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119th Meeting of the Board of Directors
Thursday 7 September 2017 - Maple Room, Pinewood House
Board of Directors
Andy Trotter
Steve James
James Kellock
Jo Stimpson
Stephen Dilworth
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Ben Travis
Helen Smith
Jazz Thind
Jane Wells
Ify Okocha
Simon Hart
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Fola Balogun
Service user/carer: Children and Young People
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Staff: Adult Community Health
Action
1

Apologies for absence
• None
Declaration of Conflicts of interest
• None

Noted

2

Minutes of last meeting
Page 2: Add a sentence to reflect the comments raised by SD regarding extending the peer review scheme
to other prisons.
Page 3: Clarify which service is being referred to in the opening sentence, ie CYP audiology service.
Pending these amendments, the minutes of the meeting were approved as an accurate record.

Approved

3

Matters arising from the minutes of the last meeting
Noted
Board action tracker items
Consent to Treat (2017-07/#3): IO said that he writes to clinicians who breach the consent to treat target
and this is also fed into the appraisal process. Outliers are reviewed annually. There have been no
individuals breaching regularly in the past year.
S136 suite escalation process (2017-09/#1): A joint escalation process has been agreed across Oxleas,
SLAM and SWLStG and this will be made available to teams. Oxleas are participating in pan-London work to
reduce the number of suites from 21 to nine across London. The STP is taking the lead on this work and the IO
2017-09/#1
Board will continue to receive updates.
48 hour follow up reporting (2017-06/#4): It was agreed that this action should remain in the tracker.
General Data Protection Regulations (2017-07/#1): JS said that it would be useful for the Board to receive AF
2017-07/#1
a paper on the gaps and actions.
Incident severity descriptors (2017-07/#4): The Patient Safety Team triage all incidents reported on Datix,
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Action
but there is no functionality within Datix to alert when the severity level is changed. JW said that the levels
can change when new information comes to light between the initial recording of the incident and
understanding the full picture.
Bromley CAMHS taskforce (2017-07/#2): BT said that this work will be expanded across all CAMHS teams.
The conclusions of this will be reported to the Executive Team and Workforce Committee.
Minutes of last meting
Item 5: SJ said that it would be useful to understand the costs and potential impact of paying professional
registration fees for some staff groups. SH said that that this is being considered as part of the retention
action plan.
Item 10: JK noted that the use of cladding in our buildings has been reviewed by the Workforce Committee
which will continue to have oversight of this issue.
4

Board Assurance Framework
It was noted that all Board Assurance Framework items are covered on the agenda.

5

Chief Executive update
Noted
Sustainability and Transformation Plan
A consultancy firm (Credo) has been commissioned to undertake work on accountable care systems and
Oxleas will contribute to this.
Winter Planning
NHSE and NHSI have a focus on winter planning. The role of Oxleas will to be support the system by
admission avoidance and managing timely discharge.
JS – What are the pressures in the acute trusts?
HS – QEH and the PRUH have particular challenges with achieving targets. Our intermediate care services
are deemed to be working well.
BT – We have received a letter of thanks from Dartford and Gravesham NHS Trust to recognise the work of
our Bexley Discharge to Assess team.
CCG review
It is proposed to have one Accountable Officer across South East London, with the exception of Lambeth,
which will be linked to Croydon. Each borough will also have a managing director role. The proposal will
be discussed at CCG governing bodies this month.
South London Partnership
The new Tier 4 CAMHS project will go live on 1 October 2017. An intensive support team will be established
for young people in crisis, with an aim of avoiding admissions. This provides an opportunity to reduce UEAs.
The partnership has submitted a business case to take over the budget.
SD – We are now seeing savings on the forensic work.
BT – We have repatriated 20 patients and this has enabled us to achieve the QIPP. There is an outstanding
risk on the transfer of the budget from NHSE. There is a similar risk for the CAMHS project, but we are in a
better position now.
IO – There are some discussions to be had on excluding high-cost cases and specialist out-patient clinics.
HS – This work will help acute trusts to manage demand.
SJ – Will we be able to recruit to the team?
BT – There are existing staff who are interested in the new roles, so the challenge will be to backfilling their
posts.
SJ – We need to ensure the continued delivery of other services.
Level 5 incidents
Two level 5 incidents were reported in August 2017. The first relates to the death of a 51 year old woman,
who was admitted to Norman Ward on 11 August 2017. On 26 August 2017, she went on unescorted leave,
but did not return at the expected time. It was later found that she had been hit by a train at Bromley
South Station. The panel will be chaired by HS and the NED representative is YG. An independent nurse has
been invited to join. The second incident relates to the death of a 62 year old man, who was admitted to
Maryon Ward on 26 August 2017. On 31 August 2017, he went on unescorted leave and was later found
hanged at his home. The panel will be chaired by MW and the NED representative is JS. An independent
doctor has been invited to join the panel.
Health and Safety
The trust has no further communication from the HSE, but we have written to them with the CQC re-
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inspection report. The new Head of Safety and Compliance will take up post on 18 September 2017 and the
new Health and Safety Manager will join in November 2017.
HR and QI
SH will be leaving the trust later this year. The Director of Workforce role has been broadened to include
Quality Improvement as this is an organisational development programme. The post has been advertised
on NHS Jobs today.
SJ – It will be useful to understand how this new post fits with the rest of the Quality Agenda.
JK – What are the plans for the Quality Improvement project?
BT – The Business Case will be presented to the Executive Team in September, the Business Committee in
October and then the Board of Directors in November.
Awards
Forensic and Prisons: The well-being peer mentoring scheme at HMP Swaleside has been nominated for a
Nursing Times Team of Year Award. This has already won the Mental Health Category of the Patient Safety
Awards and was highly commended in the Mental Health Category of the HSJ’s Value in Healthcare Awards.
The Mental Health Team at HMP Belmarsh has been shortlisted for team of the year in the Royal College of
Psychiatry Awards.
Bexley Care: The Discharge to Assess model has been nominated for a HSJ award.
Bromley: The OPMH team has been nominated for a positive practice award.
Greenwich: The JET team have been nominated for a Nursing Times Multi-disciplinary team working award
6

Integrated Dashboard
Noted
48 hour follow-up
Four breaches were reported in July 2017 and all have since been seen. The new functionality on RiO has
helped us to identify staff who are not booking a follow-up date prior to discharge.
JS – Is 48 hours follow-up being stopped?
IO – This had been discussed as part of the Birch programme but will remain in place for now.
SD – Does the figure measure actual contact?
IO – If follow-up is attempted, this is classed as ‘non-fault’ breach. True breaches are where no attempt to
contact the patient has been made.
Safe staffing
There has been a slight dip in performance due to absence or lack of temporary staff availability. We are
piloting measuring care hours per patient per day as this will be a more helpful measure.
JK – It would be interesting to understand unsafe staffing levels.
JW – Skill mix and experience is as important as the number of staff. We are working towards
understanding that level of detail.
HS – There must always be a substantive, qualified member of staff on duty. We will develop measures to
understand experience.
Rosters
The number of teams included in the KPI have been expanded. There remain some unfinalised rosters and
the roster team works with managers to improve this. The indicator will be split to reflect shift-based areas
separately and these will have higher priority.
YG – Why are non-shift teams included?
SH – This is so we can understand flows, challenges and risks. It also helps with annual leave planning.
There is scrutiny on roster practice from NHSI.
Vacancies
There are some establishment control issues and these are being worked through. A recent weekend
recruitment event was very successful, with 14 offers made at the event. Six of these are in Bromley, where
we have undertaken some targeted work using social media. We have now agreed with HMP Thameside
and Serco that we can undertake our own security checks for healthcare staff.
JS – Would these staff be cleared for other prisons?
SH – They would not be cleared for HMP Belmarsh as this is a Category A prison. For other sites, this would
be a local decision.
SD – Will this result in a reduction in the time to recruit timescale?
SH – We cannot quantify this at present. For the individual, it will mean that they need to make only one
visit to undertake pre-employment checks.
Finances
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The trust reported a year to date deficit of £1.2m at the end of July 2017. This position is largely due to
continued use of private sector beds, underachievement of CRE plans and continued reliance on temporary
staffing. A number of mitigations have been put in place, including limiting expenses claims to a three
month period, a corporate vacancy panel and reducing annual leave carry forward days from five days to
two days. We are increasing the focus on overspend management through fortnightly conference calls
with services. We will need to be able to demonstrate we are doing all we can to achieve our plan. A
provision for the CQUIN risk reserve element must now be deemed as ‘uncommitted’ and cannot be
released until authorised by NHSI. At the end of Month 6, we will review with NHSI whether we will be able
to achieve our control total.
Other exceptions noted
JK - It good to see that we have achieved 100% for consent to treat. Should the targets for bed occupancy
be the same across different services?
HS – They offer a different service so it would not be appropriate to have the same targets.
BT – We recognise that occupancy targets of 85-90% are not achievable for acute mental health services but
it is realistic to aim to sustain 100%.
JS – Is the correct number of serious incidents in July nine or seven? Was the board sighted on all the
incidents reported in June?
JW – The correct figure is seven. We will check why this appears as nine in the dashboard and circulate
JW
2017-09/#2
details of the incidents reported in June.
7

Operational Performance Report
Children and Young People: Waiting list management and staff retention continue to be key areas of focus
in CAMHS. Referral rates are 12% higher than two years ago and there is an action plan to address waiting
list issues. A number of posts have been recruited to and there are now six vacancies out of 26 posts. A
dedicated CAMHS recruitment campaign is planned. The Clinical Director will spend more time at Stepping
Stones to provide enhanced clinical leadership and support. A number of service mobilisation projects are
underway including the Children’s Integrated Therapy Service, the Greenwich 0 to 19 service and the
Bromley 0 to 4 service.
Adult Learning Disabilities: In Greenwich, a CCG-led ALD review is underway to identify opportunities for
service development. The CCG have developed initial plans which will be shared with us in September and
there will also be a public consultation.
Forensic and Prisons: We have now received the final report from HMIP following their inspection of HMP
Thameside in May 2017. Healthcare services were rated as ‘reasonably good’ and a number of
recommendations were made. The directorate has developed an action plan to address the concerns
raised. This does not affect our overall CQC rating. The directorate has strengthened the clinical oversight
and governance arrangements in our prison services following the appointment into two key new roles: Dr
Rachel Daly, Associate Clinical Director, Greenwich Prisons and Lisa Dakin, Associate Clinical Director, Kent
Prisons.
Mental health services: We have reduced the number of ELFT beds and there are no contractual issues
with doing this. Services are responding well to this and, as of 6 September, bed occupancy levels were on
track. This has been achieved with support from CCGs; there is an additional Band 7 post in the liaison
team. Work continues on the Acute Care Pathway project.
Physical health services: The Community Assessment Hub for the revised frailty pathway went live on 21
August 2017. This will help to manage pressure on acute trusts by providing a service for GPs and A&E to
refer the frail elderly for assessment. Phase 1 provides a service from 8am to 6pm for Greenwich. It is
hoped to bring forward the go live of Phase 2, which will provide the service from 9am to 5pm in Bexley.
SC – In respect of the HMP Thameside report, how will we manage actions that our outside our control?
HS – We will need to work in partnership with the prison authority.

Noted

8

Quality Committee Report
The Quality Committee met on 21 July 2017. Feedback for prison services was received from the Forensic
and Prisons Directorate. The service is facing a number of challenges due to changes within the prisons.
The Patient Experience Group has been piloting a project to sample telephone calls so we can learn lessons
from the quality of the response. The Committee also reviewed the acute care pathway work undertaken
by Birch and received the annual report from the Bromley Medicines Optimisation Service. The next
meeting of the Quality Committee will focus on how we report quality indicators.

Noted
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Quality objectives progress report
Throughput remains the same. Feedback from more patients was received in July 2017. In future, the
Friends and Family Test indicator will show the mental health and community health results separately. For
complaints response timescales, the indicative results are that performance against the 30 day timescale
has dropped. Last year, the trust received 280 complaints and 80% were responded to within 30 days. In
terms of family and care involvement, we have completed 1021 Support Network Tools. The trust has
contact with approximately 30,000 patients per month, so we recognise that there is more to do. Some
patients have very brief contact with the trust, so it may not be appropriate to complete the tool for all
patients. The call recording project has identified some very good practice but also some areas for
improvement. The manager will listen to the recording with the staff member and encourage them to
reflect on their practice. It has been agreed with staff side that this can be rolled out across the trust. All
staff will be advised that this is taking place.
Local auditing of care plans within teams is progressing but this needs further emphasis and pace. The care
planning transformation posts will end by December 2017, so directorates will need to consider how they
will sustain care planning beyond that date.
There were no Level 5 incidents in July 2017 and seven Level 4 incidents. JW gave feedback on the
investigation into the Level 4 incidents at HMP Thameside in March 2017, whereby a patient required a leg
amputation following undetected ulcer deterioration and peripheral vascular disease. The contributory
factors identified were inadequate clinical assessment at Reception, community GP records were not
requested on arrival to prison and there was a lack of recognition of red flags and missed opportunities for
subsequent consequential action to assess and manage complications of arterial disease at each clinical
contact. The Head of Podiatry is keen to progress learning in this area.
The audit of our gatekeeping practice recommended that the four questions from the RiO form be
expanded to become a full admission assessment and that a metric is developed to monitor adherence.
The results will be distributed to the Acute Care Pathway Review (Birch) leads as one of the work streams is
focusing on risk. There is some variability in practice with the clinical outcomes work and improvement
plans are in place. The focus is on using outcomes to drive practice.
JS – How long will the recording be kept? We will need to be open about this.
MW – There is a dedicated server to store the recording and access to this is limited to a very small number
of senior managers. We will keep the recording for as long as we can but this will be over-written with new
recordings once space on the server is full.
JS – We will need to check with Alison Furzer that we are not breaching General Data Protection
MW
2017-09/#3
Regulations.
SC – We should consider taking legal advice on the storage of personal data.
BT – The recording will not be used for disciplinary purposes.
SD – Was the patient at HMP Thameside admitted late in the day?
JW – This was not an out-of-hours admission.
JK – With regard to the complaint that was later withdrawn, would we still investigate this?
JW – The team looked at this, but it became clear that it did not warrant investigation. This was recorded
on Datix.
BT – If there is any doubt, concerns are investigated at high level.
JK – Why are the Friends and Family Test results for July low?
MW – The aggregate score is being pulled down by the mental health score. This is why it will be useful to
separate the scores in future.
BT – We will look at trends over time. It can be difficult to interpret this data on a short-term basis.
SC – How do we maintain the focus on responding to complaints within 30 days?
MW – There may have been some slippage due to the move to borough directorates. Investigators are
reminded of deadlines. In some cases, the response is only a day late.
HS – Most miss the deadline by a very small margin. The report does not reflect context issues just as staff
absence or unavailability of the patient to discuss concerns.
SJ – The care planning transformation posts were making a positive impact. We must ensure that we do not
lose focus on this. It should be incorporated into the Quality Improvement work.
YG – How should we interpret the clinical outcomes data?
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IO – There are some challenges on getting support from informatics. The teams that are doing well are
using systems other than RiO to collect the data.
9

RP inquiry report
RP was a 33 year old male of Slovak nationality who was detained under section 2 of the Mental Health Act
and had been admitted to Maryon ward, Oxleas House on 12 April 2017, following transfer from The Dene.
On 15 April 2017, RP utilised section 17 leave for one hour. When he did not return as expected, ward staff
circulated him as missing to the police. It was reported that he was found collapsed in a car park in
Woolwich, having had a cardiac arrest. The ambulance service was called and RP died en route to the
hospital.

Noted

The investigation found that the incident was predictable but not preventable. RP was a complex individual
and had 15 admissions in two years. This made it difficult to achieve consistent and systematic
engagement. Since the inquiry was completed, it came to light from the Community Safety and
Environmental Health Team at Royal Greenwich that RP was being exploited and that the car park was
known to be an area where such activity took place. The statement from the community support officer
will be added to the report.
The panel made six recommendations:
1.
2.

3.
4.
5.
6.

The trust policy for missing/absconding patient or detained patients who are absent without leave
should be explicit as to what is meant by ‘a period of grace’ before the police are alerted.
The process for feedback from the multi-disciplinary team (MDT) should be reviewed to ensure that the
whole MDT is in agreement with the information that is to be given to ward staff. The MDT as a whole
should be supported by practice development to ensure that there is open dialogue between nursing
staff and the medical team about the plan of care for patients.
The facts relating to the recording of three 15 minute observations whilst RP was on leave from the
ward should be investigated under a separate investigation as a potential conduct issue.
The MDT form should be altered to ensure that there is clear formatting for all actions agreed at the
MDT.
The trust should implement a formal section 17 policy that clearly sets out the parameters for the
granting of section 17 leave and the actions to be taken in the event that the terms of the leave are
breached.
Information on patients transferred from another inpatient unit should be received within 24 hours of
transfer. In the event that this is not the case, a Datix report should be completed and the relevant
accountable clinician should pursue the information with the transferring provider.

A six month review of progress against the action plan will be presented to the Board in April 2018.
SJ – The finding relating to the transfer of information from other hospitals has been seen in other inquires.
To what extent is this a recurring problem?
HS – This is dependent on the hospital. It was not a significant factor in this incident.
IO – In future, we could request a photocopy of a minimum set of data. Obtaining the full record can take
some time.
SH – RP was well known to services. The AWOL information was critical.
JK – Were all the physical health needs assessed?
SH – The cardiac arrest was in relation to substance misuse not an underlying physical health condition.
IO – We would undertake a review of physical health, but this would not be a predictor of cardiac arrest.
JS – Is there are gap in the system for patients who present in this way?
SH – RP could have been detained on a long term section for intensive support, but it is questionable
whether it would have been legitimate to do so.
IO – We can use this investigation to embed learning on how we can address this gap.
HS – We should work with the voluntary sector to support patients who present in this way.
JK – What is the process for reviewing the findings once the cause of death is established?
HS – We can reconvene the panel to consider any new information. The action plan is already underway
including an investigation to the conduct of an individual staff member. All actions are on track for
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Action
completion within timescale.
10

NHS England independent report and action plan – Mr X
Noted
On 31 August 2017, NHS England published their independent report into the care Mr X received from
Oxleas NHS Foundation Trust and Gallions Reach GP Surgery. Mr X was under the care of our mental health
services from 1997 until his discharge from our services in 2012. In June 2013, he murdered his neighbour,
Mr Y. Mr X pleaded guilty to manslaughter on grounds of diminished responsibility. Mr X subsequently
died during his detention at the Bracton Centre on 3 March 2014. The inquest into Mr X’s death took place
in June 2015. The independent investigation concluded that any act or omissions on the part of either
Oxleas NHS Foundation Trust or the Gallions Reach Health Centre did not constitute any failings that directly
caused the circumstances that led to Mr X’s relapse and consequently the death of Mr Y.
Work is underway to complete a case note audit to check that historical risk information has been
transferred to the patient record. Work is also underway to take forward a recommendation on working
more effectively with the Somali community. All actions are on track and will be monitored by the CCG.
YG – What cultural aspects would have been difficult for Mr X?
JW – He would have been used to community living, rather than living alone.
SD – Cultural aspects could apply to other investigations.
JW – We can include this in the terms of reference for other Level 5 investigations.

11

Acute mental health pathway developments
The aim of this programme is to reduce admissions through the better management of crisis care with a
particular focus on the development of a single 24/7 team combining liaison and HTT, development of a
crisis line and acute single point of access and the development of a crisis café in Bexley as an alternative for
some patients needing support in the evening and at weekends.
JK – Will a decision on Cator Ward be made before we have seen the impact of the crisis café and the 24/7
liaison team?
HS – There is a process for reviewing the business case.
BT – There is an opportunity for income generation. We need a long-lead time as making the
environmental changes to Cator Ward requires the co-operation of PFI partners. A proposal will be
submitted to the Executive Team and then to the Business Committee in October.
JT – This is the right approach but we need to ensure that finances are in place.
JS – Is there the opportunity to share some of the risk with SLAM?
BT – We can consider this with both SLAM and SWLStG.
SJ – It would be useful to understand how this fits in with the rest of the system. Mistakes often happen
when people move from one part of the system to another.
HS – We are looking to simplify this by reviewing operational management arrangements and support
provided to staff.

12

Workforce Committee report
There has been a sustained increase in the use of bank staff and an increase in the number of staff joining
the bank due to direct recruitment and transfer of former agency workers. Good progress is being made on
the Workforce Race Equality Scheme (WRES) including reducing the number of BME staff entering
disciplinary processes and the overall number of disciplinary cases. We have received positive feedback
from the BME network. The committee reviewed the results of the staff Friends and Family Test. A total of
767 staff responded. 24% said that they would be extremely likely and 36% likely to recommend the trust
as place to work. This represents a move away from the top scores to more neutral ones over time and
reflects the change in sentiments noted in the national staff survey. The key negative themes were a focus
on financial savings rather than patient care, the perception of a bullying/blame culture focused on ‘tick
boxes’ and a lack of consultation and input to changes in service and role. The survey also asked questions
around awareness of the means to raise matters of concern and the confidence of staff that if raised a
matter would be addressed. This has also been the subject of a KPMG audit. Whilst a high percentage of
staff said that they knew how to raise concerns, they were less confident that concerns would be
addressed.
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Staff retention update
NHS Improvement has developed a national programme for improving retention across the health service.
The retention programme was launched in July 2017 and will run until 2020. The focus of the programme in
the first year is to stabilise rising leaver rates and then reduce leaver rates in the subsequent years. All
mental health trusts will eventually be asked to participate and Oxleas is inthe first phase. Each trust will
be ‘buddied’ with a clinician and a member of the central workforce team from NHS Improvement who will
support the trust with their local retention improvement plan for implementation within 90 days from the
launch. The primary drivers are to focus on making the first year of employment a supportive, nurturing
and fulfilling experience, supporting managers to get the best out of their individual staff and making
people feel valued by an organisation that prioritises quality of care. The aim is to reduce the turnover of
clinical staff from 19.4% to 14.0% by July 2018. To deliver this, we must ensure that managers have the
capacity to provide support and that we make staff aware of the benefits on offer.
JS – Is the metric one that we already monitor?
SH – This metric is set by NHSI, but we can add it to the dashboard. It excludes medical staff.
IO – Medical staff are part of the programme, but there is a different plan with some additional actions.
SJ – We will need to ensure that this does not conflict with other initiatives, such as reducing the amount of
leave that can be carried over. We will need to ensure that we give a balanced message.
SD – Is the line manager the right person to undertake the exit interview? This could be done by a peer.
BT – The Executive Team has a focus on the work that needs to be done to achieve this.

14

NED report – Board visits
Noted
JK – Medical Staffing: The team expressed concerns about the ability to recruit and said that SLAM have
more initiatives in place. IO said that there is a process to capture ideas raised by the team.
JS – Greenwood and Hazelwood: The team were positive about the work of the SLP, but said there were
some patients who were ready for discharge. There needs to be an increased focus on physical health as it
can be difficult to get patients motivated.
Nursing Directorate: The Safeguarding Adults team raised concerns about workload. The Safeguarding
Children team raised concerns that additional workload is not always factored into bids for new services.
The Patient Safety Team suggested that patient stories could be reported to the Board. Inquest support is a
significant burden of work and we need to be mindful of when it would be appropriate to instruct a
barrister for complex or high risk cases.
SD - Veterans Working Party: Staff who have had experience of working in the armed forces are supporting
this very cohesive project and good progress is being made with the actions.
Bromley Memory Clinic and Older Peoples CMHT: A good service with enthusiastic staff, but they are taking
on increasing amounts of social care work.
SJ – Bexley Oval District Nursing Team: This is a good team, but overwhelmed with the workload. They are
now collecting data on inappropriate referrals. BT said that this is being shared with commissioners so we
can work towards reducing work that is above contract. HS said the GPs on the governing body are
supportive.
Bexley PCP and ADAPT: It would be useful to understand how the team fits into the wider system.

