditions of Church of England, Methodist, Old
Catholic and Pentecostal. Three of the Team are female and 5 are from a BME
backgrounds. The Team is currently supported by the work of 3 volunteers who have
been trained for the role by attending the Birmingham and Black Country Healthcare
Chaplaincy Volunteers Training programme. The volunteers are based at Edward
Street Hospital where they visit on the wards and as part of a Garden Project at a
Church in Wolverhampton where clients from our Community Teams are involved.
The services of the Spiritual Care Team are for anyone who is receiving support
from one of the teams or services in the Trust, including carers. The Spiritual Care
Team also offers informal support to staff and some members of the Team facilitate
regular Mindfulness Meditation Sessions to help reduce stress.
The spiritual part of someone’s life can be an aid towards recovery and a comfort
and strength in times of stress and anxiety. Ensuring that people can draw on this
spirituality is an essential part of helping someone towards better well-being. We
know not all people express their spirituality through a particular faith or religion. With
this in mind, the Team makes sure their support is as much for those who don’t
follow a particular faith or spiritual tradition as it is for those who do.
The team supports people of various faiths and spiritual traditions through 1-to-1
sessions. These can involve someone reflecting on their life, beliefs, and values, and
could touch on psychological, social, religious or spiritual themes. We also run group
sessions on various sites, often with other healthcare professionals, where people
can explore their spirituality or express their faith and beliefs, including a recent
initiative as part of the Recovery College.
Across the Trust an average of 40% of people we see identify as Christian, 20% as
Sikh, 8% Muslim and around 5% from smaller faith groups. The rest of our contact is
with people who don’t identify with any particular faith tradition but who wish to
explore spiritual issues or receive general support from the Team.
On average, the Team might have around 400 (1 to 1) contacts with patients each
quarter. In addition to this would be our group work, including the very popular Spirit
of Song Group, which uses music and singing to explore meaning and hope in life,
and the Faith & Belief Group at the Gerry Simon Clinic. The Team also highlights
monthly key cultural and religious festivals via the e-bulletin, so that staff are aware
of days that are important to both their colleagues and patients in their care, and is
involved with the hosting of various cultural and religious Festival events around the
Trust.
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The Spiritual Care Team is currently evaluating the service they offer and working
with the Patient Engagement & involvement Lead to gain specific patient feedback
their work to help take stock of the service offered and plan for development as part
of the Transforming Care Together integration plans. Part of the review has been
completing a small data collection project focussing on the extent to which spiritual
needs are recorded in patient notes and also doing two surveys around the group
work and a pilot of weekend working.
Across the 3 TCT Trusts BCPFT has the only established, substantive, multi-faith
Spiritual Care team so the coming together of the 3 organisations offers an
opportunity for service improvement and creative development of Spiritual Care.
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Encl. 7.2

Meeting of:

Board of Directors

Date:

26th April 2017

Subject:

Policing and Crime Act 2017: Changes to Mental Health
Legislation

Presented by:

Dr Jas Lidher, Medical Director

Author:

Dr Jas Lidher, Medical Director

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.
None

Relationship to High Level Risks:
None
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X
X

X

X
X

Recommendation(s):
To note the forthcoming changes to Mental Health legislation linked to the Policing
and Crime Act 2017.

Equality & Diversity implications:
Equality & diversity implications will be monitored via the Mental Health Act
legislation Scrutiny Committee

Regulatory and Compliance matters:
X

Monitor:

X

Care Quality
Commission:
Other:
None:

Previous consideration
Board
Audit
X

Quality & Safety
Finance &
Investment
Other

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
Turnaround
None
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Executive Summary
The Policing and Crime Act 2017 received Royal Assent on 31st January 2017 and
its provisions will be implemented on a phased basis. This includes changes to the
Mental Health Act which are expected to come into force in May 2017.
The revised mental health provisions are designed to improve outcomes for people
experiencing a mental health crisis by helping to ensure that they get the most
appropriate support and care promptly.
The Board are asked to note the forthcoming changes to mental health legislation
and also to note the potential implications of the future shortened period of detention
under Section 136 (reduced from 72hrs to 24hrs).
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1.0

Introduction
The Policing and Crime Act 2017 received Royal Assent on 31 st January 2017
and its provisions will be implemented on a phased basis. This includes
changes to the Mental Health Act which are expected to come into force in
May 2017. The revised mental health provisions are designed to improve
outcomes for people experiencing a mental health crisis by helping to ensure
that they get the most appropriate support and care promptly.

2.0

Changes to mental health legislation
Key changes to mental health legislation are listed are follows:
An extension of Section 136 empowers to any place other than a
private residence, so that police officers can act promptly in relation to
an individual found in mental distress and in need of care and control.

A requirement on police officers to consult with mental health
practitioners, where practicable (for example through street triage or
other local arrangements), before exercising a Section 136 power, to
help ensure that such a step is absolutely necessary in the
circumstances.

An ability to conduct a mental health assessment in a person’s home
following execution of Section 135 warrant, if that is considered to be in
the best interests of the person, rather than removing them to a
different place of safety.

Reducing the length of time for which a person may be detained for the
purposes of an assessment from 72 to 24 hours (save where, for
medical reasons, a person is not fit to be so assessed within that
period).

Prohibiting the use of police cells as places of safety for under 18 year
olds and significantly restricting their use in the case of adults.

Any suitable place may be used as a place of safety (providing the
occupier or person managing the premises agrees).

3.0

Implementation of changes
It is currently expected that the changes to mental health legislation will come
into force in May 2017 once relevant regulations have been passed. Further
guidance is awaited from the Home Office and Department of Health. We
have considered the local implications through the Mental Health Legislation
Group in discussion with our multi-agency partners (police/ambulance
service/Local Authorities). Local protocols and joint working arrangements
are being reviewed. Standard operating procedures are being updated and
relevant staff have been briefed on the forthcoming changes. Discussions are
taking place with commissioners to consider ways of improving more timely
access to beds for young people. Patient information leaflets informing
patients of their new rights in a range of languages are being updated.
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4.0

Risk issues
It has been noted by the Mental Health Legislation Group that the reduced
period of detention to 24 hours will lead to an increased challenge in timely
identification of a Tier 4 CAMHS bed. The current gatekeeping process
through NHS England for access to such beds can sometimes take the full 72
hours.
Whilst there is a provision in the proposed new mental health legislation to
extend the detention period beyond 24 hours the criteria for extension relates
to medical reasons only (in such circumstances that a person is not fit to be
assessed within the 24 hour period). It does not currently allow for extension
due to the lack of an available bed.
We have provided detailed feedback to Superintendent Russell (West
Midlands Police Mental Health Lead/Director of Implementation for West
Midlands Mental Health Commission) about this specific issue and further
discussions will be taking place with NHS England. The wider mental health
commissioner/provider system across the West Midlands is also giving
consideration to the provision an emergency Section 140 Mental Health Act
bed for such occasions when specialist commissioners are unable to provide
timely access to a Tier 4 specialist CAMHS bed.
The lack of timely access to Tier 4 CAMHS beds is already included within
divisional risk registers. The risk will continue to be monitored closely through
the Divisional Quality & Safety Group with oversight from the Trustwide
Quality & Safety Steering Group/Quality & Safety Committee.

5.0

Development of new age appropriate Section 136 place of safety
The Trust is currently in the process of developing a new age appropriate
place of safety on the Penn Hospital site at the request of commissioners for
young people under the age of 18. It is anticipated that environmental
work/staff recruitment and training along with revised policies/protocols will be
in place by Summer 2017. CQC inspection and registration will be required
prior to this new service opening.
This new development will provide additional capacity for young people
originating from Sandwell and Wolverhampton and also improve the
experience of detention under Section 136 for this vulnerable group. Further
updates to the Board will be provided through the Quality & Safety Committee
in due course.
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Recommendation
To note the forthcoming changes to Mental Health legislation linked to the Policing
and Crime Act 2017.
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Encl. 7.3

Meeting of:

Board of Directors

Date:

26th April 2017

Subject:

Guardian of Safe Working Hours Quarterly Report

Presented by:

Dr Jas Lidher (Medical Director)

Author:

Dr Nilamadhab Kar (Guardian of Safe Working Hours)

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.
None

Relationship to High Level Risks:

N/A

1
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x
x

x

x
x

Recommendation(s):

The Board are asked to note the contents of the report.

Equality & Diversity implications:
A national Equality Impact Assessment has been completed by the Department of
Health. There are no current implications for BCPFT but any potential implications
will be monitored post-contract implementation .
Regulatory and Compliance matters:
x

Monitor:

x

Care Quality
Commission:

x

Other:
None:

General Medical Council

Previous consideration
Board

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
Turnaround

Audit
Quality & Safety
Finance &
Investment
Other

None

Executive Summary
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Executive Summary
Black Country Partnership NHS Foundation Trust implemented the new national
Junior Doctors Contract from 1st February 2017.
The new contract contains safeguards to ensure safe working hours for junior
doctors and as a consequence safe care for patients.

There are new quarterly and annual reporting requirements for Boards with links to
external regulators and annual quality accounts. The purpose is to provide
assurance to Boards that Junior Doctors working hours are being monitored as
required by the new junior doctors contract and that the Trust is complying with safe
working hours guidance.
A new role of Guardian of Safe Working Hours (GSWH) has been created. The
paper provides the first quarterly report covering the period (1/02/17-31/03/17) from
the GSWH.
During the reporting period 1/02-17-31/03/17 there have been no breaches reported.
The Board are asked to note the contents of the report.

1.0 Introduction
As part of the introduction of a new national Junior Doctors contract the Guardian of
Safe Working Hours is required to submit a quarterly and annual report to the Trust
Board providing assurance on the safety of working hours. This information will form
part of the Trust’s Quality Account and be made available to regulators.
Dr Nilamadhab Kar (Consultant Psychiatrist/Clinical Tutor) is the appointed Guardian
of Safe Working Hours for Black Country Partnership NHS Foundation Trust.

2.0 Guardian of Safe Working Hours
A Guardian of Safe Working Hours is a senior doctor within the Trust (not part of the
Trust management) that is responsible for championing safe working hours for junior
doctors.
 The guardian will support safe care for patients through measures that limit
doctors working excessive hours
 The guardian will oversee concerns related to working hours and intervene to
resolve issues
 The new junior doctors contract requires doctors to report safety breaches
3
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The guardian will monitor breaches to safe working hours reported by junior
doctors
The guardian will work with junior doctors and Trust senior managers to
resolve issues thorough a new mandated Junior Doctors Forum
The guardian has the power to levy financial penalties against departments
where safe working hours are breached

3.0 Breaches
The new Junior Doctors’ Contract has specific rules for working shifts and
participating in on-call rotas. For example:
 Max 48 hour average working week*
 Max 72 hours work in any 7 consecutive days*
 Max 13 hour shift length
 Max 5 consecutive long shifts, at least 48 hours rest following the fifth shift.
 Max 4 consecutive long daytime/evening shifts, at least 48 hours rest
following the fourth shift
 Max 4 consecutive night shifts. At least 48 hours rest following the third or
fourth such shift
 Max 8 consecutive shifts (except on low intensity on-call rotas), at least 48
hours rest following the final shift
 Max frequency of 1 in 2 weekends can be worked
 Max frequency of 1 in 2 weekends can be worked (special exception for nodal
point 2).
 Normally at least 11 hours continuous rest between rostered shifts (separate
on-call provisions below).*
 30 minute break for 5 hours work, a second 30 minute break for more than 9
hours*
The points marked with an * highlight circumstances where a potential guardian fine
applies if there are breaches.
Breaches occur where there are excess working hours or reduced rest periods.

Basic Rate

Enhanced (night)
rate

Total hourly value
(£)

Hourly penalty rate
(£), paid to the
doctor

The total value of
the fine is 4 times
the basic hourly
rate
The total value of
the fine is 4 times
the enhanced
hourly rate

X1.5 of the basic
hourly locum rate

X1.5 of the
enhanced hourly
locum rate

4
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Hourly fine (£), paid
to the Guardian of
Safe Working
Hours
The total hourly
value minus the
hourly penalty rate
paid to the doctor
The total hourly
value minus the
hourly penalty rate
paid to the doctor

4.0 Junior Doctors Forum
There is a requirement under the new contract for employers to establish a Junior
Doctor Forum (JDF). This forum will have a membership which will include:








Guardian
Medical Director
Chair of the Medical Local Negotiating Committee (MLNC)
Junior Doctor representative (MLNC)
Head of HR (Medical) or nominated deputy
Executive Director
Additional junior doctor representation from different training groups
(Foundation Year, GP, Core Trainees)

The purpose of the forum is to both support and oversee the work of the guardian to
ensure that the junior doctors working hours and conditions are effectively
monitored. The forum will also scrutinise the distribution of income drawn from fines
to ensure that these are disbursed in a clear and transparent way.
Update on progress from the Guardian of Safe Working Hours. A meeting to set up
the JDF has taken place with the BMA and key group members and Terms of
Reference agreed. Trainees rotate every 4-6 months. The new rotation of Trainees
in April have been contacted to nominate their representatives for this meeting.
Trainees have been provided with information regarding the Guardian of Safe
Working Hours role.
5.0 Assurance and Exception Reports
The Guardian is required to provide exception and assurance reports to the Trust
Board on a quarterly and annual basis.
Reporting will commence in April 2017 and continue through the following schedule.
Quarterly reports:

April 2017 (covering period Feb-March)
July 2017 (covering period April-June)
October 2017 (covering period July-September)
January 2018 (covering period October-December)

Annual reports:

April 2018

The guardian will use the quarterly report to:a) Give assurance to the board that doctors are rostered and working safe hours
b) Identify to the board any areas where there are current difficulties maintaining
safe working hours
c) Outline to the board any plans already in place to address these
d) Highlight to the board any areas of persistent concern which may require a
wider, system solution
5
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e) The guardian may identify issues which cannot be resolved at a local level,
and should inform the Board of such issues as they arise
f) The guardian will produce a consolidated annual report on rota gaps and the
plan for improvement, and is responsible for providing this to external national
bodies
Update from Guardian of Safe Working Hours.
During the reporting period (1/02/17-31/03/17) there have been no breaches
reported. There are no additional concerns to report.
Work has taken place to move to an electronic system of reporting breaches. During
this reporting period, the exceptions reporting tool on the Allocate system has
become live in the Trust and the current junior doctors are in the process of being
provided with user access which will enable them to report any exceptions
electronically.

6.0 Role of the Trust Board
The Board is responsible for receiving reports from the Guardian of Safe Working
Hours and considering this information as part of overseeing patient and staff safety.

7.0 External Reporting



The guardian will produce a consolidated annual report which will be shared
with external national bodies and regulators including (Health Education
England, GMC, CQC, NHSi)
Reports will form part of the Trust’s Annual Quality Account

6
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Executive Summary
Safety, Quality and Patient Experience domain
• A contingency plan has been put in place for Learning Disabilities inpatient services to try to maintain staffing levels due to high vacancy levels
and high levels of sickness
• Emergency readmissions within 90 days of discharge has increased to 23.6% and is now above the 20% target for the second successive month.
Individual case reviews are being undertaken to assess whether the readmission could have been avoided.
• Delayed transfers of care continues to remain within the 7.5% target
• Absconsions remain high for the third month in a row. Due to the recent increase in the number of absconsions, the Mental Health Division are
undertaking a deep dive and will provide a report to Quality and Safety Steering Group in May.
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Workforce and Efficiency domain
Overall the workforce and efficiency domain performance remains an area of concern with further work required to improve
performance.

• Vacancy rate continued to show a slight improvement from February, whilst agency spend remains unchanged.
• Sickness rates deteriorated for the second successive month to 6.2%.
• The appraisal period started on 1st February and performance was reset to zero from this data. Performance at the end of March
was 23.9%, 3.8% below the same period in 2016. The target compliance date for 95% of staff to have received an appraisal is the
end of May.

2
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Executive Summary
Financial Performance – March outturn position
The Trust is reporting a £1,091k deficit against a planned deficit of £1,129k.
Variances to plan relate to :
•Income –£100.8 million, a £0.4million adverse position related to Learning Disabilities, Mental Health and Estates and Facilities services.
•Expenditure – £98.2 million, a £0.01 million adverse position.
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•Non Operating Expenditure-£3.7 million year to date, £0.5 million favourable position related to depreciation and PDC dividends resulting
from estate revaluation.

Key risks emerging and remaining in 2016/17 include the following:
Working capital the Trust has net current liabilities of £7.8million.
The Trust breached the Agency cap target of £3.5m in December with a year to date spend of £4.8m.
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Executive Summary
Summary of performance
Commentary
Overall, the Trust has achieved the following performance for March2017:
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Executive Summary
Summary of issues to report – TRUSTWIDE & LOCAL UNDERPERFORMANCE
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Quality Performance

Safety Domain
Quality Service Domain
Patient Experience Domain

Quality and Performance Report – Black Country Partnership NHS Foundation Trust – Report period March 2017

Domain Summary – Patient Safety
Commentary
In this summary, we have outlined the overall performance for the Trust for all of the Safety indicators. Where the Trust has achieved the required
target for the year to date, there are no areas of concern. However, where the Trust did not achieve the required performance to date (or a
specific Division is significantly under-performing), we have provided supporting analysis on the subsequent pages.

Page 146
Quality and Performance Report – Black Country Partnership NHS Foundation Trust – Report period March 2017

9

Domain Trends – Safety
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The Safety Domain contains one red indicator – one acquired Grade 2 and above pressure sore.
Although no specific target, absconsions remain high for the third month in a row. There were 14 in
January, 16 in February and 15 in March 2017. A review of cases is underway.
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Quality – Area of Underperformance
Number of acquired Grade 2 and above pressure sores
Issue

During March 2017 there was one acquired Grade 2 pressure sore in our mental health beds.

5
4
3

Actions
being
taken

Action

Date

2
1

Pressure relieving equipment and appropriate management care plan is March 2017
in place.

