Trust Board (public session)
Tuesday 30 June 2015 at 9:00
Meeting room 1, Block 7, Fieldhead, Wakefield, WF1 3SP

AGENDA
1.

Welcome, introduction and apologies

2.

Declaration of interests

3.

Minutes and matters arising from previous Trust Board meeting held on
28 April 2015

4.

Assurance from Trust Board committees
4.1
4.2
4.3
4.4

Audit Committee 7 April and 22 May 2015
Clinical Governance and Clinical Safety Committee 21 April, 12 May and 16
June 2015
Mental Health Act Committee 12 May 2015
Remuneration and Terms of Service Committee 21 April 2015

5.

Chair and Chief Executive’s remarks (verbal item)

6.

Annual report, accounts and Quality Accounts 2014/15

7.

Strategic human resources framework, including leadership and
management development and staff engagement strategies

8.

Performance report month 2 2015/16
8.1

Exception reporting and action plans
(i)
Child and adolescent mental health services
(ii)
Annual incident management report 2014/15
(iii)
Customer services annual report
(iv)
Health and safety annual report
(v)
Sustainability strategy
(vi)
Medical appraisal/re-validation annual report 2014/15

8.2

Performance report month 2 2015/16 (to follow)

8.3

Meeting the challenge and changes to Monitor’s Risk Assessment Framework
(to follow)

9.

Corporate Governance Statement 2015/16

10.

Use of Trust seal

11.

Date and time of next meeting

The next meeting of Trust Board will be held on Tuesday 21 July 2015 in the small
conference room, Fieldhead, Wakefield, WF1 3SP.
Dates for 2016 (all Tuesday)
26 January
1 March
29 March
3 May
24 May
28 June
26 July
27 September
25 October
29 November
20 December

Trust Board 30 June 2015
Agenda item 2
Title:

Declaration of interests by the Chair and Directors of the Trust

Paper prepared by:

Director of Corporate Development on behalf of the Chair of the Trust

Purpose:

To ensure the Trust continues to meet the NHS rules of Corporate
Governance, the Combined Code on Corporate Governance, Monitor’s Code
of Governance and the Trust’s own Constitution in relation to openness and
transparency.

Mission/values:

The mission and values of the Trust reflect the need for the Trust to be open
and act with probity. The Declaration of Interests and independence process
undertaken annually supports this.

Any background papers/
previously considered by:

Annual declaration made by the Chair and Directors of the Trust April 2015.

Executive summary:

The Trust’s Constitution and the NHS rules on corporate governance, the
Combined Code of Corporate Governance, and Monitor require Trust Board
to receive and consider the details held for the Chair of the Trust and each
Director, whether Non-Executive or Executive, in a Register of Interests.
During the year, if any such Declaration should change, the Chair and
Directors are required to notify the Company Secretary so that the Register
can be amended and such amendments reported to Trust Board.
Trust Board receives assurance that there is no conflict of interest in the
administration of its business through the annual declaration exercise,
received in April 2015, and the requirement for the Chair and Directors to
consider and declare any interests at each meeting.
There are no legal implications; however, the requirement for the Chair and
Directors of the Trust to declare interests on an annual basis and for NonExecutive Directors to declare their independence is enshrined in the Health
and Social Care Act 2012 in terms of the content of the Trust’s Constitution.
There is also a requirement for the Trust to assure itself that members of its
Board meeting the fit and proper person requirements.
Declarations made by new and existing Directors are included in the following
paper.

Recommendation:

Trust Board is asked to CONSIDER the attached declarations,
particularly in terms of any risk presented to the Trust as a result of a
Director’s declaration, and, subject to any comment, amendment or
other action, to formally NOTE the details in the minutes of this meeting.

Private session:

Not applicable
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Trust Board – Declaration of Interests
30 June 2015
The following declarations of interest were made by Directors.
Name
CHAIR

Declaration

Ian Black

Chair representative, Mental Health Foundation Trust, NHS
Providers’ Board (from 1 July 2015)
Removal (1 April 2015)
Member, Advisory Group for the Point of Care Foundation’s
development of a report on health service leadership and
management

NON-EXECUTIVE DIRECTORS
Charlotte Dyson

Chris Jones

Independent marketing consultant, Beyondmc (no clients
engaged in NHS work)
Chair, Leeds Teaching Hospitals NHS Trust Advisory
Appointments Committee for consultants (occasional)
Lay member, Leeds Teaching Hospitals NHS Trust Clinical
Excellence Awards Committee
Lay member, Advisory Committee Clinical Excellence Awards,
Yorkshire and Humber Sub-Committee
Lay member, Royal College of Surgeons of Edinburgh, MRSC
Part B OSCE
Director, Chris Jones Consulting Ltd.
Director and part-owner, Chris Jones Consulting Ltd. The
business works primarily in the education and skills sector.
Trustee, Children’s Food Trust

CHIEF EXECUTIVE
Steven Michael

Chair, Mental Health Network, NHS Confederation
Trustee, NHS Confederation

OTHER DIRECTORS
Kate Henry

No interests declared (although currently on secondment from
NHS Improving Quality)

Charlotte Dyson, Chris Jones and Kate Henry have signed a declaration against the fit and
proper person requirement.
Charlotte Dyson and Chris Jones have signed the declaration of independence as required
by Monitor’s Code of Governance, which requires the Trust to identify in its annual report
those Non-Executive Directors it considers to be independent in character and judgement
and whether there are any relationships or circumstances which are likely to affect, or could
appear to affect, the Director’s judgement.
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Minutes of Trust Board meeting held on 28 April 2015
Present:

Apologies:
In attendance:

Guests:

Ian Black
Laurence Campbell
Julie Fox
Jonathan Jones
Steven Michael
Adrian Berry
Tim Breedon
Alan Davis
Alex Farrell
Peter Aspinall
Helen Wollaston
Nette Carder
Sean Rayner
Diane Smith
Dawn Stephenson
Karen Taylor
Bernie Cherriman-Sykes
Emma Foreman
Nadeem Ghana
Hazel Walker

TB/15/23

Chair
Non-Executive Director
Non-Executive Director
Non-Executive Director
Chief Executive
Medical Director
Director of Nursing, Clinical Governance and Safety
Director of Human Resources and Workforce Development
Deputy Chief Executive/Director of Finance
Non-Executive Director
Deputy Chair
Interim District Service Director, CAMHS and Forensic Services
District Service Director, Barnsley and Wakefield
Director of Health Intelligence and Innovation
Director of Corporate Development
District Service Director, Calderdale, Kirklees and Specialist Svcs.
Board Secretary (author)
Senior Manager, Deloitte (observer as part of well-led governance
review)
Badenoch and Clark
Governor, publicly elected, Wakefield

Welcome, introduction and apologies (agenda item 1)

The Chair (IB) welcomed everyone to the meeting. There apologies, as above, were noted.
IB commented that this would be Peter Aspinall’s last meeting as a Non-Executive Director
following his retirement from Trust Board on 30 April 2015 after two full terms of office. He
commended PA’s contribution and support for the Trust and for the vast difference he made
to the way the Audit Committee has offered scrutiny and monitoring of the Trust’s
governance arrangements, systems and processes. This provided a degree of rigour which
has been enormously valuable. On behalf of Trust Board, he wished Peter well with a debt
of gratitude for the real difference he has made.

TB/15/24

Declaration of interests (agenda item 2)

The following declarations were considered by Trust Board.
Name
CHAIR
Ian Black

Declaration
Non-Executive Director, Benenden Healthcare (mutual)
Non-Executive Director, Seedrs (with small shareholding)
Private shareholding in Lloyds Banking Group PLC (retired
member of staff)
Chair, Family Fund (UK charity)
Chair, Keegan and Pennykidd (insurance brokers)
Member, Advisory Group for the Point of Care Foundation’s
development of a report on health service leadership and
management
Member, Whiteknights, a charity delivering blood and organs
on behalf of hospitals in West and North Yorkshire
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Name
NON-EXECUTIVE DIRECTORS
Peter Aspinall
Laurence Campbell
Julie Fox
Jonathan Jones

Helen Wollaston

CHIEF EXECUTIVE
Steven Michael

EXECUTIVE DIRECTORS
Adrian Berry
Tim Breedon
Alan Davis
Alex Farrell
COMPANY SECRETARY
Dawn Stephenson
OTHER DIRECTORS
Nette Carder
Sean Rayner
Diane Smith
Karen Taylor

Declaration
No interests declared
Treasurer, Kirklees Citizens’ Advice Bureau and Law Centre,
includes NHS complaints advocacy for Kirklees Council
Currently on secondment to the Youth Justice Board; however,
this is not likely to conflict with the non-executive director role
Member, Squire Patton Boggs (UK) LLP
Member, Squire Patton Boggs (MENA) LLP
Spouse, Company Secretary, Zenith Leasedrive Holdings
Limited and its subsidiaries
Spouse, shareholder, Zenith Leasedrive Holdings Limited
Director, Equal to the Occasion Ltd. (consultancy)
Director, WISE, a (Women in Science and Engineering), a
social enterprise promoting women in science, technology and
engineering
Member of Huddersfield University Business School Advisory
Board
Member, Leeds University Centre for Innovation in Health
Management
Member, Leeds University Centre for Innovation in Health
Management International Fellowship Scheme
Partner, NHS Interim Management and Support
Trustee, Spectrum People
NHS Confederation elected Chief Executive representative,
Mental Health Network Board
Health and Wellbeing Boards, Wakefield and Barnsley
Involvement in Care Quality Commission mental health
inspection arrangements
No interests declared
No interests declared
No interests declared
Spouse is General Practitioner partner, City View Practice,
Leeds
Voluntary Trustee for Kirklees Active Leisure
Director, Athena Leadership and Management Limited
Member, Independent Monitoring Board for HMP Wealstun
Trustee, Barnsley Premier Leisure
No interests declared
No interests declared

There were no comments or remarks made on the Declarations, therefore, it was
RESOLVED to formally NOTE the Declarations of Interest by the Chair and Directors
of the Trust. It was noted that the Chair had reviewed the declarations made and
concluded that none present a risk to the Trust in terms of conflict of interests. It was also
noted that all Non-Executive Directors had signed the declaration of independence and all
Directors had made a declaration that they meet the fit and proper person requirement.

TB/15/25
Minutes of and matters arising from the Trust Board meeting held
on 31 March 2015 (agenda item 3)
It was RESOLVED to APPROVE the minutes of the public session of Trust Board held
on 31 March 2015 as a true and accurate record of the meeting. There were no matters
arising.
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TB/15/26

Chair and Chief Executive’s remarks (agenda item 4)

IB began his remarks by updating Trust Board on the process to recruit two new NonExecutive Directors to replace Peter Aspinall and Helen Wollaston. The process has been
managed through an independent recruitment consultant (Penna) and began with a very
successful awareness event in Wakefield in January 2015. The interviews were held the
day before and the panel made up of IB as Chair, Michael Smith, publicly elected governor
for Calderdale and Ruth Mason, appointed governor for Calderdale and Huddersfield NHS
Foundation Trust as well as Stephen Winter (service user) and Carol Irving (carer). The
panel interviewed six candidates and one candidate was found to be below the line. The
panel recommended the appointment of three candidates to the Nominations Committee:
-

Charlotte Dyson from 1 May 2015;
Chris Jones from 1 August 2015; and
Rachel Court from 1 September or 1 October 2015.

The Trust’s Constitution allows for an additional Non-Executive Director (that is, six plus the
Chair) and, given the calibre of the remaining candidates, the Nominations Committee
approved the appointment of three candidates, rather than two, who will all bring something
different and add value to Trust Board. This was thought to be particularly appropriate given
the challenge and volume of work currently for Non-Executive Directors.
IB briefly outlined the rationale for appointing the three candidates. Charlotte Dyson was a
very strong candidate and will bring a wealth of experience around marketing with strong
commercial experience and skills currently missing from Trust Board arrangements. She
also has previous experience as a Non-Executive Director in the NHS and will be the first
‘starter’ given Trust Board’s current agenda. Chris Jones was a strong and thoughtful
candidate and had very obviously researched the Trust. He was previously Chief Executive
of Calderdale College, which he ‘turned round’ during his tenure to an outstanding OFSTED
rating. He also brings experience of partnership working and has experience of mental
health issues. Rachel Court will bring human resources and customer service experience
and she also has Non-Executive Director experience at a building society and as Chair of
the NHS Pensions Agency.
It was noted that ethnic diversity on Trust Board had not been addressed through these
appointments and it was agreed that the Trust needs to do more to attract suitable
candidates. It was noted that a number of applications were received but these were not of
sufficient calibre to come through to interview stage.
IB also commented that he has put his name forward to sit on the NHS Providers Board as
part of his objective to play a bigger role at national level.
IB also commented on the Board-to-Board meeting held with Locala as part of developing
the partnership bid for Care Closer to Home in Kirklees. Jonathan Jones (JJ) asked what
the implications would be for the Trust if the bid in partnership with Locala was unsuccessful.
The Chief Executive (SM) responded that the commercial contractual risk is fairly minimal;
however, strategically, an adverse outcome would diminish opportunities for the Trust to
work with Locala on a wider footprint.
SM went on to cover the following in his remarks.
 The Trust’s Care Quality Commission (CQC) inspection is unlikely to be in 2015;
however, the Trust is maintaining its readiness and preparation activity. The Trust will
receive 90 days’ notice and the visit will involve a team of up to 100 over a week
reporting within three months. Tim Breedon (TB) added that the focus for the Trust is on
quality improvement rather than purely compliance and the visit will present an issue for
South West Yorkshire Partnership NHS Foundation Trust Board 28 April 2015
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the Trust in terms of ensuring continuity of service delivery whilst undergoing such an
intensive inspection. SM added that Trust Board’s decision to undertake the well-led
review now will support the CQC inspection.
 The Trust is a partner in three Vanguard bids, a national initiative to pilot and promote
new models for delivery of care, two in Wakefield and one in Calderdale and the Trust’s
focus will be to ensure integration and inclusion of mental health.
 GP communities.
 Mental health developments nationally.

TB/15/27
item 5)

Audit Committee annual report to Trust Board 2014/15 (agenda

It was RESOLVED to RECEIVE the annual report from the Audit Committee and to
SUPPORT the view that the Committee can provide assurance that, in terms of the
effectiveness and integration of risk Committees, risk is effectively managed and
mitigated through assurance that Committees meet the requirements of their Terms of
Reference, Committee workplans are aligned to the risks and objectives of the
organisation within the scope of their remit and Committees can demonstrate added
value to the organisation.

TB/15/28
6)

Strategic overview of business and associated risks (agenda item

SM explained that the paper set out a general overview of the Trust’s position and
associated risks with cross-reference to the organisational risk register. It demonstrates
clearly what a volatile environment the Trust is operating in and Trust Board understanding
of risk, the Trust’s service offer and how and where its key partnerships are.
JJ commented that this emphasises the difficult environment the Trust operates in and how
challenging this is. Transformation and the effective and efficient use of estate and
technology are key to ensuring the Trust remains viable and sustainable. Alan Davis (AGD)
commented that this should also include other forms of technology, such as advances in
medicines and pharmaceuticals, and how these could impact on Trust services or that the
Trust could lead on. TB commented that the paper also demonstrates the level of
complexity and amount of time expended to maintain and enhance the Trust’s position,
particularly at senior level.
Trust Board confirmed that the risks presented were appropriate and relevant. Julie Fox (JF)
asked if Barnsley should be added to the risk around child and adolescent mental health
services. Nette Carder (NC) responded that the risk currently refers to particular
circumstances in Calderdale and Kirklees. Other areas do not carry such a significant level
of risk to escalate to the organisational risk register; however, this position will be monitored
closely by the Clinical Governance and Clinical Safety Committee.

TB/15/29

Assurance framework and risk register (agenda item 7)

IB asked whether there were any gaps in control that concerned the Executive Management
Team (EMT) more than others. Dawn Stephenson (DS) responded that it would be clinical
record keeping and IB suggested a paper to July’s Trust Board and discussion at the Clinical
Governance and Clinical Safety Committee in June to inform the Trust Board paper and
discussion.
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It was RESOLVED to NOTE the assurances provided for Q3 of 2014/15, NOTE where
gaps in assurance have been identified through the Trust-wide risk register and NOTE
the key risks for the organisation.

TB/15/30

Performance reports month 12 2014/15 (agenda item 8)

TB/15/30a Quality performance report (agenda item 8.1)
TB highlighted the following.
 The Clinical Governance and Clinical Safety Committee had asked for clarification of the
discrepancy in ethnicity coding between the Quality Accounts and analysis reported to
the Mental Health Act Committee. TB explained that the Quality Accounts measure
includes ‘not known’ responses, which the Trust is working to eliminate and ensure
ethnicity is recorded.
 The Trust has undertaken a retrospective review of the use of restraint and seclusion in
August 2014 and confirmed that this month was an outlier due to extreme pressures
across the system at the time. Figures since have been in line with expectations but the
position will be carefully monitored.
 The Trust has introduced a pilot education programme for police officers in Calderdale
and Kirklees on mental health services and police liaison posts are now in place. This
supports the Trust’s partnership work in relation to the Mental Health Crisis Concordat.
SM added that mental health provider Chief Executives in West Yorkshire met with the
Chief Constable and Police and Crime Commissioner for West Yorkshire to discuss the
partnership approach and there has been a subsequent discussion with the Yorkshire
Ambulance Service. It is hoped to replicate the discussions and arrangements in South
Yorkshire.
 Trust Board noted the change at national level in the serious incident framework to
remove grading of incidents and introduce a single timescale of 60 working days for
reporting. JF commented that she would like to see the Trust continue to aim for the
current 45 days for the benefit of the service users and their families. TB confirmed that
the Trust would continue to work to the 45 days as the rule and 60 days as the
exception.
 Trust Board also noted that the Clinical Governance and Clinical Safety Committee had
suggested that the Trust’s approach to enabling service users into employment is
included in the remit of the new Equality and Inclusion Forum.
Alex Farrell (AF) added that she is reviewing the performance framework with Directors to
reflect revised objectives and related key performance indicators for introduction and
reporting at the end of Q1. The Trust will look at the practice of other sectors and design
principles would be welcome from Non-Executive Directors to inform development.
Financial position
AF then took Trust Board through the key points relating to the Trust’s financial position.
 The Trust has achieved a financial risk rating of 4 against a planned rating of 4.
 The outturn position for 2014/15 is a net surplus of £3.1 million, which is £0.5 million
ahead of plan.
 The income position has improved, mainly due to better CQUIN achievement than
anticipated (£100,000 against forecast £500,000), lease cars and Altogether Better.
 There has been a significant underspend in pay, which was £3.4 million at the year-end.
The EMT, supported by the Operational Requirement Group, asked for a detailed
analysis to understand the reasons for this and any impact on quality and safety. No
issues with service quality were identified; however, this will be monitored closely during
2015/16.
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 Additional investment in information management and technology was made nonrecurrently.
 Provisions have increased to £2.4 million, of which £2.1 million is provided for
redundancies.
 The capital spend to March 2015 is £6.13 million, which is £1.93 million (24%) behind the
revised plan. JJ commented that Trust Board agreed in March 2015 to monitor and
scrutinise the capital programme in the same way it does the cost improvement
programme. SM confirmed that the finance report will include a one-page summary
tracking capital spend and investment for Trust Board from month 2. AF added that, for
other Trusts, spend on the capital programme will reflect the availability of cash, which
affects the ability to spend capital.
Laurence Campbell (LC) commented that debtors are higher than planned. AF responded
that the main factor is with local authorities and, as their funding forms a bigger proportion of
Trust income, it has a larger effect on debtors.
Workforce
AGD commented that the Remuneration and Terms of Service Committee reviewed the
workforce indicators in detail at its meeting in April 2015 with particular focus on child and
adolescent mental health services. The sickness target has not been achieved but does still
compare well with other Trusts. The Committee has agreed to review the target for 2015/16.
TB/15/30b Customer services report quarter 4 2014/15 (agenda item 8.2)
IB asked if the Trust could look at its approach from a carer’s point of view, particularly in
terms of data protection, carer access to information and confidentiality of service user
information. He suggested that the Trust should be able to explain its position in a better
way that it currently does, which sounds legalistic and defensive. Adrian Berry (ABe)
responded that this is a very complex area with competing views between services users
and carers. Legislation and the frameworks within which the Trust is required to work are
very clear; however, more could be done to support services to explain why information
cannot be shared and how this message is delivered to carers.
ABe also highlighted the significant improvement in the number of compliments in forensic
services over the last two quarters.
TB/15/30c Exception reports and action plans – Child and adolescent mental health services
recovery plan – progress report (agenda item 8.3(i))
TB and NC took Trust Board through the update paper.
JJ asked for a view of the outcome of a CQC assessment currently. SM responded that it
would be one of ‘requires improvement’. Trust Board reiterated its position stated in March
2015 that, if there is no substantial change to the current situation, the position is
unsustainable without further investment. This will be discussed further at the summit on 8
May 2015 and the Trust will work with commissioners to come to a joint solution; however, if
this is not forthcoming, Trust Board will have to consider whether the Trust can continue to
deliver the service.
JJ commented that his fear is that NHS inertia will delay any decision and that this inertia
would have to come to an end on 1 April 2016 when the Trust’s current contract comes to an
end. IB asked for an update at the May strategic meeting for Trust Board to consider the
outcome of the summit and agree any action required in advance of a formal update to
June’s meeting.
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JF commented that the number of referrals is increasing and asked that the Trust continues
to monitor this. IB added that any other issues Trust Board would wish to see raised at the
summit on 8 May 2015 should be passed to TB.
AF commented that there have been discussions on how the business case could be funded
and she was confident that the Trust could manage the investment in the interim to make it
sustainable through additional development money. SM added that there is an increased
focus nationally on mental health and, in particular, children’s mental health services to
support the Trust’s position.
It was RESOLVED to NOTE the progress report.
TB/15/30d Exception reports and action plans – Risk assessment of performance and
compliance targets 2015/16 (agenda item 8.3(ii))
IB asked if commissioners budgeted to award the CQUIN payments as inconsistencies
between providers and commissioners would be an issue at NHS aggregate level. AF
responded that guidance states that CQUINs should be set at a level that is stretching but
achievable; commissioners should, therefore, budget accordingly. She also confirmed that
CQUINs are in the Trust’s contracts and in commissioners’ budgets.
It was RESOLVED to NOTE the risk assessment and actions to mitigate risk.
TB/15/30e Exception reports and action plans – Trust visit programme annual report
2014/15 (agenda item 8.3(iii))
The following points were raised and discussed.
 AF asked if there was any evidence of progress or triangulation in relation to the quality
of record keeping and care planning as it would be useful to identify areas of best
practice for services to learn from. ABe also suggested matching areas of best practice
with areas where practice could be improved.
 AGD suggested including information on the outcome of the staff wellbeing survey and
friends and family test in the information pack for visit teams.
 IB was keen that the programme in 2015/16 includes governors. TB responded that
members of the team require a level of technical understanding and he would see
governors as making an effective contribution to the 15 Steps Challenge process. SM
commented that the inclusion of governors brings a broader perspective to the visit
teams and IB added that he wished to see governors explicitly included in the coming
year.
 JF commented that the Trust cannot know whether its benchmark is that of the CQC.
She suggested that an external review might be useful but not on the scale of the full
inspection arrangements.
It was RESOLVED to NOTE the report and SUPPORT the Trust visit plan for 2015/16.
TB/15/30f Exception reports and action plans – Review of Standing Orders, Standing
Financial Instructions and Scheme of Delegation (agenda item 8.3(iv))
SM commented that the paper sets out a sensible response to the review, particularly of
where decisions can be taken within the organisation fostering flexibility and a timely
approach to decision-making, particularly in areas such as recruitment.
It was RESOLVED to APPROVE the approach and timetable for reviewing the
Standing Orders, Standing Financial Instructions and Scheme of Delegation.
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TB/15/31

Strategies for approval (agenda item 9)

TB/15/31a Patient Safety Strategy and Sign up to Safety improvement plan (agenda item
9.1)
AF commented that the Strategy will be cross-referenced to the development of the
performance framework.
It was RESOLVED to APPROVE the Patient Safety Strategy, to NOTE the Trust’s Sign
up to Safety improvement plan and APPROVE the submission of the plan for review
and feedback.
TB/15/31b Leadership and Management Development Strategy update (agenda item 9.2)
Asked for a BDU perspective, Sean Rayner (SR) commented that there is evidence that
some developments are moving at pace, such as the establishment of trio arrangements,
and that these are beginning to impact favourably on services. Karen Taylor (KT) added that
deputy BDU directors are working together as a cohesive team and work well with trios as
evidenced in the independent report on the Trust’s financial plan and how it was developed.
AF added that Quality Academy deputies are offering an integrated offer to BDUs.
Linked to the previous item, SR added that the review of the Standing Financial Instructions
and Scheme of Delegation should be much more than a technical review and it is important
to match decision-making and empowerment across the organisation at all levels.
It was unanimously RESOLVED to NOTE the update on development of the Strategy
and to have a more detailed discussion at the strategic meeting in May 2015.

TB/15/32

Annual Governance Statement 2014/15 (agenda item 10)

It was RESOLVED to APPROVE the Annual Governance Statement for 2014/15. It was
noted that the Statement may be subject to change following review by the Trust’s external
auditors as part of the audit of the Trust’s annual report and accounts. It was, therefore,
RESOLVED to DELEGATE AUTHORITY to the Audit Committee to approve the final
version of the Statement.

TB/15/33
Trust Board self-certification – Monitor quarter 4 return 2014/16
(agenda item 11)
AF informed Trust Board that an internal audit report on data quality identified anomalies
within the early intervention services target. Given this was a small sample, the EMT
commissioned a full review of the caseload to ensure reporting against the target. Monitor
and Non-Executive Directors will be informed of any implications for the Trust as a result of
the detailed review. She assured Trust Board that this was not a contracting issue.
It was RESOLVED to APPROVE the submission and exception report to Monitor.

TB/15/34

Date and time of next meeting (agenda item 12)

The next meeting of Trust Board will be held on Tuesday 30 June 2015 in the Boardroom,
Kendray, Doncaster Road, Barnsley.

Signed ……………………………………………………. Date ………………………….
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Trust Board 30 June 2015
Agenda item 4 – assurance from Trust Board Committees
Audit Committee
Date
Presented by
Key items to raise at
Trust Board

7 April and 22 May 2015
Laurence Campbell
 Data quality
 Audit Committee annual report (presented to Trust Board 28 April
2015)
 Deloitte progress report
 Reference costs
 Internal audit ‘grading’
 Addition of ‘culture’ to the internal audit programme
 Approval of annual report, accounts and Quality Accounts for
2014/15 (Trust Board agenda item 6)

Clinical Governance and Clinical Safety Committee
Date
Presented by
Key items to raise at
Trust Board

21 April, 12 May and 16 June 2015
Helen Wollaston
 Approval of Quality Accounts 2014/15 (Trust Board agenda item 6)
 Child and adolescent mental health services
 Presentation of Pharmacy Strategy
 Serious incidents annual report (Trust Board agenda item 8.1(ii)
 Review of Horizon Centre
 Transformation – rehabilitation and recovery services

Mental Health Act Committee
Date
Presented by
Key items to raise at
Trust Board

12 May 2015
Julie Fox
 Consent to Treatment audit
 New Mental Health Act Code of Practice

Remuneration and Terms of Service Committee
Date
Presented by
Key items to raise at
Trust Board

21 April 2015
Ian Black
 Leadership and management development strategy
 Continued monitoring of sickness absence performance
 Directors’ performance related pay scheme
 Clinical Excellence Awards

Trust Board 30 June 2015
Assurance from Trust Board Committees

Minutes of Audit Committee held on 7 April 2015
Present:

Apologies:

In attendance:

Peter Aspinall
Laurence Campbell
Jonathan Jones
Members
None
Others
Alex Farrell
Paul Thomson
Rob Adamson
Tim Breedon
Bernie Cherriman-Sykes
Jon Cohen
Tony Cooper
Mark Dalton
Alan Davis
Julie Fox
Paul Hewitson
Debbie Hogg
Clare Partridge
Dawn Stephenson
Karen Taylor

AC/15/22

Non-Executive Director
Chair of the Committee
Non-Executive Director

Deputy Chief Executive/Director of Finance
Partner, Deloitte
Head of Finance
Director of Nursing, Clinical Governance and Safety (to item
5 and part item 7.1)
Integrated Governance Manager (author)
Manager, KPMG (Local Counter Fraud Specialist)
Head of Procurement
Manager, KPMG
Director of Human Resources and Workforce Development
(to item 5 and part item 7.1)
Non-Executive Director
Director, Deloitte
Deputy Director of Finance
Director, KPMG (Head of Internal Audit)
Director of Corporate Development
District Service Director, Calderdale and Kirklees (to item 6
and item 7.1)

Welcome, introduction and apologies (agenda item 1)

The Chair of the Committee (LC) welcomed everyone to the meeting. The apologies, as
above, were noted. On behalf of the Committee, LC thanked Peter Aspinall (PA) for his
support and contribution to the Audit Committee during his period as Chair and wished him
well for the future when his term of office ends on 30 April 2015.

AC/15/23

Minutes of the meeting held on 20 January 2015 (agenda item 2)

It was RESOLVED to APPROVE the minutes of the Audit Committee held on 20
January 2015 as a true and accurate record of the meeting.

AC/15/24
item 3)

Matters arising from the meeting held on 20 January 2015 (agenda

There were three matters arising.
AC/15/11 Annual penetration testing of IT systems
Debbie Hogg (DH) updated the Committee on the response to the issue raised by PA from
Adrienne Pickering, Deputy Director of IM&T.
As standard, the Trust carries out annual penetration (PEN) tests on the Trust’s IT systems.
Taking into consideration the number of changes to the existing IT infrastructure through the
transition to a new IT support supplier in 2014, the decision was taken that no PEN testing
would be commissioned in 2014; however, as soon as transition work is complete, then PEN

South West Yorkshire Partnership NHS Foundation Audit Committee 7 April 2015

1

testing will be scheduled. The contract with Phoenix identifies that the Trust requires PEN
testing to be performed annually and Phoenix will have to support this process.
In 2013 penetration testing was performed on the Trust’s clinical information system (RiO).
This test was carried out by an independent CHECK accredited PEN testing provider. The
results of this test highlighted a number of security issues around the RiO application and its
hosting arrangements, which have subsequently been addressed by the system supplier. A
second PEN test of the RiO platform will be carried out once Version 7 of the application is in
place (estimated timescale July 2015). In addition, the Trust will schedule testing of all
internet facing Trust IT services following the transition to Phoenix, including LYNC2013,
Outlook Web Access, Outlook Mobile Access, the VPN platform and guest wireless internet
access.
PA asked if there had been an assessment of the Trust’s exposure in the meantime and LC
asked if there were any processes that could be applied to provide additional assurance in
the interim, such as an internal or external audit perspective. Clare Partridge (CP)
commented that KPMG would be happy to consider such a review as part of the internal
audit plan for 2015/16 and will raise this with Alex Farrell (AF).
Action: Clare Partridge/Alex Farrell
AC/15/14 Infection prevention and control internal audit
Tim Breedon (TB) informed the Committee that the re-tendering process had been delayed
by commissioners and, therefore, the Trust had delayed its action in response to the internal
audit recommendation until the service specification is confirmed. The Trust has set a
deadline of six months for a resolution to the position.
AC/15/15 Counter fraud
A response to the issues raised at the last meeting was included in the action points paper
circulated with papers for the meeting.

AC/15/25
Audit Committee annual report to Trust Board and presentation of
risk Committees’ annual reports (agenda item 4)
The Audit Committee received the annual report, terms of reference and forward work
programmes from each Committee. Each was supported by a short presentation from Julie
Fox (JF), Chair of the Mental Health Act Committee, who also presented on behalf of the
Chair of the Clinical Governance and Clinical Safety Committee (Helen Wollaston), and Alan
Davis (AGD) on behalf of the Chair of the Remuneration and Terms of Service Committee
(Ian Black). This provided assurance to the Audit Committee on the assurance each
Committee has provided to Trust Board in terms of meeting its terms of reference, in
identifying and mitigating risk, and in integrating with other Committees.
Audit Committee
Chair – Laurence Campbell; Lead Director – Alex Farrell
The Committee met its Terms of Reference and developed a work plan to reflect the risks
and objectives of the organisation.
It was noted that, in January 2015 at the request of the Committee, it received a presentation
from Deloitte on Audit Committee effectiveness and best practice. The Committee
compared well against best practice and a number of actions were identified by the
Company Secretary for further development. These have been agreed with the Chair of the
Committee and included a small number of suggested revisions to the terms of reference.
The Chair of the Committee asked for a review of the existing terms with recognised best
practice (Healthcare Financial Management Association Audit Committee Handbook and
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NHS Providers Foundations of Good Governance). The existing terms of reference were
found to be fit for purpose against both and it was agreed to consider the points raised
during the coming year following wider discussion and consultation with the Chair of the
Trust.
LC commented that he and PA collectively had attended meetings of all Committees during
the year and he suggested that it would be worthwhile for other Non-Executive Directors to
do the same. He also commented on the major piece of work to re-tender external audit
services and the extension of the contract for internal audit.
Paul Hewitson (PH) commented that the Trust is required to report the risks raised by
external audit in its annual report and he suggested that the best place to do this would be
the Audit Committee’s annual report. He also suggested that consideration of the non-audit
work of the auditors is included in the Committee report.
Clinical Governance and Clinical Safety Committee
Chair – Helen Wollaston; Lead Director – Tim Breedon
The Committee met its Terms of Reference and continued to develop its work programme
throughout the year to reflect the risks and objectives of the organisation. Scrutiny of
progress to meet the recovery plan for child and adolescent mental health services is a
standing item on the Committee’s agenda and will remain so through 2015. Progress is
slower than expected but the Committee is assured that action is in place and, in particular,
welcomed the appointment of an interim BDU Director for the service with whom nonexecutive director links have been made. JF went on to comment that the Committee’s
focus for the coming year will be on improvement and this is reflected by the ongoing
scrutiny of the Trust’s approach to the transformation of its services. Presentations on
learning disability services, dementia and recovery have been received to date.
Mental Health Act Committee
Chair – Julie Fox; Lead Director – Tim Breedon
The Committee fulfilled its Terms of Reference and met its work programme over the year.
JF drew the Committee’s attention to the following areas.
 As part of ongoing review of monitoring information, information presented to the
Committee has been enhanced and now includes reporting of trends.
 Legal updates are included as a standing item on the Committee’s agenda, which
Committee members have found useful, and also links to Hospital Managers’ reviews
and Forum meetings.
 Audits undertaken throughout the year show ongoing issues with recording. Where the
Committee does not feel it has received sufficient assurance, it has asked for a re-audit
within six months.
 The Mental Health Act Code of Practice has been published by the Department of Health
and the Committee is monitoring the implications for the Trust.
 Training for new Non-Executive Director members of the Committee is an area that will
be developed in 2015.
LC commented on the comment in the Committee’s self-assessment that links with the Audit
Committee could be stronger. JF responded that she would like to see any items pertinent
to the Committee passed on to the Committee Chair. It was suggested that sight of the
agenda would be helpful.
Action: Bernie Cherriman-Sykes
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Remuneration and Terms of Service Committee
Chair – Ian Black; Lead Director – Alan Davis
The Committee met its terms of reference and fulfilled its work programme for the year.
AGD raised the following.
 The Committee has undertaken a detailed review of areas of concern in relation to HR
performance to provide assurance to Trust Board. This has included sickness absence,
the staff wellbeing survey, recruitment and stability rates.
 The Committee also considers the Director structure informed by the Chief Executive, for
example, the Medical Director and Director of Health Intelligence and Innovation.
 A number of redundancy business cases at senior level were considered and approved.
 Directors’ performance related pay is a standing item on the Committee’s agenda and
links to Directors’ quarterly reviews with the Chief Executive, which informs the
assurance framework. The Committee receives the outcome of Director annual reviews
and the Chief Executive’s report on performance against corporate and individual
objectives.
As a member of the Committee, Jonathan Jones (JJ) commented that the detailed review of
HR performance areas was particularly useful.
Summary
Overall the review of the documents and presentation on the work of the Committees was
sufficient to enable the Chair of the Audit Committee to support an assurance to Trust Board
that the integrated governance arrangements in the Trust were operating effectively and that
Committees:
-

had met the requirements of their Terms of Reference;
had followed a workplan aligned to the risks and objectives of the organisation, within
the scope of each Committee’s remit; and
could demonstrate added value to the organisation.

As a result, it was RESOLVED to APPROVE the second draft of the Audit Committee
annual report to Trust Board.
PA asked what assurance the Committee has that Directors’ objectives reflect Committee
and Trust Board concerns and have the necessary management focus. He asked whether
assurance Committees have access to the criteria and objectives set for Directors. AGD
responded that the corporate objectives are agreed by Trust Board and corporate/gateway
objectives approved by the Remuneration and Terms of Service Committee focus on key
organisational aims and objectives. Individual Director objectives are agreed with the Chief
Executive and reported back to the Remuneration and Terms of Service Committee. LC
suggested also taking through the Audit Committee and Trust Board. Dawn Stephenson
(DS) responded that the Committee needs to be sure that Committees do not duplicate
action. JJ commented that assurance was received through the relevant Committee (that is,
the Remuneration and Terms of Service Committee) and that this is reported into Trust
Board. His view, therefore, is that systems are in place and there is no need for further
assurance. PA accepted the view and commented that Trust Board must be assured that
Committees have the opportunity to influence objectives to ensure these reflect priorities and
risks identified by Committees. It was agreed this should be discussed further with the Chair
of the Trust.
Action: Laurence Campbell
LC asked for the Committee’s view of the ‘training’ activity undertaken during 2014/15. JJ
commented that he found it very useful. PA added that benchmarking and comparison with
others was helpful. The Committee generally agreed that the ‘training’ should not be
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prescriptive and should focus on gaps in knowledge or areas of interest for the Committee
and internal and external audit should be encouraged to advise as appropriate. It was also
suggested that the ‘training’ should be opened up to all members of Trust Board.

AC/15/25

Service line reporting (agenda item 5)

Karen Taylor (KT) took the Committee through the key points of her presentation and
provided examples of utilisation, benefits and plans for further application. The Committee
agreed it would find it useful to have a visualisation of how different services/service lines
perform in terms of service line reporting. LC suggested a two-by-two visualisation showing
the strong and weak contributors plotted against their growth potential or size and it was
suggested that the presentation of work done for the Executive Management Team (EMT)
could be adapted for Trust Board.
Action: Alex Farrell

AC/15/26
item 6)

Annual accounts progress, including draft audit opinion (agenda

PH took the Committee through the report in relation to the financial statements audit, the
Quality Accounts limited assurance opinion and annual reporting disclosures. The
Committee was content with the format and wording of the draft audit opinion. The
Committee also noted the section on sector developments, benchmarking, which shows the
Trust is performing well comparatively, and the responsibility statement.
The Committee also noted that Deloitte has been appointed as the independent reviewer for
the well-led governance review and assurance had been provided on the review team’s
independence, with which the Trust was content. This view was supported by the
Committee.

AC/15/27

Internal audit progress report (agenda item 7)

Progress report (agenda item 7.1)
CP introduced this item. The draft Head of Internal Audit Opinion, which covers core areas
of financial controls and governance assurance, anticipates an opinion of significant
assurance with minor improvement opportunities.
Mark Dalton (MD) took the Committee through the progress report. Five reports had been
issued since the last Committee:
-

-

payroll, including data analysis, which received significant assurance with minor
improvements;
bed management, which received partial assurance with improvements required;
Quality Improvement Strategy, which received significant assurance with minor
improvement opportunities and partial assurance with improvements required for
data quality;
information governance toolkit phase 2, which received significant assurance with
minor improvement opportunities; and
patient experience and engagement phases I and II, which received significant
assurance with minor improvement opportunities.

PA asked what the drivers were for a Head of Internal Audit Opinion of ‘significant assurance
with minor improvement opportunities’. CP responded that her judgement as Head of
Internal Audit is that core controls and operations are good with some recommendations as
the Trust would expect. There are some areas that are pulling the Trust down but not
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sufficiently to lower a significant assurance opinion. Areas where the Trust has already
identified risk and has sought the independent opinion of internal audit moves the Trust from
‘no assurance’ to ‘partial’ on individual internal audit reports. LC commented that he was
unsure that the scoring system has sufficient breadth and asked if there could be more
structure. CP responded that there has to be a judgement of how fundamental and
important an area of risk is for the Trust and there would be a caveat if an area received a
‘no assurance’ opinion but presented no significant risk to the Trust. The rating system
could be developed further to suit the Trust.
Quality Improvement Strategy/data quality
The Committee noted that the opinion for the Quality Improvement Strategy/data quality
review was divided into two parts:
-

significant assurance with minor improvement opportunities for the Quality
Improvement Strategy; and
partial assurance with improvements required for data quality.

CP and MD summarised the findings from the report. Management action has been agreed
for each recommendation included in the report (one high, three medium and three low).
Three indicators were selected in consultation with the Trust and these reflected areas of
risk already identified by the Trust. TB reiterated the Trust’s wish to improve and, therefore,
it had identified areas it saw as high risk. The Trust’s position replicates system-wide issues
with interpretation of indicators and, therefore, it was important to seek clarity and test
guidance for staff. Much work has been done with IM&T to ensure recording mechanisms
are robust, simple and clear, and that there is clear guidance with no room for
misinterpretation of action required of staff. This is monitored through the Data Quality
Steering Group, chaired by TB. TB added that the ‘trio’ arrangements will make a clear
difference and improvement at service line level and evidence that this is happening is
beginning to be seen.
PA wanted to understand more about the role of the Data Quality Steering Group and what it
is achieving. TB responded that it was set up in response to system issues and to ensure
the Trust’s response and improvement activity is clinically-led. Each BDU has a data quality
improvement plan with parameters and trajectory set by the Group. There have been
obvious improvements over the last 18 months and it is only really challenging areas that
now remain; hence, the support sought from internal audit to help drive forward
improvement.
JJ asked if there were any further indicators with the same issues. TB responded that it was
not evident; however, some may emerge as a result of transformation, such as access,
which will be monitored and robustly reviewed. He assured the Committee that this remains
high on the Trust’s agenda. He added that the outcome of the General Election might also
impact on some indicators.
JF asked how the Trust will know it has improved. TB responded that this would be through
internal review as part of the quality assurance processes through practice governance and
through internal audit in 2015/16.
MD added that there will be a follow up of
recommendations as part of routine work and review of performance indicators in 2015/16.
Bed management
MD took the Committee through the findings of the audit. The recommendations (one high,
three medium and one low) had been accepted by management and management action
was included in the report. KT commented that this was an area identified by the Trust as
an area for development and improvement and, therefore, the report findings were very
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helpful. She was confident that the Trust can move forward and improve its operational
response.
The tracker report and technical update were noted.
Annual plan 2015/16 (agenda item 7.2)
LC commented that he would like to see assurance and risk analysis of organisational
culture, values and behaviours, and how these could be ‘measured’ and ‘audited’,
particularly in terms of how Trust values are reflected and embodied by staff throughout the
organisation. Middle management was a particular area for focus. CP responded that she
would consider use of a KPMG tool and how this could be utilised to support the Trust. DS
added that the outcome of the well-led review might indicate that this is an area for focus.
JF added that she would like to see equality and diversity considered as part of audits,
where appropriate.
It was RESOLVED to APPROVE the internal audit plan for 2015/16, subject to
consideration of the point above. The internal audit protocol was noted.

AC/15/28

Reference costs (agenda item 8)

On behalf of Trust Board, the Committee was asked to confirm a number of statements in
relation to the costing process to support the reference costs submission. PA asked for
further assurance regarding data quality. DH responded that the statements refer to the
calculation of reference costs covering Trust activity. The internal audit review refers to
specific performance indicators. Capita reviewed the Trust’s methodology and the approach
the Trust has taken.
Both PA and LC were concerned at the apparent mis-match between assurance on the
robustness and quality of data used to form the reference costs and the outcome of the
internal audit on data quality. DH and KPMG both explained that the internal audit reviewed
specific KPIs in very discrete areas and not the compilation of reference costs (which has
been independently reviewed by Capita). The comments on data quality from KPMG as a
result of this are at the margins not across the whole of the Trust’s activity. JJ commented
that he was assured and understood there was a clear difference. LC concurred. PA ended
by commenting that, if the issues regarding data quality are not materially related to
conglomerated figures, he would accept the recommendations in the paper; however, given
what had been reported at the meeting, he remained uncomfortable in providing assurance
to Trust Board. LC asked DH to review the issues raised with AF and respond to the
concerns with a view to resolving prior to Trust Board.
Action: Debbie Hogg

AC/15/29

Currency development (agenda item 9)

DH provided an update on currency development and the Trust will continue shadow
reporting during 2015/16.

AC/15/30
10)

Triangulation of risk, performance and governance (agenda item

The report was noted.
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AC/15/31

Treasury management update (agenda item 11)

The report was noted.

AC/15/32

Counter fraud progress report (agenda item 12)

Progress report (item 12.1)
Jon Cohen (JC) took the Committee through the report and activity since the last meeting.
The report and technical update were noted. Progress against the recommendations made
in the NHS Protect qualitative assessment was noted.
Annual plan 2015/16 (item 12.2)
It was RESOLVED to APPROVE the counter fraud annual plan for 2015/16.

AC/15/33

Procurement report (agenda item 13)

Tony Cooper (TC) took the Committee through his report.
CP observed that this Trust has more single source tenders than other Trusts. There
seemed to be no obvious reason for this but it could be related to financial thresholds, which
will be reviewed as part of the benchmarking exercise.

AC/15/34

Losses and special payments report (agenda item 17)

The report was noted.

AC/15/35

Items to report to Trust Board (agenda item 15)

These were agreed as:
- data quality;
- Audit Committee annual report;
- Deloitte progress report;
- reference costs;
- internal audit ‘grading’
- addition of ‘culture’ to the internal audit programme.

AC/15/36

Date of next meeting (agenda item 16)

The next meeting will be held on Friday 22 May 2015 at 14:00 in meeting room 1, Block 7,
Fieldhead, Wakefield, to approve the annual report and accounts, and then on Tuesday 7
July 2015 at 14:00 in rooms 49/50, Folly Hall, Huddersfield.

AC/15/37

Any other business (agenda item 17)

No other business was raised.
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Minutes of Audit Committee held on 22 May 2015
Present:
Apologies:

In attendance:

AC/15/40

Laurence Campbell
Jonathan Jones
Members
None
Others
None
Rob Adamson
Ian Black
Tim Breedon
Bernie Cherriman-Sykes
Mark Dalton
Alan Davis
Charlotte Dyson
Alex Farrell
Paul Hewitson
Steven Michael
Dawn Stephenson
Paul Thomson

Non-Executive Director (Chair of the Committee)
Non-Executive Director

Head of Finance
Chair of the Trust
Director of Nursing, Clinical Governance and Safety
Integrated Governance Manager (author)
Manager, KPMG
Director of Human Resources and Workforce Development
Non-Executive Director
Deputy Chief Executive/Director of Finance
Director, Deloitte
Chief Executive
Director of Corporate Development
Partner, Deloitte

Welcome, introduction and apologies (agenda item 1)

The Chair of the Committee (LC) welcomed everyone to the meeting.

AC/15/41

Minutes of the meeting held on 21 April 2015 (agenda item 2)

It was RESOLVED to APPROVE the minutes of the Audit Committee held on 21 April
2015 as a true and accurate record of the meeting. Matters arising will be taken at the
meeting on 7 July 2015.

AC/15/42
Consideration of the annual accounts for the period 1 April 2014
to 31 March 2015, including the charitable funds accounts for the same period
(agenda item 3)
It was noted that charitable funds were included in the Trust’s accounts as part of the
consolidated group accounts.
Report from the Director of Finance on the accounts (agenda item 3.1)
Alex Farrell (AF) took the Committee through her report as Director of Finance. She thanked
the finance team for their work to prepare the accounts.
Charlotte Dyson (CD) asked why capital expenditure was less than last year. AF responded
that there had been several reports to Trust Board and to Monitor explaining that the Trust
would not meet its capital plan for 2014/15. The underspend was primarily caused by
planning permission delays and other building issues with the community hub in Calderdale,
and the inability to identify a suitable site for the development of a hub in Wakefield.
Ian Black (IB) commented that, in the coming year, Trust Board will monitor capital
expenditure and investments in the same way as it undertakes detailed scrutiny of the cost
improvement programme.
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CD went on to ask why the inventory had reduced. AF responded that this relates to
community equipment and changes in the levels deployed and retained in stock. CS also
asked what constituted intangible assets and AF responded that this referred to software
licences. AF also confirmed that the Trust robustly monitors the effect of redundancies on
patient care. CD asked if this was covered from a reputation point of view. The Chief
Executive (SM) responded that most redundancies in 2014/15 were in back office/support
functions to protect front-line staff and the Trust’s quality impact assessment process
includes the impact of redundancies.
It was RESOLVED to RECEIVE the report from the Director of Finance.
Head of Internal Audit Opinion 2014/15 (agenda item 3.2)
In introducing this item, Mark Dalton (MD) commented that the Opinion was consistent with
the draft presented to the Committee in April 2015 providing significant assurance with minor
improvement opportunities on the overall adequacy and effectiveness of the organisation’s
framework of governance, risk management and control. The Opinion was based on
thirteen audits completed in the period, which included core financial processes. Both audits
on the Board assurance framework and corporate governance arrangements received
significant assurance. Four audits receive partial assurance. All were reported to and
discussed at the relevant Committee meeting. There were no issues in the audits receiving
a partial assurance opinion or in the high priority recommendations that prevented the issue
of a significant assurance Opinion.
IB asked how good the Trust is at meeting timescales. MD responded that this is a standard
report to the Audit Committee and, generally, the Trust responds well and meets timescales.
For one audit in relation to patients’ property, the majority of recommendations have been
implemented but there are some outstanding areas and these will be discussed with the
Committee in July 2015.
LC asked for clarification of the relationship with external audit given there was no rating for
the performance indicator for “reliance external audit place on work”. MD responded that
there would be more detailed dialogue if internal audit was reporting concerns on financiallyrelated issues. Where appropriate, internal audit co-ordinates with external audit but there is
limited reliance given the Trust’s position.
It was RESOLVED to NOTE the Head of Internal Audit Opinion.
Report to the Audit Committee on the audit for year ended 31 March 2015 (agenda item 3.3)
Paul Thomson (PT) introduced this item on behalf of Deloitte and commented that this was
the fifth year Deloitte had undertaken the audit. He added that this had been a good audit
and the co-operation of Trust staff was good. The process in place was very good and
Deloitte appreciated the support from the Trust. The Trust is in an excellent position
compared to other Trusts in the north, which is a credit to the finance team. There are a
number of adjustments, mostly misjudgements or extrapolation, with few errors.
Paul Hewitson (PH) advised the Committee that all items outlined on page 4 of the report
were now complete with the exception of the review of events since 31 March 2015 and
receipt of the Letter of Representation. Deloitte was, therefore, in a position to conclude its
audit. He then took the Committee through the detail.
The agreement of balances exercise has shown a discrepancy with income received from
NHS England. NHS England has been asked for an explanation but no response has been
received; therefore, there is a prospect that the income figure could be wrong.
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The Committee noted the comments regarding Laura Mitchell House and the treatment of
cost of acquisition and demolition amounting to £116,000. This was not considered to be
material but has been included in the aggregation of small errors. It was noted that it is the
Trust’s practice to wait until a building is commissioned before writing-off any charges. IB
asked the Committee to look at the process at its next meeting.
Action: Alex Farrell
There were no concerns raised in relation to value for money.
With regard to the provision for VAT in relation to HMRC guidance on VAT recovery, the
Trust was invited to adjust its accounts and its view was that this is immaterial and the
accounts should not change. The Committee supported this view.
PH ended by commenting on the co-operative environment of the Trust in response to
comments and observations, which is not seen elsewhere. He thanked and recognised the
efforts of the finance team, particularly in the face of capacity issues.
Letter of Representation (agenda item 3.4)
PH highlighted two clauses specific to the Trust. The first is in relation to an accrual made
for the cost of performance related bonuses as the outcome is not yet known. The second
relates to the Trust’s view that it only has one operating segment. Deloitte reviewed the
evidence and considers this to be a single segment disclosure.
It was RESOLVED to APPROVE the Letter of Representation.
Approval of annual accounts and FT consolidated schedules (agenda item 3.5)
Based on the presentation and discussion under previous sections of this item, it was
RESOLVED to APPROVE the accounts for 2014/15.

AC/15/43

Approval of annual report 2014/15 (agenda item 4)

Dawn Stephenson (DS) alerted the Committee to a number of minor changes to the report
since its inclusion in the papers and, in particular, the Chair and Chief Executive’s
introduction.
It was RESOLVED to APPROVE the annual report and the Annual Governance
Statement for 2014/15.