15

Business Committee report
Noted
As at the end of July 2017, the trust has a deficit of £1.2m, which is £700k behind plan. Recent national
guidance to CCGs has stipulated that 0.5% CQUIN risk reserve must now be deemed to be ‘uncommitted’ by
providers. We have written to the CCGs to express our concerns and outline the consequences with regard
our ability to achieve our control total. The Executive Team are taking steps to manage our finances and are
focused on particularly challenging areas. Staff Side are supportive of our decision to reduce the amount of
annual leave that can be carried over and communications are underway. This arrangement will remain in
place but can be reviewed at a later date. We will review our financial position at the end of Month 6 with
NHS Improvement
JS – It is good to see that we are within £50k of achieving the agency cap. If we can achieve this in full, it
will be a good story to tell.
SH – We still have the option to offer our alternative pay scale scheme on a targeted basis.
SD – Although it is disappointing we were unsuccessful in the Bromley Community Service bid, we should
recognise the huge amount of work that went into this.
SJ – Other trusts have commented on how a quality improvement will save money. We need to

Page 8 of 11

Action
understand the mechanisms of how this will work.
IO – This will be covered in the QI Business Case.

16

Infrastructure Committee report
The Oxleas Property Partnership (TOPP) has met for the first time and TOPP representatives will attend the
next Infrastructure Committee to present the proposed workplan. A review of properties for disposal is
taking place as £1.5m of profit on disposals forms part of our operational plan in both 2017/18 and
2018/19, and is required to achieve the control total for each year. We are in dispute with Bridge Housing
regarding non-payment of rent and we are seeking a second legal opinion on how to manage this. An ICT
project to reduce the number of meetings and paper trails will report back to the Committee and will
include the development of KPIs.

Noted

17

Audit and Risk Assurance Committee report
The Audit and Risk Assurance Committee met on 18 July 2017 but as the meeting was not quorate, it was
agreed that any decisions would be ratified at the September 2017 meeting. The Committee received a
proposal for the delegated financial authority limits for the SEP directors to be aligned with the current
Oxleas approval limits. It was agreed outside the meeting that, as these were within the established
delegated financial authority limits, formal approval by the Audit and Risk Assurance Committee was not
required.

Noted

18

Council of Governors update
Six new governors have received their induction to the Council. The Annual Members’ Meeting will take
place on Saturday 9 September and will be combined with the Queen Mary’s Hospital centenary event.

Noted

19

Any other business
None raised.

Noted

20

Questions from the public
None raised.

Noted
Next meeting of the Board of Directors
Thursday 5 October 2017 at 10.30 am
Maple Room, Pinewood House
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Jargon buster
This jargon buster is a glossary of acronyms and abbreviations.
It is intended that we will update this on a regular basis but we will also agree standards to reduce jargon usage.
If you feel there are more that should be included on the list please email sally.bryden@oxleas.nhs.uk
ACS – Adult Community
Services

CEG – Clinical
Effectiveness Group

ECR – Electronic Care
Records

ACCT – Assessment, Care
in Custody, Teamwork

CHIS – Child Health
Information Services

ECT – Electro Convulsive
Therapy

ADHD – Attention Deficit
Hyperactivity Disorder

CIP – Cost Improvement
Programme

EIP – Early Intervention in
Psychosis

AfC – Agenda for Change

CLDT – Community
Learning Disability Team

ELFT - East London NHS
Foundation Trust

COP – Court of Protection

ESR – Electronic Staff
Records

AGS – Annual Governance
Statement
AHP – Allied Health
Professional

CPA – Care Programme
Approach

ALBs – Arms Lengths
Bodies

CPN – Community
Psychiatric Nurse

ALD – Adult Learning
Disabilities

CRE – Cash Releasing
Efficiency

AMH – Adult Mental
Health

CRHTT – Crisis and Home
Treatment Team

AMHP – Approved Mental
Health Professional

CYP – Children and Young
People’s Service

AMM – Annual Members
Meeting

CQC – Care Quality
Commission

ASD – Autistic Spectrum
Disorder

CQUIN – Commissioning
for quality and innovation

ASW – Approved Social
Worker

CTT – Consent to
Treatment

CAMHS – Child and
Adolescent Mental Health
Services

Datix – incident,
complaints and risk
register reporting and
management system

CAS – Central Alerts
System
CASH – Contraception and
Sexual Health
CAT - Central Access Team

FFT – Friends and Family
Test
FOI – Freedom of
Information
GDPR – General Data
Protection Regulations
GPhC – General
Pharmaceutical Society
GSTT – Guys and St
Thomas’ NHS Foundation
Trust
HCA – Health Care
Assistant
HEE – Health Education
England
HID – Hospital Integrated
Discharge Team
HO – Home Office
HIMP – Her Majesty’s
Inspectorate of Prisons

DBS – Disclosure and
Barring Service

HJIPs – Health and Justice
Indicators of Performance

DH – Department of
Health

HMRC – HM Revenue and
Customs

DN – District Nurse

CBT – Cognitive
Behavioural Therapy

DNA – Did Not Attend

CCG – Clinical
Commissioning Group

DOLS – Deprivation of
Liberty Safeguards

CD – Controlled Drugs

DPA – Data Protection Act

HR and OD – Human
Resources and
Organisational
Development
HSE – Health and Safety
Executive
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H&S – Health and Safety
HSO – Health Service
Ombudsman
HTT – Home Treatment
Team
HV – Health Visitor
IAPT – Increasing Access
to Psychological Therapies
ICP – Integrated Care
Pathway
IC – Information
Commissioner
ICT – Information
Communication
Technology
IGD - Integrated
Dashboard Report
iFox – Trust Business
Information System
IGT – Information
Governance Toolkit
IM&T – Information
Management and
Technology
JET – Joint Emergency
Team
JV – Joint Venture
KCH – Kings College
Hospital
KPI – Key Performance
Indicators
LAC – Looked After
Children
LADO – Local Authority
Designated Officer
LAS – London Ambulance
Service
LGBT – Lesbian, Gay,
Bisexual, and Transgender

LSCB – Local Safeguarding
Children Board

NMC – Nursing and
Midwifery Council

LTC – Long Term
Condition

NOMS – National
Offender Management
Service

MAPP – Multi Agency
Protection Panel
MCA – Mental Capacity
Act
MDO – Mentally
disordered offender
MDT – Multidisciplinary
team

NPSA – National Patient
Safety Agency
NRLS - National Reporting
and Learning System
NSF – National Service
Framework
OOHs – Out of Hours

MH – Mental Health

OPG – Office of the Public
Guardian

MHRA – Medicines
Healthcare and products
Regulatory Agency
MHRN – Mental Health
Research Network
MOJ – Ministry of Justice
MSK – Musculo-skeletal
Services
NAC – Nursing Advisory
Committee
NCC – National
Consortium of Colleges
NEDs – Non-executive
Directors
NHSE – NHS England
NHSI – NHS Improvement
NHSR – NHS Resolution

(previously known as NHS
Litigation Authority or NHSLA)

NICE – National Institute
for Health and Care
Excellence
NIHR - National Institute
for Health Research

POMH – Prescribing
Observatory for Mental
Health
PRUH – Princess Royal
University Hospital

QMS/QMH – Queen
Mary’s Hospital Sidcup

OPD – Outpatients
Department

MH MDS – Mental Health
Minimum Dataset

PICU – Psychiatric
Intensive Care Unit

QEH – Queen Elizabeth
Hospital

MEWS – Modified Early
Warning Score Tool

MHA – Mental Health Act

PFI – Private Finance
Initiative

OPM – Office for Public
Management

QSIP – Quality and Safety
Improvement Plan
RAG – Red/Amber/Green
RC – Responsible Clinician

OPMH – Older Peoples’
Mental Health

RCPsych Royal College of
Psychiatrists

OPS – Oxleas Prisons
Services Ltd

RCA – Root Cause Analysis

PAS – Pre-admission Suite
PEEP – Personal
Emergency Evacuation
Plan
PQQ - Pre Qualification
Questionnaire
PALS - Patient Advice and
Liaison Service
PEG – Patient Experience
Group
PD – Personality Disorder
PDP – Personal
Development Plan

RGN – Registered General
Nurse
RiO – Oxleas electronic
patient record system
RM – Risk Management
RMN – Registered Mental
Nurse
RMO – Responsible
Medical Officer
RTT – referral to
treatment time
SAP – Single Assessment
Process
SCG – Specialist
Commissioning group

PDR– Personal
Development Review

SDS – Service
Development Strategy

PDS – Patient
Demographic Service
(national repository
holding demographic
information)

SEP – Strategic Estates
Partnership

PEAT – Patient
Environment Action Team

SLAM – South London and
Maudsley NHS Trust
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SLR – Service Line
Reporting
SN – School Nurse
SI – Serious Incident
STEIS – Strategic
Executive Information
System (System for
notifying commissioners
of serious incidents)
STORM – skills-based
training on risk
management for suicide
prevention
STP – Sustainability and
Transformation Plan
SWLStG – South West
London and St Georges
Mental Health NHS Trust
TOPP – The Oxleas
Property Partnership

(trading name of the Strategic
Estates Partnership – SEP)

TUPE – Transfer of
Undertakings (Protection
of Employment)
Regulations 1981
UEAs – Uncontracted
Emergency Admissions
UNIFY – System for
uploading staff staffing
returns and other national
datasets
VAT – value added tax
VTE – Venous
thromboembolis
WLDC – Workforce and
Learning Development
Committee

Board of Directors
5th October 2017
Agenda item

Matters arising

Item from

Andy Trotter, Chair

Attachments

a) Board Tracker – complete
b) Board Tracker – in progress

Item
Enclosure

3
2a&b

Summary and Highlights
The Board trackers list actions from previous Board meetings.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Board Actions Tracker 2017 - closed items from previous meetings
Ref

Action raised
(Board date)

Item

Action details

2017-07/#2

06/07/2017

NED visits

Feedback on the success of the Bromley CAMHS taskforce Helen Smith

2017-07/#3

06/07/2017

Integrated
Dashboard

Consent to Treat - to ensure that we have a process for
monitoring and addressing where clinicians repeatedly
breach consent to treat targets

Ify Okocha

07/09/2017

2017-07/#4

06/07/2017

Quality report

To provide a key to the severity descriptors for incidents

Jane Wells

Action for

Bring forward to Report under

2017-07/#5

06/07/2017

NE report

Report on a) the report criticisms/recommendations and
explanation of what we have done; b) the volume and
Keith Soper
process for sign-off of MOJ discharge reports, including
supervision and leadership arrangements

2017-07/#6

06/07/2017

NED visits

Details of visits to be sent to YG and JS so they can join
other visits in the months when they are not visiting their Alison Furzer
own service

2017-07/#7

06/07/2017

Business
Committee

Ensure that assurance on the sign of process of CREs is
reported to the Quality Committee

2017-06/#1

08/06/2017

Matters arising

Waiting times - Board requested information on children
waiting over six weeks for CAMHS appointments to
Ify Ockocha
understand the length of waits and how risk is managed

08/06/2017

Matters arising

Hand hygiene - New hand hygiene information poster to
Alison
be circulated to all board members. Details of the level of
Furzer/Sally
hand hygiene expected in each location to be added to
Bryden
board visit packs

08/06/2017

Minutes of last
meeting

Level 4 incident - prison: JS requested overview of
incident brought to board when inquiry complete

2017-06/#2

2017-06/#3

Action closed

Comments

07/09/2017

Feedback in Operational Report in September board papers

Matters arising

07/09/2017

IO writes to clinicians who breach the consent to treat target and this
is also fed into the appraisal process. Outliers are reviewed annually.
There have been no outliers in the past year; breaches tend to be on
an exception basis.

07/09/2017

Matters arising

07/09/2017

This was circulated to NEDs on 15/8/2017

07/09/2017

Matters arising

07/09/2017

Keith Soper and Elizabeth Zacariah giving presentation on these
issues to Board members in September

07/09/2017

Matters arising

07/09/2017

These were circulated

Matters arising

07/09/2017

The Quality Committee agenda includes a regular report from each
Service Directorate, CRE updates will be provided as part of this
update. Service Directorate savings plans are underpinned by local
quality reviews and signed off at the 1/4ly Quality Sign-off meeting by
the Medical Director, Director of Nursing and Director of Therapies.

Board Actions
tracker

06/07/2017

RI gave an update to the Board at the July meeting

06/07/2017

The 'bare below the elbows' guidance has been incorporated into the
Dress Code and Uniform Policy and this is published on the Intranet.
Guidance to be included in Board packs going forward on
expectations in each location. Circulated to NEDs 27/6/17

07/09/2017

Jazz Thind and Ify
07/09/2017
Okocha

Jane Wells

06/07/2017

06/07/2017

07/09/2017

Operational
report

Matters arising

Quality Report

07/09/2017

June 2017: Overview will be shared with Board at September
meeting.
Sept 2017: Overview of incident reported to the September meeting

2017-06/#5

08/06/2017

Quality Report

Mortality report - circulate the recent report to board
members

Alison Furzer

06/07/2017

Rachel Evans

06/07/2017

2017-06/#6

08/06/2017

Quality Report

Patients' email addresses - what are the plans for
collecting email addresses?

2017-06/#8

08/06/2017

Board visits

Betts Ward - is it possible to liaise with clinicains about
creating more open space?

Sally Bryden

06/07/2017
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Matters arising

06/07/2017

Report was circulated on 9/6/17

Matters arising

06/07/2017

The use of email in clinical correspondence is already incorporated
into the Informatics work for 16/17. An update was provided at the
last infrastructure committee. Changes to Rio to capture patient
communication preferences are planned for August 2017.

Matters arising

06/07/2017

This has been discussed by the Executive, while the benefits are
recognised, this is not in the current estates workplan. Discussions
will continue with clinicians to develop future plans.

Board Actions Tracker 2017 - closed items from previous meetings
Ref

Action raised
(Board date)

Item

Action details

Action for

Bring forward to Report under

Action closed

Comments

2017-06/#9

08/06/2017

Board visits

iFox - Could the use of iFox be promoted within
teams/wards?

Alison Furzer

06/07/2017

Matters arising

06/07/2017

Yes - the use of iFox data has been discussed at the Executive and
teams and services will be encouraged to use as part of focus on realtime quality within services

2017-06/#10

08/06/2017

Board visits

Board visits: When setting board visits up NEDs would
like to talk to consultants/doctors if possible. Can we
Alison Furzer
ensure that all sites/teams are on the programme of visits

06/07/2017

Board visits

06/07/2017

This is being taken forward as part of the Board visit programme

2017-06/#11

08/06/2017

Audit and Risk
Assurance
Committee

Conflict of interest policy - Policy to be circulated to all
board members

Sally Bryden

06/07/2017

Matters arising

06/07/2017

Policies were circulated to Board members on 26/6/17

N/A

04/05/2017

Safe Staffing

For the Board to receive data on staff using bank selfbooking

Simon Hart

07/09/2017

Workforce report 28/09/2017

May 2017: Paper discussed at July Workforce Committee

N/A

04/05/2017

Integrated
Dashboard

Clarity on the escalation process for 136 suite and
protocol with SLAM

Ben Travis and Ify
05/10/2017
Ockocha

Quality Report

07/09/2017

We are part of ongoing discussions in London on use and location of
136 suites. Local working relationships with SLAM continuing as part
of SLP discussions. Medical Directors have drafted protocol and are
consulting with colleagues before implementation. Update on
progress in three months

N/A

04/05/2017

Operational report

For the Board to receive and update on acute care MH
pathway

Ify Okocha

Operational
report

07/09/2017

A paper was presented to the September Board meeting.

N/A

04/05/2017

Chief Executive
update

Staff survey action plan and further feedback on staff
engagement

Simon Hart

08/06/2017

Workforce report 17/05/2017

The action plan was agreed at the May Workforce Committee. It
incorporates actions from the initial and subsequent surveys. Follow
on assessment of staff morale will be obtained from June Staff
Friends and Family Test.

N/A

04/05/2017

Matters arising

For the Board to be assured that directorates have local
suicide prevention action plans

Jane Wells

08/06/2017

Quality Report

31/05/2017

There is now one trust wide action plan overseen by the Safety
Committee

N/A

04/05/2017

Business
Committee

Updated process on third party funding bids to be
circulated to NEDs

Jazz Thind

08/06/2017

Business
Committee

08/06/2017

Paper and process presented to the May Business Committee. Agreed
to ask KPMG to share examples of best practice to guide future Trust
policy

08/06/2017

This was a Level 3 incident and was an unexplained injury, rather
than an allegation of abuse. It was investigated as a safeguarding
issue by Greenwich and we had the safeguarding outcome
conference on Friday 5 May. The outcome was inconclusive as no
cause was identified. They felt the most likely cause was self injurious
behaviour. In addition there is a separate issue with the police and
this involves an allegation against a member of staff (low level
incident) but staff member has been suspended and awaiting
outcome of police and internal HR investigation. Staff are being
supported. Support is given to staff in such circumstances in a
number of ways - Care First (emotional and psychological support),
staff partnership support including access to legal advice and HR and
occupational health support.

N/A

04/05/2017

NED report

Internal management of incident at Atlas House - how
have we learned from it and supported staff?

Jane Wells

07/09/2017

08/06/2017
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Matters arising

Board Actions Tracker 2017 - closed items from previous meetings
Ref

Action raised
(Board date)

Item

Action details

Action for

Bring forward to Report under

Action closed

Comments

N/A

04/05/2017

NED report

NEDs would like update on actions from previous board
visits when re-visiting services

Sally Bryden

08/06/2017

NED report

08/06/2017

Board visit process paper presented at June meeting

N/A

04/05/2017

Safe Staffing

Exec position paper on safe staffing

Jane Wells

08/06/2017

tba

08/06/2017

The safe staffing report has been updated with an additional
paragraph and agreed by the May Workforce Committee after the
May Board

N/A

04/05/2017

Integrated
Dashboard

Add target to DTOC / Medically Fit indicator - retain 7.5%
Helen Smith
target

08/06/2017

Integrated
Dashboard

08/06/2017

This has been added to the integrated dashboard.

N/A

04/05/2017

Integrated
Dashboard

For rolling data to be added to charts

Alison Furzer

08/06/2017

Integrated
Dashboard

08/06/2017

Trend data will be added for July report

N/A

04/05/2017

Integrated
Dashboard

Report on changes to the Mental Health Act

Jane Wells

08/06/2017

Quality Report

08/06/2017

Presented at June Board meeting

N/A

04/05/2017

Matters arising

Review Hand Hygiene policy

Jane Wells, Ify
Okocha and
Michael Witney

08/06/2017

Matters arising

08/06/2017

This has been reviewed and was discussed at the Quality Committee
away day on 19 May 2017. Some minor changes requested which
will be incoporated into the policy

N/A

04/05/2017

Matters arising

Explanation of waits over 6 weeks

Ify Ockocha

08/06/2017

Quality Report

08/06/2017

Summary shared at June meeting
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Board Actions Tracker 2017 - progress on matters arising from last meeting and ongoing matters from previous meetings
Ref

Action raised
(Board date)

Item

Action details

Action for

Bring forward to

Report under

Comments

2017-09/#4

07/09/2017

RP report

For a review of progress against the action plan to be
presetned to the Board in six months

Jane Wells

05/04/2018

Matters arising

Not due until April 2018

2017-09/#3

07/09/2017

Quality report

To liaise with Alison Furzer on whether the call recording
project is in line with the General Data Protection
Regulations (GDPR)

Michael Witney

05/10/2017

Matters arising

Discussions have taken place. We are comfortable with the current arrangements to
record telephone calls under the current DPA legislation. We will need to review these
arrangements as part of our GDPR implementation plan

2017-09/#2

07/09/2017

Integrated
Dashboard

To circulate details of the incidents reported in June.

Jane Wells

05/10/2017

Matters arising

Details circulated 28/9/17

Quality Report

Sept 2017: The plan is to reduce the number of suites from 21 to nine across London
and it likely we will asked to concentrate our services at one site. The options for Oxleas
are to locate the suite at Oxleas House or explore with SLAM whether it is feasible for us
to use their suite at Denmark Hill. We will need to consult widely to agree a solution.
The STP is taking the lead on this work.

Matters arising

July 2017: Briefing taken to August Infrastructure Committee
Sept 2017: For the Board to receive an report on gap analysis and actions
Oct 2017: Risk on potential for fine has been added to the BAF as a high risk. We are
awaiting national guidance. Once available, we will bring a position paper via the
Infrastructure Committee

2017-09/#1

2017-07/#1

2017-06/#4

2017-06/#7

N/A

N/A

07/09/2017

06/07/2017

08/06/2017

08/06/2017

04/05/2017

04/05/2017

Integrated
Dashboard

Pan-London S136 suite rationalisation - continue to update
Ify Okocha
the Board on the progress with this work.

05/10/2017

Board Assurance
Framework

To review risks relating to the General Data Protection
Regulations

Integrated
Dashboard

If we do not see an improvement on 48 hr follow up
recording in three months, to push for the system to be
developed so that staff cannot over ride the prompt
question

Alison Furzer

Board level
inquiries (SM, DM
and RM) and (AT)

Action plan updates to be brought to Board in six months

Jane Wells

Integrated
Dashboard

RTT waits - the patient journey in relation to psychological
therapy and consideration of use of technology to reduce
Michael Witney/Helen
02/11/2017
waiting time. The patient journey in relation to
Smith
psychological therapies RTT will be available for the June
meeting.

Chief Executive
update

Alison Furzer

05/10/2017

05/10/2017

Integrated
Dashboard

June 2017: We are monitoring the situation and follow up with individuals when they
have not recorded a 48hr follow up. The system is able to identify who is not completing
this properly.
Sept 2017: To remain open on the tracker

Update on borough directorate integration plans and KPIs
Helen Smith
to measure progress

11/01/2018

05/10/2017

Action plan updates June 2017: Not due until January 2018

Matters arising

Operational report

May 2017: Due to the challenges of achieving the internal RTT target, this work is now a
trust QI project. A project framework is being drawn up and an update will be presented
to the November Board meeting.
May 2017: Information included in operational report and further update on
developments and measures will be presented to the Board in October.
Oct 2017: On agenda

N/A

N/A

04/05/2017

02/03/2017

Audit and Risk
Assurance
Committee

Chief Executive
update

Health and safety issues - management of ligature risks
and lone working

Revised End of Life Care framework will be presented to
the CEG and the Board will receive an update via the
Quality Committee.

Rachel Evans

Jane Wells

02/11/2017

05/10/2017

Health and Safety

Quality Report

May 2017: Management of ligature risks reviewed by patient safety workstream,
presented to June Quality Committee and included in Quality report July 17. Lone
working discussed at Workforce Committee and full lone working review to be complete
by October 2017.
April 2017: The End of Life skills framework is being reviewed by Janice Algar Lead Nurse
Practice Improvement and Connie Greig Chair of End of Life Group. A gap analysis and
plan to meet will be presented to the End of Life Group and reported to the Clinical
Effectiveness Group by June 2017. Full update for the Board now scheduled for Sept
2017
July 2017: This will now go to the CEG in August and to the Board in October 2017
Oct 2017: on agenda
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Board of Directors
5th October 2017
Agenda item
Item from
Attachments

Item
Enclosure

4
3

Board Assurance Framework
Andy Trotter, Trust Chair
Board Assurance Framework – agenda item tracker

Summary and Highlights
The attached report summarises the Board Assurance Framework risks as at 20 September 2017. The first
column of the report maps the agenda item where a discussion of the risk issue is covered.