0
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Related
Issues

Quality and Performance Report – Black Country Partnership NHS Foundation Trust – Report period January 2017

11

Safety-Safe Staffing
Data summaries on pages 13-14 provide a detailed comparison of actual versus planned staffing including bank and agency use. They
include bed occupancy levels for each of the wards/units 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. Key
findings are:
•
•
•
•
•
•

Only 4 wards/units attained their planned levels of registered staff for the month
All wards/units were over their planned levels of unregistered staff for the month
No ward had an overall fill rate below 100% when registered and unregistered staff are looked at together
Bank Use continues on an upward trend
Agency Use continues on the downward trend of recent months
Vacancies and sickness remain the majority reason for registered bank/agency use. Observations remain the majority reason for
unregistered bank/agency use
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• A contingency plan has been put in place for Learning Disabilities inpatient services to try to maintain staffing levels due to high vacancy
levels and high levels of sickness. Pre-planning of rotas takes place to include over-established staffing levels to mitigate for sudden staff
sickness. Shift patterns have been aligned across units for staff to be able to rotate across different Learning Disabilities sites to enable
flexibility and provide equitable staffing levels There is daily co-ordination between the Bank and Rostering Team and clinical teams to
manage rotas as effectively as possible. There are weekly conference calls taking place across learning disabilities services to highlight,
discuss and pre-empt potential staffing issues
• After the increases in assaults on staff over recent months, there has been a 25% decrease this month. Those assaults that occurred
predominantly took place in two learning disabilities units Daisy Bank and The Pines, the result of patients presenting with particular
challenging behaviour
• Falls decreased on Meadow Ward from last month from 12 to 5 and none resulted in moderate harm or above
• Medication errors continue on a downward trend from 23 to 18 last month and none resulted in moderate harm or above
Summary
The wards lower fill rate for registered staff is mainly a result of vacancies and sickness, and using unregistered staff to back fill the lower
registered fill rate. No overall ward fill rates were under 100%.
Establishment reviews are based on the assumption that wards have a 100% bed occupancy. It is also worth noting that the wards where
registered fill rates are lower than planned, bed occupancy ranges from between 44% - 106%, (over 100% as 16th bed on Gerry Simon was
occupied) with a Trust average of 80%. When bed occupancy & incident harm is triangulated to the fill rates, we find that Harm Free Days
per Patient is high: on average, greater than 99.4% Trust Wide. In all cases; where harm did occur, it was predominantly low harm.
Following review, there appears to be no correlation to staffing levels and patient harm.
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Safety –Safe Staffing
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Safety
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Domain Summary – Quality Service
Commentary
In this summary, we have outlined the overall performance for the Trust for all of the Quality indicators. Where the Trust has
achieved the required target for the year to date, there are no areas of concern. However, where the Trust did not achieve the
required performance to date (or a specific Division is significantly under-performing), we have provided supporting analysis on the
subsequent pages.
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Domain Trends – Quality Service
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Emergency readmissions within 90 days of discharge has increased to 23.6% and is now above the 20% target for the second
successive month.
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Quality – Area of Underperformance
% of readmissions within 90 days of discharge
Issue

% of readmissions within 90 days of discharge has increased from 22.3% (February) to
23.6% in March and remains above the 20% threshold.
During March, there were 30 patients readmitted within 90 days – 18 in Sandwell (17
Adult/1 Older Adult) and 12 in Wolverhampton (11 adult/1 Older Adult). All were within
mental health.

Internal transfers and transfers to the acute trust are removed along with patients who
have self discharged or patients who are clinically coded with a diagnosis of Personality
Disorder. However, there are 12 patients discharged and readmitted in March for whom
the clinical coding has not yet been completed.
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Actions
being
taken

Action

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

Date

The mental health division clinical and management team have Ongoing
implemented a process to review and assess each readmission case.
Readmissions are formally debated at Divisional Quality and
Safety/Management board on a monthly basis and where appropriate,
lessons learned will be applied to avoid further readmissions where
possible.
It has been agreed by the Director of Operations that from April 2017, April 2017
this indicator is changed to report readmissions within 30 days with no
exceptions applied. The definition will then be consistent with NHS
Benchmarking definitions and reporting to MERIT and will allow local
and national comparisons to be made.

Related
Issues
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Quality – Area of Underperformance
Contractual – Remedial Action Plans Process / financial penalty
Issue

At the end of March the Trust had two active remedial action plans (RAPs) with
commissioners.

7
6
5

Sending discharge notifications following inpatient stays electronically (Dudley CCG): all
actions are complete in preparation for go-live date of 1st April 2017. RAP remains open
for monitoring purposes.

4
3
2
1
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Actions
being
taken

Percentage of all routine EIS referrals receive initial assessment within 10 working days.
The 95% threshold has been missed for several months during 2016/17. As a result,
Sandwell & Wolverhampton CCGs were concerned about the Trust’s performance.
Following a conference call, a remedial action plan was agreed to address Consultant
cover and prescribers (short term objective), appropriateness and accuracy of reporting
(medium term objective) and how the Trust and the CCG’s can work together to
improve the DNA position (long term objective).

Action

0

Date

RAP agreed with CCG:
• Clarify consultant cover currently in place

29/03/2017

• Clarify other members of staff that can prescribe medication

29/03/2017

• Appropriate and accurate reporting is in place

31/05/2017

• Further actions to improve the DNA position

On-going
throughout
the year

Related
Issues
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Quality – Area of Underperformance
Percentage compliance with CQUINS (forecast)
Issue

The Trust is forecasting to achieve 88% of CQUIN income (£1.77m from £2m) in 2016/17.

120.0%
100.0%

This is in line with the reported forecast at the end of February.

80.0%
60.0%

Actions
being
taken

Action

Date

40.0%
20.0%

Planning work has already commenced across all divisions to ensure that On going
2017/18 CQUIN targets will be met.

0.0%
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Related
Issues

The majority of CQUINS are forecast to deliver in full for 2016/17.
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Domain Summary – Patient Experience
Commentary
In this summary, we have outlined the overall performance for the Trust for all of the Patient Experience indicators. Where the Trust
has achieved the required target for the year to date, there are no areas of concern. However, where the Trust did not achieve the
required performance to date (or a specific Division is significantly under-performing), we have provided supporting analysis on the
subsequent pages.

KPIs linked to Risks on the Board
Assurance Framework (BAF)
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Where KPIs in Breach are linked to Risks
on the Board Assurance Framework these
will be identified on the relevant Domain
Summary. This month no KPIs are
breaching therefore no linked risks are
identified in this domain.
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Domain Trends – Patient Experience
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The Trust remains compliant with all indicators in the patient experience domain. The number of FFT
responses remain low (3 in mental health, 2 in LD and 18 in CYPF).
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Patient Experience
Patient Story
Child A lives with his Mum and Dad, his 16 year old half-brother who has ADHD and is excluded from mainstream school, and his
two sisters (aged 11 and 4) who are in mainstream education. He has a history of motor skill delay, a previous hernia repair and
is awaiting other surgery. Parents struggle to manage his sleep – he regularly has no more than 4-5 hours’ sleep per night. He has
a very limited diet. His behaviour is challenging and he has unintentionally given his Mum a black eye when she has been
attempting to manage a ‘melt down’.
Child A was initially referred to the Children’s Assessment Unit (CAU) for an assessment for Autism. He was seen for initial
appointment in January 2017, attended CAU Nursery in February where he was assessed by CAU Nursery Nurse team and
Speech & Language Therapy. He will shortly be seen by Clinical Psychology prior to a MDT diagnostic meeting.
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Child A was referred to CAU for a multi-disciplinary assessment for Autism. He was referred by his Consultant Paediatrician
(Dudley Group). Following referral Child A’s case was taken to Panel which includes Health Professionals from BCPFT and Dudley
Group along with Local Authority colleagues. This allowed the CAU Team Leader to gain a fuller picture of Child A and his family
and limited duplication.
As part of the holistic approach CAU team routinely (with parental consent) liaises with Dudley Specialist Early Years’ Service
(SEYS) which is a Local Authority, Education, provision for pre-school children with additional needs. Child A was known to this
service and was receiving intervention with them. Their input allowed the CAU team to understand that the Early Years’ setting
which Child A attended was of a poor quality and struggled to accommodate his needs. This meant that a place was offered for
Child A to attend CAU nursery. Had this information not been available assessment would have begun in his community setting
before it became apparent that he would need to attend CAU nursery for full assessment to be successful. The liaison ensured
that wasted visits were avoided and led to a smooth pathway for the child and family.
Liaison also takes place with any other professionals involved for each child at universal (e.g. Health Visitor), targeted (e.g. Family
Support Worker) and Specialist (e.g. Occupational Therapist) levels. For Child A this involved Health Visitor liaison.
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Patient Experience
Patient Story continued
At the initial visit by CAU, Child A’s Mother explained that an MRI scan of his brain had been discussed at a previous Paediatrician
visit. This had not happened and she had not felt able to raise it at the most recent visit. Child A’s Mother was struggling to
arrange a date to see the Paediatrician again. She had been offered an appointment in 6 months’ time. The CAU Team Leader
was able to contact the Paediatrician’s secretary in order to raise the query and Child A was subsequently offered the MRI scan
within 1 month. In addition, discussions between Child A’s Mother and CAU staff helped allay concerns around the process of
Autism diagnosis, including the possibility of receiving an outcome of no diagnosis.
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Child A attended CAU nursery where this specialist environment allowed him to show his abilities as well as his difficulties. This
information was shared with SEYS and has since informed their work. He attended 6 x 2.5 hour sessions across 3 weeks. During
this time the Speech and Language Therapist was able to see him at CAU nursery and completed her assessments and
observations. This close MDT working is co-ordinated by the CAU Team Leader. He has a date to see the Clinical Psychologist.

Child A’s Mother commented that it was the only time he had ever been happy to leave her. He participated with his CAU
keyworker with a smile. He achieved things he had been unable to attempt at his community Nursery setting.
Once the Clinical Psychology assessment is completed an MDT meeting will be arranged to consider whether an Autism
diagnosis is made. Members of this meeting will include Child A’s CAU keyworker, the CAU Team Leader (to chair the meeting),
Speech & Language Therapist, Clinical Psychologist and SEYS. Following the meeting a report will be prepared which will be
shared with Child A’s parents at their home, prior to distribution to all professionals working with him.
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Use of Resources Performance
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Workforce and Efficiency Domain
Finance
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Domain Summary – Workforce and Efficiency
Commentary
In this summary, we have outlined the overall performance for the Trust for all of the Workforce and Efficiency indicators. Where the
Trust has achieved the required target for the year to date, there are no areas of concern. However, where the Trust did not achieve
the required performance to date (or a specific Division is significantly under-performing), we have provided supporting analysis on
the subsequent pages.
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Domain Summary – Workforce and Efficiency
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Domain Trends – Workforce and Efficiency
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Performance in the workforce and efficiency domain remains a challenge. Vacancy and turnover rate indicators show a slight
improvement from February and agency spend remains unchanged. However, sickness rates have worsened for the second month in a
row.
The appraisal period started on 1st February and performance was reset to zero from this data. Performance at the end of March was
therefore only 23.9%. The comparable performance at the end of March 2016 was 27.7%. The target compliance date for 95% of staff
to have received an appraisal is the end of May.
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Workforce & Efficiency – Area of Underperformance
Sickness and Absence
Issue

Actions
being
taken
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Related
Issues

The sickness rate for February was 1.65% above the 4.5% target, a further increase against
January’s submission. A significant improvement was made within the Learning Disabilities
Division, with sickness decreasing by 2.83%. Sickness rates within the Mental Health Division and
Corporate Services saw an increase due to the number of long-term sickness cases. The Children,
Young People & Families Division also saw a higher sickness rate due to an increase in long-term
sickness, although the Division does remain below the 4.5% KPI. Stress/Anxiety/Depression
continues to be the main reason reported for long-term sickness.
Action

Date

Staff Health Checks & Smoking Cessation Support Clinics are now available for all
staff at various locations across the Trust. The aim of these clinics is to
proactively support staff to improve their health and wellbeing and therefore
support the Trust to improve levels of sickness absence.

March 2017
onwards

A monthly conference call with Occupational Health has been set up in order to
discuss complex long-term sickness cases and support staff to return to work.

March 2017
onwards

The development of a programme for managers to support staff with mental
health concerns linked to the long-term sickness has begun by the Health and
Wellbeing Group over the coming months.

April/May
2017

Staff Survey action plans are currently being developed on a divisional level and
will look at understanding what staff want and need in relation to health and
wellbeing support in the workplace.

May 2017

Results of sickness absence audit across CYP&F and LD Divisions is currently
being collated in order to share with Divisional Management.

May 2017

Sickness absence continues to be proactively managed by line managers with
dedicated Human Resource Advisor support.

Ongoing

Divisional Management continue to challenge absence levels at performance
meetings where reports are provided concerning staff sickness absence.

Ongoing

HR Business Partner’s reviewing 14 week Long-term sickness escalation process
in order to ensure robust and timely management of all cases.

May 2017

7.0%
6.0%
5.0%
4.0%
3.0%
2.0%
1.0%
0.0%

High levels of sickness impact on bank and agency utilisation and ultimately the health and well
being of staff and quality of services provided.
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Workforce & Efficiency – Area of Underperformance
Vacancy rate
Issue

The vacancy rate in March was 13.64%, which is a minimal reduction from the previous
month.
During March 2017 there were 29 new starters, 11 of which were qualified nursing staff,
and a total of 25 leavers. The main reason reported for leavers in March was retirement.
The average time taken to hire in March was 5.4 weeks, which is below the 8 week KPI.
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Actions
being
taken

Action

16.0%
14.0%
12.0%
10.0%
8.0%
6.0%
4.0%
2.0%
0.0%

Date

The newly developed Recruitment Database was fully implemented on April 2017
10th April 2017. This system will streamline the recruitment process with
the aim of reducing time to hire.
New internal recruitment process for corporate posts implemented April 2017
across TCT partners in order to develop partnership working and improve
job security.
Following the large scale recruitment audit undertaken in October 2016 a April 2017
revised implementation plan had been developed and presented to
Quality & Safety for assurance.
All Divisions continue to apply robust management of all vacant posts, as Ongoing
part of the performance review meetings managers are asked to provide
information relating to vacant posts as a cross reference against agency
& bank spend as well as training and absence levels.
The HR Management team continue to work closely with Professional Ongoing
Boards to identify recruitment fairs and campaigns in 2017.

Related
Issues

A high vacancy rate contributes to increased use of temporary staff and may impact on
the health and wellbeing of staff in post. It is positive to note however turnover
continues to be within target levels.
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Workforce & Efficiency – Area of Underperformance
Agency spend % of substantive pay
Issue

The YTD Agency spend current performance is 6.8% against the 3.4% target, maintaining
the performance level reported in February 2017. The Trust target is based on the
agency expenditure ceiling of £3,534k applied from 1st April 2016 to drive a reduction in
agency expenditure across all NHS Trusts and Foundation Trusts.
The percentage of shifts filled by Bank & Rostering has increased in March to 98.1%.

Actions
being
taken

Action

Date

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

The Agency Cap Group meets on a monthly basis in order to review both On-going
agency and bank usage to further improve the ability to manage and
reduce use of temporary staffing.
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Recruitment Database implemented on 10th April 2017, which will aim to April 2017
reduce time to hire and support the reduction in agency usage due to
covering vacancies.
There continues to be a concerted effort Trust wide, jointly between On-going
Clinical Divisions, Human Resources and Finance to further reduce
agency spend.
Electronic agency approval documentation has now been agreed by the April 2017
Trust Nursing Board and will be fully implemented effective from 24th
April 2017.
Active work at ward and service level continues to encourage staff to Ongoing
register on the Trust bank and therefore reduce use of agency.
Agency cap adherence continues to be monitored weekly, with a Ongoing
particular focus on medical agency where proactive work has been
undertaken to renegotiate agency rates in line with the agency cap.

Related
Issues

The use of agency is driven by vacancy, sickness and patient acuity factors.
Reducing recruitment delays through streamlined processes supports the reduction in
agency usage.
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Workforce & Efficiency – Area of Underperformance
% of staff who have completed yearly specialist mandatory training
Issue

90.0%

The performance in March was 74.4% against a target of 85%.

80.0%
70.0%

Performance issues are being addressed to improve compliance with 3 annual subjects
Moving and Handling level 2 (February 61.25%; March 65.83%); MAPA (February
82.12%; March 78.49% ) and Immediate Life Support (February 79.4%; March 75.64%).

60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

Actions
being
taken

Action

Date
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Implementation of OLM and e-Learning continues. A number of Ongoing
measures have been put in place to continue to support implementation
and training compliance
Key risks associated with implementation relating to IT infrastructure, April 2017
target audience and low level of course bookings - risk management
action plan being developed
A planning meeting will be held to address issues relating to Moving and April 2017
Handling Therapeutic interventions.
Increased capacity through training dates are now in place for specialist April 2017
mandatory training

Related
Issues

Continuous monitoring of KPI to ensure staff are appropriate trained and contractual
requirements are met.
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Workforce & Efficiency – Area of Underperformance
% of staff who have received an appraisal in the last 12 months
Issue

The compliance rate appraisals in March was 23.9%.
However, the appraisal
performance is reset to zero on 1s t February each year with the 95% target to be met
by the end of May. Performance at the end of March 2016 was (27.7%).

120.0%
100.0%
80.0%
60.0%

Actions
being
taken
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Related
Issues

Action

Date

40.0%
20.0%

Monitoring and assurance arrangements are managed through Divisional End May
Committees and performance forums on a monthly basis. Continued 2017
promotion and regular reminders through a range of communications
(e.g. team brief, e-bulletins and direct emails) will help support and
encourage appraisals.

0.0%

Appraisal is linked to delivery of Trust objectives.
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Domain Summary – Finance
Commentary
In this summary, we have outlined the overall performance for the Trust for all of the Finance indicators. Where the Trust has
achieved the required target for the year to date, there are no areas of concern. However, where the Trust did not achieve the
required performance to date (or a specific Division is significantly under-performing), we have provided supporting analysis on the
subsequent pages.
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Domain Trends – Finance
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0

The financial position of the Trust is an overall deficit of £1,091k.
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Finance
5.1 Net Income and Expenditure
YTD
Position

At month 12 the Trust is reporting a £1,091k deficit against a planned deficit
of £1,129k.