AC/15/44
Approval of quality report 2014/15 and auditor’s report on the
quality accounts (agenda item 5)
Tim Breedon (TB) commented that it is an ongoing challenge to meet the requirements of
the reporting framework and to develop a meaningful and understandable document. He
added that the report provides a snapshot of Trust arrangements and it is not intended to
fully cover all quality issues and initiatives.
Four responses were received from stakeholders and partners and these were helpful and
constructive. There was also support from the Members’ Council and this year’s process
had provided for a richer discussion, which was more proactive in nature.
IB asked for TB’s view of the comment by Calderdale, Kirklees and Wakefield Clinical
Commissioning Groups in relation to the review of NICE clinical quality standards. TB
responded that the Trust reports regularly on NICE to the commissioners’ Quality Board and
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the Trust was, therefore, unsure of the basis for the comment. The Trust is currently in
dialogue with commissioners so the comment may change.
IB also remarked on the comment in relation to the challenges faced by child and adolescent
mental health services in Calderdale and Kirklees. He was of the opinion that the report
must reflect the issues the Trust faces but be balanced given this was only one part of the
services the Trust provides and he felt that the report did this. He was also pleased that the
Members’ Council had been actively engaged and there had been challenge from governors,
which was very helpful. It was noted that this approach is not really replicated in other
Trusts.
CD asked if the Trust has the right systems and processes in place in relation to data
reporting. TB responded that there has been a significant improvement over the last year;
however, some challenges remain to ensure staff understand the benefits and relevance of
good record-keeping. AF added that further improvement will be supported by optimisation
of the Trust’s clinical information system, RiO, with the upgrade to version 7, engagement
with clinical staff to fully understand what is required of the system, ensuring the design of
the system is right, and that staff are appropriately skilled. The level of investment is
appropriate with engagement as the area for development.
PT commented that the limited scope Opinion includes a review of the report and its
disclosures against requirements and consistency with external evidence, and specific
testing of two mandatory and one local indicators.
PH added that Deloitte has now seen the Head of Internal Audit Opinion to support its
Opinion. He also asked if the Trust would respond to the comments made by Healthwatch
Wakefield in relation to safety incidents. TB responded that the information is not readily
available and the Trust will respond but not before the report is finalised.
Deloitte was satisfied with the content and consistency of the report. With regard to the
testing of the three indicators, one minor discrepancy was found in relation to CPA sevenday follow up and one recommendation made in relation to the accuracy of recording the
contact date. A ‘B’ rating was given due to the minor discrepancies.
For delayed transfers of care (DToC), the position was fairly stated with no errors in quarter
4. There is, however, scope for improvement and a recommendation made in relation to
date recording in patients’ notes. A ‘B’ rating was given.
In relation to the local indicator around pressure ulcers, there was a lack of precision around
the definition and a mis-match between the data and the definition. The data and definition
were clarified and re-tested with one recommendation around the timing of assessment. TB
commented that this demonstrates the challenge to marry up the choice of indicator and the
data the Trust has or collects in support.
He assured the Committee that none of the findings represented a patient safety issue and
the Trust’s response will be reported through the Clinical Governance and Clinical Safety
Committee.
IB asked if there was any comparative information with other Trusts. TB responded that the
Trust would usually seek comparisons through Deloitte. PH commented that the Trust tends
to be very good. TB added that there have been very positive comments from partners but
this could be because the Trust explains its performance better than others. IB asked
Deloitte to include a comparison with other Trusts in its report to the Members’ Council.
Action: Deloitte
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It was RESOLVED to APPROVE the quality report for 2014/15.

AC/15/45

Internal audit annual report 2014/15 (agenda item 6)

MD took the Committee through the highlights of the report. He commented on three reports
yet to be presented to the Audit Committee. These do inform the Head of Internal Audit
Opinion but are not formally reported to the Committee until July 2015.
It was RESOLVED to NOTE the internal audit annual report for 2014/15.

AC/15/46

Any other business (agenda item 7)

LC commented that this had been an impressive performance by the finance team and
development of the quality accounts, particularly against tighter requirements and
timescales.

AC/15/47

Date of next meeting (agenda item 8)

The next meeting will be held on Tuesday 7 July 2015 at 14:00 in rooms 49/50, Folly Hall,
Huddersfield.
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Minutes of Clinical Governance and Clinical Safety Committee held on 21 April
2015
Present:

Apologies:
In attendance:

CG/15/19

Julie Fox
Helen Wollaston
Adrian Berry
Tim Breedon
Alan Davis
Ian Black
Dawn Stephenson
Nette Carder
Mike Doyle
Jane Riley
Karen Taylor
Bernie Cherriman-Sykes

Non-Executive Director
Deputy Chair of the Trust (Chair)
Medical Director
Director of Nursing, Clinical Governance and Safety
Director of Human Resources and Workforce Development
Chair of the Trust
Director of Corporate Development
Interim BDU Director, CAMHS and forensic services (item 12)
Deputy Director, Nursing, Clinical Governance and Safety
Chief Pharmacist (item 14.1)
BDU Director, Calderdale, Kirklees and specialist services
Integrated Governance Manager (author)

Welcome, introduction and apologies (agenda item 1)

The Chair (HW) welcomed everyone to the meeting. The apologies, as above, were noted.

CG/15/20
item 2)

Minutes of the previous meeting held on 3 February 2015 (agenda

It was RESOLVED to APPROVE the minutes of the meeting held on 3 February 2015.

CG/15/21

Matters arising (agenda item 3)

There were six matters arising.
CG/14/90 Reduction and management of Child Exploitation (agenda item 3.1)
The update was noted. Mike Doyle (MD) commented that the Trust tries to share best
practice and encourage others to do so but activity against the Jay Report is led by
safeguarding boards. He confirmed that this applies to Barnsley as well. Julie Fox (JF)
commented that the approach to training appears a little ad-hoc so how would the Trust
ensure all staff are trained. MD responded that level I training is subject to a performance
indicator against which the Trust will be measured and other levels are built into
safeguarding arrangements. It was also suggested that links could be made with youth
offending teams, particularly in relation to child and adolescent mental health services.
CG/15/07 Care Quality Commission visits to Mid-Yorkshire Hospitals NHS Trust and Leeds
and York Partnership NHS Foundation Trust (agenda item 3.2)
The responses to the questions raised at the last meeting were noted by the Committee.
The information provided assurance that the inadequate rating given for safety at MidYorkshire Hospitals NHS Trust would not impact on Trust services or staff.
CG/15/07 Outcome of ‘mock’ Care Quality Commission visits to rehabilitation and recovery
units in Calderdale and Kirklees (agenda item 3.3)
Karen Taylor (KT) advised that, given the action in place at Enfield Down and Lyndhurst to
improve leadership and management, and aspects of the service, the review is now
scheduled for May 2015. An update will be brought to the next meeting.
Action: Karen Taylor
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CG/15/12 Quality performance report – Committee scrutiny (agenda item 3.4)
HW explained that the production of the quality performance report is timed to coincide with
Trust Board meeting dates and, therefore, would always come to the Committee after
discussion and scrutiny at Trust Board. She proposed that the Committee should be asked
to review in more detail any issues or concerns emerging from Trust Board. This was
supported by the Committee.
CG/15/12 Cluster reviews and action agreed through the Data Quality Steering Group
(agenda item 3.5)
Tim Breedon (TB) reported that the Data Quality Steering Group has overseen development
of robust data quality improvement plans in each district. This work has seen improvements
but some quite critical issues remain. The next meeting of the Steering Group will look at
the ‘top ten’ issues from a performance and information and operational perspective. The
meeting will take a workshop format to agree a solution for each issue. The Trust has also
begun to see improvement through the practice governance activity and this will provide a
focus for continued improvement. It was agreed to bring the outcome from the workshop
and improvement plan to the next meeting.
Action: Tim Breedon
Adrian Berry (ABe) added that objectives for medical staff job planning will include
involvement in the improvement of clinical data quality.
CG/15/13 Service users into employment (agenda item 3.6)
JF commented that how the Trust will improve in this area is missing from the paper whether
the target is lowered or not. There are also other areas where the Trust can work with
others to improve the level of performance and this is also not reflected in the paper. The
Committee did not feel assured on receipt of the paper as the Committee viewed it as taking
a compliance approach rather than one focussing on improvement. HW would like to see an
articulation of where accountability and responsibility lie, more visibility and operational
support, and that this is treated as a priority. It was agreed to include in the remit for the
newly-established Trust Board Forum for equality and inclusion.
Action: Dawn Stephenson

CG/15/22
Annual report to the Audit Committee 2014/15 – summary of
issues arising out of the self-assessment and agreement of action (agenda
item 4)
A number of actions were agreed and will be reviewed by the Chair of the Committee at
agenda setting for the September 2015 meeting.
Action: Chair of the Committee

CG/15/23
Quality impact assessment of cost improvement programme on
Trust services (agenda item 5)
TB introduced this item and commented that the process has shown a real improvement in
the quality of the challenge for each proposed cost saving. The trio arrangements now in
place have improved the drive from bottom/up and the comments from Deloitte regarding the
openness and transparency of the process demonstrate the benefit of having no threshold.
The quality and financial ‘ratings’ have also been aligned to give an overarching rating for
each proposed area.
There are still some areas to be reviewed where the plan is not fully formed or
substitutions/mitigation are being worked up. A process has also been applied to cost
pressures and this will be integrated in 2016/17.
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JF asked whether the process could include scrutiny of the vacancy factor. TB responded
that the purpose of the review is to ensure safety of services and management of risk. Alan
Davis (AGD) added that this is an area that needs ongoing scrutiny of the position within
BDUs.

CG/15/24
Review of the implementation of twelve-hour shift patterns
(agenda item 6)
MD highlighted the key areas from the interim review, which it was agreed was inconclusive.
Concerns expressed by staff about a negative impact on quality and safety were not borne
out by the evidence from other sources monitored through the quality performance report.
As a result, there will be a more detailed review of ‘hard’ data to assess the impact on quality
and safety, such as sickness, staffing levels, etc., and a series of focus groups to better
understand the basis of staff concerns, which will also link to the staff wellbeing survey. The
Committee also suggested that information on the numbers and analysis by BDU would also
be helpful. JF added that the paper provides a benchmark for further analysis. The
Committee asked to receive a further report in six months’ time (September 2015). AGD
also suggested including the view of the ‘trios’ on the issues raised by staff. There will also
be an internal communications plan for the Trust’s response.
Action: Mike Doyle

CG/15/25

Sub-groups – exception reporting (agenda item 7)

Item 7.1 Drugs and therapeutics
Adrian Berry (ABe) highlighted the positive nature of the development of the Pharmacy
Strategy (see item 14.1) and the relationship with BDUs, which has been turned round since
the appointment of the new Chief Pharmacist. Key issues remain with primary care
prescribing for secondary care, and e-prescribing and interoperability with other systems.
Item 7.2 Health and safety
AGD alerted the Committee to the compliance visit for the security management service at
the end of February 2015 from which the Trust received good feedback. The Trust was
assessed as green in all areas apart from publicising prosecutions, which is may be
appropriate to do in the public interest, and pursuing criminal damages. The Executive
Management Team (EMT) will discuss further. AGD will bring the report and action plan to
the next meeting.
Action: Alan Davis
The national staff survey has shown an upward trend for take-up of health and safety
training; however, this remains at the lower end of Trusts.
Item 7.3 Infection Prevention and Control, item 7.4 Safeguarding and item 7.5 Managing
aggression and violence
The reports were noted.

CG/15/26

Incident management (agenda item 8)

Incident management Q3 2014/15 (agenda item 8.1)
The report was noted. Themes will be a key area for scrutiny for Trust Board and the
Members’ Council in the annual report and what action the Trust is taking on areas it can
impact on.
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CG/15/27

Care Quality Commission (agenda item 9)

Outcome of thematic review of crisis services in Barnsley (agenda item 9.1)
The Trust has received a draft report for accuracy checking. This will be circulated to the
Committee when it is formally issued. TB reported that, on the whole, this was a positive
report with the unavailability of the Section 136 suite being the main issue raised although
the Trust did have a clear rationale for its position.
Care Quality Commission Mental Health Act visits – clinical and environmental (agenda item
9.2)
The report on clinical issues was noted. AGD updated the Committee on the position with
Castle Lodge and Lyndhurst.

CG/15/28

Annual reports (agenda item 10)

Medicines management (agenda item 10.1)
The report was noted. With the appointment of a new Chief Pharmacist, the format and
content for the annual report will change.

CG/15/29

BDU governance groups annual report 2014/15 (agenda item 11)

The report was noted and the conclusion that BDUs have continued to make significant
progress in embedding the structures and processes by which they will continue to review
and monitor governance. The report provides the basis for work to be progressed in
2015/16. The Committee was happy to receive a high level summary for next year’s report.
KT commented that the Trust is beginning to reap the benefits of the partnership between
BDUs and support services, and the introduction of ‘trios’. It was noted that the Quality
Improvement Group will meet for the first time on 8 July 2015.

CG/15/30

Child and adolescent mental health services (CAMHS) (agenda 12)

TB and Nette Carder (NC) provided an update on the paper presented to Trust Board at the
end of March 2015.
 Data quality emerged as a key issue from the summit with commissioners.
 Mandatory training is slowly improving. The Committee asked for future reports to state
the number of employees still to go through the mandatory training as it would be more
useful than percentages given the small size of the team.
 The 15-steps challenge will be used as a framework for visits to services by
commissioners.
 A compliance report for CAMHS is to be developed.
 The next summit will take place on 8 May 2015.
 No decision has yet been made on the additional investment although it is expected by
the end of April 2015.
 EMT has agreed to start the recruitment process for crisis/intensive home-based
treatment staff at its own risk.
 HW and JF will visit the service on 12 May 2015.
JF asked what the Trust is doing about the non-achievement of targets in Barnsley. NC
responded that there is much work to do and data quality issues will be addressed.
Although the current focus is on Calderdale and Kirklees, the Trust is aware of the need to
provide some focus on Barnsley.
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AGD commented that mandatory training in some areas is a higher priority, such as
safeguarding and information governance, and suggested this is where the focus should be
to achieve 100% of staff trained not the Trust target of 80%.

CG/15/31

Horizon review (agenda 13)

KT updated the Committee and a further report will be made to the June 2015 meeting.
Action: Karen Taylor/Tim Breedon

CG/15/32

Strategies (agenda 14)

Pharmacy Strategy (agenda item 14.1)
The Committee received a presentation from Jane Riley, Chief Pharmacist.
A future piece of work is to review and scope the current arrangements across the Trust to
assess the benefits and practicalities of operating through service level agreements or
providing the service in-house.
Measures of success for the revised strategy will include improved medicines management,
mitigating the increase in drugs spend and improving the motivation and morale within the
team. There will also be a link with the Trust’s transformation programme through
transparency for current provision and ensuring the service provides what BDUs want.
HW asked the Chief Pharmacist to return to the Committee with her vision for the service,
how it will be achieved and how it will be measured in a simple and concise format.
Action: Adrian Berry
Patient Safety Strategy (agenda item 14.2)
The paper was reviewed and supported by the Committee with positive comments on the
approach described. The Strategy will be presented to Trust Board for approval on 28 April
2015.

CG/15/33

Quality Accounts 2014/15 (agenda item 15)

The report was noted and the format supported. A first draft of the quality priorities for
2015/16 was tabled. The Committee was asked to provide any comments to TB by 24 April
2015.
TB agreed to check performance against the ethnicity coding target against the data
provided to the Mental Health Act Committee.
Action: Tim Breedon

CG/15/34

Unannounced/planned visits annual report (agenda item 16)

JF suggested that the view of twelve-hour shifts from a staff perspective is included in the
areas reviewed in 2015/16.
Action: Tim Breedon

CG/15/35

Date of next meeting (agenda item 17)

The next meeting will be held on Tuesday 16 June 2015 at 14:00 in the boardroom,
Kendray, Barnsley. There will be a meeting of the Committee to approve the Quality
Accounts for 2014/15 on Tuesday 12 May 2015 in room 52, Folly Hall, Huddersfield.
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The Chair ended by commenting on the extent of the papers presented to this meeting and it
was suggested that the Committee should receive a summary and highlights with a clear
indication of what the Committee is being asked to do or to comment on where reports are
lengthy.
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Minutes of Clinical Governance and Clinical Safety Committee held on 12 May
2015
Present:

Apologies:
In attendance:

CG/15/36

Ian Black
Julie Fox
Helen Wollaston
Adrian Berry
Alan Davis
Dawn Stephenson
Tim Breedon
Karen Batty
Mike Doyle
Charlotte Dyson
Jonathan Jones
Steven Michael
Bernie Cherriman-Sykes

Chair of the Trust
Non-Executive Director
Deputy Chair of the Trust (Chair)
Medical Director
Director of Human Resources and Workforce Development
Director of Corporate Development
Director of Nursing, Clinical Governance and Safety
Assistant Director, Nursing, Clinical Governance and Safety
Deputy Director, Nursing, Clinical Governance and Safety
Non-Executive Director
Non-Executive Director
Chief Executive
Integrated Governance Manager (author)

Welcome, introduction and apologies (agenda item 1)

The Chair (HW) welcomed everyone to the meeting. The apology, as above, was noted.

CG/15/37
item 2)

Consideration and approval of Quality Accounts 2014/15 (agenda

Adrian Berry (ABe) introduced this item on behalf of Tim Breedon. He commented that
members of the Committee will be aware of the process to develop the Quality Accounts.
The report very much demonstrates that this is work-in-progress and the focus is on
improvement, providing a snapshot of achievement against a set of objectives and targets.
Ian Black (IB) asked whether it would be useful to include a page setting out the Trust’s
achievements, particularly in terms of national awards or include under the appropriate
priorities. HW suggested including within the Chair and Chief Executive’s introduction.
Action: Karen Batty
Jonathan Jones (JJ) asked what will happen to the Quality Accounts following this meeting.
It was explained that they would be amended to reflect comments from the Committee and
presented to the Audit Committee for formal approval with the annual report and accounts on
22 May 2015 following which they will be sent to Monitor. The document will also be
uploaded onto NHS Choices and the Trust’s websites after laying before Parliament as part
of the annual report and accounts.
Karen Batty (KB) provided feedback from the Members’ Council Quality Group on 6 May
2015. The feedback was very positive and the report seen as an easier read with good
signposting. Child and adolescent mental health services (CAMHS) were raised as an
issue, particularly following the local press coverage. Wakefield HealthWatch also raised
CAMHS in Wakefield as an issue. It was agreed it was important to include reference to
CAMHS (under the CAMHS section) with a clear indication of what the Trust is
commissioned to provide.
Action: Karen Batty
Julie Fox joined the meeting.
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In relation to clinical record keeping/recording clinical data, the report needs to be clear
where the Trust has challenges and issues currently and where these lie within the
organisation. It was agreed to include an explanation of the challenges, risks and impact
under Priority 4.
Action: Karen Batty
KB went on to update the Committee on the position with the audit of the Quality Accounts.
Three mandatory indicators were identified for mental health, of which the Trust has to
choose two (in italics):
-

seven-day follow up;
delayed transfers of care; and
gatekept admissions.

The Trust is also required to identify one local indicator, which was identified as pressure
ulcers by the Members’ Council.
Deloitte tested quarters 1 to 3 followed by quarter 4 in April 2015. Very minor issues were
found in the seven-day follow up indicator.
In relation to delayed transfers of care (DToC), for quarters 1 and 3, in 50% of records, multidisciplinary team agreement was missing (representing fourteen out of 25 records). As a
result, all 142 DToC were audited in detail. In 56%, evidence was found. From the
remaining 44%, Deloitte assumed that the delay started six days from Performance and
Information receiving the DToC form from the service and the re-calculated figures were
reported to Monitor. There was a minimal 0.4% difference, which keept the Trust within the
Monitor target. In the quarter 4 review, no errors were found given the work undertaken
within BDUs.
For the local indicator in relation to pressure ulcers, all patients should receive a Waterlow
assessment by the second contact. There are a number of issues in defining the population
group, which will be discussed with Deloitte and Performance and Information.
The Committee went on to look at each part in detail.
Part 1
The addition of key achievements was requested earlier in the meeting and a number of
detailed amendments were suggested.
Part 2
A number of detailed amendments were suggested.
Part 3
A number of minor amendments were suggested for the dashboard and detailed narrative on
each priority.
The following general comments were made.






KB was asked to include more ethnic diversity in the photos used.
Some acronyms were missing from the glossary.
Acronyms should be included in full on first presentation.
It was agreed to include reference to the Trust having no ‘never events’ in 2014/15.
It was agreed to circulate the stakeholder responses to the Committee.
Action: Karen Batty
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It was RESOLVED to APPROVE the final draft of the Quality Accounts for 2014/15 and
to recommend their approval to the Audit Committee as part of the annual report and
accounts for 2014/15.

CG/15/38

Date of next meeting (agenda item 3)

The next meeting will be held on Tuesday 16 June 2015 at 14:00 in the boardroom,
Kendray, Barnsley.
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Minutes of the Mental Health Act Committee Meeting held on 12 May 2015
Present:

Apologies:

Julie Fox
Jonathan Jones
Helen Wollaston
Adrian Berry
Dawn Stephenson
Members
Tim Breedon
Attendees
Alwyn Davies
Anne Howgate
Antonis Lakidis
Ian Priddey

In attendance:

Shirley Atkinson
Ian Black
Andy Brammer
Julie Carr
Bernie Cherriman-Sykes
Mike Doyle
Charlotte Dyson
Yvonne French
Lorraine Jeffrey
John Newsome
Stephen Thomas

Non-Executive Director (Chair)
Non-Executive Director
Non-Executive Director
Medical Director
Director of Corporate Development
Director of Nursing, Clinical Governance and Safety
Lead Professional, Safeguarding Adults, Barnsley Hospital
NHS Foundation Trust – acute trust representative
AMHP Team Leader (Kirklees) – local authority
representative
Associate Specialist, Calderdale
Professional Lead and Development Co-ordinator (Mental
Health) (Calderdale) – local authority representative
Professional Development Support Manager (Barnsley) –
local authority representative
Chair of the Trust
Mental Health Act Professional Lead (Wakefield) – local
authority representative
Clinical Legislation Manager
Board Secretary (author)
Deputy Director, Nursing, Clinical Governance and Safety
Non-Executive Director
Assistant Director, Legal Services
Independent Associate Hospital Manager
Practice Governance Coach, Kirklees (item 2.1)
MCA/MHA Team Manager (Wakefield) – local authority
representative

MHAC/15/15 Welcome, introduction and apologies (agenda item 1)
Julie Fox (JF) welcomed everyone to the meeting. The apologies, as above, were noted. It
was noted that Geoff Naylor has resigned as an Associate Hospital Manager. JF will write to
Geoff to thank him for his contribution to and support for the Mental Health Act Committee
and Hospital Managers’ Forum.
Action: Julie Fox

MHAC/15/16 The Act in practice (agenda item 2)
Access to services – crisis teams, psychiatric liaison, four-step model for mental health
(agenda item 2.1)
The Committee received a presentation from John Newsome, Practice Governance Coach,
acute/in-patient services, Kirklees, on the four-step model for mental health and its impact on
crisis and acute services.
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MHAC/15/17 Legal update/horizon scanning (agenda item 3)
Mental Health Act Code of Practice briefing note (agenda item 3.1)
The Committee noted that an action plan has been developed for policies and procedures
that will be affected by the revised Code of Practice with a view to amendment and approval
by the end of August 2015.
Bostridge vs. Oxleas NHS Foundation Trust (2015) – Court of Appeal – Deprivation of
Liberty (Mental Capacity Act) (agenda item 3.2)
The Committee noted the summary report.
“More warnings on Deprivation of Liberty” (agenda item 3.3)
Local authority representatives reported ongoing issues with a backlog of cases for
Deprivation of Liberty Safeguards (DoLS), exacerbated by scheduled reviews of DoLS. Julie
Carr (JC) commented that the issue for the Trust is to ensure patients on wards who lack
capacity and are deprived of their liberty are detained legally, which will be addressed
through ongoing training for Trust staff. Local authority representatives were asked to liaise
with Yvonne French (YF) regarding their particular areas of concern.
Action: Local authority representatives
Informed Consent to Treatment – the new duty to warn (agenda item 3.4)
The Committee noted the report. Adrian Berry (ABe) commented that this did not change
how the Trust obtains informed consent from patients but awareness will be raised within the
Trust. ABe and Tim Breedon (TB) were asked to provide feedback at the next meeting.
Action: Adrian Berry/Tim Breedon
General Election guidance notes (agenda item 3.5)
The action taken by the Trust was noted by the Committee. Ian Black (IB) asked for an
indication of the turnout.
Action: Yvonne French/Julie Carr
JF commented that she was keen to see the Trust encourage eligible patients to vote and
that this is replicated for local elections as well as national. She asked for feedback at this
time next year in relation to local elections.
Action: Yvonne French

MHAC/15/18 Minutes from the previous meeting held on 24 February 2015
(agenda item 4)
It was RESOLVED to APPROVE the minutes from the meeting held on 24 February
2015.

MHAC/15/19 Matters arising from previous meeting (agenda item 5)
There were two matters arising.
MHAC/14/43 Bretton Centre
ABe reported on the positive work undertaken, particularly in terms of engaging staff and
facilitating culture change. This has been evidenced by an improvement in the outcome of
the staff wellbeing survey.
MHAC/15/08 Harmonisation of policies
It was noted that this will be included in the review of policies and procedures in response to
the revised Mental Health Act Code of Practice.
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MHAC/15/20 Compliance and assurance (agenda item 6)
Mental Health Act Committee annual report to Trust Board – feedback from Audit Committee
and Trust Board (agenda item 6.1) and Self-assessment (agenda item 6.2)
JF confirmed that the Committee’s annual report was presented to the Audit Committee on 7
April 2015 and the Committee was assessed as compliant. The report included the
Committee’s self-assessment and three areas in particular were highlighted:
-

-

training for new members;
an overview of the Mental Health Act and its Sections would be helpful (it was agreed
to circulate with the papers for the next meeting); and
Action: Yvonne French
strengthen links with the Audit Committee (the two Chairs have agreed to foster
closer links).

Training summary – Non-Executive Directors/Hospital Managers (agenda item 6.3)
YF took the Committee through the training summary.

MHAC/15/21 Compliance and assurance – Transformation update (agenda item
7)
This item was not taken.

MHAC/15/22 Compliance and assurance – Audit and compliance reports
(agenda item 8)
Consent to Treatment (agenda item 8.1)
JC outlined five recommendations as a result of the audit:
-

to continue to work with RiO for paperlight Mental Health Act files;
to remind Responsible Clinicians of the need to record the discussion and
assessment of capacity in patients’ clinical records;
to review the Mental Health Act internet page and information regarding Consent to
Treatment in the light of the new Code of Practice;
to retain Consent to Treatment on the Committee’s annual audit work plan; and
to establish a revised Mental Health Act training programme in response to the
revised Code of Practice.

ABe commented that he was disappointed with the result of the audit, particularly in relation
to the T2 part of the audit as discussion took place in relation to requirements, which were
communicated very clearly to consultants. He will ensure that an individual approach is now
initiated to ensure compliance.
Action: Adrian Berry
IB commented that he would expect to see an opinion as a result of an audit (in the same
way that internal and external audit provide the Trust with an opinion). He also asked when
the re-audit would take place and he would expect this to include an opinion. The
Committee also asked to see the outcome extrapolated to give an assessment for the Trust
as a whole.
Action: Julie Carr
The Committee also asked ABe to agree a timescale for the re-audit with TB; however, there
was general agreement that this should be in six months.
Action: Adrian Berry/Tim Breedon
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JF commented that the concern for Non-Executive Directors is that each Mental Health Act
audit shows poor performance on recording and meeting the rights of service users. Helen
Wollaston (HW) suggested asking the Data Quality Steering Group to review Mental Health
Act record keeping as part of its remit. ABe and TB were asked to bring back an update on
action taken in the interim to the next meeting and the Committee would like to have sight of
the terms of reference for the re-audit in six months.
Action: Adrian Berry/Tim Breedon

MHAC/15/23 Compliance and assurance – Care Quality Commission Visits
(agenda item 9)
Recent visits (agenda item 9.1)
The five monitoring visits to Gaskell ward, Fieldhead (6 November 2014), Priestley ward,
Newton Lodge, Fieldhead (6 November 2014), Ward 18, Priestley Unit, Dewsbury (27
November 2104), Lyndhurst, Elland, Calderdale (7 January 2015) and Trinity 1, Fieldhead
(10 March 2015) were noted.
Outstanding actions/progress report (agenda item 9.2)
Environmental issues
IB expressed a concern at the length of time it takes to action improvements under the minor
capital programme. JF reminded the Committee that it had agreed at the last meeting that
actions should be completed within three months or have a strong rationale for any delay.
The Committee agreed it would also like to see the Estates TAG prioritise any issues arising
from CQC visits and to see a Trust-wide policy developed to provide a consistent approach
to the risk assessment of windows/doors and observation panels. On behalf of the
Committee, JF invited Alan Davis (AGD) as lead Director to come to the next meeting for this
item to explain the Trust’s position, action taken and when issues will be resolved. The
Committee also asked for a detailed update on the outstanding issues in relation to Ashdale,
Castle Lodge and Lyndhurst from AGD.
Action: to be raised with Alan Davis
Clinical issues
JF asked for further information on areas where audits have been undertaken in terms of the
outcome and the action taken as a result. She also asked for the date the CQC report is
received to be included as this has an impact on some of the timescales identified by
services to resolve issues.
Action: Yvonne French

MHAC/15/24 Monitoring Information (agenda item 10)
Monitoring information Trust-wide January to March 2015 (agenda item 10.1)
The Committee asked for an analysis of ‘death of patients subject to the Mental Health Act’.
Action: Yvonne French
Local authority information (agenda item 10.2)
In Barnsley, the issue remains with recording for Section 136. In Wakefield, figures for
referral to the Section 136 suite are higher in comparison with other areas. The data is
useful as it provides information to support any bid for additional funding for Section 136
provision. The Committee agreed it would be useful to receive information on the use of
Section 136 suites by district.
Action: Tim Breedon
The issues around filling of Approved Mental Health Professionals posts in Calderdale were
noted.
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Hospital Managers’ Forum March 2015 (agenda item 10.3)
The Forum notes from March 2015 were received and noted.
Managers’ payment of 1% from 1 April 2015 was noted.

The uplift for Hospital

Compliments/complaints/concerns in relation to the Mental Health Act January to March
2015 (agenda item 10.4)
The report was noted. It was suggested that the Committee should invite someone from
customer services to offer a general overview of the process and how the Trust learns from
complaints, etc.
Action: Dawn Stephenson

MHAC/15/25 Partner agency update (agenda item 11)
Local authority (agenda item 11.1)
No further items were raised.
Acute health care (agenda item 11.2)
No items were raised.

MHAC/15/26 Key messages for Trust Board (agenda item 12)
The key issues to report to Trust Board were agreed as:
-

Consent to Treatment audit; and
new Mental Health Act Code of Practice.

MHAC/15/27 Any other business
On behalf of the Committee, JF thanked HW for her contribution to and support for the
Committee, particularly during her time as Chair.

MHAC/15/28 Date of next meeting (agenda item 13)
The next meeting will be held on Tuesday 4 August 2015 from 14:00 to 16:30 in training
room 3, Learning and Development Centre, Fieldhead, Wakefield.
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Minutes of the Remuneration and Terms of Service Committee held on 21 April
2015
Present:

Apologies:
In attendance:

Ian Black
Jonathan Jones
Helen Wollaston
Steven Michael
None
Alan Davis
Bernie Cherriman-Sykes

Chair of the Trust (Chair)
Non-Executive Director
Deputy Chair of the Trust
Chief Executive
Director of Human Resources and Workforce Development
Integrated Governance Manager

RTSC/15/18 Welcome, introduction and apologies (agenda item 1)
The Chair (IB) welcomed everyone to the meeting. There were no apologies.

RTSC/15/19 Minutes of the meeting held on 10 February 2015 (agenda item 2)
It was RESOLVED to APPROVE the minutes from the previous meeting held on 10
February 2015.

RTSC/15/20 Matters arising from the meeting on 10 February 2015
RTSC/15/10 Directors’ contracts of employment
IB commented that he would like to discuss further with Non-Executive Director colleagues
the move to extend the notice period for the Chief Executive at the next meeting. This was
extended for all Executive Directors from three to six months at the last meeting. He asked
Alan Davis (AGD) to obtain benchmarking information from other Trusts for Non-Executive
Directors to consider.
Action: Alan Davis

RTSC/15/21 Human resources exception report (agenda item 3)
Sickness absence
AGD informed the Committee that the year-to-date sickness absence rate is 4.8%. There
are two areas of concern.
1. Medium secure services are beginning to show an improvement but the sickness
absence rate in low secure services is increasing. This reflects a number of underlying
cultural issues, which will be addressed as part of the action plan resulting from the staff
wellbeing survey and action already in train through a partnership between HR and the
Deputy Director. The action plan from the staff wellbeing survey will be developed
during May 2015 in conjunction with the Deputy Director. Key to successful delivery will
be to challenge the mind-set that forensic services is ‘different’.
2. The sickness absence rate in child and adolescent mental health services in Calderdale
and Kirklees reflects wider issues within the service. A slight improvement can been
seen, which has been reported to Trust Board. It was noted that the second CAMHS
summit will be held on 8 May 2015.
The final figure for 2014/15 will be available at the end of April 2015. AGD will bring a
proposal for a realistic but stretching target for 2015/16 with benchmarking information to the
next meeting.
Action: Alan Davis
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21 April 2015
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The Chief Executive (SM) commented that having the 4% target has supported a reduction
in the absence rate; however, the operational and management action taken in risk areas
needs to be understood. Risk areas must continue to be targeted, supported by a strong
improvement plan and disciplined performance management system at operational level and
it may be that the Trust needs to introduce operational targets. AGD added that the
Committee should not lose sight of the performance and improvement in some areas.
Suspensions
The Committee was concerned that timescales are beginning to drift. AGD explained that
this was mainly due to delays in instigating, and the capacity of operational managers to
undertake, investigations. There have been a number of appointments to the bank with staff
who can cover investigations. He added that four weeks is the norm and eight weeks the
exception unless there is a police investigation.
National NHS staff survey
AGD tabled a paper with a high level summary of the findings. The Committee noted the
small number of staff who completed the survey (390 from 800). The staff wellbeing survey
has over 2,000 respondents; however, the national survey is used to inform various national
indicators. Three areas were highlighted.
1. There has been a focus on the re-design of processes for mandatory training to improve
access for staff.
2. Action is in place, through the Director of Nursing and Practice Governance Coaches, to
review the outcome on staff errors and near misses.
3. Staff communications and engagement. SM commented that he was disappointed at the
this outcome, which reflects his concern in this area, particularly over the last eighteen
months, and reflects discussion at Board level on the introduction of a director-level
focus to develop a commercial and marketing/branding approach.
SM went on to update the Committee on the recruitment of a Commercial Director (see
agenda item 5.)

RTSC/15/22 Leadership
(agenda item 4)

and

management

development

strategy update

There will be an update for Trust Board at its meeting in April 2015 and this will also form
part of the Trust Board discussion at the strategy meeting in May 2015. AGD updated the
Committee on current leadership and management development activity and progress on
strategic developments, including talent management. AGD was asked to update the
Committee on ‘high performers’, including the numbers and diversity of the pool. Helen
Wollaston (HW) asked that this paper also covers consultants in terms of appointments and
succession planning, a gap analysis across the organisation and action the Trust could take.
Action: Alan Davis

RTSC/15/23 Director structures (agenda item 5)
Commercial Director
IB and SM met with Chris Davies of Harvey Nash regarding the Commercial Director
appointment and they will support the Trust in a recruitment process. SM will circulate the
specification provided to Harvey Nash.
Action: Steven Michael
Kate Henry, Head of Communications at NHS Improving Quality, will join the Trust on
secondment at the end of May 2015 to the end of December 2015 reporting directly to SM.
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This will mean that some functions currently within the Director of Corporate Development
portfolio will move across to the Commercial Director. The secondment will also enable SM
to look at the overarching arrangements for business planning and development.
It was suggested that Kate Henry and James Drury are invited to September’s Trust Board
to present on the Trust’s commercial and marketing approach.
Action: Bernie Cherriman-Sykes to note for agenda setting
Operations
SM updated the Committee on developments in this area.

RTSC/15/24 Directors’ contracts of employment (agenda item 6)
Directors’ contracts in relation to redundancy currently reflect Agenda for Change
arrangements. The paper sets out the changes in light of national changes. It was
RESOLVED to APPROVE option 2 (mirror new Agenda for Change redundancy
arrangements with a locally determined salary cap based on the same principles of 80% of
the highest salary (that it, the Chief Executive), which would be between £120,000 and
£136,000 if the minimum or current salary was used) in order for Directors’ contracts to
be finalised.
However, although the Committee is approving this option, IB commented that it will need to
consider the Chief Executive’s position separately as the Chief Executive’s pay is the
benchmark for other Directors. He would like to know what other Trusts are introducing or
considering. AGD was asked to bring information to the next meeting in relation to the Chief
Executive role only.
Action: Alan Davis

RTSC/15/25 Well-led review (agenda item 7)
SM informed the Committee that an EMT time out was planned for 7 May 2015, which will
review the feedback from the Board’s assessment of its position. The Board structure will be
an important part of the review and to that end he commented that, by discharging his
accountability in some areas through this Committee, he has found the Committee
enormously helpful in supporting the difficult discussions and decisions Trust Board has to
make and provides challenge for the Chief Executive in his thinking, particularly around
structures.

RTSC/15/26 Clinical Excellence Awards
AGD informed the Committee that he and the Medical Director met with the British Medical
Association (BMA). The BMA was informed that the Trust would not progress the national
scheme and it wished to reward clinical excellence linked to the strategic goals of the Trust
and contribution to its leadership and management. With the Medical Director, he will
develop a paper to share with the BMA and will bring back a detailed proposal to the
Committee at the next meeting.
Action: Alan Davis

RTSC/15/27 Directors’ performance related pay scheme (agenda item 9)
SM commented that his quarter 3 reviews with Directors were complete and he has asked
Directors to prepare for quarter 4 reviews during May, which will include a review of the 360°
appraisals earlier in the year. The gateway and corporate requirements have been broadly
met. He will review individual Director objectives during the quarter 4 reviews.
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The Committee agreed to arrange an additional meeting towards the end of May 2015 to
receive the outcome of the Chief Executive’s reviews with Directors and his proposals in
relation to performance related pay.
Action: Steven Michael/Bernie Cherriman-Sykes (for meeting date)
IB commented that Non-Executive Director appraisals would be undertaken to the same
timescales and the Committee structure will be a key focus for the end-of-year reviews.

RTSC/15/28 Any other business (agenda item 10)
No other business was raised.

RTSC/15/29 Date of next meeting
The next meeting will be held on Tuesday 14 July 2015 at 14:00 in the Chair’s office, Block
7, Fieldhead, Wakefield.
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Title:

Annual report, accounts and Quality Report 2014/15

Paper prepared by:

Directors of Finance, Corporate Development and Nursing, Clinical
Governance and Safety

Purpose:

To enable Trust Board to receive and adopt the annual report, accounts and
Quality Report for 2014/15.

Mission/values:

The annual report, accounts and Quality Report form part of the Trust’s
governance arrangements, which support the Trust’s vision and goals. The
annual report provides a summary of the Trust’s performance, the accounts
demonstrate financial probity and the Quality Report outlines the Trust’s
approach to quality and achievement of its quality priorities.

Any background papers/
previously considered by:

The full annual report, accounts and Quality Report for 2014/15 are available
on request for members of Trust Board. This suite of documents will be
available to the public once they have been laid before Parliament at the end
of June 2015.

Executive summary:

Background
The Audit Committee has delegated authority from Trust Board to review,
scrutinise and approve the annual report, accounts and Quality Report. The
Committee reviewed and approved the documents for 2014/15 at its meeting
on 22 May 2015. The report and accounts with supporting documents were
submitted to Monitor in line with the national timetable and have been
submitted to the Department of Health for laying before Parliament.
Annual report 2014/15
The annual report was developed in line with Monitor’s requirements and this
was confirmed by the Trust’s external auditors. The Committee approved the
report.
Annual accounts 2014/15
The Audit Committee considered the report from the Director of Finance on
the final accounts (attached for Trust Board), the Head of Internal Audit
Opinion (see below) and the findings of the external auditors, Deloitte (ISA
260 attached for Trust Board). The Trust met all its financial targets and
achieved a Monitor continuity of services risk rating of 4. The Trust received
an unqualified audit opinion on the 2014/15 accounts and a positive opinion
on the requirement to demonstrate Value for Money.
The Head of Internal Audit Opinion for 2014/15 provided significant
assurance with minor improvement opportunities on the overall adequacy and
effectiveness of the organisation’s framework of governance, risk
management and control.
The Committee approved the accounts for 2014/15.
Quality Report
As requested by Trust Board, the Quality Report was scrutinised in detail by
the Clinical Governance and Clinical Safety Committee prior to its
presentation to the Audit Committee and a recommendation made for it to be
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formally approved. The Quality Report will be published on the NHS Choices
website at the end of June 2015.
The external assurance review conducted by Deloitte was received by the
Audit Committee on 22 May 2015 (included in these papers for Trust Board).
Deloitte was satisfied with the content and consistency of the report.
Deloitte also undertook a data quality review of two nationally mandated
indicators (delayed transfers of care and CPA seven-day follow up). One
minor discrepancy was found in relation to CPA seven-day follow up and one
recommendation made in relation to the accuracy of recording the contact
date. A ‘B’ rating was given due to the minor discrepancies. For delayed
transfers of care (DToC), the position was fairly stated with no errors in
quarter 4. It was considered, however, that there is scope for improvement
and a recommendation made in relation to date recording in patients’ notes.
A ‘B’ rating was given. A limited assurance opinion was issued by Deloitte.
Deloitte also undertook a review of the local indicator chosen by the
Members’ Council for pressure ulcers and Waterlow assessments. Deloitte
found a lack of precision around the definition and a mis-match between the
data and the definition. The data and definition were clarified and re-tested
with one recommendation around the timing of assessment.
The Committee approved the Quality Report for 2014/15.
Members’ Council
The annual report, accounts and Quality Report and associated auditors’
reports will be presented to the Members Council at the end of July 2015.
As required, the Trust’s annual report, accounts and Quality Report were sent
to the Department of Health for laying before Parliament and this was done
on 10 June 2015. The documents have subsequently been submitted to
Monitor and included on the Trust’s website.
Recommendation:

Trust Board is ASKED to RECEIVE and ADOPT the annual report,
accounts and Quality Report for 2014/15.

Private session:

Not applicable.
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Trust Board 30 June 2014
Director of Finance report to Audit Committee (22 May 2015)
Annual Accounts Financial Year 2014/15
1.0

Introduction
The Audit Committee has been requested by the Trust Board to scrutinise the Trust’s Annual
Accounts for the financial year ended 31 March 2015, and to subsequently decide whether to
recommend the Trust Board adopt these accounts. The Trust is required to submit its financial
position for the period 1 April 2014 to 31 March 2015 to Monitor in the required format.
The following report provides an analysis of the balances within the accounts and links them
back to the overall Trust position reported in year to the Trust Board.
The audited accounts, including details of senior managers’ remuneration, are presented to this
Committee. These accounts are made available to the public as part of the Trust’s Annual
Report and includes details of the Trust’s quality report.
The content of the Annual Report has been reviewed by the Trust’s external auditor to ensure it
meets disclosure requirements. Trust Board agreed the processes and content of the Annual
Report and the Quality Report/Accounts. In addition, the Members’ Council has a Quality
Group, which is a sub-group of the main Members’ Council, and this Group has been actively
involved in the compilation of the Quality Report for 2014/15.

2.0

Trust Financial Performance 2014/15 overall
The Trust’s planned annual surplus for 2014/15 was £2.58 million; actual surplus was £3.11
million and, overall, was £0.53 million better than planned. Capital expenditure for the year was
£6.13 million against an original plan of £11.78 million largely due to delays experienced in
existing projects and review of the overall Trust’s Estates Strategy.
As at the end of March 2015, Monitor’s financial risk rating (Continuity of Service Risk Rating
(COSRR)) rated 4 as planned (with 4 being the highest possible rating).
The Trust’s cash position remained strong throughout the year with sufficient resources to meet
its outgoings. Surplus balances were reviewed in line with the Treasury Management Policy
and, as such, have not been externally invested during 2014/15. This presents the maximum
financial benefit to the Trust.
Although not a requirement for Monitor, Trust Board supports the NHS Better Payment Practice
Code, which sets a target of paying 95% of valid invoices within 30 days of receipt. The Trust
paid 92% of invoices within 30 days. In addition, the Government has requested all public
sector bodies to pay local small and medium sized suppliers within ten workings days. In
response to this, the Trust paid 69% of local suppliers within ten days during 2014/15 to help
sustain local communities. Work remains ongoing to maintain and improve these payment
rates.
The Trust delivered the 2014/15 cost improvement programme in full, identifying £12.9 million.
This included £10.1 million in line with the original plan (78%) with £2.8 million found through
mitigations and substitutions. Of the £2.8million, £1.1 million (8%) was identified recurrently and
£1.7 million (14%) non-recurrently.

3.0

Background
Foundation Trusts are required to produce annual reports, quality accounts and audited accounts
in line with clearly defined timescales set by Monitor as the regulatory body. The format of the
accounts is specified by the Secretary of State and broadly adheres to International Financial
Reporting Standards commonly referred to as IFRS.
The accounts are included in full in the Annual Report as required by Monitor; these are subject to
review by Deloitte as the Trust’s External Auditors; who have to give a formal opinion on the
accounts.
Deloitte will present their ISA 260 Report – Communication of Audit Matters to Those Charged
with Governance to the Audit Committee. The report records any adjustments and audit
amendments agreed in finalising the accounts and highlights any issues that have arisen during
the audit.

3.1

Annual Accounts
This is the format of accounts made available to the public and presented at the annual members’
meeting and to the Members’ Council. They are commercial in style and include notes on
accounting policies. The accounts presented here are the final version and include agreed audit
adjustments.

3.2

Summarisation Schedules (FTCs)
These form the internal Foundation Trust accounts and are consolidated to produce overall
accounts for the NHS. They show the in-year and prior year balances and provide additional
information for reconciling intra-NHS debtors, creditors, income and expenditure. The figures in
these spreadsheets are linked and cross checked to the accounts presented in narrative form.

3.3

Submission Deadlines and Adjustments
For 2014/15, the draft accounts were required to be submitted to Monitor and made available to
Audit by noon on 23 April 2015. The accounts were submitted on time. The audited accounts
should be received by Monitor no later than 29 May 2015 (uploaded and posted).
The audit commenced on 27 April 2015.

3.4

The Annual Governance Report
The Chief Executive, as Accounting Officer, has a responsibility to consider the adequacy and
effectiveness of the Trust’s system of internal control. The outcome of this review is reported in a
statement in the Annual Report as required.
The Trust is required to disclose any significant matters in the Annual Governance Statement.
For this accounting period the key strategic risks outlined in the organisational risk register include
meeting the future data quality requirements and optimising the capture of clinical information on
clinical systems; ensuring that the implementation of the mental health currency delivers
improvement in service quality and outcomes; adverse impact of integrated services following the
continued reduction in local authority funding and changes to the benefits system; ensuring
momentum and implementation of transformational change within services whilst meeting
challenging efficiency requirements; meeting the significant challenge of redesign and quality
improvement in child and adolescent mental health services, particularly in Calderdale and
Kirklees; achieving service and financial sustainability in the face of changes to national specialist
services funding and ongoing national pressures on acute beds.

3.5

Accounting Policies
For 2014/15 the Trust updated its accounting policies in line with changes in accounting
standards and associated guidance. Changes to these policies were discussed and approved by
Audit Committee in January 2015 before adoption. There was no requirement for any prior period
adjustments.

3.6

Major Judgement Areas
Trust Board has approved a challenging cost saving programme for 2015/16 and beyond. As a
result, a number of posts are at risk and will result in a number of redundancies. This affects
approximately 63 whole time equivalent (wte) posts during 2015/16 and 51 wte further
redundancies during 2016/17. The Trust has estimated the associated redundancy costs and
made provision for them in the 2014/15 accounts.

4.0

Analysis of the Annual Accounts

4.1

Statement of Comprehensive Income (Income & Expenditure Account)

4.1.1 Income
Total income for the year was £237.7million (£234.4 million for 2013/14). This is split into
income from healthcare activities and other operating income.
For 2014/15 the income from healthcare activities remained relatively static, increasing by £1.1
million. Income reduced from the previous year primarily due to tariff deflation applied through
contract negotiations (as experienced nationally). Income increases from new income received
in-year included non-recurrent System Resilience funding from Local Commissioning Groups.
Other operating income was £16.5 million in 2014/15 (£15.4 million 2013/14). This increased
income arises from increased participation in the Trust lease car scheme and therefore higher
contributions. This also includes additional funding for hosted budgets such as Altogether Better
and specific projects.

4.1.2 Expenditure
Total operating expenditure increased by £1.5 million (0.6%) to £231.9 million (£230.4 million in
2013/14). Expenditure is detailed in note 6 of the accounts. The main changes are:
 staffing costs and number of staff employed are in note 7 of the accounts;
 staff costs have increased reduced by £2.6 million (1.5%). This increase is primarily due to
national cost pressures including staff pay awards and incremental payments;
 overall the average wte employed by the Trust has increased during 2014/15;
 non-pay costs have remained broadly static, increasing by £0.3 million (0.5%) from 2013/14.
The presentation under note 6.1 (Operating Expenditure), in conjunction with the Trust
Analytical review of spend, highlights key increases in expenditure against the premises
heading, which includes increased rental and rates costs alongside significant additional
investment in information management and technology. There has also been additional
expenditure on consultancy costs with the two largest areas being work on the Trust
Transformation Programme and project specific work within Altogether Better. These have
been offset by reductions in non-pay expenditure in most areas/categories.

4.1.3 Operating Surplus
The Trust’s 2014/15 operating surplus before dividends and interest is £5.8 million; the surplus
in 2013/14 was £5.2 million and is, therefore, an increase of £0.6 million.

4.1.4 Interest
Interest received on bank deposits during the year was £95,000 (£88,000 2013/14). No interest
payments were made during the year.
This is in line with the Trust Treasury Management Policy and the amendments to the Public
Dividend Capital (PDC) calculation. Whilst higher rates of interest (although not as high as
previously experienced) could have been achieved with external investment maintaining funds
with the Government Banking Service has realised the greatest overall financial benefit to the
Trust.

4.1.5 Public Dividend Capital (PDC)
Public dividend capital dividend payable during the year amounted to £2.8 million (£1.5 million
2013/14). The main reason for this increase is the PDC due for the Barnsley estate transferred
to the Trust on 1 April 2013. No PDC was payable against this in 2013/14 in line with national
policy.

4.1.6 Retained Surplus
The Trust’s retained surplus after interest, taxation, depreciation and amortisation for 2014/15
was £3.1 million (£3.8 million 2013/14). No financial support was provided to the Trust during
the year and the Trust received no loans.

4.2

Statement of Financial Position (Balance Sheet)

4.2.1 Non-Current Assets (Fixed Assets)
Non-Current Assets have increased by £2.9 million from 2013/14 (2.7%). This totals £106.6
million. This is representative of the Trust Capital programme in year less depreciation of
existing estate.

Intangible Assets
Intangible assets have reduced by £221,000 in year and the assets have been depreciated.

Property, Plant and Equipment – PPE
Note 14 of the accounts provides details of the changes in PPE. In summary the changes
reflect an increase for the capital expenditure less any depreciation during the reporting period,
and include the impact of any asset revaluation. A total of £6.1 million was included as additions
to capital assets during 2014/15. The main schemes included:
 completion of the Fieldhead infrastructure scheme;
 commencement of the Calderdale and Barnsley hubs;
 preparatory work for the Wakefield hub and Fieldhead site development.
Total depreciation for the year was £5.2 million.

Investment Property
The value of Trust Investment Property in year is £0.34 million, a reduction of £0.07 million
following the in-year disposal of a Trust Asset.

4.2.2 Stock
Over the twelve-month period there has been a £78,000 reduction in stock. This follows a
review of stock within the Barnsley Community Equipment Store. There has been no change in
counting or accounting policy around stock.

4.2.3 Trade and Other Receivables (Debtors)
Receivables have increased by £1.2million. Further detail is provided in note 20 of the
accounts. The main factor in this increase was a number of debts with other NHS providers, the
largest of which have been resolved and paid post year-end.

4.2.4 Cash
Cash at bank and in hand was £32.6 million as at 31 March 2015 (£33.1 million at 31 March
2014).

4.2.5 Trade and Other Payables (Creditors)
Trade and other payables have reduced by £2.6 million overall on last year. Further detail is
provided in note 22 of the accounts. The main reason is due to a reduction in NHS payables
with the value in the accounts for 2013/14 being higher than normal. This was primarily around
charges for Trust Estate from NHS Property Services.

4.2.6 Provisions (Current and Non-Current)
There has been an overall increase of £0.9milliuon in provisions over the period. This mostly
relates to the provision for future redundancy costs. The total provision at 31 March 2015 is
£8.1 million (£7.2 million 31 March 2014). The remaining provisions relate to pensions and
other legal claims liabilities as detailed in note 24 of the accounts.

4.2.7 Other liabilities (Current and Non-Current)
These relate to deferred income which has reduced to £0.75million in 2014/15 (£0.84 million in
2013/14). The majority of this relates to the hosted budgets for Altogether Better.
There are no prior period adjustments.

4.2.8 Statement of Changes in Taxpayers Equity (Capital and Reserves)
Details of all reserve movements for the accounting period are on page 4 of the accounts. The
significant movements in-year relate to the retained surplus for the accounting period and the
impact of the revaluation exercise.

4.3

Statement of Cash Flow
The Trust has £32.6 million of cash as at 31 March 2015 (£33.1 million at 31 March 2014); this
is a reduction of £0.5 million (1.5%). The main reason for this reduction is due to the increase in
PDC payments made in year.
The interest received in the period was £95,000.
Cash outflows included capital expenditure £8.2 million and £2.8 million for dividend payments.
It also included the movement in debtors and the increase in accruals values.

4.4

Remuneration Report
The Trust is required by its Regulators to make available to the public details of senior
managers’ remuneration. Full remuneration and pension reports have been included in the
Annual Report and in the accounts at note 37.
Directors’ Performance Related Pay is yet to be finalised for 2014/15. The disclosure reflects
the payment received during 2014/15 which is the values awarded for 2013/14.
Overall the Remuneration ratio has reduced from 7.0 to 6.4.
Alex Farrell
Deputy Chief Executive/Director of Finance
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Staff Engagement; and
Leadership and Management Development.