Recommendations
For the Board of Directors to note

Board Assurance Framework - as at 20 September 2017
Agenda item

ID

Strategic objective Description

Responsible
Committee
Trust Business
Committee

Board Subcommittee
Business
Committee

Controls in place

Consequence
(current)
Progress reported to Executive Team and Board of
Major (4)
Directors

Likelihood
(current)
Certain (5)

Rating
(current)
20

Risk level
(current)
Significant

Trust Clinical
Effectiveness
Group

Quality
Committee

Clinical Risk policy
Guide to the Assessment and Management of Risk
Care Planning Policy - revised October 2016
Care planning "flip book"
Learning resource on NHS Learn

Care planning audit cycle (audit to be repeated
November 2017)
Self-review checklist in Care Planning Policy revised Oct 2016
Incidents – reduction in number where failure to
identify risk is a factor
AMH Team managers are auditing at least 2
records during supervision and sharing findings
with senior management team who then cascade
learning via CEG

Moderate (3)

Possible (3)

9

Moderate

Embedding learning patient safety group

Moderate (3)

Possible (3)

9

Moderate

Moderate (3)

Possible (3)

9

Moderate

Item 5 - Chief 1451
Executive
update

Sustainability

There is a risk that the trust could be prosecuted
and convicted under the Health and Safety at
Work Act, following the incident at the Bracton
Centre on 17 July 2016. This could impact on the
reputation of the trust and also result in financial
penalties

Item 8 Quality
Committee
report

1162

Quality

Care plan interventions for clients with identified
risks are not always evident. This means that
clinical risks may not always be managed,
impacting on patient outcomes and safety

Item 8 Quality
Committee
report

1210

Quality

Learning from the collective themes identified in Trust Safety
serious incidents has not resulted in changes to
Committee
practice in respect of: multidsicplinary team
working and formulation, care planning, risk
assessment, involvement of families and carers
and ward leadership and management on adult
acute mental health wards. This means that issues
may not have been consistently addressed and reoccurrence is not prevented.

Quality
Committee

Incident Management Policy
Trust Patient Safety Group – Embedding Learning
Directorate Patient Safety Groups
Monitoring section on Action Plan template
Embedding Learning Events - quarterly

Item 8 Quality
Committee
report

1160

Quality

Service users and carers may not always be
sufficiently involved in the care planning process
or may not have the care plan in a suitably
accessible format. This means that they may not
effectively engage in the care and treatment

Quality
Committee

Expectations clearly set out in Care Planning Policy - Trustwide Care planning audit cycle (audit to be
revised Oct 2016
repeated November 2017)

Trust Clinical
Effectiveness
Group

Legal advice from external solicitors with regards
to our responses to HSE letter and process once
details of charges are received
Detailed action plan from incident with evidence
of actions taken to date maintained by H&S Team

Existing assurances

Supervision policy

Self-review checklist in Care Planning Policy revised Oct 2016

Strategic Project Group for Person Centred Care
Project leads in post

Monthly sample audit of 5 cases being carried by
ward and team managers, to be validated by care
planning transformation leads

Quality Managers to have a focus on care planning
as a key element of their role
Patient Survey
With the introduction of My care plan, services
have the ability to record the client view in care
plans, to help to demonstrate that care plans are
personalised and shared with clients

Patient experience feedback data
Senior Management teams are proving oversight
for Improvement within directorates supported by
CEG leads
AMH directorate have built a dashboard on IFox to
monitor care plans and risk assessments.
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Agenda item

ID

Item 11 - Staff 1213
retention and
improvement
plan

Strategic objective Description

Responsible
Committee
Quality, Workforce That the trust cannot recruit and retain staff to a Recruitment
level which enable it to maintained required levels and Retention
of safe staffing and service delivery. This will
Committee
impact on the delivery of care and patient
experience

Board Subcommittee
Workforce
Committee

Controls in place

Existing assurances

Consequence
(current)
Moderate (3)

Likelihood
(current)
Likely (4)

Rating
(current)
12

Risk level
(current)
High

Workforce report and associated measures
(absence, turnover, vacancy, bank and agency)
Weekly taskforce meeting for those RAG rated
‘RED'
Monitoring of usage of e-rostering
Numbers of Bank Staff recruited
Measuring growth in numbers of bank satff
Weekly task force meeting for those RAG rated
&#39;Red&#39;, monitoring of spend to assess if
this is within the resources avaialble (funded
establishment).
Monitoring of KPIs that track performance on a
team by team basis
All teams on e-roster and compliant with KPI

Major (4)

Possible (3)

12

High

Monitoring of financial position reported to Board,
Business Committee and Executive Team

Major (4)

Likely (4)

16

Significant

Recruitment and Retention Sub-Committee with Vacancy rate monitoring
focus on developing solutions to attract and retain “time to recruit” monitoring
high calibre staff.
On-going programme of recruitment events,
including weekend events and working closely with
HEIs
Workforce Strategy in place.

Item 13 Business
Committee
report

1217

Workforce,
Sustainability

The usage of agency staff poses a financial risk as Trust Business
agency staff are considerably more expensive than Committee
permanent staff, due to higher rates, agency
commission, and VAT. We continue to braech the
agency cap and which could bring graeter scrutiny
and would impact on the Finance and Use of
Resources metric in the Single Oversight
Framework. Agency spend >50% over the cap of
£13.3m would lead to a score of 4 and cap the
rating of this metric at 3 'triggering a concern'.

Business
Committee

Item 13 Business
Committee
report

1606

Sustainability

The trust continues to rely on ELFT beds and
Trust Business
private beds due to demand on in-patient services. Committee
If the trust is not able to reduce demand through
admission avoidance and crisis care, this will
continue to create a cost pressure. This will have
an impact on the overall financial position of the
trust and could lead to additional scrutiny from
NHS Improvement.

Business
Committee

All managers are tasked with reviewing all agency
staff working in their areas as a matter of priority,
and the correct process for booking and
authorising agency staff has been re-enforced.
Monitor guidance is being adhered to and SLAs
continue to be reviewed in order to ensure
agreements tie up with rate cap with defined
expectations on accountability and compliance.
Ongoing monitoring of usage of off-framework
agencies and non-compliance with rates set out in
Monitor guidance. Staff who have been
unsuccessful in their application for substantive
posts are considered for recruitment to the Trust
Bank. Task force set up and sign off of invoices
escalated to senior management levels. Additional
resources deployed to support staff in setting up
rosters and using the system effectively to ensure
greater understanding the capability of e-rostering
as an effective staff planning tool. Greater focus
and monitoring of bookings supported by bank
staff and where this has not been possible,
understanding why this is the case. Agreed
agency monitoring process. Tier system set up,
task force regime avaiable to focus on high
spending teams/wards. Invoice sign off set at a
level that provides greater oversight. Additional
resources in place to support staff in setting up
and scheduling rosters on a 6 week cycle, and
undertanding the capability of the e-rostering
system as an effective staff planning tool.
Investment has been made available to support
the additional capacity at ELFT.
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Agenda item

ID

Strategic objective Description

Responsible
Committee
Not achieving the savings as a result of reductions Trust Business
in contract values would have a negative impact
Committee
on the recurrent deliverability of our operational
financial plan and raise questions about our long
term sustainability.

item 13 Business
Committee
report

1177

Sustainability

Board Subcommittee
Business
Committee

Controls in place

Existing assurances

Financial support availabe to service directorates
to support the delivery of plans.

Reports to Board and Business Committee
Monthly/quarterly finance meeting with service
and corporate directoartes
Monitor Risk Rating an indicator of financial risk

Financial recoevry regime in place for all
directortes RAG rated 'red'.

Consequence
(current)
Major (4)

Likelihood
(current)
Likely (4)

Rating
(current)
16

Risk level
(current)
Significant

Monthly finance reports shared

Item 13 Business
Committee
report

1216

Item 14 1220
Audit and Risk
Assurance
Committee
report

Partnership,
Sustainability

There is continued pressure in the sector and it is Trust Business
likely that commissioners will be attempting to
Committee
significantly reduce contract values to try an
mitigate the impact of funding reductions and cost
pressures associated with their financial position.
In particular, NHS Greenwich CCG faces significant
financial challenges and the level of efficiency
savings required in 16/17 Greenwich contracts are
substantially higher than previously anticipated
and this may also impact in 17/18

Business
Committee

Financial support to service directorates
Monthly finance reports

Regular reporting of financial position to Exec,
Business Committee and Board
Strong current financial position
Monitor Risk Rating

Major (4)

Likely (4)

16

Significant

Quality

CDG01 & CDG11- Rio data entered late and
Clinical Data
inaccurate data submissions. Data entered late
Governance
could lead to poor performance data being
Group
submitted to external bodies like MHSDS as
performance of the trust is now being measures by
NHSI using these datasets. .e.g EIP, Data
Completeness

Quality
Committee

1. RiO training for clinicians

"1. Internal audit of data quality

Major (4)

Possible (3)

12

High

2. Business office management of data capture
within directorates

2. Trust Information Assurance Framework (on
ifox)

3. Ifox enables clinicians to view missing data near 3. Integrated Performance Report tracks where
real time
metrics have been checked for accuracy including
completeness.
4. A structured metric build enforces data quality
checks during testing.
4. The metrics being submitted to MHSDS include
validated metrics that have been reported on the
5. Data quality issues are flagged and discussed at IBR.
CDG meetings.
5. Testing documentation
6. Validation is performed for key metrics routinely
and in line with IBR reporting timetables.
6. Validation tasks performed by directorates are
recorded and visible on the validation report
7. CDG papers
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Agenda item

ID

Item 14 1270
Audit and Risk
Assurance
Committee
report

Strategic objective Description
Quality

Responsible
Committee
Arrangements for ensuring the safety of lone
Health and
working are not always implemented and recorded Safety
by teams, so the trust may not have assurance of Committee
staff safety during or at the end of a shift. This
means that the Trust may not be able demonstrate
that it is meeting its duty of care obligations in the
event of an incident

Board Subcommittee
Workforce
Committee

Controls in place

Existing assurances

Lone working policy - updated March 2017 to
Health and Safety Risk Assessment Compliance
reflect recommendations of KPMG audit, ie annual Register
risk assessment review and amendments to line
manager responsibilities re: safe systems of work
and lone working technology.

Consequence
(current)
Moderate (3)

Likelihood
(current)
Likely (4)

Rating
(current)
12

Risk level
(current)
High

Local inductions and local induction forms have
been amended to include reference to risk
assessments / safe systems of work.
Service user risk assessment and risk formulation
function on RiO so staff can see current risks and
identify where a joint visit may be required.
The lone working category is now live on Datix.
The manager review form includes a date field to
enter the date of when the risk assessment was
completed
Role of the LSO has been changed.

Item 14 1613
Audit and Risk
Assurance
Committee
report

Sustainability

The latest guidance regarding General Data
Trust Business
Protection Regulations (GDPR) means that unless Committee
there are systems and processes in place to ensure
adequate compliance, the trust could be fined for
data protection breaches.

Business
Committee

A gap analysis has been completed and an action
plan is being developed by the Information
Governance Group to ensure that the trust has
processes in place to ensure compliance

Data breaches are reported on Datix as incidents
and learning shared with teams as appropriate

Major (4)

Possible (3)

12

High

Fines for breaches under GDPR could be up to 20
million euros or the equivalent of £17 million, or
4% of global turnover (whichever is the highest).
We have heard that this may be capped to £2m for
public authorities. However, we await further
confirmation from the ICO regarding this.
Will be
1466
covered at
November
meeting as
part of Safety
update within
Quality item

Quality

If ligature risks in communal areas are not
managed, there is a risk to patient safety through
self-harm or suicide.

Trust Safety
Committee

Quality
Committee

Ligature assessments have been completed on all
wards for unobserved areas.

Health and Safety Compliance Register
The results of the reviews will be fed back by
exception at the directorate and Trust Patient
Safety Business Meetings

Major (4)

Rare (1)

4

Low

Will be
1452
covered at
November
meeting as
part of Safety
update within
Quality item

Quality

The HSE investigation into the incident at the
Trust Safety
Bracton Centre found that our violence and
Committee
aggression risk assessment for Burgess was not
sufficient. There is a risk that the risk assessments
for other services may not be adequately
completed or actioned, impacting on the safety of
staff, patients and visitors

Quality
Committee

Risk assessments have been completed for
Bracton, Woodlands and Oxleas House and and
Safe Systems of Work put in place

Compliance register of completed risk assessment
maintained by H&S Team

Critical (5)

Possible (3)

15

Significant

A programme is in place to roll out to all trust
areas by October 2017
The policy has been changed so that risk
assessments will be reviewed annually rather than
every two years
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Agenda item

Integrated dashboard

Item from

Ben Travis, Chief Executive

Attachments

Integrated dashboard, exceptions reports and NHSI Dashboard

Summary and Highlights
Please see attached the Integrated dashboard with exception reports on highlighted areas:
•
•
•
•
•

48 hour follow up
Safe Staffing
Vacancies
Supervison
Normalised Surplus YTD

NHSI Indicators report also attached.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Integrated Performance Report - August 2017
S.No

Committee

Reported

Origin

1

Monthly

NHSI

2

N/A

CQC

S.No

Committee

Reported

Origin

Info
Assurance

Metric
Code

View from our regulators

Target

Exec
Lead

10766

NHS Improvement - Segment

Board

08 Aug 2016

10348

CQC Rating

Board

Info
Assurance

Metric
Code

Caring - Staff involve and treat people with kindness, dignity and
respect

Target

Exec
Lead

04 Jul 2016

10341

4 Must Dos - Treated with dignity and respect

>90%

IO

Q3
16/17

Q4
16/17

2

Apr-17

2

May-17

2

Apr-17

Jun-17

2

May-17

Jul-17

2

Jun-17

Aug-17

2

Jul-17

Comments - Aug 17
2 With effect from October 16 Trusts will be scored in line with the
NHSI Single Oversight Framework. Providers will be assigned a
segment when reviewed against 5 core themes - segment 1
(Complete Autonomy) to segment 4 (Special Measures)

Q3
16/17

Q4
16/17

Aug-17

98.7%

98.6%

99.4%

98.7%

99.1%

99.1%

98.8%

96.4%

98.8%

93.9%

97.7%

94.8%

93.6% RAG: <84% Red: 84-90% Amber; >=90% Green.

Comments - Aug 17

3

Quality

Monthly

DH

4

Quality

Monthly

Trust

29 Mar 2017

10798

Friends/relatives involved in care and treatment

>90%

IO

5

Quality

Monthly

Trust

04 Jul 2016

10338

Helped as a result of the care and treatment they have received

>90%

IO

93.9%

94.1%

96.2%

93.4%

97.2%

97.2%

96.3%

6

Quality

Monthly

Trust

04 Jul 2016

10339

FFT - % recommended

>90%

IO

92.6%

92.1%

94.0%

92.6%

94.4%

90.2%

90.9%

7

Quality

Monthly

Trust

04 Jul 2016

10340

Friends and Family Test (FFT) - % not recommended

<10%

IO

2.9%

2.6%

2.3%

3.2%

1.9%

2.1%

2.9%

Info
Assurance

Metric
Code

Responsive - People get the treatment and care they need at the
right time, without excessive delay and services are organised so
that they meet people's needs

Target

Exec
Lead

S.No

Committee

Reported

Origin

Q3
16/17

Q4
16/17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

Comments - Aug 17

8

Quality

Monthly

Trust

24 Aug 2016

10528

Number of Complaints Received

IO

62

68

17

27

23

32

23

9

Quality

Monthly

Trust

24 Aug 2016

10529

Number of Compliments Received

IO

262

267

52

92

62

63

74

10

Quality

Quarterly NHSI

10768

Delayed Transfers of Care

<7.5%

HS

4.8%

4.9%

4.8%

4.6% ALD (0/218) 0%; Bex (175/2293) 7.6%; Bro (155/2071) 7.5%; Gre
(51/3206) 2.9%; For (147/3715) 4%.

11

Quality

Monthly

Trust

29 Mar 2017

10776

Acute medically fit for discharge bed days (incl. leave) as a percentage
of total occupied bed days (incl. leave)

<7.5%

IO

6.4% ALD (0/280) 0%; Bex (261/2477) 10.8%; Bro (163/2236) 7.3%; Gre
(151/2927) 5.2%; For (165/3783) 4.4%.

12

Quality

Monthly

Trust

04 Jul 2016

10335

4 Must Dos - Enough information about care and treatment

>90%

IO

13

Quality

Monthly

Trust

04 Jul 2016

10336

4 Must Dos - Involved in decisions about care and treatment

>90%

14

Quality

Monthly

Trust

01 Aug 2016

10026

Referral to treatment for Allied Health Professionals (AHP)

15

Quality

Monthly

Trust

01 Aug 2016

10024

16

Quality

Quarterly NHSI

12 Jul 2016

Reported

S.No

Committee

Origin

7.8%

6.7%

5.7%

5.4%

5.8%

97.4%

96.7%

96.9%

95.7%

97.8%

97.4%

96.4%

IO

96.9%

95.7%

96.9%

95.8%

97.7%

97.1%

96.0%

>95%

HS

98.3%

98.4%

98.0%

98.5%

97.6%

97.6%

98.0%

Referral to treatment for Psychological Therapies (PT)

>95%

HS

84.2%

85.0%

84.7%

84.3%

84.4%

86.5%

86.9% A QI initiative is underway led by Rhoda Iranloye. This metric will
remain 'greyed out' and no exception reporting will take place
until QI work is completed at end of Dec 2017. ALD:(65/65) 100%;
BEX: (147/167) 88%; BRO: (156/188) 83%; GRE: (250/303) 82.5%;
CYP:(65/68) 95.6% FOR: (36/36) 100%.

10248

Referral to treatment for incomplete care pathways

>92%

HS

96.4%

94.9%

94.0%

94.4%

92.2%

94.7%

93.8%

Info
Assurance

Metric
Code

Safe - People are protected from abuse and avoidable harm. People
are protected from physical, sexual, mental or psychological,
financial, institutional or discriminatory abuse and neglect

Target

Exec
Lead

Q3
16/17

Q4
16/17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

Comments - Aug 17

17

Quality

Quarterly NHSI

13 May 2016

10314

CPA 7 Day follow up (Discharge from Inpatient setting)

>95%

HS

95.8%

97.1%

93.2%

95.7%

95.2%

95.2%

95.7% RAG: < 85.0% Red; 85.0% - 95.0% Amber; >= 95.0% Green.

18

Quality

Monthly

Trust

16 Jun 2016

10342

Adult Acute Bed occupancy (excluding leave)

<100%

HS

96.2%

96.2%

89.8%

96.6%

97.0%

96.9%

95.6%

19

Quality

Monthly

Trust

25 Jul 2016

10463

OPMH Acute Bed occupancy (excluding leave)

<100%

HS

92.4%

90.8%

96.4%

85.7%

91.7%

89.2%

94.0%

20

Quality

Monthly

Trust

13 Jun 2016

10343

Adult Community Intermediate Care Bed Occupancy

85-95%

HS

92.2%

96.2%

94.0%

94.1%

95.8%

90.1%

91.8%

21

Quality

Quarterly NHSI

01 Aug 2016

10101

CRHT Gatekeeping

>95%

HS

100.0% 100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

22

Quality

Monthly

Trust

19 Jul 2016

10446

Prisons (Number of Secondary Screens Completed in the First 72
Hours against Number of Receptions)

>95%

HS

93.2%

95.0%

87.1%

96.0%

96.0%

97.0%

93.8% Belmarsh: (167/180) 93% ; Cookham Wood:(24/24) 100%; East
Sutton(9/9)100%; Isis (83/83)100%; Maidstone(67/92) 73%;
Rochester (129/130) 99%; Thameside (494/519) 95%.

23

Quality

Monthly

Trust

20 Oct 2016

10512

48-Hour Post-Discharge Follow-up

>100%

IO

95.2%

98.9%

89.0%

95.8%

80.6%

94.9%

94.4% Please see exception report.

24

Quality

Monthly

Trust

01 Jul 2016

10355

No of incidents (1-3)

N/A

JW

3023

2649

786

969

960

912

916

25

Quality

Monthly

Trust

11 Jul 2016

10356

No of Serious incidents (4-5) (excluding pressure ulcers)

N/A

JW

12

9

1

3

10

9

8

26

Quality

Monthly

Trust

04 Jul 2016

10447

Incidents of Grade 3 and 4 Pressure Ulcers

N/A

JW

27

39

17

8

8

5

9

27

Quality

Monthly

DH

04 Jul 2016

10351

Safe staffing levels- Registered (Actual against planned)

>100%

JW

95.7%

94.1%

97.6%

98.1%

95.6%

94.5%

28

Quality

Monthly

DH

04 Jul 2016

10352

Safe staffing levels- Unregistered (Actual against planned)

>100%

JW

105.9% 110.0%

114.5%

110.1%

114.9%

115.0%

109.7%

29

Quality

Monthly

Trust

08 Aug 2016

10448

Medication errors

N/A

IO

183

55

70

67

57

71

30

Workforce &
Development

Monthly

Trust

23 May 2016

10334

Vacancy Rate (Trustwide)

<14%

SH

13.73% 13.48%

13.14%

12.98%

12.14%

13.16%

Report Run Date: 29 Sep 2017 03:40 PM

173

Page-1

89.4% Please see exception report.

12.89% RAG: <=14 Green; 14-17 Amber; >17 Red.

Integrated Performance Report - August 2017
S.No

Committee

Reported

Origin

Info
Assurance

Metric
Code

Safe - People are protected from abuse and avoidable harm. People
are protected from physical, sexual, mental or psychological,
financial, institutional or discriminatory abuse and neglect

Target

Exec
Lead

01 Jun 2016

10445

Vacancies - Exceptions Prisons

<14%

SH

31

Workforce &
Development

Monthly

Trust

32

Quality

Monthly

Trust

10852

Vacancies - Exceptions Bromley

<14%

33

Quality

Monthly

Trust

10913

Vacancies - Exceptions Forensics

Metric
Code

S.No

Committee

Reported

Origin

Info
Assurance

Q3
16/17

Q4
16/17

Apr-17

23.19% 20.67%

May-17

Jun-17

Jul-17

Aug-17

Comments - Aug 17

20.72%

19.59%

21.12%

13.38%

18.83%

SH

19.29%

18.87%

18.50%

18.21%

18.26% Please see exception report.

<14%

SH

11.7%

13.0%

9.8%

20.5%

Effective - People's care, treatment and support achieves good
outcomes, promotes a good quality of life and is based on the best
available evidence

Target

Exec
Lead

Q3
16/17

Q4
16/17

Apr-17

May-17

Jun-17

Jul-17

15.8%
Aug-17

Comments - Aug 17

34

Quality

Quarterly NHSI

10767

Early Intervention in Psychosis (EIP) - 2 Week Waiting Times
Monitoring

>50%

61.1%

50.0%

50.0%

52.9% RAG: Green >= 50; Red < 50.

35

Quality

Quarterly NHSI

10850

Early Intervention in Psychosis (EIP) - 2 Week Waiting Times
Monitoring (Seen)

>50%

50.0%

53.8%

57.9%

55.6% RAG: Green >= 50; Red < 50.