Summary
of
Variances

The main factors and risks influencing the Trust’s position are:
Summary – M12 £38k favourable; M11 £371k favourable (this excludes the
technical accounting loss for the asset revaluations £10,625k)
• The income and expenditure position for the Trust is a deficit of £1,091k
compared to a planned deficit of £1,129k year to date.
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Contribution
Mental Health – M12 £1,486k adverse; M11 £1,091k adverse
• MH is reporting a YTD contribution of £13,063k, and is being adversely
impacted by pay costs and loss of revenue streams.
Learning Disabilities – M12 £1,229k adverse; M11 £1,465k adverse
• LD is reporting a YTD contribution of £5,880k, and is being adversely
impacted by pay costs and loss of revenue streams.
Children, Young People and Families – M12 £227k favourable; M11 £61k
adverse
CYP&F is reporting a YTD contribution of £6,518k, and is favourably impacted
by underspends within pay and non pay.
Support Services – M12 £1,698k favourable; M11 £1,841k favourable
• Underspend driven by vacancies and delays in recruitment, and
operational non-pay underspends within Corporate and Facilities.
Reserves – M12 £338k favourable; M11 £410k favourable
This includes provision for the Oracle license provision (£1.2m), but is offset
by the release of bad debt provision (due to payment of invoices in this
financial year), and other favourable Reserve movements.

Month 12 Month 12
Month
Actual
Budget Variance
£'000
£'000
£'000
9,721
8,444
1,277
(6,861)
(6,426)
(435)
(417)
(220)
(197)
(2,158)
(1,427)
(731)
285
371
(86)

Income
Pay
Pay (Agency)
Non-Pay
EBITDA

YTD
YTD
YTD
Actual
Budget Variance
£'000
£'000
£'000
100,859 101,261
(402)
(76,867) (77,668)
801
(4,815) (2,643)
(2,172)
(16,503) (17,823)
1,320
2,674
3,127
(453)

99,222
(76,895)
(4,806)
(15,187)
2,334

Movement of M12
compared to M11
Forecast OT
1,637
28
(9)
(1,316)
340

Prev
F'cast

Non Operating Expenditure

(595)

(345)

(250)

(3,676)

(4,131)

455

(3,323)

(353)

Surplus/(Deficit) before Sustainability

(310)

26

(336)

(1,002)

(1,004)

2

(989)

(13)

(6)

(10)

4

(89)

(125)

36

(140)

51

(316)

16

(332)

(1,091)

(1,129)

38

(1,129)

38

Sustainability
Total Surplus/(Deficit)
Impairment (Losses) / Reversal
Gain/(loss) on impairment reversal

2,437

0

2,437

(8,855)

0

(8,855)

(11,292)

2,437

(2,495)

0

(2,495)

(1,770)

0

(1,770)

725

(2,495)

(374)

16

(390)

(11,716)

(1,129)

(10,587)

(11,696)

(20)

Total Surplus/(Deficit) including
Revaluation

Depreciation and finance Costs – M12 £455k favourable; M11 £707k
favourable
Service

Forecast
Outturn
Related
Issues

Not applicable

Corporate
Facilities Management
CYP&F
Learning Disabilities
Mental Health
Operational Support
Clinical Support Services
Reserves
EBITDA
EBITDA %
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Month
Month 12
Month 12
Variance
Actual £'000 Budget £'000
£'000

YTD
YTD Actual YTD Budget
Variance
£'000
£'000
£'000

Prev F'cast

Movement of M12
compared to M11
Forecast OT

(940)
(988)
803
839
880
(141)
(130)
(32)

(864)
(912)
515
601
1,276
(153)
(131)
38

(76)
(76)
288
238
(396)
12
1
(70)

(9,803)
(10,874)
6,518
5,880
13,063
(1,409)
(1,488)
789

(10,525)
(11,401)
6,291
7,109
14,549
(1,782)
(1,564)
451

722
527
227
(1,229)
(1,486)
373
76
338

(9,979)
(10,877)
6,093
5,549
12,820
(1,427)
(1,489)
1,646

176
3
425
331
243
18
1
(857)

291
3%

370
4%

(79)

2,676
3%

3,128
3%

(452)

2,336
2%

340
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Finance 5.2 CIP achievement - YTD actual compared to YTD plan
Issue

At Month 12 the overall programme has delivered marginally favourable against
plan. The R/NR split at year-end is 46% (R) and 54% (NR). Whilst we know that this
is not ideal in terms of the extent of NR it should be noted that this is favourable to
annual plan where the recurrent/non-recurrent split for 2016/17 was targeted at a
40% (R) and 60% (NR) split.
There has been some movement in the performance of schemes at M12 to note,
these being:
The ‘Revaluation of Trust Estate’ scheme, where at M12 the outturn position has
reduced from the forecast by approximately £384k. This is as a result of
deprecation technicalities, we understand that finance are currently reviewing
what potential adverse impact this could have on the 2017-18 financial plan
(including but not limited to the CIP plan).
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Actions
being
taken

CYPF Vacancy Management at M12 the outturn has improved since M11 forecast
(by approximately £375k, so off-setting the revaluation issue). As the Board will
note from previous reports the division had received transformation funding for
the delivery of new services. However due to delays in recruitment were unable to
fully deliver the services. A prudent approach was taken to not declare the NR
vacancy savings should commissioners wish to claw-back some of the investment.
This risk has not materialised as an issue so at year-end these NR vacancy savings
have been declared.
Action

Group Performance

Corporate
CYPF
Estates & Facilities
Mental Health
Operational Support

2017/18 Planning
Each division has taken a lead in developing their transformational and
transactional cost improvement plans in preparation for 1st April 2017 in line
with 4.1% challenge.

Related
Performance
Issues

YTD
Plan

YTD
Actual

YTD
Variance

(£000)

(£000)

(£000)

(£000)

680

680

485

-195

2,164

2,164

1,693

-470

125

125

291

166

2,787

2,787

2,261

-526

180

180

343

162

Clinical Support Services

22

22

24

2

Learning Disabilities

437

437

599

162

6,395

6,395

5,696

-698

0

0

704

704

6,395

6,395

6,400

5

Annual
Plan

YTD
Plan

YTD
Actual

YTD
Variance

sub-total
Trust Wide - Revaluation

Total

At present there is over a £1.8m gap in plans. This gap continues to assume
that the non-recurrent costs of organisational change will be off-set centrally, if
they are not the gap increases.

Annual
Plan

Recurrent / Non Recurrent

(£000)

(£000)

(£000)

(£000)

Options are being explored to address this gap including through the on-going
review of vacancies, the potential engagement of Newton Europe to undertake
a productivity diagnostic, and sharing of CIP plans across the TCT partnership

Recurrent

2,532

2,532

2,230

-303

Non-Recurrent

3,862

3,862

3,467

-396

sub - total

6,395

6,395

5,696

-698

0

0

704

704

There is a significant gap in plans for 2017/18

Total

6,395

6,395

6,400

5

Recurrent
Non-Recurrent
Total

40%
60%
100%

40%
60%
100%

46%
54%
100%

Recurrent - Revaluation
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Finance
5.3 Financial and Use of Resources Metric
Plan
2016/17

YTD Actual
2016/17

20%

4
4
4
1
1

4
4
4
1
3

100%

3

3

Overriding rules applied

-

Yes

Yes

Over riding Risk Score

-

3

3

Is the Trust in Speacial Measures

-

No

No

Revised over riding risk score

-

3

3

Summary of Scores

NHSI Shadow Segmentation Score
Currently stands at 2. The calculated
score based on financial elements is
shown below:
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Financial Sustainability Risk Rating
(FSRR) has been replaced from 1st
October 2016 with a new approach
introduced in the Single Oversight
Framework, the Trust is reporting a
Finance and Use of Resources metric of
3, although the shadow rating from NHSI
is 2.

Capital Service Capacity
Liquidity (days)
I&E Margin
Distance from Financial Plan
Agency Spend - Distance from Cap
Average Rating
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Weighting
20%
20%
20%
20%

37

Finance
5.4 Balance Sheet
At month 12 the Trust is reporting a cash position of £4,196k.
Non Current assets:
Non current assets have increased in month by £415k to £55,275k, this
being the net impact of capital additions, depreciation and the closing
revaluation.
Current assets:
Overall current assets - excluding cash and cash equivalents, have
decreased by £603k in month 12.

Financial Position
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Cash and Other Financial Assets:
Cash has increased by £204k in month.
Fixed Assets
Receivables, Total
Cash and Cash Equivalents

Current Liabilities:
Overall, current liabilities have decreased in month 12 by £14k.
Non Current Liabilities:
The Trust has non current liabilities of £5,179k. This relates to the Hallam
Street PFI scheme and pension fund liability.

£000's
Current Month Receivables

Movement
Prior Month Receivables
Previoius Quarter End
Receivables (Quarter 3)

Current

1-30 days

31-60
days

61-90
days

>90 days

>365
days

Total

652

428

48

135

327

288

1,878

35%

23%

3%

7%

17%

15%

100%

↓

↑

↓

↑

↓

↑

1,442

208

262

17

616

408

2,953

49%

7%

9%

1%

21%

14%

100%

1,572

29

199

380

626

406

3,213

84%

2%

11%

20%

33%

22%

171%

Liabilities, Current, Total
Net Current Assets/(Liabilities)
Liabilities, Non-Current
Total Assets Employed
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Prior month Current month
Actual
Actual
£k
£k

Variance
Actual
£k

Current month
Plan
£k

Variance
Plan
£k

54,860
2,625
3,992

55,275
2,022
4,196

415
(603)
204

66,345
4,615
550

(11,070)
(2,593)
3,646

(14,055)
(7,438)

(14,042)
(7,824)

14
(385)

(13,383)
(8,218)

(659)
394

(5,206)
42,215

(5,179)
42,272

27
57

(5,208)
52,919

29
(10,647)
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Finance
5.5 Capital Plan
YTD Position

At month 12 the Trust is reporting year to date expenditure of £1,613k
against a plan of £2,100k.

Summary of
Variances

Cumulative expenditure to month 12 relates to:
• The £488k underspend of capital is due to underspend on the
following schemes; (£255k) Better Services Better Care, (£79k) IT
Development and (£344k) relating to other capital plans, offset by
an overspend of £190k on the IT implementation Strategy.
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• The overspend of the IT Implementation strategy is due to the
identification of additional spend required to ensure delivery of a
system fit for purpose.

• The Better services Better care underspend is due to Estates holding
back planned work due to the CQC inspection and subsequent
report.

Quality and Performance Report – Black Country Partnership NHS Foundation Trust – Report period March 2017

39

Encl. 9.1

Meeting of:

Board of Directors

Date:

26 April 2017

Subject:

National Quality Board ‘National Guidance on Learning from
Deaths’ report. The House of Commons Health Committee
‘Suicide Prevention’ Learning Disabilities Mortality Review
Programme Guidance

Presented by:

Joyce Fletcher, Executive Director of Nursing, AHPs and
Psychology (Interim)

Author:

Brenda Tattersall, Head of GAU

Purpose:

For 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.
None
Relationship to High Level Risks:

None.

Recommendation(s):

To consider the content of the report and agree recommendations.
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X

Equality & Diversity implications:

No Equality and Diversity implications.

Regulatory and Compliance matters:
Monitor:
X

Care Quality
Commission:

X

Other:
None:

NHSi and LeDeR

Previous consideration
Board

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
Turnaround

Audit

X

Quality & Safety
Finance &
Investment
Other

QSSG

None

Page 178

Executive Summary
The Board of Directors received an update on BCPFT’s progress on the Southern
Health NHS Foundation Trusts Report on Involving Families in Investigation
Following a Death.
This report provides an update in relation to the recently published National Quality
Board ‘National Guidance on Learning from Deaths’ report/House of Commons
Health Committee ‘Suicide Prevention’ report (April 2017). Also received was the
letter from NHS Improvements and Care Quality Commission in relation to ‘Learning
from Deaths.
Additionally the Learning Disabilities Mortality Review Programme guidance was
also reviewed.
Below is a summary of these report’s recommendations and actions.
Policy & Data publication


From April 2017, Trusts will be required to collect and publish on a quarterly
basis basic figures on deaths. This relates primarily to inpatient and LD
deaths. This will need to be presented through the public board meetings and
is required to be published in Q3. A dashboard has been produced to collate
this information provided all deaths are reported.



By September 2017, an updated policy on how we respond to and learn from
deaths of patients who die in our care and management will be required.



There are lots of principles in the report (particularly in relation to DoC) these
need to be included in our policies i.e. ‘Case reviews should, where possible
be completed by clinicians other than those involved in the patients care’ , ‘the
provider should ensure the deceased person’s GP is informed of the death
and the details of death as stated in the medical certificate’ and ‘The
organisation under which the Serious Incident has been raised will act as lead
investigator’.



Both reports have a heavy focus on DoC and how with bereaved families are
supported. Some of the principles they detail include offering:





dedicated bereavement support to the bereaved
offering specialised suicide bereavement support and also ensuring
those families bereaved by suicide receive a copy of ‘help is at hand’
within a maximum of 48hrs
ensuring families are fully involved in the investigation process from
start to finish
asking whether families who have been through the investigative
process would like to aid in training for staff on supporting families
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NHS England will develop guidance for
bereaved families and carers detailing what they can expect by way of local
support in relation to investigations, and what to expect if the death is more
complex or requires multi agency involvement. There is no indication on the
timeframe for which this is expected to be produced.



There are no proposed changes to the management of child deaths which will
still be coordinated under the child death review process.



The Suicide report makes recommendations in relation to the contact a
patient has with the Crisis Home Treatment Team following inpatient care.
Contact with team should be within 3 days post discharge and a further
contact within 7 days post discharge.



Any patient who presents with self-harm must receive a psychosocial
assessment and if attending A&E must also have a safety plan
developed. Discussion will be required to ascertain if these recommendations
are achievable and to review policies surrounding these episodes of care.

Review of Deaths
As a minimum, a case record review should be completed for all deaths in the
following categories from April 2017:









The patient is aged 4+ with learning disabilities
The patient has a severe mental illness
Deaths under MHA
When there has been an issue of a preventable future death
When a death has occurred that will inform current or planned
improvement work (i.e. if were currently looking at improvement in falls
management and a have a death as a result of a fall)
On a sample of any other death not falling into these categories

It is suggested the Structured Judgement Review method is adopted to
review deaths, however (this is in addition to the LeDeR questionnaire), we
are able to use other methodologies as long as we can be assured the
methodology we are using is robust, evidence based and able to generate the
data requiring publication.


Training for the SJR is only being rolled out to Acute Hospital
Physicians at the moment; however, there is a MH trust who has been
a pilot for an adapted MH version of the tool.



In the meantime, the RCA process will be sufficient, with an adaptation
to review whether the death is considered potentially avoidable
(however, it is suggested that a medic is involved in this process.
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Trust Position


Currently clinical staff carry out investigations as part of their regular duties.



RCA training has been delivered within the Trust, but a further review of
training requirements and the quality of RCAs will be undertaken.



The Trust monitors statutory DoC requirements however there will need to be
greater emphasis on the involvement of families and carers going forward.

Recommendations/Required Actions


A Board level leader acting as Patient Safety Director to be identified to take
responsibility for the learning from deaths
 Medical Director/Nursing Director



A Non-Executive Director to take oversight of progress.
 Non-Executive Director to be confirmed.



Revised terms of reference of the existing Mortality Task and Finish Group to
ensure delivery of this agenda.



We review our guidance surrounding the reporting of learning disability deaths
and provide an instruction to staff that from 1st April, any death of an LD
patient, whether expected or not, is reported to Datix and an assurance report
completed. Additionally all deaths will need to be reported to the LeDeR
programme.



The notification tool is 35 questions and can only be completed online. This
can be completed by Risk Leads/ Admin within the Division. (The LeDeR
programme will then allocate a LeDeR reviewer).


Contact the MH Trusts who are piloting the adapted version of the SJR
tool.



Complete an urgent review of our policies to ensure the suggested
procedures are in place.
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GAU to review how we receive
information surrounding cause of death and ensuring that for every
death reported, a formal cause of death is requested and formally
received.



Severe mental Illness - deaths to include all Inpatients, Community
Treatment Order (CTO) patients, section 117 patients and Crisis Home
Treatment Team patients.



Review RCA training and consider staff having protected time to review
and investigate deaths to a high standard.



Consider having a separate investigatory team to complete the
investigations along with a family liaison officer.

These recommendations/actions will enable us to start collecting the data as
requested and provide assurances that our processes are aligned with the new
procedures. Also our families can be assured that we have carried out a full and
robust investigation with their full involvement and lessons are learnt.
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Encl. 9.3

Meeting of:

Board of Directors

Date:

26th April 2017

Subject:

Implementing the Performance Reporting Framework 2017/18
and Trust Balanced Scorecard 2017/18

Presented by:

Caroline Nolan, Assistant Chief Executive

Author:

Tracy Taylor, Chief Executive
Caroline Nolan, Assistant Chief Executive

Purpose:

To receive the Performance Reporting Framework 2017/18 and
Trust Balanced Scorecard 2017/18

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.
None

Relationship to High Level Risks:
N/A.

Recommendation(s):
To receive the proposed Performance reporting Framework 2017/18.
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x
x

x

x
x

Equality & Diversity implications:
None

Regulatory and Compliance matters:
Monitor:

Supports

Care Quality
Commission:

Supports

Other:
None:

Previous consideration
Board

29.3. 2017

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
Turnaround

13.3.17 and
20.3.17
13.4.17

None

Audit
Quality & Safety
Finance &
Investment
Other- EMF
Management
Board

Executive Summary
A review of management committees below Board subcommittee level has also been undertaken and
some amendments made to existing structures. The revised committees ensure we have clear lines
of reporting for maintaining quality and safety, delivering cost improvement programmes, managing
performance and managing risk.
The revised structures also align with the management committees below Board level in BCHC and
therefore also support transition to the future integrated organisation.
The addition of a Trust Performance and Programme Management Board and Trust Risk
Management Committee will ensure an integrated approach to managing performance across all
domains of the balanced scorecard, delivery of planned cost improvement programmes and the
management of risk.
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Development of a Performance HUB and a Performance Framework

1

Introduction

The Trust is establishing a performance hub with a defined core team to focus on monthly
performance reporting and management across key performance indicators related to all areas on the
balanced scorecard and the cost improvement plans.
The performance hub and an underpinning robust Performance Management Framework will support
the delivery of:






2.