There is strong evidence across all sectors that an engaged workforce
improves organisational performance and productivity.
The Staff
Engagement Strategy develops a model for a systematic approach to
supporting the whole workforce to deliver the mission and values of the Trust.
The strategy recognises that, whilst everyone has responsibility for staff
engagement, there four essential elements for it to be effective:




visibility of senior leaders;
engaging leaders and managers;
everyone in the Trust feeling they have a voice and will be listened to;
and
living and modelling the Trust’s values.



The second strategy is designed to ensure the Trust has the leaders and
managers to deliver safe, effective, responsive and caring services within a
challenging and complex environment. The Leadership and Management
Development Strategy provides a framework to support investment in the
current and future leaders and managers who are essential to deliver the
Trust’s service and financial plans. The Strategy aims to develop a set of
leadership behaviours and competencies as part of a values-based
leadership and management approach. The overall aim of the Leadership
and Management Strategy is to ensure the Trust can attract, retain, and
develop leaders and managers through:







developing competencies based on a system leadership model,
which aligns to Micro, Meso, Macro and Meta organisational levels;
developing leadership behaviours through a process of
engagement;
360 degree appraisal;
coaching and mentoring;
optimising the talent in the workforce;
supporting and developing the leaders and managers for the future.

Finally, the Leadership and Management Development Strategy sets out a
three-year plan for investment and development.

Recommendation:

Trust Board is asked to APPROVE the Strategic Human Resources
Framework, Staff Engagement Strategy and Leadership and
Management Strategy

Private session:

Not applicable
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and future leaders to be highly ccompetentt and be ab
ble to bala nce the
ccomplexitie
es of the Clinical Qua
ality/Effective Resourrce
M
Manageme
ent/Operatiional Perfo
ormance ag
gendas. Finally,
F
for lleaders an
nd
m
managers to
t be mostt effective a
and for serrvices to re
emain resillient during
g
transformattion investment in sta
aff well-beiing and en
ngagementt is importa
ant.
T
This leads to 3 strategic workfo rce initiativ
ves:


1

Workfforce Development : Designing
g, develop
ping and reecruiting a
workfo
orce based
d on servicce needs and availab
ble resource
ces.
th
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Staff Wellbeing
W
g and Enga
agement: Building organisationnal, team and
a
individ
dual resilience throug
gh a proacttive approa
ach to enggaging stafff and
improvving their health
h
and well-being
g.
Leade
ership and
d Managem
ment Deve
elopment:: Developinng and
suppo
orting curre
ent and futu
ure leaders
s and managers to eensure serv
vices
are we
ell led.

annot stand
d alone and the Strattegic Humaan Resourrces
These 3 agendas ca
Frameworrk is design
ned to integ
grate them
m so the wh
hole is greaater than the sum
of the partts. The integration w
will then sup
pport:




esilience
Improved organisational re
Leade
ers and ma
anagers be
eing more effective
e
Effective manag
gement of o
organisatio
onal transfo
ormation

Workforce Developme
ent

Organisatio
O
onal
Resilience
e

Orga
anisational
Transformation

Mission and
a
Values
s
Wellbeing and
Engagement

Organisa
ational
Effective
eness

Leadershhip and
Manageement
Developpment

The org
ganisational outcome
es from the
e above strategic woorkforce inittiative
are to:



2

Ensure we have
h
the R
Right People at the Right Time iin the Righ
ht Place
Im
mprove Service Qual ity
Im
mprove Org
ganisationa
al Performance
th
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e Strategicc Human Resource
R
in
nitiatives arre combine
ed in a
In Appe
matrix with Organ
nisational O
Outcomes to give a set
s of high level strattegic
objectivves for 201
15/2017. T
The matrix
x is designe
ed to provi de a summ
mary
Human
n Resource
e Strategy on a page
e with clearr objectivess for the ne
ext 3
years.
The Trrust’s Missiion and Va
alues have been emb
bedded in a set of core HR
processses. This has led to a delibera
ate Value Based
B
Hum
man Resou
urce
Manag
gement app
proach to u
underpin th
he way we develop, m
manage, le
ead
and tre
eat the worrkforce.
3..

Suppo
orting Worrkforce Strrategies
k elements of the sstrategic workforce
w
in
nitiatives aare Staff
The 2 key
Engage
ement and
d Leadersh
hip and Ma
anagementt Developm
ment. Thes
se are
crucial supporting
g strategie
es for servic
ce transforrmation to succeed.
3.1

Staff Engagement
There is clear eviden
nce that an
n engaged workforcee improves
organisatio
onal perforrmance an
nd productivity in all eemploymen
nt
sectors. The
T Franciss report als
so identifie
ed that a diisengaged
workforce was an im
mportant pa
art of why things
t
wennt wrong att Mid
Staffordsh
hire Hospita
als. This coupled
c
witth the impoortance of
effective change
c
ma
anagementt, means th
hat Staff Enngagemen
nt
needs to be
b central tto the way we lead and manag e services
s and
the transfo
ormation p rogramme
e. The Stafff Engagem
ment Strate
egy, in
Appendix 2, is desig
gned to alig
gn the diffe
erent ways we talk an
nd
listen to sttaff so the Trust can effectively harness thhe abilities
s of the
whole worrkforce. Le
earning from high perrforming orrganisation
ns in
this area shows
s
thatt a clear an
nd simple model
m
for S
Staff Engag
gement
is a key to
o improving
g the Trust’s engagem
ment proceess. The
Strategy defines
d
wha
at the purp
pose and aim
a is of staaff engage
ement
and sets out
o an imprrovement plan
p
for the
e next 3 yeears.
The key is
ssues of the Staff Eng
gagement Strategy aare:


At the
e heart of sstaff engag
gement mu
ust be com
mmitted to delivery
d
of the
e Mission a
and Values
s.



Staff Engageme
ent must be
b an active
e process (it is a “contact
sportt”)

3
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There
e are 4 esssential elem
ments to effective staaff engage
ement:
-

Visibility
V
off senior lea
aders
Engaging
E
L
Leaders an
nd Manage
ers
Everyone
E
ffeeling they
y have a vo
oice and w
will be listen
ned to
Living
L
the vvalue



The Trust is allready doin
ng a lot of things
t
righ t in staff
enga
agement sso the strattegy is not about re-innventing th
he
wheel but bette
er alignme
ent



A cle
ear staff en
ngagemen
nt model wiill align currrent activitties



ong and cle
ear link bettween stafff engagem
ment
Therre is a stro
and well-being
g and the survey
s
resu
ults will hellp the Trus
st to
iden
ntify areas o
of good practice and where furrther suppo
ort is
requ
uired



Staff
ff engagem
ment needs
s to be a co
ore compeetency for Trust
T
lead
ders and m
managers

The Staff Engageme
ent Strateg
gy finally se
ets out keyy actions fo
or each
el.
element off the mode
3.2

Leadership and Ma
anagemen
nt Develop
pment
There is no question
n, as the CQC have id
dentified, tthat to deliv
ver
safe, effec
ctive, carin g and resp
ponsive services theyy must be well
w
led. Good and effecttive leaders and man
nagers are an essenttial part
ving the seervice
of high quality servicces and key to achiev
ation progrramme req
quired to meet the fin ancial challenges
transforma
facing the NHS and public serv
vices. The Leadershiip and
opment Strrategy, in Appendix
A
33, is design
ned to
Management Develo
ensure tha
at we have
e the right investmentt in the devvelopment and
support for current a
and future leaders.
l
The Trust has been working closely with the Swediish commu
unity in
Jonkoping
g where the
ey have be
een able to
o achieve oone of the best
b
health outcomes in tthe world at
a one of th
he lowest ccosts in Sw
weden.
They have
e used a syystem approach to ca
are based on the work of
Dartmouth
h College in
n the USA
A and the Trust has addopted this
s as
the basis of
o their lea
adership an
nd manage
ement arraangements. The
Leadership and Man
nagement Developme
ent Strateggy is designed to
4
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support a System Le
eadership Model
M
underpinned bby the Trus
st’s
Values. Th
he key elem
ments of th
he strategy
y in summaary are:


m of the Sttrategy is to
t attract, retain
r
and develop hiigh
The aim
quality leaders an
nd mangerrs



The strrategy will develop th
he current leadershipp and
manag
gement com
mpetencies
s into a sys
stem approoach linked
d to the
Micro, Meso, Ma cro and Meta levels as describbed in “How
w the
ns”
Organisation Run



Develo
oping a mo
odel throug
gh an exten
nsive engaagement prrocess
where the Trust’ss Values are used to describe LLeadership
p
Behaviiours



360 de
egree appra
aisal becoming a reg
gular devellopment prrocess
for sen
nior manag
gers



Develo
opment Ce
entres to su
upport lead
ders and m
mangers ind
dividual
and co
ollective de
evelopmentt needs



System
matic and cconsistent approach to Coachinng and Mentoring



Develo
oping mode
els for Tale
ent Management andd Succession
Plannin
ng linked to
o key strattegic objec
ctives, incluuding a foc
cus on
clinical leaders



Middleground to remain an on-going key comm
munication and
a
engage
ement veh
hicle for sen
nior clinicia
ans, managgers and le
eaders
with the Trust Bo
oard



Leaderrs and man
nagers sho
ould role model
m
the T
Trust’s valu
ues

The Sttrategy sets
s out a 3 yyear high le
evel plan fo
or the conttinuous
investm
ment in the
e developm
ment of high
h quality le
eaders andd managers
s.

Ala
an Davis
Dirrector of Human
H
Re
esources a
and Workfforce Developmentt

5
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STRATEGIC HR FRAMEWORK 2015/2017: STRATEGY ON A PAGE
Organisational Outcomes

Enhancing Service Quality

Improving Trust Performance

Development of Clinical Support
Workforce through:

Develop a reward model to align Pay and
Performance, including senior managers pay,
linked to the Trust’s strategic goals

Workforce Development

Development of a robust model of
Workforce Plans linked to the Service
Transformation Programme, 5 year plan
and BDUs annual plans including
development of new roles

Ensure effective and regular wellbeing
and engagement feedback systems are
maintained and used to develop Key
Performance Indicators

Development and Implementation of Staff
Engagement Strategy

Wellbeing and Engagement

Development of a resilient workforce
through proactive Staff Health Promotion
and leading edge Occupational Health
and Wellbeing Services

Talent management programme and
succession planning for key
organisational roles

Develop programmes to support the
development of current and future
Clinical Leaders

360º Appraisal for Senior Managers

Development centres to identify talent
and agree personal development plans

Development Support for New
Leadership and Management Structures
at micro and meso system levels

Value Based Contracts of Employment

Value Based Recruitment and Induction
Value Based Leadership Behaviours

Strategic HR Priorities

Right People
Right Time
Right Place

Leadership and Management Development
Strategy

Values Based HRM





Care Certificate
Clinical Apprenticeships
Redesign of Band 1-4 clinical
workforce

Developing Leadership and Management
Competencies based on System Leadership
model

Values based appraisal

Sttaff Eng
gag
gem
mentt Strrate
egy
2015-2
2017

Intro
oduction
Valu
ues based approach to staff eng
gagement
Sou
uth West Yo
orkshire Parrtnership NH
HS Foundattion Trust is
s a partners
ship organissation, comm
mitted to
engagement an
nd involvem
ment across all stakeho
older groups
s. Staff engagement is essential iff the Trust iss to
achieve its mission of enabling people to reach ttheir potential and live well in theirr community
y.
The
e Trust’s values were developed th
hrough a co
omprehensiv
ve engagem
ment processs with stafff, service usser
and carers and
d resulted in
n a set of sta
atements th
hat underpin
n the way we
w work inteernally, the service
s
offe
er to
loca
al communitties, and ou
ur approach to partnersship.
Ourr values:


pen and tran
nsparent
Honest, op



Respectfull



Person firsst and in the
e centre



Improve an
nd be outsta
anding



Relevant to
oday, readyy for tomorro
ow



Families and carers matter
m

e Trust’s misssion and va
alues are th
he foundatio
on for the Trust’s
T
staff engagemennt strategy. The Trust is
The
com
mmitted to becoming a high perform
ming organ isation in re
elation to sta
aff engagem
ment which will drive th
he
future success of the orga
anisation.

Wha
at is Staff E
Engagement?
Sou
uth West Yo
orkshire Parrtnership NH
HS Foundattion Trust is
s committed
d to developping an engaged workfforce
with
h everyone d
demonstratting the Trus
st’s values in what they
y do.
The
e Trust’s deffinition of Sttaff Engage
ement is ‘A ssystematic approach to
o ensuring tthat the who
ole workforcce is
com
mmitted to delivering the
e Mission and
a Values o
of the Trustt’.
The
e Trust recog
gnises the following
f
es
ssential elem
ments of efffective stafff engagemeent:
-

Visibility of sen
nior leaders
Eng
gaging leade
ers and managers
Eve
eryone in the
e organisatiion has a vo
oice
Eve
eryone in the
e organisatiion lives the
e values in what
w
they do
d

ment is everyyone’s responsibility w ithin the org
ganisation. It is a ‘particcipation spo
ort’ and con
ntact
Stafff Engagem
sport in which leaders/man
ngers and all
a colleague
es within the Trust mus
st engage inn a two way
y process of
dialo
ogue to sup
pport service improvem
ment and de
evelopment..

2
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Why
y is Staff E
Engagemen
nt Importan
nt?
The
e Trust recog
gnises the critical
c
impo
ortance of sstaff engage
ement to the
e success oof the organisation and the
achievement off key objecttives. There
e is a strong
g correlation
n between engaged
e
em
mployees an
nd
orga
anisational performancce and productivity acro
oss all secto
ors.
In th
he NHS it ha
as been sho
own that hig
gh levels off staff engag
gement lead
d to better ppatient outc
comes and
morre effective use of reso
ources. This
s strategy de
escribes the
e ways in which
w
the Truust will prom
mote and fo
oster
emp
ployee enga
agement ass a key enab
bler to delivver improvin
ng services and ensuree that the Trrust remainss a
succ
cessful and sustainable organisation.
Stafff engageme
ent is also essential
e
to the achieve
ement of th
he Trust’s qu
uality prioritties, again developed
d
in
parttnership with staff, servvice users and
a carers, which set out
o 7 key as
spects of seervice, includ
ding a
com
mmitment to a range of initiatives and
a supportt to ensure our
o staff are
e ‘fit and weell to care’.
The
e Trust’s serrvice transfo
ormation programme w
will only be successful
s
if it is built oon sustained
d employee
e
engagement w
where the vie
ews of all sttakeholderss shape the future direc
ction and deelivery of the service. Staff
S
engagement w
will support staff
s
to work
k in new wa ys and ensure that we improve seervice qualitty through a
p
and prriorities. A kkey element of employee engagem
ment includes recognittion
shared understtanding of plans
dividual emp
ployees and
d teams.
and valuing ind
e Trust has b
been for a number
n
of years
y
investting in staff engagemen
nt initiativess. The key objectives
o
in
n
The
the development of this strategy are to:
t





agement wh
hich aligns better
b
what we are doinng now and
d identifies any
a
Create a model forr Staff Enga
gaps.
e a clear purrpose for staff engagem
ment activitty which is an
a essentia l componen
nt of a high
Provide
perform
ming organissation.
The stra
ategy is nott a compreh
hensive list o
of activities but a frame
ework to pro
romote sustainable Sta
aff
Engage
ement.
To makke clear thatt Staff Enga
agement is e
everybody’s
s business and identifyy the key processes byy
which th
he Trust will promote staff
s
engage
ement

This
s strategy w
will identify the key dime
ensions of sstaff engage
ement, how
w the organi sation will promote
p
sta
aff
engagement an
nd will identtify the key actions to i mplement this
t
strategy
y.
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The
e Trust’s model of Sta
aff Engagem
ment

Continuouss
Improvemen
nt
and Learning

Developing a
Diverse
Workforce

Social
Partnerships
Engaging
ng
Leaders aand
Managerrs

Everyone
Demonstratiing

Individual
(Rights and
Responsibilitties)

Mission
n
And

Staff

Our values in what
w

Staff
Recognition
n and
Reward
d

Well‐being

Members
Council
Servvice
Transforrmation

Optimissing the
potentiial of the
whole w
workforce

ment recogn ises there are
a a numbe
er of existinng processe
es which
The Trust’s model of Stafff Engagem
pport staff e
engagemen
nt across the
e organisatiion. These dimensions
d
s of staff enggagement need
n
to be
sup
stro
ongly aligne
ed and the feedback
f
ga
athered thro
ough these processes needs to bee reviewed at an
org
ganisationall and servicce level to drive continu
uous improv
vement.
The Trust’s Mission and Values
V
are the foundattion for the Trust’s app
proach to staaff engagem
ment. Everyyone
in the
t organisa
ation must actively
a
dem
monstrate th
he values in
n what they do in enact
cting the Tru
ust’s Mission
n.
The Trust’s lea
aders and managers
m
have
h
a prime
e responsib
bility for stafff engagemeent and this
s will be a key
k
cus of the acction plan.
foc
Wh
hen develop
ping the Tru
ust’s staff en
ngagement model it be
ecame clearr that two isssues were not fully
add
dressed. Firstly, it is re
ecognised th
hat staff reccognition an
nd reward is
s a key elem
ment of effective staff
eng
gagement. Secondly, the
t rights an
nd responsiibilities of all colleague
es working inn the organ
nisation to not
n
onlly work with
hin an enviro
onment whe
ere staff en gagement is
i valued bu
ut also to acctively enga
age in servicce
cha
ange and de
evelopmentt.
The Trust’s va
alues includ
de ‘honest, open,
o
and trransparent’. Service tra
ansformatioon and the organisation
o
nal
cha
ange that w
will result req
quire everyo
one to enga
age in hone
est open and
d transpare nt conversa
ations that will
w
sup
pport servicce improvem
ment.

4
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A key
k elementt of the mod
del is the Trrust’s partne
ership work
king arrange
ements withh staff side representat
r
tives
which has bee
en critical to
o the develo
opment of th
he organisa
ation. The Members
M
Coouncil is also a key
pro
ocess for su
upporting staff engagem
ment throug
gh elected staff
s
represe
entatives annd an appoiinted staff side
s
rep
presentative
e.
The Trust’s ke
ey workforce
e priorities such
s
as sup
pporting imp
provements
s in well-beiing and resiilience,
veloping a d
diverse worrkforce and optimising the potentia
al of the whole workforrce will be delivered
d
dev
through engag
ging with co
olleagues ac
cross the orrganisation..
eview the efffectivenesss of these processes
p
using feedbaack gained through
t
sta
aff
The Trust will regularly re
gagement e
events and survey feed
dback.
eng

The Key Enab
blers of Sta
aff Engage
ement
As detailed in the staff en
ngagement model the T
Trust will us
se the follow
wing key ennablers to prromote a
ent and invo
olvement:
culture of stafff engageme

5
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aders and Managers
Engaging Lea

aders and managers
m
are
a critical in
n the develo
opment of a culture in w
which staff engagemen
nt
The Trust’s lea
d involveme
ent is seen as fundame
ental to the delivery of a high quality service. Being an effective
e
leader
and
and
d manager within SWY
YPFT requirres the delivvery of both
h technical skills
s
and coompetencie
es but also the
abiility to active
ely engage with colleagues promo
oting a cultu
ure of high performanc
p
ce to achiev
ve key servicce
objjectives.
Sta
aff Engagem
ment is a ke
ey objective for all lead ers across the organis
sation. Leadders and ma
anagers havve
the
e prime resp
ponsibility fo
or the devellopment of a culture which encourrages and vvalues staff engagement
and
d communiccation. The
e Trust’s lea
adership an d managem
ment develo
opment strattegy aims to ensure that
we
e attract, reta
ain, reward and develo
op high qua
ality leaders and manag
gers which aare essential for the
dellivery of saffe, effective, responsive, caring an
nd well-led services.
s
The Trust’s se
enior team will
w ensure they
t
overse
ee engagem
ment proces
sses within ttheir areas of
sponsibility a
and that the
ere are clea
ar mechanissms for feed
dback from frontline seervices to the Trust Boa
ard.
res
The Trust is developing le
eadership and
a manage
ement deve
elopment co
ompetenciess reflecting the systems
lea
adership mo
odel. The Middleground
d programm
me and Exte
ended Executive Manaagement Team are key
ena
ablers of sta
aff engagem
ment for lea
aders and m
managers. The
T Middleg
ground proggramme is being
b
used to
t
dev
velop leade
ership and managemen
m
nt behaviou rs aligned to
t the Trust’s values annd also definable
obs
servable be
ehaviours fo
or all colleag
gues.

6
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Wh
hat next?
-

eadership and
a Manage
ement strate
egy will be agreed
a
by thhe Trust Bo
oard. This will
w
The Trust’s Le
e
t and involvvement as a key eleme
ent.
incclude staff engagement
Tru
ust Directorrs’ objectives will includ
de staff engagement
Lea
aders and managers
m
will
w be suppo
orted to dev
velop their competenci
c
ies around staff
s
eng
gagement and
a commu
unication
The Trust’s Middleground
d programm
me will be us
sed a key communicat
c
tion and eng
gagement tool
and
d a key tool to further develop
d
a cculture of sta
aff engagem
ment
The Trust Boa
ard will ensu
ure staff fee
edback is re
eceived from
m ‘Board to Ward’
Tru
ust Directorrs will ensurre they have
e regular en
ngagement with clinica l teams
Lea
aders and managers
m
across
a
the T
Trust will rev
view feedba
ack on stafff engageme
ent and take
e
acttions as neccessary.
All colleaguess have the opportunity
o
tto give feed
dback and suggestions
s
s as to how staff
eng
gagement can
c be imprroved within
n their service area.

Ind
dividual (rig
ghts and re
esponsibiliities)
Rights
including
communcations,
engagementt,
involvement in se
ervice
developments

Appraissal

Rightt to leadership
and management
support

Actively engaage with
the appraisall process

I ndividual Rights
annd Responsibilities

Responsibillity to
engage with the
Service Cha
ange
contributing id
deas and
suggestio
ons

Continuing
Professional
De
evelopment includees
commitment to
individual and servicce
improvement

The Trust reco
ognises tha
at staff enga
agement is a two way process
p
invo
olving activee involveme
ent of
lea
aders/manag
gers and co
olleagues working
w
jointtly to develo
op and imprrove servicees for servic
ce users and
carrers.
If th
he Trust is tto achieve the
t benefits
s of employe
ee engagem
ment everyo
one must addopt the values and
beh
haviours wh
hich promotte an involv
vement cultu
ure. Employ
yee engagement is a s hared respo
onsibility
bettween emplloyer and employee.
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All individual ccolleagues have
h
rights within the w
workplace for
f example to be subjeect to the Trrust’s
mployment p
policies, to receive
r
lead
dership and manageme
ent advice and
a supportt, to be invo
olved in team
m
em
and
d service de
evelopmentts etc. With individual rrights also come
c
responsibilities aas detailed in the Trust’s
con
ntract of em
mployment and
a employment policie
es. This stra
ategy recog
gnises the reesponsibilitties of all
colleagues to actively eng
gage in the developme
ent of their team
t
and se
ervice, conttributing the
eir ideas and
d
sug
ggestions fo
or improvem
ment.
Wh
hat next?
-

-

Co
ontinue to de
evelop the Trust
T
as a m
modern progressive em
mployer com
mmitted to best
b
practice
e in
wo
orkforce devvelopment. Use feedba
ack from the
e well-being
g at work revview, NHS Staff Survey,
Invvestors in People accre
editation etcc, to supporrt action planning.
Encourage all colleagues
s to engage
e with the se
ervice devellopment acttivity as parrt of their role.
Encourage the
e use of sta
aff suggestio
on schemes
s.
Ussing the Trusst’s Middleg
ground prog
gramme deffine observa
able behaviiours based
d on the Tru
ust’s
vallues to enco
ourage stafff engageme
ent.

So
ocial Partne
ership with
h Staff Side
e organisattions

Leadeership and
Mannagement
Com
mpetencies

EEmployment
PPolicy Group

Staff Side
involvement in
Service
Transformation
agenda

BDU Partnership
p
forums led by
BDU Directors

Trust
Partnership
Forum

SSocial
Partnnerships
with SStaff Side
Orga nisations

Support Services
Partnership
Forum

Staff Side
involvemen
nt in
key
organisatio
onal
projectss
Social
Partnership
P
Agreement
A
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The Tru
ust’s Social Partnership
p Agreemen
nt provides a commitm
ment to posittive employ
yee
aim to create a culture where mannagers and staff
relations and partn
nership work
king which a
ganisations work in parrtnership to ensure sta
aff fully utilis
se their know
wledge and
d skills
side org
to impro
ove the delivery of care
e.
The Tru
ust’s Social Partnership
p Forum an
nd BDU Parttnership Forums will bee used to re
eview
levels o
of staff enga
agement across the se rvice and to
o support th
he implemenntation of th
his
strategyy. Staff Side representtatives are a
able to play
y a key role in supportinng the orga
anisation
to identtify areas off good practtice and are
eas for deve
elopment arround staff eengagemen
nt.
What ne
ext?

-

9

The Tru
ust’s Partne
ership Forum
m will suppo
ort the imple
ementation of this strattegy
and sup
pport the feedback and
d evaluation
n process.
BDU Pa
artnership Forums
F
to re
eview progrress in deve
eloping a cuulture of sta
aff
engage
ement within
n their area of service on
o a regular basis.
BDU Pa
artnership Forums
F
will ensure that organisational and seervice chang
ge is
manage
ed in a way which prom
motes staff engagemen
nt and invollvement.

Trust Bo
oard 30 June
e 2015
Staff En
ngagement Strategy
S

Staff W
Well-Being and
a
Resilie
ence

It is recognised tha
at staff enga
agement an
nd involvem
ment in decis
sion makingg is a key element
that con
ntributes to staff well-being and re
esilience. Th
he Trust has
s been workking with
Occupa
ational Psycchologists Robertson
R
C
Cooper, spe
ecialists in employee weell-being, fo
or a
numberr of years and has inve
ested signifi cantly in oc
ccupational health and well-being
servicess. A key aim
m is to impro
ove employyee well-beiing, supportting staff to remain in work
w
whilst m
managing th
heir individual health isssues and re
educe the im
mpact of noon-attendance.

ust’s well-be
eing at work
k partnershiip group inc
cludes senio
or managerrs and staff side
The Tru
represe
entatives wh
ho oversee the implem
mentation of these work
k streams. T
The Trust’s Wellbeing a
at Work Revview is a key
y engageme
g
feedb
back to suppport improv
vements
ent tool to gather
in employee well-b
being, resilie
ence and en
ngagement. The well-b
being quest ionnaire inc
cludes
estions arou
und staff engagement a
and involve
ement. Follo
owing each review a se
eries of
key que
well-being and eng
gagement fo
orums are a
arranged for colleagues to discusss the latest results
ble solutions
s.
and discuss possib

1
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ext:
What ne

-

Continu
ue to seek feedback fro
om staff thro
ough the we
ell-being suurvey on a re
egular
basis, this will inforrm the actio
on planning process
Use we
ell-being at work
w
engag
gement grou
ups to discu
uss the resuults of the wellw
being survey and discuss
d
pote
ential solutions
All servvice areas re
eview their well-being and
a engage
ement resullts to suppo
ort
action planning.
p

Optimis
sing the po
otential of the
t whole w
workforce

A key a
aim is to enssure that ev
veryone is a
able to fully contribute to
t service im
mprovemen
nt
initiative
es and is su
upported in their develo
opment.

The Trrust’s key employmen
e
nt policies and practices such as
a inductio n, appraisa
al,
accesss to learning and development a
are used to
o encourag
ge active sstaff engag
gement
and pa
articipation in the dev
velopment o
of the serv
vice.

1
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The we
elcome eve
ents are us
sed to enco
ourage collleagues new to the oorganisatio
on to
help the Trust live
e the value
es every da
ay. Fresh Eyes
E
is all about new
w starters at
a the
Trust lo
ooking at the organis
sation from
m a fresh pe
erspective and tellingg us what we
w are
doing w
well and where we co
ould improvve. This prrocess enc
courages nnew entran
nts to
contrib
bute their id
deas and actively
a
parrticipate in discussion
ns around improvements to
the serrvice.
Vales b
based appra
aisal is a key vehicle fo
or ensuring staff engagement. Obj ectives and
d
behavio
ours that support staff engagemen
e
nt can be re
eviewed with
hin the apprraisal proce
ess.
Feedba
ack can be gained
g
as to
o the effectiiveness of staff
s
engage
ement proceesses and whether
w
these a
are seen as helpful and
d allow colle
eagues to co
ontribute fully.

A key cchallenge fo
or the organisation is crreating the space
s
and time
t
for enggagement
activitie
es. The Trusst will need to use diffe
erent proces
sses such as
a workshopps, project groups
g
but also
o use day to
o day activitties such ass supervisio
on sessions, handoverss, team mee
etings
etc to p
promote and
d deliver sta
aff engagem
ment at a tea
am level.
What ne
ext?
-

1
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All stafff are encourraged to be
e involved in
n the develo
opment of thhe service at
a a
level ap
ppropriate to
o their role.
Learnin
ng and deve
elopment op
pportunities support this aim.
The Tru
ust’s induction and app
praisal proce
esses are used
u
to encoourage active staff
engage
ement.
Staff su
uggestions and
a ideas a
are considerred and whe
ere approprriate support is
provide
ed for these to be taken
n forward.
There are
a systems
s in place to
o recognise talent within the Trust’’s workforce
e and to
supportt succession
n planning.
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Service Transform
mation

Clinical
Networks

Secondments
s

Project Team
ms
Summ
mits

Design Teams
s
T
Transformation
n
Programme

S
Staff and
Public
En
ngagement
events

Transforma
ation

Tool Kit

CEO
Transformation

‘Roadshow
w’

The servicce transform
mation workstreams ha
as involved working
w
tog
gether withinn our comm
munities,
our partne
ers, service users, care
ers and stafff. Staff involvement and engagem
ment is essential if
we are to d
develop a truly sustain
nable modell of service that fits the needs of ppeople moviing
forward. C
Clearly, there
e is a need for open, h
honest and transparent
t
t communiccation.
The transfformation prrogramme involves collleagues in many ways
s. The primaary route is through
direct invo
olvement in a project. This
T
may be
e as part of a project team, or part of a wider clinical
network, w
which acts as
a a ‘soundiing board’ fo
for the proje
ect team, or formal invoolvement in a
design tea
am which de
evelops and
d evaluates options forr the future configuratio
c
on of service
es.
Some colle
eagues are
e formally se
econded to undertake transformat
t
tion work – usually for 12 to 18
months.

1
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We also hold large sccale staff an
nd public en
ngagement events to te
est what peoople want, think
t
and feel, a
and to feedb
back on pro
ogress. Thesse events are
a supplem
mented with sessions usually
led by the Chief Execcutive which
h are entirel y focused on
o staff and transformaation. These
e
‘roadshow
ws’ offer all staff
s
the opp
portunity to talk about what
w
transfo
ormation m eans for the
em and
to ask que
estions of se
enior leaderrs involved in the trans
sformation programme.
p
. These ses
ssions
take place
e at venues across the Trust’s geo
ography to encourage
e
participation
p
n.
All of these
e approaches are supp
ported by th
he Trust’s Transformat
T
ion Tool Kitt – this is a guide to
the methodology that we use for transforma
ation projectts and conta
ains lots of tools, temp
plate
and suppo
orting materrials to ensu
ure we delivver change effectively. A key part of the Tool Kit is
the engagement and involvemen
nt of colleag
gues and otther stakeho
olders.
What nextt?
-

Each transsformation workstream
w
m will develo
op a staff en
ngagement plan which will be
reviewed on
o a regular basis
Provide different ways in which tto involve sttaff so that all staff havve the opportunity
to be enga
aged with th
he transform
mation proce
ess
Work in pa
artnership with
w Staff Si de colleagu
ues on the service
s
tran sformation
programm
me seeking their
t
feedba
ack and inpu
ut as a key stakeholdeer
Seek regu
ular feedbac
ck and impro
ovement in the engage
ement proceess

Members Council

Elected
d Staff
Representatives

Coun
ncil involved
in a range of
orgaanisational
in
nitiatives

Mem
mbers
Council

Appointed Staff
S
Representattives

Key Sta
atutory
Dutties

The Trust's Memberss’ Council is made up o
of elected re
epresentativ
ves of mem bers and sttaff, and
also of nom
minated me
embers from
m key local p
partner organisations. The role off the Membe
ers’
Council is to ensure the Board of Directors is accounta
able to our lo
ocal commuunities.
14
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The Memb
bers Council supports staff
s
engag ement by in
nviting mem
mbers of staf
aff to make a
nomination
n for one off the staff elected seatss on the Me
embers’ Cou
uncil. This inncludes ele
ected
seats for m
medicine an
nd pharmacy, nursing, non-clinicall support an
nd allied heaalth profess
sionals.
In addition
n, the Trust’s staff side organisatio
ons have an
n appointed seat on thee Members
Council.
bers Council meets qua
arterly with the Trust Board
B
in atte
endance. Thhe Council has a
The Memb
range of fu
unctions succh as leadin
ng on the C
Chair’s appra
aisal with Deputy
D
Chai r, responsib
ble for
appointing
g non-execu
utive directo
ors and app ointing the Trust’s exte
ernal auditoor. Council
representa
atives are also
a
involved
d in a range
e of organisational initia
atives such as the 15 Steps
S
Challenge
e, mock CQC
C visits and
d co-producction of the Trust’s
T
miss
sion and vallues.
What nextt?
-

15

Continue to
t support staff
s
represe
entatives an
nd staff side
e representaative to be active
a
members of the Coun
ncil.
Seek feed
dback from representat
r
tives as to how
h
they ca
an be furthe r supported
d in their
role.
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Staff reco
ognition and reward

Agenda for
Changge
Job Evalua
ation
Schem
me
Leadeership and
Manaagement
Comppetencies
to iinclude
recoognition

Valuees into
Exceellence

R
Recognittion
aand Rew
ward

Long Servvice
Awards

Recognitioon at
Service/Teeam
Level

on and rewa
ard is an es
ssential elem
ment of stafff engageme
ent. Recognnition can in
nclude
Recognitio
formal Tru
ust schemess such as th
he Values in
nto excellen
nce awards and long seervice awarrds and
informal da
ay to day praise by serrvice and te
eam managers. It is vita
al that staff receive
recognition
n and ackno
owledgeme
ent. Feedba ck from staff indicates that feedbaack and rec
cognition
from their manager iss extremely important a
and supportts employee
e motivationn and the se
ense of
T
appraisal proce
ess also ena
ables forma
al recognitioon of colleag
gues’
feeling valued. The Trust’s
on in the wo
orkplace.
contributio
The Trust is committe
ed to ensuring that its rreward sche
emes are im
mplementedd fairly and
olicies. The
e agenda for change aggreement has been
consistenttly in line with national and local po
implementted in partnership with staff side o
organisation
ns.
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What nextt?
-

-

e Trust’s arrrangementss for staff re
ecognition including forrmal schem
mes and
Review the
also inform
mal feedbac
ck using the
e well-being at work rev
view and invvestors in people
p
feedback through
t
inte
ernal review
ws.
Leadership and mana
agement co
ompetencies
s to include staff recoggnition

Developin
ng a divers
se workforc
ce

Staff Networrks

Equaality Impact
Asssessments
uding input
inclu
from
m Staff Side
Repreesentatives

Developiing
a Diversse
Workforrce

Equuality and
Diverrsity Forum
incluudes Staff
Side
Repreesentation

Local Diversity
Groups

The Trust’s Equality First
F
Strateg
gy for promo
oting a faire
er organisattion recogniises that Eq
quality
ut is central to all we do
o as a Trust, as both a provider off
and Diverssity is not an add on bu
services, a
as an emplo
oyer and as
s part of the public secttor with a fu
urther duty tto positively
y
promote diversity and
d equality.
The Trust has an Equ
uality and Diversity
D
Forrum chaired
d by a non-e
executive D
Director, this
s
includes staff side rep
presentation
n. The Trusst’s Equality
y Report sets out the Trrust's goals for
equality fo
or the next three years. Based on tthe report, the
t Trust ha
as decided to focus on two
protected characteristics for stafff, service ussers, their families and
d carers; 'racce' and 'religion or
belief'. We
e will focus on
o these arreas to ensu
ure that ourr organisatio
on is an equual and fair place to
work or receive care.
There are also local diversity
d
gro
oups which identify key
y equality an
nd diversityy priorities within
w
Business D
Delivery Un
nits.
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The Trust will ensure that:
-

-

ersity Forum
m will ensu
ure this agen
nda is inform
med by actiive staff
The Equallity and Dive
engageme
ent
Ensure tha
at all individ
dual colleag
gues and/or groups of staff
s
receivee appropriatte
support in order to fullly engage w
with their te
eam, service
e and the w
wider organis
sation.
These issu
ues should be fully con
nsidered in line with the
e Trust’s poolicies.
Promote th
he use of equality netw
works as an
n enabler forr staff engaagement and
d
involveme
ent
Continue to
t involve sttaff side org
ganisations as key stak
keholders inn delivering the
equality an
nd diversity agenda.

Continuou
us Improve
ement and Learning

ed to continuous impro
ovement and
d learning around
a
the i mplementa
ation of
The Trust is committe
gy which wiill include fe
eedback ga ined throug
gh the well-b
being and eengagementt
this strateg
survey, NH
HS Staff Su
urvey and allso externall reviews su
uch as Inves
stors in peoople accreditation,
and the we
ell-led auditt.
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There are a range of indicators which
w
will be
e used to ev
valuate the implementaation of this
s
strategy, th
hese includ
de:








Surve
ey feedbackk from the Well-being
W
a
at Work Rev
view, administered by R
Robertson Cooper,
C
this prrovides stafff feedback on perceptiions of emp
ployee well-being, engaagement an
nd
resilie
ence. NHS Staff Surve
ey results wh
hich include
es a measure of overalll staff
engag
gement.
Feedb
back from th
he Well Led
d audit
Investtors in Peop
ple reviews.. Standard 7 of the Inve
estor in Peo
ople framew
work focuss
ses on
involvvement and empowerm
ment.
Feedb
back gatherred through the NHS S
Staff family and
a Friends
s Test.
Feedb
back from staff
s
on the implementa
i
ation of the service
s
tran
nsformation programme.
Feedb
back gatherred though individual a
and team 36
60 appraisal.

back gained through the
ese indicato
ors will be used
u
to revie
ew and evaaluated the
The feedb
implementtation of thiss strategy.
Conclusio
on
The action
ns identified
d above will be taken fo
orward in the delivery of
o this strateegy during 20152
2017.
ng and engagement an
nnual reporrt will be pro
oduced high
hlighting keyy survey fee
edback
A well-bein
and describing key acctions that have
h
taken place over the previou
us 12 monthhs.
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Introductio
on
The provision o
of high quality healthcaare servicess to the locaal populations the Trusst serves is built
b
upon the
t
com
mmitment and capabilitties of the current
c
worrkforce. The
e challenges facing thee Trust, now
w and in thee
nextt few years requires different and
d new ways of working to ensure services
s
rem
main relevan
nt for todayy
and ready for tomorrow.
ders and Managers havve a key role in ensurinng this occu
urs in a man
nner consisttent with the Trust’s
Lead
Misssion and Vaalues, Servicce and Finan
ncial Plans, and its resp
ponsibilitiess as a publicc sector bod
dy. This is not
an easy
e
task givven the risin
ng expectattions from tthe people who
w use our services aand the sign
nificant costt
presssures acrosss all of the public secttor. Therefoore, Leaderss and Managers must hhave clarity about thesse
resp
ponsibilitiess and expectations and have the c apability an
nd support to
t lead and manage se
ervices within a
com
mplex and ch
hallenging environmen
e
nt.
The Leadership
p and Management Development Strategy se
ets out the organisation
o
n’s commitm
ment to
ensu
uring that the Trust is well
w led, thaat Leaders aand Managers are valu
ued and theey are able to
t demonstrate
the Trust’s valu
ues through
h investmen
nt and suppoort in their developme
ent.
Goo
od and effecctive leaderrs and manaagers are ann essential element
e
to delivering tthe highest quality of
servvices within available reesources an
nd investingg in their de
evelopment will enablee excellent healthcare,
h
now
w and in thee future thro
ough their skills,
s
passioons and tale
ents.
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Ou
ur Vision::
Enabling peoplle to reach their
t
potenttial and live well in theiir community.

Ou
ur values:







Honest,, open and transparent
t
t
Respecttful
Person ffirst and in the centre
Improvee and be ou
utstanding
Relevan
nt today, rea
ady for tom
morrow
Familiess and carerss matter

Ou
ur Leaderrship Aim
m:
To ensure
e
that we attract,, retain, and
d develop h igh quality Leaders and
d Managerss essential for
f the delivvery
of saafe, effectivve, responsive, caring and
a well‐ledd Services.

Ou
ur Leaderrship and
d Management D
Developm
ment Stra
ategy:
The purpose off our Leadership and Managemen
M
nt Developm
ment (LMD) Strategy is to outline and
a summaarise
ng arrangem
ments we haave or are pputting in pllace in the developmen
d
nt of both leadership and
a
the over‐archin
man
nagement p
practices across the Tru
ust, resultinng in improvved healthca
are for Patieents and Se
ervice Userss.

Ou
ur Definittions:
There are manyy definitions of both le
eadership annd management and of
o the terminnology used
d within eacch
one. We have adopted a list of term
ms to ensuree clarity and
d consistenccy in our appproach, listed at Appen
ndix
A. In short, Leaadership reffers to the preferred
p
bbehaviours adopted
a
in influencing
i
ourselves and
a our
colle
eagues acro
oss our systems, whilstt Managemeent is deem
med to be th
he effective and efficiency use of
reso
ources, inclu
uding staff, premises, equipment,
e
, finance, information, policies andd processess.

ur Intentiions:
Ou
Our Mission an
nd Values sp
pecify what the Trust asspires to acchieve in all its underta kings. Our Mission givves
clarity about w
what services we need to
t provide tto the people who use them. Ourr Values give
e clarity on the
wayy we need to
o deliver ou
ur services. Combined,, they challe
enge us to ensure
e
that we are welll‐led in the way
we do
d so. In reesponse, wee are develo
oping and e mbedding both
b
‘System
ms’ and ‘Va lues‐based’’ Leadership
p
and Managemeent practicees across all our Servicees.

4
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ategic Plan’ sets out ho
ow we intennd to delive
er our goals. In ‘How thhe Organisa
ation Runs ‐
Our ‘5‐year Stra
partts 1 and 2’ ((see Append
dix B), we have
h
set outt the broad framework for achievinng our inten
ntions. Each of
the aforementiioned key documents forms
f
the fooundation of
o our appro
oach.
Thro
ough our ‘Leeadership and
a Manageement Deveelopment (LMD) Strategy’, we aim
m to ensure that we attract,
retaain and deveelop high qu
uality Leade
ers and Mannagers essential for the
e delivery oof safe, effecctive,
resp
ponsive, carring and well‐led servicces. We aree committed
d to developing leaderrs and manaagers who
creaate and facilitate enviro
onments where safetyy is maintain
ned and qua
ality of caree is improve
ed through
inno
ovation. This will result in transformed, effic ient and efffective services.
Our ethos is drawn from cutting‐edge
c
e research aand best praactice in the
e developm
ment of ‘Systtems
dership’, bo
oth internattionally and in the UK. Specificallyy, from rese
earch underrtaken by Daartmouth
Lead
College in the U
USA. This reesearch is providing
p
evvidence thatt success in both transfforming and
d improvingg
healthcare provvision togetther comes from devel oping effecctive clinical microsysteems systemss. It also drraws
upo
on shared learning from
m the integrrated system
ms working approach adopted
a
acrross health,, social caree and
the wider publiic sector in Jönköping, Sweden. TThis approacch has succe
essfully dem
monstrated the ability to
delivver high quality health
hcare outcom
mes at loweer cost.
It fu
urther draws from the research
r
an
nd best pracctice in ‘Values‐based Leadership’
L
’. A key elem
ment of
effective leadership and managemen
m
t is employeee engagem
ment, which
h has a stronng correlation to
orgaanisational performancce and prod
ductivity acrross all Secttors. The Frrancis Reporrt highlighte
ed that poo
or
lead
dership and a disengaged workforcce were impportant facttors in whatt went wronng. We will mitigate
agaiinst this by ensuring th
hat the behaaviours of sttaff align with the Trusts Values annd are role‐‐modelled by
b
Lead
ders and Managers. In doing so, we
w will ensuure that all Staff
S
are able to contribbute their views, in
partticular the involvementt of Leaderss and Manaagers in deve
eloping a be
ehavioural fframework.. Each of th
he
aforrementioned approach
hes will be undertaken
u
in keeping with our ‘Sttaff Engagem
ment Strate
egy’ (aligned
d
document.
To achieve
a
this,, we will define what a Leader andd Manager in SWYPFT means, inclluding whatt is unique
about being a LLeader and Manager in
n this Trust. This will be
b undertakken with thee engageme
ent of Leadeers
or roles across the Trusst as part off our ‘Staff Engagemennt Strategy’’ (see aligneed
and Managers within senio
document o). IIt will involvve 500+ sen
nior Clinicianns, Manage
ers, Staff‐sid
de and Suppport Services to develop
dership and managemeent behavio
ours aligned to Trust Vaalues. In doing so, we w
will define the
t observaable
lead
behaviours for all Individuals; Teams; Leaders aggainst each of
o the 6 x Trrust Values..

Ou
ur Curren
nt Leaderrship and
d Managgement Arrangem
A
ments:
The Care and C
Clinical Systeems that we
e are currenntly workingg to furtherr develop annd embed across
a
the Trust
T
com
mprise the alignment off Micro, Me
eso, Macro aand Meta Systems,
S
illu
ustrated as ffollows:

Meta

Macro
M

CEO
EMT
District
Directors
QA

District
Directors
D
Deputies
Q
QA support

Meso
M

Figg1
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Trios
Ward/team
leaders
Clinicians
C
QA
A support

M
Micro

Each
h System includes form
mal Leadership and Maanagement roles, with defined ressponsibilitie
es and
acco
ountabilities, referred to
t as the ‘M
Managemennt System’ for each Service. This inncludes devveloping
Collective and C
Collaborativve Leadersh
hip arrangem
ments within all 4 of our Systems..
Lead
dership is enabled form
mally, throu
ugh each rolle and associated responsibilities,, including: Chair; Chieff
Execcutive; Execcutive Direcctors; Non‐E
Executive D irectors; Disstrict and Quality
Q
Acaddemy Directtors; Deputyy
Dire
ectors; Cliniccal Leads; General
G
Managers; Pra ctice Goverrnance Coacches (collecctive called TRIOs);
T
Servvice
and Project Maanagers, Waard and Teaam Manage rs/Leaders and Supervvisor. It is allso enable informally
ough valuess‐based beh
haviours ado
opted by alll Staff acrosss the Trust,, individuallly and withiin Service
thro
Teams.
Man
nagement iss arranged formally
f
through each role and asssociated re
esponsibilitiies, reflecte
ed in job
desccriptions for each role and reflected in organnisational structures chart(s) for eaach System and Servicee.

Ou
ur Leaderrship Chaallenges::
The current keyy leadership
p challenges faced by LLeaders and
d Managers across the Trust includ
de the
follo
owing:
g
resilience in a t ime of greaat uncertainty, change aand dwindling resourcces
 Deeveloping greater
 M
Managing risk and influe
encing channge in servicce delivery whilst
w
mainntaining safe
ety, improving
qu
uality and meeting
m
multiple comppliance requ
uirements
 Deeveloping and
a embedd
ding our reccently revise
ed managem
ment structtures acrosss clinical
seervices through transfo
ormational cchange to im
mprove the
ese services
 Im
mproving an
nd managingg relationshhips both within and ou
ut‐with the Trust, resulting in
im
mproved staaff morale and well‐beiing and enh
hanced conffidence in oour ability to
o deliver ou
ur
seervices
 Finding, deveeloping and retaining TTalent to aid
d succession
n
nhancing ou
ur business acumen to ensure rete
ention of co
ontracted seervices and winning neew
 En
bu
usiness

Ou
ur Approaach in De
eveloping Compeetent Lea
aders and Managgers:
Our commitmeent to developing the capabilities
c
of our Lead
ders and Ma
anagers is reeflected in the
t significaant
inve
estment we’ve made in
n implemen
nting the firsst phase of ‘How the Organisation
O
ns Runs’ (see aligned
document i). Th
he next phaase has a nu
umber of prriority LMD activities arrising from tthe aforem
mentioned
currrent challen
nges and wh
hich include
es the follow
wing:
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No..
1
2
3
4

5

6

Priorityy
To clariffy and defin
ne the role and
a capabiliity requirem
ments of Lea
aders and M
Managers within
w
our 4
x preferred Manageement Systems
To furth
her develop,, share and embed ‘Sysstems Leadership’ and ‘Values‐bassed Leadersship’ acrosss
the Trusst and develop relevant measuress to demonsstrate the im
mpact and i mprovements
To develop the Trusts ‘Values’’ into agreedd Behaviours
To furth
her develop the capability of Manaagers to: asssess risk; fa
acilitate trannsformation
nal change;;
better m
manage rela
ationships; foster
f
innovvation and service
s
imprrovement; iddentify and
d develop
talent; eensure safetty, quality and
a compliaance; enhan
nce businesss acumen; m
manage agile working.
To reflecct this in a ‘Competenc
‘
cy Framewoork’ for Lead
ders and Ma
anagers
To ensure a corporate program
mme of LMD
D activities that meets our identiffied educatiion,
learningg and develo
opment nee
eds to enabble us to me
eet the afore
ementionedd leadership
p
challengges.
To identtify and fostter ‘talent’ and
a ensure appropriatte ‘successio
on’ arrangem
ments, enabling us to
‘grow’ o
our own stafff across a range
r
of clinnical / mediical / nursin
ng and geneeral manage
ement
function
ns, and refleected in a diverse cultuural workforrce.

Fig 2

We plan to meeet these priiorities thro
ough a Trustt‐wide programme of planned
p
suppport to Leaaders and
Man
nagers (see Appendix b),
b which includes the ffollowing cu
urrent and emerging
e
LM
MD activitie
es:
Lead
dership and
d Managem
ment Compe
etency Fram
mework – by reviewing
g and furtheer developin
ng our curreent
lead
dership and managemeent competencies to beetter reflectt the System
m Leadershiip model in ‘How the
Organisation R
Runs – Part 1 and 2’. Frrom this, wee will redefiine the speccific compeetencies for Leaders and
d
Man
nagers in ou
ur Micro, Meso, Macro
o and Meta ssystems. Th
hese compe
etencies willl be embed
dded into ou
ur
lead
dership and managemeent practice
es via the fo llowing activities:
Ann
nual Apprais
isal – by em
mbedding LM
MD competeencies into performancce and deveelopment discussions
duriing annual aappraisal in order to identify the i ndividual ne
eeds of lead
ders and maanagers, de
evise person
nal
deve
elopment p
plans and to
o inform the
e corporate LMD prograamme, thuss ensuring aappropriate
e support an
nd
provvision of development opportunitties.
360‐feedback – by offeringg all senior Managers aan opportunity to bencchmark the ir individual effectiveness
and capabilitiess as Leaderss, including receiving feeedback fro
om their resspective Maanagers, Pee
ers and Keyy
Stakkeholders. W
We will do so
s using one of severall licensed 360‐feedback tools. Thiis will be prrovided via a
rolling 3‐year p
programme to all senior Leaders a nd Manage
ers. 360‐fee
edback will aalso be avaiilable to staaff
iden
ntified undeer our ‘talen
nt’ arrangem
ments via a programme
e of Development Centtres.
Devvelopment C
Centres – byy giving all senior
s
Manaagers an op
pportunity to attend a ttailored workshop at
whicch they havve access to 360‐feedbaack, psychoometric instruments and other devvelopment tools in ord
der
to re
eview their current cap
pability and practice too inform a personal
p
Lea
adership andd Managme
ent
deve
elopment p
plan. There will also be
e an opport unity for alll staff identified under our ‘talent’’ arrangemeents
to attend the p
programme of Development Centrres.
anning – byy giving all M
Managers protected tim
me to ident ify their spe
ecific LMD
Perssonal Devellopment Pla
needs. Also to receive advvice and guidance abouut LMD opp
portunities and
a support
rt in order to
o establish a
perssonal develo
opment plaan.
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ders and maanagers the opportunitty to underttake formal educationaal programm
mes
Education – byy giving lead
and qualificatio
ons that sup
pport identified organissational and
d service ne
eeds and/orr individual developmeent
needs. We willl do so by fu
urther deve
eloping our relationship
ps with key providers, iincluding th
he NHS
Lead
dership Acaademy, Univversities, Co
olleges and oother specialist provide
ers.
Traiining and D
Developmen
nt – by providing traininng, learningg and develo
opment oppportunities to leaders and
a
man
nagers that meet identtified organiisational annd service needs and /o
or individuaal developm
ment needs. We
will do so by fu
urther develloping the capability
c
off colleaguess across the Trust to deesign and de
eliver trainin
ng,
learrning and deevelopmentt activities and
a by furthher develop
ping relation
nships with specialist providers
p
exte
ernal to the organisatio
on.
hnology‐enabled Learn
ning – by working
w
withh colleaguess with specialist subjecct and techn
nical knowleedge
Tech
to id
dentify, design, procuree and delive
er learning aactivities ussing technologies. Thiss includes e‐learning,
web
binars, virtual commun
nities of pracctice and leearning and i‐informatio
on via sociaal and otherr media as an
a
integral part off our corporrate LMD prrogrammes..
Coa
aching and M
Mentoring – by develo
oping a netw
work of coaches and mentors withhin the Trust to support
our corporate LLMD prograamme and talent
t
manaagement and succession planning activities. We
W will also
o
deve
elop a coaching and mentoring fraamework off specialistss externally upon whom
m we can caall to meet our
o
requ
uirements aat need. This will be re
eflected in a ‘Coaching and Mentoring Framew
work’
Tale
ent Manageement – by developingg a framewoork and proccesses that allow leadeers and man
nagers to
iden
ntify, develo
op and retaiin talent acrross our woorkforce. Th
his will be su
upported viia a program
mme of
deve
elopment o
opportunitiees and supp
port, includi ng Talent Pool; Development Centtres; Coach
hing and
Men
ntoring; Streetch Projectts; Secondm
ments; the ccorporate LMD program
mme; Learnning Raids and Alliances
Succcession Plan
nning – by developing
d
a framewo rk and proccesses that allow
a
Manaagers to und
dertake
‘succcession planning’ for each
e
key role within eaach of our le
eadership syystems. Thiis will be supported viaa the
talent managem
ment arranggements an
nd the corpoorate LMD programme
p
e.
nd Selection
n ‐ by ensurring that thee leadership
p behaviourrs that undeerpin our Vaalues are an
n
Recrruitment an
integral part off our curren
nt values‐based recruitm
ment proce
esses.
A LM
MD Deliveryy Plan will be
b develope
ed and will i nclude detaailed plans of
o the activvities that su
upport delivvery
of th
hese prioritties and thee resources required too do so.