36

Quality

Monthly

10645

% Estimated Date of Discharge entered within 24 hours

>90%

93.5%

37

Quality

Monthly

10836

Roster Score %

>90%

38

Quality

Monthly

Trust

25 May 2016

10323

Ensure patients detained under the MHA are provided with info as
stated-recorded on Rio (S132)

>100%

IO

39

Quality

Monthly

Trust

25 May 2016

10325

Ensure consent to treatment is obtained from clients assessed and
detained under the MHA (S58)

>100%

40

Quality

Quarterly NHSI

09 Aug 2016

10324

Data Completeness: Mental Health Identifiers

41

Quality

Monthly

Trust

15 Aug 2016

10322

42

Quality

Monthly

Trust

15 Aug 2016

43

Quality

Monthly

Trust

S.No

Committee

Reported

Trust

Origin

29 Mar 2017

63.2%

98.1%

98.3%

90.7%

93.1%

26.2%

82.1%

76.7%

76.9%

68.6%

93.5%

96.7%

95.6%

97.4%

95.5%

98.1%

IO

92.3%

93.9%

87.5%

85.7%

93.3%

100.0%

>97%

HS

99.4%

99.5%

99.5%

99.5%

99.5%

99.5%

99.5%

MH CPA Service user reviews after 6 months

>95%

HS

95.7%

92.3%

91.8%

92.5%

94.5%

96.9%

96.7%

10102

CPA formal review within 12 mths

>95%

HS

99.7%

99.5%

99.5%

99.5%

99.5%

99.4%

99.5%

05 Jul 2016

10359

Prisons: % of clients with a care plan set up within 2 weeks of
assessment

>95%

HS

94.7%

96.3%

98.0%

97.0%

95.0%

94.0%

98.0%

Info
Assurance

Metric
Code

Well-led - Leadership, management and governance of the
organisation assure the delivery of high-quality person centred care,
supports learning and innovation, and promotes an open and fair
culture

Target

Exec
Lead

Q3
16/17

Q4
16/17

HS

Apr-17

May-17

Jun-17

Jul-17

The Roster % is currently unavailable due a technical issue with
the reporting functionality in Healthroster. We have escalated
this with the supplier. Please see the exception report for actions
taken this month.
97.5% There were 4/163 cases where evidence of an explanation of
rights could not be found. One case related to the Greenwich
borough, and three cases related the Bromley borough.
100.0% (11/11) 100%

Aug-17

Comments - Aug 17

44

Workforce &
Development

Monthly

Trust

19 Aug 2016

10353

Staff Personal Development Review (PDR) Completeness

>80%

SH

90%

90%

86%

87%

87%

88%

87%

45

Workforce &
Development

Monthly

Trust

19 Aug 2016

10354

Supervision Completeness

>80%

SH

80%

80%

73%

79%

75%

81%

73% Please see exception report.

46

Workforce &
Development

Monthly

Trust

23 May 2016

10333

Sickness Rate

<4%

SH

4.8%

4.6%

2.2%

4.3%

4.2%

4.1%

4.1% >6% Red; 4-6% Amber; <=4% Green.

47

Workforce &
Development

Monthly

Trust

01 Aug 2016

10331

Bank Costs as % of pay spend (All professions)

>7%

SH

5.9%

6.4%

7.2%

6.4%

7.6%

6.8%

8.5% Figures include all professions >7.0% Green; 5.0 -7.0% Amber; <=
5.0% Red.

48

Workforce &
Development

Monthly

Trust

12 Jul 2016

10332

Agency costs as % of pay spend

<8%

SH

9.3%

10.8%

9.5%

9.6%

9.0%

8.4%

8.3% 'RAG: >11.0% Red; 8.0% to 11.0% Amber; <= 8.0% Green.

49

Business

Monthly

NHSI

12 Jul 2016

10326

Normalised Surplus - Year to Date (£M)

0.1

JT

0

1

-0.2

-0.5

-1.0

-1.2

-1.6 Please see exception report. Year to date plan £-0.5m, Year end
plan £0.1m

50

Business

Monthly

NHSI

12 Jul 2016

10327

Cash Position (£m)

47.0

JT

62.4

62

58.6

59.6

65.7

60.9

57.7 Year to date plan £52m, Year end plan £47m

51

Business

Monthly

Trust

12 Jul 2016

10328

Capital Expenditure - Year to Date (£m)

<22.4

JT

23.8

31.4

0.4

2.9

4.1

5

52

Business

Monthly

Trust

01 Aug 2016

10330

CRE Plans 17/18 (£M)

>9.5

JT

7.9

7.4

6

6.6

7.1

7.3

Please see individual metric documents for RAG ratings
Information Assurance

Key - All areas except where noted in comments section

Metric template/specification not signed off

More than 5% away from Target

Metric is in development/ and or partially signed off

Within 5% of target

Metric fully signed off by all business owners

Meeting Target

Report Run Date: 29 Sep 2017 03:40 PM

Page-2

5.9 Year to date plan £5.4m, Year end plan £16.6m
7.7 Year end saving plan £9.5m

EXCEPTIONS REPORT: Line 23 - 48-Hour Post-Discharge Follow-up
Patients discharged from an adult MH inpatient unit who were either admitted for self-harm, self-harmed on the ward or have attempted suicide, receive a
follow-up within 48 hours of discharge from an inpatient unit.

KPI Data

Effectiveness of Actions to Date

Target
100%

Q3

Q4

Apr-17

May-17

Jun-17

Jul-17

Aug-17

97.7%

95.2%

89%

95.8%

80.6%

94.9%

94.4%

Borough
Bexley
Bromley
Greenwich
Total

May-17

Jul-17

%
89.5%
100%
91.6%
94.9%

Aug
17/18
9/10
25/26
51/54

12/13
17/17
17/18
46/48

%
92.3%
100%
94.4%
95.8%

Jun-17

11/13
23/28
20/26
54/67

%
84.6%
82.1%
76.9%
80.6%

17/19
35/35
22/24
74/78

Performance remains challenging with breaches continuing to
be reported. Effectiveness is to be reviewed over the coming months.
%
94.4%
90.0%
96.1%
94.4%

Future Actions and monitoring process

Bexley – (17/18) 94.4%, Bromley – (9/10) 90%, Greenwich – (25/26) 96.1%.

Trust Overall = (51/54) – 94.4% as at snapshot date.

Processes are being adjusted to ensure that those due to be followed up within 48 hours are identified with all urgency. Breaches will be
escalated to the clinical director, and related failures in procedure investigated.

Lead Board Director: Ify Okocha

Estimated time to resolve: TBC

EXCEPTIONS REPORT: Line 27 Safe Staffing Levels – Registered (Actual vs. Plan)
This metric is a measure of the percentage fill rates of registered nursing staff for the month.

KPI Data
Target
>100%

Q1
95.7%

Q2
94.1%

Apr-17
97.6%

May17
98.1%

Effectiveness of Actions to Date
Jun-17
95.6%

Jul-17

Aug-17

94.5%

89.4%

We are participating in an NHSI led retention project. We are also actively involved with
the South London Partnership’s work regarding recruiting and retaining nursing care
staff.

Future Actions and monitoring process
The overall average fill rate for RNs was 89.4% and for HCAs was 109.7%. There are examples of where a low fill rate for RNs has been mitigated by a higher fill rate for HCA; for example, Greenwood RNs Nights
50.0% and HCAs Nights 143.0%; and Maryon Ward RNs Nights 89.9% and HCAs Nights 136.3%.
Actions are being taken to check whether there is a clinical safe staffing issue in any specific areas which needs addressing: Weekly safe staffing monitoring is in place. Datix reports of safe staffing are being
reviewed. A total of 107 incidents were reported in the six months between March and August 2017. This is consistent with the average (n=110.5) of the totals of incidents reported between September 2016
and February 2017 (n=91) and March 2016 to August 2016 (n=130). . The Biannual Safe Staffing Report (May 2017) for the Trust’s Board included national benchmarking and a detailed independent Hurst
analysis; and this data reveals that our adult acute mental health qualified nurse staffing is slightly higher than the national mean.
Oxleas, like the majority of health care providers, faces challenges in recruiting and retaining nurses. There is work underway as part of the South London Partnership regarding the recruitment and retention of
mental health nurses. There is also work underway with partners at the University of Greenwich (funded by the Burdett Trust for Nursing) to find ways to retain nurses who are near, or at, the end of their
careers. Oxleas is participating in trials of Nurse Associate training. Other work to strengthen recruitment and retention of nurses is underway, for example career cafés, employing Psychology Graduates and
recruitment Saturdays.
Monitoring of safe staffing occurs through The Nursing Executive Meetings and the Trust’s Board.
Comments provided by Simon Sherring.

Lead Board Director: Jane Wells

Estimated time to resolve: August 2018

EXCEPTIONS REPORT: Lines 31, 32 and 33 – Vacancies (Exceptions Bromley, Forensics and Prisons)
Vacancies – Trust wide, Bromley (CMHS & Inpatient) and Prisons. Inability to recruit staff substantively places a greater reliance on bank and agency staff with both cost and
quality implications.

KPI Data
Target
<14%
Bromley
Prisons
Forensic

Effectiveness of Actions to Date

Q1

Q2

Mar-17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

23.19%
-

20.67%
-

18.57%
19.56%
13.80%

19.29%
20.72%
11.74%

18.87%
19.59%
12.95%

18.50%
21.12%
9.79%

18.21%
13.38%*
20.52%*

18.26%
18.83%
15.84%

Nursing vacancies remain high in the directorates noted on the exception report. Vacancy rates for
qualified nursing staff are particularly acute in these areas. Additional posts have been added to the
Inpatient establishment as an identified cost pressure and are reflected in the numbers. Use of nonframework agencies and shifts outside of the price cap remain high for prison nurse agency shifts.

Future Actions and monitoring process
General

•
•
•
•
•
•
•

Prisons

•
•
•
•
•
•

Roll out of Pan-London agency rates (nursing & AHPs) for all agencies used by the trust finalised. SLAs agreed with our highest volume agencies via the London Procurement Partnership under the new CPP agency framework. Work underway to agree a Pan-London
Medical Locum ratecard. Pan-London rates for Prison Nurses and CPNs reduced following direction from LPP’s MH group; we have not yet adopted for prisons due to supply issues but are working with other London MH trusts to do so.
Exploring joint working with SLAM and other NHS trusts through the LPP Pan-London agreement to bring joint pressure on non-compliant agencies; exploring joint working to pressurise agencies as part of OHSEL joint working.
Exploring scheme of guaranteeing our student nurses a job offer in their final placement.
Trustwide agreement on the future nursing strategy for Band 5 and 2, which has seen successful implementation of ‘graduate’ interview and selection approach for Band 5 and 2s across the three boroughs, with next selection day in October 2017.
Competency testing has been ceased and replaced with a Care Plan exercise for nurses.
Vacancies in both the Prisons and Bromley Borough are covered via Temporary staffing solutions using both bank and agency staff to ensure that safe staffing levels are maintained. Fill rates are monitored on a monthly basis by the Workforce Committee.
The establishment in ESR is yet to be updated with the funding for Transformational posts in CAHMS, which will lead to some under reporting of the Vacancy rate for some of the cost centres within that directorate.
There are currently 11 x Band 5 nurses at pre-employment check stage.
There are 50.4 FTE vacant positions at recruitment campaign stage, and 32 candidates are undergoing their pre-employment checks.
Significant efforts at Prison Pharmacy recruitment, with a remaining 3 x pharmacy candidates currently at check stage.
An advert for prison RGNs has been published in the 2017 RCNi Career Guide; a rolling prison RGN advert is on-going.
Lengthy prison security clearance timeframes are adding to recruitment timescales. The Resourcing Team Leader has been trained by SERCO on the security vetting system. Subject to checks and approval we plan to move this aspect in-house to give us greater control
over the process.

We have migrated 7 long term nurse agency workers to bank. Significant efforts have been made to expedite whilst managing agency supplier relationship.
Bromley (inpatient & CMHS)

•
•
•
•
•
•

Selection days on 3rd and 17th June for Nurses and HCAs, resulted in offers to a number of candidates for Bromley, however the majority requested to move to Greenwich/Bexley.
A Saturday Band 5 nurse selection day took place on 2nd September, using the ‘graduate’ assessment approach which has received positive feedback from both managers and candidates. 14 Band 5 nurses were appointed across the three inpatient units, with 6 assigned
to Bromley.
5 x Band 4 HCA Psychology Graduates are due to commence in September in Bromley Oxleas House following a successful recruitment day in August. The Trust is contributing to one third of the fees for their post-graduate qualification.
8 x Band 2 HCAs have been appointed to Bromley following recruitment day in August, the majority are agency workers working in the locality who have expressed interest in moving to us permanently. One other is joining bank.
There are currently 70.57 FTE vacant positions in the establishment, and 36 candidates are undergoing their pre-employment checks .
There are currently 15 x Band 5 nurses who are undergoing pre-employment checks – some of these are due to qualify in March 2018.

Lead Board Director: Simon Hart

Estimated time to resolve: TBC

EXCEPTIONS REPORT: Publication of Staff Roster: Line 37
The Roster Score % is a combined, weighted metric designed to give an overview of how well an area is planning and managing their staff using Healthroster.

KPI Data
Target >80%
4 wk. Roster

Q3

Effectiveness of Actions to Date

Q4

Apr-17

May-17

Jun-17

Jul-17

Aug-17

26.2%

82.1%

76.7%

76.9%

68.6%

N/A

Rostering practice across the Trust has seen a general improvement over the past 12
months, driven by the expansion of our reporting capabilities from Healthroster and the
additional scrutiny given to rosters as a result of this. However, standards of rostering
have started to fall for a number of areas over the last 3 months, which now highlighted,
will need to be addressed by divisional management.

Future Actions and monitoring process

•

The Roster Score % is a combined, weighted metric designed to give an overview of how well an area is planning and managing their staff using Healthroster.
It was introduced to the Rostering KPI Report in March, after discussion at the Workforce Committee and Executive.
The Rostering KPI Report, including the Roster Score, is monitored and discussed at the regular Nursing Executive Committee meeting; the remit of which has
been expanded to include Safe Staffing and the Trust response to the Carter Review.
Per our revised processes, areas which perform poorly for 3 consecutive roster periods will be highlighted to Service Managers and Directors as a performance
management issue. It is important that managers failing to meet Trust expectations with regards Rostering are appropriately performance managed locally.
These areas will be contacted and proactively offered support and training by the Workforce Systems Team.

•
•
•

The Rostering KPI Report is unavailable for August 2017, due to a technical fault with the Roster Perform software since migrating to the Cloud hosting.
Allocate Software’s Technical Support team have identified the issue and are currently working to address it.
The issue, along with the timescale for addressing it, has also been escalated to Allocate senior management.

•
•
•

Lead Board Director: Simon Hart

Estimated time to resolve: TBC

EXCEPTIONS REPORT: Line 45 - Supervision
Supervision: Regular supervision of staff allows individuals to receive support and guidance, prioritise work and for performance issues to be
addressed. Failure to provide regular supervision may directly impact the quality and safety of care provided.
KPI Data
Target
>80%

Supervision

Effectiveness of Actions to Date

Q3

Q4

Apr-17

May-17

Jun-17

Jul-17

Aug-17

80%

80%

73%

79%

75%

81%

73%

The 80%+ target of supervision taking place every six weeks has yet to be
consistently maintained by directorates, with variable performance recently.
The August performance dip reflects recording system unavailability for
upgrade (1 week) coinciding with expected reduction in activity recording over
the summer holiday period (annual leave and term time worker impact). Most
directorates (except Bromley, CAMHS and Prisons) are making some positive
performance gains against the end month position.

Future Actions and monitoring process
•
•
•
•
•
•

On-going review by Workforce & Learning Development Committee
On-going review by Executive and Directorate Senior Management Teams
Performance management of individual managers where necessary by directorate teams
Regular reporting available to business managers on ifox
Live position available to staff and managers directly in the Oxleas Learning Centre at all times
Internal communications to reiterate trust commitment to supervision as a key staff support mechanism and underscore the importance of activity recording /
challenge any misconceptions about recording practice

Lead Board Director: Simon Hart

Estimated time to resolve: Sep-17

EXCEPTIONS REPORT: Line 49 – Normalised Surplus Year to Date (£m)
The trust reported a year to date underlying deficit of £1.6m at the end of August 17. This is £1.1m worse than plan. This position is largely due the following:
Continued use of private sector beds over and above beds commissioned from ELFT; underachievement of CRE plans; continued reliance on temporary staffing
and a provision for the CQUIN risk reserve element which must now be deemed as ‘Uncommitted’ and cannot be released until authorised by NHSI.

Effectiveness of Actions to Date

KPI Data
Target
£0.1m
Surplus
(£m)

Q3

Q4

Apr-17

May-17

Jun-17

Jul-17

Aug-17

0

1

-0.2

-0.5

-1.0

-1.2

-1.6

Directorates under the new “strengthening Financial Oversight” are currently
formulating financial recovery plans with clear focus on actions required to
mitigate in-year pressure with a concerted effort to formulate savings plan to
close the gap and mobilise those already identified. The bi-weekly meetings
between finance and the directorates are now up and running.

Future Actions and monitoring process
{"Attachments":[{"__type":"ItemIdAttachment:#Exchange","ItemId":{"ChangeKey":"CQAAABYAAABw6E0KtssEQpLz6r32LjaoAABXsP/s","Id":"AAMkADFhM
mMyNzViLTZlM2EtNDg5MS04NWNiLTE3YTdiOGNkN2IxZQBGAAAAAABatwHgVn6BSJPrzAjRIL4CBwBw6E0KtssEQpLz6r32LjaoAAAAAAEMAABw6E0KtssEQpLz
• There is continuous monitoring of all the actions that were approved by the Executive team. Below is the updated tracker:6r32LjaoAABXrYwDAAA="},"Name":"July Kaleidoscope","IsInline":false,"Size":18779}]}









•
•
•
•
•

Expense claims limited to a 3 month period (communication has taken place)
Corporate vacancy panel (in place estimated to save £210k)
Explore the use of volunteer and technology to reduce spend on receptions (in progress)
Reduce annual leave carry forward days from 5 to 2 (communication has taken place, saved £600k)
Productivity gains by improving the utilisation of capacity (work underway)
Activate robust conversations with CCGs in relation to funding and areas of over-performance. (actioned on DN estimated to save £380k)
Bed pressures – review usage of ELFT contract with a view to reduce usage asap and avoid the use of private beds (actioned £90k/month)
‘Strengthening Financial Oversight’ regime in place. Those Directorates more financially challenged are party to a bi-weekly meeting with clear
actions to improve financial performance. Bexley and Greenwich are now subject to this process. (in place)

Continue to work with Services to focus on high overspends and actions required to slow down the current run rate of spend
Ramp up collaborative opportunities with other SLP partners and where necessary look to the wider STP
Agency task force criteria tightened and regime to continue for the foreseeable future
Hold each Directorate to account against agreed forecast out-turn plan
VAT saving opportunities to be extended to cover goods as well as services (Bexley Care)

Lead Board Director: Jazz Thind

Estimated time to resolve: October 2017

SINGLE OVERSIGHT FRAMEWORK DASHBOARD
September 2017 - Reporting August 2017 Activity
For further information pertaining to each of these measures, click here:
Domain
Director
Metric

Link to NHS Improvement Single Oversight Framework Document
Matches Local Target
Metric Number NHSI Method of Current
Collection
Reporting
Reporting?

Operational
Performance

Ify Okocha

N/A

Operational
Performance

Ify Okocha

Operational
Performance

Ify Okocha

Operational
Performance

Helen Smith

Consultant Led 18 week RTT - patients on an
incomplete pathway

10248

TBD

IBR

Yes

92%

98.5%

98.0%

97.0%

94.1%

93.8%

95.7%

95.3%

94.1%

94.4%

92.2%

94.9%

93.8%

Operational
Performance

Helen Smith

CRHT Gatekeeping

10101

MHSDS / UNIFY2 IBR

Yes

95%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

Green: >95%; Amber: >85%<95%; Red: <85%.

Operational
Performance

Helen Smith

Early Intervention in Psychosis (EIP) - 2 Week
Waiting Times Monitoring

10767

MHSDS / UNIFY3 IBR

Yes

50%

61.1%

50.0%

50.0%

52.9%

RAG: Green >= 50; Red < 50.

Operational
Performance

Helen Smith

Early Intervention in Psychosis (EIP) - 2 Week
Waiting Times Monitoring (Seen)

10850

MHSDS / UNIFY4 IBR

Yes

50%

50.0%

53.9%

57.9%

55.6%

RAG: Green >= 50; Red < 50.

Operational
Performance

Helen Smith

IAPT - % completing treatment

10652
(IAPTUS)

IAPT MDS

IAPT

Yes

50%

65.0%

61.7%

60.0%

48.1%

55.7%

56.0%

52.9%

56.4%

56.9%

56.2%

58.0%

54.5%

Operational
Performance

Helen Smith

IAPT Waiting Times - 18 weeks

10534
(IAPTUS)

IAPT MDS

IAPT

Yes

95%

100.0%

99.8%

100.0%

100.0%

100.0%

99.7%

100%

100.0%

99.8%

100.0%

100.0%

100.0%

Operational
Performance

Helen Smith

IAPT Waiting Times - 6 weeks

10533
(IAPTUS)

IAPT MDS

IAPT

Yes

75%

99.8%

99.8%

99.4%

98.4%

97.3%

97.9%

98.1%

94.0%

90.3%

98.0%

97.1%

98.3%

Operational
Performance

Helen Smith

Maximum 6-week wait for Diagnostic
Procedures (Audiology)

10670
(provisional)

Unify2

DM01

Yes

99%

100.0%

100.0%

93.1%

100.0%

98.1%

98.6%

97.1%

95.0%

97.1%

100.0%

100.0%

100.0%

Operational
Performance

Helen Smith

MHSDS Completeness - IDs

10324

MHSDS / UNIFY2 MHSDS

Yes

95%

99.5%

99.5%

99.4%

99.4%

99.4%

99.5%

99.5%

99.5%

99.5%

99.5%

99.5%

99.5%

Operational
Performance

Helen Smith

MHSDS Completeness - priority metrics

10655
(provisional)

MHSDS / UNIFY2 MHSDS

No

85%

Cardio-metabolic assessment - Inpatients

Annual Survey

Local CQUIN

TBD

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

65%
Cardio Metabolic Assessments
This is an annual audit, the results shown are from our annual
submission to NHS England. Confirmation is for the 2016/17
audit.

94% overall compliance (47/50) - NHSI comfirmed - June 2017
Cardio-metabolic assessment - Community
Mental Health Services

N/A

Cardio-metabolic assessment - EI

N/A

Annual Survey

Local CQUIN

TBD

Comment

65%
72% compliance (72/100) -NHSI confirmed - June 2017

Annual Survey

Local CQUIN

TBD

90%
92% compliance (69/75) - local audit - August 2016

Bexley (43/43) 100%, Greenwich (6/6) 100%.

Metric under development. Data available end of 2017.

Quality of Care Helen Smith

% clients in employment - for 16-69 yr olds who 10666
are on CPA
(provisional)

NHS Digital

MHSDS

Yes

N/A

2.0%

2.0%

2.0%

1.0%

2.0%

2.0%

1.0%

2.0%

2.0%

2.0%

Information for July available after the 20th October 2017

Quality of Care Helen Smith

% clients in settled accommodation - for 16-69 10665
yr olds who are on CPA
(provisional)

NHS Digital

MHSDS

Yes

N/A

13.0%

13.0%

13.0%

14.0%

15.0%

13.0%

13.0%

14.0%

14.0%

14.0%

Information for July available after the 20th October 2017

Quality of Care Helen Smith

Admissions to adult wards of under 16s

10664
(provisional)

NHS Digital

Local
Reporting

Yes

0

0

0

0

0

0

0

0

0

0

0

0

0

Quality of Care Helen Smith

CPA 7 day followup

10314

HSCIC

IBR

Yes

95%

97.6%

97.3%

95.5%

94.6%

96.9%

98.6%

95.9%

93.2%

95.7%

95.2%

95.2%

95.7%

Quality of Care Jane Wells

CAS alerts outstanding

10660
(provisional)

NRLS

Internal

N/A

N/A

90.0%

88.9%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

Quality of Care Jane Wells

Never Events

10659
(provisional)

NHSE

Internal

N/A

0

0

0

0

0

0

0

0

0

0

0

0

0

RAG: < 85.0% Red; 85.0% - 95.0% Amber; >= 95.0% Green.

Domain

Metric

Metric Number

NHSI Method of
Collection

Current
Reporting

Matches Local Target
Reporting?

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

Quality of Care Jane Wells

Under-reporting of Patient Safety Incidents

10654
(provisional)

NRLS

IBR

Yes

N/A

7.5%

7.7%

6.9%

6.5%

6.5%

6.6%

6.4%

6.0%

7.0%

6.4%

6.0%

6.5%

Quality of Care Jazz Thind

Aggressive CREs

10330

FT

IBR

N/A

TBD

Director

Comment

Apr-2017 onwards TBD

3.5%
Quality of Care Michael Witney

Community FFT - % positive

10339 (A)

NHSE

IBR

Yes

90%

96.3%

96.0%

96.3%

96.9%

97.7%

96.8%

96.9%

98.1%

95.4%

96.4%

93.9%

94.0%

Within the IBR, this is combined with the Mental Health FFT %.