Clearly defined organisational KPIs, Balanced Scorecards and associated benefits
Programme reports on cost improvement plans highlighting areas of weakness
A performance management support service to structure reporting, management and
improvement at both Divisional and Trust level
A rigorous approach to identifying and escalating areas of performance at divisional level first
before reporting to Trust board.
Coordination of functions and services into a dedicated team with clear responsibilities for
implementing the requirements of the Trust performance management framework.

Principles of the Performance Management Framework

The Performance Management Framework will support a culture of Continuous Performance
Improvement in the services provided to patients. This is achieved through:










Clear Performance Indicators – linked to Trust Strategic Objectives which are highlighted
throughout the Performance Management Framework. All KPIs on the balanced scorecard
are aligned to a Trust objective.
Accountability: Performance management arrangements ensure that all Staff are clear on
their individual responsibilities.
Clinical Relevance measuring what is important to patients and clinicians, measuring health
care outcomes and patient experience whenever possible.
Transparency: The tools to measure performance and the evidence used to assess
performance are clear.
Tools and information: Wherever possible the Trust will ensure that tools and information
are available to services enabling them to query and analyse the data on which they are
being performance managed.
Improvement focus. The Performance Management approach of the Trust will be supportive
and focussed on improvements. Services which are identified as underperforming will be
offered the tools and resources to improve performance.
Empowerment and delegation: In line with the principles of Service Line Management,
areas of the Trust which are performing strongly will experience lighter levels of performance
management, rewarding and encouraging innovative ways of working. Conversely areas of
the Trust which are underperforming in key areas will be required to attend more regular
formal performance meetings and will be offered greater support in making improvements.
Managing Risk: the Board Assurance Framework (BAF) risks will be cross referenced with
KPI breaches. Risk assessment statements and mitigations are required in all Recovery
Plans where performance is off track.

1

Page 185

3.

Clear Performance Reporting -Balanced Scorecard

The overall purpose of the balanced scorecard is to translate the visions and goals of the trust into a
comprehensive set of objectives and key performance indicators (KPIs) that can be quantified and
appraised on a monthly basis, to improve strategic performance and results.
Every year the scorecard should be refreshed to take account of external guidance from regulators, or
commissioners and internal advice and expertise from the Executive Team and Senior Management.
The Balanced Scorecard will be produced at Trust and Divisional levels and will be the main tool used
to structure and facilitate performance governance meetings which should take place at Trust and
Divisional levels in the Trust on a monthly basis.
More detail on the KPIs shown on the Balanced Scorecard is contained in the ‘Trust Balanced
Scorecard Explainer’. This defines each KPI shown on the scorecard and outlines red and amber
tolerance points by KPI. This document will be refreshed annually and circulated in April each year.
Each of the KPIs shown on the scorecard is aligned to one of the Trust objectives and grouped into
domains of:
 Safety
 Quality
 Patient Experience
 Workforce & Efficiency
 Finance
This structure aids triangulation by theme and highlights where a challenge is impacting on number of
linked indicators.

3.1 Divisional Scorecards
The divisional scorecard will replicate trust level scorecards for relevant indicators and will add
additional divisionally relevant indicators reporting divisional performance for example a breakdown of
all training indicators by subject level.
The key indicators on the Divisional scorecard will be negotiated with each division.
Each divisional indicator needs a responsible owner in the same way Trust level indicators have an
executive owner.

4.

Performance Governance

Data needs to be timely and reported at month end to create a single source of truth for performance
monitoring.
Divisional scrutiny should occur before routine reporting up through the organisation to ensure the
data is valid and is accompanied by a clear explanatory narrative and action plan for improvement
where required.

2
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4.1

Cycle of Reporting and Performance Challenge Sessions

Day 1-6

Day 7-8

Day 9-12

•Data from previous month collated in Performance Hub
•Performance scorecards produced
•Cost improvement plan report produced
•Recovery plan templates created for breaching KPIs and CIP areas of
underperformance

•Divisional Scorecards and CIP Report circulated to Divisions
•Amber/ red indicators trigger a recovery plan request as per escalation
procedures

•Confirm and Challenge Meeting x 4 Held in Mental Health, Learning Disability,
Children & Young People and Corporate Divisions
•Completion of rectification plans and submission to Performance Hub

•Performance and Programmes Management Board-Director Panel
•4 Divisonal Sessions for presentation and challenge of rectification plans (if
performance indicates a review is required).
•Review of Scorecards and Cost Improvement Plan
Day 12-15 1 week
•Support agreed / Divisional management or Internal Escalation agreed
before board
EMF/Board Subcommittee

Day16-17

•Performance Hub produce Integrated Performance report for Trust board and
committees using intelligence from performance sessions and rectification
plans.
•Commissioner narrative reports for breaching KPIs provided post internal
review.

3
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4.2 Performance and Programme Management Board (PPMB)
The Executive with responsibility for performance within their portfolio (Chief Finance Officer) will chair
the monthly PPMB which will occur after the four divisional level scrutiny meetings have occurred and
at least 7 working days before Trust board.
The purpose of PPMB is to oversee Divisional and Trust performance of:
 Balanced Scorecards
 CIP schemes, milestones, finance and quality indicators as identified in quality impact
assessments.
 Oversee large programme performance as necessary
 Gain a consensus view and assurance on actions being taken in areas of performance
breach.
The PPMB will report directly to BCP Trust Board through the monthly integrated performance report.
The report will be produced immediately after the performance board has occurred by the
performance hub, with input from Executives in their areas of responsibility.
The PPMB will report to Finance and Investment Committee monthly:
 the Cost improvement plan
 minutes of the PPMB meetings
 any areas of performance referred by Trust Board for in depth exploration.

The meetings will be scheduled for no longer than 3 hours with individual slots for each division.
See Appendix 1 for PPMB Terms of Reference

4.3 Divisional Confirm and Challenge Meeting. (DCC)
There will be a requirement for each division to meet once a month to review divisional scorecard
information and cost improvement plan status reports in a meeting focused on performance in
preparation for the Trust Performance Management Board.
The confirm and challenge meetings will be held between working day 9-12 to review the previous
months performance position.
Any areas identified as breaching red or 3rd amber will be required to submit a rectification plan that
reports the issue, actions being taken, risk rating etc.
The divisional meetings will be chaired by the Group Divisional Director and will follow the same
format and divisional level representation as the PPMB meeting.
See Appendix 2 for DCC Terms of Reference

5. Role of Performance Hub
5.1 Function
Act as a central performance function requesting and receiving all relevant business information to
populate scorecards and CIP performance
The Performance hub will produce by working day 7-8:
 Divisional level and Trust level scorecards
 Divisional and Trust level Cost Improvement Plan Reports
 Rectification plan templates for completion highlighting areas breaching on scorecards or CIP
plans.

4
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This will guide divisions on the areas that will be subject to detailed challenge at performance board.
The performance hub will coordinate papers for PPMB coordinating the rectification plans from
divisions.
The team will produce and edit the monthly integrated report working closely with Executives on sign
off.
The team will support Trust wide performance improvement work streams.
The team will coordinate the gateway process for more detailed review of CIPS throughout the annual
cycle.

5
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Appendix 1
Performance & Programme Management Board
Terms of Reference
1. Purpose
The purpose of the Performance & Programme Management Board (PPMB) is to oversee
performance of Divisional and Trust:
 Balanced Scorecards
 CIP schemes milestones, finance and quality indicators as identified in quality
impact assessments.
 Oversee programme performance as necessary.
The PPMB will report directly to BCP Trust Board through the monthly quality and
performance report to provide assurance against the delivery of these areas and will work to
the Finance and Investment Committee as necessary.
2. Objectives
PPMB has delegated powers from the Trust Board to oversee the day to day management
of an effective system of performance and programme management across the whole
organisation’s activities (both clinical and non-clinical),which also supports the achievement
of the organisation’s objectives.
In particular the PPMB board will:








Receive and review Divisional balanced scorecards in order to review delivery
and performance against all performance indicators on the Trust scorecard in line
with the Trust Performance Framework.
Receive and review rectification reports and action plans and thereby hold all
Divisions to account for any areas of underperformance.
Commission Trust wide working groups to focus on improving performance on
indicators causing serious concern.
Receive CIP scheme indicator reports for project milestones, financial plans and
quality indicators, holding Divisions to account for any areas of
underperformance.
Receive reports and review delivery of Trust CQUIN, Income and Expenditure
Performance, and Contract Key Performance Indicators and hold all Divisions to
account for any serious issues.
Challenge Divisional action plans that have been designed to resolve
underperformance in any areas described above.
Receive exception reports relating to key strategically important programmes of
work as monitored through the PMO.

The Performance HUB team (comprised from business intelligence and operational support
team members) will indicate to each Division which areas will be subject to detailed
challenge at PPMB by requesting rectification plans and narrative explanation for any
indicators underperforming when scorecards are issued. Where data submission timelines
prevent the request for a rectification plan in advance PPMB reserves the right to request
6
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verbal explanation from any division on any area of underperformance. See appendix 1 for
flowchart
3. Core Membership
The PPMB will operate using a Scrutiny Panel who will challenge each Divisional team.
3a. Scrutiny Panel
Chief Finance Officer (Chair)
Director of Operations
Medical Director
Director of Nursing and AHPs
Director of Service Transformation
Director of Human Resources
Head of Business Intelligence/Performance
Head of Operational Development
Head of Contracting
3b. Divisional Representation
Mental Health Division
Divisional Director, Finance Lead, Clinical Lead Nursing or Medical and Human Resources
Business Partner, PMO divisional representative.
Children and Young People Division
Divisional Director, Finance Lead, Clinical Lead Nursing or Medical and Human Resources
Business Partner. PMO divisional representative
Learning Disabilities
Divisional Director, Finance Lead, Clinical Lead Nursing or Medical and Human Resources
Business Partner. PMO divisional representative
Corporate Division
Deputy Director of Finance, Associate Director Human Resource, and all other Corporate
Heads of Department to attend. PMO divisional representative

3c. Co-opted Members
Division and Programme leads with responsibility for CIP schemes and Trust Balanced
Scorecard Key Performance Indicators that are under-performing and have been selected
for detailed discussion and challenge by the PPMB.

3d. Quorum
A quorum is three of the scrutiny panel members which must include at least one Executive
Director. Divisions will need at least two representatives at least one Director or Associate
Director.
3e. Attendance by Members

7
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All members are allowed to send an appropriate deputy in the event of not being able to
attend.
3f. Attendance by Officers
The PPMB Board may call upon any Trust employee to attend the Board.
4. Accountability and Reporting Arrangements
PPMB is accountable to Trust Board. The Trust Board will be informed of PPMB’s work
through the quality and performance report (QPR) to the Trust Board following each monthly
meeting. Finance and Investment committee receive copies of the minutes and a monthly
verbal update.
In addition the DCC committees report their activities using the rectification plan templates
and quality indicator narratives to PPMB on a monthly basis.
5. Frequency
PPMB will meet monthly for three hours one week before Trust Board.
6. Authority
PPMB is authorised by the Trust Board to investigate any activity within its terms of
reference. It is authorised to refer matters to other Trust committees for further exploration,
most commonly Clinical Quality and Risk Committee and Finance & Investment Committee.
Any Trust wide sub-groups or working groups developed at the request of PPMB will report
directly to PPMB who will oversee their work.
7. Chair and Deputies
The Chief Finance Officer will Chair PPMB meetings and a nominated director will chair in
their absence.
8. Administration
PPMB shall be supported by an administrative assistant whose duties in this respect will
include:
 Agreement of the agenda with the Chair and Head of Business Intelligence;
 Collation of the papers;
 Taking the minutes and keeping a record of the matters arising and issues to be
carried forward.

9. Review These terms of reference will be reviewed at least annually as part of the
monitoring effectiveness process.

8
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Appendix 2

Divisional Confirm and Challenge Committee
Terms of Reference
1. Purpose
The purpose of the Divisional Confirm and Challenge Committee (DCC) is to oversee
performance of divisional:




Balanced Scorecards;
CIP schemes milestones, finance and quality indicators as identified in quality impact
assessments.
Oversee programme performance as necessary

The DCC will report directly to Performance & Programme Management Board (PPMB)
through the monthly meetings and completion of recovery plans.
The DCC will also be responsible for gathering and reviewing informal “soft intelligence”
associated with the overall performance within the division to establish early warning signs
and maintain a watching brief.
2. Objectives
The DCC has delegated powers from PPMB to oversee the day to day management of an
effective system of performance and programme management within the Division (both
clinical and non-clinical),which also supports the achievement of the organisation’s
objectives.
In particular the DCC will:







Receive and review Divisional balanced scorecards in order to review delivery
and performance against all performance indicators on the Divisional and Trust
scorecard.
Receive, review and approve rectification reports and action plans to be
presented at PPMB.
Receive and review CIP scheme indicator reports including project milestones,
financial plans and quality indicators for any areas of underperformance.
Receive reports and review delivery of Trust CQUIN, Income and Expenditure
Performance, and Contract Key Performance Indicators for any areas of
underperformance.
Confirm and challenge action plans that have been designed to resolve
underperformance in any areas described above.
Receive and review exception reports relating to key strategically important
programmes of work as monitored through the PMO.

The Performance HUB team (comprised from business intelligence and operational support
team members) will indicate to each Division which areas will be subject to detailed
challenge at PPMB by requesting rectification plans and narrative explanation for any
indicators underperforming when scorecards are issued.

9
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Where data submission timelines prevent PPMO requesting rectification plans in advance
PPMB reserves the right to request verbal explanation from any division on any area of
underperformance.
3. Core Membership









Divisional Director ( Chair)
General Managers
Finance Lead
Head of Nursing
Clinical Director
Human Resources Partner
Operational Development team member
PMO divisional representative

3a. Co-opted members
As required by performance breaches
o Information, Management and Technology
o Business Intelligence
o Estates
3b. Quorum
All members or their deputies to attend.
All members should inform the Divisional Director one week in advance of the meeting if
deputies will be attending, unless exceptional short term circumstances arise.
Delegation to deputies is expected to be kept to a minimum.
4

Accountability and Reporting Arrangements

The DCC is accountable to PPMB. The Trust Board will be kept informed of the DCC and
PPMB deliverables through the quality and performance report (QPR) to the Trust Board
following each monthly meeting. The DCC’s report their activities using the rectification plan
templates and quality indicator narratives to PPMB on a monthly basis.
5. Frequency
The DCC will meet monthly before PPMB.
6. Authority
DCC is authorised by PPMB to investigate any activity within its terms of reference. It is
authorised to refer matters to other divisional committees for further exploration...
Any sub-groups or working groups developed at the request of DCC will report directly to
DCC who will oversee their work.
7. Chair and Deputies
The Divisional Director will Chair all DCC meetings and a nominated deputy will deputise in
their absence.
8. Administration
10
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DCC shall be supported administratively nominated Divisional Administrator whose duties in
this respect will include:
 Agreement of the agenda with the Chair ;
 Collation of the papers;
 Taking the minutes and keeping a record of the matters arising and issues to be
carried forward.

11
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Document Title: 2017/18 Trust Balanced Scorecard
Author: Business Intelligence Team – March 2017.
The purpose of this paper is to provide an update on the development of the 2017/18 Balanced
Scorecard for Black Country Partnership NHS Foundation Trust.
This paper will be presented Executive Management Forum for comment and approval on 10th
April 2017 prior to presentation to Board of Directors on 26th April 2017 for final approval.
Introduction
The overall purpose of the Trust Balanced Scorecard is to translate the vision and goals of the
Trust into a comprehensive set of objectives and performance measures that can be quantified
and appraised on a monthly basis to continuously improve strategic performance and results.
The measures on the balanced scorecard are currently categorised across the five domains of:
safety, quality, patient experience, workforce and efficiency and finance.
Every performance measure on the scorecard is aligned to one of the Trust’s strategic objectives,
thereby providing measurable indicators for strategic objectives.
1. Process for review of the scorecard
The scorecard has been revised taking account of external guidance and internal advice and
expertise from the Executive Director team and their indicator leads.
1.1 External guidance has been drawn from the following:





The NHS Operational Planning and Contracting Guidance 2017-2019 published by NHS
England and NHS Improvement
NHS Improvement Single Oversight Framework
Delivering the Forward View: NHS Planning guidance 2016/17 – 2020/21 describes the
‘NHS Five Year Forward View’ which sets out the vision for the future of the NHS.
Commissioner expectations confirmed through contract negotiations.