Ou
ur Provisiion of De
evelopment Opportunitie
es:
We will develop a LMD ‘Hub’ to enab
ble the provvision of devvelopment opportuniti
o
es to Leade
ers and
Man
nagers acro
oss the Trustt. This will comprise a range of ed
ducation, training, learrning and de
evelopmentt
opportunities tthat meet th
he identified needs of Leaders and
d Managerss (see Fig2).. Equitable and fair acccess
will be ensured
d in alignmeent and keeping with o ur ‘Equalityy First’ strategy (see aliigned docum
ment g) and
d
‘Lea
arning and D
Developmen
nt Agreemeent’ (see aliggned docum
ment k). Ourr approach to providing our Leadeers
and Managers with LMD opportunitie
o
es will be neeeds‐based to ensure that
t
the onggoing devellopment of
both
h leadership
p and manaagement praactices occuurs in the fo
ollowing ways:
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 Individu
ually ‐ via co
ontinuing pe
ersonal / prrofessional development (CPD)
 by Team
m / Service / Profession
nal Group ‐ vvia targeted
d learning activities
a
an d service de
evelopmentt
 Corpora
ately ‐ via Trrust‐wide developmennt programm
mes and learning initiattives
LMD
D needs aree identified through
t
an annual revview of Personal Develo
opment Pla ns (PDP) an
nd which aree
agre
eed by both
h Staff Mem
mbers and Line manageers at Appraaisal. The La
andD Servicce reviews PDPs
P
annually
to id
dentify com
mmon LMD needs
n
upon
n which the corporate programme
p
e is based.
Proffessional LM
MD needs are identified
d by design ated Mediccal, Clinical and other PProfessional Leads with
hin
the various pro
ofessions accross the Tru
ust. Target ed LMD acttivities delivvered to meeet such nee
eds will be co‐
c
S
to in
nform the ccorporate LM
MD
ordiinated eitheer locally orr in collaborration with tthe LandD Service
proggramme.
Servvice‐specificc LMD need
ds are identified by dessignated Serrvice Leads.. LMD activvities are co
o‐ordinated
either locally or shared with the Land
dD Service t o inform th
he corporate
e LMD proggramme. Th
his will be an
egral part off our Trust‐w
wide annuaal corporatee business planning
p
pro
ocess.
inte
Acce
ess to corpo
orate LMD developme
d
nt opportunnities is or will
w be provided in the following ways:
w
 a summ
mary ‘offer’ to
t all Managers and in cluding ben
nchmarking against a ‘V
Values‐baseed Leadersh
hip
and Ma
anagement Competenccy Framewoork’ and details of the core
c
and opptional learn
ning activitiees
 a needss‐based programme of corporate LMD activitties, reflecte
ed in the lattter
 an annu
ual brochure containing details of all corporate LMD activities
 a rollingg calendar of
o all corporrate LMD acctivities
 advice, guidance and support to Manageers via LMD specialists within
w
the LLandD Serviice
 a register of LMD specialists
s
external
e
to tthe Trust an
nd offering needs‐base
n
ed support
 a portall to informaation on corrporate andd other LMD
D activities on
o the L&D page of the
e intranet,
creatingg a ‘HUB’

Fig3
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We will develop a LMD Deelivery Plan to identify how the afo
oremention
ned developpment oppo
ortunities will
w
be provided
p
to Leaders an
nd Manager during the period from
m June 2015
5 to March 2017. This will includee
the resources rrequired to do, a sched
dule of deveelopment an
nd provision and the im
mpact criteria by which
h
the success of o
our approacch will be measured.
m
O
Our intentio
ons are liste
ed in the Strrategic Plan
n attached to
this document (see Appen
ndix b)

Ou
ur Alignm
ments:
All corporate
c
LM
MD activitiees are delivered underr the provisions of the Trusts
T
Strattegic Plans and
a Operatiing
Proccedures. Allso, these activities will be in alignnment with and comple
ementary too our Clinical, Nursing and
Med
dical LMD in
ntentions an
nd needs. Furthermor
F
re, these acttivities will be in suppoort of our trransformation
and innovation
n strategies,, plans and programmees.

Ou
ur Impactt and Succcess Me
easures:
In order to balaance evaluaating LMD activities andd making efffective use of limited LLMD resourrces, evaluaation
d. All corpo
orate LMD aand targeted programm
mes are evaaluated acro
oss 4 x levells, as
of LMD is targeeted at need
ows:
follo
Levell
1. Learners
L
Reeaction
2. Learning
L
Ou
utcome
3. Application
A
ns to
Work‐role
W
4. Impact
I
on
Service(s) aand
Trust
T

Impact Measurees
Learners ne
eeds met
Learning co
onsolidated
Learning ap
pplied to reggular
working praactices
Impact on Service
S
and Return
on Investment

Coveerage
viia Provider / L&D Deptt.
viia Provider / L&D Deptt.
viia Service Manager
M
/ TTrust perform
mance
re
eports
by sample via Service M
Manager / Trrust
performance
e reports

Fig 4

Impact and succcess measu
ures will be developed for each LM
MD offer and aligned too our ‘busin
ness’ and
‘tran
nsformation
nal change’’ plans. The
ese will alsoo be linked to
t our seven
n ‘Quality PPriorities’, th
he six ‘C’s off
Nursing and the requirements of Mon
nitor and thhe Care Quaality Commiissions for ‘W
Well‐led’ Se
ervices.
Such
h impact measures maay include id
dentifying w
what the orgganisational benefits a re of leaderrship activitties
such
h as:
 the
t impact of our Boarrd and EMT
T in further ddeveloping our Macro System andd influencin
ng the Metaa
System;
 the
t impact of our Deputy Directors and TRIO
Os in furtherr developing
g our Microo and Meso Systems;
 the
t impact of our Stafff in further developingg our Micro and Meso Systems;
S
 the
t impact of Leaders and Managgers in meetting our inte
entions within our ‘Heaalth Improvvement and
d
Innovationss’ strategy (see
(
aligned
d documentt h) and ourr ‘Transform
mation Progrrammes’.
Proggress will bee monitorin
ng against th
he priority aactivities lissted within the
t ‘LMD Sttrategic Plan’ (see
App
pendix b) on
n an ongoingg basis by the Head of LMD.
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erall progresss across the LMD activvities withinn our LMD Delivery
D
Plan will be reeviewed mo
onthly by thee
Ove
Dep
puty Directo
or of HR and
d Workforce
e Developm
ment and He
ead of LMD and reporteed via the monthly
m
HR
Senior Manageers Forum. The ‘LMD Deliver
D
Plann’ will be used to monittor and refl ect the progress madee
agaiinst the sup
pporting acttivities for each
e
agreedd priority.

Ou
ur Reportting of LM
MD Activvities:
Sum
mmary updaates on the progress aggainst each activity willl be provide
ed by the Heead of Lead
dership and
Man
nagement D
Developmen
nt in the HR
R Strategic O
Objectives Plan
P (dashboard) and t o the relevaant Corporaate,
Dire
ectorate or SService foru
um at need.

Ou
ur Respon
nsibilities and Acccountab
bility:
Resp
ponsibility ffor ensuringg individual performannce and capability and capacity
c
of Leaders and Managerss
lies with the following:






Individu
ually – with each memb
ber of Staff in a managgerial role and their resspective Line Manager
Team / Service ‐ with the nom
minated Servvice Lead Manager
M
Directorrate – with the nominaated Directoor and/or Deputy
D
Direcctor
Professiionally – with the Nurssing / Clinicaal / Medical Director or Professionnal Lead Offficer
Trust‐w
wide – with the
t Directorr of Human Resources and Workfo
orce Develoopment

Resp
ponsibility ffor ensuringg the identiffication of ccorporate LMD
L
needs and
a access tto appropriiate
development o
of Leaders and
a Mangerrs lies with:
 Directorr of Human Resources and Workfoorce Develo
opment: acccountable fo
for the Head
d of LMD an
nd
the LandD Service; for ensurin
ng corporat e resource to support the deliveryy of our LMD Strategy and
Deliveryy Plan; for assuring
a
the
e Executive Manageme
ent Team an
nd Board.
 Head off Leadership
p and Mana
agement Deevelopmentt: for co‐ordinating the implementtation,
monitoring and rep
porting of the Trusts LM
MD Strategy and assocciated Delivvery Plans under authority
of the D
Director of Human
H
Reso
ources and Workforce Developme
ent
 Learning and Deveelopment Deepartment: co‐ordinatiing the provvision of corrporate LMD programm
mes
and learning activitties.
Resp
ponsibility ffor the appllication of all
a supporteed LMD activvities lies with
w the indivvidual learn
ner and their
resp
pective Linee Manager
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Additional Information:
Detaails of LMD and other provision
p
is available vvia the intranet homepage of the LLandD Depaartment:
http
p://nww.sw
wyt.nhs.uk/leeadership‐aand‐manageement‐deve
elopment/P
Pages/defauult.aspx

Appendicess:
a) Definitions
D
aand Glossaryy of Terms
b) Sttrategic Plan

Keyy Docum
ments to which
w
th
his LMD SStrategy is aligne
ed:
c) 5‐year
5
Strateegic Plan
d) 2014‐16
2
Operational Plan
e) Quality
Q
Improvement Strategy
S
f) Nursing
N
Straategy 2015//18
g) Equality
E
Firsst strategy
h) Health
H
Imprrovement and Innovatiion Strategyy – in develo
opment
i) ‘H
How the Orgganisation Runs’
R
– Partts 1 and 2
j) Learning
L
and
d Developm
ment Strateggy ‐ in deve lopment
k) Learning
L
and
d Developm
ment Agreem
ment
l) Leadership
L
aand Management Deve
elopment SStrategic Delivery Plan ‐ in developpment
m) Talent
T
Management an
nd Development Strateegy and Succcession Plan ‐ in devellopment
n) Agile
A
Working Policy
o) Staff
S
Engageement Strattegy

Furrther Reaading / Articles:
A
‘Qua
ality by Dessign – A Clin
nical Microsyystems Appproach’ – E. Nelson, P. Batalden annd M. Godfrey.
Josssey‐Bass (20007) ISBN:9
978‐0‐7879‐‐7898‐3
Clinical Microsyystems reseearch and developmennt at Dartmo
outh College
e, New Ham
mpshire, USSA
http
ps://clinicalm
microsystem
m.org/
Jönkköping Coun
nty Council,, Sweden: http://www
h
w.kingsfund
d.org.uk/tim
me‐to‐think‐
diffeerently/pub
blications/reeforming‐nh
hs‐within/caase‐study‐1‐j%C3%B6n
nk%C3%B6pping‐county‐council
‘Colllective lead
dership for cultures
c
of high
h qualityy health caree’ – M. Wesst, et al.
Jourrnal of Orgaanizational Effectivene
E
ss: People aand Perform
mance Volume: 1 Issuee: 3, 2014
‘Wh
hat Really W
Works…the 4 + 2 formulla for sustaiined busineess success’ – W. Joyce,, et al.
HarperCollins (2004) ISBN
N: 0‐06‐0513
300‐4
http
p://hbswk.h
hbs.edu/item
m/3578.htm
ml
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App
pendix A ‐ Glossa
ary of Te
erms:
Lead
dership is th
he deliberate use of influence thrrough values‐based beh
haviours
Lead
ders are anyy member of
o staff thatt consistenttly demonsttrate leaderrship behavviours within
n their
everyday working practicees
Valu
ues‐based LLeadership is the alignm
ment of thee personal ethical
e
value
es of staff m
members with the Trussts
‘Misssion and Vaalues’, resu
ulting in meaasurable im
mprovementts in qualityy of care to PPatients and Service Users
Colllective Lead
dership is th
he deliberatte, concerteed and co‐ordinated acctions and bbehaviours of
o Leaders,
resu
ulting in meeasurable im
mprovements in qualityy of care to Patients an
nd Service U
Users
Clinical Leaders
rship is the expert
e
advicce, guidancce and involvement of clinical
c
and Nursing specialists to
ensu
ure Patient safety and ensure besst clinical prractice and is
i defined in
n our ‘Nursiing’ Strateggy
Med
dical Leadership is the expert advvice, guidan ce and invo
olvement off medical sppecialists to ensure Patient
safe
ety and ensu
ure best meedical practice
Dive
erse / Inclussive Leaderrship is defined within our Trust ‘EEquality Firsst’ strategy.. It includess developingg a
cultural workfo
orce and ensuring access to LMD oopportunitie
es for under‐representted groups in leadership
and managerial roles, such
h as genderr, ethnicity, and Professional Grou
up.
Man
nagement iis the efficieent and effe
ective co‐orrdination off available resources, inncluding: Risk;
Relaationships; FFinances; Environmentts; Equipmeent; Informaation; and Processes
P
nagers are members of
o staff whom have speecific roles, responsibiliities and aree accountab
ble for co‐
Man
ordiinating available resources to ensure our heaalthcare serrvices are de
elivered
Man
nagement SSystems aree the 4 x environmentss within which Manage
ers operate across the Trust,
inclu
uding:
Singgle Care Patthways and Services (M
Micro System
m); Multiple
e Care Pathw
ways and Seervices (Me
eso System));
Trusst‐wide and
d Strategic/C
Corporate Services
S
(Maacro System
m); External environmeents and relationships
(Me
eta System)
Lead
dership and
d Managem
ment Develo
opment (LM
MD) is the fo
ormal and in
nformal devvelopment of all leaders
and managers employed by
b the Trustt. This is ac hieved thro
ough the co‐ordinated provision of
o education
n,
train
ning, learnin
ng and deveelopment activities. Thhis approacch ensures that
t
we havve well‐led services
s
thro
ough ‘collab
borative’ leaadership and leading too quality im
mprovementts across ouur portfolio of healthcare
servvices.
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A
Appendix B – Strategic Plan:
P
P
Period
2015
5

P
Priority Actions / Outcomes
2016

2017

Q
Quarter
1

 Enggagement of Lead
ders and Managerrs in
‘Sysstems Leadership’ and ‘Values‐based
Leaadership via EEMTT, Deputy Directorrs
and
d TRIOs

 Further embedding ‘Systems Leadership’
ership via
and ‘Vaalues‐based Leade
Microssystems developm
ment programme
and Miiddleground 5 pro
ogramme

 Further embedding
e
‘Systems Leadership’

Q
Quarter
2

 Wid
den engagement of Leaders and
Managers in ‘System
ms Leadership’ and
d
‘Values‐based Leadeership’ via
Mid
ddleground 4 proggramme and B7 LLNA
workshops
oped and agreed
 LMD Strategy develo
urs draft Framewo
ork
 Values into Behaviou
agreed

 ‘Well‐ledd’ Microsystems benchmark‐tested
b
d

Q
Quarter
3

 LMD Needs of Leadeers and Managers
oped via Appraisall, 360‐feedback, aand
sco
cap
pability benchmarrking;
 LMD opportunities, support
s
and
ogrammes identifiied, planned and
pro
pro
omoted via a LMD
D ‘HUB’
 Coaaching and Mento
oring Framework
agreed and tested
 Taleent Managementt and Succession
Planning Frameworkk agreed and testeed
 ‘Values into Behavio
ours’ agreed
 Virttual Learning Com
mmunities (VLCs)
testted

 Future LMD needs of Leaders and
Managgers scoped via an
nnual business
Plannin
ng (inc. Workforce
e and Succession
plannin
ng), 360‐feedbackk, and capability
benchm
marking;
 ‘Valuess into Behaviours’’ embedded into
Staff Appraisal
 ‘Well‐leed’ Microsystemss benchmark‐
tested via MG5 and VLC
Cs
 LMD Needs of Leaders and
a Managers
scoped
d via Appraisal, 36
60‐feedback, and
capability benchmarking
g
 LMD opportunities, support and
programmes identified, planned and
promoted via a LMD ‘HU
UB’
 ‘Well‐leed Service Transfo
ormation’ case‐
examples developed and published
 ‘System
ms Leaders in Hea
alth’ Conference
hosted
d
 ‘Coach and Mentor Netw
work’ Conferencee
d
hosted

Q
Quarter
4
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and ‘Valu
ues‐based Leadership via needs‐led
d
LMD and
d Middleground 6 programmes

via MG5 and VLCs
 Learning Alliance Framework developed annd
agreed

 LMD Neeeds of Leaders and
d Managers
scoped via
v Appraisal, 360‐‐feedback, and
capabilityy benchmarking
 LMD opp
portunities, suppo
ort and
programmes identified, pllanned and
promoteed via a LMD ‘HUB
B’

h’ Conference
 ‘Systemss Leaders in Health
hosted
 ‘Coach and Mentor Netwo
ork’ Conference
hosted

Trust Board 30 June2015
Agenda item 8.1(i)
Title:

Calderdale and Kirklees Child and Adolescent Mental Health Services
(CAMHS) – progress report

Paper prepared by:

Director of Nursing, Medical Director and Interim Director of CAMHS

Purpose:

To provide an update on progress in the delivery of the recovery plan

Mission/values:

Improve and be outstanding in relation to the Recovery Plan
Open, honest and transparent in terms of public reporting

Any background papers/
previously considered by:

Update reports previously provided to Trust Board, most recently 28th April
2015

Executive summary:

Following a successful tender bid, Calderdale and Kirklees CAMHS
transferred to the Trust in April 2013.
As the work to transform services commenced, the scale of the challenge
became clearer and a recovery plan was developed in February 2014. This
plan is ambitious and has shown progress, but Trust and Commissioners
remained concerned that the scale and pace of change that was planned had
not been achieved. Accordingly a series of ‘Summit’ meetings were held to
oversee progress and service improvement.
This paper provides a progress update against the actions agreed following
the CAMHS Summits on 8 May and 19 June 2015 and the report to the Trust
Board on 28 April 2015.
The Clinical Governance and Clinical Safety Committee also received a
detailed update on the Trust’s portfolio of CAMHS in Barnsley, Calderdale
and Kirklees, and Wakefield at its meeting on 16 June 2015.
The investment in Calderdale and Kirklees CAMHS proposed by clinical
commissioning groups is to be welcomed.

Recommendation:

Trust Board is asked to NOTE the progress report

Private session:

Not applicable

Trust Board 30 June 2015
Calderdale and Kirklees child and adolescent mental health services progress report

Calderdale and Kirklees Child and Adolescent Mental Health Services
(CAMHS)
Progress Report
Trust Board 30th June 2015
Introduction
The Trust took on the responsibility for the provision of Tier 3 CAMHS in Calderdale & Kirklees in April
2013, following a successful tender bid. Both commissioners and the Trust are clear that the scale of the
challenge to remodel and transform the service was initially underestimated. A recovery plan was instigated
in February 2014 and a substantial amount of work undertaken – and investment made – by the Trust to
improve the service.
In January 2015, the Trust invested in additional management capacity to focus on CAMHS and also raised
its concerns formally with Commissioners. This resulted in a CAMHS ‘Summit’ with the CCG CEOs and
local authorities. The CAMHS Summit met originally on 20th March and subsequently in May and June, with
further dates set for July and September 2015. The Chairman of the Trust attended the meeting on 8th May
2015.
Formal Trust monitoring takes place through the Trust’s Clinical Governance and Clinical Safety
Committee, which received a detailed report on the position in April and June 2015.
The Trust Board receives regular updates on CAMHS in Calderdale & Kirklees, most recently in January,
March and April 2015. This report provides an update on progress.
National Context
Nationally, the profile of CAMHS has been raised with the establishment of a Task Force in September
2014 and its subsequent report ‘Future in Mind’. In addition there were statements in the Chancellor’s
autumn statement in December 2014 and the Budget in March 2015, announcing additional funding to
transform mental health services for children and young people.
In order to access these additional funds, Commissioners need to develop a Transformation Plan by the
end of September 2015. Key elements of the plans will be creating Eating Disorder teams and improving
crisis and self-harm services, as well as Commissioners working collaboratively to transform and improve
services. It is clear that the improvement in access and waiting times for CAMHS services are going to
remain a significant national priority.
CAMHS Summit
The CAMHS Summit met on 8th May and 19th June to oversee the joint programme of work and to monitor
progress. The meeting on 19th June confirmed:


The Trust was on track with its Data Quality plan and able to report that the backlog of referrals for
the generic CAMHS service had now been cleared, with the earliest referral now waiting being May
2014. Although these still remain very long waiting times for young people and their families, 50%
of young people are waiting less than six months for an intervention following their initial
appointment. The increased investment in crisis services should release capacity to focus on
reducing these waiting lists.



There are still long waits for a multi-agency assessment for Autistic Spectrum Disorder (ASD).
Commissioners are aware of the situation and looking at ways to improve the ASD position, whilst
acknowledging that SWYPFT provides only a part of the solution to a robust multi-agency pathway
for those families seeking an assessment for ASD.



The CCGs agreed that there was significant underinvestment in the CAMHS service in Calderdale &
Kirklees and this needed to be remedied. In the initial phase, the crisis intervention/intensive home
based treatment team would be funded. The funding would come from Calderdale & Kirklees
Commissioners 0.4% Parity of Esteem monies, coupled with the 1% demographic growth monies,
which the CCG would invest in early intervention, as identifying and treating children appropriately
will have a long term effect on their adult mental health.
The ‘Task and Finish’ group would continue to meet to make recommendations for further
investment to ensure that the service was able to meet the outcomes of the specification when it
was revised. Commissioners are currently considering extending SWYPFT’s contract for a further
year, in order to embed the improvements and develop a specification that met the CCG’s
requirements and incorporated the requirements of the national NHS England CAMHS
Specification.



As part of the jointly agreed programme of ‘Enhanced Surveillance’, a detailed Quality Dashboard
has been agreed. In addition, Commissioner visits had been undertaken on 29th May and 10th June
2015. Positive feedback – from both Commissioners and the Trust - was given and all agreed that
these had been beneficial. Further visits will be arranged, particularly from Kirklees Commissioners.



A report on the Governance arrangements is in draft and will come to the July meeting. The CCGs
are starting to prepare their Transformation Plans, with the Lead Commissioner in Calderdale being
Calderdale Council and the CCG in Kirklees. The plans are due for completion by the end of
September 2015 and will require engagement with stakeholders and young people and will also
have to go through an assurance process.



The Joint Communication strategy was noted and agreed to be refreshed as necessary. The need
for proactive, rather than reactive communications was reiterated.

SWYPFT Governance
A detailed report on the performance of the Trust’s CAMHS services in Wakefield, Barnsley and Calderdale
& Kirklees was presented to the Clinical Governance and Safety Committee on 16th June 2015. Future
reports to the Committee will include a dashboard of metrics presenting the whole of the Trust’s portfolio of
CAMHS services, encompassing both Barnsley and Wakefield, in order that performance and improvement
can be demonstrated.
Two Non-Executive Directors, the Chair of the Clinical Governance & Clinical Safety Committee and Chair
of the Mental Health Act Committee visited the CAMHS service in Calderdale & Kirklees on 12th May and
spoke to staff and managers. A further Non-Executive visit is planned to Barnsley services.
Locally, CAMHS remains a high profile issue and reports on CAMHS services were received by the Kirklees
Health & Well Being Board on 28th May and presented to the Calderdale Scrutiny Committee on 24th June
2015.
The CQC has been kept fully informed of the issues faced in Calderdale & Kirklees CAMHS, most recently
at the CQC Relationship meeting on 20th May 2015.
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Service Development
The additional investment from the CCGs is to be welcomed as is their clear commitment to improving
CAMHS services for children and young people in Calderdale and Kirklees.
Pending the formal confirmation of funding, the Trust had already commenced the recruitment of additional
crisis team staff, in order to manage the operational risks of providing both emergency and planned care.
Commissioners, whilst acknowledging the low levels of investment, are keen that any additional investment
is not permanently tied to any definite element of service provision. Commissioners would ideally wish to
commission a service based on outcomes, rather than particular service elements, and the need for
flexibility has been acknowledged by the Trust.
The need to ensure that CAMHS services in Barnsley now receives intensive management focus and
support has been identified. These services transferred to the Trust from Barnsley MBC in April 2013 and –
as with many CAMHS services – need to work with commissioners to improve waiting times, redesign
pathways of care and operationally manage both planned and emergency work, whilst facing increasing
demand. Formal reporting on the services in Barnsley is now through the Clinical Governance and Clinical
Safety Committee which received a detailed report on all three services in June 2015.

21st June 2015
Tim Breedon, Director of Nursing, Clinical governance & Safety
Nette Carder, Interim BDU Director - CAMHS
Adrian Berry, Medical Director
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when that data is published.
There was a spike serious incidents in May 2014 and this was reviewed but
there were no themes found in terms of services or teams, or of themes.
Similarly, a thematic review of seven suicides in Barnsley did not find any
trends or themes to suggest systemic care or service delivery problems.

Next steps
Recent years have seen substantial developments in the framework, personnel
and processes supporting the investigation, management and learning from
incidents in the Trust. This provides a secure platform from which to develop
further, particularly with an emphasis on learning.

Recommendation:

Plans for 2015/16 include the follow.
 In response to elevation in suicide risk nationally and locally, and as part of the
Trust’s Patient Safety Strategy, the Trust is developing an overarching suicide
prevention strategy. It will complement suicide prevention strategies of local
authorities, which are tasked nationally with taking a lead on suicide
prevention. It will be based on elements of the National Suicide Prevention
Strategy and incorporate important recommendations from other bodies, such
as the National Confidential Enquiry into Suicides and Homicides by People
with Mental Illness (NCISH).
 Further analysis of suicides will be conducted as part of the Trust’s annual
undetermined deaths audit, which will be monitored through the Clinical
Reference Group and reviewed by the Clinical Governance and Clinical Safety
Committee.
 Implementation of Patient Safety Strategy including national Sign up to Safety
initiative, ensuring the duty of candour is embedded and Safewards.
 Continued development of practice governance posts for each service line (or
individuals in similar roles) to ensure learning closer to frontline staff and
provide greater opportunities to capture the impact of learning.
 Developing ways of capturing the impact of lessons learned and action plans
implemented.
 Greater support in investigating lower level incidents.
 Continue to support incident management research.
 Examining how front line managers can be added to dashboard reports
enabling them to use real time incident data following a successful business
case.
 Implement Datix upgrade and exploit the features available to support safety.
Trust Board is asked to RECEIVE the report.

Private session:

Not applicable.

Trust Board 30 June 2015
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1. Introduction
This report provides a summary of the detailed incident management annual report April 2014 to March 2015. The
report will present headline data, brief analysis and some of the key next steps planned for 2015/16.
In recent years the Trust has ensured that all services and teams acquired have been added to Datix (incident
management recording tool) and have access to reports and training made available by the Patient Safety Support
Team. The team have worked with both internal and external partners to ensure the Trust has a robust system to
enable reporting, investigation and analysis of incidents. This report need to be reviewed with the undetermined
death audit (once available) that provides detailed information matching data collected by the National Confidential
Inquiry.
2. External scrutiny and feedback
A number of questions are asked within the national staff survey 2014 which provided direct feedback on staff views
with regards to the incident reporting system. The 2014 staff survey published in 2015 reported that the Trust was
better than average for Mental Health Trusts in the percentage witnessing potentially harmful errors, near misses or
incidents in last month. National figure was 26% and Trust figure was 23%. It also reported that the Trust was similar
to other Trusts for the percentage of staff agreeing that they would feel secure raising concerns about unsafe clinical
practice.
One area that requires further examination with the Business Delivery Units (BDUs) is the percentage of staff
reporting errors, near misses or incidents witnessed in the last month. The survey highlighted that only 88% of staff
had reported incidents, this is 4% below the national average. The report does show this improved within the Trust
from the previous year by 1% and some team responses were so low that the data could not be included.
The Patient Safety Support Team has produced video guidance to support staff in reporting incidents along with a
wider variety of short training sessions. Locally we have seen over 1000 additional incident reports this year.
Datix was able to provide all of the information required for the quality account following a piece of work to enable
the Trust to report the same data as the National Patient Safety Agency in relation to degree of harm arising out
incidents.
An improvement target of 5% was set from the time an incident was reported to being reviewed by managers. The
patient safety support team communicated with managers and set up additional monitoring tools to support this.
The target was met. This was again externally audited.
Under Department of Health guidance HSG (94) 27, an independent investigation must be undertaken when a
homicide has been committed by a person in receipt of specialist mental health services under the Care Programme
Approach in the six months prior to the event. Such investigations are to provide “an external verification and quality
assurance review of the internal investigation with limited further investigation”.
This year the Trust has been involved with 3 independent investigations. The investigations commissioned through
NHS England are an independent review of 3 homicide cases that took place in the Trust between July 2010 and June
2011. One of these has already been subject to a domestic homicide review which was reviewed as adequate by the
Home Office. A fourth report will also cover the implementation of learning from 3 earlier incidents which took place
between March 2007 and December 2008. The reports have been received and an action plan has been developed
which is being reviewed through the clinical governance and clinical safety committee and with the clinical
commissioning groups through the quality board. Good progress is being made against the action plan.
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3. Headline data
The Trust reported 10990 incidents of all severity during the year, over a 1000 additional incidents compared to
previous year. The range within a quarter is 2666‐2854 incidents. The distribution of these incidents in terms of
severity is pyramid‐shaped, serious incidents being fewest in number, with most incidents (84.7%) resulting in
no/low harm.
Serious incidents are defined by NHS England and include suspected suicide of service users, homicide by service
users, never events, serious assaults and confidentiality breaches as well as attempted suicide (life threat/serious
injury), and the unexpected death of an inpatient.
106 (72 excluding pressure ulcers) serious incidents were reported to the commissioning CCGs via the Department of
Health database, STEIS/Unify.
34 pressure ulcers were reported. 29 were grade 3, and 5 grade 4. Following further investigation 6 pressure ulcers
were seen as avoidable.
There were no homicides reported in 2014/15.
Never Events are serious, largely preventable patient safety incidents that should not occur if the available
preventative measures have been implemented. No ‘never event’ incidents were reported by SWYPFT in 2014/15.
3.1. External comparison
There are limited opportunities to compare the Trust data. The National Reporting and Learning Service produce six‐
monthly reports comparing mental health trusts. There are limitations with this data, in that SWYPFT is compared
with Trusts providing only mental health services, whereas the Trust also provides community services and has a
large forensic component. Subject to this caveat, the latest report for April–September 2014 shows the Trust in the
middle 50% of reporters, with a reporting pattern for numbers of incidents in particular categories similar to other
Trusts. The Trust was also part of a national benchmark in relation to restraint and overall the figures for the Trust
were positive.
3.2. Internal comparison
The patient safety support team has undertaken analysis of serious incidents by category, team, month and year
within the full report. There are no obvious trends by teams or category from previous years.
In 2014/15 there were 72 serious incidents (not including pressure ulcers) in comparison to 56 the previous year.
Chart 4 shows the number per 100,000 population of all serious incidents reported by the Trust. 4.44 ‐6.78
dependent on the BDU.
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Chart 3 2014/15 ‐ Suspected suicides broken down by BDU and method indicated at time of reporting.

Hanging ‐ self injury
Contact with moving vehicle (car, train) ‐
self injury
Method unknown ‐ self injury
Over the counter medication ‐ self
poisoning
Illicit drug ‐ self poisoning
Jumping from height
Other ‐ self poisoning
Other self‐injury
Carbon monoxide ‐ self poisoning
Cutting ‐ self injury
Drowning ‐ self injury
Prescription medication ‐ self poisoning
Suffocation ‐ self injury
Total

Barnsley
MH&SMS
8

Calderdale

Kirklees

Wakefield

4

5

6

Total
23

0
0

0
1

2
1

1
1

3
3

1
0
0
0
1
0
0
1
0
0
11

1
1
1
0
0
0
0
0
0
0
8

1
0
1
2
1
1
1
0
0
1
16

0
1
0
0
0
0
0
0
1
0
10

3
2
2
2
2
1
1
1
1
1
45

Using population size and national confidential inquiry data only, based on SWYPFT geographical area and
population would expect between 31‐36 patient deaths by suicide per year. The annual report breaks this down by
BDU and type and shows the previous year for comparison. The suspected suicides over the last four years average
out at 31 per year.
Chart 4
District

Population
ONS –
population
estimates
Mid 2013

General
population
suicide rate
(NCI)

235,757

22‐25

6‐7

5

11

5.17

6.36

206,355

19‐22

5‐6

7

8

4.4

6.78

428,279

40‐45

11‐13

9

16

3.07

4.44

Wakefield
329,708
30‐35
8‐10
2
10
4.29
Trustwide
1,200,099
111‐128
31‐36
23
45
ONS – Office of National Statistics
NCI – National Confidential Inquiry into Suicide and Homicide by people with Mental Illness

5.76

Barnsley
Calderdale
Kirklees

Patient Suspected
Suspected
All SI Incident All SI Incident
suicide
suicide
suicide
figures per 100, figures per 100,
rate reported on reported on 000 population 000 population
(28%
STEIS
STEIS 2014/15 for 2013/14
for 2014/15
general
2013/14
pop)
(NCI)

Again this information must be viewed with caution, because the Trust does not have access to the local actual
general population data. The table shows the reported expected incidence of suicide in SWYPFT by BDU based on
BDU populations and the NCI data. These NCI figures do not reflect socio‐economic or other factors that might
influence suicide rates and are simply averages of the data collected. NCI ‘patient’ data includes all cases where the
coroner gave a verdict of suicide or an open verdict for any person who had been in current contact with mental
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health services or in contact in the preceding 12 months. The numbers for each BDU with the exception of
Wakefield are above the number expected and higher overall.
Further analysis of 56 deaths this includes suspected suicide and unexpected deaths at point of reporting on
STEIS/Unify
Current service user
Discharged service user

45
11

Care programme approach
CPA
Standard Care
N/A
Not recorded

19
21
11
5

Detained under the mental health act
Detained under MHA
1
Note ‐a further 2 serious incidents involved detained patients; these are coded to slips, trips and falls. The new
serious incident framework now captures whether the person is subject to mental health act or other healthcare
related restrictions so reporting on this will be easier in future years.

SIs resulting in death by gender and age (SIs reported 1/4/14‐31/3/15)
10
9
9
8

8

8

7
7
6
5

Male
4

4

4

Female

4
3
3
2

2

2

2

2
1

1
0
0
18‐25

26‐35

36‐45

46‐55
Age band

56‐65

66‐75

76+

This chart shows the gender and age distribution of all serious incidents relating to death. Overall, of the 56 deaths,
there were 35 male deaths and 21 female deaths. Based on the National Confidential Inquiry data from July 2014, we
would expect 25 deaths by suicide for males and seven for females (data up to 2011), a total of 32. It is of note that
not all 56 deaths in the chart above are suicides or suspected suicides. It is likely that a maximum of 45 reported
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The National Confidential Inquiry July 2014 also showed number of suicides in male and female patients aged 25‐34
fell in the report period. There was an increase in the number of male suicides in those aged 45‐54, 55‐64 and 65+.
The Trust highest figure for males is in the age group 46‐55 but almost as high was the 36‐45 age range.
Service users not in contact with services at time of death
Days
0‐30
31‐60
61‐90
91‐120
121‐150
151‐180
181‐210
Data missing

Number
4
2
1
1
2
0
1
1

For the past two years the Trust has reported deaths of individuals who are current service users or discharged
patients up to twelve months were we are informed. The Trust has developed good relationships with Coroners
officers to support this reporting.
Thematic review of deaths in Quarter 1
In Q1 2014/15 there were 20 SIs (excluding pressure ulcers), a higher than expected number based on the pattern
observed in previous years and in Q4 of 2013/14 (from 2010/11 to 2013/14 there were 14, 12, 15 and 14 SIs in Q1
respectively).
In Q1 2014/15 these comprised 12 suspected (including apparent) suicides, five deaths due to causes unknown, one
incident of serious violence against staff, and two of self‐harm.
One of the deaths of unknown cause occurred in December 2013 but was included in Q1 2014/15 due to new
information coming to light about the cause of death in that quarter.
The data relating to these deaths and incidents was reviewed to determine whether there was a particular trend, in
terms of mode of death/harm or identifying any service that had a higher proportion of deaths of service users under
their care.
Data reviewed included Datix reports, which gave an indication of the mode of death (although not a detailed
account since there had been no detailed investigation at that stage) and tables relating to the services in which the
incident occurred.
The 12 apparent suicides were spread fairly evenly across teams in the Trust. Of these, 11 were in current contact
with services. 5 (42%) were by hanging (one self‐harm SI was by hanging also). This proportion is roughly in line with
nationally published figures for patient suicides. 1 apparent suicide was by contact with a train, 3 by self‐poisoning
and 1 by cutting. The deaths of other cause were also spread evenly across services.
Three services had more than one SI in the quarter reviewed. Of these three, CMHT Lower Valley Calderdale had 2
suicides, CMHT Care Management Team Kirklees one suicide and one death of unknown cause, and Pontefract
CMHT four had one suicide and one death other cause.
On the basis of these data and the small numbers involved, there did not appear to be an unexpected pattern or
trend to either the mode of death or the service in which the incident occurred.
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Barnsley thematic review of suicides
The Trust conducted a thematic review of seven cases of suicide reported in Barnsley between July 2014 and
December 2014. When undertaking a review of the care and delivery issues, the investigation team examine the
information that is available at that time and whether the decisions followed policy and guidance and whether these
need to change.
All but one of the individuals was in the community at the time of the incident; four had been discharged from the
service at the time. The services do not know what had occurred from the time of discharge to the time of death.
None were re‐referred to services.
The investigators identified the need to review clinical risk training in three of the incidents and other
recommendations were linked to risk factors –communication on the ward, handover of risk in previous 24 hours
and risk assessment form needing reviewing.
One case is an IAPT case where the assessment is much briefer as this is high volume, low risk referrals and the
service was trying to engage with the individual at the time of the incident. The investigators did have a view that
the referral should have been sent to alcohol services or CMHT, this may have occurred following assessment. None
of the incidents were seen as preventable but the investigation provided time to review and reflect on opportunities
to improve practice in the future. Action has been taken in relation to these recommendations.
The Trust is reviewing the risk assessments being used and a Trust wide piece of work is taking place in relation to
risk training. In the short term the immediate review highlighted the need to more time to be spent on risk
formulation and this has already been actioned. The BDU review the incident recommendations at least twice a year
to examine themes from recommendations. These recommendations also feed into Trust wide analysis of themes.
In conclusion, there were no obvious trends emerging from the review of the seven cases, although lessons have
been learned from the reviews and are being implemented to improve practice.
ii)

Homicides

There has been 0 homicide reported in 2014/15.
iii)

Death– other causes

11 incidents were reported in this category an increase from the previous two years which both recorded 8 incidents.
This has included patients that the cause of death is unclear or accidental e.g. a client recovered from a river by
police, a suspected morphine overdose which was being used for pain management. It can take a significant amount
of time for the cause of death to be clear but this does not prevent the investigation being completed. The cause of
death may not be a patient safety issue and be natural causes, of the 11 reported incidents:‐
3 ‐ Cause of death was found to be cardiac related deaths
2‐ Found to be overdoses but not known if accidental or deliberate
2 ‐Still unknown to the Trust
1‐Narrative
1‐ Accidental
1 –Suicide
1 –Found in car with probable self‐harm.
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iv)

Self‐harm/attempted suicide

During 2014/15 there were 6 serious self‐harm incidents, this is a significant reduction from the previous year when
13 were reported. In 2012/13 there were 3 incidents. The incidents included cutting –self injury (2), self‐poisoning
(2), jumping from a height (1) and hanging (1)
v)

Information governance

Information Governance incidents which have a score of 2 or above on the Department of Health table are graded
as red and managed as a Serious Incident (SIRI) by the Trust.
vi)

Pressure ulcers

During 2013/14 the requirement to report grade 3 and 4 pressure ulcer incidents as Serious Incidents was introduced
(May 2013). As anticipated, the reporting requirement for pressure ulcers changed in early 2015. The revised criteria
to report only avoidable pressure ulcers came into effect in in February 2015.
Prior to February 2015
The Trust reported all incidents that were attributable whether or not they were avoidable.
From February 2015
The Trust reports incidents that are attributable and avoidable. This is confirmed at a monthly meeting against
standard good practice criteria. 34 pressure ulcers were reported (29 grade 3 and 5 grade 4); following investigation
6 were found to be avoidable.
The Tissue Viability action plan for 2014‐15 was completed on time except for purchase of Repose mattresses as
business case submitted to the CCG was unsuccessful. Reducing the frequency and severity of harm resulting from
pressure ulcers has been identified as one of the five priorities for the Trust’s Sign up to Safety Improvement Plan for
2015‐2018.
3.3. Duty of candour
Duty of candour became a statutory requirement in November 2014 for health providers. The patient safety support
team had already undertaken work and been reporting to Clinical Commissioning Groups from April 2014. Duty of
candour is applicable to all incidents that result in moderate harm or above.
132 incidents were applicable 2014/15. The Trust is undertaking an audit against the requirements of duty of
candour in 2015/16.
4. Performance feedback as of 15.5.15
During the period 1 April 2014 to 31 March 2015, 111 serious incident investigation reports were submitted to the
relevant commissioners (please note this is not the same data as those reported in this period).
Feedback to date has been received on 105 of these investigations.
60 reports were submitted to Barnsley CCG, which does not formally grade the quality of the investigations. Barnsley
CCG provides narrative feedback that the investigation will be closed on STEIS or request additional information.
Feedback on two investigations is awaited.

9

Of the remaining 51 Serious Incident investigations submitted to other commissioners, feedback has been received
on 47 investigations. Feedback is awaited on 4 investigations. Two of these investigations were ungraded. Of the
remaining 45 investigation reports, they all received a feedback rating. 96% (43) (note ‐ same figures as last year)
resulted in a quality rating of good or excellent. 2% (1) resulted in a fair rating. 2% (1) resulted in a weak rating. The
weak grading was due to the action plan not being submitted in time not the quality of the investigation report.
Further clarification was provided to the commissioners on 28 investigations.
5. Governance structure
Reporting, analysis and learning from incidents is managed through a clear governance structure. The Director of
Nursing, Compliance and Governance works closely with the Medical Director to ensure there are robust processes
in place. This is supported by an Assistant Director for patient safety and an Associate Medical Director (AMD) for
patient safety. The patient safety support team provides support to all BDUs and Quality Academy teams.
Investigation of serious incidents is undertaken by full‐time lead investigators, supported by dedicated medical
investigators. A list of co‐opted experts within the Trust has been developed from a variety of specialties and
disciplines to provide specialist support to SI investigators where necessary.
The Clinical Governance and Clinical Safety Committee ensure robust scrutiny on behalf of the Board. The Committee
receives performance information.
Bi‐monthly patient safety clinical reference group meetings are now established. Chaired by the AMD for patient
safety, it is a forum for collecting and disseminating ideas and information between a core group of individuals
directly involved in developing, implementing and monitoring systems to improve patient safety. There is a particular
emphasis on investigations, recommendations and action plans arising from serious incidents and on how learning is
disseminated both locally and trust‐wide.
Each BDU has developed governance groups whose function includes examining trends and learning from incidents
and ensuring action plans are delivered. Each BDU facilitates local learning events for frontline staff, led by practice
governance coaches.
The Patient Safety Support Team also supports research and development proposals relevant to incident
management. This year a member of the team has undertaken research on the effectiveness of the investigation
process, the results will be shared in July 2015.
6. Findings from investigations
A majority of the recommendations from serious incident investigations apply directly to the team or BDU involved.
Each BDU lead investigator is working with the BDUs in producing a report on learning from recommendations. A
total of 176 recommendations were made from the reports submitted, these were all related to care and delivery
but not seen as a direct cause of the incident. There were 16 reports that had no care and delivery issues and
therefore no recommendations. This is a positive sign that services are learning from incidents and ensuring care
delivery is safe and of a high standard despite the outcome.
In 2014‐15 the most frequent three recommendation types were:
Staff education, training and supervision — is the most frequent recommendation however during the year we
noted that district nursing service had a repeated recommendation of sharing the learning so during the year
another code of sharing learning was added to separate this recommendation. It accounted for 19
recommendations. This section covered a wide level of training requirements, some of which are on the mandatory
training list for others training has been arranged or review of current training is taking place. This year highlighted
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the need to ensure Doctors were clear about the training they need to attend and how Doctors in training are clear
about key Trust practices around Care Programme Approach and did not attend policies.
Organisational systems, management issues — issues arose around clear implementation plans for polices and
procedural changes in a number of incidents. Work had to take place on the emergency bag equipment for CPR
following a discrepancy that came to light during an investigation. Staff do not always escalate issue to senior staff or
use the risk register to record these. The clinical recording system –RiO has had some recommendations in relation
to use. Need to be clear were next of kin is recorded and monitor this, a number of issue have arisen about
contacting families after serious incidents as this has not been recorded. Some records have been cut and paste and
not updated.
Record keeping — this has been in the top three recommendations for the last four years. Most recommendations
have been in relation to accuracy of record and clear recording of clinical decisions. As recorded in the organisation
issues above there were recommendations about not recording next of kin in this category also. Not always
validating records or recording the reason for cancellation of record. There needs to be clear recording of medication
in medical care plans and on discharge.
Last year a piece of work was undertaken in ensuring timely monitoring and implementation of action plans. The
position at the end of this year is significantly improved.
7. Learning lessons and Safety Culture
All care providers must put patient safety at the forefront of the delivery of healthcare. The Francis report, and the
government response, Hard Truths, among others have highlighted the need for trusts to develop a proactive and
positive safety culture and robust systems and processes to monitor safety and implement change on the basis of
lessons learned. The Trust has engaged with a number of opportunities initiatives towards fulfilling this aim,
including the new Patient Safety Collaborative and the Sign up to Safety initiative. The completion of an overarching
Trust patient safety strategy has provided a framework to support such initiatives.
Each BDU now has a practice governance coach (or personnel with a similar role) to assist in the dissemination of
learning arising from SIs. Every SI investigation is followed by a learning event for the individual team or service
involved. In addition, BDUs have held wider learning events for staff to highlight themes and trends from incidents
(both serious and otherwise) along with lessons learned. The workshops have been attended by a broad cross‐
section of staff and have been well evaluated. However, the Trust still needs to develop further its processes for
measuring the subsequent impact of these action plans and learning events by capturing evidence of positive
change, whether that be in terms of the quality of care provided, a measurable change in safety culture or a
reduction in the frequency or severity of incidents.

8. Next steps
Recent years have seen substantial developments in the framework, personnel and processes supporting the
investigation, management and learning from incidents in the Trust. This provides a secure platform from which to
develop further, particularly with an emphasis on learning.
Plans for 2015‐16 include:


Suicide Prevention Strategy: In response to elevation in suicide risk nationally and locally, and as part of the
Trusts Patient Safety Strategy, the Trust is developing an overarching suicide prevention strategy. It will
complement suicide prevention strategies of local authorities, which are tasked nationally with taking a lead
on suicide prevention. It will be based on elements of the National Suicide Prevention Strategy and
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incorporate important recommendations from other bodies, such as the National Confidential Enquiry into
Suicides and Homicides by People with Mental Illness (NCISH).
One strand of the strategy will include addressing the needs of individual service users, ensuring that when
present, risk is recognised and responded to, both in terms of clinical treatment and support, but also
helping to tackle other contributory factors, such as housing, financial and legal problems. This will
necessarily be underpinned by ensuring that staff are appropriately trained and that the right resources and
clinical pathways exist to provide this care. Clinical risk training for staff is also being reviewed across the
Trust to support the suicide prevention strategy











Another strand will involve addressing the needs of the population and stakeholders with whom the Trust
has contact more generally, and will include promotion of engagement with mental health services and
strengthening links with partner agencies which have a role in the prevention of suicide to develop a holistic
approach to suicide prevention. A further element, linked to the Trust patient safety strategy, will be to track
self‐harm, suicides or suspected to try and identify trends or themes, from which the Trust can learn and
implement change to reduce future risk where possible.
Further analysis of suicides will be conducted as part of the Trust annual undetermined deaths audit, which
will be monitored via the Clinical Reference Group and reviewed by the CGSC.
Implementation of patient safety strategy including:‐
- national Sign up to Safety initiative
- ensure duty of candour is embedded
- Safewards
Continued development of practice governance posts for each service line (or individuals in similar roles) to
ensure learning closer to frontline staff and provide greater opportunities to capture the impact of learning.
Developing ways of capturing the impact of lessons learned and action plans implemented.
Greater support in investigating lower level incidents.
Continue to support research.
Examining how front line managers can be added to dashboard reports enabling them to use real time
incident data following a successful business case.
Implement Datix upgrade and exploit the features available to support safety
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TRUST BOARD – 30 JUNE 2015
CUSTOMER SERVICES - ANNUAL REPORT FOR THE FINANCIAL YEAR
1 APRIL 2014 TO 31 MARCH 2015
INTRODUCTION
This report provides an overview of feedback received by the organisation through the Customer
services function in the financial year 2014/15.
The report covers all feedback received by the team – comments, compliments, concerns and
complaints, which are managed in accordance with policy approved by the Trust Board.
The Customer Services function provides one point of contact at the Trust for a range of enquiries
and feedback and offers accessible support to encourage feedback about the experience of using
Trust services.
This report includes:








the number of issues raised and the themes arising
equality data
external scrutiny and partnering
Customer Services standards
actions taken and changes made as a consequence of service user and carer feedback
compliments received
the number and type of requests processed under the Freedom of Information Act

FEEDBACK RECEIVED
The table below illustrates Customer Services activity in 2014/15. The number of formal complaints
received in the year was 265; this reflects a decrease on the last two years, when 340 and 289
complaints were recorded respectively. There was an increase in the year in the number of issues
resolved at service level.
FORMAL COMPLAINTS PROGRESSION

1

CUSTOMER SERVICES ACTIVITY 2014/15

2

NUMBER OF ISSUES RAISED INFORMALLY
During the year, Trust services responded to 399 issues of concern and comments at local level
compared to 306 the previous year. The Customer Services team worked with service lines to
ensure the recording of issues raised informally and to capture action taken in response to this
feedback. This promotes a default position of putting things right as and when they happen
wherever possible and supports shared learning about service user and carer experience.
THEMES
Consistent with past reporting, care and treatment was the most frequently raised negative issue
(151). This was followed by waiting times (103), with waiting times for assessment by the CAMHS
service (shown under specialist services in the chart below) being the most common issue. There
were 92 complaints about staff attitude, 86 about communication, 60 about admissions, discharge
and transfer issues and 22 about policy and corporate decisions. Most complaints contained a
number of themes. BDUs develop action plans to address issues through governance processes
and utilise Quality Academy support, for example, the ‘right first time’ training offer and individual
service review.
The Customer Services function connects to risk scanning which brings together intelligence from
the Patients Safety Support Team and the Legal Service Team to triangulate any issues of concern
and assess the impact on service quality. Issues subject to serious incident review are flagged to
ensure appropriate support at the right time should any related issues become subject to
complaint.

EQUALITY DATA – TRUST WIDE
Equality data is captured, where possible, at the time a formal complaint is made. Where
complaints are received by email or letter, an equality monitoring form is issued with a request to
complete and return. The current average response rate for forms is 53%. The charts that follow
show where information was provided, the breakdown in respect of gender, age, disability, sexual
orientation and ethnicity. The total number of complaints received and information provided across
the characteristics is shown in each table.
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Work is ongoing with other NHS organisations in customer service and complaints networks to
benchmark performance in collecting equality data to ensure best practice is employed in Trust
processes.