Quality of Care Michael Witney

Mental Health FFT - % positive

10339 (B)

NHSE

IBR

Yes

90%

85.1%

89.1%

87.4%

86.1%

81.9%

85.2%

88.1%

86.3%

88.0%

88.5%

82.3%

85.8%

This score is influenced by many factors, including sample size. A small
number of patients rating the service negatively lowers the scores
significantly. Directorates and services are aware of their particular
scores and are working continuously to improve these. (Michael
Witney)

Quality of Care Michael Witney

Complaints

10528

NHS Digital

IBR

Yes

N/A

21

30

17

15

20

24

24

17

27

23

32

23

Quality of Care Simon Hart

Exec Turnover

10656
(provisional)

FT

Not collected N/A

N/A

0

0

0

0

0

0

0

0

0

0

0

0

Quality of Care Simon Hart

NHS Staff Survey

10657
(provisional)

CQC

Not collected N/A

N/A

Quality of Care Simon Hart

Proportion of Temp Staff

10658
(provisional)

FT

Not collected N/A

8%

10.6%

9.7%

9.4%

8.8%

9.6%

9.9%

12.8%

9.5%

9.6%

9.0%

8.4%

8.3%

RAG: >11.0% Red; 8.0% to 11.0% Amber; <= 8.0% Green.

Quality of Care Simon Hart

Sickness

10333

NHS Digital

Workforce
Dashboard

Yes

4%

4.1%

4.7%

4.9%

4.9%

5.0%

4.5%

4.2%

2.2%

4.3%

4.2%

4.1%

4.1%

>6% Red; 4-6% Amber; <=4% Green.

Quality of Care Simon Hart

Staff FFT - % recommend care

10653
(provisional)

NHSE

IBR

N/A

N/A

10334

NHS Digital

Quality of Care Simon Hart

Turnover

KEY
Performance on or above target
Performance within specified threshold (see comment)
Performance not meeting target
Metric not collected / data not available (see comment)
Awaiting data (data available but not yet provided)

The latest staff survey published April 2017 will inform NHSI opinion.

Workforce
Dashboard

Yes

14%

14.0%

13.9%

14.0%

88%
13.4%

13.7%

13.8%

Q3 2016 excluded due to the staff survey. Next submission is due on
27 October 2017

73%
12.9%

13.1%

12.9%

12.1%

13.2%

12.9%

RAG: <=14 Green; 14-17 Amber; >17 Red.

Board of Directors
5th October 2017

Item 7
Enclosure 5

Agenda item

Operational performance report

Item from

Helen Smith, Deputy Chief Executive

Attachments

Operational performance report

Summary:

The Operational Performance Report is attached.

Recommendations
The Board is asked to note the operational performance report.

Board Operational Performance Report
5 October 2017
Children & young people’s services
Inspection reports
We have received the final report for local area SEND inspection (Support for children with special
education needs and disabilities) in Greenwich. The report is very positive.
Universal Services
• Mobilisation of Greenwich 0-19: the service is working on final elements of mobilisation –
commissioners happy with progress
• Mobilisation of Bromley 0-4: mobilisation making good progress for transfer on 3 October
2017
• Sickness levels have reduced in East Health Visiting team.
Specialist Services
• Mobilisation of Greenwich Integrated Therapy service continues – working on team structure
and KPIs – official service launch date agreed for early 2018
• Significant staffing pressures in Bluebell House continue (50% vacancy rate)
CAMHS
• Work continues in Bromley CAMHS to resolve performance management issues and
concerns
• High level of input from Associate Director and Clinical Director into developing our level 4
commissioning consortium with SLAM and St Georges under the new models of care
programme.

Adult Learning Disabilities Services
CCG Contract Exceptions
Bexley CCG have indicated that they would like to establish contract monitoring across
Bexley, Bromley and Greenwich and will liaise with Bromley and Greenwich to take this
forward.
Service update
The role of Consultant Nurse has been recruited to – Mark Bradley will provide nursing leadership
across the directorate.

1

Forensic & prison services
Secondary screening
Secondary screens within prisons in August were 92.8% against a target of 95%. Performance was
impacted on by staff shortages at HMP Maidstone which meant cases needed to be prioritised.
These were determined by clinical need identified at the initial reception screen. Staffing is now back
to planned levels and all outstanding secondary screens have been completed. SystmOne is being
introduced into the induction wing at HMP Maidstone, which will mean that secondary screens can be
performed in this location.
Tender activity
We have submitted a bid for Kent prison services to retain some of our existing services and win new
business. If successful, the contract start date is 1 April 2018 and the combined contract value is
£7.5M p.a.
Staff appointments
•
•
•

Appointed Directorate Head of Nursing and Practice Development Nurse, Kent Prisons
Advertised for Forensic Service Manager post
Commencement of Safety and Security Manager

Awards
The Emotional Wellbeing Mentor Scheme at HMP Swaleside and the London Pathways Partnership
have both been shortlisted in the Health Service Journal Awards 2017.
From over 7000 national entries, Bracton service users won twelve awards with the prestigious
Koestler Arts Trust, the UK's best known prisons’ art charity

Bexley Care
Service updates
Acute Mental health pathway: the September bed occupancy figures are not yet available however
the daily bed stat reports are indicating a reduction in Bexley occupancy. The business case for the
Bexley Crisis café was approved and we are working on the implementation of this service.
District Nursing – reducing demand: a clinical review group was held with the CCG on 29th August
2017. A joint action plan was developed and identified key areas for reducing DN activity. DN leads
have been informed of the outcome and a monitoring process set up and agreement has been
reached with local authority and CCG regarding the financial risk of overperformance.
Equipment budget: we have completed our review of the equipment contracts and have identified a
three way partnership which will bring the actual spend within the allocated budget for 2017/18. The
plan includes using £300k of capital monies to buy the equipment.
Discharge to Assess: the Bexley model for D2A has been extended to Darenth Valley Hospital and
Princess Royal University Hospital and includes therapy input. We are receiving very positive
feedback on the outcomes of this approach and it has been shortlisted in the Health Service Journal
Awards.

2

Bromley
Service developments
Directorate development: Work is underway to develop the directorate through staff engagement
events, professional leadership and quality improvement projects.
Bed Management: Weekly meetings and daily teleconferences are taking place to manage recent
increases in demand.
Acute and Urgent Care Pathway: First workshop held on development of crisis pathway, focus on
NHS111 warm referrals, 24/7 Home Treatment Team and single point of access. Visits undertaken to
similar services in neighbouring boroughs to support local planning.
Adult Autistic Spectrum Services: Lack of commissioned service causing on-going concern. CCG
have agreed to ‘Task and Finish’ group to agree a way forward. Agreeing interim arrangement.
Borough partnerships
We are supporting A&E performance at Princess Royal Hospital through mental health liaison and
are focusing on reducing waiting times for beds and ensuring effective response to wards. Improved
communication systems are being agreed.
The new directorate is focusing on relationship building with CCG (GP relationships), voluntary
sector, Bromley Healthcare and London Borough of Bromley.
Lived Experience Practitioner Project (LXP)
First LXP conference held with LXPs presenting on work they have undertaken. LXP training
continues and posts are being made available within mental health services. Roll out of LXP
approach in Community Health MSK service.

Greenwich
Service Updates
Mental Health Liaison Team developments – internal and external (CCG) task and finish
groups continue to meet to agree and implement service changes that support improved
throughput, speed of response and admission avoidance. A new band 7 rapid response
nurse is now in place and 2hr response times improved to 90% in the last week. Direct
booking into community mental health clinics is also now in place and monitoring of
admission avoidance will begin in the coming week.
Primary care plus mental health community services – the directorate continues to be
involved in the CCG led task and finish group and initial workings for a new service model
have been developed. The model is predicated around a single point of referral for primary
care plus, Increasing Access to Psychological Therapy (IAPT), employment and wellbeing
services with third sector involvement.
Serene integrated monitoring (SIM) – the directorate is working with Health London
Partnerships to pilot the SIM project in Greenwich. This involves police officers working
within community mental health teams to support service users understand boundaries and
the consequences of their behaviour. In pilots across the country this has led to reduced
3

emergency department attendance, reduced S136 interventions and improved placements.
The directorate is working with the Metropolitan Police to identify funding.
Adult Customer Journey – the directorate is working with Royal Borough of Greenwich on
this review of patient flow and it will be used as a vehicle for further integration. There is an
aim to move JET to 7 day working.
Frailty pathway – the unit at Eltham Community Hospital opened as planned with the 10
day-stay chairs and the 10 48hr stay beds will open in early October. In the meantime, four
of these beds have been opened to support Greenwich Intermediate Care Unit and
Lewisham and Greenwich NHS Trust at the request of the CCG.
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a) Trust Quality Objectives Progress Report
b) Mortality Surveillance Committee Update – August 2017
c) End of life Core Skills Education and Training Framework

Summary and Highlights
1. Quality Committee Update
The Quality Committee met on Friday 22nd of September 2017. Highlights from the meeting are noted below:
•

The Committee discussed the Trust quality governance structures and how quality assurance and
quality improvement initiatives are monitored within the service directorates. It was agreed that
there should be further clarity provided on the work plans for each quality subgroup.

•

Feedback was received from Greenwich Directorate on how they have met the Trust quality priorities
of meeting our patient promise, involved families in their service provision and care planning, how
they put the safety of patients first and met the clinical outcomes priorities. An update on the quality
of services for the Greenwich COPD and Bexley Respiratory was also provided.

•

A quarterly update from the trust clinical effectiveness workstream was also received with a focus on
clinical audit, personalising care planning and clinical outcomes

•

The CQUIN report for Quarter 1 2017/18 was presented; we are satisfied that the Q1 milestones have
been achieved however current challenges for meeting the end of year requirements for the physical
health and Flu CQUINs were highlighted. There is also a higher demand for Informatics support due
to the unusually high number of national CQUINs this year.

•

The draft Quality Improvement Case for Investment was also reviewed by the Committee. It was
agreed that the focus should be on quality.

•

The Committee reviewed the findings of the Mental Health Act visits to the Bracton Centre in July
2017. It was noted that actions will be presented and discussed at the Trustwide Mental Health
Legislation Oversight Group.

•

The proposal from Bexley, Bromley and Greenwich Commissioners to have borough specific quality
meetings with Oxleas was discussed. It was agreed that this would be more in line with the borough
directorates and it would be useful to have joint quarterly meetings where the 3 CCGs and Oxleas
directorates are represented

•

The risk register was also reviewed – the safety committee has agreed to open a new risk relating to

incidents handlers not approving incidents on Datix in a timely manner. This presents a risk for the
trust as it may affect our ability to identify themes for learning (3 x 4).
2. Quality Progress Report
This outlines progress against our six quality objectives.
3. Mortality Surveillance Committee – Jane Wells
The Mortality Surveillance Committee met on 20 September 2017 and the attached paper summarises key
information for the board
4. End of life core skills education and training framework – Jane Wells
Please refer to enclosed paper
Recommendations
For the Board of Directors to note.

Trust Quality Objectives
Progress report
Dr Ify Okocha
Medical Director, Trust Exec Lead for Quality
October Board 2017

Overview
Month

Oxleas Quality Overview – August 2017/18
June

July

Aug

Total no of patients
open to Oxleas

156,321

153,518

150,728

Total no of patients
seen in the
reporting month

29,405

27,856

25,940

Total no of patients
discharged in the
reporting month

11,961

Total no of patients
referred

10,304

11,050

10,318

Patient Safety

as at 01.08.17

Month

11,944

9,427

June

July

Aug

No of Incidents (1-3)

960

912

916

No of Serious Incidents
- Level 4

10

7

7

- Level 5

0

0

1

Patient Experience
Month

June

July

Aug

No of patients giving feedback in the
reporting month

997

1436

1878

No of patients who have complained in
the reporting month

24

32

23

No of patients who have given
compliments in the reporting month

24

63

74

94%
2%

90%
2%

91%
3%

Friends & Family Test
– Recommend
– Not Recommend
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Quality Objectives 2017/18

Objective 1 – Our Patient Promise
Quality Objectives

Quality Indicators

To ensure 90% of patients who reported that
they wanted friends/relatives involved in their
care/treatment did feel that they were
involved
To ensure 90% of patients surveyed are
reporting that they have been provided with
enough information about their care and
treatment
To ensure 90% of patients surveyed are
reporting that they have been involved in
decisions about their care and treatment
To ensure 90% of patients surveyed are
reporting that staff treated them with dignity
& respect
To ensure 90% of patients surveyed are
reporting that they have been helped as a
Quality Objective 1: result of the care and treatment they have
Ensure we meet our received
To ensure 90% of patients surveyed are
patient promise
MH
reporting that they would recommend
our services to friends and family if
they needed similar care and
CH
treatment:
To ensure that less than 5% of patients
surveyed are reporting that they would MH
not recommend our services to friends
and family if they needed similar care
CH
and treatment
Number of formal complaints received
Number of informal complaints received
Number of compliments received
To ensure 80% of complaint responses closed
within 30 days
To ensure 95% of actions completed on Datix
Total number of feedback received

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17

Jul 17

Aug 17

98%

94%

98%

99%

94%

98%

95%

94%

97%

97%

96%

97%

96%

98%

97%

96%

96%

96%

96%

97%

96%

98%

97%

96%

98%

99%

98%

99%

99%

99%

99%

99%

95%

93%

95%

96%

94%

97%

97%

96%

82%

84%

88%

86%

88%

89%

82%

88%

98%

96%

97%

98%

95%

96%

94%

94%

5%

6%

4%

6%

5%

4%

5%

4%

1%

1%

1%

0%

2%

1%

1%

1%

12
5
99

17
6
50

18
6
90

12
4
52

19
8
92

12
12
65

16
13
63

12
11
74

71%

78%

83%

81%

74%

70%

**52%

88%

85%

85%

86%

86%

87%

50%

22%

532

1006

925

701

887

997

1436

1878

** The figures in italics are indicative as not all complaints for this month are due to be closed as at (6 September 2017)

Objective 1 – Our Patient Promise
Complaints received – formal/local
35
30
25
20
15
10
5
0

This year
Last year

Complaints received by all Directorates during June + performance against 30 day response rates*
Bexley

Bromley

Greenwich

ALD

F&P

C&YP

4
50%

5
100%

7
29%

0
0

5
80%

1
0%*

*Please note this response breached due to a delay in a response from Bromley Directorate in this joint response.

Compliments received by all Directorates during June.
Bexley

Bromley

Greenwich

ALD

F&P

C&YP

Corporate

17

5

9

11

0

20

3

Top 3 issues: Partly upheld/Upheld
Bexley
Attitude & Behaviour
Clinical care
Communication

5
1
1

Bromley

Greenwich

1
2
2

CYP

F&P

Total

6
3
3

5

Objective 2 – Family & Carer Involvement
Implementation of support network engagement tool

Quality Objectives
Quality Objective 2:
Ensure we involve
families, carers and
people important
to our patients

Quality
Indicators

No:
completed in
Feb 2017

No:
completed in
Mar 2017

No:
completed in
Apr 2017

No:
completed in
May 2017

No:
completed in
Jun 2017

No:
completed in
Jul 2017

No:
completed in
Aug 2017

Number of
patients with
the
engagement
tool
completed on
RiO

Total
cumulative
1st Jul 2016 31st Aug
2017*

172

105

26

43

73

217

239

1260

* The cumulative figures include the months prior to February 2017.
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Objective 3 – Personalised Care Planning
• The new care planning audit strategy commenced in July as a result of last
years audit results
• The audit tool has been reviewed and developed with services to ensure
that Service user involvement and Risk management are the key focus
• The new care planning audit results to date demonstrate improvement

• 145 audits have been undertaken by 26 Teams from Forensics, Bexley,
Greenwich and Bromley

Objective 3 – Personalised Care Planning
Sustainability
To support continued sustainability existing resources has been centralised
under the strategies page on the Ox these include :
http://theox.oxleas.nhs.uk/staffroom/our-strategies/
–
–
–
–
–
–

Care planning e-book
Care plan policy
Writing good care plans book
Care planning workshops face to face preceptors
Care planning e-learning resource
Service user leaflets

• Service directorates will maintain forums to have continued oversight of
the quality of care planning

Objective 4 – Safety First
Serious Incidents in August 2017
Bromley – level 4
•
20 year old woman under ADAPT services fell from height and sustained life changing injuries.
• 31 year old man on Norman Ward kicked the door frame in his bedroom. This caused the screws
holding the window restrictor to fall out and the patient then jumped out of the window. Injury
confirmed as L2 vertebrae
• a 15 year old girl under CAMHS hanged herself at home.
Greenwich – level 4
• 53 year old man under Home Treatment Team was found deceased at home. Cause of death
outstanding.
•
73 year old man under Older Adult Community Mental Health hanged himself at home.
• a 77 year old woman on Shepherdleas ward fell and fractured her hip
Prisons – level 4
• 1 year old prisoner at HMP Thameside under IDTS was found unresponsive in his cell
Bromley Level 5
•
51 year old informal patient on Norman ward died from her injuries of a fall in front of a train.

Objective 4 – Safety First

Inquests and investigations
Inquests pending
• Bexley – 6
• Bromley - 13
• Greenwich -11
• Prisons – 5
• Forensic - 1

External investigations in progress
•
•
•
•

Safeguarding children reviews - 9
Safeguarding adult reviews - 4
Independent homicide reviews - 2
Domestic homicide reviews - 1

Objective 5 – Evidence Based/Best Practice
National Clinical Audit of Psychosis
• This commences on the 1st of October 2017
• A change has been made by NHS England for NCAP to also
include audit of the national physical health CQUIN. This
means that the data for physical health monitoring for
inpatient and community patients will inform CQUIN
achievement
• EIP is excluded as completing self assessment forms for the
CQUIN

Mortality Surveillance Update 2017 / 18
Jane Wells, Director of Nursing
Summary and Highlights

1 Mortality Surveillance Committee

The Mortality Surveillance committee is held monthly and reviews all deaths that have occurred in the preceding month. Deaths are classified
according to the Mazars expected / unexpected and natural / unnatural classification and the level of investigation is discussed. The findings of
serious incident reviews into deaths are shared and thematic reviews undertaken. Highlights to date:
1.1 Progress meeting DH guidance requirements
In quarter two we have completed and ratified our policy on learning from deaths, including involving families and carers, which has been
published on our intranet. We have collated monthly data in a new template format since June. From October 2017, we will be publishing more
detailed information on deaths, reviews and investigations via a quarterly agenda item and paper in board meetings.
Next steps
• From October 2017, all serious incident investigations into deaths and those under LeDeR will be subjected to the PRISM structured
judgement review to form a view as to the probability and degree of the death being avoidable or not. This will form part of the RCA
investigation terms of reference and be recorded in the investigation report. The patient safety manager for investigations is
implementing this along with bespoke training for investigators during October 2017. NHS Improvement is fully aware that many
organisations, particularly mental health and community care providers, have less clarity on methodologies and scope for these new
requirements and do not expect providers to have developed perfect processes by autumn 2017.
• From June 2018 we will publish an annual review of this information in our Quality Accounts.
1.2 Reconciliation of deceased data between national spine and RiO.
Monthly ifox reports are now generated to enable clinical reviewers to check that deaths have been deceased. Clinical reviewers review deaths of
patients active on caseloads.

2 Learning from deaths - level 4 and 5 investigations 2017 / 18
2.3 RCA reports submitted June 2017

Level 4/5
Patient death.

Children
and Young
People

Forensic
and Prison

Greenwich
Mental
Health and
OPMH

0

0

0

Bexley
Mental
Health
and
OPMH
0

Bromley
Greenwich
Mental
Adult
Health
Community
and OPMH

Bexley Adult
Community

Adult
Learning
Disability

1

0

0

0

StEIS Number

Summary of Incident

Predictable or preventable

2017/8000

March 2017 service user was found
dead in a betting shop with a needle
in his hand. The toxicology stated
that the Morphine levels in blood
were of a potentially fatal
concentration and that there were
levels of cocaine consistent with
recreational use.

The incident was not predictable or
preventable.

Learning and Improvements
identified
To develop team awareness of the
care planning resources that is
available within the Trust for
example ‘writing good care plans’
and ‘service line care planning’.
Ensure all team members have
attended the STORM training with a
view to improving the quality of care
plan and crisis plans.
To promote The Transfer of Care
within Oxleas and externally policy.

2.4 RCA reports submitted July 2017

Level 4/5
Patient death.

Children
and Young
People

Forensic
and Prison

Greenwich
Mental
Health and
OPMH

0

1

0

Bexley
Mental
Health
and
OPMH
1

Bromley
Greenwich
Mental
Adult
Health
Community
and OPMH

Bexley Adult
Community

Adult
Learning
Disability

1

0

0

0

StEIS Number

Summary of Incident

Predictable or preventable

201715528 Bromley

55 year old man found deceased at
his home address with a knife
wound to his neck.

Neither predictable nor preventable.

Learning and improvements
identified
Patients who have required
extended periods of rehabilitation
should be offered psychological
support as part of the discharge
planning process to support their
move back to the community.
Discussions are taking place to agree
a standard operating procedure for
communication between Oxleas and
Community Options.
Patients who are not engaging or are
known to not engage with services
must have a robust risk management
plan in place.

20178778 Bexley

52 year old woman was found
deceased in a hotel room by the
police.
Cause of death was submersion in
water with alcohol and drug toxicity.

Neither predictable nor preventable.

Relationships with primary care to
continue to be strengthened.
All PCP staff to have access to
Windip.

20171903 Prison

Prisoner found hanging in cell.

Neither predictable nor preventable.

Review of the PCP model. The
review is currently underway.
Trust clinical polices to be reviewed,
on a prioritised basis, to ensure that
the needs of health care services in
prison are appropriately considered.
Awareness of the Clinical Records
Policy to be actively promoted
within Healthcare.
Consideration should be given to the
potentially safer environment
presented by shared
accommodation for those at risk of
suicide.
The clinical director to review
consultant medical staffing and oncall medical arrangements out of
hours.
The Trust should adopt the national
protocol being produced by the
Ministry of Justice working group,
and in the interim a Memorandum
of understanding be agreed locally.

2.5 RCA reports submitted August 2017

Level 4/5
Patient death.

Children
and Young
People

Forensic
and Prison

Greenwich
Mental
Health and
OPMH

1

0

0

Bexley
Mental
Health
and
OPMH
0

Bromley
Greenwich
Mental
Adult
Health
Community
and OPMH

Bexley Adult
Community

Adult
Learning
Disability

0

0

0

0

StEIS Number

Summary of Incident

Predictable or preventable

201713863

A sixteen year old boy who was
under the care of Greenwich CAMHS
and was actively managed by the
Greenwich CAMHS Adolescent Team
following his discharge from SLaM
inpatient care in April 2017.
He died in May 2017 from the
injuries he sustained by jumping off
the eighth floor of a building in
Greenwich.

Neither predictable or preventable

Learning and improvements
identified
When patients are placed in
specialised in-patient services the
local team must ensure regular
contact with the patient and work
closely with the specialist team
especially in relation to discharge
planning.

2.6 September 2017
Investigations in progress (and will also include a new column showing decision of structured judgement review level of availability) from August
onwards.

3 Learning from thematic reviews
3.1 Thematic review of adult learning disability death - September 2017
•

Deaths within the ALD caseload have been reported and reviewed since May 2016. From this time and until the present time there have been 23

•
•

reported deaths. Of these there have been 7 in Bromley, 5 in Bexley and 11 in Greenwich.
Deaths of people with an LD have been reported to the LeDeR programme since March 2017. From May 2017 all ALD deaths have required a review
following the LeDeR process.
Since March 2017 Oxleas ALD has reported 8 deaths (3 Bromley, 2 Bexley and 3 Greenwich). 7 deaths have occurred since May and of these 3 have so
far been allocated for review by LeDeR/CCG leads. There have been 4 deaths in August and September which are currently awaiting allocation by the
local CCG. The findings of these reviews are yet been completed. There are currently 5 LeDeR trained reviewers within the ALD service with plans for a
further 5 staff to be trained. There are a number of trained reviewers outside of Oxleas and each review is carried out by 2 people (1 from Oxleas and
1 from another agency i.e. the Local Authority, Trust etc).