1.2 Internal revisions have also been made during indicator performance review meetings
between members of the Performance Management Team and Executive Directors and their
leads held in March 2017
2 Summary of Revisions
The revised Trust balance scorecard proposed has a total of 49 measures. Six new indicators
have been proposed for addition whilst eight indicators have been suggested for removal. A
number of indicators have had a new target value set or have been revised. All of the changes
are summarised below.
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2.1 Suggested new indicators for 2017/18
Quality Domain
DNA Rates (Consultant led)

This will report the percentage of consultant led (outpatient) attendances where patients give no
advance warning of non attendance at their appointment. It is proposed that an improvement
target will be set based on the 2016/17 outturn position.
Quality Domain
DNA Rates (Community Attendances)

This will report the percentage of community (non consultant led) attendance where patients give
no advanced warning of non attendance at their appointment. It is proposed that an improvement
target will be set based on the 2016/17 outturn position.
Workforce & Efficiency Domain
Average Time Taken to Recruit

In order to monitor the recruitment process it is proposed to report the average time to recruit to
vacancies. An internal target of 56 days (8 weeks) has been set.
Workforce & Efficiency Domain
Bed Occupancy (excluding leave)

The total number of occupied bed days in the month as a percentage of the total number of bed
days available in the month. The Royal College of psychiatrists advocate a level of 85% to
maintain quality and safety of care.
Workforce & Efficiency Domain
CIP Milestones Achieved

The milestone achievement indictor relates to project deliverables within individual CIP projects.
Proposed thresholds: Red <90%, Amber ≥90% and <100%, Green100%
Workforce & Efficiency Domain
% Void Space measuring unutilised space across Trust estate

2.2 Indicators with suggested revisions for 2017/18
Safety Domain
Clostridium difficile new cases
MRSA, MSSA and e-coli bacteraemia new cases

These two existing indicators will be merged into one indicator.
Quality Domain
Emergency readmissions

The current scorecard reports the percentage of patients readmitted within 90 days of discharge,
with exclusions for patients with personality disorders. It is proposed that the definition is revised
to patients readmitted within 30 days of discharge, with no diagnosis exclusions. This will bring
the reporting definition in line with NHS Benchmarking reporting requirements. This 30 day
readmissions indicator is also included in the MERIT evaluation metrics.
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2.3 Indicators with a suggested amended target value
Safety Domain
Safe Staffing (Inpatient Wards) % Fill Rate - Registered Staff
Safe Staffing (Inpatient Wards) % Fill Rate - Unregistered Staff

The target in the 2016/17 scorecard reflected the range of the amber and green rating (90%150%). The target has been amended to 100% for both indicators as this reflects the planned
staffing of all the inpatient wards. The range in year has been 88%-102% for registered staff and
159%-190% for unregistered staff. The tolerances applied to RAG ratings are:





Red < 90%
Amber 90-<100%
Green 100-150%
Green/Amber >150%

Patient Experience Domain
Complaint NOT receiving acknowledgement of receipt within 3 days
Response shared with complainant outside of 6 months

Both indicator targets have been updated from 100% to zero.
Workforce and Efficiency Domain
Vacancy Rate

The challenging 2016/17 target of less than 8% has been revised to less than 9% for 2017/18
based on the integration agenda and vacancy control measures in place. It is felt to be prudent to
accept a higher tolerance.

2.4

Indicators suggested to be removed from the Scorecard

Safety Domain
Number of reported incidents relating to record keeping resulting in Moderate harm or above
Number of recorded medication errors resulting in moderate harm or above

Both indicators have remained stable during 2016/17 and are forecasting outturns of 1 and 2
respectively. The Board receives all medication incident data as part of the monthly safe staffing
report.

Quality Domain
18 week pathway consultant led (Non-Admitted Patients)

Both national guidance and contractual frameworks have changed in order to focus on the key
target of Incomplete Pathways (patients waiting for treatment). It is felt that the ‘clock stop’ targets
risk distorting clinical priorities as patients only record a breach once treated. In practice they can
also cause confusion for a service who is attempting to manage both incomplete and clock stop
targets. A focus will remain on incomplete waits with patients who have waited longer than 18
weeks breaching this target every month until treated.
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Quality Domain
The 4 Indicators below will be reported at Divisional Level only and removed from the Trust level
scorecard.
Number of incidents where prone restraint was required
Number of absconsions
Number of incidents on staff experiencing physical assault from patients, relatives and staff.
Number of self harm incidents which resulted in moderate harm

Any significant concerns against these indicators will be reported through to Performance and
Programmes Management Board and reflected in Board Reports.
Workforce and Efficiency Domain
Bank Spend % of substantive pay
This indicator is less relevant as we focus on agency use. The agency use KPI remains in place.

2.5 Proposed change of Executive Lead on Scorecard
A number of indicators have changed executive lead in line with the revised Director Portfolio
approved by Board committees in March 2017. New leads are identified in the final column of the
scorecard.
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3 Trust Scorecard
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Document Title: Briefing on the 2017/18 Trust Balanced Scorecard
The purpose of this paper is to provide the background to the 2017/18 Trust Balanced Scorecard and to provide some detail on the indicator
measures.
1.

Introduction
The overall purpose of the Trust Balanced Scorecard is to translate the vision and goals of the Trust into a comprehensive set of objectives and
performance measures that can be quantified and appraised on a monthly basis to continuously improve strategic performance and results.

2.

Development of the scorecard
Every year the scorecard will be revised to take account of external guidance and internal advice and expertise. External guidance is drawn
from the NHS Improvement requirements set out within the Compliance Assurance Framework and Commissioner expectations confirmed
through contract negotiations. Internal revisions will be proposed through an Annual Review process with Executive Director and Management
Team feedback.
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The balanced scorecard has a total of 49 measures. The measures on the balanced scorecard are categorised across the five domains of:
Patient Safety, Patient Experience, Workforce and Efficiency, Clinical Quality and Finance. Every performance measure on the scorecard is
aligned to one of the Trust’s strategic goals.
Trust balanced scorecard explainer
The balanced scorecard for 2017/18 is arranged into 5 domains:
1.
2.
3.
4.
5.

Safety
Quality
Patient Experience
Workforce and Efficiency
Finance

Underneath each of these domains are a range of indicators aligned to the five strategic objectives:
1. Caring, Responsive, Effective, Well Led, Safe
2. Involve and Listen to Continually Improve Services
3. Leading provider , building partnerships

4. Empowered and valued workforce
5. Effective use of resources, sustainable.

7

No

Indicator

Safety Domain
1
Patient safety
thermometer (harm free
care)

2

Safe staffing - % fill rate

Objective

Description
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Data
Classification

Annual
Target

C.R.E.W.S.

C.R.E.W.S.

RAG RATING

The purpose of this indicator is to collect data at the point of care on
the four outcomes - pressure ulcers, falls, urinary tract infections in
patients with catheters and VTE and to use this information to
measure patient safety improvement over time as a composite
measure for the 4 harms. The measure is the number of patients
experiencing harm-free care as a percentage of the number of
patients surveyed on the sample day.

In month

≥95%

RED ≤94.7%
AMBER >94.7% and
<95%
GREEN ≥95%

Safe staffing levels are measured to give assurance that inpatient
services are adequately staffed to provide safe and effective care.
This indicator reports the overall fill rate for inpatient areas in the
month. It is reported as the actual hours rostered expressed as a
percentage of the planned hours (establishment).

In month

100%

RED < 90%
AMBER 90-<100%
GREEN 100-150%
GREEN/AMBER
>150%

The report provides 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 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.

8

3

Number of unexpected
deaths

C.R.E.W.S.

In line with the National Reporting & Learning Service (NRLS)
reporting requirement and serious incident framework all
unexpected deaths will be reported. This will initially include those
that may be later identified as being as a result of natural causes
and/or having had no contact with BCPFT within the last 6 months.
The data will be amended retrospectively if this is the case. All
unexpected deaths assessed as meeting StEIS reportable criteria will
be included in this figure.

In month

Not
Applicable

4

Number of never events
reported

C.R.E.W.S.

National Reporting & Learning Service (NRLS) reporting requirement.

In month

0

RED > 0
GREEN 0

In month

0

RED > 0
GREEN 0

In month

Not
Applicable

Never Events are incidents that are considered unacceptable and
eminently preventable.
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5

Duty of candour

C.R.E.W.S.

Statutory requirement under law, monitored by CQC and
commissioners.
Compliance rate for Duty of Candour disclosures (number of
expected disclosures under statutory Duty of Candour requirements
versus disclosures completed)
This only includes cases where statutory Duty of Candour applies

6

Number of serious
incidents reported on
STEIS

C.R.E.W.S.

National Reporting & Learning Service (NRLS) reporting requirement.
This indicator is intended to monitor the number of SIs to enable
trends analysis and lessons identified/learned to be recorded.

9

Number of reported
RIDDOR events

C.R.E.W.S.

All incidents that meet the criteria for reporting to the Health and
Safety Executive. National guidance available.

In month

Not
Applicable

8

No. of recorded falls
resulting in moderate
harm or above

C.R.E.W.S.

National Reporting & Learning Service (NRLS) reporting requirement.

In month

Not
Applicable

9

Number of acquired
Grade 2 and above
pressure sores

C.R.E.W.S.

The cumulative number of avoidable pressure ulcers grade 2 or
above occurring in BCPFT inpatient units

Cumulative
YTD

0

RED > 0
GREEN 0

10

Clostridium difficile
MRSA, Methicillinsensitive Staphylococcus
Aureus (MSSA) and e-coli
bacteraemia new cases
new cases

C.R.E.W.S.

Achievement of this target demonstrates our standard of practice in
relation to Control of Infection, links to quality of patient care and to
managing our reputation as a healthcare provider and our
registration with the Care Quality Commission. The measure exclude
patients discharged from acute settings already on suppressive
therapy.

Cumulative
YTD

0

RED > 0
GREEN = 0
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7

All falls resulting in moderate harm of above

Clostridium difficile reports the total number of post 48 hour
Clostridium difficile toxin positive cases attributable to BCPFT. It
demonstrates that our standard of practice in relation to Control of
Infection is good; links to quality and safety of patient care and to
managing our reputation as a healthcare provider. Furthermore it
can affect our registration with the Care Quality Commission (CQC).

10

No

Indicator

Quality Domain
11 18 week pathway
consultant led services
(incomplete pathways)
12

CPA 7 day follow up

Objective

Description

Data
Classification

Annual
Target

RAG RATING

C.R.E.W.S.

Incomplete pathways are waiting times for patients still waiting to
start treatment at the end of the month. The measure is expressed
as the percentage of patients waiting for first treatment who have
waited more than 18 weeks.

In month

92%

RED < 92%
GREEN ≥92%

C.R.E.W.S.

Care Programme Approach patients having a follow up consultation
within 7 days of discharge.

In month

95%

RED < 95%
GREEN ≥95%

In month

95%

RED < 95%
GREEN ≥ 95%

Numerator = The number of people under adult mental illness
specialities on Care Programme Approach who were followed up
(either face-to-face contact or by telephone discussion) within 7
days of discharge.
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13

CPA 12 months follow up

C.R.E.W.S.

Denominator: The total number of people under adult mental illness
specialities on CPA who were discharged from psychiatric inpatient
care
Care Programme Approach patients having formal review in the last
12 months. Currently on the Monitor Risk Assurance Framework.
Numerator = Number of adults in the denominator who have had at
least one formal review in the last 12 months.
Denominator = total number of adults who have received secondary
mental health services and who were on the CPA at the end of the
reported period.

11

14

IAPT - % of patients
treated within 6 weeks

C.R.E.W.S

Improving Access to Psychological Therapies (IAPT)

In month

75%

RED < 75%
GREEN ≥ 75%

In month

95%

RED < 95%
GREEN ≥ 95%

In month

95%

RED < 95%
GREEN ≥ 95%

In month

<=7.5%

Numerator = number of patients completing treatment who move
to recovery within 6 weeks of referral
Denominator = total number of patients completing treatment who
move to recovery
15

IAPT - % of patients
treated within 18 weeks

C.R.E.W.S

Improving Access to Psychological Therapies (IAPT)
Numerator = number of patients completing treatment who move
to recovery within 18 weeks of referral
Denominator = total number of patients completing treatment who
move to recovery
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Assessment by Crisis
Team prior to hospital
admission (mental health
only)

C.R.E.W.S

17

Delayed Transfers of Care

C.R.E.W.S

16

Numerator = Patients requiring acute mental health care who
received a gatekeeping assessment by a crisis resolution and home
treatment team in line with best practice standards
Denominator = Total number of mental health admissions
The purpose of the indicator is to ensure the aim of discharging
patients who no longer need to be in hospital in a timely manner is
upheld as far as possible to prevent deterioration in their condition
and to promote self-esteem.

RED >7.5%
GREEN <= 7.5%

Numerator: number of occupied beds days for patients (aged 18 and
over on admission) under consultant and non-consultant led care
whose transfer of care was delayed during the period (e.g. one
patient delayed for five days counts as five).
Denominator: the total number of occupied bed days (consultantled and non-consultant led) during the period.

12

18

% of readmissions within
30 days of discharge

C.R.E.W.S

This is a measure of the appropriateness of discharges.

In month

15.3%

RED >15.3
GREEN <=15.3

Numerator = the number of emergency admissions that were
preceded by an inpatient discharge (excluding where the inpatient
discharge occurred more than 30 days before the emergency
admission, where the inpatient discharge was from another
provider, where the method of discharge ‘patient died’).
Denominator = total number of emergency admissions
Internal transfers and transfers to the acute trust are removed.
19

Early Intervention New
Cases

C.R.E.W.S

Number of new psychosis patients referred for early intervention in
the period.

Cumulative
YTD

97
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Early Intervention - % of
patients treated with a
NICE approved care
package within 2 weeks

C.R.E.W.S

Numerator = number of people referred with a first episode of
psychosis who began treatment with a NICE-recommended package
of care within 2 weeks of referral

In month

50%

RED < 50%
GREEN ≥ 50%

21

Data completeness:
Identifiers

C.R.E.W.S

In month

97%

RED < 97%
GREEN ≥ 97%

In month

50%

RED <50%
GREEN ≥ 50%

20

RED FOT <97
GREEN FOT ≥ 97

Denominator: total number of people referred with a first episode
of psychosis
Numerator = number of completed patient identifiers (date of birth,
gender, NHS number, GP practice, postcode and commissioner) in
the patient dataset
Denominator = total number of patients in the patient dataset

22

Data completeness:
Outcomes

C.R.E.W.S

Numerator = number of completed patient identifiers
(accommodation, employment and HoNoS) in the patient dataset
Denominator = total number of patients in the patient dataset

13

Contractual – Remedial
Action Plans Process /
financial penalty/Activity
Management Plans

C.R.E.W.S

The number of breaches in performance of contractual KPIs is
measured to monitor the projected risk associated with KPI
performance on a monthly basis. This indicator reports only
breaches that incur at financial penalty or are subject to a Remedial
Action Plan (RAP) process with commissioners.

In month

0

24

Percentage compliance
with CQUINS (forecast)

Leading
provider

In month

100%

25

DNA rates – consultant
led and community

Resources
used
effectively

This indicator is a statement on organisational compliance with the
measures set out in the Commissioning for Quality and Innovation
framework. It is a contractual requirement to achieve 100% against
a number of agreed goals with 2.5% of contract income attached. It
provides an indication of performance against the milestones
throughout the year and gives assurance on the services ability to
deliver improvements in quality efficiently.
The percentage of activity consultant led (outpatients) and
community pre-booked appointments that have a recorded
outcome of DNA. DNA rates lead to higher costs and can be avoided
with better waiting list management (e.g. patient reminders, better
choice of appointment).

In month

Consultant
19.8%

RED >19.8%
GREEN <=19.8%

Community
8.1%

RED >8.1%
GREEN <=8.1%

Continually
improve
services

This indicator measures the percentage of patients responding
either “likely” or “very likely” to the question: “How likely is it that
you would recommend this service to friends and family?”

In month

Continually
improve
services
Continually
improve
services

This will show the number of patients who expressed dissatisfaction
in the service provided by submitting a complaint.

In month

This indicator is intended to demonstrate a responsive customer
focused complaints service and meet National regulatory targets.
The Trust Complaints Team will write to the complainant to
acknowledge receipt of the complaint and to provide information
within 3 working days on how the complaint will be managed.

In month
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23

Patient Experience Domain
26 Friends and family test

27

Number of complaints

28

Number of complaints
not receiving
acknowledgement of
receipt within 3 days

85%

0

RED >0
GREEN 0

RED <95%
AMBER ≥95% and
<100%
GREEN 100%

RED <76.5%
AMBER ≥76.5% and
<85%
GREEN ≥85%

RED >0
GREEN 0

14

29

Number of responses
shared with complainants
outside of 6 months

Continually
improve
services

Workforce and Efficiency Domain
No Indicator
Objective
30

% sickness absence

Empowered
and valued
workforce

This indicator is intended to demonstrate a responsive customer
focused complaints service and meet National regulatory targets.
The Trust Complaints Team will write to the complainant and
respond within 6 months.

In month

Description

Data
Classification
The monitoring of sickness facilitates managers in achieving lower
In month
sickness absence levels and encourages tighter regimes around
absence management. Sickness figures may give an indication of
quality of care in terms of consistency in the workforce without the
need for bank/agency cover and possibly staff satisfaction. They also
confirm how well the organisation is managing sickness absence and
taking the health and wellbeing of its employees seriously.

0

RED >0
GREEN 0

Annual
Target
<4.5%

RAG RATING

In month

<9%

RED ≥9%
GREEN <9%

Rolling 12
months

10-15%

RED ≥4.5%
GREEN ≤4.5%

Numerator = Number of WTEs lost to sickness absence
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31

Denominator = Number of actual WTEs in the reporting period
Reported a month in arrears
% of vacancies

Empowered
and valued
workforce

An indicator of the balance between the opposing factors of
turnover and time to recruit.
Numerator = Number of vacant WTEs
Denominator = Number of WTEs establishment

32

Turnover - 12 month
rolling total

Empowered
and valued
workforce

This is a measure of how many staff are leaving and is calculated as
the FTE of leavers divided by the FTE of staff in post at the beginning
of the period. It is an indication of stability of the staff group and also
a proxy measure of staff satisfaction.