259 / 265

182 / 265

261 / 265

150/ 265

140 / 265

MP CONTACT
During 2014/15, there were 50 occasions where complaints and feedback were received via local
MPs acting on behalf of constituents. Enquiries received are processed in line with routine practice
and contact made direct with individuals wherever possible.
Barnsley BDU: Dan Jarvis MP (4)
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4 separate issues raised relating to – corporate decision, record keeping and lack of support.
Calderdale BDU: Linda Riordan MP (2), Jason McCartney MP (1)
3 enquiries received relating to – waiting times, perceived lack of support and access.
Forensic BDU: Patrick McLoughlin MP (1)
1 issue raised regarding – policy and procedures.
Kirklees BDU: Simon Reevell MP (1), Jason McCartney MP (4), Barry Sheerman MP (1), Mike
Wood MP (1)
7 enquires relating to – lack of communication from CMHT, policies and procedures regarding out
of areas transfers, waiting times for assessment for CMHT and perceived lack of support from
CMHT.
Specialist Services BDU: Ed Balls MP (2), Jason McCartney MP (4), Jon Trickett (3), Simon
Reevell MP (3), Yvette Cooper (3), Mike Wood MP (2), Barry Sheerman MP (1), Dan Jarvis MP
(1), Ed Miliband MP (1), Craig Whittaker MP (1)
21 enquiries received - All contacts received were in relation to CAMHS. 16 concerns raised were
in relation to waiting times for assessment, 3 were in relation to the perceived lack of support
service users were receiving and 2 were in relation to access issues.
Trust wide – Dan Jarvis (1), Angela Smith MP (1)
2 separate issues raised relating to – Trust assets, and policy and procedures relating to
communication resources.
Wakefield BDU – Yvette Cooper (6), Mary Creagh MP (3), Jon Trickett MP (3)
12 enquiries raised regarding - trust policy and procedures in relation to service user disclosure,
attitude of staff, access and perceived lack of care from CMHT, record keeping, waiting times for
psychological therapies, medication issues and detention under MHA,
PARLIAMENTARY AND HEALTH SERVICE OMBUDSMAN (PHSO)
At the start of the financial year, 1 case was still waiting consideration by the PHSO (Kirklees).
During the 2014/15, 13 complainants (3 Wakefield, 3 Kirklees, 1 Calderdale, 2 Speciality Services,
2 Forensics, 1 Trust wide and 1 Barnsley) asked the Ombudsman to review their cases. Such
cases are subject to rigorous scrutiny by the Ombudsman, including a review of all documentation
and the Trust’s complaints management processes.
During the year:
 8 cases were closed by the Ombudsman with no further action
 1 case was resolved by recommended actions to current processes, and 1 case through
financial redress in sum recommended by the Ombudsman
 4 cases were awaiting a decision at the end of the financial year.
MENTAL HEALTH ACT
8 complaints were made in the year with regard to service user detention under the Mental Health
Act.
2 of these were raised by people describing themselves as white British and 6 elected not to
specify ethnicity. Information on the numbers of complaints regarding application of the Act is
routinely reported to the Mental Health Act Sub Committee of the Trust Board.
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CARE QUALITY COMMISSION (CQC)
During 2014/15 the CQC referred three complainants to the Trust who had approached them
directly.
One complaint related to Specialist Services, CAMHS in relation to waiting times and the quality of
the service.
Two complaints related to Wakefield inpatient services, regarding the care and treatment of a
service user and lack of support offered to a bereaved family.
JOINT WORKING
National guidance emphasises the importance of organisations working jointly where a complaint
spans more than one health and social care organisation, including providing a single point of
contact and a single response.
Joint working protocols are in place with each working partnership. The purpose of these is to
simplify the complaints process when this involves more than one agency and improve
accessibility for users of health and social care services.
Customer services team have given their
time and expertise in assisting us with our
re-development of PALS and Complaints.
This has included sharing templates and
policies/procedures.
Patient Advice and Complaints Team
Bradford District Care Trust

I would acknowledge again the
contribution of the customer services
officer. The detail that she provided was
very helpful. We will now be closing the
case.
Allan Brown, Mental Health Act
Reviewer. CQC

The Customer Service Team continuously works in
partnership with other organisations, agencies and
the public to improve complaints processes thus
ensuring that those raising concerns are highly valued
and fully supported throughout.
Leeds Teaching
Hospitals NHS Trust

I have been in post for around 5 years and
throughout my time in this role; the Customer
Services team has provided invaluable advice
and support to me. The team are always open to
assisting me when I make contact and I can
always trust that I will get a helpful response to
my enquiries. Kirklees LA

I don't have any hesitation in encouraging the
people I work with to contact customer services
for help and advice during the course of a
complaint or if they have other issues regarding
their care under the Trust.
ICAS Advocate

The Customer Services team are a friendly bunch of folk who
demonstrate their person first approach by always promptly
willing to help and support me with handling and investigating
complaints regarding services provided by SWYPFT. This helps
to ensure we provide complaint responses to clients which are
honest, open and transparent which in turn assists to resolve
the complainant's concerns and prevents their complaint going
any further.
Calderdale, Greater Huddersfield and North Kirklees
Clinical Commissioning Groups.

The Customer Service function also makes connection to local Healthwatch to promote positive
dialogue and respond to any requests for information. During 2014/15, in addition to routine
requests, feedback was provided in relation to a national study regarding issues affecting deaf and
hard of hearing people.
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Issues spanning more than one organisation

Complaints

Concerns

Comments

Total

Barnsley Hospital NHS Foundation Trust
Barnsley Metropolitan Borough Council
Care Quality Commission
Kirklees Council
NHS Barnsley CCG
NHS Bassetlaw CCG
NHS Calderdale CCG
NHS Greater Huddersfield CCG
NHS North Kirklees CCG
NHS Wakefield CCG
Other Local Authority
Wakefield Metropolitan District Council
Total

5
3
0
1
0
1
2
1
1
2
3
3
22

0
0
1
1
0
0
0
0
0
0
1
0
3

1
0
2
0
1
0
2
2
1
0
0
0
9

6
3
3
2
1
1
4
3
2
2
4
3
34

CONTACT WITH THE CUSTOMER SERVICES TEAM
The customer services team processed 714 general enquiries in 2014/15 in addition to ‘4 Cs’
management. These included provision of information about Trust Services, signposting to Trust
services, providing contact details for staff and signposting to involvement activities and groups.
The team also responded to over 1325 telephone enquiries from staff, and offered support and
advice in resolving concerns at local level.
In responding to contact of any kind, the team negotiates with individuals regarding the timescales
for responding to issues and regular contact is maintained until issues are resolved to the
individual’s satisfaction. This connection results in positive feedback to the service regarding
complaints management.
A range of survey material has been introduced to evaluate the customer services offer and
improvements have been made to processes in response to feedback. The Customer Services
Team has recently introduced a telephone survey – meeting expectations to support real time
feedback and improve responsiveness, the results of which will be included in future reporting.

29 staff offered feedback and 68 service users.
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The Trust recognises that it is good practice to offer complainants the opportunity to meet staff to
discuss issues. This offer is made early in the process, especially when complaints relate to more
serious issues or complex circumstances.
These meetings are ideally attended by both Customer Services and service staff and provide an
opportunity for staff to reflect on the experience from the service user’s perspective. A small
number of service user/carers took up the offer to meet. All complainants are also offered a
meeting when they are advised the outcome of an investigation, to discuss any outstanding
concerns they may have.
Feedback from staff shows that meeting with complainants improves overall understanding of how
people who use services and their families are affected by contact with services.
I find the service to be helpful in setting
out the concerns and supporting me to
meet or respond to individuals raising
concerns in a way that improves the
service and patient experience
Wakefield OPS

The team supports services to be the best
that they can by ensuring comments and
complaints are actioned and addressed. I
believe the team has gone over and above
by visiting the BDU and gaining a real
understanding of the service we provide.
Forensics

All complainants are informed that independent advocacy services are available to them in their
area, and are encouraged to use this support if helpful. A small number of service users are
supported by an advocate. Customer services monitor the take up of support.
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Complainants may wish to communicate in writing (by letter or completion of the Customer services
feedback form), over the phone, by email, via the website or through face to face meetings. Ensuring
that people have access and opportunities to feedback their views and experiences of care is an
essential to delivering the Trust’s values, and is part of how we ensure that people have a say in
public services. The Customer Services function is part of a developing framework of activity to
facilitate feedback about all aspects of services and ensuring any lessons learned are acted upon.
The team is currently working with speech and language therapy colleagues to develop materials to
promote the service which are suitable for people with a learning disability.
RESPONDING IN A TIMELY MANNER
The customer services standard is for complaints to be acknowledged within three days, with a
named case worker assigned. Timescales are negotiated on an individual basis, with each
complainant offered regular updates on progress until issues are resolved to their satisfaction or a
full explanation has been provided. All complaints are dealt with as speedily as possible. The
internal target is for every complaint to be responded to within 25 days; or 40 days for the most
complex cases.
In 2014/15 the Customer Services team closed 294 complaints. 31% were closed within 25 days
and a further 19% within 40 days. Of the remainder, delays in obtaining consent and delays in
allocating an investigator at BDU level were factors. Deputy directors and general managers are
kept updated on progress in complaints investigation and Customer Services work with individual
services to support identification of investigators and to support dedicated time for investigation
jointly with services.
Complainants are kept up to date on progress with their complaint through weekly contact with the
allocated case worker.

COMPLIMENTS
During the year 824 compliments were recorded, an increase on 763 received in the previous year.
Compliments are acknowledged by the Chief Executive and positive feedback is shared with the
individual, the team and across the Trust through the Trust intranet to promote good practice.

Your laid back, friendly but
informative approach has really
helped me and I could not have
done it without that support.

A big thank you for all your help and
support you have given me. You have
taught me how to look at things differently.
I will forever be in your debt.

Barnsley – Health Improvement

Calderdale – Psychological Therapies
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I was treated with respect,
kindness and reassurance.
Wonderful work done by the
mental health team.
Kirklees ‐CMHT North

I would like to thank all the staff and
doctors. The doctors made me feel
well in a matter days I have been off
medication about three years and
doing really good.

Thank you for all your help it really
means a lot
Specialist Services ‐ CAMHS

Thank you for putting up with
me whilst I have been in your
care. You have showed such
compassion. Your endless
patience is quite remarkable.
Cheers for everything.
Wakefield – 136 Trinity Suite

Forensics – Bronte Ward
Specialist Services

Key words quoted in compliments received in the period:

ACTION TAKEN IN RESPONSE TO FEEDBACK / CHANGES MADE AS A
CONSEQUENCE OF FEEDBACK
Not all complaints require action plans to remedy issues, but all provide helpful feedback which is
used in services to support service improvement. District Directors monitor the delivery of action
plans and ensure that corrective action is implemented within service lines in response to trend
analysis provided by Customer Services.
All complainants received a detailed response to the issues raised and an apology where
appropriate. Over 129 actions were taken and changes implemented in response to feedback
These include:
Barnsley BDU



A community service has introduced a process to ensure family/carers have access to
repeat prescriptions from GP’s whilst service users are in inpatients settings (mental health
services - CMHT WAA)
An IAPT service is reviewing the process to ensure that service users on the waiting list are
kept updated (mental health services – psychological services)
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A health visiting team is reviewing the protocol for information sharing with other parties, for
example, GP’s. Auditing of recorded documentation has also been introduced. (Primary
care and Preventative services and Long Term conditions)
Staff on an inpatient ward have been reminded to provide service users with a copy of their
care plan and ensure this action has been documented in healthcare records(Inpatients)
IAPT staff ensure they explain the types of therapy and methods offered and discuss these
with service users to minimise any confusion regarding the service offer. (mental health
services – psychological services)
District nursing staff seek clarification of service user understanding regarding procedures,
and follow up on concerns as and when they arise (Long Term conditions)
Further training and support relating to catheter procedures is to be offered in a district
nursing team. (Long Term conditions)
Staff from the health visiting team have reviewed the issues around professionalism in
relaying sensitive information to carers. (Primary care and Preventative services)
Staff have being reminded of the importance of adhering to the confidentiality policy when
discussing information with family members (Inpatients)
Additional training regarding moving and handling have been put in place (Primary care
and Preventative services)
Staff have being reminded of the importance of involving and updating service users in
regards to decisions made in respect of care and treatment and also to involve families and
carers where possible. (Inpatients, and mental health services - CMHT WAA)
Monitoring of administrative tasks is underway to ensure they are carried out in a timely
manner. (Children’s business unit)
Information and contact details are to be provided for advice regarding self-management
issues (long term conditions services)
the importance of updating and reviewing individual’s records in a timely manner has been
reiterated to staff (long term conditions services)
Review of the current process and systems to be undertaken to prevent future
administrative errors to ensure clients receive good customer service. (primary care and
preventative services and long term conditions services)

Calderdale & Kirklees BDUs










Crisis service staff have been reminded about the importance of using clear communication
with service users/carers and families, and to ensure that the information provided has
been understood.
Details regarding discharge and the discharge policy to be provided to service users in
writing, in addition to discussion (Acute Inpatients – WAA)
Staff from a Kirklees service are to ensure that the carer and/or family involved in assisting
the recovery of a service user are also offered assessment of their needs.
CMHT in Kirklees are reviewing the process for patients transferring into the area to ensure
all relevant information has been provided.
Additional training is to be provided to team mangers regarding ‘Deprivation of
Liberty’(Acute Inpatients –OPS)
Processes are being put in place to ensure correct information is provided to carers,
relatives and service users regarding ward rounds, CPA’s and Tribunals. (Acute Inpatients
– WAA)
Staff are to inform managers of any major/significant changes to a person’s care
package(Acute Inpatients – WAA)
A family’s experience of receiving care has been shared with the crisis assessment team as
a learning exercise, and the importance of appropriate and professional conduct when
making contact with service users and families has been reiterated. (acute –Crisis/IHBT)
Attention has been given to more accurate recording and onward communication of
telephone messages in a Calderdale CMHT. (Community Services – WAA)
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Sample caseload screening is underway in the Insight team to ensure copies of care plan
documentation are routinely provided to service users in line with Trust policy. (Community
Services – WAA)
Revised procedures are in place in a Kirklees CMHT to ensure consent is received in
advance from service users where requests are made for students to attend home visits
along with practitioners. (Community Services – WAA)
The Kirklees Insight team will ensure the reason for appointment cancellations is always
recorded. (Community Services – WAA)
Outpatient services in Kirklees will attempt to contact service users when clinics are running
late to make people aware of the delay and to offer the choice of re-scheduling.
Staff have being reminded of the importance of involving and updating service users in
regards to decisions made in respect of care and treatment and also to involve families and
carers where possible. (Inpatients – OPS)
Additional processes have been implemented to ensure support is provided to patients in
the community. (Community Services – WAA)
Clear processes have being implemented between services to reduce referral delays.
(Community services WAA)
the importance of involving and listening to families and carers during ward rounds has
been reiterated to staff members (Acute Inpatients – WAA)
Staff have been reminded of the importance of carefully explaining medication issues
during discharge planning meetings, and also who should be in attendance at discharge
meetings. (Acute inpatients – WAA)
the importance of involving and listening to families and carers regarding aspects of care
planning has been reiterated to staff members (inpatients OPS) & (acute services inpatients WAA
Staff have being reminded of the importance of being mindful of their surroundings when
discussing sensitive information with patients and/or families and carers. (Acute Inpatients
– WAA and rehab and recovery services)
reception staff at a CMHT are to receive additional customer services training (community
services WAA)
Improvements to administrative processes to ensure clients receive information in a timely
manner (acute services - inpatients WAA)
Staff have being reminded of the importance of involving service users in regards to
decisions made in respect of care and treatment (rehab and recovery service)

Wakefield BDU
 Inpatient ward housekeeping staff and catering staff are reviewing the process to ensure
that correct meals are delivered on a daily basis, with improved communication between
the two functions. (Acute inpatients – WAA and Trust wide services)
 Duty workers have been reminded of the importance of returning telephone calls in a timely
manner (community services WAA)
 New processes have been introduced to ensure better coordination and communication
between CMHT’s and crisis services. (community services WAA & acute services)
 136 suite staff have been reminded about the value and importance of involving and
listening to carers and family members during the assessment processes. (Acute
inpatients – WAA)
 Wakefield memory clinic staff will ensure in future that the side effects of medication are
always discussed with service users and with carers and that information leaflets are
always provided. (community services OPS)
 APT practitioners have reviewed the safeguarding process, clinical and management
supervision in respect of same, and the need to maintain familiarity with multi-agency
safeguarding procedures. (community services – psychological services)
 Staff attitude and the need to remain polite and professional at all times have been
discussed with reception staff in a Wakefield CMHT.
 Staff from an inpatient ward have been reminded of the importance of sharing care plans.
(Acute inpatients – WAA)
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Staff have been reminded of the policies in place regarding the right to appeal under the
Mental Health Act. (Inpatient services OPS)
Staff on an inpatient ward have received additional training and have been reminded of the
importance of ensuring medication records are updated and that communication between
staff and patients/carers has also been reviewed (Acute inpatients – WAA)
Staff on an inpatient ward are to receive additional customer services training and
additional supervision (Inpatient services OPS
A full review of communication pathways and care standards is currently under review
(Inpatient services OPS)
Staff are to ensure that clear explanations are provided for recording specific information
and information regarding access to records is available to patients (acute services WAA)
A review of current transfer pathways between PICU and acute inpatient wards to be
undertaken and communication between staff and service users/carers has also been
reviewed (acute services – inpatients WAA)
Staff are to ensure that carers/families viewpoints are incorporated within service user care
plans (community services WAA)
Staff on an inpatient ward are to receive additional customer services training and
additional supervision (inpatients – OPS)
Trust staff have been reminded to always ensure appropriate letter-headed stationary is
used in responding to service user issues (OPS)

Specialist services BDU
The following improvements have been made in Calderdale and Kirklees CAMHS services in
response to feedback; all of which support the recovery plan agreed with commissioners:
 The way assessments are conducted has been subject to review and practitioners will
ensure format appropriate to individual and that service users / families are given the
opportunity to ask questions / express concerns.
 The need to accurately document all communications with families and/carers and to follow
up on agreed actions as speedily as possible.
 The importance of clearly communicating the rationale behind the decision to discharge
 Staff have being reminded of the importance of involving and updating service users in
regards to decisions made following assessment/appointments in respect of care and
treatment and also to involve families and carers where possible.
 Additional processes have been implemented to ensure record keeping errors are kept to a
minimum
 Staff have been reminded of the importance of returning calls in a timely manner
 The Trust is in the process of reviewing current IG processes, in relation to issues around
consent and the releasing of healthcare records
 The Trust continues to work closely with commissioners in respect of the improving access
and wait times for service users and exploring the need for a crisis services to meet
emergency need.
The following improvements have been made in the Barnsley CAMHS service in response to
feedback:





The service has put a process in place to ensure that when key workers are absent from
work, family members are regularly updated regarding the impact on services.
A revised system has been implemented to ensure all correspondence/telephone contacts
are recorded and responded to in a timely manner
A review of the current multi–agency ASD pathway has been commissioned to improve
waiting times
Improvements to administrative processes to ensure clients receive good customer service.
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Staff to provide opportunities for parents/carers to feedback their views separately
following clinical meetings.

Forensics BDU
 The importance of explaining restraint and seclusion procedures to service users has been
reiterated to ward staff.
The forensic team are building on recent positive feedback on involvement, including the One
Voice Group, the unit-wide Carer’s Dialogue Group and recent ward based family events. A ward
manager led work to raise awareness of the importance of recording positive feedback from
service users, to share good practice and to have this acknowledged through Trust processes. The
Customer Services monitoring form has been shared with all wards and staff are being encouraged
to capture all feedback. Progress in this area will be monitored and included in future reporting.
Improvements were made across the Trust’s quality priorities as follows:

EXAMPLES OF SERVICE USER AND CARER EXPERIENCE

Harrison – raised concerns on a number of occasions about the standard of food offered in an inpatient unit.
Catering/housekeeping and ward staff implemented a new process to ensure that any concerns were raised with catering
staff immediately. A comments and compliments book was introduced and service users and staff were encouraged to
contribute. A new form has also been introduced that service users can complete and return in the internal post to
catering. Ward meetings also now include catering issues, for example menu choices and the quality of food as a
standing agenda item.

Jonathan raised concerns regarding the care and treatment his father, Eric, received whilst he was cared for on
an inpatient ward. Jonathan explained that it felt like there was no communication between the family and staff
members, and that they had been excluded from ward rounds and received no information regarding medication
issues.
In response to the concerns raised, the General Manager and a Customer Services representative met with Jonathan to
discuss his concerns and review his father’s care. The General Manager has used feedback from this case to review
procedures on the ward and as learning for staff in ensuring improved communication and a customer service focus.
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Lynsey was referred to the Improving Access to Psychological Therapies (IAPT) team. She attended two face to
face appointments with a therapist, but following these sessions, was only offered telephone support, with no
Judith advised the Trust
that her family
hadthe
changed
months ago. Judith’s daughter,
explanation
as to why
serviceaddress.
offered This
to herwas
had11changed.
Daisy, is in receipt of CAMHS services. Judith subsequently enquired about the wait time Daisy was
This complaint highlighted the issue that the IAPT process and likely progression was not always fully explained to
service users, which resulted in confusion and a feeling of being moved on to a less helpful service. Team procedures
were reviewed to ensure that the service offer, including the possibility of telephone based support is always discussed
at the outset to manage expectations.

Alison raised concerns regarding the care and treatment her daughter, Kerry, had received from CAMHS following
second overdose of over the counter medication. Alison explained that it felt like there was no communication
between staff teams.
In response to the concerns raised, the CAMHS team reviewed the protocol for follow up appointments, and allocation of
staff to cases relating to incidents of deliberate self-harm. The review has improved
Communication within the team and the changes implemented support improved case management.

FREEDOM OF INFORMATION REQUESTS
226 requests to access information under the Freedom of Information Act were processed in the
financial year 2014/15, an increase of 20 on the previous year. Many requests were detailed and
complex in nature and required significant time to collate an appropriate response working with
services and quality academy functions.
The Customer Services team works with information owners in the Trust to respond to requests as
promptly as possible, but within the 20 working day requirement.
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During the year, 5 requests were subject to exemptions under the Act - 1 under section 41, public
sector contracts, 2 under section 43, commercial interests, and 2 under section 40, personal
information.
There were no complaints or appeals against decisions made in respect of management of
requests under the Act during the year.
LOOKING FORWARD
Customer Services efforts continue to focus on gathering insight into service user experience and
to support teams to develop action plans to change and improve services as a consequence of
feedback.
The move to service line reporting and subsequent update of the Datixweb feedback module has
enabled the introduction of revised reporting for BDUs. This will help services (in particular practice
governance coaches) to review feedback and issues raised and ensure an appropriate service
response. Some services have adopted a proactive approach, requesting additional detail
regarding complaint themes and on BDU efficiency in respect of investigation and action planning.
Further work is on-going with BDUs regarding ownership of action plans and monitoring the
delivery of same.
The Trust Board now reviews feedback through Customer Services on a quarterly basis. Quarterly
reports are also shared with Extended EMT, externally with commissioners as part of the
contracting and quality monitoring processes, and with Healthwatch across our geography.
Monthly reporting on complaints regarding staff attitude continues as part of the Trust’s
performance report.
During quarter 2, feedback was received following a Members’ Council review of Customer
Services activity, that a breakdown of themes between inpatient and community services would
provide helpful insight. Coding updates currently being applied to the Datixweb electronic recording
system, to support service line reporting, will mean that this breakdown will be able to be provided
in future reporting.
Work is underway to develop combined reporting of patient experience, customer services and
equality information to maximise the opportunity for triangulation and to extrapolate themes and
areas of both concern and best practice. This work is being progressed as part of the customer
experience sub group.
In quarter 2, KPMG completed a review of patient experience and engagement, as part of the
Trust’s internal audit programme. In respect of Customer Services, the review identified good
practice, including Trust policy being in line with national good practice in NHS complaints handling
and a robust and comprehensive framework for escalation and reporting of complaints data to
Trust Board, Extended EMT and to BDUs.
The review also identified areas for development, including exploring further opportunities for
supporting ward teams to learn lessons and implement change in response to feedback, and an
action plan has been developed in response to this, with weekly updates provided to deputy
directors, general managers and clinical leads regarding actions agreed through the Trust’s
response to complainants.
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During quarter 3, the Customer Services policy was updated taking account of the CQC essential
standards, the duty of candour and the internal audit report reviewing service user experience.
Ongoing horizon scanning of best practice publications from regulatory bodies and patients
associations continues with review against Trust procedures to promote ongoing learning and
improvement.
The Customer Experience Group has been re-constituted, with a clinical lead as Chair and with a
remit to work to a single reporting and governance framework to enable more robust triangulation
of experience data. Membership of the group is also subject to review to ensure representation
aligns with the new ‘trio’ structure in BDUs (clinical lead, general manager and practice governance
coach).
The remit of the group is to:


Maintain oversight of all initiatives to gather feedback about service user and carer
experience and ensure high level co-ordination



Triangulate feedback and commentary from service users, carers and volunteers,
identifying themes and trends



Ensure services are supported to make appropriate and timely response to feedback



Ensure linkages with CQC and other regulatory bodies



To identify and commission the top 5 task and finish development projects as a follow up to
customer feedback.
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Agenda item 8.1(iv)
Title:

Health and safety annual report 2014/15 and objectives 2015/16

Paper prepared by:

Director of Human Resources and Workforce Development

Purpose:

Trust Board has a duty to ensure that the health, safety and welfare of service
users, staff and visitors remains a high priority within the organisation and as
far as reasonably possible, risks are mitigated or reduced. This paper is
devised to give assurance on the on-going management of health and safety
in the Trust.

Mission/values:

Safety and effectiveness in a complex environment is vital to ensuring
individuals receive care that enables them to live well in their communities.

Any background papers/
previously considered by:

The Clinical Governance and Clinical Safety Committee receives regular
updates based on exception reporting.

Executive summary:

The health and safety annual report 2014/15 is designed to give an overview
of the leadership and management of health and safety during the previous
twelve months.
In summary the attached annual report gives an update on:








the structure within the Trust for the management and engagement of
key stakeholders in health and safety;
the monitoring and auditing of health and safety in the workplace and
action taken;
key health and safety risks and action to mitigate them;
health and safety training activity;
Trust response to changes in legislation;
overview of health and safety incidents during 2014/15.
Update on 2014/2015 Health and Safety Objectives

The highlights from the report are as follows.








The annual health and safety audit identified no high risk areas.
The NHS Staff Survey identified an improvement in staff receiving Health
and Safety Training but the Trust was still in the lowest 20% of similar
organisations. This is in spite of a significant increase in people attending
health and safety training. Other highlights from the survey were:
- 71% of staff agree that senior managers promote a culture of
patient/service user safety.
- 82% of staff agree that there are clear and effective systems of
reporting health and safety issues.
- 77% of staff agree that there are sufficient measures in place to
identify health and safety risk.
Overall the number of participants undertaking safety training over
doubled from 2348 to 5312 from 2013/14 to 2014/15.
All reportable injuries, diseases and dangerous occurrences (RIDDOR)
were investigated internally with no follow up required from the Health
and Safety Executive.
Moving and handling training was an area of concern and action has
been taken to increase attendance and make the programme more
accessible.
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Slips, trips and falls incidents reduced by 5.5% from 2013/14 to 2014/15.
The four key areas of risk in terms of health and safety remain on:
-

managing violence and aggression;
staff health and wellbeing;
patient slips, trips and falls; and
staff and visitors slips, trips and falls.

The 2015/2016 action plan builds on the previous years and is designed to:






continue to embed a robust risked based monitoring and audit
programme;
refine a set of key performance indicators to help manage risk and
improve health and safety arrangements in the Trust;
continue improve access to health and safety training;
develop regular communication framework for health and safety;
integrate at Trust-wide level health and safety, and emergency planning.

Recommendation:

Trust Board is asked to APPROVE the health and safety annual report
for 2014/15 and AGREE the action plan for 2015/16.

Private session:

Not applicable

Trust Board 30 June 2015
Health and safety annual report and objectives

Annual Health & Safety Report
2014/2015
and 2015/2016 Action Plan

Roland Webb
Health & Safety Manager
June 2015
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1

Introduction

This report is designed to provide an overview of the management of Health & Safety within
the organisation during 2014/2015 and the key areas for developments in 2015/2016.
A significant amount of work has been undertaken throughout 2014/2015 to ensure the Trust
continues to effectively manage health and safety risks and a number of key issues have been
addressed over the past 12 months. It is, however, important to acknowledge the health and
safety agenda continually develops with new legislation, outcomes of national reviews or
enquiries and organisational learning.
The 2015/2016 Health & Safety action plan builds on the achievements of the 2014/2015 plan
and addresses key risks identified in the year.
As in 2013/2014 whilst there has been no new significant health & safety risks, Health and
Safety staff have continued to take a proactive approach by working with managers, staff,
partner organisations and stakeholders in an effort to mitigate identified risks.
2

Health and Safety Structure

The Trust has a well defined structure to ensure health & safety matters can be effectively
discussed and where appropriate action agreed. The overarching Health and Safety TAG
meets quarterly and considers the strategic issues whilst two local Sub-Groups meet bimonthly tackle operational Health & Safety issues in the Trust and feed into the overarching
TAG.
Issues covered by the TAG and Sub-Groups include Fire, Moving & Handling, Security, Waste
Disposal, Emergency Planning, partnership working, risk assessments and horizon scanning
issues.
A new development for 2015/2016 is the Health & Safety TAG merging with the Emergency
Preparedness Trust Action Group to give a strong approach to risk management.
3

Trust Wide Annual Health and Safety Monitoring

The Clinical Governance Support Team (CGST) was again commissioned by the Health and
Safety TAG to undertake the annual audit of general health and safety issues. The CGST
provided vital support with the questionnaire design, analysis and report.
All the BDUs achieved between 81% and 86% compliance. No significant risks were identified
and any lower than expected scores have been addressed through action plans, with the
Health & Safety Team following these up to support individual services.
The Trust’s Health & Safety monitoring tool continues to be the major vehicle for auditing
health and safety practice and management, and it supports the proactive health & safety
management at a local level.
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3.1

Aim

The aim of the audit was to provide a review of health and safety management across the
Trust and identify any gaps.
The audit gives a comprehensive view of health and safety issues within BDUs with the
following objectives:



To monitor health and safety areas across the Trust
To highlight areas of good practice and areas of concern
To ensure that an action plan is provided for areas of concern that will feed into the
Health & Safety annual improvement programme.

The 2014/2015 audit tool was significantly revised by the project team. The tool was designed
in Survey Monkey a web based survey programme. The link to the survey was circulated via a
targeted email. Regular updates were placed in the weekly bulletin and on the intranet pages.
CGST provided the number of returns weekly which were monitored by the Health and Safety
teams. CGST completed the analysis and production of this report.
3.2

Report structure

The Trust wide audit of health and safety took place during December 2014. The audit tool
had several sections and the results are presented within these sections. Each section
provided the results for the survey as tables and the overall compliance level for the standard.
To assess the ‘self-declared’ level of compliance, the results were calculated on the actual
‘yes’ and ‘no’ responses. There were a number of ‘not applicable’ responses which were not
included in the overall percentage but the numbers shown. Missing data was also not included
in the overall percentage.
A section showing the Quality Health results for the health and safety questions from the 2014
national staff survey is also included.
3.3

Results

A total of 165 surveys were submitted and downloaded from Survey Monkey by the Clinical
Governance Support Team.






3.4

40 Barnsley BDU
45 Calderdale and Kirklees BDU
12 Forensic BDU
13 Specialist Services BDU
17 Wakefield BDU
38 Corporate and Support Services
National NHS Staff Survey Results

This section provides the results from some questions in the National NHS Staff Survey which
directly map to the Health and Safety Executive (HSE) Management Standards.
The results below are provided by Quality Health (QH). There were 374 respondents from the
Trust in 2014.
2014/2015 Trust Health & Safety Report
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In the core questionnaire staff were asked if they had received any health and safety training,
of which 66% (233) had received training in the last 12 months, 28% (97) more than 12
months ago and 6% (21) said no; 4 cases stated not applicable to them and there were 19
missing.
Table 1 shows the results of the questions asked in the optional health and safety module.
Table 1: NHS Staff Survey optional questions
Strongly
agree or
Agree

Neither
Agree or
Disagree

Strongly
disagree
or
Disagree

Data
missing

71%
(262)

25%
(91)

4%
(15)

6

82%
(300)

14%
(51)

4%
(15)

8

77%
(284)

19%
(69)

4%
(13)

8

Staff are encouraged to carry out
routine risk assessments.

74%
(271)

20%
(73)

6%
(23)

7

Staff are encouraged to challenge
safety practices if they are not
working.

69%
(252)

24%
(88)

7%
(27)

7

Patient / service user safety is never
sacrificed to get more work done.

52%
(192)

32%
(116)

16%
(58)

8

Staff uphold good safety standards in
this organisation.

77%
(284)

21%
(76)

2%
(7)

7

In my team / department, we discuss
ways to improve staff / patient safety.

68%
(250)

25%
(90)

7%
(27)

7

Patient / service user feedback is
taken into consideration when
evaluating ways to improve safety.

56%
(204)

37%
(135)

7%
(26)

9

We have patient / service user safety
problems in this organisation.

22%
(80)

45%
(164)

33%
(119)

11

NHS Staff Survey Health and Safety
optional questions 2014
Senior managers in this organisation
promote a culture of patient / service
user safety.
There is a clear and effective system
of reporting health and safety issues
across this organisation.
Sufficient measures are in place to
identify health and safety risks in this
organisation.
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3.5

Reviewing Results and Action Planning

All the self-assessment returns are reviewed for any high risk issues where immediate action
needs to be taken. This review identified no high risk issues. The self declaration are then
graded as shown below based on level of compliance.

91% - 100% compliance achieved
81% - 90% compliance achieved
Less than 81% compliance achieved

The compliance achieved is then used to develop the local action plans which is then
monitored in the next audit.

In summary all the BDUs achieved between 81% and 86% compliance. No significant
risks were identified and any lower than expected scores have been addressed through
action plans.
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4

Safety Related Training

Overall the number of participants undertaking Safety related training during 2014/2015
increased from 2348 in 2013/2014 to 5512 during the last financial year. Safety related
training in this context excludes additional training provided by the Fire, MAV and IPC teams.
Despite this increase the NHS Staff Survey nevertheless still indicated that staff are not
always aware that safety related training covers a wide spectrum of programmes. Additional
work to publicise health and safety training will be undertaken in 2015/2016.
There remains significant pressure in the Trust to be able to deliver Health & Safety Training
and the Health & Safety team will continue to invest time working with services to offer and
deliver flexible solutions.
Services do seem to prioritise training as per the Trust mandatory training schedule, but the
recent NHS Employers Health and Safety Competences for NHS Managers reinforces the
HSE message that such training is a legal requirement.
Courses – 2014/2015
Conflict
Conflict Refresher
Conflict Resolution E-learning (including
Personal Safety) COSHH E-learning
DSE E-learning
Emergency First Aid
First Aid at Work Certificate
First Aid at Work Refresher
H&S & Risk Assessment (1 class)
H&S Awareness
H&S Awareness E-Learning
Lone Worker
M&H Basic E-learning
M&H Hoist
M&H Link worker
M&H People
M&H Specialist Workshops
M&H Workbook
Welcome Event
Total
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Numbers
47
134
376
5
92
24
54
27
24
340
24
3
2790
60
14
542
175
368
413
5512

5

RIDDOR

RIDDOR, the Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 2013
requires the Trust to report over seven day injuries to the Health & Safety Executive. The
Trust Health & Safety Team reported 32 such incidents during 2014/2015.
Inappropriate
violent/aggress
ive behaviour
(not against
person) by
patient

Injury
following
MVA

Moving and
Handling /
Working
environment
issues (e.g.
office layout)

Physical
aggression/t
hreat (no
physical
contact): by
patient

Physical
violence
(contact
made)
against
staff by
patient

Slip, trip
or fall staff
member

Unintended/
Accidental
injury

Tot

0

0

0

1

2

0

1

4

Barnsley Mental
Health and
Substance Misuse
(BDU)
Barnsley General
Community
Services
Calderdale

0

0

0

0

0

3

0

3

0

0

0

0

1

0

0

1

Kirklees

0

0

1

0

0

1

1

3

Wakefield

0

0

0

0

3

0

0

3

Forensic Service

1

3

0

1

6

3

1

15

Specialist Services

0

0

0

0

0

1

0

1

Trust wide
(Corporate support
services)

0

0

0

0

0

1

1

2

Total

1

3

1

2

12

9

4

32

There was no follow up by the Health & Safety Executive on any RIDDOR notifications, which
are used by the HSE as a basis for determining whether a formal investigation is required.
Every RIDDOR notification was investigated by the Health & Safety team, who also liaised
with other colleagues and teams where appropriate, i.e. MAV, Legal, Services

6.

Moving and Handling 2014-2015

Training
Over the year 2014-15 the advisers have introduced an alternative training strategy including
the introduction of workplace based workshops and a workbook to support the existing
classroom based and online training offers. This has shown a marked improvement in the
mandatory training figures in comparison to previous years. The combined figures for all
mandatory training offers have risen from 24.7% in 2013-14 to 70.1% in 2014-15. This year’s
figures can be broken down further to 73.6% of staff Trust wide completing the basic
mandatory training requirement for all roles across the Trust either by Elearning or by the
recently introduced workbook. The Health and Safety team recognises that this still does not
meet the 80% target figure for this level of training and will continue to work with Learning and
Development to look at strategies to meet future targets.
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The new 2014-2015 training strategy requires that clinically based staff who work directly with
individuals either in the inpatient areas or in the community are required to complete an
additional level of training as part of their mandatory requirement, the current uptake for this
training is 57.04% in 2014-15 (no comparison is available due to changes in strategy from
previous years). There are sufficient places required for all staff to have an opportunity to
attend these classroom based sessions (980 staff identified), however, while the places on
these sessions are consistently fully booked there is an issue with non-attendance on the day.
Again the advisers are working with Learning and Development and operational managers on
strategies to improve this situation.
Sickness/Absence
Sickness figures show that absence due to musculoskeletal health remains the same
proportion of the overall rate as the previous year at 21%. However, the figures also show a
downward trend in the number of sickness/absence days taken due to musculoskeletal health
problems from 15,535 in 2013-14 to 12,389 2014-15. Advisers continue to work with
operational managers, staff and support services to identify potential risks associated with the
moving and handling of both loads and people providing both advisory and practical solutions
to introduce safer working practices at all levels across the Trust.
Datix
Datix incident reported figures have remained the same at 25 reported incidents 2014-15.
These incidents generally remain low risk and are predominantly workplace/environmental
issues. Two incidents were reported as yellow in the year and the team has responded to
these incidents with appropriate assessment, training and support to individuals and mangers
as indicated.
7

Slip, trip or
fall ‐
other/visitor
Slip, trip or
fall ‐ patient
Slip, trip or
fall ‐ staff
member
Total

Slips Trips & Falls
Barnsley
Mental Health
and Substance
Misuse (BDU)

Barnsley
General
Community
Services

Calderdale

Kirklees

Wakefield

Forensic
Service

Specialist
Services

Trust wide
(Corporate
support
services)

Total

0

5

1

1

1

0

0

1

9

31

138

108

233

279

57

35

0

881

4

18

4

9

7

12

6

10

70

35

161

113

243

287

69

41

11

960

A total of 960 (a 5.5% reduction from the 1016 reported in 2013 -2014) slips trip and falls
incidents within SWYPFT were recorded with 9 resulting in an over 7 day absence and a
RIDDOR notification. As a key safety risk, the Health & Safety team continue to work in close
partnership with the Trust’s clinical Falls Group to help ensure a coordinated approach to the
issues.
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8

Key Health & Safety Risks

A total of 5916 of safety related incidents were recorded in 2014/2015, showing a small
reduction of 24 from the previous year and maintaining the 9.75% reduction from 2012/2013
reported statistics. (see over the page)
4 Key risks the Trust manages are:1. Violence & Aggression:- The Health & Safety team work closely with MAV
colleagues at both a strategic and operational level, especially in the follow up to
incidents, RIDDOR notifications. There is active representation from both Health &
Safety and MAV teams on the respective TAG’s and Sub-Groups.
2

Health & Wellbeing:- The Trust remains fully committed to working in partnership with
all staff to help maintain and improve staff wellbeing, both in and out of work and has a
well established Health & Wellbeing group with a number of initiatives in place to help
support and encourage staff to maintain their mental wellbeing. Work includes
cooperating with Robertson Cooper to help ensure effective strategies can be
implemented to support staff

3

Patient Slips, Trips & Falls:- As referred to in section 7, the Health & Safety team
work in close partnership with the Trust’s clinical Falls Group to help ensure a
coordinated approach to the issues in order to reduce the number of, and subsequent
consequences of patient slips, trips and falls, particularly in the working clinical
environment.

4

Staff/visitor Slips Trips & Falls:- The Health & Safety Team work closely with
colleagues across the Trust, including Moving and Handling, Estates & Facilities and
Capital Planning. The issue of slips, trips and falls is covered in safety training.

Analysing categories of purely health & safety related reported problems, “Staffing levels” at
294 reports were recorded, followed by “Unintended/Accidental injury” (129) and “Vehicle
Incident” (122).
The 2015/2016 action plan includes measures to review the Trust Health & Safety Risk
Assessment policy and Traffic Management/car Parking policy to help alleviate problems with
reported Unintended/Accidental injuries and vehicle incidents.
There was an encouraging drop of 42% to 63 reports of Environmental issues (including
waste issues/exposure to hazard/ animals and hygiene concerns), during the year.
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Barnsley
Mental
Health and
Substance
Misuse (BDU)

Barnsley
General
Community
Services

Security breaches (including
personal/buildings/theft and
vandalism)

43

67

38

55

68

253

25

24

573

Health and Safety (including
fire)

97

93

98

174

147

330

74

44

1057

Slips, Trips and Falls
Violence and Aggression
Total

35
201
376

161
33
354

113
616
865

243
516
988

287
738
1240

69
906
1558

41
309
449

11
7
86

960
3326
5916
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Calderdale Kirklees

Wakefield Forensic Specialist Trust wide Total
Service Services (Corporate
support
services)

9. Health & Safety Action Plan – 2014/2015
All eight actions from the 2014/2015 Health & Safety Action Plan have been achieved and
signed off as completed the Health & Safety TAG – see over the page.

10 Health & Safety Action Plan – 2014/2015

A ten point action plan for 2014/2015 has been proposed – see pages 16 – 18.
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Health & Safety Action Plan – 2014/2015
Task/objective

Lead Director/
Senior
Manager

Lead
Officer(s)

Rationale

1. Link in Occupational Health to
RIDDOR process to facilitate fast
track staff support for over seven day
absences due to injuries at work.
2. Develop flexible, risk based
inspection/audit programme and to
formally RAG rate services, wards,
teams as appropriate

Alan Davis/Jerry
Murphy

Roland
Webb/Helen
Whitelam

Ensure effective
cooperation
between
key
Trust services

Completed

Policy/Guidance approved and
live

Alan Davis/Jerry
Murphy

Roland Webb/
Steve Amos/
Richard
Galliford

Ensure effective
Trust wide
approach to
health & safety
monitoring/inspe
ctions for Trust
Board
assurance.

Completed

3. Implement regular Health & Safety
publicity in partnership with the
Communications Team and using
a variety of mediums to suit. To
include publicity stalls
“promotional week”,
newsletter/intranet etc

Alan Davis/Jerry
Murphy

Roland Webb/
Steve Amos/
Richard
Galliford

Ensure timely
and relevant
safety message
is cascaded
throughout the
year

Completed/On
- going

Building on the existing audit
programme, the formal RAG
rating of services fine tunes
existing
audit/inspection
processes
and
targets
resources
even
more
effectively
at
high
risk
teams/services.
Display boards revamped.
Intranet pages updated
Comms agreed to use of Trust
screen saver. “H&S” week to
organise

4. KPI’s – Develop framework to ensure
accurate data of staff absence due to
health, safety and well being issues

Alan Davis/Jerry
Murphy

Roland Webb

To facilitate the
detection
of
trends
and
subsequent
analysis of hot
spots in terms of
staff absence

Completed/On
- going

2014/2015 Trust Health & Safety Report
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Target Date Update – March 2015
For
Completion

Format agreed with AD –
distribution of report to be
decided. Report is likely to go
HR Business Managers for
BDU meetings, H&S, Wellbeing
Group.

5. Refresh, and develop Trust Health &
Safety Training Programme ensuring
branding of training is clear, concise
and in line with the Quality Account
Staff opinion survey

Alan Davis/Jerry
Murphy

Roland Webb

Ensure health &
safety is fit for
purpose and
accessible for all
grades of staff.

Completed

6. Implement and complete
audit/inspection programme by end of
October and prepare for 2014/2015
monitoring programme

Alan Davis/Jerry
Murphy

Roland Webb/
Richard
Galliford/Steve
Amos/

Completed

7. Update and refine clear reporting
mechanisms for prompt and accurate
reporting of incidents and near
misses, underpinning risk
identification through DATIX reports

Alan Davis/Jerry
Murphy

Roland
Webb/Richard
Galliford/Steve
Amos

Ensure effective
Trust wide
approach to
health & safety
monitoring/inspe
ctions for Trust
Board
assurance.
Ensure the
Safety team have
access to
relevant DATIX
reports

8. Fully develop effective and robust
links with a range of key Trust
Business partners, including local
CiC’s CCG’s, CSU’s Barnsley District
Council and WMDC

Alan Davis/Jerry
Murphy

Roland Webb

Develop a
consistent Trust
wide approach
with Social
Services partners
in line with
existing model

Completed
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Completed

Training now being monitored
and
covered
by
monthly
dashboard reports. Training
programme
revamped
and
publicised on intranet. Risk
Assessment and Lone Worker
training added, as is offer of
bespoke training for individual
teams
Distribution list prepared. Audit
programme
out
now
for
completion by managers by 24th
December 2014. Analysis due by
end of March 2015

Distribution of DATIX reports
updated to ensure H&S team
receive reports applicable to
their area. Previously, H&S
advisors were being swamped
with reports from out of area,
causing confusion
Links now established with
BMBC
and
joint
working
commenced. Also now have
established links with WMDC
following their re-organisation.
WMDC joining us in programme
of work with HSE, Working Well
Together Group

Health & Safety Action Plan – 2015/2016

Task/objective

Lead Director/
Senior
Manager

Lead
Officer(s)

Rationale

1. Review and update flexible, risk
based inspection/audit programme
and to formally RAG rate services,
wards, teams as appropriate

Alan Davis/Nick
Phillips

Roland Webb/
Steve Amos/
Richard
Galliford

2. Develop Environmental Policy with
emphasis on safe and effective
working practices

Alan Davis/Nick
Phillips

Roland Webb

3. Health & Safety Risk Assessment
policy update & review

Alan Davis/Nick
Phillips

Roland Webb/
Steve Amos/
Richard
Galliford

Ensure
effective Trust
wide approach
to health &
safety
monitoring/insp
ections for
Trust Board
assurance.
There is
increasing
demand for
organisations
to declare
environmental
and safety
credentials in
new business
tenders
Revised policy
will reflect
training offer
and NHS
Employer’s
guidance on
expected staff
competencies
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Target Date Comments
For
Completion
Q2

Building on the existing audit
programme, the formal RAG
rating of services fine tunes
existing audit/inspection
processes and targets resources
even more effectively at high risk
teams/services

Q2

The Health & Safety Team are
already actively supporting the
Trust with tender bids for new and
existing business

Q3

Existing policy expires in
September

4. Develop Trust wide Personal
Protective Equipment at Work (PPE)
guidance

Alan Davis/Nick
Phillips

Roland Webb/
Steve Amos/
Richard
Galliford

5. Update and review Trust Health &
Safety Training Programme ensuring
branding of training is clear, concise
and in line with the Quality Account
Staff opinion survey

Alan Davis/Nick
Phillips

Roland Webb

6. Implement and complete
audit/inspection programme by end of
October and prepare for 2015/2016
monitoring programme

Alan Davis/Nick
Phillips

Roland Webb/
Richard
Galliford/Steve
Amos/

7. Develop Central Risk Assessment
Database, available for use by Health
& Safety and Legal team

Alan Davis/Nick
Phillips

Roland Webb/
Steve Amos/
Richard
Galliford

2014/2015 Trust Health & Safety Report
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Provision of
improved
guidance to
managers &
staff
Ensure health
& safety is fit
for purpose and
accessible for
all grades of
staff. Linked to
staff survey
that indicates
lower than
average
attendance at
Health & Safety
Training
Ensure
effective Trust
wide approach
to health &
safety
monitoring/insp
ections for
Trust Board
assurance.
To ensure
quick and easy
access to a
range of key
risk
assessments
completed by
services

Q3

Guidance follows on from
experience in the year of staff
affected by potential effects on
health from incorrect use of PPE

Q3

Effective training underpins
effective delivery of Trust Safety
policies and procedures and is a
key element identified by the HSE
in specific guidance, INDG345.
Action by the Health & Safety
Executive for failing to ensure
staff are trained to undertake their
role safely and competently is an
ever present threat resulting in a
constant review of Trust Health &
Safety Training

Q3

The annual health & safety
monitoring programme, including
the audit and inspection schedule
all underpin Trust Board reassurance of effective health &
safety measures within the Trust.

Q3

To facilitate shared learning
across the Trust for possible
solutions to risks identified

8. Develop Traffic & Parking
Management Safety Policy

Alan Davis/Nick
Phillips

Roland
Webb/Johan
Celliers

9. Complete work of the Trust “Safer
Sharps” group

Alan
Davis/Nick
Phillips

Roland Webb

10. Develop and strengthen prevention of
Slip, Trips & Falls for staff and visitors

Alan Davis/Nick
Phillips

Roland Webb
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Traffic safety is
a key element
of
consideration
for the HSE
Work of the
Trust Safer
Sharps Group
has been
successful
since 2013 and
will come to
fruition in 15/16
Prevention of
Slips, Trips &
Falls for staff
and visitors
remains a key
Trust priority

Q3

Reports over the last 12 months
indicate traffic on Trust sites
requires increasing control
measures to maintain safety

Q4

The Health and Safety (Sharp
Instruments in Healthcare)
Regulations have been
introduced by the Health and
Safety Executive (HSE) to
implement a European Directive.
Work of the group will transfer to
the H&S TAG/Sub-Groups
Program of awareness, publicity
and dynamic risk assessments to
be developed.

Q4

Trust Board 30 June 2015
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The purpose of this paper is twofold:
 to provide an update of progress against the Trusts sustainability targets;
and
 to set out the Trust Sustainability Strategy for the next 5 years.
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The Trust’s mission is to enable people to reach their potential and live well in
their community. The Trust will not achieve this unless it ensures it is
operating sustainably in the use of resources and how it works with local
communities. Sustainability in the organisation is defined in its broadest
terms as being a good corporate citizen.
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The overall purpose of this strategy is to provide a clear framework and vision
of how the Trust will drive integration of sustainability into its operations and
its engagement with staff, service users and the communities it serves.
The strategy sets out realistic, measurable targets under each of the three
national goals and each of the Good Corporate Citizen assessment headings.
Specific areas covered are:
- energy and carbon management;
- procurement;
- transport, travel and access;
- water;
- waste;
- designing the built environment;
- adaptation;
- organisational and workforce development; and
- partnerships and networks.
A detailed implementation plan has been developed to support the delivery of
the strategy with clear targets, timescales and milestones. The plan will be
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and by the Sustainability Project Board twice a year.
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1. Executive summary
Our mission is to enable people to reach their potential and live well in their
community. We believe we will not achieve this unless we ensure we are operating
sustainably, which in our organisation is defined in its broadest terms as striving to
be a Good Corporate Citizen.
The overall purpose of this strategy is to provide a clear framework and vision of how
the Trust will drive to integrate sustainability into its operations and its engagement
with staff, service users and the communities we serve.
This strategy sets out realistic, measurable targets under each of the 3 national
goals and each of the Good Corporate Citizen assessment headings. Specific areas
covered are energy and carbon management, procurement, transport, travel and
access, water, waste, designing the built environment, adaptation, organisational
and workforce development and partnerships and networks.
We continue to use the Good Corporate Citizenship model which was developed by
the Sustainability Development Commission and the Department of Health as it
echoes our Trusts belief in the importance of inclusion and co-production.
Community engagement and workforce involvement are the cornerstones to success
in all areas of our work - we know that we will only succeed if we continue to harness
the commitment and support of our staff and volunteers to behave and work in a
sustainable way.
For the purpose of this strategy we are using the 3 national goals and the 9 areas of
focus within the Good Corporate Citizenship model.
Our current score is 78% which is very good and we compare extremely well against
other organisations that have chosen to complete the assessment. We can improve
all areas but the main area for development is in Transport, Travel and Access.