Summary of review findings and improvements
The majority of the reviews have been positive and have found good quality care and service delivery. Where lessons have been identified these have been
fed back to the teams/staff involved and actions agreed and implemented to improve our systems and practice and to prevent this from happening again.
Some are wider issues outside of ALD and outside of Oxleas and work remains on-going to improve services for people with LD.
To date there have been some themes in the findings of the reviews.
These are:
•

Lack of knowledge of the Mental Capacity Act and its implementation/recording

This has happened predominantly outside of ALD services although there have been some examples of poor recording within ALD. There have been examples
within Acute services and Community services of decisions being made without appropriate frameworks being followed (use of a syringe driver, consent to
treatment, family consenting to treatment on behalf of a client with LD, treatment being stopped without a Best Interest meeting). There is also frequent
recording of a client’s consent to treatment where a diagnosis of late stage dementia is recorded which is questionable. Further training and case discussion
about the practical application of the MCA is needed so that theory can be routinely embedded into everyday practice.
•

The assessment and recording of physical health issues

This has not always been completed appropriately and regularly within ALD services and there has been some inconsistency in where information has been
recorded on RiO. There has sometimes been a lack of information on RiO about the results of Annual Health checks carried out by GPs. This links to care
planning for CPH needs. Work is on-going across and beyond ALD to improve this area.
•

Liaison between agencies

There are examples of lack of communication between agencies which have or have had the potential to affect care quality and delivery. Examples are
decisions made in meetings not being well communicated to others, services not liaising about client care. This has involved a wide variety of services
including ALD, acute and primary care, Palliative care, residential care providers and Community services.

•

Quality of the management of complex physical health related issues within residential/supported living services

It has been clear that while some services provide high quality and responsive care, others need training and mentoring to improve their knowledge and
practice around the management of physical health issues in people with LD. Specific areas of need include monitoring health and symptoms, early
identification of issues and responding to and managing existing conditions. This includes End of Life care where there have been some examples of staff
needing additional support in challenging and emotionally charged situations i.e. DNAR plans.

3.2 Thematic review of deaths in custody - April 2017
From 1 April 2015 until 1 April 2017 there were 18 deaths in custody.
Summary of review findings and improvements
• Reception Screenings
All patients to have a secondary screening within 48 hours of admission to the prison. To review the present system for reception screening to
ensure that effective use is made of the information which accompanies a prisoner so that previous records are considered when they are seen in
reception.
• Attending to medical emergencies
In addition to theoretical training for CPR healthcare and prison staff to carry out mock exercises to test the responsiveness to emergency calls.
This should include the use of codes including guidance about when not to resuscitate. Prisoner’s choices about resuscitation (DNAR) must be
communicated to all staff.
• Documentation
All staff to be suitably trained in the effective use of SystmOne. Psycho-social partners to consider use of SystmOne as part of routine
engagement/care planning so that care is better co-ordinated.
• Counselling/IAPT
Waiting times for Counselling services to be advertised enabling clinicians to plan/arrange interim supportive measures. In-place and on-going.
Referrals for IAPT services and counselling services to come through a central point which is the secondary mental health team. All referrals to
then be discussed and allocated at the weekly complex case and mental health meeting. Issues around length of time to be seen are also to be
discussed and documented at these meetings.
• Physical Health care
All prisoners with high blood pressure readings must be monitored and treated in line with NICE guidance. Healthcare must ensure that patients
who have long-term conditions, such as hypertension, are appropriately assessed, investigated and managed. Furthermore, a QRISK2

cardiovascular risk score must be measured in all patients with hypertension and further action taken as necessary. MEWS to be implemented
throughout prison healthcare services. GP’s to ensure red flags and follow up actions are documented as part their consultations to support
Nursing actions. Healthcare staff to introduce immediate care plans for patients awaiting unplanned transfer to hospital including frequency of
observation and MEWS score. There must be a presumption that hospital appointments for children are not cancelled. When an appointment is
cancelled the decision should be overriding fully justified and documented security reasons and healthcare staff should be satisfied that there is
no detriment to the child's health. There must be there is an effective system to inform staff of young people's relevant medical conditions and
what to do if there is an emergency or if there are any other concerns.
• Medication Administration
Medication Administration SOP to be developed providing clear guidelines to be followed when patient DNA.
• Handovers
Handover reports to include an "Action by" column so that staff are clear who is responsible for completing that action, staff also made aware to
follow this up during the evening handover period.
• Allied Health Professionals
Referral Pathway for Occupational Health and Physiotherapy and documentation with inclusion / exclusion criteria and information relating to
prioritisation. Targets to be introduced such as triaged and accepted/declined within 2-3 working days. Provision of a Physiotherapy assessment
template and development of an accepted physiotherapy assessment template either built into the electronic system or paper based with clear
guidance on uploading to the primary record. Development to be based on assessments used currently within the trust in other inpatient units
and in conjunction with the falls group. Review / Audit of current Physiotherapy and occupational health provision and audit of current care
provision / planning and clinical documentation to address concerns noted relating to quality. Audit of case notes and care planning to be
reported to quality team based at pinewood house and to Quality board. Review of equipment provision within Prisons with a further review and
standardisation required with regards to health equipment identification and provision to ensure consistency. Review in conjunction with
community equipment contracts to establish clear differentiation between health equipment and social care equipment and establish clear
pathways for procurement, issuing and assessment. Regular Care plan Audits including a 6 monthly report on care plan compliance and quality to
be submitted to the quality team.
• Observation Policy
The observation policy to be reviewed to and ensure that it is clear and articulates who is responsible for carrying out the observations, how
these should be carried out and what the observations should be. A revised policy and a local standing operating should be issued to staff.The
Head of Healthcare at HMP Thameside should review any other Observation policy pertinent to prisoners in the early days of custody to ensure
that staff are clear which policy is being followed and why.

Simulation training has been provided in HMP Thameside during August 2017 for health and prison staff as part of suicide prevention
(https://vimeo.com/223021633 Password: Thameside)

4 Numbers, classification and reviews of deaths undertaken
The directorates changed from functional to borough directorates in April 2017. Mortality surveillance continued on a functional basis during a period of
transition and data has been collated on the new borough basis since June.
4.1 April 2017
To be collated into table for Quality Accounts– monthly table introduced in June 2017
4.2 May 2017
To be collated into table for Quality Accounts – monthly table introduced in June 2017
4.3 June 2017
Directorate
Total deaths in
month
Classification
(Mazars)
EN1
EN2
EU
UNI
UN2
UU
Rejected –
died in hospice
/ hospital

Children &
Young
People
2

Forensic &
Prison
1

Total of
deaths
classified
0
1
0
0
1
0
0

0
0
0
1
0
0
0

Greenwich
Mental
Health &
OPMH
1 AMH
4 OPMH

Bexley Mental
Health &
OPMH
0 OPMH
2 AMH

Bromley
Mental
health &
OPMH
0 AMH
4 OPMH

3
0
0
0
0
0
1

0
0
0
0
0
0
0

4
0
0
0
0
0
0

Greenwich
Adult
Community

Bexley Adult
Community

Adult
Learning
Disability

33

43

1

19
0
0
0
0
0
13

26
0
0
0
0
0
18

0
0
0
1
0
0
0

Type of
Review
Required
Preliminary
Case Note
Review
CDOP
RCA – SI
LD – LeDeR

Number of cases
still under review
awaiting further
information e.g.
coroner
2017/18 Total
Number of Deaths
Year to Date

2

1

1

2

3

33

43

0

2
1
0
0

0
1
0
0

0
0
0
1 OPMH

0
1
0
1

0
0
0
0

0
0
0
0

0
0
0
1

0
0
1
3

12

16

3 AMH
*TBC
15
82
*TBC
3
14 OPMH
*From July and August directorates have moved to a borough mortality surveillance reporting structure. The numbers of deaths have to date been collated by
functional lines and need recalculating for boroughs.
4.4 July 2017
Directorate
Total deaths in month

3

1

3

Bexley Mental
Health &
OPMH
& Community
55

1
0
1
0
0
0
0

0
0
0
1
0
0
0

1
1
0
0
0
1
0

44
6
0
0
0
0
0

Children &
Young People

Forensic &
Prison

Greenwich
Mental Health
& OPMH

Bromley Mental
health & OPMH

Greenwich
Adult
Community

Adult Learning
Disability

11

28

1

9
2
0
0
0
0
0

16
0
0
1
0
2
9

0
0
0
1
0
0
0

Classification (Mazars)
EN1
EN2
EU
UNI
UN2
UU
Rejected – died in hospice /

hospital
Type of Review Required
Preliminary Case Note
3
1
3
55
11
33
0
Review
CDOP
3
0
0
0
0
0
0
RCA – SI Mortality
0
1
1
1
0
0
LeDeR
0
0
0
0
0
1
Number of cases still under 1
0
1
5
0
0
3 to date
review awaiting further
information e.g. coroner
2017/18 Total Number of
16
17
TBC*
TBC*
26
110
3
Deaths Year to Date
*From July and August directorates have moved to a borough mortality surveillance reporting structure. The numbers of deaths have to date been collated by
functional lines and need recalculating for boroughs.
4.5 August 2017
Directorate
Total deaths in month

4

1

5

Bexley Mental
Health &
OPMH
& Community
46

0
0
0
0
2
0
0

1
0
0
1
0
0
0

5
0
0
0
0
0
0

29
0
0
0
0
0
17

Children &
Young People

Forensic &
Prison

Greenwich
Mental Health
& OPMH

Bromley Mental
health & OPMH

Greenwich
Adult
Community

Adult Learning
Disability

6

15

2

3
1
0
1
0
1
0

15
2
0
0
0
1
12

0
1
0
1
0
0
0

Classification (Mazars)
EN1
EN2
EU
UNI
UN2
UU
Rejected – died in hospice /
hospital

Type of Review Required
Preliminary Case Note
Review
CDOP
RCA – SI Mortality
LeDeR
Number of cases still under
review awaiting further
information e.g. coroner
2017/18 Total Number of
Deaths Year to Date

Recommendations
To note

4

1

4

46

5

27

0

2
2
0
2

0
1
0
0

0
0
0
1

0
0
0
0

0
1
0
0

0
1
0
0

0
0
2
0

19

18

21

258

39

142
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End of Life Core Skills Education and Training Framework
Jane Wells, Director of Nursing

Summary
Health Education England commissioned Skills for Health and Skills for care to
expand the common core principles and competences for health care and social
care workers working with adults at the end of Life into the Core skills Education and
training framework.
This framework has been developed to align with the current Dementia, Mental
health and Learning Disabilities Frameworks all of which will sit under the umbrella
overarching framework for person-centred Care.
Background
Death and dying is an inevitable part of life, and will occur in all settings: at home, in
care homes, in hospices, hospitals and other institutions. As health and care staff,
we have the opportunity to make a positive difference to the experience of people
who are dying, and their families, carers and those important to them. This privilege
brings with it the responsibility to equip ourselves properly, in the range of skills,
knowledge, attitudes and behaviours that are needed to be able to support, care and
treat people at this vulnerable time of their lives - not just at the very end of life, but
also throughout the trajectory of their illness and, for their loved ones, after death has
occurred.
Service providers, employers and commissioners carry a similar responsibility - to
value and appreciate their workforce as a precious resource, and to educate, train
and support accordingly those looking after people who are facing the end of their
lives, and those who are close to them, is tough physical and emotional work – it
requires not only technically competent skills, but also fine judgement, kindness,
compassion and resilience, all of which can take a significant toll over time, if not
properly equipped and supported.
The Ambitions for Palliative and End of Life Care: A national framework for local
action 2015-2020 set out:
‘All staff are prepared to care’ as one of its six ambitions. The underpinning
foundations of the Ambitions framework, and the building blocks within the other five
ambitions, all have areas that require staff (and volunteers) training and development
to turn them into reality. Moreover, there is good evidence that a positive staff
experience is associated with improved patient experience and outcomes. So,
investment in staff education, training and support simply makes good sense in all
sorts of ways.
This framework, commissioned by Health Education England, and developed in
collaboration with Skills for Health and Skills for Care, sets out the core skills and
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knowledge that are required in a clear and logical framework, against which local
commissioners, services providers and clinical teams can benchmark their
own standards, identify areas which need to be improved and take steps to address
these.
End of life refers to adults who are likely to die within the next 12 months
(approximately)
This includes
•
•
•

Those whose death is expected within days or hours, including acute
conditions caused by sudden catastrophic events
Those with advanced progressive or incurable conditions
Those at risk of dying from acute crisis associated with an existing condition

The framework will be applicable to health and social care employers, employees,
patients, carers, the community, the public and also to educational organisations
which train students who will subsequently be employed in the health and social care
workforce.
The following values underpin all the subjects in this framework:
a) Person-centred practice that recognises the circumstances, concerns, goals,
beliefs and cultures of the person, their family and friends, and acknowledges the
significance of spiritual, emotional and religious support.
b) Practice that keeps the person at the centre of multi-agency integrated care and
support.
c) Practice that is sensitive to the support needs of family and friends, including
children and young people, both as part of end of life care, and following
bereavement.
d) Awareness of the importance of contributing to the ongoing improvement of care
and support, participating as appropriate in evaluation and development, and of
involving the people receiving care and support in that process.
e) Taking responsibility for one’s own learning and continuing professional
development, and contributing to the learning of others.
The core knowledge and skills described in the framework are defined at 3
tiers:
Tier 1 — Those that require general end of life care awareness, focusing on a
community development, asset based approach to care.
This tier outlines the knowledge and skills that will support individuals accessing end
of life care, as well as their family, friends and carers, to ensure they are making the
most of the support on offer and are able to plan effectively for their own current and
future care needs.
This tier is also relevant to those working in health and social care who have limited
contact with individuals approaching the end of life.
A community development, asset-based approach to care encourages individuals to
look beyond traditional care provision, ask ‘what is important to me?’ and how this
could be achieved alongside care and support from health and social care
professionals. This might include: the strengths and abilities of individuals
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approaching the end of life; the strengths and abilities of their family, friends, loved
ones and carers; and the potential of the community to provide care and support.
The tier will be relevant to you if:
• You are a member of the public
• You have been diagnosed with a life limiting condition
• You support someone with a life limiting condition
• You work in the adult health and social care sector but have limited contact with
anyone approaching the end of life.
Tier 2 — Health and social care professionals who require some knowledge of how
to provide person centred high quality end of life care as they often encounter
individuals who need such support within their working environment. However, they
do not work in services that primarily offer care and support for individuals
approaching the end of life, their family and carers.
The tier will be relevant to you if:
• You work in adult health and social care. Most of the individuals you support are
not approaching the end of life, but some are. For instance, you might work on an
acute ward, in a GP’s surgery or in a residential care home.
• You work in adult health and social care and provide supervision and professional
support to other professionals. Most of the people they provide care and support for
are not approaching the end of life, but some are.
• You do not work in adult health and social care but your professional role means
you often provide support for individuals approaching the end of life.
Tier 3 — Health and social care professionals who require in-depth knowledge of
how to provide care and support for an individual approaching the end of life
because they work in services that primarily offer care and support for individuals
approaching the end of life, their family and carers.
The tier will be relevant to you if:
• You work in adult health and social care. Most of the individuals you support are
approaching the end of life. For instance, you may work in a hospice or in a palliative
care service.
• You work in adult health and social care and provide supervision and professional
support to other professionals. Most of the people they provide care and support for
are approaching the end of life.
• You work in adult health and social care. Most of the individuals you support are
not approaching the end of life, but some are. Your role is to lead end of life care
within your team or organisation.
There are 14 learning subjects with key learning outcomes
Subject 1: Person-centred end of life care
Subject 2: Communication in end of life care
Subject 3: Equality, diversity and inclusion in end of life care
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Subject 4: Community skills development in end of life care
Subject 5: Practical and emotional support for the individual approaching end of life
Subject 6: Assessment and care planning in end of life care
Subject 7: Symptom management in end of life care
Subject 8: Working in partnership with health and care professionals and others
Subject 9: Support for carers
Subject 10: Maintain own health and wellbeing when caring for someone end of life
Subject 11: Care after death
Subject 12: Law, ethics and safeguarding
Subject 13: Leading end of life care services and organisations
Subject 14: Improving quality in end of life care through reflective practice and policy
This framework has been shared and discussed with the Trust End of Life group and
agreed:
Tier 3 would not be required for Oxleas staff
Tier 2 training for staff working in District Nursing, older adults Mental Health and
identified staff in learning disability services and Belmarsh Prison.
Three day training with the hospice has been delivered for a number of years and
the group will ensure with hospice education leads that this will cover all aspects of
the framework
Tier 1 training will be for the remaining workforce. With Learning and development
support an E learn package will be sourced as a once only training package
Theses recommendation were agreed at Clinical Effectiveness Group on 11th August
2017
The end of life (EOL) steering group will now work with services and the hospice to:
1. identify all appropriate staff for tier 2 framework and ensure that the 3 day
programme will cover the requirements of tier 2
2. work with learning and development to source and agree an e learn programme
for tier 1 framework and roll out to all other staff as a once only
This will be entered onto the EOL steering groups work plan and presented to CEG
in October
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Introduction

This report outlines progress against the aims of the Oxleas Safeguarding Children Strategy for
the period April 2016 – March 2017 and describes how we fulfill our responsibilities in relation
to Section 11 of the Children Act 2004.
•

Context

Oxleas provide a range of services to the London Boroughs of Greenwich, Bexley and Bromley
as well as some services for the Borough of Lewisham and Kent. Services comprise Adult
Mental Health, Learning Disabilities Services, Older Peoples Mental Health Services, Adult
Community Health Services and Forensic and Prison Services, Children and Young People
Services. Oxleas employs approximately 3,500 staff, nursing remains the largest single
professional group.
•

Definition

Safeguarding and promoting the welfare of children requires an organisation wide approach
and is wider than children protection. It is defined as:
•
•
•
•
•

Protecting children from maltreatment
Preventing impairment of children’s health or development
Ensuring that children are growing up in circumstances consistent with the provision of
safe and effective care
Undertaking that role so as to enable those children to have optimum life chances and
to enter adulthood successfully
Oxleas Duties

Section 11 of the Children Act 2004, places a duty upon Oxleas NHS Foundation Trust to ensure
its functions are discharged with regard to the need to safeguard and promote the welfare of
children.
We do this by:
•
•
•

Working in accordance with the statutory guidance set out in Working Together to
Safeguard Children 2015.
Ensuring that services are carried out with regard to the need to safeguard and promote
the welfare of children.
Following national child protection guidance within our own activities and in dealings
with other organisations.
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Oxleas Safeguarding Children Strategy

Oxleas vision and the challenge for safeguarding children remain unchanged, that is to ensure
safeguarding and promoting the welfare of children is embedded across every directorate and
in every aspect of the Trust’s work. Children and young people should be considered in all
interactions with adult service users and their carers. The welfare of children is a paramount
consideration of all staff across the Trust and guides their work.
The strategy was reviewed and updated in April 2016 and comprises 7 areas:
•
•
•
•
•
•
•

Effective safeguarding children frameworks
Developing knowledge and skills
Mainstreaming safeguarding children
Learning from experience
Strengthening Partnership working
Promotion of Early Help for children and families
Engagement with service users

Our local authority partners have identified the most vulnerable groups of children as those
affected by Child Sexual Exploitation (CSE), Domestic Violence/Abuse, Toxic Trio (parental
mental illness, substance misuse and domestic abuse), Young Carers, Female Genital Mutilation
(FGM), Forced Marriage, Neglect, Self Harm, Private Fostering, Children Missing, Youth Justice
(gangs, trafficked children and modern day slavery) Online safety and Radicalisation.
Oxleas Safeguarding Children Policy and Procedures do not provide detailed guidance for
responding to all groups of vulnerable children. Where necessary, practitioners will be referred
to the local area’s multi-agency procedures. As a point of contact for partner agencies the Head
of Safeguarding Children, Jane Downing is the Lead for vulnerable groups of children eg FGM,
CSE, Gangs, trafficking/modern day slavery and children missing. The Trust’s Prevent Lead is the
Head of Safeguarding Adults.
Summary of some of the key areas of development and achievement over the past year
CQC INSPECTION of Oxleas services in April 2016 reported positively in respect of adult and
children’s safeguarding;
“Trust staff were trained in safeguarding and knew how to make an alert. There were
safeguarding leads for adults and for children in each team. They provided advice to colleagues
on safeguarding matters. We saw examples of safeguarding alerts raised by staff in response to
concerns”.
‘THINK FAMILY Oxleas continues to promote a ‘Think Family’ approach in adult mental health
services. To this end the findings from the CQC Report ‘Not seen not heard’ (July 2016) were
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disseminated through the Safeguarding Governance pathways with a focus on finding the
hidden child, understanding the effect and impact of family situations on a child.
INFORMATION SHARING FORM has been revised and adapted into editable form/ letter on RiO.
The form is to be completed by AMH staff to alert midwives and health visitors that pregnant
women or women with children under five have been referred to mental health services and
may need additional support. The form was re- launched in Greenwich and launched in Bexley
and Bromley. The use of the form is currently being audited (July 2017).
DROP INS - Bromley and Bexley – this has involved visiting all community offices (including
older adults) and adult mental health inpatients. Contacts ranged from between 13 - 32 in
Bexley and in Bromley 15 - 34. In 2016 the drop ins were every four months and these have
increased in 2017 to every three months.
MULTI-AGENCY WORKING – Oxleas has supported multi-agency training in Greenwich and in
Bexley through the work of the Learning Hub. Oxleas has contributed to multi – agency audit in
Greenwich, Bexley and Bromley and have active membership of a number of LSCB sub groups
where procedures/guidance have been reviewed or newly developed eg In Greenwich new
Practitioners Guide to Neglect and in Bexley and Bromley Oxleas has contributed to the review
of their continuum of Need guidelines often referred to as the ‘threshold’ documents.
SAFEGUARDING TRAINING – Oxleas in house Level 3 face to face training is updated annually.
This year the update was influenced by the findings from the GSCB Section 11 Audit (2015).
which had innovatively taken the form of a Survey Monkey. The survey found that we needed
to raise awareness of the GSCB Escalation Policy and that a small number of practitioners were
not confident in raising a ‘professional challenge’. This was an opportunity to highlight all 3 of
our partner Boroughs escalation Policies in addition to reminding practitioners of Raising a
Matter of Concern freedom to speak up ‘Whistle blowing’ Policy and the role of the Designated
Officer formerly LADO). Practitioners are reminded and encouraged to contact the
Safeguarding Team if they require support or advice when raising a challenge, in addition
supported challenge is an integral part of safeguarding supervision.
CHILD REFUGEES - Oxleas (Bexley and Greenwich) Children Looked After team have done a lot
of work to meet the needs of Unaccompanied Asylum Seeking Children (UASC): A Taskforce was
set-up, to identify UASC needs; identification of physical and mental health needs eg
bereavement, separation, torture; identification of safeguarding risks eg possible trafficking.
Staff training has included training on mental health needs of UASC, working with GPs and
other agencies to meet physical and mental health needs (eg London consensus on TB
screening).
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Examples of Effective Practice
In October 2016 the Care Quality Commission (CQC) undertook a Children Looked After and
Safeguarding (CLAS) Review in Greenwich. This year examples of effective practice have been
taken from the final CQC Report which was published in December 2016.
Re: Health visitors and adult mental health services –
“In health visiting we saw some effective joint working and information sharing with other
agencies, such as adult mental health services, specialist midwives and GPs, to assess and address
risks to children”.

Re Adult Mental Health
“Adult mental health practitioners routinely share relapse indicators and contingency plans with
other professionals and we heard about a number of case examples including one where this had
supported effective ‘team around the family’ multi-disciplinary practice resulting in good
outcomes for the children and family”.