RED <10% or >15%
GREEN ≥10% and
≤15%

15

Numerator = Cumulative number of leavers in 12 months
Denominator = Average annual headcount month on month
33
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34

35

36

Average time taken to
recruit (working days
from date when fully
approved
documentation is
received in HR to the
date of unconditional
offer letter it sent
confirming start date)
Agency spend as a % of
total staff spend

Empowered
and valued
workforce

% of shifts filled in
month

Empowered
and valued
workforce

% of staff who have
completed mandatory
training

Empowered
and valued
workforce

Empowered
and valued
workforce

This aim is to minimise the length of time to recruit in order to
ensure minimal negative impact on the effective use of resources
and to ensure safe staffing levels and quality of core care. The length
of time to recruit is impacted by the recruitment process and general
NHS Pre-employment checking such as Occupational Health checks,
identity checks, professional registration checks and will also be
impacted by employment checks which are out with internal control
i.e. employment, reference checking and Disclosure and Barring
Service (DBS) checking which is required for various posts.
This measures the spend on agency staff as a percentage of total
substantive staff spend. The purpose of this indicator is to monitor
use of agency staff in order to ensure agency staff cover is costeffective and supports the delivery of high quality services in our
clinical/operational divisions. The Trust has a preference to use
internal bank staff rather than agency wherever possible. The
justification for this is that the Trust has significant influence over the
training and selection of Bank staff members and this helps to
maintain high quality clinical services.
Numerator: number of shift requests filled by bank and rostering
team

In month

56 days

Red >56 days
Green ≤56 days

Cumulative
YTD

4.5%

RED ≥4.9%
AMBER >4.5% and
<4.9%
GREEN ≤4.5%

In month

95%

RED <95%
GREEN >95%

Denominator: total number of shift requests received by bank and
rostering team
This indicator comprises an aggregation of key training subjects
which ensure workforce competency levels. This is presented by
reporting the proportion of staff that is up-to-date with all
contractually mandated training courses on a rolling basis

Rolling 12
months

85% of
eligible
staff

RED <85%
GREEN ≥85

16

Numerator = number of staff receiving mandatory training in the last
rolling 12 months.
Denominator = total number of staff eligible for mandatory training
in the period.
37

% of staff who have
completed yearly
specialist mandatory
training

Empowered
and valued
workforce

This indicator comprises an aggregation of key training subjects
(Immediate Life Support, Manual Handling, Paediatric Basic Life
Support, MAPA) which ensure workforce competency levels. This is
presented by reporting the proportion of staff that is up-to-date with
all contractually mandated training courses on a rolling basis

Rolling 12
months

85% of
eligible
staff

RED <85%
GREEN ≥85

Rolling 12
months

85% of
eligible
staff

RED <85%
GREEN ≥85

Numerator = number of staff receiving specialist mandatory training
in the last rolling 12 months.
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38

Denominator = total number of staff eligible for specialist mandatory
training in the period
% of staff who have
completed 3 yearly
specialist mandatory
training

Empowered
and valued
workforce

This indicator comprises an aggregation of key training subjects (
Safeguarding Children Levels 2&3, Safeguarding Adults Levels 2&3
Conflict Resolution, Promoting Safer & Therapeutic Services (PSTS))
which ensure workforce competency levels. This is presented by
reporting the proportion of staff that is up-to-date with all
contractually mandated training courses on a rolling basis.
Numerator = number of staff receiving specialist mandatory training
in the last rolling 3 years.
Denominator = total number of staff eligible for specialist mandatory
training in the period.

17

39

% of staff appraised (12
month rolling average)

Empowered
and valued
workforce

The purpose of this indicator is to provide assurance that all staff
receive a PDR within a twelve month period, that work objectives are
set in alignment with the Trust objectives and that all staff have a
personal development plan to support them in their current job role
and future development.

Rolling 12
months

95%

RED <95%
GREEN ≥95%

In month

85%

To be confirmed

Cumulative
YTD

100%

RED <90%
AMBER ≥90% and
<100%
GREEN 100%

In month

To be
confirmed

To be confirmed

Numerator = number of staff having an appraisal in the last 12
months.
Denominator = total number of staff

40
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41

Bed occupancy

Resources
used
effectively

CIP Milestones Achieved Resources
used
effectively

Numerator = Total number of occupied bed days in month
Denominator = Total number of occupied bed days available in
month
The milestone achievement indictor relates to project deliverables
within individual CIP projects. Dependant on the milestone risk and
the degree of impact to the project or other interdependent
projects, a recovery plan will be drawn up and discussed at Divisional
Confirm and Challenge and PPMB.
Numerator: Green milestones for the year.
Denominator: ALL milestones for the year.

42

Estates: % Void Space

Resources
used
effectively

This will measure the total vacant space across the Trust estate.
Numerator: Total vacant space of the nua (m2)
Denominator: Trust estate net usable area – nua - (m2)

18

No

Indicator

Finance Domain
43 Net income and
expenditure (£k)
CIP achievement - % Year
to Date (YTD) actual
compared to YTD Plan

45

Finance and Use of
Resources Metric
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44

Objective

Resources
used
effectively
Resources
used
effectively

Resources
used
effectively

Description

This indicator measures the total variance from budget. It is
calculated by subtracting total expenditure (pay and non-pay) from
total income.
The Trust is required to make financial efficiency savings and this
indicator will show the Board the progress being made throughout
the year to deliver these savings. The indicator assesses CIP savings
each month against the cumulative year to date (YTD) planned
savings. The target is to achieve 100% of the YTD plan.
It does not reflect amendments to the plan when schemes are
revised and put into recovery.
The finance and use of resources metric is a gauge of financial
viability based on available cash and size of Trust debt. It
incorporates five common measures of financial robustness liquidity,
capital servicing capacity and agency spend.
Liquidity - days of operating costs held in cash or cash equivalent
forms, including wholly committed lines of credit available for
drawdown.
Capital servicing capacity - the degree to which the organisations
generated income covers its financing obligations.
Income and Expenditure (I&E) margin - the degree to which the
organisation is operating at a surplus or deficit applied against
revenue.

Data
Classification

Annual
Target

Cumulative
YTD

1.1 million
deficit

Cumulative
YTD

100%

In month

3

RAG RATING

RED >£1.1m
GREEN ≤£1.1m
RED <90%
AMBER ≥90% and
<100%
GREEN 100%

RED 4
AMBER 3
GREEN ≤ 2

I&E margin variance from plan: year to date actual I&E
surplus/deficit in comparison to year to date plan I&E surplus/deficit.
Agency spend: distance from provider’s cap
The indicator encourages good financial reporting within a well-run
organisation.
19

46

Cash balance (£k)

Resources
used
effectively

The Trust is required to keep a minimum cash balance equivalent to
30 days trading. This would ensure continuity of service in the event
of a serious disruption to cash flow.

Cumulative
YTD

£550k

47

Capital programme %
achievement of plan

Resources
used
effectively

Capital programme achievement against plan is measured to ensure
that expenditure in the capital plan is being incurred in accordance
with the capital programme and the profiling of expenditure is in line
with plans submitted to the Monitor through the 16/17 Financial
Planning return.

Cumulative
YTD

100%

RED <90%
AMBER ≥90% and
<100%
GREEN ≥ 100%
RED <70% or >=101%
AMBER >=71% and
<=84%
GREEN >=85% and
<=100%

Page 216
20

Encl. 10.1

Meeting of:

Board of Directors

Date:

26th April 2017

Subject:

Use of the Trust Seal for the period 1st October 2016 to 31st
March 2017.

Presented by:

Andy Green, Company Secretary

Author:

Natalie Grainger, Governance Support Manager

Purpose:

For 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.
None

Relationship to High Level Risks:
N/A

Recommendation(s):
To note for information
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x

Equality & Diversity implications:
N/A

Regulatory and Compliance matters:
Monitor:
Care Quality
Commission:

x

Other:
None:

Previous consideration
Board

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
Turnaround

Audit
Quality & Safety
Finance &
Investment
Other

x

None
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Executive Summary
For the period 1st November 2016 – 31st March 2017 the Trust Seal has been used
as follows:
23/11/16 – Deed of Variation: Reconfiguration works at Langley House (The
Larches).
23/11/16 – Deed of Variation: Provision of Services at Langley House (The Larches)
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Encl. 11.1
Minutes of the Quality and Safety Committee Meeting
Held on Tuesday, 14 February 2017 at 10.00 am
In Meeting Room A - Delta House
Present:
Joanna Newton (JN)
Andrew Fry (AF) (Chair)
Joy Jeffrey (JJ)
In Attendance
Diane Cartwright (DC)
Joyce Fletcher (JF)

Chair
Non-Executive Director
Non Executive Director

Natalie Grainger (NG)
Andy Green (AG)
Gail Parry (GP)
David Stenson (DS)
Lesley Writtle (LW)

Internal Audit, WMAC
Executive Director of Nursing, AHP’s, Psychology and
Governance (Interim)
Governance Support Manager
Company Secretary
Staff Engagement and Development
Non-Executive Director
Executive Director of Operations

Apologies:
Judy Griffiths (JG)
Jas Lidher (JL)
Paula Lloyd Knight (PK)
Kathy McAteer (KM)
Tracy Taylor (TT)

Head of Operational HR
Executive Medical Director
Associate Non Executive Director
Non-Executive Director
Chief Executive

Ref:
1

Item
OPENING MATTERS

Action

1.1

Declarations of Interest
None.

1.2

Apologies for absence
As listed above.

1.3

Minutes of the previous meeting
The minutes of the previous meeting were agreed as a true and
accurate record.

1.4

Matters arising not on the agenda
None.

1.5

Declaration of any other urgent business
(i)
2017/18 Audit Plan
Ms Cartwright reported that the Audit Universe Plan had been
circulated to ensure NED’s had an opportunity to review and give
feedback.
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Ref

Item

Action

Colleagues were requested to report back to either Ms Cartwright or
Ms Grainger regarding any audits to be included. She explained that
audits were risk based and could not be guaranteed.

2

MATTERS ARISING

2.1

Action Log
The action log was discussed and updated.
8.12.16/3.2(i) Update on Operational HR
Ms Writtle confirmed that a full review and risk assessment had been
undertaken. She had met with the Workforce Director at Birmingham
Community Hospital NHS FT (BCHFT) and there was a meeting
planned later that day with TCT partners to identify gaps and how they
can be supported across the partnership.
Ms Newton asked whether this would give sufficient resilience. Ms
Writtle explained that this would come out of the meeting and
confirmed that a sensible approach to resources would be taken.
8.12.16/3.2(ii) Update on Operational HR
Ms Writtle confirmed that there was a joint piece of work between
Organisational Development, Learning Development and HR through
the Workforce Committee to review the workforce plan. She explained
that it was important to identify the best approach however it should be
tested though the recruitment process. Ms Writtle confirmed that the
job description and person specification would specify the level of
English required and this would be assessed through the application
form, interview and work based tests.
Mr Stenson raised that often conversations in an interview situation
would be different to those with patients and this should be taken into
account.
8.12.16/6.1Internal Governance and Assurance
Mr Stenson asked whether the focus on self-harm would include
children as there has been a regional and national increase. Ms Writtle
confirmed that work was taking place with partners and reported that
there was a good suicide prevention forum across the Black Country
which was useful to tap into.
Ms Fletcher confirmed that the 2017/18 Quality Strategy would be
reviewed by April 2017 and this ties into the integration work.
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Ref

Item

Action

4.1

Annual Staff Survey 2015/16
It was agreed to take item 4.1 next on the agenda.
Ms Parry attended the meeting to present the report which provided an
update on progress with the 2015 National Staff Survey along with
results of the 2016 survey.
She reported that during the previous year an assurance framework
was out in place which took time to embed within the organisation
however improvements are now being seen as a result.
Ms Parry confirmed that 2016 results were embargoed until 7th March
however once made public they would be reported at the March Board
of Directors Meeting along with a number of other committees. She
confirmed that work was ongoing with partners to review the results in
order to identify key areas of focus across TCT.
She reported that the 2016 survey results were positive, with 40% of
staff completing the survey compared with 34% the previous year. Key
areas of improvement were job satisfaction, management support,
values of the organisation, raising concerns team working. Ms Parry
agreed that the presentation to Management Board would be circulated
to members.
Ms Writtle confirmed that some improvements had been seen.
Mr Fry raised that in the previous year there had been concerning
numbers of bullying and intimidation to staff reported and asked
whether there had been any change for 2016 results.
Ms Fletcher reported that the results received were first draft and would
be benchmarked against 12 other similar organisations, therefore some
percentages may change. She reported overall there had been an
upward trend and it was important to identify what is being done well
that could improved.
Ms Newton felt that the results were assuring during a year of instability
for staff.
Ms Jeffrey asked whether there were any emerging themes in terms of
BME staff. Ms Fletcher drew attention to the equal opportunities
section and confirmed that headline figures had stayed the same or
improved.
Ms Parry added that key areas would be picked up through the
Workforce Race Equality Standard and deep dives carried out if
required.
Mr Fry raised that it was important when presenting the results to be
careful around statistical significance. Ms Parry confirmed that priorities
and areas of improvement would be focused on.
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Ref

Item
Mr Stenson felt that staff should be commended for improvements
made, particularly at a time of such uncertainty and turmoil.
IT WAS RESOLVED:
(i)

To note the report

Ms Parry left the meeting at 11.00am.

2.2

Workforce and Race Equality Standard
Ms Fletcher presented the report which outlined the work of the
Workforce Race Equality Standard (WRES) and highlights findings
from our current WRES metrics on where the gap is being closed
between white and BME staff and where more focus needs to be given.
She drew attention to the summary of metrics included on page 25
where clear indicators can be seen along with changes to the gap. She
provided assurance that action plans have been submitted and will be
monitored.
Mr Fry raised that it would be useful to have an indication of numbers
in order to understand the statistical significance.
Ms Writtle confirmed that numbers were small and therefore there
wasn’t any statistical significance. She reported that a deep dive was
being carried out.
Mr Fry raised that a number of gaps appeared to be closing which
suggest a general trend in the right direction.
Ms Fletcher confirmed that the WRES action plan had been submitted
and key areas would be focused on. She explained that it was
important to listen to the experiences of staff as there was a lot of
positive work being done.
Ms Fletcher reported that NHS England visited the organisation as they
had compared data nationally and felt that the Trust was doing well.
Mr Stenson raised that there had been increases in higher bandings
and asked how good the organisation was at talent spotting and
developing staff in order to keep staff in the organisation.
Ms Fletcher explained that there was a national challenge around
career progression and how to identify individuals and support with
career progression. She confirmed that staff had been identified to
attend the National Stepping up Programme.
Ms Writtle asked for progress with the LGBT work.
Ms Fletcher confirmed that the committee had requested a report on
WRES and that a wider paper would be presented at Board in March
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Ref

Item
2017.

Action

Ms Jeffrey raised particular concern around the band 7 and above staff
as there had been significant decline in BME clinical staff at band 8A
and above. She asked what was in place for senior staff.
Ms Fletcher confirmed that the trajectory across the organisation and
was that there was more significant representation at a senior level in
comparison to other organisations across the west midlands and
reported that the Trust had sent more people on Leadership
programmes.
Ms Writtle confirmed that the Workforce Committee were looking at a
plan for 2017/18 however the Trust had not historically been good at
measuring.
In response to a question from Ms Jeffrey, Ms Fletcher clarified her
understanding that ‘white-other’ was not included in submitted WRES
data however the team are reviewing as an internal piece of work.
Ms Fletcher understood that WRES was not specific to include,
however a piece of work to look at data was being carried out.
Mr Stenson raised that a potential change in data may be due to
vacancies being held and asked whether there were any other factors
that may be influencing figures.
Ms Writtle confirmed that vacancies weren’t vacancies being held
however there had been a review of skill mix.
Ms Newton raised that some of the data did not appear correct and
highlighted the importance of presenting the correct statistical data.
Ms Newton asked where the WRES action plan had been agreed and
highlighted that the report made reference to Board approval. Ms
Fletcher agreed to identify where the action plan had been agreed.
IT WAS RESOLVED:
(i)
(ii)

Ms Fletcher to identify where the WRES action
plan had been agreed.
To note the report

3

INTERNAL GOVERNANCE AND ASSURANCE

3.1

Summary of Quality and Safety Steering Group Meeting (15/12/2016 19/1/2017)
Ms Fletcher presented the report which provided an overview of the
two most recent Quality and Safety Steering Group Meetings.
She reported that mandatory training compliance had been discussed
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Ref

Item
and highlighted as a key issue.

Action

Ms Writtle reported that there was a desire as an organisation to move
to ESR which had been rolled out and staff were in the process of
being trained. She reported that the OLM platform allows training to be
delivered from e-learning where appropriate. Ms Writtle confirmed that
testing had been carried out on the system however issues with IT
operating platforms had arisen during the roll out which were being
rectified.
Mr Fry asked for assurance that mandatory training would achieve the
targets despite the issues.
Ms Writtle confirmed that admin systems have been manually chasing
for mandatory and safeguarding training to support the transition.
Ms Writtle confirmed that she would provide an update at the April
2017 meeting.
Ms Newton raised that she did not feel that the format was sufficient for
what was required for the committee and requested this be reviewed.
She confirmed that she would pick this up with Dr Lidher outside the
meeting.
IT WAS RESOLVED:
(i)
(ii)

3.2

Ms Writtle to provide an update on ESR/OLM at
the April 2017 meeting
Ms Newton to discuss the format of the report with
Dr Lidher

High Level Risk Register
Ms Fletcher presented the high level risks linked to the committee for
review.
Mr Fry raised that it was his understanding that a complete set of all
risks identified for the committee should be presented at each meeting,
and not only high level risks. Ms Fletcher agreed that she would ensure
that this was actioned.
Ms Jeffrey asked whether safeguarding was discussed at Quality and
Safety Steering Group (QSSG) as it was clearly an issue however it
was not included on the QSSG update report.
Ms Fletcher explained that the timing of the meetings often impacted
on reporting and confirmed that safeguarding had been discussed at
QSSG.
It was agreed that it would be helpful if a member of the governance
team attended to present the report.

Page
Page 6226
of 11

Ref

Item
Ms Fletcher gave assurance that an Interim Associate Director of
Governance was now in post and had been tasked with reviewing the
board to floor risk process which would be reported to the next EMF
meeting.
IT WAS RESOLVED:
(i)
(ii)

3.3

Ms Fletcher to ensure that a complete set of risks
identified for the committee are presented at each
meeting.
To receive a report at the next meeting on board to
floor risk process review

Quality Impact Assessments: Review usage and exceptional items
Ms Fletcher presented the report which had been previously requested
by the committee. She confirmed that the recently introduced gateway
process was now underway.
Ms Fletcher confirmed that there was a Star Chamber coming up and
there were no exceptions to report for the quarter. She reported that
the gateway process appeared to be working well and encourages
teams to review CIP’s.
In response to a question from Ms Newton, Ms Writtle confirmed that if
quality risks were identified through the gateway process; the scheme
will be referred to the Star Chamber.
Ms Jeffrey raised that it would be useful to identify the process flow and
clearly identify numbers going to Star Chamber and asked for
assurance on how the scheme was monitored once in place.
In response to a question from Mr Stenson, Ms Writtle confirmed that
there were clear target dates and it was clear around what needs to
come through the repeated process.
IT WAS RESOLVED:
(i)
(ii)

3.4

Ms Fletcher to provide an update at the April 2017
meeting
Ms Fletcher to provide members with the SOP for
the Gateway Process at the next meeting

Serious Incidents Report
Ms Fletcher presented the report which had recently been presented to
the Board and describes incidents during January 2017. She reported
that the Board had requested some amendments to the format of the
report which were being worked through.
Mr Fry raised concerns that the level of detail included opens a number
of questions and concerns that it was unclear how the committee
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should handle.