Making you a Good Corporate Citizen, Sustainable Development Unit (2015)
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Our main challenges for 2015/16 are:
Energy and Carbon Management
We have already met our target to reduce our levels of CO2 emissions (electricity
and gas, car/motor travel, waste and water) by 18% by 2016. We have set another
target to further reduce - 34% reduction by 2020 (from a baseline of 2010/11 levels).
Procurement
We continue to procure our services using the whole life costing model and for the
future we intend to stretch ourselves further by increasing the level of business
engagement with local small / medium enterprises.
Transport, Travel and Access
In 2015/16 we will develop a comprehensive sustainable travel plan which includes
an active travel plan for staff, people who use our services, their carers, visitors and
people who volunteer their time with us. This will have a significant impact on our
score in the Good Corporate Citizenship model.
Water
We will continue to reduce our water consumption using water efficient technologies.
Waste
We are really good at managing our waste! But in 2015/16 we going to encourage
innovation and support new methods of further reducing our waste through our
waste / recycling contracts (e.g. energy recovery, conversion to building materials).
Designing the built environment
In the year ahead we want to improve high quality green space and biodiversity on
our estate, because we know that this helps people feel better.
Adaption - ensuring we can cope with the impact of climate change.
We will work closely with our partners to make sure that our plans line up with theirs
so that if bad weather hits us we can deal with it.
Workforce and organisational development
We are going to continue to work with people who use our services, their carers, our
staff and our volunteers to harness their enthusiasm for and understanding of
sustainability in all its forms so that we all behave and work in a sustainable way.
Partnerships and networks
In the year ahead we will continue to lead on and embed Creative Minds across our
organisation and with our partners.
In 2014 we began to develop our vision for volunteering - we will continue to
develop this in 2015/16 working towards gaining Investors In Volunteering
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Accreditation in 2016 (the UK quality standard for good practice in volunteer
management).
A detailed implementation plan has been developed to support the delivery of this
strategy with clear targets, timescales and milestones. This plan will be monitored
and evaluated by the sustainability project group every 6 weeks and by the
sustainability board twice a year. We will repeat the Good Corporate Citizenship
assessment in February 2016 with the aim of our score being 88%.
2. Background
For some time there has been a strong scientific consensus that the effects of
climate change on climate and financial stability, as well as public health, are already
being seen. These effects will increase significantly if significant action is not taken
by all of us. At the same time there are finite natural resources available to an
increasing global population.
The NHS, with its focus on improving health and wellbeing and preventing illness
has a major role to play in improving sustainability. It is the largest employer in
Europe with the largest property portfolio. It has an annual budget of around £100
billion a year. It therefore is in a prime position and has the influence and capability
to make a difference.
The NHS can make a difference in many ways such as being an employer,
purchaser, manager of transport networks, consumer of energy, waste and water, a
landholder and commissioner of building work and an influential partner in many
communities.
The NHS as a whole has an important role to play in tackling Climate Change as it is
responsible for 25% of the total public sector carbon emissions and 3.2% of the total
carbon emissions in England.
There is an ambitious national aspiration for the health and care system to achieve a
34% reduction in its carbon footprint - building energy use, travel and procurement of
goods and services between 1990 and 2020.
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SWYPFT CO2 reduction (18%)

NHS, Public Health and Social Care Carbon Footprint 2012 (published January 2014)

At a national level the government strategy for sustainable development
‘Sustainable, resilient, healthy people and places’ Sustainable Development Strategy
for the NHS, Public Health and Social Care System 2014-2020 provides the
mandate for the entire health and social care system to work together.
The national strategy outlines a vision and 3 goals for the whole system to aim for by
2020.
Goal 1: A healthier environment
A healthier environment can contribute to better outcomes for all. This involves
valuing and enhancing our natural resources, whilst also reducing harmful pollution
and significantly reducing carbon emissions. Contributing to the Climate Change Act
target with a 34% reduction in carbon emissions by 2020 is a key measure of our
ambition across the country. (A further 64% carbon reduction by 2030, (based on
1990 levels) followed by 70% carbon reduction by 2050 (based on 1990 levels) is
expected).
Goal 2: Communities and services are ready and resilient for changing times and
climates
When periods of heat, cold, flooding and other extreme events occur it is vulnerable
people and communities that suffer the worst. Those communities and their services
bear the responsibility of addressing the consequences of these events. Multiagency planning and organisational collaboration, underpinned by local plans and
assurance mechanisms, provide a better solution to these events than working
independently, individually and ineffectively.
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Goal 3: Every opportunity contributes to healthy lives, healthy communities and
healthy environments
Every contact and every decision taken across the health and care system can help
build the immediate and longer term benefits of helping people to be well and reduce
their care needs. There are multiple mechanisms that can support this approach
from improved information, more integrated approaches and smarter more aligned
incentives that help minimise preventable ill-health, health inequalities and
unnecessary treatment. A sustainable system cannot be achieved without taking
every opportunity to support communities and people to be dependent and selfmanage conditions and events.
Sustainable development aims and principles
Sustainable development aims to ensure the basic needs and quality of life for
everyone are met, now and for future generations.
Its guiding principles are:
• Ensuring a strong, healthy and just society
• Living within environmental limits
• Achieving a sustainable economy
• Promoting good governance
• Using sound science responsibly
From Sustainable Development in Government

So what does sustainability mean to us?
For our Trust, sustainability isn’t just about the environment; it’s about our whole
approach as an organisation to sustaining ourselves, our service users and our local
communities.
This is a complex piece of work and we know there isn’t one simple action that can
achieve the aim of ‘being sustainable’, nor can we do it alone. But by working
together and making small changes where we can, collectively we can make our
own solution for a better future. We can sustain ourselves and help sustain our
communities – being a good corporate citizen.
The 3 goals from ‘Sustainable, resilient, healthy people and places’ are the
foundation upon which the Trust will move forward by considering them in strategic,
commercial and operational decisions.
Sustainable development is often referred to as good corporate citizenship and we
know that behaving as such can save money, support the people we serve and can
help reduce health inequalities. Many measures that improve health also contribute
to sustainable development and vice versa. We will use the good Corporate Citizen
Tool, which is a national assessment framework created by the Sustainable
Development Unit (SDU) which works across the NHS, public health and social care
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system to assess and benchmark progress not just by measuring fuel bills or waste,
but by evaluating sustainability across the board in financial, social and
environmental terms.
Our current self-assessment using this tool is encouraging but through the delivery of
this strategy we aim to improve our position from 76% to 86% over the next 3 years.
Our sustainability strategy sets out realistic, measurable targets under each of the 3
national goals and each of the good corporate citizen assessment headings. Action
plans are being developed to facilitate delivery. The high level commitments made
by the Trust for each of these are as follows.
3. South West Yorkshire Partnership NHS Foundation Trust – sustainable
commitments
3.1 Goal 1: A healthier environment
3.1.1 Energy and Carbon Management
Our achievements in the last three years:
The Trusts 5 year Sustainable Development and Carbon Reduction Plan
(Sustainable development and carbon management plan) aimed to reduce CO2
by 18% by 2015/2016 (from a baseline of 2010/11 levels) and focused on 3 areas:
o Stationery sources – electricity and gas
o Transport – car/motor travel
o Further sources – waste and water
We will have achieved this 18% target in 2014/15.

NHS Carbon Management Plan:
2013-14 Update (3rd Year)
Stationery

Transport

Further Sources

11515
9739

CO2 (tonnes)

8949

1404

1496
452

9511

1460
427

1274
77

5 Year Plan (Baseline) 2010-11Year 1 2011-12

Year 2 2012-13
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102
Year 3 2013-14

Variation

Stationery

Transport

Further Sources

Total reduction

-17.40%

-9.23%

-77.43%

- 18.58%

on
baseline

The overall trend for the Trusts energy consumption remains on its downward
trajectory overall. The changes to the in-year figures are based on a number of
differing factors which affect the base load these are as follows:


In 2012/13 the Newton Lodge scheme began to be handed back increasing
the overall consumption for the Trust from the previous years.
There have been marked changes in the weather during the period we are
measuring; the results are not weather corrected so these variations do
impact on our consumption.

Whilst the in-year rise for 2012 is explained it does affect our performance so the
internal metrics the Trust adopts for energy performance need to allow for this and
reference the effects of climate change on weather patterns. These more detailed
metrics are measured at Sustainability project group so that changes can be
assessed in more detail.
Overall the Trust is achieving its goals in terms of reducing consumption and the
trend shown in the longer term results from the base year evidences this trend,
further reductions will increasingly be predicated on a reduced estate footprint as the
Trust adopts agile working principles.
Trend Building Management Systems (BMS) are now in place in all of our directly
managed sites. These are computer-based systems that help to manage, control
and monitor building technical services and the energy consumption of devices
used by those buildings. The system also provides the information and the tools
needed both to understand the energy usage of their buildings and to control and
improve energy performance.
(Properties that are not managed by us or where the gas expenditure is below
£7,000 pa i.e. small/domestic properties it is not a cost effective exercise to
install). There is a rolling programme to replace the Schneider BMS Controls in
Barnsley by 2017.
The Trust has rolled out a new fleet of print and multi-functional devices, creating
a more efficient print solution for staff to use. This has reduced the number of
devices in use and will enable the Trust to:
- reduce CO2 emissions generated by these devices from 182,503kg to
157,027kg
- reduce electricity consumption from 223,285.49 kW to 182,456.30kW
And taking into account savings made on paper, lease of photocopiers, toner and
the purchase of printers make an overall saving of approximately 335k per year.
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Our commitment
Reduce our energy consumption and greenhouse gas emissions in line with the UK
Emission Reduction Targets (set against the Baseline Emissions in 1990)
 2020 - 34% reduction (from a baseline of 2010/11 levels)
 2080 – 80% reduction (from a baseline of 2010/11 levels)


Successfully identify and deliver opportunities for energy efficiency and where
feasible introduce low carbon technologies and renewable energy sources.
 Help staff to take responsibility for energy reduction measures within their
departments
 Target specific areas for improvement and work with building users to reduce
energy consumption through awareness campaigns
How will we achieve it?
 Regularly record and monitor our consumption to better understand our energy
use
 Ensure robust assessment methods and detailed feasibility studies are
conducted with all energy efficiency projects
 Help people who use our services , staff and people who volunteer their time with
us to understand energy efficiency by providing the tools, awareness and
information necessary
How will we measure it?
 Through Energy Manager software –
o Monitoring and Targeting the use of utilities
o Reporting to specific audiences
o Reporting on consumption and cost of each utility (electricity, gas and
water)
o Monthly, quarterly and 6 monthly (also including CO2 emissions)
3.1.2 Procurement
Our achievements in the last three years:
We have a sustainable Procurement Strategy
http://nww.swyt.nhsuk/docs/Documents/922.pdf with clear sustainability principles
within it.

We use whole life costing whenever we can – this means when we buy a piece of
equipment – whether that be a small piece of medical equipment or materials to
be used in construction of a building – we consider how much that piece of
equipment costs to buy initially, to maintain throughout its use and the costs to
dispose of it. We also considers what costs will be involved in its use, which
could include the labour cost for the member of staff who will be using it or the
equipment’s use of energy such as electricity, gas or water. Taking into account
all of these costs enables us to decide if this is the right piece of equipment or
material to buy.
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Our commitment:
 To increase our business engagement with and support to small/medium
businesses in our local communities
 Ensure sustainable goods, services and products are sourced on behalf of the
Trust
 We will make sure our procurement strategy is ambitious with stretching targets
for improving our performance further
How will we achieve it?
 Evaluate environmental and sustainability in all goods and service tenders
 Work with suppliers who are environmentally aware and hold the relevant
accreditations
 Raise awareness and develop internal skills within procurement to enable
positive change
 We will monitor and increase the level of business engagement with local small /
medium enterprises with the aim of improving the stability of our local economy
How will we measure it?
 We will monitor and report on the social, environmental and economic impacts of
our procurement decisions
 We will continue to work within national, regional and locally agreed contracts
arranged by the Crown Commercial Services, NHS Supply Chain, Regional
Procurement Hubs which have environmental, sustainable and ethical
procurement standards and requirements within them
 Continue to ensure compliance with the Trusts Supplier Code of Conduct.
 Reporting the level of contracted expenditure in excess of its quotation threshold
of £5K on the procurement team’s operational dashboard.
3.1.3 Transport, Travel and Access
Positives examples / achievements in the last three years:
We work closely with other parts of the organisation to ensure a coordinated
approach to healthy, sustainable travel planning (e.g. by implementing a cycle to
work salary sacrifice scheme, providing good cycle storage facilities and by
promoting a car-sharing scheme).

We have in place ‘We’re here’ guides to every one of our buildings where we
provide our clinical services from. All have been tested individually with people
who use our services and their carers to ensure they are easy to understand and
relevant. We aim to promote the use of public transport through these guides.
Our commitment:
 Where possible reduce carbon emissions arising from travel by staff, people who
use our services, their carers’, visitors and people who volunteer their time with
us
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Reduce carbon emissions from fleet, grey fleet and business travel
Promote the use of public transport, green travel initiatives and schemes
Promote ‘active’ travel to encourage staff, people who use our services, their
carers’, visitors and people who volunteer their time with us to take regular
exercise

How will we achieve it?
 Develop and regularly review a comprehensive sustainable travel plan which
includes an active travel plan for staff, people who use our services, their carers’,
visitors and people who volunteer their time with us.
 Improve travel facilities and offer a range of training and incentives for staff to
encourage active travel (e.g. cycle to work salary sacrifice scheme, bike loans,
cycle mileage rates competitive with driving rates)
 Phase out high carbon emission forms of transport and replace with low carbon
alternatives
 Promote use of public transport for our staff, people who use our services, their
carers, visitors and people who volunteer their time with us and support
purchasing of travel passes
 Continue to deliver our agile working plan – ensuring staff work in an ‘agile’ way
for the benefit of our services – working effectively, flexibly and efficiently,
reducing unnecessary staff travel, making the best use of the technology
available to us and using our estate effectively – all contributing to reducing our
carbon footprint.
 Utilise specialist advice from the NHS Sustainable development unit (SDU),
department of health and other specialist organisations

How will we measure it?
 Monitor forms of transport, fuel types and distance travelled and benchmark
ourselves internally and externally
 Undertake questionnaires and collect data from our staff, people who use our
services, their carers’, visitors and people who volunteer their time with us and
use this information to inform our travel plans
 Monitor and encourage green travel take up
 Continually evaluate our agile working plan and its effectiveness
3.1.4. Water
Positives examples / achievements in the last three years:
We have reviewed our water use and developed ambitious plans to reduce our
water demand and improve our water efficiency by 15% over the next 3 years
Our commitment:
 To continue to implement water metering, monitoring and leak detection
 Reduce our water consumption using water efficient technologies
 Consider water efficiency with all maintenance, refurbishment and new build
projects including catering, laundry and facilities contracts specifying low water
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use and that Water Regulations Advisory Scheme (WRAS) approved products
are used
How will we achieve it?
 Install water saving/ conservation devices/meters as standard into building and
refurbishment projects
 Influence the behaviour of staff, people who use our services, their carers’,
visitors and people who volunteer their time with us towards water efficiency
through providing knowledge, awareness and support
How will we measure it?
 Through Energy Manager software
 Monitoring and targeting the use of utilities
 Reporting to specific audiences
o On consumption and cost of each utility (electricity, gas and water)
o Monthly, quarterly and 6 monthly (also including CO2 emissions)
3.1.5. Waste
Positives examples / achievements in the last three years:
As a Trust we are really proud of the way we handle, recycle and reduce our
waste. We set a leading example of sustainable waste management and we know
we demonstrate that our approach is leading to a continual reduction in absolute
levels of waste in our organisation. We save 18 tonnes of landfill per annum.

Our commitment:
 Monitor waste streams and ensure compliance with waste legislation
 Ensure waste is managed legally, effectively and cost efficiently
 Ensure that we always dispose of hazardous biological, chemical, metal,
electrical, cytotoxic/cytostatic and sharps wastes responsibly
 Meet waste reduction targets set as a minimum and where viable reduce waste
further
 Reduce fuel usage and transport emissions associated with the transportation of
waste
 Encourage innovation and support new methods of reducing waste through our
waste/recycling contracts (e.g. energy recovery, conversion to building materials)

How will we achieve it?
 Assess and divert existing waste streams to increase recycling where feasible
 Review wastes volumes in relation to their risks and the environmental impact of
their final disposal
 Encourage paperless offices and other waste reduction indicatives
 Influence the behaviour of staff, people who use our services, their carers’,
visitors and people who volunteer their time with us towards waste recycling by
providing knowledge, awareness and support
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How will we measure it?
 Regular audit of sites and buildings
 Review and reporting of data provided by contractors
 Monitor waste streams and waste to land fill

3.2 Goal 2: Communities and services are ready and resilient for changing
times and climates
3.2.1 Designing the Built Environment
Positives examples / achievements in the last three years:
Where appropriate new schemes are monitored using the BREEAM (building
research establishment environmental assessment method) healthcare
environmental and sustainability standard, and all our new buildings achieve an
‘excellent’ rating with refurbishments at least a ‘very good’ rating.

For many of our buildings the ability to monitor energy usage at an individual
ward/department sub level is built into the engineering design of the building. We
are proactive in communicating the performance of our buildings to their users,
and we promote the benefits of sustainable design to others.

We challenge contractors we work with to reduce the carbon emissions
associated with the construction process, and set objectives for the use of
recycled and low carbon building materials, and minimisation of construction
waste.
Our commitment:
 Work towards integrating health and sustainable development considerations in
our buildings
 Work closely with our local strategic partnerships and stakeholders to promote
the delivery of health and sustainability outcomes, when planning our buildings
 Improve high quality green space and biodiversity on our estate, because we
know this makes people feel better

How will we achieve it?
 Continue to deliver projects to upgrade buildings as set out in the Carbon
Management Plan
 Work closely with our partners and suppliers finding new innovative ways to work
better together.
 With partners plan, protect and promote the use of green space across our local
area
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How will we measure it?
 Achieving BREEAM outstanding ratings for our new buildings and major
refurbishment projects
 Monitor and report on social, environmental and economic impacts of our building
and refurbishment projects, including carbon emissions
 Gather evidence on the value of green spaces to people and biodiversity on our
estate in supporting their health and well-being.
3.2.2. Adaptation – ensuring we can cope with impact of climate change
Positives examples / achievements in the last three years:
We have in place a Climate Change Mitigation and Adaptation Plan (Climate
Change Mitigation and Adaptation Plan)
We have good plans in place with our partners in the event of extreme weather
events so that all essential services continue and our staff can continue to support
service users in the community.
We are an exemplar organisation in championing support to vulnerable people
and are building our capacity and capability to manage this in a harmonised
manner.
Our commitment:
 Work with our local health and wellbeing boards and other partners to ensure that
adaptation is a key part of local planning processes
 We will work closely with our partners to make sure that our plans line up with
theirs so that when extreme weather hits we are ready for it
 Become even better in our management of major and extreme events and will
incorporate the impacts of climate change into the scenarios utilised for testing
our plans
How will we achieve it?
 By working within and achieving compliance with NHS England’s Emergency
Preparedness, Resilience & Response Assurance Framework
How will we measure it?
 Regularly audit, inspect and testing of all our plans against the national
framework with all of our partners
3.3 Goal 3: Every opportunity contributes to healthy lives, healthy
communities and healthy environments
3.3.1 Organisational and workforce development
Positives examples / achievements in the last three years:
We have an active communications strategy to raise awareness about
sustainability at every level of the organisation and to promote leadership
competencies and deliver carbon reduction. This includes a film which focuses on
four areas; procurement, community venues, waste recycling and energy and
uses motion graphics, 3D to promote the15small actions that staff can take in order
to make a big difference towards a more sustainable future.

Our workforce strategy sets a leading example, with independently verified
positive impacts on health, wellbeing and sustainable development. We have a
range of services to support staff to maintain their emotional, mental and physical
health and we carryout regular employee feedback surveys.
Our commitment:
 We are going to continue to work with people who use our services, their carers,
our staff, and our volunteers to harness their enthusiasm for and understanding
of sustainability in all its forms so that we all behave and work in a sustainable
way
 Ensure that our strategy for sustainability is well understood
 Integrate sustainability roles and responsibilities into all levels of management
and staff
 Become sustainable through a range of organisational development initiatives
and schemes
How will we achieve it?
 Develop a multi-level awareness programme which ensures that our staff
understand the environmental, financial and social opportunities afforded by
running a more sustainable system
 Supporting staff to adopt more sustainable ways of working which will deliver
benefits to people who use our services and the community
 Include sustainability in workforce training and development
 Support staff to use Information and Communication technologies to achieve
further carbon reduction
How will we measure it?
 Encourage staff to generate ideas for improving sustainability within the Trust and
regularly report on them
 Collect and review data from our awareness programme.
3.3.2 Partnerships and Networks
Positives examples / achievements in the last three years:
We have innovative plans for the future that see a step change in our
engagement activities with all of our stakeholders and these are supported by
evidence of effectiveness. We set a leading example of partnership working
across the health and social care system and at all times seek to learn from our
own and others’ experience.
We use creative approaches and activities in our services. Creative Minds
provides a framework enabling creative partnerships to flourish across
communities we serve, developing projects for local people which are both cofunded and co-delivered with community partners. This has harnessed a shared
passion for the arts, sports, crafts and leisure activities and a belief that creativity
should be at the heart of recovery focused services. This work is impacting on our
working practices in a variety of ways and on people’s lives, increasing selfesteem, providing a sense of purpose, developing social skills, helping community
integration and improving the quality of people’s lives. Since its launch in
16
November 2011, Creative Minds has delivered
more than 200 creative projects in
partnership with over 70 community organisations. This has benefited over 4000
people across the Trust. Creative Minds won the 2014 HSJ Award for
‘Compassionate Patient Care’.

Our commitment:
 To continue to set a leading example for partnership working
 To continue to develop our model for volunteering across the organisation - this
will include supporting our staff to volunteer and gaining Investors in Volunteering
Accreditation in 2016 (the UK quality standard for good practice in volunteer
management)
 To continue to lead on and embed Creative Minds across our organisation and
with our partners
How will we achieve it?
 By continuing to support the development of and where appropriate lead our
regional and local partnership networks
 By continuing to embed Creative Minds activity in mainstream services
 By continuing to implement our vision for volunteering programme plan and
working closely with National Association of Volunteer Service Managers
(NAVSM)
How we will measure it?
 Regularly report on numbers of volunteers recruited
 Questionnaires and data collection from our staff and people who volunteer their
time with us and by achieving external accreditation for Investors in Volunteering
 In partnership with Social Enterprise Support Centre (SESC) we are developing a
tool to enable our partners to carry out social return on investment evaluations on
Creative Minds projects
 Measure the impact Creative Minds projects are having on service user’s
packages of care

4. Finance
We are committed to embedding sustainability commitments into our financial
mechanisms and to identify and develop opportunities for financial efficiencies
arising from them
Our commitment:
 Embed sustainability in our financial mechanisms and Business Planning
Framework
 Take advantage of schemes which support investment in energy efficient
initiatives
 Develop carbon literacy with finance using guidance from the Department of
Health and the NHS Sustainable Development Unit
How will we achieve it?
 Monitor the organisations financial exposure to changes in the governments
Carbon Reduction Commitment Energy Efficiency Scheme (CRC-EES), improve
monitoring via implementation of improved electronic systems and reporting tools
 Ensure sustainable development is managed in line with financial commitments
and policy
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Regularly review the financial aspects of the Trusts carbon management projects
and provide financial input to maximise carbon and energy performance

How will we measure it?
 Include quarterly carbon reduction/sustainability reporting into regular reports
through Energy Manager software

5. Governance and reporting
Automated metering and monitoring will play a critical role in allowing us to monitor
real time energy consumption and eradicate estimated billing, and further allow us to
react early to any potential utility wastage thereby contributing to maintaining our
organisations sustainability commitments. We will also utilise a number of schemes
and UK accredited organisations to help us to monitoring our sustainable aspects
and impacts, including:





The Sustainable Development Unit
BREEAM (Healthcare)
ERIC Returns (Estates Return Information Collection)
Good corporate citizen model

The detailed action plans for each of our commitments will be driven and monitored
by the Sustainability Project Group, who report to the Sustainability Project Board
which is chaired by the Director of Corporate Development.
Regular progress reports will be provided to the Executive management team and
Trust Board. Public accountability for progress on actions and against this strategy
will be reported through the Annual Report.

6. Conclusion
This Strategy provides a vision of why sustainable development is vital to the Trust’s
reputation for a range of economic and social reasons. Government targets and
associated penalties put pressure on organisations to reduce carbon emissions;
risks of not taking action are clear. However there are many additional reasons why
a values driven socially responsible organisation should want to take action.

‘Relevant today, ready for tomorrow’
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142 doctors had a prescribed connection with the Trust as at 31st March
2015. Of these, 125 had successfully completed the appraisal process
during 2014/15. Seventeen doctors had an agreed postponement in line with
the medical appraisal policy. These were approved by either the AMD for
Revalidation or Responsible Officer as appropriate.
There were 52 revalidation recommendations required from 1st April 2014 to
31st March 2015, all of which were completed on time. Forty-six doctors had
positive recommendation made and the remaining 6 doctors had a
recommendation of deferral. The deferrals were recommended after the
Responsible Officer had consulted with the GMC Liaison Employment
Advisor and the longest deferral period recommended was 12 months. All
recommendations made were up held by the GMC.
The implementation of the appraisal and revalidation system has been at a
cost to the Trust and there are continuing requirements from NHS England to
further strengthen a Trust’s system and ensure the quality assurance of their
processes. This may incur further financial pressures on the Trust.
It has not been possible to quantify the potential cost of a doctor in difficulty
and the associated costs of remediation as individual remediation will be
tailored to the doctors needs. Monitoring of remediation will be undertaken
by the Responding to Concerns Advisory Group.
Over the course of recent years the Trust has provided Responsible Officer
functions to Barnsley Hospice. This is an area of ongoing development in
order to ensure a robust governance framework and the agreement of a more
detailed Service Level Agreement.
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the quality and content of the appraisal and revalidation process and it is
anticipated that this may require additional resource in due course.

Trust Board: 30 June 2015
Medical appraisal/revalidation annual report 2014/15

Recommendation:

Trust Board is asked to NOTE the report and APPROVE the statement of
compliance confirming that the organisation is a designated body as in
compliance with the regulations

Private session:

Not applicable

Trust Board: 30 June 2015
Medical appraisal/revalidation annual report 2014/15

APPRAISAL / REVALIDATION ANNUAL BOARD REPORT 2014-15
1. Executive Summary
142 doctors had a prescribed connection with the Trust as at 31st March
2015. Of these, 125 had successfully completed the appraisal process
during 2014/15. Seventeen doctors had an agreed postponement in line with
the medical appraisal policy. These were approved by either the AMD for
Revalidation or Responsible Officer as appropriate.
There were 52 revalidation recommendations required from 1st April 2014 to
31st March 2015, all of which were completed on time. Forty-six doctors had
positive recommendation made and the remaining 6 doctors had a
recommendation of deferral. The deferrals were recommended after the
Responsible Officer had consulted with the GMC Liaison Employment
Advisor and the longest deferral period recommended was 12 months. All
recommendations made were up held by the GMC.
2. Purpose of Paper
The purpose of this paper is to inform the Trust Board of progress in
achieving satisfactory medical appraisal and revalidation and to support the
signing of the Statement of Compliance (see appendix 6).
3. Background
Medical Revalidation was launched in 2012 to strengthen the way that
doctors are regulated, with the aim of improving the quality of care provided
to patients, improving patient safety and increasing public trust and
confidence in the medical system.
Provider organisations have a statutory duty to support their Responsible
Officer in discharging their duties under the Responsible Officer Regulations
and it is expected that provider boards / executive teams will oversee
compliance by:
 Monitoring the frequency and quality of medical appraisals in their
organisation
 Checking there are effective systems in place for monitoring the conduct
and performance of their doctors
 Confirming that feedback from patients is sought periodically so that their
views can inform the appraisal and revalidation process for their doctors
 Ensuring that appropriate pre-employment background checks (including
pre-employment for Locums) are carried out to ensure that medical
practitioners have qualifications and experience appropriate to the work
performed.
4. Governance Arrangements
4.1. Trust’s Revalidation Team
 Responsible Officer – Dr Nisreen Booya until 31st August 2014, Dr
Adrian Berry thereafter
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 Associate Medical Director for Revalidation – Dr Gerard Roney
 Revalidation Manager (Business Manager, Medical Directorate) –
Julie Hickling
 Revalidation Administrator (Secretary to the AMD for Revalidation &
AMD for Postgraduate Medical Education) – Jenny Spencer
 Revalidation HR Representative – David Batty
4.2.

Policy and Guidance Update
Two policies were approved By Executive Management Team during
1st April 2014 to 31st March 2015 - version 3 of the Medical Appraisal
Policy was approved in July 2014 and included a non-participation in
appraisal procedure. Version 1 of the Responding to Concerns and
Remediation Policy for Medical Staff was approved in January 2015.

5. Medical Appraisal
5.1. Appraisal and Revalidation Data
 Number of doctors as at 31st March 2015 who have a prescribed
connection to the Trust:
Consultants - 87 (3 of which are fixed term)
SAS and Trust Grades - 55 (4 of which are fixed term)
 Number of completed appraisals:
Consultants - 78
SAS and Trust Grades - 47
 Number of doctors in remediation:
Consultants - 0
SAS and Trust Grades – 0
 Number of doctors in disciplinary processes:
Consultants - 0
SAS and Trust Grades – 1
5.2. Appraisers as at 31st March 2015
 Number of appraisers – 29
3 new appraisers were appointed following a formal recruitment
process (as outlined it the Medical Appraisal Policy) during 2014/15
and will commence undertaking appraisals once they have attended
the necessary training session. 3 of the existing appraisers will be
relinquishing the role from 1st April 2015.
 Support activities undertaken:
o Full day appraiser training was provided on 30th April and 8th May
2014. 25 of the 26 appraisers attended one or the other of the
sessions. Both sessions where facilitated by Ms Alys Harwood
from RES Consortium.
o One of the new appraisers participated in the New Appraisers
Training Session on 4th April 2014 which was facilitated by Dr
Douglas Fraser, AMD for Revalidation from Leeds & York
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Partnerships NHS FT. The remaining 2 new appraisers undertook
a New Appraisers Training Session on 10th September which was
facilitated by Dr Mark Radcliffe, Dr Isaura Gairin and Dr Ruth
Stockill, all experienced appraisers within the Trust. Dr Radcliffe
has undertaken the Train the Trainer Medical Appraiser course
which was provided by the then national Revalidation Support
Team.
o Appraisers Forums were held 2nd July 2014, 5th November 2014
and 27th February 2015. These continue to provide an opportunity
for appraisers to share good practice and discuss areas of
concern/difficulty.
Continuous improvement of the appraisal
process in the Trust is also an important topic for discussion the in
the Forums.
5.3. Quality Assurance Processes
 The Associate Medical Director for Revalidation continues to read all
submitted appraisals (excluding those where he was appraiser),
checking appraisal inputs (appraisal portfolio), appraisal outputs
(PDP, appraisal summary and sign-off) and where appropriate
requests further work be undertaken prior to AMD recommending to
Responsible Officer that annual appraisal is satisfactory. Those
appraisals where the AMD was appraiser, the RO reads and checks
inputs and outputs.
 On appointment of the new Responsible Officer from 1st October
2014, he also reviews every appraisal on receiving the AMD’s
recommendation and either concurs or requests further clarification.
 Appraisers undertake an annual 360° appraisal in their role as
appraisers and this is considered by the AMD and Responsible
Officer.
 There is on-going feedback to the doctors being appraised and
appraisers, at the time that appraisal submissions are being
reviewed. This takes the form of email correspondence or telephone
conferences with the relevant doctors. The aim of this is to improve
the quality of the appraisal submissions and achieve satisfactory
engagement.
 The appraisers receive further group feedback during Appraiser
Forum meetings.
5.4. Access, security and confidentiality
 E-appraisal system (MyL2P) is required to be used by all doctors. No
breaches to the system or individual portfolios were recorded.
5.5. Clinical Governance
 All doctors are provided with a locked PDF record of their Incidents,
Complaints, Sickness and Training from the Revalidation Team. This
data is directly uploaded to the Doctors appraisal record on MyL2P.
The minimum requirement for their appraisal portfolio is provided in a
Portfolio Minimum Data Set.
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6. Revalidation Recommendations (1.4.14 to 31.3.15)
6.1. Number of recommendations
- 52
6.2. Recommendation completed on time - 52
6.3. Positive recommendations
- 46
6.4. Deferral requests
-6
6.5. Non engagement notifications
-0
7. Recruitment and engagement background checks
The Trust’s pre-employment checks are undertaken on all doctors recruited
to the employment of the Trust, the Medical Staffing HR Team undertaking
them across the Trust. In addition to the routine checks, a request is made
to the doctors current/last Responsible Officer for information about the
doctors last appraisal date, whether there are any concerns about the
doctors practice, conduct or health and if there are any outstanding
investigations. This forms part of the conditional offer of employment.
8. Monitoring Performance
The performance of all doctors is monitored in a variety of different ways. It
is monitored via the appraisal system which includes a requirement for 360°
feedback from service users and colleagues on a three yearly basis.
Information in relation to whether a doctor is involved in serious untoward
incidents or subject to complaint is also included in the appraisal system.
Serious untoward incidents are investigated using the Trust investigation
procedures carried out by the trained investigators. In the event that any
concerns are raised these are referred to the Medical Director who can
instigate various levels of investigation.
9. Responding to Concerns and Remediation
A Responding to Concerns Advisory Group, which meets monthly, is chaired
by the Responsible Officer/Medical Director and is also attended by the
Director of Human Resources and Workforce Development, the Associate
Medical Director for Revalidation, Director of Nursing, Clinical Governance
and Safety, relevant HR representatives and relevant general management
representatives. This is to ensure a consistent and open approach is taken
in the investigation of concerns in relation to doctors. This process is
described in the Responding to Concerns and Remediation Policy.
Remediation is carried out on an individual basis.
10. Risk and Issues
The implementation of the appraisal and revalidation system has been at a
cost to the Trust and there are continuing requirements from NHS England to
further strengthen a Trust’s system and ensure the quality assurance of their
processes. This may incur further financial pressures on the Trust.
It has not been possible to quantify the potential cost of a doctor in difficulty
and the associated costs of remediation as individual remediation will be
tailored to the doctors needs. Monitoring of remediation will be undertaken
by the Responding to Concerns Advisory Group.
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Over the course of recent years the Trust has provided Responsible Officer
functions to Barnsley Hospice. This is currently being reviewed with the
intention of agreeing a more detailed and robust Service Level Agreement for
ongoing provision.
11. Board Reflections
Appraisal continues to develop positively. It is the subjective impression of
those reviewing appraisals that there has been greater engagement in the
process and greater engagement in quality improvement activities on a day
to day basis.
It is believed believe that the quality improvement mechanisms are robust
and stand comparison with other organisations.
The Responding to Concerns Advisory Group is now established and
contributes to patient safety.
12. Corrective Actions, Improvement Plan and Next Steps
 Review the non participation in appraisal procedure to extend it scope
from its current focus on timescales to take account of the content of the
appraisal.
 The standard of appraisal will be continued to be developed in the
appraisers forum.
 Review the need to establish a formal process for sharing of information
for a doctor undertaking licensed additional medical practitioners work
outside the Trust.
 As referenced in the body of this report, there are increasing demands
arising out of the quality assurance requirements which may require
additional administrative support. Consideration will be given to the
development of a business case which will be presented at a later date.
13. Recommendations
The Board is asked to accept the report and approve the statement of
compliance confirming that the organisation is a designated body as in
compliance with the regulations.
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APPENDIX 1
AUDIT OF MISSED / INCOMPLETE APPRAISALS
DOCTOR FACTORS
NUMBER
Maternity Leave during the majority of the appraisal
1
period
Sickness Absence during the majority of the appraisal
0
period
Prolonged Leave during the majority of the appraisal
0
period
Suspension during the majority of the appraisal period
0
New starter
15
Postponed due to incomplete portfolio / insufficient
1
supporting information
Lack of time of doctor
0
Lack of engagement of doctor
Other doctor factor (describe)

0

APPRAISER FACTORS
Unplanned absence of appraiser
Lack of time of appraiser
Other appraiser factor (describe)

NUMBER
0
0
0

ORGANISATION FACTORS
Administration or management factors
Failure of electronic information systems
Insufficient numbers of trained appraisers
Other organisational factors (describe)

NUMBER
0
0
0
0
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APPENDIX 2
QUALITY ASSURANCE AUDIT OF APPRAISAL INPUTS AND OUTPUTS
TOTAL NUMBER OF APPRAISALS COMPLETED - 142
NUMBER OF
APPRAISAL
PORTFOLIOS
AUDITED (1.4.1331.3.14)

NUMBER OF
APPRAISAL
PORTFOLIOS
DEEMED TO BE
ACCEPTABLE
AGAINST THE
STANDARDS

APPRAISAL INPUTS
Scope of work
142
140
Is continuing professional
142
142
development compliant with GMC
requirements?
Is quality improvement activity
142
142
compliant with GMC requirements?
Has a patient feedback exercise
142
140
been completed?
Has a colleague feedback exercise
142
138
been completed?
Have all complaints been included?
142
141
Have all significant events been
142
139
included?
Is there sufficient supporting
142
137
information from all the doctor’s
roles and places of work?
Is the portfolio sufficiently complete
142
133
for the stage of the revalidation
cycle?
APPRAISAL OUTPUTS
Appraisal summary
142
Appraiser statement
142
PDP
142
141
With the exception of one doctor, all of these deficits have been addressed satisfactorily,
with 4 being agreed to address in their next appraisal.
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APPENDIX 3
AUDIT OF REVALIDATION RECOMMENDATIONS (1st April 2014 to 31 March 2015)
Recommendations completed on time (within GMC recommendation
window)
Late recommendations (completed, but after the GMC recommendation
window closed)
Missed recommendations (not completed)
TOTAL
PRIMARY REASON FOR LATE/MISSED RECOMMENDATIONS
No Responsible Officer in post
New starter / new prescribed connection established within 2 weeks of
revalidation due date
New starter / new prescribed connection established more than 2 weeks
of revalidation due date
Unaware the doctor had a prescribed connection
Unaware of the doctor’s revalidation due date
Administrative error
Responsible Officer error
Inadequate resources or support for the Responsible Officer role
Other (describe)
TOTAL (sum of late and missed)
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52
0
0
52
0
0
0
0
0
0
0
0
0
0

APPENDIX 4
AUDIT OF CONCERNS ABOUT A DOCTOR’S PRACTICE
CONCERNS

HIGH
LEVEL

MEDIUM
LEVEL

LOW
LEVEL

NUMBER OF DOCTORS WITH
CONCERNS ABOUT THEIR PRACTICE
IN THE LAST 12 MONTHS
Capability concerns (as primary category)
1
1
Conduct concerns (as primary category)
1
1
Health concerns (as primary category)
1
REMEDIATION/RESKILLING/RETRAINING/REHABILITATION
Number of doctors who have undergone formal remediation
Consultants (permanent, employed staff)
Staff grade, associate specialist, specialty doctor (permanent, employed staff)
Temporary or short term contract holders
OTHER ACTIONS / INTERVENTIONS
LOCAL ACTIONS
Number of doctors who were suspended/ excluded (commenced or completed
between 1.4.14 and 31.3.15)
Number of doctors who have had local restrictions placed on their practice in
the last 12 months
GMC ACTIONS
Number of doctors referred to the GMC between 1.4.14 and 31.3.15
Number of doctors who underwent or undergoing GMC Fitness to Practice
procedures between 1.4.14 and 31.3.15
Number of doctors who had conditions placed on their practice by the GMC or
undertakings agreed with the GMC between 1.4.14 and 31.3.15
Number of doctors who had their registration / licence suspended by the GMC
between 1.4.14 and 31.3.15
Number of doctors who were erased from the GMC register between 1.4.14
and 31.3.15
NATIONAL CLINICAL ASSESSMENT SERVICES ACTIONS
Number of doctors about whom NCAS has been contacted between 1.4.14
and 31.3.15
Reason for contacts:
For advice
For investigation
For assessment
Number of NCAS investigations performed
Number of NCAS assessments performed
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TOTAL

2
2
1
0
0
0
0

1
2

0
1
1
0
0

1

1
0
0
0
0

APPENDIX 5
AUDIT OF RECRUITMENT AND ENGAGEMENT BACKGROUND CHECKS
NEW DOCTORS COMMENCING BETWEEN 1.4.14 and 31.3.15
Permanent employed doctors
Temporary employed doctors
Locums brought in to the Trust through a locum agency
Locums brought in to the Trust through a ‘Staff Bank’ arrangements
Other (provide explanatory note)
TOTAL

NUMBER
5
7
50
0
0
62

Past GMC issues

GMC conditions
or undertakings

On-going GMC /
NCAS
investigations

DBS

2 recent
references

Name of last RO1

Reference from
last RO1

Language
competency

Local conditions
or undertakings

Qualification
check

Revalidation due
date

Appraisal due
date

Appraisal
outputs2

Unresolved
performance
concerns

Permanent employed
Temporary employed
Locums via locum
agency
TOTAL

Identity check

For how many of these doctors was the following information available within 1 month of the doctor’s starting date

5
7
**

5
7
**

5
7
**

5
7
**

5
7
**

5
7
**

5
2
**

4
2
**

5
7
**

5
7
**

5
7
**

5
7
**

5
7
**

2
1
**

N/A
N/A
**

12

12

12

12

12

12

7

6

12

12

12

12

12

3

1

Not available for those doctors joining the Trust from overseas
Not available for those doctors joining the Trust from a training post or joining the Trust from overseas
** The pre employment checks for agency locums are undertaken by the agency as their employment is with them

2
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APPENDIX 6

Designated Body Statement of Compliance
The board of South West Yorkshire Partnership NHS Foundation Trust has carried
out and submitted an annual organisational audit (AOA) of its compliance with The
Medical Profession (Responsible Officers) Regulations 2010 (as amended in 2013)
and can confirm that:
1. A licensed medical practitioner with appropriate training and suitable capacity
has been nominated or appointed as a responsible officer;
Yes, this being the Medical Director Dr A Berry
2. An accurate record of all licensed medical practitioners with a prescribed
connection to the designated body is maintained;
Yes, this is maintained by the Trust’s Medical Revalidation Team utilising
GMC Connect and MyL2P
3. There are sufficient numbers of trained appraisers to carry out annual medical
appraisals for all licensed medical practitioners;
Yes, as of 31st March 2015 there are 29 appraisers for 142 doctors with a
prescribed connection to the Trust
4. Medical appraisers participate in ongoing performance review and training /
development activities, to include peer review and calibration of professional
judgements (Quality Assurance of Medical Appraisers or equivalent);
Yes, this is achieved by attendance at annual training, appraisers forum (3
during 2014-15), undertaking 360° feedback for the role and receiving direct
feedback from the AMD for Revalidation on quality issues
5. All licensed medical practitioners1 either have an annual appraisal in keeping
with GMC requirements (MAG or equivalent) or, where this does not occur,
there is full understanding of the reasons why and suitable action taken;
Yes, see annual report
6. There are effective systems in place for monitoring the conduct and
performance of all licensed medical practitioners1, which includes [but is not
limited to] monitoring: in-house training, clinical outcomes data, significant
events, complaints, and feedback from patients and colleagues, ensuring that
information about these is provided for doctors to include at their appraisal;
Yes, see annual report
1

Doctors with a prescribed connection to the designated body on the date of reporting.
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7. There is a process established for responding to concerns about any licensed
medical practitioners1 fitness to practise;
Yes, as specified within the Trust’s Responding to Concerns and
Remediation Policy
8. There is a process for obtaining and sharing information of note about any
licensed medical practitioners’ fitness to practise between this organisation’s
responsible officer and other responsible officers (or persons with appropriate
governance responsibility) in other places where licensed medical
practitioners work;
Yes, there is a requirement through the appraisal process that supporting
information regarding a doctors full scope of practice in incorporated and
reviewed.
9. The appropriate pre-employment background checks (including preengagement for Locums) are carried out to ensure that all licenced medical
practitioners1 have qualifications and experience appropriate to the work
performed; and
Yes, the Trust’s HR procedures are followed
10. A development plan is in place that addresses any identified weaknesses or
gaps in compliance to the regulations.
Yes, an action plan is in place to continue to development the quality and
management of the appraisal and revalidation processes

Signed on behalf of the designated body

Name: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
___

Signed: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

[chief executive or chairman]

Date: _ _ _ _ _ _ _ _ _ _
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Introduction
Dear Board Member/Reader
Welcome to the Trust’s Integrated Performance Report: Strategic Overview for May 2015 information unless stated. The integrated performance
strategic overview report is a key tool to provide assurance to the Board that the strategic objectives are being delivered and to direct the Board’s
attention to significant risks, issues and exceptions.
The Trust continues to improve its performance framework to deliver the Trust IM&T strategy of right information in the right format at the right time.
Performance reports are now available as electronic documents that allow the reader to look at performance from different perspectives and at
different levels within the organisation.
Performance is reported through a number of key performance indicators (KPIs) using the Trust’s balanced score card to enable performance to be
discussed and assessed with respect to
• Business Strategic Performance – Impact & Delivery
• Customer Focus
• Operational Effectiveness – Process Effectiveness
• Fit for the Future - Workforce
KPIs provide a high level view of actual performance against target and assurance to the Board about the delivery of the strategic objectives and
adhere to the following principles:
• Makes a difference to measure each month
• Focus on change areas
• Focus on risk
• Key to organisational reputation
• Variation matters

Produced by Performance & Information
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Strategic Overview Dashboard 2015/16
Business Strategic Performance Impact & Delivery
Section
Monitor Compliance
CQC

KPI
Monitor Governance Risk Rating (FT)
Monitor Finance Risk Rating (FT)
CQC Quality Regulations (compliance breach)
CQUIN Barnsley
CQUIN Calderdale

CQUIN

CQUIN Kirklees
CQUIN Wakefield
CQUIN Forensic
IAPT Kirklees: % Who Moved to Recovery

IAPT

IAPT Outcomes - Barnsley
IAPT Outcomes - Calderdale
IAPT Outcomes - Kirklees

Infection Prevention Infection Prevention (MRSA & C.Diff) All Cases
C Diff avoidable cases
C-Diff
PSA Outcomes

% SU on CPA in Employment
% SU on CPA in Settled Accommodation

Source

Target

M
M
CQC
C
C
C
C
C
C
C (FP)
C (FP)
C (FP)
C
C
L
L

Green
4
Green
Green
Green
Green
Green
Green
52%
90%
90%
90%
8
0
10%
60%

Source

Target

L
L
L
L
L
L
L
M
M
L
L
L

< 25%
14-20
50-64
100%
60%
50%
100%
1%
50%
70%
80%
90%

Quarter 1
14/15

Quarter 2
14/15

Quarter 3
14/15

Quarter 4
14/15

Green
4
Green
Amber/G
Amber/G
Amber/G
Amber/G
Amber/G

Green
4
Green
Amber/G
Amber/G
Amber/G
Amber/G
Amber/G

Green
4
Green
Amber/G
Amber/G
Amber/G
Amber/G
Amber/G

Green
4
Green
Amber/G
Amber/G
Amber/G
Amber/G
Amber/G

41.48%

49.21%

55.15%

54.17%

97.42%

99.00%

98.02%

98.96%

96.00%

78.79%

100%

94.29%

95.81%

95.75%

97.24%

100%

Green
4
Green
Amber/G
Amber/G
Amber/G
Amber/G
Amber/G
64.03%
99.24%
95.12%
99.35%

0
0
6.60%
72.20%

2
0
7.47%
70.66%

0
0
7.47%
66.91%

0
0
7.43%
66.08%

Quarter 1
14/15

Quarter 2
14/15

Quarter 3
14/15

Quarter 4
14/15

Apr-15

May-15

Jun-15

QTD

Year End Forecast

57.78%

60.95%

7.23%
65.82%

7.27%
63.66%

7.23%
65.82%

4
4
4
3
3
3
3
3
4
4
4
4
4
4
3
4

Apr-15

May-15

QTD

Year End Forecast

14% 14/110

4
4
4
4
4
4
4
4
4
4
4
4

Customer Focus
Section
Complaints

KPI

% Complaints with Staff Attitude as an Issue
Physical Violence - Against Patient by Patient
MAV
Physical Violence - Against Staff by Patient
% of Requests for Information Under the Act Processed in 20 Working Days
FOI
% of Positive Media Coverage Relating to the Trust and its Services
Media
% of Publicly Elected Council Members Actively Engaged in Trust Activity
Member's Council
% of Quorate Council Meetings
% of Population Served Recruited as Members of the Trust
Membership
% of ‘Active’ Members Engaged in Trust Initiatives
% of Service Users Allocated a Befriender Within 16 Weeks
Befriending services % of Service Users Requesting a Befriender Assessed Within 20 Working Days
% of Potential Volunteer Befriender Applications Processed in 20 Working Days

Produced by Performance & Information

13% (8/61) 13% 23/180

15%24/160 18%29/159 12% 8/66

Above ER
Above ER

Above ER
Within ER

Above ER
Above ER

Above ER
Above ER

100%
83.00%
30.00%
100%
1.00%
40.00%
75.00%
88.00%
100%

100%
73.00%
56.00%
100%
1.00%
40.00%
80.00%
80.00%
100%

100%
75.00%
50.00%
100%
1.00%
40.00%
50.00%
80.00%
100%

100%
92.00%
50.00%
100%
1.00%
40.00%
50.00%
100.00%
100%

14% 6/44

Above ER
Above ER
100% 24/24 100% 17/17

92.00%
50.00%
100%
1.00%
40.00%
50.00%
100.00%
100%

92.00%
50.00%
100%
1.00%
40.00%
50.00%
100.00%
100%

Jun-15

100% 41/41
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Strategic Overview Dashboard 2015/16
Operational Effectiveness: Process Effectiveness
Section

Monitor Risk
Assessment
Framework

Data Quality
Mental Health PbR

KPI
Max time of 18 weeks from point of referral to treatment - non-admitted
Max time of 18 weeks from point of referral to treatment - incomplete pathway
Delayed Transfers Of Care (DTOC) (Monitor)
% Admissions Gatekept by CRS Teams (Monitor)
% SU on CPA Followed up Within 7 Days of Discharge (Monitor)
% SU on CPA Having Formal Review Within 12 Months (Monitor)
Meeting commitment to serve new psychosis cases by early intervention teams QTD
Data completeness: comm services - Referral to treatment information
Data completeness: comm services - Referral information
Data completeness: comm services - Treatment activity information
Data completeness: Identifiers (mental health) (Monitor)
Data completeness: Outcomes for patients on CPA (Monitor)
Compliance with access to health care for people with a learning disability
% Inpatients (All Discharged Clients) with Valid Diagnosis Code
% Valid NHS Number
% Valid Ethnic Coding
% of eligible cases assigned a cluster
% of eligible cases assigned a cluster within previous 12 months

95%
92%
7.50%
95%
95%
95%
95%
50%
50%
50%
97%
50%

Quarter 1
14/15
99.10%
98.50%
4.18%
96.50%
96.84%
96.50%
186.19%
100%
94.00%
94.00%
99.40%
84.40%

Quarter 2
14/15
98.92%
97.31%
4.97%
95.06%
95.36%
98.06%
179.49%
100%
94.00%
94.00%
99.54%
83.20%

Quarter 3
14/15
99.33%
97.95%
4.59%
100%
96.33%
98.64%
200.84%
100%
94.00%
94.00%
99.58%
80.04%

Quarter 4
14/15
99.49%
98.25%
3.20%
100%
98.41%
98.59%
177.82%
100%
94.00%
94.00%
99.59%
80.27%

Compliant

Compliant

Compliant

Compliant

99%
99%
90%
100%
100%

81.71%
99.94%
93.34%
95.90%
80.10%

100%
99.94%
94.87%
95.90%
79.10%

100%
99.65%
95.32%
95.81%
78.56%

Quarter 1
14/15
4.50%
4.60%
54.10%
17.00%
56.60%
62.30%
76.74%
63.00%
89.91%
74.20%
69.70%
41.80%
36.10%

Quarter 2
14/15
4.50%
4.70%
88.50%
78.30%
62.60%
70.20%
82.70%
71.30%
89.80%
78.60%
77.30%
48.40%
52.40%

Quarter 3
14/15
4.70%

Quarter 4
14/15
4.80%

95.90%
96.30%
67.30%
74.70%
84.30%
76.70%
85.70%
78.40%
81.50%
57.70%
62.00%

96.45%
97.07%
72.95%
81.43%
86.28%
80.90%
96.04%
82.19%
84.38%
63.66%
70.14%

Source

Target

M
M
M
M
M
M
M
M
M
M
M
M
M
L
C (FP)
C (FP)
L
L

Apr-15

May-15

99.11%
98.06%
2.50%
98.39%
98.20%
96.37%

100%
97.09%
1.49%

Jun-15

QTD

Year End Forecast

100%
95.18%

99.11%
98.06%
2.50%
98.39%
98.20%
95.77%

100%
94.00%
94.00%
99.70%
78.83%

100%
94.00%
94.00%
99.64%
79.07%

100%
94%
94%
99.67%
78.95%

Compliant

Compliant

Compliant

99.46%
99.88%
95.11%
95.48%
76.64%

99.51%
99.87%
99.05%
95.30%
76.60%

100%

99.75%

95.48%
77.62%

95.30%
76.60%

4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
3
3

Apr-15

May-15

QTD

Year End Forecast

4.80%

5.30%

5.30%

Avail M6
Avail M3
73.70%
82.30%
86.50%
80.60%
91.90%
82.80%
84.70%
65.20%
71.80%

Avail M6
Avail M3
73.65%
84.55%
86.24%
82.09%
92.55%
82.60%
85.22%
66.89%
73.66%

Avail M6
Avail M3
73.65%
84.55%
86.24%
82.09%
92.55%
82.60%
85.22%
66.89%
73.66%

1
4
4
4
1
4
4
4
4
4
4
1
1

Fit for the future Workplace
Section
Sickness
Vacancy
Appraisal

KPI
Sickness Absence Rate (YTD)
Vacancy Rate
Appraisal Rate Band 6 and above
Appraisal Rate Band 5 and below
Aggression Management
Equality, Diversity & Inclusion
Fire Safety
Infection, Prevention & Control & Hand Hygiene

Mandatory Training Information Governance
Safeguarding Adults
Safeguarding Children
Food Safety
Moving & Handling

Source

Target

L
L
L
L
L
L
L
L
M
L
L
L
L

4%
10%
95%
95%
80%
80%
80%
80%
95%
80%
80%
80%
80%

Jun-15

KEY
4

Forecast met, no plan required/plan in place likely to deliver

3

Forecast risk not met, plan in place but unlikely to deliver

2

Forecast high risk not met, plan in place but vey unlikely to deliver

1

Forecast Not met, no plan / plan will not deliver

CQC

Care Quality Commission

M

Monitor

C

Contract

C (FP)
L

Contract (Financial Penalty)
Local (Internal Target)

ER

Expected Range

N/A

Not Applicable

Above ER

Bold Itallic means figure represents the last month in a quarter not a quarter figure
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Overall Financial Performance 2015 / 2016
Month 2
Performance

Performance Indicator

Annual
Forecast

Trust Targets
1

Monitor Risk Rating

2

£0.74m Deficit on Income & Expenditure

3

Cash Position

4

Capital Expenditure

5

Delivery of CIP

6

Better Payment Practice Code
Key

●
●
●
●
●
●
●
●
●

●
●
●
●
●
●

Trend from
last month








Last 3 Months - Most
recent
1

-

-

●
●
●
●
●
●

In line, or greater than plan
Variance from plan ranging from 5% to 15%
Variance from plan greater than 15%

Summary Financial Performance
These Key Performance Indicators (KPI's) help the Trust to monitor progress against each element of our financial strategy.
1. The Trust Financial Risk Rating is 4 against a plan level of 4. (A score of 4 is the highest possible) The forecast is that the Trust will retain a
rating of 4 at 31st March 2016.
2. The year to date position, as at May 2015, is a net surplus of £0.20m which is £0.67m ahead of plan.
The forecast for the year remains consistent with plan at a deficit of £0.74m
3. At May 2015 the cash position is £29.35m which is £3.15m behind plan. This is primarily due to higher than planned debtors and further
progress has been made to reduce this in June 2015.
4. Capital spend to May 2015 is £1.24m which is £0.22m (15%) behind the Trust capital plan.
5. At month 2 the Cost Improvement Programme is £0.28m (21%) behind plan. Currently £2.3m (23%) of the Annual Plan has been rated as red
which means there is currently low confidence in delivery.
6. As at 31st May 2015 (Month 2) 85% of NHS and 97% of non NHS invoices have achieved the 30 day payment target (95%).
Produced by Performance & Information
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Contracting
Trust Summary by BDU - Current Contract Performance
Contract Variations
BBDU NHSE H&J: Liaison & Diversion Service - awaited

£290.2

CQUIN Performance
Quarter
Barnsley
Wakefield
Kirklees
Calderdale
Specialised
Forensics
Trust Total

Quarter 1
£000s
£371.5
£185.7
£206.4
£92.6
£73.1
£22.5
£951.8

Achieved

Q1 Forecast based on
M1
Vari
Performance
£353.8
-£17.6
£176.9
-£8.9
£197.2
-£9.1
£88.5
-£4.1
£73.1
£0.0
£22.5
£0.0
£0.0
£912.1
-£39.7

Variance

£0.0

CQUIN Performance Year-end Forecast
Quarter
Annual
Forecast Variance
£000sAchievement
Barnsley
£1,795.8
£1,621.8
-£174.0
Wakefield
£793.9
£581.4
-£212.6
Kirklees
£878.2
£648.0
-£230.3
Calderdale
£394.1
£290.8
-£103.3
Specialised
£292.6
£254.8
-£37.8
Forensics
£562.3
£453.6
-£108.7
Trust Total
£4,717.0
£3,850.3
-£866.7
CQUIN Performance - see narrative on next page
CQUIN Performance Q1 Hotspots
West CCGs Improving Urgent & Emergency Care, Reduction in A&E MH reattendances
Scheme still tbc with Commissioners and risk share agreed
BBDU MH Clustering - Clustering Initial Referrals
Other Contracts Performance areas
CAMHS C&K: Commissioners more assured about data quality and what is being
reported.The service has received positive feedback from arranged Commissioner visits
into the service.
CAMHS W:Data being pulled via RiO continues to not reflect service delivery.This is being
picked-up internally. Commissioner/Service relations are extremely good.
LD:
Forensics:- National procurement identified during 2015/16 Medium & LSS MH Services Joint
Commissioner / Provider review of Outreach services & pathways to verify funding Joint Review of
Service Unit Prices to inform future Commissioning and service delivery.
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QIPP Targets & Delivery for 2015/16
CCG
RAG
Target £000s Planned £000s Remainder £000s
Wakefield*
£1,790.0
£1,339.5
-£450.5
Kirklees**
£500.0
£0.0
-£500.0
Calderdale
£0.0
£0.0
£0.0
TOTAL £000s
£2,290.0
£1,339.5
-£950.5
* W target is cumulative covering 2014/15 & 2015/16: ** K includes Specialist LD scheme
Proposals under the QIPP scheme W:- £1.79m in total. OOA Bed Mgt - above plan: OPS Reconfiguration (Savile Park): MH Contract
reduction - delivered: OAPs for LD & CHC (CCG held budgets)- high risk: Castle Lodge (CCG
budget) - delivered: Repricing LD beds - nearly complete:
C:- 15/16 Schemes to be identified by end of Q1
K:- £1m in total: 1) Reduction on OOA spend for Specialist Rehabilitation & Recovery
placements £500k, 2) Reduction in OOA LD Specialist placements £500k (CCG budgets), both
schemes required to generate in excess of £1m, for reinvestment in new service models

KPIs and Penalties
Commissioner
Barnsley CCG

Penalty Comment
£000s
£10.0 MSK month 1

Contract Performance Information - based on month 1
Key areas where performance is above contracted levels
· Acute MH Inpatient services for adults of working age across W,K,C BDUs
· MH PICU Inpatient services for adullts of working age in Calderdale
· Older People's MH inpatients services in Wakefield
· Older People's Memory services across W &K
· Intermediate Care in Barnsley
Key areas where performance is below contracted levels
· MH PICU Inpatient services for adullts of working age in W & K
· MH Adult Crisis Resolution services in Wakefield
· MH Adult Rehabilitation services in Wakefield & Calderdale
· Diabetes nursing and MSK in Barnsley
Key areas where performance is back on target
· IAPT: Kirklees - remains above 52% target

Health and Well Being Contracts Performance Issues
Both Sheffield & Barnsley Stop Smoking will have to reduce costs due to the reduction in funding in
the revised contracts
8 of 14

Mental Health Currency Development
The Trust continues to work with other organisations to develop National Currencies and Local Tariffs for Mental Health.
The currency for most mental health services for working age adults and older people has been defined as the 'clusters'. That means that service users have to be assessed and allocated to a cluster by their mental health
provider, and that this assessment must be regularly reviewed in line with the timing and protocols. Cluster data can be used to support the measurement of quality of service and outcomes.
The scope of clustering is now being extended into other areas of Mental Health such as Learning Disabilities, Forensic, IAPT and Children and Adolescent Mental Health Services.
The Trust have been successful in agreeing a CQUIN related to MH Clustering in the two main commissioning contracts and this will assist greatly in the data quality preparatory work that needs to be undertaken in advance of
April 2016.
The CQUINs have 3 common elements:
Clustering of Initial Referral Assessments - 98% to be clustered within 8 weeks of ‘eligible’ initial referral assessments
Review of Service Users and Clusters - agreed % to be reviewed by March 2016.
Adherence to Red Rules (assurance that the cluster is accurate, complete and of high quality)
The West contract includes the development of a PbR Dashboard and this will be an interactive reporting tool. Developments are on track and April requirements have been met.
As part of the Mental Health Transformation work stream, the clusters and care packages are being used to feed into demand and capacity modelling.