Re: Contraceptive and Sexual Health (CASH) services
“A robust risk assessment tool is routinely used at all contacts with young people under the age of
16 who access the sexual health service and for any 16 to18 year olds for whom there are any
concerns. The tool incorporates questions to prompt practitioners to consider the risk of child
sexual exploitation and questions are also routinely asked about alcohol and substance misuse, as
well as mental health issues. When safeguarding concerns are identified, the tool includes a
flowchart guiding staff on the actions they must take”.

Re: CAMHS
“We saw and heard case examples of vulnerable children being effectively supported by a coordinated multi-agency approach. The provision of a substance misuse worker based in the
CAMHS adolescent team facilitates close co-operative working between the CAMHS practitioners,
Addaction, the youth offending team (YOT) and the gang lead worker”.
“Most key decisions about CAMHS cases, such as the need to refer a child or young person to
additional services or to close a case, are made through discussion with the practitioner’s
Page
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manager or through a multi-disciplinary team meeting. This supports practitioners in their
work
with complex cases and minimises the risk of drift or poor decision making”.
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Re: School Nurse Service Re: School Nurse Service
“The school nursing service is offering the Healthy Child Programme for children aged five to 19yrs
to all schools in Greenwich and the majority have welcomed school nursing input. It is positive that
the school nursing service is offering weekly ‘drop ins’ to all secondary schools, this supports young
people accessing advice in an environment they are familiar with and at a time suitable for them”..

Re: Health Visiting
A young mother and her three year old child had fled domestic abuse and were living in a local
refuge. The child was exhibiting challenging behaviour which mother was finding extremely
difficult to manage.
The specialist domestic abuse health visitor was able, together with the refuge worker, CAMHS
and the mother to draw up a care plan which included strategies for managing his emotional
distress.
Consistent support was offered by all three workers over an eight month period and with time the
child’s behaviour settled. The mother was encouraged to access therapeutic help which improved
her relationship with the child and the cycle of abuse.
The specialist domestic abuse health visitor was able to coordinate appropriate health services
when the woman and her child moved to another borough, where she is accessing universal
services.
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Oxleas Safeguarding Children Governance Structure June 2017
Director of Nursing
Executive Lead for Safeguarding Children
& Safeguarding Children Committee Chair

Medical Director
Dr Ify Okocha

Jane Wells
Designated Nurses
Greenwich: Anita Erhabor
Bexley:Jill May
Bromley:Sadie McClue

Safeguarding
Administrator, Children
& Adults
0.5 WTE
Mandy Shoesmith

Head of Safeguarding Children
and Lead Named Nurse
1.0 WTE
Jane Downing

Named Nurse
(Bexley)
1.0 WTE
Rachel Lanlokun

MASH Health
Professional
(Bexley)
1.0 WTE

Safeguarding Children
Lead, AMH
(Greenwich)
0.6 WTE
Richard Anderson

Safeguarding
Children Specialist
Practitioner, AMH
(Bexley & Bromley)
0.6 WTE
Ruth Ashworth

Designated Doctor Bexley
Dr Sarah Ismail

Named Doctor
Adult MH & LD
Dr Kemi Mateola

Designated Doctor Bromley
Dr Jenny Flavill

Designated Doctor
Greenwich
Vacant
Named Doctor CYP
Dr Renee Sharpe
Named Doctor
Dr Jane Dickson
CASH services, CSE FGM

Named Nurse
(Greenwich)
1.0 WTE
Michele Sault

Named Doctor CYP
Paediatrics, Bexley
Dr Moneesha
Bhargava

(Greenwich)
Safeguarding Community Nurse Specialists 2.0 WTE
Safeguarding MASH Health Professionals 2.0 WTE

Key
Management Accountability
Supervised By
Professional Accountability
Named & Specialist Safeguarding
Children Leads within Oxleas
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Progress against Safeguarding Children Strategy / change
•

Effective Safeguarding Children Framework

‘Safeguarding children roles, responsibilities and structures provide a framework which
supports and develops best practice. We aim to ensure joined up working via the
safeguarding children committee, safeguarding children team, management leads and
champions and that access to advice and reporting mechanisms are clear to staff’.

•

Board Level Accountability

Board level accountability for safeguarding children is held by the Director of Nursing who is the
chair of Oxleas Safeguarding Children Committee which reports to the Safety Group and thence
to the Quality Board.
The Safeguarding Children Committee membership includes directorate leads for Safeguarding
Children, LSCB representatives and designated professionals, as well as representatives from
Human Resources and Learning and Development.
The Committee reports to the Safety Group, which includes safeguarding children as a standing
agenda item.
The work of the Oxleas Safeguarding Children team is supported by directorate leads and by a
network of team based Safeguarding Children Champions.
•

Directorate Leads for Safeguarding Children

All service directorates have an identified lead for safeguarding children who is a member of
Oxleas Safeguarding Children Committee. The leads, with support from their director, will
undertake to ensure compliance with safeguarding children procedures and arrangements in
their service and are key in embedding safeguarding children good practice.
Directorates are supported to develop and produce a work plan based on the Oxleas
safeguarding children strategy together with local service priorities to progress and embed
safeguarding children within local services. Progress against directorate work plans is kept
under regular review by directorate Safety Groups (PSG) and also the Trust Safeguarding
Children Committee.
In addition, two directorates (Children and Young People and Adult Mental Health and Learning
Disability) have developed their own safeguarding children governance group to co-ordinate
and provide further support to the progress of their work plan.
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Oxleas Safeguarding Children Team Resource

There has been a small decrease in the Greenwich Adult Mental Health Lead resource this year.
The Safeguarding Children Team comprises:
Safeguarding Resource Corporate Services
Head of Safeguarding Children and Lead Named Nurse
Named Nurse Bexley
Named Nurse Greenwich
MASH Leads/Nurse Specialist Greenwich
Nurse Specialist/MASH Health Professionals Greenwich
Safeguarding Children Special AMH Bexley and Bromley
MASH Health Professional Bexley
Safeguarding Administrator (Joint Adults/Children)
Safeguarding Resource outside Corporate services
Safeguarding Children Lead Adult Mental Health Greenwich
Named Doctor (Adult Mental Health services)
Named Doctor (Community Health Services Greenwich)
Named Doctor (Community Health Services Bexley)
Named Doctor (Adult Community Services)
•

WTE/Resource
1.00
1.00
1.00
2 x 1.00
2 x 1.00
0.60
1.00
1.00
1.00 decreased to 0.60 Nov
2016
1 session /wk
2 session/wk
0.5 session/wk
0.5 sessions/wk

Safeguarding Children Champions

The network of Safeguarding Children Champions act as an additional safeguarding resource to
their colleagues in Oxleas. The number has increased this year with the addition of identified
champions in Adult Community Services.
2015/2016
2016/2017

Greenwich
68
63

Bexley
29
39

Bromley
31
30

ACS
23

Total
125
155

The Annual Champions Event was held on 17th June 2016 and was attended by 73 practitioners
The Event helps to maintain and develop safeguarding knowledge and offers an opportunity for
practitioners to network which supports ‘working together’ pathways across services.
The Event was highly evaluated and included presentations on:
•
•
•
•
•

Understanding Gangs and Youth Violence
The Refugee Child
Abuse Linked to Faith
Lessons learnt from the Myles Bradbury Case Cambridge University
Understanding perinatal Mental Illness.
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Children’s Safeguarding Champions are supported in their role by Borough based meetings
which are held twice a year.
This year two bespoke learning events were held for the Adult Community Services Champions
(ACS). In June 2016 a joint adult and children’s safeguarding Champions forum was held this
included awareness of FGM support services for women and girls, the legal framework and the
mandatory reporting duty. Learning from a case study was used to high light the importance of
considering the needs of children when a parent present with a chronic illness. The March
2017 forum concentrated on raising awareness of neglect and responding to domestic violence
and abuse.
For the coming year it is anticipated that the ACS champions will join their respective Borough
champions Forums which will be more in keeping with the newly structured Borough based
adult services.
Oxleas Representation at Borough Safeguarding Children Boards and Subgroups
The Trust works in partnership with, and is fully engaged with, the three local Safeguarding
Children’s Boards (LSCBs) of whom we are statutory partners. The Trust has consistent, active,
representation at all LSCB Boards and sub groups.
Bromley
Bromley Safeguarding Children Board Member: Director of Nursing, Jane Wells
Quality Assurance and Performance Management (QAPM):Head of Safeguarding Children
Serious Case Review (SCR) Group: Oxleas is no longer required to have a representative
Child Death Overview Panel (CDOP): Oxleas representation is not required.
Bromley Health Forum: Head of Safeguarding and Bromley CAMHS Consultant Nurse
CSE Multi-agency Meeting – Bromley CAMHS Consultant Nurse
Bexley
In 2015 Bexley introduced ‘Back to Practice’ an LSCB Innovation project funded by the
Department of Education. The new structures and working practices have had time to embed
over the last year and to date have been reviewed positively. The 3 key objectives agreed were:
• To ensure the Board has a direct line of sight to front-line practice.
• To improve reflection and learning from practice.
• To make sure the BSCB co-ordinates and drives through quality and effectiveness
improvements.
Bexley Partnership Board Members (meets twice a year): Deputy Chief Executive, Helen Smith
and Head of Safeguarding
Quality and Effectiveness Board (meets 8 times a year): Head of Safeguarding
Bexley Learning Hub: Bexley Named Nurse, AMH Specialist Advisor, CAMHS representative
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The Hub replaces the Quality and Audit sub-group and the Training sub-group. Learning from
the MASE will also be shared through the Learning Hub.
CSE MASE: Head of Safeguarding
Serious Incident Sub Group SISG: Head of Safeguarding
Child Death Overview Panel CDOP: Dr Thomas Jacob
Greenwich
GSCB Board Member Board: Director of CY&P Stephen Whitmore
Multi-Agency Challenge Group MAC: Head of Safeguarding
GSCB Audit Sub Group: Head of Safeguarding
Serious Incident Sub Group: Head of Safeguarding
Child Death Overview Panel CDOP – Dr Grace Pereira
Learning and Development – Richard Anderson, Michele Sault
‘Toxic Trio’ Group: Safeguarding Children Lead AMH - Richard Anderson
Communications and Engagement: Greenwich Safeguarding Advisor
Greenwich Health Forum: Greenwich Named Nurse Michel Sault, Ellen Shelly Richard Anderson.
Violence Against Women and Girls Sub Group: Named Nurse Michele Sault
•

Oxleas Representation at MARAC (Multi Agency Risk Assessment Conferences)

Oxleas is engaged with all three borough MARACS. MARAC is a model of multi-agency
intervention in high risk domestic abuse cases which involves risk assessment and safety
planning. Evidence suggests that this reduces recidivism even among those victims and
children most at risk as well as yielding improvements in professional practice.
Oxleas practitioners make very few referrals into MARAC. The majority of referral to the
Borough MARCs are throught the Police. Since the launch in 2015 of the Practitioners MARAC
guide there is evidence to suggest that there is an increase in the function of the MARAC.
In Greenwich the Safeguarding Team have set up a process whereby GP's are now informed of
their clients who are discussed at MARAC, they contribute to the information sharing and are
informed of the outcomes.
Bromley MARAC
Oxleas are represented by the senior SW, LIT team.
Greenwich MARAC
Oxleas are represented by a nurse specialist from the safeguarding children team and a
SW/AMHP.
A system has recently been put in place whereby GPs are informed of the outcome of MARAC
decisions in cases where there are children.
Bexley MARAC
Oxleas is represented by a health visitor and a SW adult mental health.
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Greenwich and Bexley Multi – Agency Safeguarding Hubs (MASH) updates
Greenwich MASH – has 2 full time health professionals. The Named Nurse for Greenwich
provides a monthly brief to the Greenwich Designated Nurse on MASH Activity. The Named
Nurse as the Line Manager of the MASH health professionals attends the regular Operational
Multi-Agency meetings and the Head of Safeguarding Children attends the MASH Strategic
Meeting chaired by the Head of Children’s Social Care.
This year MASH checks are up by 40 % there is also a significant increase in requests for health
checks being asked for before making a decision on a MASH check. Neglect and domestic
abuse/violence remain a recurring theme for referrals to Social Care. Observation of local gang
activity has shown a trend for girls to move between numbers of different gangs.
Bexley MASH - has 1 full time health professional. Due to chances in the MASH operating
procedure and periods of sick leave it has not been possible to develop a MASH data set until
the end of this year.
Bexley has introduced a MASH Steering Group which is attended by the Head of Safeguarding
and is chaired by the Deputy Director of Children’s Services.
Safer Recruitment and Human Resources Processes
Oxleas has a designated senior Human Resource professional to ensure arrangements are in
place with regards to the management of allegations against staff, including reporting
responsibility to the local authority designated officer (previously known as the LADO) as
follows: Named Senior Officer, Director Human Resources, HR representative, Head of
Operational HR.
The number of allegations during the year concerning Oxleas staff has remained very low.
These cases are usually not typical allegations in that they have arisen as a result of staff
behaviours outside and not within the workplace. Nevertheless the same robust processes are
followed in assessing and managing any potential risk for service users.
Oxleas adheres to the NHS six employment check standard. Oxleas has adopted a higher level
of criminal record check than is required under NHS employer checks.
The Oxleas safer recruitment e-learning package has been defined as an Essential Skill for all
managers involved in recruiting staff. Compliance with this standard is monitored monthly and
has been consistently ‘Green’ across the year 2016/2017.
In April 2016 the details of the NSPCC ‘Whistleblowing Advice Line’ were added to the Raising a
Matter of Concern (whistleblowing Freedom to Speak up) Policy.
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•

Development of Knowledge and Skills

‘Children and families need safe, confident practitioners. Staff will demonstrate the values and
competences required to effectively safeguard and promote the welfare of children. Compliance
with mandatory safeguarding children training will be monitored. We will ensure that all learning
provision enables practitioners to enhance their skills and competence (beyond updating) supports
organisational learning from experience and remains reflective of the current context and
evidence’.
•

Safeguarding Children Learning

The trust continues to demonstrate excellent compliance with core updating expectations,
aligned to the Intercollegiate Document 2014. The following mandatory updating compliance
levels were evidenced across the trust as a whole at the end of March 2017:
Updating level / requirement
Level 1
Level 2
Level 3 Core
Level 3 Specialist
Prevent Awareness (levels 1 & 2)
Prevent Practice (WRAP; on trajectory)
Safer Recruitment & Selection

Compliance rate at 31/03/2017
93.13%
95.98%
89.05%
91.79%
87.21%
62.68%
96.38%

The trust increased its level of assurance in relation to basic awareness (at level 1) in 2016/17,
requiring a significant proportion of the approximately 860 staff members in the level 1 target
audience who had not done so in some time to update their safeguarding children learning.
Strong and positive commitment was demonstrated by the staff in question. Within 6 weeks of
the policy change (on 23/09/16), which had reduced the baseline compliance position to 48%,
the 80% target had been exceeded and previous strong performance has been maintained
since.
At the same time, we introduced new Prevent learning requirements, comprising ‘Awareness’
(levels 1 and 2) and what we have termed ‘Practice’, with the latter requiring participation in a
WRAP (Workshop to Raise Awareness of Prevent) workshop. At the point of introduction,
evidenced Awareness compliance was less than 8% of the target audience comprising some
2,000 staff. Prevent Awareness compliance exceeded the 80% target in less than 4 months. By
year end we had also captured almost 63% of the Practice audience (some 1,500 staff), from a
baseline of just 8% and incremental gains continue to be made month on month, to date
continually ahead of trajectory.
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In addition to core safeguarding and Prevent updating, the trust continues to require
accountable recruiting managers to complete Safer Recruitment & Selection learning. As at the
end of March 2017, 96% of the target audience were compliant with this requirement,
performance having been strong throughout the year.
As target audience sizes differ, to support interpretation, we note that taken together, 92.96%
of all mandatory safeguarding children learning requirements (all levels plus Recruitment &
Selection) were met across the trust as a whole at the end of March 2017.
To focus purely on compliance with minimum updating expectations as defined by our
Mandatory Training Policy would be to overlook the host of learning and updating which takes
place over and above minimum standards. We have a range of learning and updating
mechanisms in place to support development of staff competence in relation to safeguarding
children. To recognise the wealth of developmental activity which our workforce engages in,
the following sections therefore set out the full range of safeguarding learning which took place
between April 2016 and the end of March 2017.
•

E-learning

The numbers of staff who completed e-learning courses contributing towards the development
of safeguarding children competence are summarised on the next page. To support
interpretation, we note that a number of staff have completed more than one e-learning
course. Also, to avoid any ‘double-counting’, where Prevent Awareness is incorporated in other
provision, it has not been listed separately below. What follows consequently under-represents
total safeguarding learning activity which took place in 2016/17. The total is presented purely
for illustrative purposes, including rough comparison with the previous year’s activity.
E-learning course
Level 1 Awareness
Level 2 Introduction
Domestic Abuse
Safer Recruitment & Selection
Forced Marriage
Child Sexual Exploitation
Female Genital Mutilation
Indicative total (as some staff have completed
more than one piece of e-learning relating to
safeguarding children)

Staff Number
1105
595
513
102
29
109
134
2587

Coinciding with the policy change referenced above, we introduced an updated awareness elearning package for staff required to access level 1learning, including Prevent awareness
content. As can be seen above, the proportion of the workforce who completed this learning
was significantly greater than the number of staff required to update at level 1.
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We also revised our level 2 e-learning offering in 2016/17, to ensure up to date coverage of
topical issues in safeguarding children.
It is worth noting that total e-learning activity has exceeded that seen in 2015/16 over and
above the impact of policy change referenced here. A total of 1,846 completions were recorded
in the previous year, compared with 2,587 this year.
•

Face to Face Learning

In terms of face to face learning, the trust continues to offer a number of options in addition to
programmes available via Local Safeguarding Children Boards. Uptake rates for these
programmes between April 2016 and March 2017 are summarised below, set against uptake of
external safeguarding learning. As with e-learning, it should be noted that a number of staff
have accessed more than one course in the year covered by this report, thus the totals shown
should be treated merely as illustrative of the total volume of learning activity.
Face to face course
Internal (including commissioned) learning
Level 3 Introduction for staff working in MH / LD
services (focussed on issues of parental mental
illness)
Level 3 Introduction for all other staff (primarily
those working with children)
Level 3 update courses (various including
service specific sessions and the safeguarding
children champion’s forum)
Domestic abuse
Prevent WRAP (including WRAP Trainers)
Other one-off update sessions
(Internal total)
External learning
Safeguarding Children Board learning (various)
Other external learning (including that
completed with other employers)
(External total)
Indicative total (as some staff have accessed
more than one safeguarding children course)

Staff Number
91
117
500
98
972
19
(1797)
23
45
(68)
1865

The significant overall activity increase since 2015/16 is replicated in terms of face to face
learning. Again, this increase is greater than that accounted for by the introduction of new
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Prevent (WRAP) learning expectations. We recorded 1,865 face to face learning attendances in
2016/17, compared with 907 in the previous financial year.
As can be seen from the above, internal learning (including that commissioned from the
University of Greenwich) continues to be very well utilised. Uptake of Local Safeguarding
Children Board provision appears low in comparison. It should however be noted that
comprehensive attendance records have not been consistently shared in 2016/17, thus firm
conclusions about activity levels cannot be drawn on the basis of the available data.
•

Overall Participation Trends

Taken together, we recorded 4,452 safeguarding children learning completions in the financial
year 2016/17, a significant increase on the previous year (2,753 completions). A total of 3,068
members of staff completed at least one piece of safeguarding children learning, be this
through face to face course attendance or e-learning. 1,020 completed more than 1 piece of
learning in-year. Of particular note is the finding that 68 individuals (the majority working in
Children & Young People’s Services) completed 4 or more relevant courses during the financial
year 2016/17.
•

Future Provision Plans

The Oxleas learning programme having been revised relatively recently, no major provision
changes are planned for 2017/18. Enhanced opportunities for those who wish to explore
practice issues in more detail as part of their safeguarding updating at level 3 (introduced last
year) are being well evaluated and will thus continue into next year. A key focus for the year
will be delivery of the trajectory plan in relation to Prevent (WRAP workshops) for the level 3
target audience, with the aim of exceeding the 80% target rate by year end.
We will of course continue to update the detail of face to face learning content in line with
recent lessons learnt and to appropriately reference current topical issues in safeguarding. We
also plan to revise our Safer Recruitment & Selection e-learning in the latter part of the year, to
ensure the content continues to mirror current policies and alongside enhance practical skills
coverage to support safe recruitment practice development.
•

Continuing professional Development

Oxleas has supported a small number of practitioner to complete the MSc Advanced practice
programme, Safeguarding Children and Young people.
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Mainstreaming Safeguarding Children
‘Safeguarding and promoting the welfare of children will be reflected in all areas of the Trust's
activity and business. Managers and staff across the organisation have a key role to play in
promoting practice which keeps the child in focus and listens to the voice of the child.
Performance is monitored and reported through governance arrangements, up to the Board.’