Action

Ms Writtle agreed and felt that the way in which the detail was written
did not provide assurance to the committee and confirmed that there
was context behind each incident which would provide assurance.
Ms Jeffrey felt that it would be useful to understand the impact of the
incident and implications for patients and staff.
Mr Stenson concurred with comments and did not feel assured with the
detail provided. He asked whether GP’s were involved in route cause
analysis.
Ms Newton raised that assurance was required on the process sitting
below and an understanding on this organisation and partner
organisations should be clear. She felt it not unfamiliar to have this
level of detail.
Ms Newton suggested that a table top review to include an NED would
be useful and was practice she had seen previously. Alternatively, she
suggested NED’s carry out random reviews of complaints to ensure the
process is being handled. She suggested this would be a useful future
area for board development.
Mr Fry felt that the committee should receive assurance around how
the serious incidents presented are being addressed.
Ms Writtle felt that the summary detail provided should be refreshed in
order to provide assurance.
Ms Stenson suggested that benchmarking trends against other
organisations would be useful.
Ms Writtle highlighted that from discussions it was clear that the
presentation of the incidents would need to be reviewed and suggested
that a member of the Governance Assurance Unit work with a member
of the committee in order to get the right level of detail. She further
highlighted that the committee were keen to see lessons learnt.
Ms Fletcher suggested that the report to the next meeting included a
column for immediate actions.
Mr Stenson felt that it would be useful to receive further information at
a future meeting following the RCA process.
In response to a question from Mr Fry, Ms Writtle confirmed that
external agencies worked quickly with the Trust to ensure incidents
were dealt with and key themes identified.
Following significant discussion of the Serious Incident Repoer and to
support further clarification of the level of detail and assurance
required by the committee, it was resolved that Ms Jeffrey met with Ms
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Fletcher to discuss the future format of the report.
IT WAS RESOLVED:
(i)
(ii)
(iii)
(iv)

3.5

To note the report
To review the wording included within the detail
and report lessons learnt
Ms Jeffrey and Ms Fletcher to meet outside the
meeting to discuss the future format of the report
To include in future Board Development

Safeguarding Adults Team Position Statement updated February 2017
Ms Fletcher presented the report which follows discussion at the
previous meeting around MASH and the safeguarding staffing issues.
She reported that the situation with Dudley Safeguarding staff was now
under control and there were two individuals sitting within the Dudley
MASH.
Ms Fletcher confirmed that there were continued challenges around
social workers and the Trust have been clear around what staff can
and can’t do. The issue has been escalated through to the Dudley
Inclusion Board.
Ms Fletcher reported that governance processes had been
strengthened both internally and externally.
She drew the committee’s attention to page 71 of the report which
details the sub-committees that the team are currently serving. Ms
Fletcher confirmed that committees had been prioritised and
represented as appropriate.
Assurance was provided that the vacant Associate Director of
Safeguarding post had been recruited to and interim arrangements
were currently in place.
Ms Writtle asked whether there was cross representation across the
partnership at committee’s where possible. Ms Fletcher confirmed that
this would be looked at moving forward however robust arrangements
are required for the interim. She reported that a partnership group had
been set up to look at the safeguarding structure across TCT however
a strategic lead for each patch needed to be clarified.
Ms Fletcher confirmed that reporting structures are being developed
and the safeguarding report was shared with commissioners. She
confirmed that counterparts at the CCG were being liaised with at a
strategic level.
Mr Stenson asked whether a similar stance was being taken by
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commissioners not to adequately fund in the more recent contracting
round. Ms Fletcher confirmed that it was, however this had been
challenged and risks mitigated where possible.
Ms Jeffrey asked for assurance that staff were getting the appropriate
level of support.
Ms Fletcher confirmed that safeguarding staff were receiving
appropriate supervision.
Ms Newton felt it would be useful to understand how the STP was
prioritising safeguarding.
In response to a question from Mr Stenson, Ms Fletcher confirmed that
the Trust worked in partnership with the Safeguarding Board and they
are kept informed on the position within the Trust.
IT WAS RESOLVED:
(i)

4

To note the report and support the
recommendations within.

INDEPENDENT ASSURANCE
Reported earlier on agenda.

5

COMMITTEE GOVERNANCE

5.1

Terms of Reference
The terms of reference as approved at the March 2016 Board of
Directors Meeting were presented with no amendments proposed.
IT WAS RESOLVED:
(i)

5.2

To agree the terms of reference

Annual Cycle of Business
The Annual Cycle of Business as reviewed at the February 2016
meeting was presented, with no amendments proposed.
IT WAS RESOLVED:
(i)

To agree the Annual Cycle of Business

6

REPORTING RESPONSIBILITIES

6.1

Matters to be referred to other committee's
(i) Staff Survey

6.2

Agree specific recommendations to the Board

6.3

Consider matters referred from other committee's
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7

ANY OTHER BUSINESS
None.

Action

The Chair thanked all for attending the Committee.
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Encl. 11.2
Minutes of the Finance and Investment Committee Meeting
Held on Thursday, 23 March 2017 at 10.00 am
In Meeting Room C - Delta House
Present:
Peter Axon (PA)
Andrew Fry (AF)
Fayaz Malik (FM)

Chief Finance Officer
Non-Executive Director
Non-Executive Director

In Attendance
Jo Cadman (JC)
Elaine Eannetta (EE)
Natalie Grainger (NG)
Angus Hughes (AH)
Kuli Kaur-Wilson (KK)
Lorraine Thomas (LT)
Lesley Writtle (LW)

Strategy and Transformation Director
Head of Contracting and Planning
Governance Support Manager
Deputy Director of Finance
Associate Director of Transformation
Director of Strategy & Transformation
Executive Director of Operations

Apologies:
Joanna Newton (JN)
David Gratwick (DG)
Andy Green (AG) (Secretary)
Kathy McAteer (KM) (Chair)
Tracy Taylor (TT)

Chair
Public Governor - Sandwell
Company Secretary
Non-Executive Director
Chief Executive

Ref:
1

Item
OPENING MATTERS

Action

1.1

Declarations of Interest
None.

1.2

Apologies for absence
As listed above.

1.3

Minutes of the previous meeting
The minutes of the previous meeting were agreed as a true and
accurate record.

1.4

Matters arising not on the agenda

1.5

Declaration of any other urgent business to be transacted
None.

2

MATTERS ARISING

2.1

Action Log
The action log was discussed and updated.
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Item
Contractual Performance Including CQUIN
It was agreed to take item 4.1 next on the agenda.
Ms Eannetta presented the report which provided an update on the
contractual position and performance against CQUIN’s for 2016/17.
She reported that 4 contracts remain unsigned and it was expected
that 3 of these were unlikely to move to signature; however the risk is
mitigated as the payment is being received.
Ms Eannetta confirmed that since writing the report, a payment of
£292k had been received from Sandwell and West Birmingham
Hospitals Trust.
It was reported that £300k of penalties had bene provided for within the
financial position as at the end of February 2017 for breaches of
safeguarding children level 2 and safeguarding children level 3. No
further penalties are expected for this month and KPI’s had been
achieved for the month.
Ms Eannetta reported that the forecast position for CQUIN assumes
88% of CQUIN income will be achieved (£1.77m from £2m). This
deterioration is due to the underachievement against the cardio
metabolic assessments and treatments CQUIN required for inpatients
and Early intervention patients. She reported that the previous forecast
assumed 100% payment, however local audit figures suggest that
performance will be in the region of 60% which attracts 25% of the
payment, with the financial impact being £58k.
Mr Fry asked whether the cardio metabolic assessments had been
tracked. Ms Eannetta confirmed that local audits had taken place
however Q4 data was awaited. She reported that recording is
potentially an issue.
Ms Writtle confirmed that the structure of the local governance team
had been reviewed and a refined approach would be taken to ensure
that performance issues are picked up.
Mr Axon reported that the finance income position was significantly
behind plan, particularly around Learning Disabilities and Mental Health
and asked members whether they would like to see this included within
the report.
It was agreed that the data around income should be included within
the finance pack and Ms Eannetta suggested that the detail within this
report is also included.
Ms Eannetta and Mr Axon agreed to review outside the meeting.
In response to a question from Mr Malik, Me Eannetta confirmed that
the risk with Walsall MBC was only around the contract being signed
as full payment had been received.
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Action

Ms Eannetta reported that a contract performance notice had been
received from Wolverhampton CCG and Sandwell & West Birmingham
CCG for breach of KPI to see at least 95% of all routine Early
Intervention referrals within 10 days. She confirmed that operations
were reviewing this internally as it had been identified that there was an
issue with recording methodology which needs to be improved.

IT WAS RESOLVED:
(i)

(ii)

2.2

Ms Eannetta and Mr Axon to review detail to be
included within the finance pack outside the
meeting
To receive the report

Service Line Reporting: Action Plan
Mr Axon presented the report which provided an update to the paper
presented at the February meeting.
He confirmed that the report provides a summary action plan to relaunch Service Line Reporting (SLR) as a management tool at the
Trust, and includes a challenging but achievable timeline. Mr Axon
reported that within the timeline provided, it was planned for this
committee to receive mock report at the June meeting and the final a
report at the July meeting.
Mr Malik asked for assurance that under the circumstances with TCT
and the wider sustainability agenda whether timescales included within
the report were realistic.
Mr Axon confirmed that there were capacity issues within the finance
team due to the due diligence requests and year end accounts
however the team have confirmed that the timescales are achievable.
Ms Writtle welcomed the work that was being done and reported that
this was piloted previously and saw significant achievements.
Mr Fry asked how accurate the data will be given the tight timescales.
Mr Axon reported that methodology wasn’t an issue however the
supporting information could prove challenging, particularly around
estates. He agreed to bring a ‘point in time’ analysis with any risks to
the July paper being completed to the next meeting.
In response to a further question from Mr Fry, Mr Axon confirmed that
direct costs and pay/non-pay costs were easy to apportion however
indirect costs were more complicated but manageable. He reported
that estates costs usually caused an issue and the apportionment
methodology would need to be understood.

Page
235
Page
3 of 10

Ref

Item
Mr Hughes confirmed that joint working between BCHC and DWMH
was being carried out to ensure a unified approach.
Ms Cadman felt that it would be a useful tool to identify target areas for
CIP’s which isn’t currently possible.
Mr Axon didn’t agree as if the income was not on a PBR basis it
doesn’t reflect the national average cost for a service.
Ms Writtle provided an example with the health visiting service which
was in a loss making position and work carried out over the last 12
months had seen considerable improvements.
Ms Thomas raised that buy in from divisions was important and
suggested inviting divisions to the meeting in order for them to discuss
their SLR data.
Mr Axon stated that due to the wider commercial agenda, caution
needs to be taken as each division will have their own set of
circumstances that will be driven for local purposes and wouldn’t
propose a blanket approach to the percentage contribution. He
suggested a rolling programme of divisions to attend the meeting to
present contribution strategies however time needs to be given for
them to develop.
Mr Malik reported that moving forward he would expect to see services
contributing to overheads and asked whether the divisions would
determine this.
Mr Axon confirmed that divisions may make a positive contribution but
a loss below the line which would be driven by a number of factors.
IT WAS RESOLVED:
(i)

(ii)
(iii)

For a ‘point in time’ analysis to be provided at the
next meeting to include risks to the report being
completed for the July 2017 meeting.
Rolling programme for divisions to attend the
meeting and present contribution strategies
To receive the report

3

REVIEW OF FINANCIAL AND OPERATIONAL PERFORMANCE

3.1

Financial Position of the Trust
Mr Hughes reported that the forecast outturn position for month 11 was
in line with the quarter 3 submission and showed slight favourable
movement offset by adverse movement in reserves.
He reported that it was expected that the 2016/17 plan figure would be
achieved excluding the impact of the oracle licence which was still to
be agreed.
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Mr Hughes confirmed that a key driver was adverse income due to
continued low bed levels in mental health and learning disabilities, and
adverse pay due to increased observations and agency usage which
would need to be the focus going forward.
He reported that month 11 year to date agency spend was £4.4m and
a forecast outturn of £4.8m which breaches the agency cap and
represents 6.3% total spend versus substantive pay.
It was reported that nursing agency had seen a decline throughout the
year however medical agency had increased.
Mr Hughes confirmed that the forecast assumes STF funding for
quarter 3 and quarter 4 however reported that to date quarter 3 funding
had not been received.
It was noted that the Oracle Licence issue may make the position
worse.
Mr Hughes reported that cash was ahead of plan which was
demonstrated through working capital efficiencies and reduced capital
spend.
Aged debtors were reported at £400k over 365 days which had been
provided for however £200k had been received this month from
Sandwell & West Birmingham Hospitals.
Mr Hughes reported that CIP full year forecast was slightly above plan
and year to date exceeded plan due to reduced depreciation on PDC
charges in the Trusts accounts, generating a full year forecast CIP
saving in 2016/17 of £1m.
It was reported that 47% of the schemes were deemed as recurrent.
Mr Hughes confirmed that meetings had taken place with NHSI to
discuss the finance review for the quarter 3 and 4 forecast along with a
detailed executive meeting. They had raised concerns regarding the
2017/18 control totals but were overall supportive and encouraged by
the partnership plan.
He confirmed that the Oracle Licence was discussed with NHSI and
they were satisfied with the action taken to mitigate.
He further reported that subsequent to the meeting the Trust were
provided with the opportunity to submit a revised plan for 2017/18
however would not look to do so at this stage, although a revised plan
with updated cash position would be produced. He confirmed that there
was potential for cash not to be drawn down for 12 months.
Mr Axon drew attention to the month 11 adverse run rate position for
learning disabilities and mental health, which was critical to the
2017/18 plan. He confirmed that this would need to be formally
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reported to the Board of Directors in order to formalise a recovery plan
and assess the risk associated. He confirmed that if without an
effective recover plan the plan won’t be achieved.
Ms Cadman confirmed that the gateway process was progressing and
there was a plan going through relating to assessment and treatment
beds for learning disabilities which should address some of the shortfall
however mental health did not have such a plan.
Ms Writtle confirmed that it was important to concentrate efforts and
reported that an assessment and treatment review was being
presented at EMF on 27th March 2017 for a decision.
Mr Axon suggested including separate agenda items for any divisions
in a formal recovery position.
Mr Axon agreed to discuss this outside the meeting.
Mr Fry raised that previous discussions had been around not having
any bed capacity and queried why we were now unable to fill beds.
Ms Writtle explained that it was complex, and confirmed that there was
a proposal to close one of the three learning disability buildings as
beds were being managed ineffectively, and confirmed that
commissioners were supportive of this.
She reported that mental health was more complicated due to the
unpredictable use of beds however there was an opportunity through
TCT to manage beds differently.
Ms Writtle confirmed that there hadn’t been commissioner investment
in mental health that enables parity to be achieved and delivery of the 5
year forward view.
Ms Writtle reported that intelligence shows that adult beds are working
hard however increased acuity in patients causes issues.
In response to a question from Mr Fry, Mr Axon confirmed that the run
rate was the in month position and reported that the year started in a
good position so it was important to identify reasons for the
deterioration.
IT WAS RESOLVED:
(i)

(ii)

3.2

Mr Axon to discuss including agenda items for
divisions in a formal recovery position outside the
meeting.
To receive the report

Delivery of the Cost Improvement Programme 2016/17 & progress
against development of 2017/18 programme
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Ms Kaur-Wilson reported that the 2016/17 CIP programme was overall
in line with plan, with a marginal over-achievement at month 11.
She confirmed that mental health, learning disabilities and corporate
remained red rag rated however this was offset against overperformance of all other divisions.
Ms Kaur-Wilson confirmed that the development that the 2017/18 plan
was being developed with a £4.2m target for the year. She reported
that the target was challenging but deliverable with the ongoing
challenge of the current and non-recurrent split.
Ms Kaur-Wilson reported that the Gateway process commenced in
January and had reviewed both transformation and transactional
schemes and to date has identified £2.2m plans.
She confirmed that the £2m gap assumes organisational change costs
offset centrally and a decision needs to be formally made as this could
impact on the gap.
Ms Kaur-Wilson provided feedback on the position of each division and
highlighted the potential risks.
She reported that there was a risk for learning disabilities in terms of
the gap this year.
Ms Kaur-Wilson explained that estates and facilities had a £200k gap
and reported that a scheme had been identified relating to the Delta
House Lease which could provide a £200k non-recurrent saving.
Mr Fry queried why this was being included as a CIP and raised that
the figure was not correct. He raised concerns that the plan seemed to
be in a similar position to the previous year.
It was confirmed that there were a number of schemes that would
deliver from 1st April 2017 which put the Trust in a better position than
the previous year.
Mr Axon explained that the gateway scheme would need time to
develop.
Ms Thomas reported that at the recent Support Service TCT
Engagement Event, discussions took place around integrating the
process and a commitment was made to looking at PMO across the
three organisations in order to come together.
Mr Axon suggested using external consultants to provide analysis as
this had proved successful at BCHC. It was agreed that this would be
discussed outside the meeting.
IT WAS RESOLVED:
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Action
(i)

3.3

To receive the report

Financial Provisions in Management Accounts
Mr Hughes presented the report which detailed the level of provisions
that were included in the February 2017 month end management
accounts with a comparison with what was included in the 2015/16
audited accounts. He confirmed that the provisions will continue to be
reviewed and adjusted as required during March following the receipt
of any further information from NHS Claims, Trust Solicitors, payments
received from customers.
Mr Hughes confirmed that the Oracle Licences were being scoped to
be included.
Mr Malik raised that previous discussions had taken place and asked
whether there was any indication as to the probability of winning the
case.
Mr Axon reported that he understood the latest position from the
lawyers was a 60-70% likelihood of success following witness
statements which suggested a reasonable chance of success.
Mr Axon reported that it was expected that a decision would be
reached regarding Oracle during the next week and suggested that if
the figure was less than £850k the provision is flexed to provide for in
the year end accounts however anything higher could not be provided
for.
IT WAS RESOLVED:
(i)