MH Currency Indicators - May 2015
% Total eligible Service users on caseload clustered

Barnsley

Calderdale

Kirklees

Wakefield

100%

95%

Trust Wide

Barnsley

Calderdale

Kirklees

Wakefield

Adherence to Red Rules
Barnsley

Trust Wide

Calderdale

Kirklees

Wakefield

Trust Wide

May
15

Apr 15

Mar
15

Feb 15

Jan 15

Dec 14

Nov 14

Oct 14

Sep 14

Aug 14

Jul 14

Jun 14

May
14

May 15

Apr 15

Mar 15

50%

Feb 15

50%

Jan 15

60%
Dec 14

60%

Nov 14

70%

Oct 14

70%

Sep 14

80%

Aug 14

80%

Jul 14

90%

Jun 14

90%

May 14

May 15

Apr 15

Mar 15

Feb 15

Jan 15

Dec 14

Nov 14

Oct 14

Sep 14

Jul 14

Aug 14

Jun 14

May 14

90%

% of Service Users Reviewed within Cluster
frequency

IAPT & Forensic Secure Services and Clustering
The final Reference Cost Guidance for 2014/15 removed the requirement included in the draft guidance for IAPT and Forensics to reported by cluster. However, all IAPT clients entering treatment from 1st April 2015 must be
clustered. The new Forensic Mental Health Clustering tool (MHCT) has been added to RiO with effect from 16th March to enable more robust reporting to be made for inclusion into the Forensic PbR Pilot submission. The
datasets have the facility to flow the data from April 15.
Learning Disabilities
The implementation of Clustering for Learning Disabilities service users, in relation to the CP&PP LD pilot, has been slower than anticipated, focus will be placed within the service to ensure this data begins to flow.

Produced by Performance & Information
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Workforce
Human Resources Performance Dashboard - May 2015
Sickness Absence

Mandatory Training

7%

9%
8%
7%
6%
5%
4%
3%
2%
1%
0%

4.8%

90%

5%

80%
70%

4%

8.3%
5.6%

5.1%

100%

6%

5.6%

5.3%

4.2%

60%

3%
5.02%

4.77%

2%

5.19%

5.00%

5.33%

5.88%

40%

Cal/Kir

Green <=4.0%

Barn
Rate
Trend

Forensic

Special

Wakefield

Amber >4.0% & <=5.0%

Support

Red >5.0%

Current Absence Position ‐ April 2015
Cal/Kir Fore
Spec
Wake Supp

4.8%
↓

5.1%
↓

8.3%
↑

5.6%
↓

5.6%
↓

SWYPFT

4.2%
↓

Leeds & York

Humber

Absence Rate

RDASH

Bradford

Sheffield

Aggression Eq & Div Food Safety Inf. Control
Man

The above chart shows absence levels in MH/LD Trusts in our region
to the end of Q3 2014/15. During this time the Trust's absence rate
was 4.8% which is below the regional average of 5.2%.

Red <70%

90%
80%
70%
60%
50%
12.40%

6%
9.70%
4%

40%
10.10%

9.50%

8.80%

6.90%

6.80%

86.47%

87.07%

RDASH

Bradford Leeds & York

86.19%

88.44%

89.81%

91.46%

Humber

Sheffield

SWYPFT

30%
20%
10%

2%

0%
0%
Barnsley

Cal/Kir

Red <3% or >12%

Forensic

Special

Wakefield

Amber >=3 & <5% or >10 & <12%

Support

SWYPFT

Green 5‐10%

This chart shows Turnover levels up to the end of May 2015.
Turnover figures may look high but this due to the small amount
of data, the above figures will level out over the new reporting year.
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82.60% 85.20%

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

83.60%

Moving and Safeguard Safeguard
Handling
Adults
Children

Amber >=70% & <80%

Barnsley

86.90%

90.30%

86.00%

Cal/Kir

Forensic

Special

Red <70%
Stability Index

IG

Green >=80%

Fire Lecture Attendance

100%

8%

73.70%

The above chart shows the mandatory training rates for the Trust.
Apart from Information Governance (IG), mandatory training has a
target of above 80%; IG has a target of above 95%; all are based on a
rolling year.
All training rates have shown a continuous improvement over the last
months.

Turnover and Stability Rate Benchmark

10%

92.60%

0%

MH Trust Average 5.2%

The Trust YTD absence levels in April 2015 (chart above) were
above the 4% target at 5.3%

12%

82.10%
66.90%

10%

SWYPFT

14%

84.60%

20%

0%
SWYPFT

5.3%
↓

73.70%

30%

1%
Barnsley

50%

88.20%

88.00%

Wakefield Support

Amber >=70% & <80%

86.20%

SWYPFT

Green >=80%

MH Trust Average 89.3%

This chart shows stability levels in MH Trusts in the region for the 12
months ending in Jan 2015. The stability rate shows the percentage
of staff employed with over a years' service. It shows that the Trust
has the best stability rate compared with other MH/LD Trusts in our
region.

The Trust continues to achieve its 80% target for fire lecture training,
with all areas having maintained their figures above target for
several months.
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Workforce - Performance Wall
Trust Performance Wall
Month
Sickness (YTD)
Sickness (Monthly)
Appraisals (Band 6 and above)
Appraisals (Band 5 and below)
Aggression Management
Equality and Diversity

Barnsley District

<=4%
<=4%
>=95%
>=95%
>=80%
>=80%

Dec-14
4.6%
5.1%
95.9%
96.3%
67.3%
74.7%

Jan-15
4.7%
5.3%
96.2%
96.9%
68.6%
77.0%

Feb-15
4.8%
5.4%
96.5%
97.0%
70.9%
78.9%

Mar-15
4.8%
5.0%
96.5%
97.1%
72.9%
81.4%

Apr-15
4.8%
5.3%
4.0%
2.7%
73.7%
82.3%

May-15
5.3%
5.6%
13.1%
5.4%
73.7%
84.5%

>=80%
>=80%

84.3%
57.7%

84.1%
58.0%

85.0%
62.4%

86.3%
63.7%

86.5%
65.2%

86.2%
66.9%

76.7%

77.1%

78.7%

80.9%

80.6%

82.1%

>=95%

85.7%

83.8%

86.1%

96.0%

91.9%

92.6%

Fire Safety
Food Safety
Infection Control and Hand
Hygiene
Information Governance

>=80%
>=80%
>=80%

62.0%
78.4%
81.5%

65.0%
79.5%
82.5%

67.4%
81.0%
83.4%

70.1%
82.2%
84.4%

71.8%
82.8%
84.7%

73.7%
82.6%
85.2%

Moving and Handling
Safeguarding Adults
Safeguarding Children

£320k
£358k

£334k
£269k

£363k
£383k

£502k
£517k

£412k
£296k

£360k
£720k

Bank Cost
Agency Cost

Overtime Cost

£11k

£12k

£14k

£11k

£12k

£13k

Overtime Cost

Additional Hours Cost

£76k

£70k

£89k

£93k

£104K

£76k

Additional Hours Cost

Sickness Cost (Monthly)

£539k

£585k

£581k

£481k

£567k

£540k

Vacancies (Non-Medical) (WTE)

371.42

381.86

408.27

404.26

308.42

343.02

308k

306k

314k

310k

295k

304k

Fire Safety
Food Safety
Infection Control and Hand
Hygiene
Information Governance
Moving and Handling
Safeguarding Adults
Safeguarding Children

>=80%

Bank Cost
Agency Cost

Business Miles

Month
Sickness (YTD)
Sickness (Monthly)
Appraisals (Band 6 and above)
Appraisals (Band 5 and below)
Aggression Management
Equality and Diversity

<=4%
<=4%
>=95%
>=95%
>=80%
>=80%

Dec-14
4.2%
4.7%
97.1%
95.6%
76.7%
79.9%

Jan-15
4.3%
5.1%
96.9%
96.5%
74.2%
81.4%

Feb-15
4.4%
4.9%
96.9%
96.5%
82.7%
82.6%

Mar-15
4.4%
5.0%
96.7%
96.8%
83.7%
83.8%

Apr-15
4.5%
5.3%
4.7%
3.1%
85.3%
84.6%

May-15
4.8%
4.9%
18.1%
5.8%
79.9%
86.9%

>=80%
>=80%

84.2%
66.2%

82.8%
65.8%

83.6%
69.9%

83.7%
70.4%

82.6%
74.4%

83.6%
76.3%

81.3%

80.1%

81.3%

83.2%

82.4%

83.9%

>=95%

89.2%

84.1%

84.8%

93.2%

90.1%

90.2%

>=80%
>=80%
>=80%

65.8%
84.2%
82.1%

69.4%
83.8%
82.7%

70.8%
84.0%
84.1%

72.1%
85.4%
84.5%

73.4%
85.2%
84.7%

76.0%
86.1%
85.1%

£34k
£134k

£44k
£12k

£54k
£109k

£64k
£181k

£57K
£46k

£67k
£259k
£10k

>=80%

£4k

£3k

£5k

£6k

£9k

£37k

£33k

£46k

£48k

£56k

£43k

Sickness Cost (Monthly)

£180k

£197k

£181k

£158k

£201k

£182k

Vacancies (Non-Medical) (WTE)

118.0

119.5

119.5

122.4

110.6

120.4

Business Miles

131k

134k

138k

129k

135k

134k

Calderdale and Kirklees District
Month
Sickness (Monthly)

<=4%

Forensic Services

Dec-14

Jan-15

Feb-15

Mar-15

Apr-15

May-15

Month

4.2%

4.4%

4.9%

4.8%

5.4%

5.1%

Sickness (YTD)

Dec-14

Jan-15

Feb-15

Mar-15

Apr-15

May-15

<=4%

7.1%

7.2%

7.3%

7.4%

7.4%

8.3%

<=4%

8.0%

7.9%

8.4%

7.5%

7.7%

8.3%

Appraisals (Band 6 and above)

>=95%

99.7%

100.0%

100.0%

100.0%

2.4%

4.7%

Sickness (Monthly)

Appraisals (Band 5 and below)

>=95%

98.9%

98.9%

98.7%

98.4%

5.1%

7.3%

Appraisals (Band 6 and above)

>=95%

96.2%

98.2%

98.1%

98.1%

3.1%

Aggression Management

>=80%

67.0%

66.9%

67.8%

71.1%

75.4%

77.9%

Appraisals (Band 5 and below)

>=95%

92.7%

93.4%

94.1%

93.9%

1.0%

2.3%

Equality and Diversity

>=80%

75.9%

77.3%

80.4%

82.5%

83.1%

85.0%

Aggression Management

>=80%

71.9%

72.6%

74.7%

76.4%

77.6%

76.3%

Fire Safety

>=80%

86.5%

87.9%

88.0%

90.4%

90.0%

86.9%

Equality and Diversity

>=80%

74.7%

78.6%

84.0%

85.8%

87.7%

88.7%

Food Safety

>=80%

42.2%

42.4%

52.8%

54.5%

58.7%

59.5%

Fire Safety

>=80%

86.7%

86.0%

88.5%

89.6%

91.8%

90.3%

Infection Control and Hand
Hygiene

>=80%

74.4%

76.8%

78.4%

80.6%

81.2%

82.9%

Food Safety

>=80%

50.7%

50.3%

50.0%

51.0%

52.9%

55.8%

>=95%

86.6%

90.0%

92.3%

98.7%

92.6%

94.8%

>=80%

73.8%

77.1%

80.4%

83.2%

83.5%

84.2%

Moving and Handling

>=80%

62.8%

65.2%

66.0%

67.4%

68.8%

70.4%

Infection Control and Hand
Hygiene
Information Governance

>=95%

88.5%

84.5%

95.7%

98.4%

94.1%

94.4%

Safeguarding Adults

>=80%

75.1%

78.3%

80.2%

81.0%

81.2%

79.7%

Moving and Handling

>=80%

64.8%

68.4%

74.3%

76.6%

78.2%

79.2%

Safeguarding Children

>=80%

79.0%

80.9%

81.7%

82.0%

83.1%

84.6%

Safeguarding Adults

>=80%

73.1%

76.6%

83.9%

85.6%

86.4%

86.9%

Bank Cost

£73k

£89k

£105k

£120k

£117k

£108k

Safeguarding Children

>=80%

76.5%

77.9%

79.4%

81.5%

83.1%

84.6%

Agency Cost

£68k

£59k

£40k

£83k

£59k

£157K

Bank Cost

£95k

£92k

£83k

£137k

£93k

£61K

£4k

£7k

£6k

£3k

£1k

£0K

Agency Cost

£33k

£61k

£96k

£56k

£58k

£116K

Additional Hours Cost

Information Governance

Overtime Cost
Additional Hours Cost

6.0%

£3k

£6k

£4k

£3k

£3k

£2K

£1k

£0k

£0k

£3k

£0k

£1K

Sickness Cost (Monthly)

£94k

£105k

£105k

£99k

£113k

£101K

Sickness Cost (Monthly)

£68k

£71k

£76k

£63k

£70k

£74K

Vacancies (Non-Medical) (WTE)

60.12

61

89.55

89.24

75.76

79.76

Vacancies (Non-Medical) (WTE)

45.31

46.46

41.9

39.5

16.26

16.94

70k

59k

61k

63k

58k

66K

4k

4k

4k

7k

3k

4K

Business Miles

Produced by Performance & Information
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Workforce - Performance Wall cont…
Specialist Services
Month
Sickness (YTD)
Sickness (Monthly)

<=4%
<=4%

Dec-14
5.5%
6.4%

Wakefield District

Jan-15
5.5%
5.8%

Feb-15
5.7%
6.9%

Mar-15
5.7%
6.0%

Apr-15
5.7%
5.3%

May-15
5.6%
5.7%

Month
Sickness (YTD)
Sickness (Monthly)

<=4%
<=4%

Dec-14
4.4%
4.9%

Jan-15
4.4%
4.8%

Feb-15
4.5%
4.8%

Mar-15
4.5%
4.8%

Apr-15
4.6%
5.6%

May-15
5.6%
5.7%
19.2%

Appraisals (Band 6 and above)

>=95%

80.1%

82.2%

84.9%

84.7%

4.8%

12.7%

Appraisals (Band 6 and above)

>=95%

97.7%

97.7%

97.7%

97.7%

6.8%

Appraisals (Band 5 and below)

>=95%

83.8%

86.8%

89.0%

88.8%

1.4%

3.9%

Appraisals (Band 5 and below)

>=95%

98.5%

98.5%

98.1%

98.1%

1.1%

7.6%

Aggression Management

>=80%

58.6%

66.3%

71.6%

74.3%

67.5%

69.3%

Aggression Management

>=80%

74.0%

75.6%

75.6%

78.8%

77.8%

77.7%

Equality and Diversity

>=80%

68.7%

73.4%

75.3%

82.5%

83.7%

86.7%

Equality and Diversity

>=80%

80.1%

82.0%

83.2%

87.0%

87.9%

89.4%

Fire Safety

>=80%

74.2%

76.1%

78.4%

84.0%

86.2%

86.0%

Fire Safety

>=80%

85.2%

85.5%

87.4%

83.7%

85.2%

88.2%

Food Safety
Infection Control and Hand
Hygiene
Information Governance

>=80%

79.0%

78.7%

79.3%

83.9%

70.2%

72.2%

51.4%

53.4%

58.7%

59.5%

61.5%

62.6%

68.5%

72.7%

77.6%

78.6%

79.5%

78.9%

77.1%

80.5%

82.3%

79.4%

80.7%

>=95%

82.8%

79.4%

75.4%

94.8%

88.4%

89.2%

Food Safety
Infection Control and Hand
Hygiene
Information Governance

>=80%

68.6%

>=95%

85.7%

84.6%

87.2%

98.0%

95.4%

94.0%

Moving and Handling

>=80%

55.5%

57.3%

60.9%

66.3%

69.6%

72.5%

Moving and Handling

>=80%

59.0%

60.4%

62.8%

65.8%

68.6%

69.6%

>=80%

>=80%

Safeguarding Adults

>=80%

66.4%

70.0%

72.1%

75.1%

77.5%

78.1%

Safeguarding Adults

>=80%

81.3%

80.2%

81.6%

77.6%

80.5%

81.0%

Safeguarding Children

>=80%

74.7%

76.3%

78.8%

83.4%

82.2%

81.8%

Safeguarding Children

>=80%

84.5%

85.4%

85.1%

85.3%

85.9%

86.5%

Bank Cost

£26k

£29k

£25k

£34k

£24k

£31K

Agency Cost

£96k

£114k

£69k

£152k

£92k

£145K

Overtime Cost

£2k

£1k

£2k

£2k

£2k

Additional Hours Cost

£6k

£5k

£7k

£6k

£9k

Sickness Cost (Monthly)

£70k

£69k

£84k

£62k

£58k

Vacancies (Non-Medical) (WTE)

35.92

37.5

36.48

33.44

42.31

32k

30k

31k

31k

29k

29K

Feb-15

Mar-15

Apr-15

May-15

Business Miles

Bank Cost

£58k

£64k

£65k

£100k

£79k

£69K

Agency Cost

£16k

£19k

£46k

£20k

£24k

£18K

£2K

Additional Hours Cost

£11k

£12k

£12k

£12k

£15k

£6K

£7K

Sickness Cost (Monthly)

£53k

£56k

£56k

£52k

£66k

£59K

£60K

Vacancies (Non-Medical) (WTE)

34.53

37.51

34.65

33.16

43.09

48.87

52.51

Business Miles

30k

41k

37k

34k

32k

39K

Support Services
Month

Dec-14

Jan-15

Sickness (YTD)

<=4%

3.9%

4.1%

4.2%

4.2%

4.1%

4.2%

Sickness (Monthly)

<=4%

5.1%

5.4%

5.0%

3.6%

3.8%

4.2%

Appraisals (Band 6 and above)

>=95%

99.0%

100.0%

99.5%

99.5%

1.5%

9.5%

Appraisals (Band 5 and below)

>=95%

99.2%

99.4%

99.6%

99.6%

1.9%

4.0%

Aggression Management

>=80%

49.5%

51.9%

49.6%

49.2%

49.2%

51.0%

Equality and Diversity

>=80%

62.5%

65.0%

65.9%

68.6%

69.2%

72.4%

Fire Safety
Food Safety
Infection Control and Hand
Hygiene
Information Governance

>=80%
>=80%

85.4%
95.4%
74.8%

85.1%
94.5%
75.5%

84.9%
96.2%
74.9%

88.3%
97.1%
76.0%

88.9%
87.7%
76.5%

88.0%
89.3%
78.6%

>=95%

77.7%

77.7%

82.2%

97.1%

93.6%

94.8%

Moving and Handling

>=80%

57.4%

60.9%

65.0%

70.8%

72.1%

72.8%

Safeguarding Adults
Safeguarding Children
Bank Cost
Agency Cost

>=80%
>=80%

77.8%
87.2%
£33k
£11k

77.9%
87.7%
£16k
£3k

78.6%
87.0%
£31k
£23k

81.7%
88.2%
£47k
£23k

81.7%
88.0%
£42k
£16k

79.7%
87.6%
£25K
£25K

Overtime Cost

>=80%

£0k

£1k

£1k

£0k

£0k

£0K

Additional Hours Cost
Sickness Cost (Monthly)

£17k
£73k

£14k
£88k

£19k
£80k

£20k
£47k

£21k
£59k

£17K
£63K

Vacancies (Non-Medical) (WTE)
Business Miles

38.94
41k

45.78
37k

47.33
42k

49.43
45k

21.26
38k

26.51
32K
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Publication Summary
This section of the report identifies up and coming items that are likely to impact on the Trust.
Monitor
Consultation on changes to the risk assessment framework: June 2015

This consultation proposes a number of measures to strengthen Monitor's regulatory regime so that foundation trusts live within their means and support improvements in
financial efficiency across the sector. These changes will enable Monitor to take regulatory action earlier if a foundation trust is in deficit, failing to deliver its financial plan, or
not providing value for money.
Click here for link
Smoking cessation in secondary care: mental health settings (The King's Fund)
This guidance and self-assessment framework for NHS mental health trusts to develop local action to reduce smoking prevalence and the use of tobacco.
Click here for link
This section of the report identifies publications that may be of interest to the Trust and it's members.
Hospital activity data, March 2015
NHS foundation trust bulletin, May 2015
Seasonal flu vaccine uptake in healthcare workers in England: winter season 2014 to 2015
Direct access audiology waiting times, March 2015
Bed availability and occupancy: quarter ending March 2015
Diagnostic imaging dataset, May 2015
Staff friends and family test, Q4 2014-15
2015 local health profiles
Sentinel Stroke National Audit Programme, post-acute national audit 2015
Diagnostics waiting times and activity data, April 2015 and Q4 2014-15
Referral to treatment waiting times statistics, April 2015
NHS safety thermometer report - May 2014 to May 2015
Performance of the foundation trust sector: year ended 31 March 2015 (Monitor)
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Glossary
ADHD
ASD
AWA
AWOL
B/C/K/W
BDU
C. Diff
CAMHS
CAPA
CCG
CGCSC
CIP
CPA
CPPP
CQC
CQUIN
CROM
CRS
CTLD
DTOC
DQ
EIA
EIP/EIS
EMT
FOI
FT
HONOS
HSCIC
HV
IAPT
IG
IM&T
Inf Prevent
IWMS
KPIs
LD

Attention deficit hyperactivity disorder
Autism spectrum disorder
Adults of Working Age
Absent Without Leave
Barnsley, Calderdale, Kirklees, Wakefield
Business Delivery Unit
Clostridium difficile
Child and Adolescent Mental Health Services
Choice and Partnership Approach
Clinical Commissioning Group
Clinical Governance Clinical Safety Committee
Cost Improvement Programme
Care Programme Approach
Care Packages and Pathways Project
Care Quality Commission
Commissioning for Quality and Innovation
Clinician Rated Outcome Measure
Crisis Resolution Service
Community Team Learning Disability
Delayed Transfers of Care
Data Quality
Equality Impact Assessment
Early Intervention in Psychosis Service
Executive Management Team
Freedom of Information
Foundation Trust
Health of the Nation Outcome Scales
Health and Social Care Information Centre
Health Visiting
Improving Access to Psychological Therapies
Information Governance
Information Management & Technology
Infection Prevention
Integrated Weight Management Service
Key Performance Indicators
Learning Disability
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MAV
MBC
MH
MHCT
MRSA
MSK
MT
NCI
NICE
NHSE
NHS TDA
NK
OPS
OOA
PCT
PICU
PREM
PROM
PSA
PTS
QIA
QIPP
QTD
RAG
RiO
Sis
SK
SMU
SWYFT
SYBAT
SU
TBD
WTE
Y&H
YTD

Management of Aggression and Violence
Metropolitan Borough Council
Mental Health
Mental Health Clustering Tool
Methicillin-resistant Staphylococcus aureus
Musculoskeletal
Mandatory Training
National Confidential Inquiries
National Institute for Clinical Excellence
National Health Service England
National Health Service Trust Development Authority
North Kirklees
Older People’s Services
Out of Area
Primary Care Trust
Psychiatric Intensive Care Unit
Patient Reported Experience Measures
Patient Reported Outcome Measures
Public Service Agreement
Post Traumatic Stress
Quality Impact Assessment
Quality, Innovation, Productivity and Prevention
Quarter to Date
Red, Amber, Green
Trusts Mental Health Clinical Information System
Serious Incidents
South Kirklees
Substance Misuse Unit
South West Yorkshire Foundation Trust
South Yorkshire and Bassetlaw local area team
Service Users
To Be Decided/Determined
Whole Time Equivalent
Yorkshire & Humber
Year to Date
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Finance Report

Month 2 (2015 / 2016)
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Overall Financial Performance 2015 / 2016
Month 2
Performance

Performance Indicator

Annual
Trend
Forecast from last

Trust Targets
1

Monitor Risk Rating

●

●

2

£0.74m Deficit on Income & Expenditure

●

●

3

Cash Position

●

●

4

Capital Expenditure

●

●

5

Delivery of CIP

●

●

6

Better Payment Practice Code

●

●

Key

●
●
●

Last 3 Months - Most recent

h
h
i
i
i
n

1

-

-

●
●
●
●
●
●

In line, or greater than plan
Variance from plan ranging from 5% to 15%
Variance from plan greater than 15%

Summary Financial Performance
These Key Performance Indicators (KPI's) help the Trust to monitor progress against each element of our financial strategy.
1. The Trust Financial Risk Rating is 4 against a plan level of 4. (A score of 4 is the highest possible) The forecast is that the
Trust will retain a rating of 4 at 31st March 2016.
2. The year to date position, as at May 2015, is a net surplus of £0.20m which is £0.67m ahead of plan.
The forecast for the year remains consistent with plan at a deficit of £0.74m
3. At May 2015 the cash position is £29.35m which is £3.15m behind plan. This is primarily due to higher than planned
debtors and further progress has been made to reduce this in June 2015.
4. Capital spend to May 2015 is £1.24m which is £0.22m (15%) behind the Trust capital plan.
5. At month 2 the Cost Improvement Programme is £0.28m (21%) behind plan. Currently £2.3m (23%) of the Annual Plan has
been rated as red which means there is currently low confidence in delivery.
6. As at 31st May 2015 (Month 2) 85% of NHS and 97% of non NHS invoices have achieved the 30 day payment target
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Monitor Risk Rating
Annual Plan

Continuity of Service
Risk Rating 2015 / 2016

Actual Performance
Metric
Score
Rating
Capital Servicing Capacity
3.1
4
Liquidity
18.3
4
Weighted Average
4

6.0

May 2015
Score
Rating
1.9
3
19.7
4
4

Capital Servicing Capacity

Monitor are currently undertaking a consultation in regards to the
Risk Assessment Framework (RAF). This proposes introducing 2
further Financial metrics
* I & E Margin - the current planned deficit would score a 2
* Variance from plan for:
* I & E Margin
* Capital Expenditure

Liquidity

30.0

5.0

20.0

4.0

3.0

4

2.0

3

1.0

2

10.0

4

0.0

3

-10.0

0.0

2

-20.0
Plan

Actual

Forecast

Capital Servicing Capacity - the degree to which the Trust's
generated income covers its financing obligations; rating from 1 to
4 relates to the multiple of cover.
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Plan

Actual

Forecast

Liquidity - how many days expenditure an be covered by readily
available resources; rating from 1 to 4 relates to the number of days
cover.

Monitor - Monthly Return 2015 / 2016
During 2014 / 2015 Monitor implemented a monthly reporting data collection return for all Foundation Trusts. This
was a symptom of the financial position being presented by Foundation Trusts; this cumulated in a reported deficit of
£349m for all foundation Trusts during 2014 / 2015.
Foundation Trusts have communicated that 2015 / 2016 will provide further financial challenges and as such Monitor
have again mandated regular monthly reporting to assist in controlling and forecasting expenditure across the
system.
The current data requirements and return information are presented below. These values are consistent with the
financial position included within this report and presented to Trust Board.
Additionally, Monitor are introducing further national focus upon a number of key expenditure areas:
*
Management Consultancy Spend
*
Agency Spend

Plan (YTD) Actual (YTD) Variance (YTD)
£m
£m
£m
Trusts Surplus / (Deficit) position
(0.47)
0.20
0.67
Trusts Capital Expenditure
1.46
1.24
(0.22)
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Annual Plan Forecast Variance
£m
£m
£m
(0.74)
(0.74)
0.00
12.00
12.00
0.00

Monitor Benchmarking

Continuity

All Foundation Trusts

4
3
2
1
Total

Governance Rating
No Evident Issues Enforcement
Total
Concerns Identified
Action
68
2
3
73
24
9
6
39
2
10
8
20
0
1
16
17
94
22
33
149

Continuity

Mental Health Foundation Trusts
Governance Rating
No Evident Issues Enforcement
Total
Concerns Identified
Action
4
29
0
1
30
3
6
1
1
8
2
0
2
1
3
1
0
Total
35
3
3
41

As at 9th March 2015 there are 152 Foundation Trusts monitored by Monitor. Of
these 3 are newly authorised and as yet do not have a Risk Rating (Bradford
District Care, Kent Community Health & Nottinghamshire Healthcare).
The tables to the left show that the Trust remains in the upper quadrant of this
analysis with a Continuity of Service Rating of 4 and a Green Governance rating.
In April 2015 Monitor issued the Quarter 4 Performance Report for the Foundation
Trust Sector. This allows us to place Trust performance in a national context. The
key headlines from this were:
* NHS Overall £822m deficit, FT's £349m deficit (£339m more than planned)
* 77 FT's reported a deficit. These totalled £636m. (78 at Quarter 3)
* 54 Acute Trusts in deficit - these account for 94% of the overall deficit
* 14 Mental Health Trusts reported a deficit
* Issues previously identified continued - £1bn unplanned agency spend
* £315m under delivery on CIP's
FT's have indicated that 2015 / 2016 will be even tougher.
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Income & Expenditure Position 2015 / 2016

Thousands

Budget
Staff in
Post
WTE

Actual
Staff in
Post
WTE

Variance
WTE
%

4,437

4,244

(192)

4.3%

4,437

4,244

(192)

4.3%

4,437

4,244

(192)

4.3%

4,437

4,244

(192)

4.3%

This
This Month This Month Month
Budget
Actual
Variance
£k
£k
£k

Year to
Date
Budget
£k

Description

(17,666)
(17,666)
(1,316)
(18,982)

(17,335)
(17,335)
(1,379)
(18,714)

331
331
(63)
268

Clinical Revenue
Total Clinical Revenue
Other Operating Revenue
Total Revenue

14,412
3,691
392
18,494

14,377
3,684
337
18,398

(35)
(6)
(55)
(96)

BDU Expenditure - Pay
BDU Expenditure - Non Pay
Provisions
Total Operating Expenses

(488)
465
257
(6)
0
228

(316)
448
257
(14)
0
375

172
(17)
0
(8)
0
147

EBITDA
Depreciation
PDC Paid
Interest Received
Revaluation of Assets
Deficit / (Surplus)

3,000

Year to
Year to
Date
Date Actual Variance
£k
£k

Annual
Budget
£k

Forecast
Outturn
£k

Forecast
Variance
£k

(35,459)
(35,459)
(2,530)
(37,988)

(35,313)
(35,313)
(2,447)
(37,760)

146
146
82
228

(210,387)
(210,387)
(13,701)
(224,087)

(210,132)
(210,132)
(14,444)
(224,576)

254
254
(743)
(489)

28,720
7,422
884
37,025

28,341
6,939
885
36,165

(379)
(483)
1
(860)

168,265
43,691
6,985
218,941

169,301
45,338
4,828
219,466

1,035
1,647
(2,157)
525

(963)
931
513
(13)
0
469

(1,595)
897
513
(14)
0
(199)

(632)
(34)
0
(2)
0
(668)

(5,146)
5,584
3,080
(75)
(2,700)
742

(5,110)
5,550
3,080
(77)
(2,700)
742

36
(34)
0
(2)
0
(0)

Trust Monthly I & E Profile

2,500

Planned increased
relates to disposal
of Trust Asset

2,000
1,500
1,000

500
0
(500)

Apr-15

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

(1,000)
(1,500)
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Plan

Actual

Forecast

Dec-15

Jan-16

Feb-16

Mar-16

Income & Expenditure Position 2015 / 2016
Month 2
The year to date position, as at month 2 reflects a surplus position of £0.2m which is £0.67m (143%) ahead of plan.
This is being driven by underspends within BDU operational budgets; both pay and non pay.
All pay groupings are underspending, year to date, with the exception of agency which is significantly higher than planned. This continues to be
reviewed internally, both in line with Monitor reporting requirements, and in terms of ensuring that staff levels are appropriate and efficient.
The pay position overall takes account of the impact of bank, agency and locum staff.
Most areas of non pay are broadly in line with plan. The current usage of out of area beds is lower than planned Trustwide and as a result is
£0.2m underspent.
Forecast
The forecast outurn position for 2015 / 2016 is a deficit position of £0.74m which is in line with plan.
However, based upon the current forecasts, provisions (£2.3m) are being utilised in order to deliver this position.
This position incorporates a number of risks; the most significant of which are:
*
£2.3m Assumption that CIP's, classified as red, will not be delivered and substituted during 2015 / 2016
*
£1.7m Assumption that CIP's, classified as amber, will be delivered in full during 2015 / 2016
*
£2.7m That the planned disposal of a Trust Asset during 2015 / 2016 will occur and cash payment will be received.
*
£0.5m The forecast position currently assumes full delivery of the Trust CQUIN target. Risk has currently been assessed as £0.5m.
Provisions will continue to be monitored and managed in order to ensure that this position is achieved.
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Thousands

Cost Improvement Programme 2015 / 2016
Apr
£k
Target - Monitor Submission 657
Target - Cumulative
657

May
£k
664
1,322

Jun
£k
694
2,016

Jul
£k
738
2,754

Aug
£k
742
3,496

Sep
£k
756
4,252

Oct
£k
897
5,149

Nov
£k
902
6,051

Dec
£k
902
6,952

Jan
£k
909
7,861

Feb
£k
909
8,770

Mar
£k
917
9,687

YTD Forecast
£k
£k
1,322 9,687
1,322 9,687

Delivery as planned
Mitigations - Recurrent
Mitigations - Non Recurrent
Total Delivery

516
19
0
535

1,008
38
0
1,045

1,461
56
0
1,517

2,053
75
0
2,128

2,594
94
0
2,688

3,138
113
0
3,250

3,784
131
0
3,915

4,435
150
0
4,585

5,086
169
0
5,255

5,791
188
0
5,979

6,496
206
0
6,702

7,210
225
0
7,435

1,008
38
0
1,045

7,210
225
0
7,435

Shortfall / Unidentified

123

277

499

626

808

1,002

1,234

1,466

1,698

1,883

2,067

2,252

277

2,252

12,000

Cumulative CIP Delivery
2015 / 2016

10,000

The profile of the Trust Cost Improvement Programme for
2015 / 2016 is outlined above. This follows a detailed bottom up
process conducted as part of the Trust Annual Plan; one which
was subjected to an external review.

8,000

This position includes a current forecast shortfall of £2252k.
This is reflective of schemes classified as red / risks exist in
delivery less any mitigations / substitutions.

6,000

4,000

The year to date position is that, including mitigations, the
Trust is £277k behind plan.
2,000

0

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

Plan
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Actual

Forecast

Balance Sheet 2015 / 2016

Non-Current (Fixed) Assets
Current Assets
Inventories & Work in Progress
NHS Trade Receivables (Debtors)
Other Receivables (Debtors)
Cash and Cash Equivalents
Total Current Assets
Current Liabilities
Trade Payables (Creditors)
Other Payables (Creditors)
Capital Payables (Creditors)
Accruals
Deferred Income
Total Current Liabilities
Net Current Assets/Liabilities
Total Assets less Current Liabilities
Provisions for Liabilities
Total Net Assets/(Liabilities)
Taxpayers' Equity
Public Dividend Capital
Revaluation Reserve
Other Reserves
Income & Expenditure Reserve
Total Taxpayers' Equity
Page 10 of 16

2014 / 2015 Plan (YTD) Actual (YTD) Note
£k
£k
£k
106,649
107,178
106,991
1
204
3,015
4,963
32,617
40,799

204
2,265
4,913
32,500
39,882

206
3,410
8,538
29,353
41,508

(5,851)
(3,621)
(770)
(10,335)
(751)
(21,328)
19,471
126,120
(8,104)
118,016

(5,851)
(4,135)
(770)
(10,035)
(751)
(21,542)
18,341
125,519
(7,971)
117,547

(4,608)
(3,810)
(1,132)
(11,608)
(1,449)
(22,607)
18,900
125,892
(7,676)
118,215

43,492
16,780
5,220
52,524
118,016

43,492
16,780
5,220
52,055
117,547

43,492
16,780
5,220
52,723
118,215

2
2
3

4
4
5

The Balance Sheet analysis compares the current month end
position to that within the Monitor Annual Plan, submitted May 2015.
The previous year end position is included for information.
1. Fixed Assets are currently slightly behind plan; as noted page 11.
2. Debtors, both NHS and Non NHS are higher than planned and
this is having a negative impact on the Trust cash position. Further
progress is being made in June 2015 to reduce the level of debtors.
3. The reconciliation of Actual Cash Flow to Plan compares the
current month end position to the Annual Plan position for the same
period. This is on page 13.
4. Creditors are lower than planned as the Trust continues to
proactively pay invoices. Work continues to ensure that the Trust
does not hold any old creditor values / unresolved issues.
5. Accruals are higher than planned as the Trust is still awaiting
invoices. These continue to be reviewed and chased.

6

6. This reserve represents year to date surplus plus reserves
brought forward.

Capital Programme 2015 / 2016
Annual Year to Date Year to Date Year to Date Forecast Forecast
Budget
Plan
Actual
Variance
Actual Variance Note
£k
£k
£k
£k
£k
£k
Maintenance (Minor) Capital
Facilities & Small Schemes
IM&T
Total Minor Capital & IM &T
Major Capital Schemes
Barnsley Hub
Halifax Hub
Hub Development
Fieldhead Development
Total Major Schemes

Thousands

VAT Refunds
TOTALS
14,000

2,200
2,348
4,548

105
37
142

86
(0)
86

(20)
(37)
(57)

2,200
2,348
4,548

0
0
0

950
4,052
1,450
1,000

267
1,050
0
0

267
833
42
12

(0)
(217)
42
12

950
4,052
1,450
1,000

0
0
0
0

7,452

1,317

1,154

(163)

7,452

0

0
12,000

0
1,459

(1)
1,239

(1)
(221)

0
12,000

0
0

Capital Programme 2015 / 2016
Cumulative Profile

12,000
10,000

3
4

Capital Expenditure 2015 / 2016
1. The Trust Capital Programme for 2015 / 2016 is
£12.0m and this forms part of the overall Trust Estates
Strategy.
2. The year to date position is £0.22m under plan
(15%). The current forecast is that expenditure will be
in line with plan.
Major schemes (and progress are):
3. The scheme has moved back in line with
budgetary expectations. Completion is expected in late
July 2015.
4. The project is coming back in line with schedule
following some disruption during groundworks.
Expenditure is currently behind plan; discussions
continue on costs associated with the revised design. It
is forecast this will be resolved in June 2015.
5. The Trust Annual Plan assumed disposal of a Trust
asset during 2015 / 2016. At this time, subject to events
beyond the control of the Trust, payment is still anticipated.
This will continue to be monitored through Estates TAG

8,000
6,000

6. Minor Works is currently behind plan, primarily due
to one scheme which has been delayed due to
infection control concerns on some similar sanitary
facilities. A solution is being agreed.

4,000
2,000
0
Apr-15
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May-15

Jun-15

Jul-15

Aug-15
Plan

Sep-15
Actual

Oct-15 Nov-15
Forecast

Dec-15

Jan-16

Feb-16

Mar-16

Thousands

Cash Flow & Cash Flow Forecast 2015 / 2016
35,000

The Cash position provides a key element of the
Continuity of Service Risk Rating. As such this is
monitored and reviewed on a daily basis.

30,000
25,000

Weekly review of actions ensures that the cash
position for the Trust is maximised.

20,000
15,000

Overall the cash position is £29.35m which is £3.15m
under plan.

10,000

A detailed reconciliation of working capital compared to
plan is presented at page 13.

5,000
0

Plan

Opening Balance
Closing Balance

Plan
£k
32,617
32,500

Actual

Forecast

Actual
£k
32,617
29,353

Variance
£k
(3,147)

50,000
40,000
30,000
20,000
10,000

0

Page 12 of 16

High
Low

The graph to the left demonstrates the highest and
lowest cash balances with each month. This is
important to ensure that cash is available as required.
The highest balance is:
The lowest balance is:

£42.64m
£29.41m

This reflects cash balances built up from historical
surpluses that are available to finance capital
expenditure in the future.

Reconciliation of Cashflow to Plan

Opening Balances
Surplus (Exc. non-cash items & revaluation)
Movement in working capital:
Inventories & Work in Progress
Receivables (Debtors)
Trade Payables (Creditors)
Other Payables (Creditors)
Accruals & Deferred income
Provisions & Liabilities
Movement in LT Receivables:
Capital expenditure & capital creditors
Cash receipts from asset sales
PDC Dividends paid
PDC Received
Interest (paid)/ received
Closing Balances
34,000
32,000
30,000
28,000
26,000
24,000
22,000
20,000

Plan
£k
32,617
963

Actual
£k
32,617
1,595

0
800
0
0
(300)
(133)

(2)
(3,970)
(1,243)
(325)
1,971
(428)

(2)
(4,770)
(1,243)
(325)
2,271
(295)

(1,459)
0
0
0
13
32,500

(876)
0
0

583
0
0
0
2
(3,147)

Cash Bridge 2015 / 2016

14
29,353

Variance Note
£k
632

The Plan value reflects the May 2015 submission to Monitor.

1

Factors which increase the cash positon against plan:

4
5

1. EBITDA, arising from the current operational I & E position, is
better than planned. This is shown within the overall Trust financial
position.

2

3

2. Accruals remain higher than planned; specifically the Trust is
awaiting invoices in relation to April & May Service Level
Agreements with other NHS organisations.
3. The capital programme is currently behind plan, and
additionally, capital creditors are high as the Trust are still awaiting
for invoices for work which has been completed.
Factors which decrease the cash position against plan:
4 . Debtors are higher than planned. All aged debts continue to
be chased. The current issue relates to outstanding block
payments for April and May 2015 with both CCG and Local
Authorities. It is expected that these will all be paid in full in June
2015. (c. £3.8m)

5. Creditors are lower than planned as the Trust continues to
proactively pay invoices as soon as possible.
The cash bridge to the left depicts, by heading, the positive and
negative impacts on the cash position as compared to plan.
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Better Payment Practice Code
The Trust is committed to following the Better Payment Practice Code , payment of 95% of valid invoices by their due
date or within 30 days of receipt of goods or a valid invoice whichever is later.
In November 2008 the Trust adopted a Government request for Public Sector bodies to pay local Suppliers within 10
days. This is not mandatory for the NHS.
120%

NHS
Number
%
Year to April 2015
83%
Year to May 2015
85%

95%

Value
%
83%
84%

Target

%

%

120%

Non NHS
Number
%
Year to April 2015
97%
Year to May 2015
97%

Value
%
95%
95%

Local Suppliers
Number
%
Year to April 2015
81%
Year to May 2015
82%

Value
%
73%
74%
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70%

95%
70%

Target

%

%

110%

95%

90%
70%

Target

%

%

Transparency Disclosure
As part of the Government's commitment to greater transparency, there is a requirement to publish online, central government
expenditure over £25,000.
This is for non-pay expenditure; however, organisations can exclude any information that would not be disclosed under a Freedom of
Information request as being Commercial in Confidence.
At the current time Monitor has not mandated that Foundation Trusts disclose this information but the Trust has decided to comply
with the request.
The transparency information for the current month is shown in the table below.
Date
21/04/2015
30/04/2015
13/04/2015
13/04/2015
21/04/2015
01/05/2015
30/04/2015

Expense Type
Drugs FP10´s
Specialty Registrar (CT1-3)
Drugs
Drugs
Drugs
Rental
Staff benefits expenses
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Expense Area
Trustwide
Trustwide
Trustwide
Trustwide
Trustwide
Wakefield
Trustwide

Supplier
Transaction Number Amount (£)
NHSBSA Prescription Pricing Division
2179744
81,268
Leeds and York Partnership NHS FT
2180240
56,266
Lloyds Pharmacy Ltd
2178890
48,698
Lloyds Pharmacy Ltd
2178890
43,035
NHSBSA Prescription Pricing Division
2179744
42,793
Wakefield MDC
8135159
30,000
Childcare Vouchers Ltd
2180265
25,012

Glossary
* Recurrent - action or decision that has a continuing financial effect
* Non-Recurrent - action or decision that has a one off or time limited effect
* Full Year Effect (FYE) - quantification of the effect of an action, decision, or event for a full
financial year.
* Part Year Effect (PYE) - quantification of the effect of an action, decision, or event for the
financial year concerned. So if a CIP were to be implemented half way through a financial
year, the Trust would only see six months benefit from that action in that financial year
* Recurrent Underlying Surplus - We would not expect to actually report this position in our
accounts, but it is an important measure of our fundamental financial health. It shows what
our surplus would be if we stripped out all of the non-recurrent income, costs and savings.
* Forecast Surplus - This is the surplus we expect to make for the financial year
* Target Surplus - This is the surplus the Board said it wanted to achieve for the year (
including non-recurrent actions ), and which was used to set the CIP targets. This is set in
advance of the year, and before all variables are known. Recently this has been set as part of
the IBP/LTFM process. Previously we aimed to achieve breakeven.
* In Year Cost Savings - These are non-recurrent actions which will yield non-recurrent
savings in year. So are part of the Forecast Surplus, but not pat of the Recurrent Underlying
Surplus.
* Cost Improvement Programme (CIP) - We only agree actions which have a recurring
effect, so these savings are part of our Recurrent Underlying Surplus.
* Non-Recurrent CIP - A CIP which is identified in advance, but which only has a one off
financial benefit. This Trust has historically only approved recurrent CIP's. These differ from
In Year Cost Savings in that the action is identified in advance of the financial year, whereas
In Year Cost Savings are a target which budget holders are expected to deliver, but where
they may not have identified the actions yielding the savings in advance.
* EBITDA - earnings before Interest, Tax, Depreciation and amortisation. This strips out the
expenditure items relating to the provision of assets from the Trust's financial position to
indicate the financial performance of it's services.
* IFRS - International Financial Reporting Standards, there are the guidance and rules by
which financial accounts have to be prepared.
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External Focus on Discretionary Spend
Trust Board – 30 June 2015

1

Introduction
• FT Chairs and Chief Executives received correspondence on 2 June in relation to
improvement in quality, meeting access targets and driving up productivity.
• Outlined 4 initiatives.
- Increased scrutiny of annual plans, including site visits and face-to-face
meetings. (The Trust has its annual visit on 24 June 2015; however, it was
arranged prior to the issue of the letter from Monitor.) After each visit an
executive-led challenge session with FT boards will be held with a view to
making them “more stretching”. They reserve the right to use legal powers
where agreement cannot be reached.
- FTs in breach of their licence for financial reasons will be required to adopt
best practice approach to spend in a number of areas. Initially this will cover
spend on agency staff and management consultancy.
- Consultation on changes to the Risk Assessment Framework (see later
slides).
- Monitor and TDA will provide support to providers and engagement in the
next phase of improvement.

2

Agency and consultancy spend – what it
means (1)
Area of
Expectations
spend
Consultancy Business case are required to
spend
be submitted and approved
by Monitor for all new
consultancy spend over
£50,000 for those FTs in
breach of their licence.
Extending or varying existing
contracts or incurring
additional expenditure not
already committed where the
value exceeds £50,000.
Proforma for completion
provided

Action required







Is the trust mindful to comply with
these requirements?
Suggest consolidating list of
existing arrangements and
consider the extent to which
Monitor’s ‘assessment criteria’ has
been followed.
Where expenditure exceeds £50,00
complete and submit business
case for consideration and
approval.
Expenditure on consultancy is
market tested either via the Crown
Commercial Services Consultancy
One framework contract or the
Trusts inTend eTendering system
which publishes all tender
opportunities in “Contracts Finder”

Commentary
Excludes internal and external audit
and local counter fraud services.
£50,000 threshold includes
irrecoverable VAT and expenses.
These arrangements do not
currently apply to contracts
accounted for as capital
expenditure.
Consultancy is defined as in the
NHS Manual for Accounts.
Excludes interim management and
day rate contractors.

Timescales
With Immediate effect (2
June) for FTs breaching
licence for financial
reasons but other FTs
are asked to comply
voluntarily or those
planning a deficit for
2015/16

3

Agency and consultancy spend – what it
means (2)
Area of Expectations
Action required
spend

Respond to the consultation
Agency Ceiling on the % of

The Trust is currently trialling a Neutral Vendor for its
spend
staff that can be
temporary nurse provision. This business relationship has
employed on an
not been formalised as the Trust is waiting for the release
agency basis.
of two Crown Commercial Services framework contracts
Cap on the maximum
covering the following:
rates of agency pay for
RM971 – Non Medical, Non Clinical Resource.
different types of staff.
RM3711 – Multi Disciplinary Temporary Healthcare Personnel
List of approved
(Locum Doctors, Nurses, AHP’s)
frameworks.
Both framework agreements have a workforce element
(managing the Trust’s internal bank), a neutral vendor option
and individual agency providers.
It is the Trust’s intention to conduct a market testing exercise
under the framework contracts to create a list of preferred
suppliers and one/two neutral vendor(s).
The new contract(s) will provide the Trust with a simplified
process for engaging temporary staff, improved governance
procedures and a cap on the rates paid which will be
managed and monitored by the neutral vendor organisation

Commentary

Timescales

There will be mechanisms
for local managers to have
override to these limits in the
interest of patient safety,
with a retrospective review.
The deadlines are exacting
and will require significant
organisational effort to
implement. The opportunity
for saving is significant given
the scale of spend in
2014/15.

1 July nursing
and complete
implementation 1
September

4

Actions agreed
• Assurance process to Audit Committee (7 July 2015) and Trust Board (30 June
2015).
• Brief EMT and Chair/NEDs.
• Review analysis of agency and consultancy spend in 2014/15 – rationale for
expenditure and what would have been subject to a business case completed,
no issues arising.
• Undertake similar exercise for off-payroll.
• Although requirement to submit business cases to Monitor doesn’t apply to this
Trust, internal process to be introduced from Q2 2015/16.
• EMT to approve consultancy business cases for expenditure over £50,000 and
report in detail to Remuneration and Terms of Service Committee (RTSC) using
Monitor template. Any spend subject to a procurement process (whether tender
or quotation) will be reported to the Audit Committee.
• Business cases over £15,000 but under £50,000 within Directorate delegated
limits to EMT for information and reported in outline to RTSC.
• Incorporate review of expenditure and consultancy off payroll and agency in
monthly financial reporting and review use of Monitor tool.

5

Monitor Risk Assessment Framework
consultation
Trust Board – 30 June 2015

6

Introduction
•
•

•

As a sector, we’re not doing very well (77 out of 152 trusts lost money in
2014/15). This position is unaffordable and unsustainable.
So, Monitor is making changes to the Risk Assessment Framework (how
it assesses risk to the continuity of services and the risk of poor
governance) to strengthen its regulatory regime so it can help FTs live
within their means and support financial efficiency across the sector.
Consulting on the following:
- re-introducing 2 previously used measures – one tracking deficits
and another the accuracy of planning;
- combining a trust’s rating for the above with a trust’s existing
continuity of services rating to produce a 4-level financial
sustainability and performance risk rating
- Making two further changes to ensure trusts deliver value for money

7

Re-introduction of measures of FT deficits and
variance from plan (1)
• I&E margin measure
-

To be calculated as a % surplus/(deficit)/total operating and nonoperating income
- Will provide a reasonable approximation of underlying performance
without undue influence from one-off items or accounting
adjustments
Thresholds
Rating 1 = I&E margin worse than and including (1%)
Rating 2 = Between (1%) and up to 0%]
Rating 3 = Greater than or = 0% up to 1%
Rating 4 = 1% or greater

8

Trust response
• I&E margin measure
- Calculation and purpose of metric understood.
- As Trust has planned deficit for 2015/16, Trust would
score 1 on this metric (as the point is to show Trusts in
deficit).

9

Re-introduction of measures of FT deficits and
variance from plan (2)
• Additional measures of variance from plan
-

I&E margin: calculated as I&E operating surplus(deficit)/total
operating income (not EBIDTA)
- Capital expenditure: absolute variance as a % of planned capital
expenditure
Thresholds
Rating

Threshold – I&E margin

Threshold – capital expenditure

Rating 1

Worse than and including (2%)

25% or higher

Rating 2

Between (2%) up to (1%)

20% and up to 25%

Rating 3

Greater than (1%) up to 0%

20% and up to 10%

Rating 4

0% or higher

10% or lower

10

Trust response
• Variance from plan
- Covers both I&E and capital expenditure.
- Formalises the information we include now within the
quarterly Monitor returns into an actual metric and will
affect the overall metric calculation.
- Based on M1, we would rate 4 for I&E but 1 for capital
expenditure.
NB Monitor will determine an FTs prospective ratings at the start of each financial year from achievement
against the previous year’s plan as a proxy.

11

New sustainability and financial performance
risk rating
• Combine existing continuity of services risk rating with new
financial metrics to create new sustainability and financial
risk rating
• Four-point scale
-

4 = no evident concerns/no regulatory activity
3 = emerging or minor concern potentially requiring
scrutiny/potential improvement support
2 = material risk/likely investigation and potential improvement
support
1 = significant risk/investigation and potential improvement support
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Trust response
• Change comes into effect in Quarter 2 2015/16
• Based on available information, Trust would achieve a
sustainability and financial performance risk rating of 3 out
of 4.
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Changes related to value for money (1)
• Change 1 – an additional measure within FTs governance
rating
- Monitor MAY consider investigating if an FT
demonstrates inefficient or uneconomical spend (actual
or forecast) against published benchmarks.
- Could include examples of inefficient operational
performance, such as poor control over input costs such
as agency and management consultancy spend.
- More details to be published in due course.
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Changes related to value for money (2)
• Change 2 – changes to the Accounting Officer
memorandum
- In paragraph 7, Accounting Officer must ensure the FT
delivers efficient and economical conduct of its business
and safeguards financial propriety and regularity
throughout the organisation and financial considerations
are fully taken into account in decisions by the NHS FT
- In paragraph 8, reference to Accounting Officer’s duty to
deliver prudent and economical administration in line
with the principles set out in ‘Managing public money’.
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Agenda item 9
Title:

Corporate Governance Statement 2015/16 and self-certification

Paper prepared by:

Director of Corporate Development

Purpose:

To provide assurance to Trust Board that it is able to make the required selfcertifications as part of the governance statements required to inform the
submission of the annual plan to Monitor.

Mission/values:

The Trust’s annual plan describes how the Trust will meet its mission and
adhere to its values.

Any background papers/
previously considered by:

Trust Board received and approved the annual plan for 2015/16 on 31 March
2015.

Executive summary:

Background
As part of the annual planning arrangements, Monitor requires the Trust to
make a number of governance statements under its licence conditions, the
Risk Assessment Framework and the Health and Social Care Act 2012. Trust
Board is required to make self-certifications in relation to:
1. systems for compliance with licence conditions (general condition 6 of the
NHS Provider Licence);
2. availability of resources (continuity of services condition 7 of the NHS
Provider Licence);
3. Corporate Governance Statement (Risk Assessment Framework);
4. Academic Health Science Centre and governance arrangements for
these (appendix E of the Risk Assessment Framework); and
5. training of governors (s151(5) of the Health and Social Care Act 2012).
Self-certifications against items 1 and 2 were made on behalf of Trust Board
by the Chair and Chief Executive in order to make the necessary selfcertification by the required date of 29 May 2015. Items 3 and 5 are required
by 30 June 2015 and are the subject of this paper. Item 4 is not applicable to
this Trust at the current time.
Corporate Governance Statement
The attached paper sets out the statements Trust Board is required to make
and the assurance to support self-certification against the statements.
Development of the Corporate Governance Statement included a formal,
detailed review of the Trust’s compliance with its Licence and Monitor’s Code
of Governance (see below).
From the assurance provided, Trust Board is advised that it is able to make
the required self-certification in relation to the Trust’s Corporate Governance
Statement.
Training of governors
Trust Board is required to declare that it is satisfied that, during the financial
year most recently ended, the Trust has provided necessary training to its
governors, as required by S151(5) of the Health and Social Care Act, to
ensure they are equipped with the skills and knowledge they need to
undertake their role.
Starting in 2013, the Trust has developed, through the Members’ Council Coordination Group, a programme of training and development to ensure
governors have the skills and experience required to fulfil their duties. The
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Trust supports the training and development of governors in a number of
ways.
- There is an annual session to evaluate the contribution and work of
the Members’ Council, facilitated by an external facilitator and
includes a self-assessment by governors, both individually and
collectively, of their contribution and effectiveness. New members
also participate in the annual evaluation of Members’ Council activity,
which enables them to learn from the experience of others.
- The Trust offers 1:1 support and ‘buddying’ as part of the induction
programme for Governors.
- Attendance at national GovernWell training modules is also
encouraged and the Trust facilitates attendance.
- Each governor has an induction meeting with the Chair and a review
meeting to discuss individual performance and training and
development needs.
- The Trust arranges briefing sessions for governors in areas identified
where it is felt more in-depth and detailed knowledge would be
beneficial.
This includes finance and performance, and Trust
services.
- Most formal Members’ Council meetings include a discussion item,
which allows governors, with the support of Trust Board, to look at a
particular area of Trust services or activity in more detail. Examples
include child and adolescent mental health services, the Trust’s
strategic approach and sustainability, and transformation of Trust
services.
In 2014, the Members’ Council signed up to the principle that there should be
a level of minimum commitment and contribution from governors at two levels.
Required
- Attendance at a minimum of three out of four formal Members’
Council meetings.
- Attendance at the annual evaluation session.
- 1:1 introductory meeting with the Chair.
- Annual review meeting with the Chair.
- Attendance at the annual members’ meeting.
Desirable
- Attendance at the Foundation Trust Network’s GovernWell modules.
- Attendance at Trust Board meetings.
- Attendance at training and development sessions organised by the
Trust.
- Membership of formal groups (currently Members’ Council Coordination Group, Quality Group and Nominations Committee).
From the assurance provided, Trust Board is advised that it is able to make
the required self-certification in relation to training of governors.
Trust compliance with its Licence
The licence is a requirement of the Health and Social Care Act 2012 and is
the mechanism by which Monitor regulates providers of NHS services, both
NHS and non-NHS. The provider licence is split into six sections, which apply
to different types of providers. From 1 April 2013, all Foundation Trusts were
automatically issued with a licence as the Health and Social Care Act 2012
specified that Foundation Trusts were to be treated as having met all the
licence criteria.
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In the main, the licence requires the Trust to adhere to (and provide evidence
that it has done so) certain conditions, which it does as part of its existing
governance and reporting arrangements.
The attached appendix provides assurance to Trust Board that the Trust
meets the conditions of its Licence and identifies potential areas of risk. From
quarter 1 of 2014/15, the exception report to Monitor specifically refers to the
Trust’s compliance with the conditions of its Licence and Trust Board is
alerted to any exceptions or emerging risks through the quarterly reporting
process.
Monitor Code of Governance
Monitor’s Code of Governance is intended to assist Boards of NHS
Foundation Trusts to improve governance practices by bringing together the
best practice of public and private sector corporate governance. The Trust
has routinely assessed itself against the requirements of the Code and has
reported the outcome of this assessment to Trust Board. Although the Code
of Governance is not mandatory, Monitor has adopted an approach of
‘comply or explain’ and Trusts are required to comment on compliance with
the Code in their annual reports, including identifying any areas where they
do not comply.
A self-assessment has been undertaken and the Trust is compliant with the
provisions of the Code with the following areas for development in 2015.
1. The Trust’s Scheme of Delegation will be reviewed for consideration by
the Audit Committee and Trust Board in October 2015.
2. The Scheme of Delegation will include a formal statement of the
responsibilities of the Members’ Council.
3. The document will also include a clear statement on the division of
responsibilities between the Chair and the Chief Executive.
4. Although there is an agreed approach to induction, training and
development of governors, further work will be done with the Chair and
the Members’ Council to ensure this is formalised and more structured in
its approach, both individually and collectively, to reflect the enhanced
role of governors in the Health and Social Care Act 2012.
5. The Chair will be asked to consider whether there is a need for a formal
policy in relation to engagement between governors and directors.
6. The Code of Governance suggests that governors should canvass the
opinion of the trust’s members and the public, and, for appointed
governors, the body they represent, on the NHS foundation trust’s
forward plan. This remains an area for development and this is an
objective for the Members’ Council. Further work will be undertaken on
how governors can canvass opinion on the Trust’s forward plans, bearing
in mind the Trust’s resources and capacity. A small working group will be
established to look at creative ways governors can communicate with
members as part of an ongoing work programme.
7. As part of the annual reporting process by the Audit Committee to Trust
Board, the Members’ Council will be consulted on the Audit Committee’s
terms of reference.
Recommendation:

Trust Board is ASKED to CONFIRM that it is able to make the required
self-certification in relation to the Corporate Governance Statement and
training for governors and to NOTE the outcome of the selfassessments against the Trust’s compliance with the terms of its
Licence and with Monitor’s Code of Governance.

Private session:

Not applicable
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Corporate Governance Statement 2015/16
1. The Board is satisfied that the Trust applies those principles, systems and standards of good corporate governance which
reasonably would be regarded as appropriate for a supplier of health care services to the NHS.
The Trust continues to implement, develop and improve its arrangements to ensure it meets the principles and standards of good corporate governance and
to ensure it has the systems and processes in place to meet these as well as statutory, legal and regulatory duties and requirements. As part of this
continuous improvement process, Trust Board took the decision to undertake a well-led governance review during May, June and July 2015. The outcome of
this review will be reported to Trust Board in July 2015.
Risks
The outcome of the well-led review is inconsistent with the self-assessment undertaken by Trust Board in May 2015. Mitigated by review and feedback
mechanisms led by the Director of Corporate Development with Deloitte, which includes feedback to the Chair and the Chief Executive.
The Trust does not apply or applies inconsistently good corporate governance. Mitigated by robust scrutiny through the Trust's governance and assurance
processes.
There are a number of areas to provide assurance to Trust Board that the Trust applies the principles, systems and standards of good corporate governance.







The Trust’s Constitution underpins its governance arrangements and the Trust operates within its Constitution at all times. Where necessary, the Trust
seeks external advice on any changes and ensures amendments are approved in line with the process set out in the Constitution and as required by
Monitor.
The Trust complies with all relevant rights and pledges set out in the NHS Constitution with the exception of the pledge “The NHS commits to make the
transition as smooth as possible where you are referred between services, and to include you in the relevant discussions”. The Trust endeavours to
consult and involve all service users and, where appropriate, their carers, in decisions about their care; however, there are occasions where the nature of
an individual’s illness makes this inappropriate. A self-assessment was presented to Trust Board in September 2014 and this will be repeated in
September 2015.
The Trust undertakes an annual assessment of compliance against Monitor’s Code of Governance and this is reported to Trust Board. An internal audit
of the Trust’s compliance with the Code in July 2014 found the Trust to be compliant with minor recommendations, including how the Members’ Council
consults with members on the Trust’s forward plans and ensuring the Trust implements the development actions to ensure ongoing compliance with the
Code.
The Trust has a register of interests in place for both Trust Board and the Members’ Council, which is reviewed annually and both Directors and
Governors proactively asked to update their declarations. Directors and Governors are expected to declare any additions or changes to their
declarations. The Chair of the Trust reviews the declarations and considers there are no conflicts of interest presenting a risk to the Trust. Non-Executive
Directors also make a declaration of independence on an annual basis. All Non-Executive Directors have made a positive declaration. From April 2015,
members of Trust Board have also been asked to make a declaration that they meet the fit and proper person requirement introduced in response to a
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recommendation made in the Francis Report. All members of Trust Board have made such a declaration and the Trust undertakes appropriate enquiries
to ensure that newly appointed Directors meet the requirements as well as seeking an individual declaration.
 All elections made to the Members’ Council are held in accordance with the election rules in the Trust’s Constitution and are overseen by an external
organisation (currently Electoral Reform Services) to ensure independence and transparency, and to ensure the Trust meets its statutory duties.
 The Trust was awarded a Licence on 1 April 2013. The Trust ensures it meets the conditions of its Licence through a process of self-assessment. There
are no major issues or risks identified in relation to the Trust’s continued compliance with its Licence. Trust Board makes a quarterly self-certification as
part of the Trust’s quarterly return to Monitor and annually receives a full assessment of compliance against the terms of its Licence. For 2015/16, this
includes the new licensing condition in relation to integrated care. Should any risks emerge, Trust Board would be informed and action plans to address
non-compliance would be put in place to mitigate risk and ensure ongoing compliance. An internal audit review of the Trust’s compliance in March 2014
provided a substantial assurance opinion.
Risk
The Trust cannot comply with the requirements of its Licence. Mitigated by ongoing review of Trust compliance and quarterly reporting to Trust Board as part
of the Monitor reporting process.
There are a number of other areas providing assurance to Trust Board that the Trust has good corporate governance arrangements in place.





Monitor’s governance risk rating represents its view of governance at the Trust. The Trust rated green in all four quarters of 2014/15 and is planning to
continue to report as green during 2015/16.
The Head of Internal Audit Opinion for 2014/15 provided significant assurance with minor improvement opportunities on the overall adequacy and
effectiveness of the organisation’s framework of governance, risk management and control. An internal audit review of the Trust’s corporate governance
processes provided a significant assurance opinion in October 2014.
As Accounting Officer, the Chief Executive prepares an Annual Governance Statement. This document describes the risk and assurance processes for
the Trust and meets the requirements set out in Monitor’s Foundation Trust Annual Reporting Manual. The Statement for 2014/15 was assessed as fit for
purpose and meeting guidance as part of the audit of the Trust’s annual report and accounts.
The Trust’s assurance framework and risk register have been assessed as appropriate as part of an internal audit of the Trust’s risk management
processes. As agreed by Trust Board, a review of both documents has been initiated for presentation in quarter 1 of 2015/16 to improve reporting to
Trust Board.



2. The Board has regard to such guidance on good corporate governance as may be issued by Monitor from time-to-time.
The Accounting Officer and Company Secretary ensure that Trust Board is made aware of guidance on good corporate governance from Monitor, an
assessment of the Trust’s immediate position is undertaken and any action or development required to ensure compliance is initiated.
Risk
Trust does not have regard to guidance. Mitigated by the Company Secretary having oversight of the systems and processes in place to ensure guidance is
identified, captured, assessed and implemented.
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3. The Board is satisfied that the Trust implements:
a) effective board and committee structures;
b) clear responsibilities for its board, for committees reporting to the board and for staff reporting to the board and those
committees; and
c) clear reporting lines and accountabilities throughout its organisation.
Trust Board is clear that its role is to set the strategic direction and associated priorities for the organisation, ensure effective governance for all services and
provide a focal point for public accountability. The general duty of Trust Board, and of each Director individually, is to act with a view to promoting the
success of the Trust so as to maximise the benefits for members of the Trust as a whole and the public. Trust Board is clear of its accountability and
responsibility.
Trust Board and Committee structures in place are effective and meet the requirements of the Trust’s Constitution. Committees are supported by terms of
reference and annual work plans and have clear reporting mechanisms to Trust Board. The Trust has four risk-based Committees:
-

Audit Committee;
Clinical Governance and Clinical Safety Committee;
Mental Health Act Committee;
Remuneration and Terms of Service Committee.

Committees are chaired by a Non-Executive Director and, with the exception of the Audit Committee, have Non-Executive and Executive Director
membership. Agendas, which are risk-based, are compiled and agreed by the Chair of the Committee in conjunction with the Lead Director. Each
Committee has an annual work programme, which is incorporated into agendas as appropriate. Lead Directors are responsible for ensuring, with the Director
of Corporate Development in her role as Company Secretary, that papers are commissioned to meet the requirements of the Committee, to provide
assurance that risk is mitigated within the Trust and to provide assurance that the Trust is working to deliver and continuously improve the services it provides
whilst achieving value for money and best use of resources.
From time-to-time, Trust Board has established time-limited Forums, led by a Non-Executive Director, to scrutinise a particular area in more detail. There are
three such Forums in place currently in relation to estates, information management and technology, and equality and diversity.
The membership of Committees is reviewed regularly by the Chair of the Trust in terms of Non-Executive Directors. The Committee structure is reviewed for
appropriateness from time-to-time by the Chair.
Each Committee is required to prepare an annual report, which is presented to the Audit Committee. This provides assurance to Trust Board that each
Committee is meeting its terms of reference and is seeking assurance on areas of risk in line with its terms of reference.
The Executive Management Team’s (EMT) role is to ensure that resources are deployed to support the delivery of the Trust’s plan, to ensure that the Chief
Executive can discharge his accountability to best effect through effective delegation and prioritisation of work, to support each other to find appropriate
linkages and synergies, to ensure performance is scrutinised and challenged, both Trust-wide and by BDU, and to ensure the work of the EMT is aligned with
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that of Trust Board.
The sequencing of EMT meetings continues to provide a focus on transformation and organisational development, strategy and risk, providing an external
focus, and delivery, providing an internal focus on performance and delivery of corporate objectives. These meetings are aligned with Trust Board processes
to ensure Directors receive assurance regarding Trust operations. The weekly Operational Requirement Group, established and chaired by the Chief
Executive, continues to meet weekly to ensure and facilitate effective operational delivery of the Trust’s annual plan.
Trust Board is supported by an involved and proactive Members’ Council, which forms a key part of the Trust’s governance arrangements. The Members’
Council is clear that its role is to hold the Non-Executive Directors individually and collectively to account for the performance of the Board of Directors and to
represent the interests of the members of the Foundation Trust as a whole and the interests of the public. The Members’ Council continues to go from
strength-to-strength in its ability to challenge and hold Directors to account for the Trust’s performance.
The Trust works within a framework that devolves responsibility and accountability throughout the organisation through robust service delivery arrangements.
There are clear structures with clear responsibility and accountability below Director level. Within BDUs, deputy directors are now in place to provide
operational leadership and management allowing BDU Directors to focus on building and managing strategic and partner relationships and to lead the
transformation agenda. BDUs are supported by arrangements at service line level where a clinical lead, general manager and practice governance coach
work together and carry responsibility at ward, unit and department level to ensure excellence in service delivery and quality and to enact the service change
required to achieve transformation.
BDUs are supported by the Quality Academy, which provides co-ordinated support services linked to the accountabilities of executive directors. There are six
domains comprising financial management, information and performance management, people management, estates management, compliance, governance
and public involvement and engagement, and service improvement and development. Executive Directors have reviewed structures and arrangements within
their portfolio areas to ensure these remain fit for purpose and are focussed on providing effective support for operational delivery and to ensure ongoing
quality improvement and associated compliance with regulatory requirements.
The organisational development framework allows organisational development work to be tracked in terms of effectiveness. From this framework, a number
of workstreams have been developed to ensure the Trust has a workforce fit for the challenges of the future, such as the Talent Pool, Middleground 4 and a
values-based recruitment, induction and appraisal programme.
Risk
The Trust does not have effective structures at Trust Board level. Mitigated by annual committee review process, independent review by internal audit of
effectiveness, clear view of roles and responsibilities, and clear approach to leadership and management throughout the Trust.
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4. The Board is satisfied that the Trust effectively implements systems and/or processes:
a) to ensure compliance with the Licence holder’s duty to operate efficiently, economically and effectively;
b) for timely and effective scrutiny and oversight by the Board of the Licence holder’s operations;
c) to ensure compliance with healthcare standards binding on the Licence holder, including, but not restricted to, standards
specified by the Secretary of State, the Care Quality Commission, the NHS Commissioning Board and statutory regulators of
healthcare professions;
d) for effective financial decision-making, management and control (including, but not restricted to, appropriate systems and /or
processes to ensure the Licence holder’s ability to continue as a going concern);
e) to obtain and disseminate accurate, comprehensive, timely and up-to-date information for Trust Board and Committee
decision-making;
f) to identify and manage (including, but not restricted to, manage through forward plans) material risks to compliance with the
conditions of its Licence;
g) to generate and monitor delivery of business plans (including any changes to such plans) and to receive internal and, where
`appropriate, external assurance on such plans and their delivery; and
h) to ensure compliance with all applicable legal requirements.
As part of its annual audit, the Trust’s external auditor, Deloitte, was satisfied that the Trust has made proper arrangements for securing economy, efficiency
and effectiveness in its use of resources in 2014/15. There were no issues identified that would need to be reported in the audit opinion. Deloitte also
undertook a review of the Trust’s financial plan for 2014/15 and 2015/16. Deloitte found that overall, the process had significantly improved and development
of the cost improvement programme showed a clear bottom/up approach with clear ownership within and by BDUs. The risk assessment was thorough and
was seen to be balanced. The depth and detail of the quality impact assessment and quality of challenge was commended for its rigor providing a welldeveloped methodology for the Trust to understand the level of risk involved with each proposed cost saving. For the recommendations made in the 2014/15
review, these had been substantially implemented and completed or partially completed. Where only partially completed, this presented no material
weaknesses. For the review of the 2015/16 plan, for the majority of schemes, Deloitte concurred with the Trust’s assessment of risk to delivery in terms of
outcome; however, by value of savings to be realised, Deloitte considered the risk to delivery to be higher. Deloitte also confirmed that the Trust presented
more balanced plans for its cost savings for volume and value than in 2014/15 and these were more appropriately focussed and deliverable. Five
recommendations were made in relation to:
-

5

BDUs working up delivery plans for all ‘red’ and ‘amber’ rated schemes with mitigating proposals to ensure the overall programme is delivered;
confirmation that there is no overlap between the closure of Castle Lodge and the move to twelve-hour shifts and, if overlap is identified, mitigating
action is agreed;
an assessment of the risk of overlap in Barnsley BDU between the workforce review and the staff vacancy factor and assurance that there is no
double counting;
examination of the quantum savings to be delivered from the transformation of learning disability services to ensure there is clear and consistent
understanding of how the project is expected to delivery profiled savings; and
evaluation and quantification of the extent of investment in re-training and re-skilling required to deliver the learning disability services transformation
and how this cost is reflected in the profile of any savings projected.

The Trust’s internal audit plan is risk-based to enable the Trust to identify areas of weakness and to learn from best practice. From April 2014 to January
2015, twelve internal audit reports were presented to the Audit Committee. Significant assurance was received for three reports and significant assurance
with minor improvement opportunities given in six areas. Three reports were given partial assurance in relation to patients’ property, bed management and
data quality. Action plans in response to the recommendations made are in place and progress is monitored through the Audit Committee.
The reference cost index (RCI) is a measure of relative efficiency and provides comparison at aggregate level for each trust to the national average. A RCI of
100 would demonstrate that unit costs were in line with national average. Organisations with lower RCIs are estimated to be more efficient than organisations
with higher RCIs. The Trust’s reference cost index for 2013/14 was 103. This equates to the Trust providing services at £5.6 million more than average
costs. A number of actions were agreed by EMT to understand the change from the previous year, including continued working with services to improve the
data quality of cluster recording and reviewing of service users to ensure the cluster days recorded are accurate, exploration of significant variances from the
national RCI using internal and national benchmarking data and monitoring of activity levels and changes in volumes understood.
The Trust continues to develop and implement service line reporting, which is monitored and scrutinised by the Audit Committee on behalf of Trust Board.
The Committee is assured that systems and processes are in place and that service line information is utilised within BDUs. Further work will be done in the
coming year to use the information to benchmark internally and learn from best practice.
Trust Board receives performance reports on a monthly basis with more detailed reports for human resources and customer services presented quarterly.
This enables Trust Board to satisfy itself that the Trust is meeting its financial and performance targets. Other reports to Trust Board and its Committees
provide ‘soft’ information that the Trust is fulfilling its purpose in an effective and efficient manner.
The Trust was (and continues to be) registered with the Care Quality Commission (CQC) with no conditions from March 2010 and again in May 2011
following the transfer of services under Transforming Community Services. The Trust has a robust process in place to ensure that it meets the requirements
of its registration. This is supported by a programme of visits to services which facilitate learning and provide teams with useful experience of an inspection
process. The outcome of the visits programme is reported to Trust Board annually with the report for 2014/15 presented in April 2015. The Trust has two
compliance actions from a CQC inspection visit to Fieldhead in 2013. The submitted action plan addressing environmental improvements was fully
completed by 31 May 2014. Mental Health Act visits occur regularly and, following each visit, an action plan is submitted to the CQC to address any issues
raised. The action plans and progress against these are monitored and scrutinised by the Mental Health Act and Clinical Governance and Clinical Safety
Committees. Local actions have also been implemented in relation to any identified concerns arising from the Trust’s own unannounced visit programme.
Based on evidence provided by finance and performance reports and the Trust’s annual plan for 2015/16, supported by Audit opinion, the Trust will remain a
going concern at all times. As part of its accounts audit for 2014/15, the Trust’s external auditor was able to agree with management’s view that the Trust
could continue as a going concern for the next twelve months. The Trust’s annual plan retains the key principles agreed by Trust Board to:
-
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achieve a recurrent underlying surplus of around 1.0% to 1.5%, which is increased non-recurrently to fund the capital programme (or reduced to
provide additional non-recurrent investment);
ensure continued significant capital investment in 2015/16 funded through use of existing Trust cash balances;
prioritise capital expenditure, which will enable service redesign, reduce estate costs or generate income through increased service offer;
achieve a financial risk rating of 3 or above on the Continuity of Service Risk rating;
demonstrate efficiency of at least 3.5% through the Quality & Efficiency (CIP) savings programme.

The key headlines in the 2015/16 budget are:
-

a reduction in income of £3.9 million due to deflation in line with Enhanced Tariff Option;
delivery of £9.6 million CIP programme in-year which represents 4.4% efficiency, which is 0.9 % above the national requirement of 3.5%;
pay expenditure uplift consistent with national guidance;
an additional £11 million investment in services, which is split £6.8 million recurrent and £4.2 million non-recurrent.

The overall position is an underlying recurrent surplus of £3.5 million with an in-year reported deficit of £743,000. The deficit position is due to the increased
non-recurrent investment in transformation and technology of £3.1 million, which will enable the Trust to deliver more efficiency in future years and therefore
remain clinically, operationally and financially sustainable.
The declaration of sustainability made to Monitor in June 2014 reflected the Trust position that, on its current scope and configuration, it is sustainable
financially, operationally and clinically up to the end of year 3. Beyond this timescale, in order to be sustainable, services would need to be part of a bigger
entity with critical mass as a specialist mental health and community provider. This has been reviewed and tested by Trust Board and is considered to remain
the case for the Trust.
The Trust has policies and procedures in place to ensure it complies with legislation both as an employer and as a provider of NHS services.
Risk
The Trust does not have the systems and processes to ensure compliance with its Licence. Mitigated by performance reporting arrangements to Trust Board,
including exception reports on areas of risk or concern, quarterly exception reports, robust committee arrangements in place providing assurance that the
systems and processes in place are effective and independent review of Trust processes.

5. The Board is satisfied that:
a) there is sufficient capability at Trust Board level to provide effective organisational leadership on the quality of care provided;
b) Trust Board’s planning and decision-making processes take timely and appropriate account of quality of care considerations;
c) the collection of accurate, comprehensive, timely and up-to-date information on quality of care;
d) Trust Board receives and takes into account accurate, comprehensive, timely and up-to-date information on quality of care;
e) the Trust, including Trust Board, actively engages on quality of care, with patients, staff and other relevant stakeholders and
takes into account as appropriate views and information from these sources; and
f) there is clear accountability for quality of care throughout the Trust, including, but not restricted to, systems and/or processes
for escalating and resolving quality issues, including escalating them to Trust Board where appropriate.
Trust Board continues to use Monitor’s Quality Governance Framework as a basis for providing assurance that the Trust has systems and processes in place
to deliver quality services. Regular reviews against the Framework have taken place identifying a range of evidence to demonstrate compliance with the

7

criteria. This evidence includes:







policies developed, reviewed and in place;
governance systems;
the assurance framework and risk register presented to Trust Board quarterly;
audits undertaken both internally and externally;
the programme of unannounced visits; and
reports submitted to Trust Board and its Committees, as well as the Members’ Council.

The Trust produced its Quality Report in 2014/15. Quality Reports provide a summary of the Trust’s quality achievements and challenges, demonstrating
how it meets its statutory and regulatory requirements as well as how it meets the expectations of its service users, carers, stakeholders, its members and the
public. The Report for 2014/15 was externally audited and Deloitte was able to provide the required limited assurance opinion on the content and consistency
of the 2014/15 Quality Report and that the content was in line with the Annual Reporting Manual (2014/15) issued by Monitor and consistent with documents
reviewed.
In terms of the performance indicator testing of two mandatory targets (care programme approach seven-day follow up and delayed transfers of care) and
one local target (pressure ulcers and Waterlow assessments), the overall conclusion was satisfactory subject to implementation of a number of
recommendations, which have been accepted by management.
The robust process introduced by the Director of Nursing to assess risk to and impact on quality and safety of cost improvements and efficiency savings
proposed by BDUs continued for 2015/16. The Quality Impact Assessment, led by the Director of Nursing and undertaken in conjunction with clinical and
general management within BDUs, provides assurance throughout the process to the EMT and, through regular reports, to the Clinical Governance and
Clinical Safety Committee and Trust Board that cost improvements do not have an adverse effect on Trust services. In 2015/16, assessment of the impact of
substitutions or mitigating action will be included in the process as well as cost pressures.
The Trust’s approach to quality improvement is clear that quality is the responsibility of all staff from ‘ward to board’. Reporting processes and mechanisms
through Trust Board, its Committees, EMT and through to BDUs and their governance processes reflects this approach. Accountability for quality is also
clear through the leadership and management arrangements within the Trust. BDUs continue to enable better and more rapid decision-making, as close as
possible to the point of care delivery, which, in turn, enables more effective clinical engagement and leadership in service development and delivery as well
as providing service users with greater access to decision-making.
Changes at Director level have enabled a stronger management structure to be developed for each BDU with the appointment of deputy directors providing
operational leadership and management. This allows BDU Directors to focus on building and managing strategic and partner relationships, and to lead the
transformation agenda. This is supported by arrangements at service line level where a clinical lead, general manager and practice governance coach work
together and carry responsibility at ward, unit and department level to enact the service change required to achieve transformation.
The Trust’s approach to clinical quality improvement is supported by the Quality Academy approach, which is based on continuous service improvement,
working in innovative ways to meet local priorities, to ensure compliance with national standards and external regulation, adoption of lean systems thinking,
and making the most of shared learning opportunities across the healthcare system, using quality to deliver best value. The Trust’s strategic priorities and
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combined support service offer aligns clinical services and support functions to deliver the best care possible to those who use Trust services. The approach
also links to the national Quality, Innovation, Productivity and Prevention (QIPP) agenda.
Trust Board receives regular reports, directly and through the Clinical Governance and Clinical Safety Committee, on all aspects of clinical quality and safety
including management of incidents and complaints, equality and diversity, service user experience, control of infection and research and development. The
Clinical Governance and Clinical Safety Committee provides assurance to Trust Board that issues and risks identified in a number of portfolio areas, such as
managing aggression and violence, safeguarding adults and children, infection prevention and control, and information governance, are being addressed.
Performance reports to Trust Board provide assurance against a range of Key Performance Indicators relating to service quality and, where reports indicate
underperformance, action plans are provided to and monitored by Trust Board. Areas where Trust Board has set stretching targets and commissioned action
plans to improve performance include sickness absence, data quality, estates, the Trust’s approach to information management and technology, and equality
and diversity. Board-level forums to provide more detailed assurance have been established in the last three areas, led by a non-executive director.
The Trust has a range of arrangements in place for monitoring service user experience as an indicator of service quality. This includes surveys, consultations
and engagement events. The Trust’s approach to insight and service users experience is set out in its Involving People Strategy. Regular meetings are also
held in community and ward settings to receive service user and carer feedback. As part of the Quality Academy approach, the Trust continues to look for
innovative ways to capture service user and carer feedback at the point of contact and a service user insight framework has been introduced.
The Trust continues to be a national leader in the development of the Pathways and Packages approach to organising care and the implementation of this
approach and this has formed the foundation of the Trust’s approach to service line management and currency development. The Trust’s approach is
monitored through the Audit Committee in terms of process and financial performance and the Clinical Governance and Clinical Safety Committee in relation
to the impact on clinical services and assurance provided to Trust Board through Key Performance Indicators and specific reports.
The Trust is compliant with the Health Act 2006: Code of Practice for the Prevention and Control of Healthcare Associated Infection (Hygiene Code). The
Trust has an Infection Control Strategy in place and the infection control annual plan and annual report are considered by the Clinical Governance and
Clinical Safety Committee on behalf of Trust Board. Trust Board monitors infection control through the monthly performance reports and the quarterly
compliance report. Hygiene and quality of environment are maintained through cleaning schedules and through service level agreements and regular visits to
clinical areas by the Director of Nursing, Clinical Governance and Safety, include checks for cleanliness.
The Trust continues to adopt a balanced and measured approach to the publication of the Francis Report and the Government’s response. Wherever
possible, action has been incorporated into existing processes and procedures. The Trust has published information in relation to the Friends and Family test
for staff since June 2014.
The Trust actively engages with its service users, their carers, staff and stakeholders on the quality of its services through the development of its Quality
Accounts and in the development of its services. In the coming year, the Trust is holding a series of engagement events to update on its plans for
transformation and how feedback has been used to inform and influence the Trust’s vision for its services.
The Trust has a whistleblowing policy in place, which sets out clearly staff responsibility to raise concerns and how they can do this. The policy is clear on the
escalation process and who concerns should be reported to. The policy is supported by information on the Trust’s intranet and in associated documentation
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such as the fraud and bribery act policy, safeguarding policies, and serious incident reporting and management policy. Trust Board has also identified the
Deputy Chair as the Senior Independent Director.
Risk
The Trust does not have the capacity and capability at Trust Board level. Mitigated by quality performance reporting to Trust Board, annual quality report,
customer services processes and ongoing engagement with stakeholders, service users/carers and staff, clear process in place for whistleblowing, processes
in place for recruitment and selection of Trust Board members.

6. Trust Board effectively implements systems to ensure that it has in place personnel on Trust Board, reporting to Trust Board and
within the rest of the organisation who are sufficient in number and appropriately qualified to ensure compliance with the
conditions of the Trust’s NHS provider licence.
Trust Board is satisfied that all Directors are appropriately qualified to discharge their functions effectively, including setting strategy, monitoring and
managing performance, and ensuring management capacity and capability.
The Chair and Non-Executive Directors have a broad base of skills and experience, including financial, commercial, marketing, legal, community
engagement, and health and social care. It is the role of the Nominations Committee to assess the mix of skills and experience across Trust Board when
appointing Non-Executive Directors to the Board and to ensure a balance is maintained with skills complementing those of Executive Directors. To inform this
process and to ensure Trust Board retains a balance of skills and experience to operate effectively as a unitary foundation trust board, a review of Trust
Board skills and experience is to be undertaken as part of the Trust Board development plan. This also reflects a recommendation from the Trust’s internal
auditor that the Trust undertakes a formal process of assessment of Trust Board members, not only in terms of skills and experience, to identify gaps and
enable effective succession planning but also to evaluate Trust Board’s effectiveness.
The job descriptions for the Chair, Non-Executive Directors, the Chief Executive and the Director of Finance have been matched against the model job
descriptions provided by Monitor.
All new Non-Executive Directors have a detailed induction programme tailored to individual requirements and Board responsibilities. The Chair is subject to
an annual assessment of performance by the Members’ Council, led by the Senior Independent Director, and involving Non-Executive Directors, Executive
Directors and Governors. Trust Board undertakes ongoing Board development, using external expertise where required, and this will be formalised in the
coming year.
The Chief Executive is subject to formal review by the Chair twice-yearly. Executive Directors are subject to quarterly appraisals by the Chief Executive and
Non-Executive Directors are subject to annual appraisal by the Chair, both of which inform individual development plans for all Board members. The outcome
of the Non-Executive Director appraisals is reported to the Members’ Council.
Continuous professional development of clinical staff, including medical staff, supports the delivery of high quality clinical services. The Trust has policies,
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processes and procedures in place to ensure all medical practitioners providing care on behalf of the Trust have met the relevant registration and re-validation
requirements. This process of assessing the organisation’s readiness for medical re-validation has been scrutinised both by Trust Board and by the Clinical
Governance and Clinical Safety Committee. An annual report will be presented to Trust Board in June 2015.
Trust Board satisfies itself that the management team has the necessary skills and competencies to deliver the business plan. Where gaps are perceived,
the Chief Executive will seek to address Trust Board concerns, supported by the Remuneration and Terms of Service Committee. Over the past year, two
areas have been strengthened in relation to health intelligence and innovation, and marketing, engagement and commercial development.
All appointments to senior management positions are subject to rigorous and transparent recruitment processes. Senior managers have objectives linked to
the delivery of the business plan. The Chair and Chief Executive continue to review the capacity of senior managers within the Trust to ensure there is the
required and necessary balance to deliver and maintain high quality and safe services during a time of unprecedented transformational change within the
organisation. This is demonstrated by the appointment of deputy directors and the establishment of ‘trio’ arrangements within BDUs. Professional and
clinical leadership is devolved into the organisation under the leadership of the Director of Nursing, Clinical Governance and Safety, and the Medical Director.
The Trust also has a programme in place for all managers within the Trust at Bands 7 and above, Middleground, which aligns effort and resources to shared
organisational goals, ensures all effort and initiatives link together to create added value, ensures behaviours and actions are aligned to the organisational
vision, values and goals, and ensures behaviours help produce performance, assurance and improvement at individual, team and organisational level. The
Talent Pool is now well-established to identify, nurture and develop talent within the organisation.
Risk
The Trust does not have suitably qualified individuals at all levels of the organisation. Mitigated by recruitment and selection processes for Trust Board,
Director-level appointments and staff at all levels.
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Trust Board 30 June 2015
Monitor provider licence
This paper is intended to provide assurance that the Trust complies with the terms of its Licence and sets out a broad outline of the licence
conditions and any issues for Trust Board to note.

The provider licence is split into six sections, which apply to different types of providers.
1. General conditions – general requirements applying to all licensed providers.
2. Obligations about pricing – obliges providers to record pricing information, check data for accuracy and, where required, charge
commissioners in line with tariff. Applies to all licensed providers who provide services covered by national tariff.
3. Obligations around choice and competition – obliges providers to help patients make the right choice of provider, where appropriate, and
prohibits anti-competitive behaviour where against patients’ interests. This applies to all licensed providers.
4. Obligations to enable integrated care – enables the provision of integrated services and applies to all licensed providers.
5. Conditions to support continuity of service – allows Monitor to assess whether there is a risk to services and to set out how services will be
protected if a provider gets into financial difficulty. Applies to providers of commissioner requested services only.
6. Governance licence conditions for Foundation Trusts – provides obligations for Foundation Trusts around appropriate standards of
governance. Applies to Foundation Trusts only.

Condition
General licence conditions (G)
1. Provision of information
2. Publication of information

3. Payment of fees to Monitor

Trust Board 30 June 2015
Monitor provider licence

Provision

Comments

Obligation to provide Monitor with any information
it requires for its licensing functions.
Obligation to publish such information as Monitor
may require.

The Trust is currently obliged to provide Monitor
with any information it requires and, within
reasonable parameters, to publish any information
Monitor requires it to. Formal articulation of this
Condition, therefore, does not present any issues
for the Trust although the Conditions are so broad
the obligation could become overly burdensome.
Monitor currently has no plans to charge a fee to
Licence holders. Trust Board should note that
there is, currently, no provision in the budget for
additional fees and this would, therefore, become
a cost pressure.

Gives Monitor the ability to charge fees and for
licence holders to pay them.

Condition
4. Fit and proper persons

Provision
Prevents licences from allowing unfit persons to
become or continue as governors or directors.

5. Monitor guidance

Requires licensees to have regard to Monitor
guidance.
Requires providers to take reasonable precautions
against risk of failure to comply with the licence.

6. Systems for compliance with
conditions and related obligations

licence

7. Registration with the Care Quality Commission

8. Patient eligibility and selection criteria

9. Application of section 5 (which relates to
continuity of services)

Pricing conditions (P)
1. Recording of information
2. Provision of information
3. Assurance report on submissions to Monitor

4. Compliance with the national tariff
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Requires providers to be registered with the CQC
and to notify Monitor is their registration is
cancelled.
Requires licence holders to set transparent
eligibility and selection criteria for patients and
apply these in a transparent manner.

Sets out the conditions under which a service will
be designated as a CRS

Obligation of licensees to record information,
particularly about costs.
Obligation to submit the above to Monitor.
Obliges licensees to submit an assurance report
confirming that the information provided is
accurate.
Obliges licensees to charge for NHS health care
services in line with national tariff.

Comments
The Care Quality Commission published the fit
and proper person requirements to take effect
from 1 October 2014. The Trust has included the
requirement for members of Trust Board to make
an annual declaration against the requirements on
an annual basis and has robust arrangements in
place for new appointments to the Board (whether
non-executive or executive).
The Trust is currently obliged to have regard to
Monitor guidance.
The Trust has systems and processes in place to
ensure it complies with its Licence and this is coordinated by the Director of Corporate
Development.
Trust Board makes a selfcertification quarterly that the Trust remains
compliant with its Licence.
The Trust is registered with the Care Quality
Commission.
Work is ongoing to formally articulate and publish
patient eligibility and selection criteria employed by
the Trust. The Trust will include a statement on its
website linked to further work to develop service
directories for each BDU.
Covers all mandatory services and “any other
service which the licensee has contracted with a
Commissioner to provide as a Commission
Requested Service (CRS).” See CoS1.
Monitor requirements in relation to pricing
information are still being developed, particularly
for care that currently falls outside of the national
tariff. However, the Trust will need robust clinical
recording systems, capable of producing accurate
patient-level costings.
The Trust is working with its commissioners on the
implications of the requirements to develop a local

Condition

Provision

5. Constructive engagement concerning local
tariff modifications

Requires licence holders to engage constructively
with commissioner and to reach agreement locally
before applying to Monitor for a modification.

Choice and competition (C)
1. Patient choice
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Protects patients’ rights to choose between
providers by obliging providers to make
information available and act in a fair way where
patients have a choice of provider.

Comments
tariff within the terms of national guidance.
The Trust has a memorandum of understanding in
place with commissioners relating to the
introduction of tariffs for mental health aimed at
ensuring the Trust, as a provider, is not destabilised when tariff is introduced.
The Trust has been using mental health currencies
since 2012 and will continue to do so. Work done
to date has improved baseline information and
enabled a better understanding of the impact of
the tariff.
This is an area of risk for the Trust in terms of
assessing the implications for the Trust’s income,
and data quality and recording.
See P4 above.

In 2014/15, a legal right to choice in mental health
services was introduced as part of the parity of
esteem agenda, covering both choice of mental
health provider and choice of mental healthcare
team.
NHS England produced guidance in
December 2014 to support consistent application
of the right to choice across the sector. The
requirement to offer choice is part of the
contractual obligations placed on providers
through the NHS Standard Contract and
commissioners
will
monitor
progress
in
implementation through contract management
processes in 2015/16. This will be a key area for
the Trust to address during the year; however,
based on previous experience of the roll-out of
choice for physical health services nationally, it is
expected that the new legal right will be taken up
gradually and not result in significant shifts of
activity in the short-term.

Condition
2. Competition oversight

Integrated care condition (IC)
1. Provision of integrated care

Continuity of service (CoS)
1. Continuing
provision
requested services
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of

commissioner

Provision
Prevents providers from entering into or
maintaining agreements that have the effect of
preventing, restricting or distorting competition to
the extent that it is against the interests of health
care users.

Comments
Trust Board has reviewed its position and
considers that it has no arrangements that could
be perceived as having the effect of preventing,
restricting or distorting competition in the provision
of health services. The Trust is aware of the
requirements of competition in the health sector
and would seek legal and/or specialist advice
should Trust Board decide to consider any
structural changes, such mergers or joint ventures.
There is a risk to the Trust that challenges on
competition could restrict or block service redesign or improvements.

Requires Licensee to act in the interests of people
who use healthcare services by facilitating the
development and maintenance of integrated
services.

The Trust actively works with its partners, through
formal and informal mechanisms to foster and
enable integrated care and is involved in three
Vanguard pilots aimed at developing new ways of
working and new models of delivery.

Prevents licensees from ceasing to provide CRS
or from changing the way in which they provide
CRS without the agreement of relevant
commissioners.

All mandatory services were automatically
considered as CRS from 1 April 2013. CCGs have
a three-year period (i.e. to the end of the 2015/16
financial year) to review this designation. The
process for foundation trusts to appeal
inappropriate designations will be restricted during
this period, which means that providers will only be
able to appeal a designation where the contract for
that service is coming to an end and they wish to
cease provision. For providers that have more
than
one
commissioner,
agreement
on
commissioning across the piece becomes a much
bigger issue.
There will be a need to ensure commissioners are
fully engaged in the service transformation agenda
as this has the potential to be deemed a breach of
continuing provision.

Condition

Provision

2. Restriction on the disposal of assets

Licensees must keep an up-to-date register of
relevant assets used in CRS and to seek Monitor’s
consent before disposing of these assets IF
Monitor has concerns about the licensee
continuing as a going concern.

3. Standards of corporate
financial management

governance

and

4. Undertaking from the ultimate controller

5. Risk pool levy

6. Co-operation in the event of financial stress

7. Availability of resources

Foundation Trust conditions
1. Information to update the register of NHS
foundation trusts
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Licensees are required to adopt and apply
systems and standards of corporate governance
and management, which would be seen as
appropriate for a provider of NHS services and
enable the Trust to continue as a going concern.
Requires licensees to put a legally enforceable
agreement in place to stop the ultimate controller
from taking action that would cause the licensee to
breach its licensing conditions.
Obliges licensees to contribute to the funding of
the ‘risk pool’ (insurance mechanism to pay for
vital services if a provider fails).
Applies when a licensee fails a test of sound
finances and obliges the licensee to co-operate
with Monitor.
Requires licenses to act in a way that secures
resources to operate CRS.

Obliges foundation trusts to provide information to
Monitor.

Comments
Any commissioner requested services no longer
provided by the Trust are reported to Monitor as
appropriate.
As the majority of services the Trust provides are
classed as CRS, all assets associated with these
services are classed as restricted and these can
be identified by the Trust. Any changes to estate
and the asset base are discussed with
commissioners in relation to the provision of
services.
The Trust has an asset register in place.
The Trust is only required to seek Monitor’s
consent for disposal of assets if Monitor was
concerned about its ability to continue as a going
concern.
The Trust has robust and comprehensive
corporate and financial governance arrangements
in place. It reported a green risk rating for both the
continuity of services and governance Licence
conditions throughout 2014/15 and intends to do
the same in 2015/16.
Does not apply to the Trust.

Further guidance on this is awaited from Monitor.
It could have the potential to bring significant
further financial burden on providers.
The Trust is aware it would need to co-operate
with Monitor in such circumstances.
The Trust has sound and robust processes and
systems in place to ensure it has the resources
necessary to deliver its services.
See G1. The Trust is currently obliged to provide
Monitor with any information it requires, including

Condition

Provision

2. Payment to Monitor in respect of registration
and related costs

The Trust would be required to pay any fees set by
Monitor.

3. Provision of information to advisory panel

Monitor has established an advisory panel to
consider questions brought by governors.
Foundation trusts are obliged to provide
information requested by the panel.

4. NHS
Foundation
arrangements

Gives Monitor continued oversight
governance of foundation trusts.
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Trust

governance

of

the

Comments
information to update its entry on the register of
NHS foundation trusts.
Monitor has undertaken not to levy any registration
fees on foundation trusts without further
consultation.
The Advisory Panel was established in April 2013
and the Trust provided a briefing on the Panel for
the Members’ Council. The Trust’s governors
understand the role and remit of the Panel and the
seriousness of any reference to it, representing a
breakdown of the existing communication
channels between the Trust Board and the
Members’ Council.
The Trust has sound corporate governance
processes in place and reviews of these
arrangements are a core part of the internal audit
annual work programme.
The Trust is currently undertaking an independent
review of its governance arrangements against
Monitor’s well-led governance framework, which
will conclude with a report to Trust Board on 21
July 2015.
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Agenda item 10
Title:

Use of Trust seal

Paper prepared by:

Chief Executive

Purpose:

The Trust’s Standing Orders, which are part of the Trust’s Constitution,
require a report to be made to Trust Board on the use of the Trust’s seal
every quarter. The Trust’s Constitution and its Standing Orders are pivotal for
the governance of the Trust, providing the framework within which the Trust
and its officers conduct its business. Effective and relevant Standing Orders
provide a framework that assists the identification and management of risk.
This report also enables the Trust to comply with its own Standing Orders.

Values/goals:

The paper ensures that the Trust meets its governance and regulatory
requirements.

Any background papers/
previously considered by:

Quarterly reports to Trust Board

Executive summary:

The Trust’s Standing Orders require that the Seal of the Trust is not fixed to
any documents unless the sealing has been authorised by a resolution of
Trust Board, or a committee thereof, or where Trust Board had delegated its
powers. The Trust’s Scheme of Delegation implied by Standing Orders
delegates such powers to the Chair, Chief Executive and Director of Finance
of the Trust. The Chief Executive is required to report all sealing to Trust
Board, taken from the Register of Sealing maintained by the Chief Executive.
The seal has been used four times since the report to Trust Board in March
2015 in respect of the following.
-

-

Licence to occupy rooms within Castleford, Normanton and District
Hospital between the Trust and Virgin Care Leeds LLP (dermatology
service).
Licence to occupy room at Al-Hikmah Centre, Batley, between the
Indian Muslim Welfare Society and the Trust (Kirklees IAPT).
Deed of novation of contract for the provision of 0-5 services between
the Trust, NHS England and Barnsley Council.
Lease relating to Queen’s Road Clinic, Barnsley, between the Trust
and Spectrum CIC.

Recommendation:

Trust Board is asked to note use of the Trust’s seal since the last report
in March 2015.

Private session:

Not applicable
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