To receive the report

4

INVESTMENTS AND DISINVESTMENTS

5

ANNUAL PLAN

5.1

Finance Plan 2017/18
Mr Axon presented the report provides a detailed review of the Trust’s
finance plan for 2017/18 and reported that the plan included significant
risks within.
He highlighted the risks were non delivery of 4% efficiency targets and
income run rate.
Mr Axon reported that it was going to be extremely challenging to
achieve the 2017/18 plan and explained that quarter 1 was a critical
time as any deterioration below plan for any month would be very
difficult to pull back to position.
He reported that the report articulates capital plan and working capital
programme based on £3.1m deficit and any deterioration would result
in a worsened cash position.
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Mr Axon reported that if the cash position hit a £7m deficit external
report would be required before the TCT transaction date.
The planned capital programme was included within the report and Mr
Axon confirmed that there were aspects that could be flexed and that
any material items would have been approved through the usual
governance process.
Mr Fry raised that IT and Estates had caused issues in the past and
asked how confident the figures included were that allocation was
adequate.
Mr Axon reported that backlog maintenance was well managed and a
post mitigation schedule was being developed which it was hoped
would be presented to the Board on 29th March 2017.
In terms of ‘Better Services, Better Care’, Mr Axon felt that the £500k
allocated was adequate and it was anticipated that this would also be
reported to the Board.at its March meeting.
Mr Axon confirmed that IT had not yet been discussed in detail
however an update would be provided to the March Board Meeting.
Ms Cadman reported that the long term IT Strategy was being tied into
TCT plans.
Ms Cadman raised that through the Charitable Funds process there
was an opportunity to enhance environments for problem areas.
Ms Writtle confirmed that there had been a number of requests made
and the use of Charitable Funds had been raised at the Assembly of
Governor Meeting. She agreed that she would engage with managers
to move forward.
Mr Malik asked whether there was an opportunity to redeploy staff
where there was a reduction in income for a service.
Mr Axon reported that there was a need to either reduce expenditure or
increase income.
Mr Hughes added that there was an element of increased agency due
to an increase in observations.
IT WAS RESOLVED:
(i)
(ii)

6

To note the report
To receive the report for approval at the March
Board meeting, to include further detail for Estates,
IT and ‘Better Services, Better Care’

COMMITTEE GOVERNANCE
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6.1

Risk Register
The risk register was reviewed and it was noted that updates had been
made to the register which hadn’t been reflected within the report.
It was noted that the committee were currently responsible for the
monitoring of 24 risks, 3 of which were high level, with assurance being
required on 2 risks.
Ms Kaur-Wilson queried risk 211 as she was under the impression that
this had previously been closed.
IT WAS RESOLVED:
(i)

To note the report

7

REPORTING RESPONSIBILITIES

7.1

Agree Specific Recommendations to the Board
Finance Plan 2017/18 – noting the significant risks within.

7.2

Agree Specific Recommendations/matters to other sub-committee's

7.3

Consider matters referred from other sub-committee's

7.4

Consider Risks
 CIP’s
 Finance Plan 2017/18
 Adverse run rate

8

ANY OTHER BUSINESS

The Chair thanked all for attending the Committee and closed the meeting.
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Encl. 11.3
Minutes of the Audit Committee Meeting
Held on Wednesday, 8 March 2017 at 2.00 pm
In Meeting Room 7 - Delta House
Present:
Fayaz Malik (FM)
Joy Jeffrey (JJ)
David Stenson (DS) (Chair)

Non-Executive Director
Non Executive Director
Non-Executive Director

In Attendance
Peter Axon (PA)
Diane Cartwright (DC)
Angus Hughes (AH)
Natalie Grainger (NG)
Mel Passmore (MP)
Mark Wood (MW)
Lynn Betts (LB)
Charles Knight (CK)
Michelle Rogan (MR)
Gus Miah (GM)

Chief Finance Officer
Internal Audit, WMAC
Deputy Director of Finance
Governance Support Manager
Public Governor (Lead) - Wolverhampton
Public Governor - Birmingham & Wider West Midlands
Assistant Director of Governance
Internal Audit
Corporate Governance Director
External Auditor

Apologies:
Andy Green (AG) (Secretary)
Mohammed Ramzan (MR)
Julie Mee (JM)
Joyce Fletcher (JF)
Joanne Billingham (JB)
Ref:
1

Company Secretary
External Audit
Internal Audit
Executive Director of Nursing, AHP’s, Psychology and
Governance (Interim)
Head of Financial Services

Item
OPENING MATTERS

Action

1.1

Declarations of Interest
None.

1.2

Apologies for absence
As listed above.

1.3

Minutes of the previous meeting
The minutes of the previous meeting (as circulated separate to the
meeting pack) were agreed as a true and accurate record subject to
the following amendments:
Page 6, item 5.3, para 3 to read ‘She confirmed that since writing the
report a draft report for penetration testing had just commenced’.
Page 6, para 4, the CIP audit may be reported to the meeting of the
Committee in April 2017
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Page 6, item 5.4 first para to read ‘Ms Cartwright presented the report
which provides progress of the actions as reported by Trust officers in
in order to speed the implementation of recommendations’.
Page 7, item 5.1, para 2 to read ‘Mr Stenson asked whether feedback
could be given to responsible officers on behalf of the Committee
confirming that it would like to see confirmation of implementation
status’

1.4

Matters arising not on the agenda
None

1.5

Declaration of any other urgent business to be transacted
None

2

MATTERS ARISING

2.1

Action Log
The action log was discussed and updated.

7.1

Draft Quality Report 2016/17
It was agreed to take item 7.1 next on the agenda.
Ms Betts presented the Draft Quality Report 2016/17, explaining that it
was a national mandatory requirement which had a dual function as
both a stand-alone document as well as forming part of the Annual
Report.
She explained that the timetable set out by NHS Improvement requires
our stakeholders to comment on the draft report. The final version
cannot be completed until after the year end on 31st March 2017.
The Committee was asked to review and approve the draft Quality
Report 2016/17 prior to distribution to key stakeholders which include
CCG’s and Local Authorities.
Ms Betts confirmed that after 31st March 2017, the Quality Report is
subject to detailed scrutiny by External Auditors who are required to
provide a limited assurance on the content of the Report.
Mr Hughes raised that he had identified some minor errors which he
agreed to share with Ms Betts outside the meeting.
Ms Rogan suggested including the local indicator as agreed by the
Assembly of Governors which was agreed.
Ms Stenson stated that a high level of incident reporting generally
indicated a safety conscious organisation and suggested references
should be made within the report, where appropriate, indicating that
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this was positive for the Trust.

Action

Ms Rogan agreed and felt that including narratives throughout the
report in order for users to understand the data would be useful.
Mr Stenson suggested that reference should be made to the number of
complaints submitted to the Ombudsman and whether they had been
upheld/not upheld which was agreed.
In response to a question from Mr Stenson, Ms Betts confirmed that it
would be appropriate to make a more specific reference to partnership
working/integration in the 2017/18 Report.
Following discussion, it was agreed that the Committee would
recommend that an easy read version of the document be produced in
order to engage with patients and the public.

IT WAS RESOLVED:
(i)

(ii)
(iii)
(iv)

(v)

For members to feedback any comments to Ms
Betts by 31st March 2017 or Ms Fletcher after this
date
To include the local indicator agreed by the
Assembly of Governors
To include narratives throughout the report as
appropriate
To include a reference to the number of complaints
referred to the Ombudsman and whether they had
been upheld/not upheld.
To approve the draft report subject to the
amendments and the further comments which
would be made.

Ms Betts left the meeting at 2.20pm.
2.2

Feedback from LCFS Staff Development Sessions
Included within Item 3.1.

2.3

2017/18 Internal Audit Plan
To include item 5.4.
Mr Axon confirmed that following discussions at the previous meeting
he had identified that it was likely that BCP accounts will have to be
externally audited for the 6 month period supported by an independent
auditors report, Head of Internal Audit Opinion and Annual Governance
opinion. Therefore there will be an amount of mandated work for
Internal Audit to carry out during the period and recommended to the
Committee that this should be included within the plan.
Mr Axon explained that the 2016/17 plan included follow up audits and
the Committee would need to consider the Internal Audit

Page
Page
3 of245
9

Ref

Item
recommendations and to include these in the 2017/18 plan along with
any other areas of risk. He suggested that these should be on an item
by item basis which would be reflective of material risk identified
through Board Sub-Committees.
He explained that this would reduce the core plan substantially which
he would agree with Internal Audit and confirm in writing.
Mr Axon reported that he had given notice from 1st March 2017 as
agreed and this took the contract to 31st August 2017. However given
the requirements he recommended extending the contract to 30th
September 2017 to ensure continuity.
Mr Axon confirmed that he had not discussed the counter fraud
arrangements. However he suggested retaining the current
arrangements, with no change to the programme, in order to maintain
the proactive work for the 6 month period and would write separately to
confirm this.
Mr Knight was in agreement with the proposals.
IT WAS RESOLVED:
(i)
(ii)
(iii)

To extend the contract with Internal Audit to 30th
September 2017.
Mr Axon to agree core plan with Internal Audit and
confirm in writing
Mr Axon to write to Internal Audit separately
regarding the Counter Fraud contract, which would
retain the current arrangements with no change to
the work plan for the 6 month period to 30th
September 2017.

3

LOCAL COUNTER FRAUD

3.1

Summary of Progress 2016/17
Mr Knight presented the report which provided an update on the work
undertaken in accordance with the Counter Fraud Plan for 2016/17 and
any other fraud matters that have arisen since the previous update in
February 2017.
Mr Knight confirmed that feedback from fraud awareness sessions was
pleasing and 83% of the questions asked were answered correctly
which is generally a good indicator of the effectiveness of the sessions.
He reported that the only issues identified were related to the
awareness of certain policies however this can be picked up and
clarified in the future.
Mr Stenson felt that the results were encouraging. Mr Knight agreed
and reported that they were some of the best he had seen.
He suggested reviewing the feedback to include some of the softer
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questions and confirmed that this could be amended accordingly.
Mr Knight reported that the 2016/17 plan is on target to be met by 31 st
March 2017 and that a draft plan for the next 6 months had been
produced.
Mr Hughes reported that a survey had been developed which had been
piloted by the Finance Department and if successful would be rolled
out across the Trust.
In response to a question from Ms Jeffrey, Mr Hughes confirmed that
fraud awareness was included as part of staff induction, however, it
was not part of mandatory training. The workshops were aimed at
maintaining staff awareness.
In response to a question from Mr Stenson, Mr Hughes confirmed that
the awareness sessions were part of the 2017/18 6 month plan.
Reference was made to Appendix C, BCP Fraud Awareness Survey
2016/17 and the low figures for some areas. He asked whether the
2017/18 programme would pick this up. Mr Hughes confirmed that it
may be useful to include it in the survey, however, there was a need to
keep a level of anonymity.

IT WAS RESOLVED:
(i)

To note the report

3.2

National Updates on Fraud in the NHS
Noted for information.

4

EXTERNAL AUDIT

4.1

External Audit Progress Report
Mr Miah reported that there were no changes to the risks identified at
the planning stage.
He reported that the financial position was on track for the £1.1m deficit
however it continues to be a challenge for the Trust.
It was reported that cash was better than planned by £1.5m through
cash management and capital underspend. Mr Miah raised however
that it was expected that cash would run out during the first two
quarters of 2017/18.
Mr Miah confirmed that there would be discussions regarding the going
concern position at year end and that acquisition discussions would be
linked going forward.
Mr Miah referred to the accounting issue with the estates revaluation
and whilst External Audit was comfortable with the concept, it was not
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consistent with the manual of accounting. He confirmed that if
dispensation was received from NHSI, external audit would agree to it.
Mr Axon confirmed that it had been discussed with NHSI who had
verbally reported that they were supportive of the position. However,
he would ensure that this was received in writing and forwarded to
external audit which he anticipated would be within the next few days.
Mr Miah raised that software licensing cost was an area of risk that had
been recently identified and there was a need to agree a way forward
with the software vendor.
Mr Axon confirmed that he had discussed the issue with the Head of IT
who was working with an experienced audit organisation. The
information extracted would be used in negotiations with Oracle around
their view of liability which a number of mitigations will play into.
Mr Stenson indicated that the risk was included on the BAF and it had
been discussed with NHSI regarding the potential risk to the cash
position.
In response to a question from Mr Malik, Mr Axon confirmed that the
worst case scenario was a £2m fine which included back dated usage
and an implementation cost. However, he expected that negotiations
would reduce the figure down considerably.
Mr Miah drew attention to page 44, and explained the acquisition
accounting treatment.
Mr Miah reported that the CIP programme was positive in terms of the
position however the non-recurrent element remained a risk. He
confirmed that agency costs were on a downward trend and given the
NHS position on staffing looks positive in comparison with other
organisations.
Mr Axon raised that vacancies, particularly across corporate services,
would be frozen for the period to 31st October 2017 in order to
minimise the impact of redundancies, however, this will impact on
agency usage. He expected that NHSI would be supportive of this
position.
Mr Miah drew attention to the sector developments in particular STP’s
which was important in how the organisation effectively plays a part.
Mr Axon stated that there had been different conversations across the
STP and highlighted the need to be flexible.
Mr Stenson made reference to the next steps set out in the report. Ms
Rogan confirmed that she would pick up the guidance around conflicts
of interest with Mr Green outside the meeting.
In response to a comment from Mr Stenson, Mr Miah confirmed that
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the Trust was managing the challenge better than 6 months ago,
however, the non recurrent level of CIP’s remained a risk.
Mr Malik requested an update on the FTC position. Mr Hughes
confirmed that the previous recommendation was to take the trial
balance and match with the FTC category however this was not always
possible as FTC categories can change regularly. He confirmed that
there were detailed working papers to reconcile.
Mr Miah confirmed that improvements had been made however a
refinement of the whole programme was required.
IT WAS RESOLVED:
(i)
(ii)

Ms Rogan to discuss changes to conflict of interest
guidance with Mr Green
To note the update and the next steps set out in
the report.

5

INTERNAL AUDIT

5.1

Internal Audit: Assurance Outcomes Summary Report
Ms Cartwright presented the report which provided outcomes of
Internal Audit Reviews, highlighting the opinion rating and agreed
actions. She reported that both Healthcare Income and Debtors and
Expenditure-Non pay received a substantial rating with reduced
recommendations made.
IT WAS RESOLVED:
(i)

5.2

To note the report

Internal Audit: Progress Report and Rolling Head of Internal Audit
Ms Cartwright presented the report which indicated the status of audits
against the 2016/17 plan and the current proposed Head of Internal
Audit Opinion.
She confirmed that since writing the report the BAF and whistleblowing
were now ready for sign off.
Ms Cartwright highlighted that the HR/Workforce domain may reduce
to requires improvement and therefore dependent upon the financial
performance it could reduce the overall opinion rating. However it was
confirmed at present it is likely that a substantial rating will be achieved
subject to completion of work.
In response to a question from Mr Stenson, Ms Cartwright confirmed
that CIP work had commenced, however, it may not be ready for a
report to be submitted to the next meeting of the Committee.
IT WAS RESOLVED:
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(i)

5.3

To note the report.

Internal Audit: Risk Matrix for Deferred/Removed Audits
Ms Cartwright presented the report which included a risk matrix
detailing the mitigations. She highlighted the request to remove the two
outstanding recommendations from the 2016 audit, namely the Health
Records Management Compliance and Workforce Planning audits.
The rollout of electronic health records is currently on hold and
requested that the Workforce Planning audit be deferred to the 2017/18
plan.
Mr Stenson did not feel the Committee was in an informed position to
make a decision on the removal of the Health Records Management
Compliance audit and it was agreed to flag this to the Integration
Board.
The Committee agreed to defer the Workforce Planning audit to the
2017/18 plan.
IT WAS RESOLVED:
(i)
(ii)

To refer to the Health Records Management
Compliance Audit to the Integration Board
To defer the Workforce Planning Audit to the
2017/18 plan

5.4

2017/18 Draft Internal Audit Plan
Discussed under item 2.3

6

GOVERNANCE, RISK MANAGEMENT & INTERNAL CONTROL

6.1

Board Assurance Framework
Mr Stenson presented the Board Assurance Framework (BAF) in the
absence of Mr Green. He reported that the BAF was last reviewed by
the Board at its meeting in January 2017 which followed a more
detailed review in November 2016.
Mr Stenson highlighted Risk 2 (Delayed Transfer of Care) and
questioned the Trust’s ability to influence local authorities. Ms Rogan
agreed that it was not within our control.
Ms Rogan indicated that there were a number of gaps in controls and
assurance and mitigations that appear to be controls. She confirmed
that she would work with Mr Green outside the meeting and reported
that she would be undertaking a review of the risk management
process which will include the BAF.
IT WAS RESOLVED:
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6.2

To note the report and action for Ms Rogan to
meet with Mr Green outside the meeting as part of
the Risk Management review

Losses and Compensation Claims
Mr Hughes presented the report which provided an update on the
losses & compensation claims and debt write offs during 2016/17.
He reported that there were 15 claims on the 2016/17 losses and
compensation claims register of which 11 have been closed during the
year with pay outs totalling £2,441.
Mr Hughes confirmed that at its January 2017 meeting the Finance &
Investment Committee approved salary overpayment write offs of
£7,450 and £64,739 bad debt write off.
Mr Stenson queried the restaurant takings that had been taken from
the safe on more than one occasion. Mr Hughes confirmed that all
incidents had been fully investigated, involving the police, however due
to lack of evidence no further action could be taken. He reported that
controls had been reviewed and updated.
In response to a point raised by Ms Jeffrey, Ms Hughes confirmed that
the names of claimants should not be included however there was not
a confidentiality issue.
IT WAS RESOLVED:
(i)

To note the report

7

QUALITY REPORT AND ACCOUNTS

8

REPORTING RESPONSIBILITIES

8.1

Agree specific recommendations to the Board

8.2

Agree specific recommendations/matters to other sub-committee's

8.3

Risks considered

9

FUTURE AGENDA ITEMS

9.1

Cycle of Business

10

ANY OTHER URGENT BUSINESS

The Chair thanked all for attending the Committee and closed the meeting at 3.30pm
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