•

Referral Activity

Referral activity 2016/2017 and previous year’s activity
CYP
Universal

Borough

AMH
15/16

16/17

15/16

16/17

15/16

16/17

BEXLEY

16

17

6

9

8

25

BROMLEY

22

33

12

19

N/A

GREENWICH

21

12

14

26

33

59

CAMHS

62

32

54

41

Other
16/17

15/16

1

0

31

51

N/A

0

0

34

52

48

2

0

70

86

73

15/16

TOTAL

3

0

135

16/17

189

2015/2016 referral activity
2016/2017 referral activity

The overall number of referrals has increased this year. However it is felt that this is not a true
picture and there is likely under reporting as this figures requires practitioners to notify the
Head of Safeguarding when a referral has been made. The majority of referrals are made by
Children’s Universal and CAMHS services. Practitioners have been reminded that they must
copy the Head of Safeguarding into any referral made to Children’s Social Care.
The recent CQC CLAS Inspection 2016 identified that referrals were not consistently of a good
enough standard and suggested they are reviewed by a manager/safeguarding team prior to
submission. This would not be a practical approach and could cause unnecessary delay in
getting the appropriate help to a child. All referrals received by the safeguarding team are
reviewed for quality and appropriateness. Feedback is always given when a referral falls below
standard, good referrals are also noted and positive feedback given. Guidance for making a
referral to Children’s Social Care has recently been developed for Adult Mental Health
Practitioners. The guidance is available on the Ox and has been disseminated through the
Safeguarding Children networks.
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•

Safeguarding Children Data Collection

The provision of accurate, timely safeguarding children data has been a challenge over the year
however progress has been made.
There are two strands to the work, recording safeguarding data for those who work with
children and services who work with adults who must record information about a child or
children in the client network.
Regular meetings have been set up with the RiO transformation team focusing on the two
stands of work. The RiO form to be used by those working with children was designed and
piloted in March 2016 by a range of practitioners. The feedback was positive and after a few
minor changes the form was launched in June 2017. It is hoped that the form will support
safeguarding practice but will also help to identify vulnerable groups of children e.g. those at
risk of CSE, domestic violence and abuse.
The form to be used by adult facing services has taken a little longer to develop and due to a
technical problem the launch date has had to be postponed until August 2017.
The provision of accurate data to meet our KPI’s remains on the Safeguarding Risk Register and
will remain a priority for the coming year.
Safeguarding Children Supervision
Health Visitors are required to receive safeguarding supervision every three months and School
Nurses every School Term. Compliance is set at 90%. Greenwich and Bexley compliance rates
for these two staff groups has been excellent across the year with dips below the 90% being
generally due to long-term sickness or maternity leave.
CAMHS Safeguarding Supervision is incorporated into clinical supervision. Cases where a child is
subject to a Child Protection Plan must be discussed every 6 weeks. The data is collected
manually every month. An exceptions report is provided quarterly where the compliance rate
has fallen below 100%.
The Safeguarding Team provides group supervision to practitioners in Specialist Children’s
Services but we have not yet reached the 90% compliance figure. The Head of Safeguarding and
the Head of Specialist Nursing Services are meeting to review the data.
Learning from Experience
‘We will examine the quality and impact of practice using quantitative, qualitative and outcome
measures. We will systematically learn through experience (including Serious Case Reviews,
incidents and complaints) and ensure that services are developed and monitored which promote
children’s welfare.’
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Oxleas Serious Incidents Level 4 Inquires and Serious Case Reviews (SCR)
Greenwich
CASE 1
• Level 4 -Death of a 3 month old baby due to abuse. The case identified the vulnerability
of the parents due to individual mental health problems and isolation. Poor engagement
with services. A Police investigation is on going.
Key Learning from the review has included the ‘invisibility of men’ information about
fathers and adult men in the household must be asked for by Health Visitors and
recorded on RiO.
When a referral has been made to Children’s Social Care by Adult Mental Health
Services the case must not be closed until the outcome of the referral is known.
SCR - Overview Report Child V – the final report is pending
Greenwich
CASE 2
• Death of an 8 week old baby due to series injuries whilst in the care of the parents.
There was minimal involvement from Oxleas this case did not meet the criteria for an
internal Level 4 investigation. A Police investigation is on going.
Key learning – Where English is not the first language consideration must be given to
the use of interpreters at all points of engagement with health services. Again in this
case there was a lack of information about the birth father and a lack of ‘professional
curiosity’.
SCR – the Overview Report Child U has not been published due to
ongoing Police investigations
Greenwich/Medway
CASE 3
• Level 4 - Death of a 16 year old girl from diabetic ketoacidosis. There were concerns
regarding the management of the young person’s health and adolescent neglect. The
teenager was known to the Greenwich Diabetic Specialist Nursing Team. At the time of
her death care was being transferred to Medway where she was living with family.
Key Learning – where services are jointly provided by the Community and Hospital there
should be clear pathways for information sharing, joint case discussion with care plans
clearly recorded. Where a child is under 16 years their competency must be assessed
and recorded. Where there is a pattern of a child not attending appointments
consideration must be given as to whether there are safeguarding concerns. Cases of
concern should be brought to supervision and consideration given to the use of a
chronology to assist analysis.
SCR – Medway Safeguarding Board initiated a Serious case review the final report is
pending.
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Greenwich
CASE 4
• Oxleas Board Level Enquiries and SCR - The death of a Mother who took her own life
and those of her 2 children aged 3 and 9 years. Mother had mental health, housing and
financial difficulties.
SCR – work on the Overview report Family W is ongoing.
Bexley
CASE 5
• Level 4 - Death of a 46 week old baby with complex health needs. The primary cause of
death was given as Acute Hypoxic/ischemic brain injury. There were concerns about
parent’s engagement and compliance with health advice. The case showed an emerging
pattern of neglect which was not identified by practitioners.
Key Learning – the early recognition of neglect and responding to it. A number of joint
learning events for Health Visitors and Specialist Children’s Services were set up to raise
awareness of neglect. Representatives from Bexley MASH and the Children’s Disability
Service were invited to lunch time workshops to promote working relationships through
a shared understanding of roles and working practices. The review also highlighted the
importance of using a chronology to help analysis concerns and the importance of
bringing cases of suspected or identified neglect to safeguarding supervision. This case
also identified examples of ‘Disguised Compliance’.
Bromley CAMHS
CASE 6
Level 4 – 15 year old LAC admitted to the age appropriate bed on Millbrook Ward
Queen Mary’s Hospital detained under Section 2 of the Mental Health Act. Due to the
lack of suitable appropriate beds the stay lasted 30 days until a transfer was achieved.
Outcome – Following learning from this and other cases the age appropriate bed
allocated on Millbrook ward for adolescents aged 16 and 17 years old has now been
closed.
Bromley CAMHS
CASE 7
Level 4 - 17 year old detained by police on a Section 136 MHA for a mental health
assessment. After a medical assessment at the Princess Royal University Hospital (PRUH)
A&E he was transferred to the Health Based Place of Safety (HBPoS) at Green Parks
Hospital. After the s136 expired he stayed at HBPoS (4 days) until a suitable placement
could be found.
Bromley CAMHS
CASE 8
Level 4 – 16 year old boy under CAMHS attempted to murder his girlfriend.
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Bromley CAMHS
CASE 9
SCR - 17 year old murdered by a 16 year old 'boyfriend' in 2014 she had been known to
Bromley CAMHS in 2011/2012.
In January 2017 the new BSCB Independent Chair felt this case had not been adequately
reviewed. The decision that the case met the threshold for an SCR was notified to
Partners in June 2017.
This year has seen an unusably high number of Serious Case Reviews this pattern has continued
into the new year. None of the final Overview Report have been published. In cases 1 and 4
part of the SCR process has included a learning event for practitioners directly involved in the
case and their managers these were chaired and facilitated by the respective overview author
and SCR Panel Chair for each case. Feedback from practitioners who have attended has been
that it was a positive learning experience.
CAMHS will include learning from their Level 4 investigations in this Autumn’s Annual
Safeguarding Update.
•

Audit Activity

List of Multi-Agency and Internal Audits completed
Internal Audits
Audit of Referrals to CSC by Beley and Greenwich HVs and SNs
Re- Audit Supervision Adult Mental Health Services
CAMHS Child Protection Record Audit
Bexley:
Domestic Abuse – a Multiagency Perspective on Practice
Improving Multi-agency planning and decision making in Child Protection Conferences.
Greenwich:
Female Genital Mutalation FGM Questionnaire
Child Sexual Abuse Audit
Multi-Agency Deep Dive into High Risk Adolescents
Bromley :
Deep Dive’ Audit Neglect
Child Sexual Eploitation Audit
This year Oxleas submitted their S 11 Audit to the BSCB using the traditional format. The Head
of Safeguarding Children presented the report to the BSCB ‘Scrutiny Panel’. Additional
assurance was sought in respect of practitioners knowing who the Trust Lead for CSE was and
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how were CAMHS practitioners supported in asking difficult questions in respect of domestic
violence and abuse. The Safeguarding Children Policy and procedures will be updated to
indicate that the Head of Safeguarding is the point of contact or Lead for partner agencies for
all groups of vulnerable children. The CAMHS annual safeguarding Training will address the
issue of asking difficult questions in relation to domestic violence and abuse.
•

Engagement with Service Users

We currently have a number of methods of gathering user feedback and structures that allow
us to systematically analyse, report on and respond to this feedback. At a service development
level we often undertake one-off feedback exercises through online surveys, paper
questionnaires and focus groups about areas of our services that we feel may need
improvement. This work is overseen by the Patient Experience Group (PEG), made up of senior
staff from across our Children and Young People’s Directorate. All feedback received through
surveys etc. along with complaints, compliments and informal grumbles are taken to monthly
meetings where they are discussed and action plans are set.
Young people with experience of CAMHS have informed the development, design and décor of
a new mental health unit in Greenwich and have also been involved in developing some CAMHS
practice guidance. Young people have also been involved in staff recruitment and the ‘Bursting
Stigma’ group which is an active consultation and young people’s support group
3. Priorities for the Year Ahead
•
•
•
•
•
•
•

Promote use of the new Safeguarding RiO forms in children’s and adult services.
Production of an improved safeguarding children data set.
Focus on raising awareness and increasing practitioner confidence in respect of
recognizing and responding to Neglect CSE and FGM.
To raise awareness of the particular vulnerabilities of children under 1 year of age, safer
sleep and abusive head trauma.
‘Think Family’ adult focused services must always consider the needs of children in their
client network.
Learning Lessons from Serious Case Reviews set up joint learning events for adult and
children’s services.
Supporting through membership of the steering group the University of Greenwich
‘County Lines’ project.

Oxleas works in close partnership with local LSCBs and there will be times when the focus of
work shifts to another group of vulnerable children which we would support.
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Challenges
•
•
•
•

Maintaining a focus on safeguarding children with new Borough based adult services.
Competing pressures ‘smarter working practices’ maintaining a safeguarding children
focus in all service areas.
C & Y P commissioning of services – the tending process can result in unintended
safeguarding children risks eg timely transference of records.
Conclusion

Safeguarding children is not immune to the ever increasing stresses and pressures experience in
the NHS today. Safeguarding children must continue to strive to be a key priority for the Trust.
The team will work together with services to improve and enhance safeguarding children practice in
line with research evidence and best practice guidance. We will continue to work collaboratively
with our partner agencies to ensure we achieve the best outcomes for children. We will build on the
successes of the last year and work hard to address the areas that need improving.
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Introduction / Executive Summary
The purpose of this report is to inform the Trust Board of the safeguarding adult activities
undertaken within the organisation for the year 2016 – 2017. It aims to provide assurance of
compliance with local multi-agency guidelines, sections 42 to 46 of the Care Act 2014 and the
fundamental standards in relation to safeguarding described in the Health and Social Care Act
2008 (regulated Activities) Regulations 2014: Regulation 13.
This is the first annual report for safeguarding adults produced by Oxleas NHS Foundation Trust.

2. Governance and Accountability
•

The organisation
We provide a wide range of health and social care services in south east London, specialising
in community health, mental health and learning disability services. We have a workforce of
around 3,500 people including many highly skilled health and social care professionals. We
have over 125 sites in a variety of locations across the London Boroughs of Bexley, Bromley
and Greenwich and into Kent.
In 2016/17 our services were restructured around our three main geographical areas, with an
additional two specialist directorates, Forensic & Prison Services and Children & Young
People’s Services.

•

Safeguarding Team Structure

Within the organisation there are 3.0 WTE Heads of Social Care who contribute to safeguarding
adults.
•

Organisational Leadership
The Chief Executive has overall accountability for safeguarding within the organisation. The
Director of Nursing is the executive lead for safeguarding adults and children and reports to the
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Trust Board in this area of responsibility.
The Head of Mental Health Legislation & Safeguarding Adults takes a strategic lead across the
trust for the management and monitoring of practice in line with the requirements of national
safeguarding procedures, the MHA Act 1983 and MCA 2005, they are also the organisation
lead for Prevent. Safeguarding adults is 0.5 WTE of this role. Within our mental health services,
the Heads of Social Care provide local and operational leadership in relation to safeguarding
adults. The trust has a consultant psychiatrist who is the clinical lead for MCA.
The trust has 1.0 WTE safeguarding adults coordinator role, this resource has recently been
increased from 0.8 WTE . This post has been covered for the last year on an interim basis, it is
hoped to recruit into the vacancy substantively by the autumn of 2017. The coordinator role is
responsible for raising awareness, developing and implementing systems to capture activity,
promoting best practice and delivering training.
The safeguarding adult’s team shares administrative support with the safeguarding children’s
team. Safeguarding adults is 0.5 WTE of this role.
•

Safeguarding Adults Committee
The trust has a bi-monthly Safeguarding Adults Committee, chaired by the Director of Nursing
and attended by relevant staff from within the organisation and representatives from all three
Local Authorities and CCGs.
The Safeguarding Adults Committee is a sub-group of the Safety Committee which reports to
the Trust Quality Board, ensuring that relevant connections are made across the domains of
patient safety, patient experience and clinical effectiveness.

•

Policies and Procedures
The Trust Safeguarding Adults Guidance was published in April 2016. This was a new version
of the trust policy which had been rewritten following the introduction of the Care Act 2014 and
the publication of the Pan London Guidelines in February 2016. The guidance is applicable to
all Oxleas staff. It outlines the statutory responsibilities of the organisation, identifies the
governance arrangements within the organisation and provides clarity for staff on their duties
and responsibilities when they have safeguarding concerns.
In addition to the safeguarding adults guidance there are a number of trust policies in place
which have a relationship with safeguarding. These include:









Prevent Guidance for staff
Mental Capacity Act 2005 policy
Deprivation of Liberty Safeguards policy
Domestic Violence policy and procedures
Safeguarding Children policies and procedures
Disciplinary policy, procedure and rules
Mandatory training policy
VIP, Celebrity and Media Access policy

All policies within the trust are aligned to a governance group which ensures that they are
monitored, regularly reviewed and updated where necessary.
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3. Workforce Recruitment and Development
• Safeguarding Training Activity
Prevent
The NHS England – Prevent Training and Competencies Framework has been developed to
provide clarity on the level of training required for healthcare workers; it identifies staff groups
that require basic Prevent awareness and those who have to attend Workshops to Raise
Awareness of Prevent (WRAP), with the target of training 85% of Oxleas registered staff by
July 2018. The trust has a number of Home Office accredited trainers who are delivering
WRAP across the organisation. At year end the trust had an 87% compliance rate for basic
awareness and 63% compliance with attendance at WRAP – we are on target to achieve the
minimum 85% with this figure by July 2018.
In addition to the training above we have undertaken a number of other activities to raise
awareness of extremism and radicalisation across the organisation:




Our keynote speaker at the Oxleas nursing conference in May 2016 was Dr Saijan Gohel.
Dr Gohel is International Security Director for the Asia-Pacific Foundation (APF) think-tank
which provides analysis on a variety of global security and geo-political issues and is
frequently consulted by governmental and military bodies, such as NATO on the subject of
combating terrorism and radicalisation. Dr Gohel kindly agreed for the lecture to be filmed
and to be used as a teaching resource on our internal intranet.
The Oxleas Safeguarding Adults coordinator presented Prevent awareness sessions at
both the 2016 Oxleas HCA conference and 2016 Annual Oxleas Safeguarding Children’s
Champion event, both of which were received with positive feedback from attendants.

MCA and DoLS
The trust provides both face to face and e-learning sessions for staff in relation to the MCA and
DoLS. The e-learning sessions are mandatory for all professionally registered staff. Newly
qualified nurses attend a MCA & DoLS session as part of their preceptorship programme. At
year end the trust reported 97% compliance with the e-learning requirements.
Other activities undertaken to raise awareness across health services of MCA & DoLS include:



In October 2016 we hosted a GP master class for Doctors working across Bexley, Bromley
and Greenwich.
In March 2017 we delivered a session in relation to MCA at the Bromley CCG GP
safeguarding evening.

Safeguarding Training
Whilst NHS England has produced a draft Intercollegiate Document to provide guidance about
levels of training expected for different healthcare staff groups, formal publication has been
subject to several delays and we continue to await publication.
In 2016 the trust reviewed and updated its safeguarding adults training in line with the Care Act
and the pan London guidelines whilst also taking account of the draft Intercollegiate Document.
Anticipating differing content requirements for different staff groups, we have put in place new
tailored safeguarding offerings.
We developed a basic awareness e-learning package which covers with both safeguarding
adults and children. This learning is mandatory for all staff who do not have direct client
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contact. The programme covers the law in relation to safeguarding, types of abuse (including
domestic, modern slavery and radicalisation) and addresses all of the knowledge and skills
identified for level 1 training in the draft Intercollegiate Document.
We also developed a new safeguarding adults e-learning programme, covering the law in
relation to safeguarding, types of abuse (including domestic, modern slavery and
radicalisation), how to raise concerns and maintain adequate records. The programme
addresses core requirements across levels 2 and 3 in the draft Intercollegiate Document and
its completion is mandatory for all staff who have client contact.
Within our integrated teams some staff are also able to access additional safeguarding training
via the Local Authority – mainly SAM and Enquiry officer training. Each Local Authority has
different levels of training and this is provided and recorded in different ways. We are working
with our partners to capture this information in a structured way.
Taken together with MCA/DOLS input and Prevent workshops, this learning covers the level 3
requirements outlined in the draft Intercollegiate Document.
The detail of national expectations is subject to change between draft and final versions of the
Intercollegiate Document. Whilst we await publication, we therefore continue to monitor
compliance with current trust policy, which requires all staff to complete safeguarding adults
learning at a minimum on a 3-yearly basis. At year end we recorded a compliance rate of 92%
with this expectation.
We will review our provision and adapt our compliance monitoring arrangements accordingly
following national guidance publication. We are confident that our arrangements are already
well aligned with the anticipated guidance. To illustrate this, we have set out the current
compliance picture based on the latest draft of the Intercollegiate Document available at this
time. It is based on the assumption that, akin to Safeguarding Children arrangements, there will
be a matrix of learning solutions contributing to the development and maintenance of
competence at the appropriate levels. An indication of what this might look like based on the
draft guidance is summarised in Appendix B. Although not currently referencing Intercollegiate
Document ‘levels’ in its monitoring, Oxleas has already taken active steps towards ensuring full
workforce compliance with the anticipated expectations and should thus be in a strong position
following national guidance publication.
.
Trust staff were trained in safeguarding and knew how to make an alert. There
were safeguarding leads for adults and for children in each team. They provided
advice to colleagues on safeguarding matters. We saw examples of safeguarding
alerts raised by staff in response to concerns.
Care Quality Commission September 2016

• Clinical Supervision / Appraisals
The trust supervision policy sets out minimum expectations in relation to supervision which are
monitored and reported to the trust board. The expectation is that all staff will receive a
minimum of one hour supervision on a six weekly basis. The trust compliance rate with this
expectation for 2016/17 was 77%. Safeguarding concerns and cases are expected to be
routinely discussed as part of the supervision session.
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All staff are required to have an annual performance development review/appraisal.
Compliance with this is also monitored and reported to the trust board, at year end the rate was
89%.
Managers had access to real time information about the training and supervision
of staff in their teams. They also received monthly reports of mandatory training,
which highlighted when staff needed to renew or complete training. This
supported the high levels of compliance with mandatory training, supervision and
annual appraisals that we found during the inspection.
Care Quality Commission September 2016
• Safe Recruitment Processes and Assurances
The trust recruitment and selection policy outlines the trust’s approach to recruitment. As a
provider of NHS services the trust is required to comply with the NHS Employment Check
Standards. The standards apply to all individuals engaged in paid or unpaid work within the
NHS.
The recruitment team adhere to standard operating procedures in respect of the six standard
pre-employment checks which cover:







Identity
Right to work
Professional registration and qualifications
Employment history and references
Disclosure and Barring Service checks
Work health assessment

In addition and where required, assessments will be undertaken to ensure that candidates
meet the requirements of the fit and proper persons test.
Compliance with the recruitment processes is monitored by the recruitment team. Regular
reports are produced for the Head of Workforce and HR detailing how many candidates have
not successfully completed the pre-employment checks process and the actions taken.
The trust temporary staffing office ensures that any agency supplying staff to the trust has
provided evidence that the six employment checks are in place as part of their recruitment
processes.
All managers involved in recruiting staff are required to complete safer recruitment and
selection e-learning. Compliance with this training is monitored monthly, and at year end was
reported at 96%.
Oxleas has a designated senior HR professional to ensure arrangements are in place with
regards to the management of allegations against staff.

4. Challenges and Achievements
•

Improvements in Practice and Patient Safety and the Delivery of Quality Services
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•



The safeguarding adults team has worked with Local Authority partners to develop and
agree a set of safeguarding forms for inclusion into the electronic healthcare record (RiO).
Developing these forms has meant that staff are no longer required to record information
twice (on the Local Authority form as well as in RiO). The use of electronic forms ensures
that information is legible and that all mandatory areas are completed. A RiO guide to
completing the forms has been developed and distributed.



The trust’s updated safeguarding adults guidance was published in April 2016 following
the release of the pan London guidance.



Over the year the safeguarding team attended 53 meetings with teams/wards to discuss
and promote the new RiO forms and safeguarding adults guidance.



In 2016, the trust established a mortality surveillance committee to receive reports on all
deaths of service users reported; whether the deaths were expected or unexpected. The
trust has a nominated lead for the roll out of the Learning Disability Mortality Review
rollout.



The trust has continued to review all Oxleas acquired pressure ulcers on a monthly basis.
For every Oxleas acquired pressure ulcer a root cause analysis is undertaken and
presented to the panel and a decision is made as to whether a safeguarding enquiry ought
to be undertaken. The trust pressure ulcer prevention strategy champions meet quarterly
and newsletters are sent out monthly.

Obstacles in Service Delivery and Resource Challenges


Trust services are delivered across three local authorities and one county council, and
whilst all authorities are working to the same safeguarding principles there are differences
in process and systems which has required the trust to adapt and vary our own
safeguarding procedures to incorporate these. This has meant that it has been challenging
to develop standardised processes across the organisation.



There is still no nationally agreed training standards and competency framework for health
services in relation to safeguarding adults. The Intercollegiate Guidance developed by
NHS England has been in draft format, awaiting sign off for 18 months. Without a
confirmed steer it is difficult to develop and commission training in relation to safeguarding.



Safeguarding adults data has been difficult to produce for the organisation. The trust has
relied on manual returns from teams to report on the numbers of concerns identified and
enquiries undertaken. The different systems in place across the boroughs as well as
across different service provisions means that data capture cannot be standardised. The
newly developed RiO forms will reduce the reliance on manual returns from some
services.



The trust safeguarding adults team is currently not resourced to provide the level of
support that is expected from staff within the organisation. The trust has a safeguarding
children corporate team comprising 9.1WTE, the adult provision equates to 2.0 WTE.
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5. Performance Data Set / Audit


SAB Self Assessments and Resulting Action Plans
The safeguarding adults at risk audit tool (SARAT) is a self-assessment audit developed by the
London Chairs of Safeguarding Adults Boards and NHS England (London). Oxleas completed
the SARAT for 2015-16 and presented the results to the local Safeguarding Adults Boards
(SAB). The SARAT identified five areas to be progressed over the year 2016-17.
Area to be progressed:
A framework to assess competency in
Safeguarding and the MCA is integrated into
existing supervision and appraisal systems.

Progress:
We are awaiting the final version of the
Intercollegiate document on safeguarding
adults roles and responsibilities to inform the
development of a training needs analysis for
safeguarding adults. We will also use this to
develop a competency framework for staff in
relation to safeguarding adults.

Your organisation has identified in Prevent
Policies and Procedures the process and
procedure for managing Prevent concerns
raised in relation to staff.

Our trust Prevent policy has been completed
to include processes for managing concerns
in relation to staff.

Your organisation delivers in accordance the
public sector Equality Duty. This is used to
inform safeguarding strategy, including taking
measures to promote equality and reduce
inequalities in access to and outcomes from
services

We have a dedicated Equality and Human
Rights Adviser within the organisation.
Our Equality Delivery System report identifies
the focus for our equality work.
We collect data on protected characteristics in
respect of all complaints and incidents.
All trust policies and procedures are equality
impact assessed to ensure that specific
groups are not disadvantaged by our
procedures and processes.

Making Safeguarding Personal has yet to be
fully embedded in our safeguarding practice.

This has been incorporated into our guidance
and e-learning programmes to ensure staff
are aware that the principle of making
safeguarding personal is at the heart of all
safeguarding activity.

Your organisation supports individuals to
access their right to an independent advocate
where an adult has substantial difficulty in
being involved in the safeguarding process
and they have no suitable representation or
support

Our new safeguarding forms specifically direct
staff to consider whether the adult requires an
advocate.
We invited The A Team from Advocacy for All
to our safeguarding adults committee to speak
about the services and training they can
provide.
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The 2016-17 SARAT identifies two areas for progress throughout the coming year:


C3 All staff working with adults at risk should receive training appropriate and work within
an environment to enable them to competently respond to safeguarding concerns and
meet the needs of adults at risk.
E. A framework to assess competency in Safeguarding and the MCA is integrated into
existing supervision and appraisal systems.
F. Work and caseloads allow practitioners to manage safeguarding appropriately.



F1. The principle of Making Safeguarding Personal is at the heart of the organisation’s
practice.

Action plans for these two areas will be agreed and monitored via the trust safeguarding adults
committee.
•

Summary / Overview of Dataset and Action Plan
The trust is required to complete a quarterly safeguarding adults dashboard for the three
Clinical Commissioning groups (CCGs). The dashboard asks for data in relation to four main
areas – referrals, MCA, training and other process indicators.


Referrals – as previously stated the trust has been relying on manual data returns to
capture activity. These returns are not always received in a timely manner and are not
always accurate. Previously we had been able to cross check the numbers reported via
manual return with the numbers held by local Authority partners to ensure some degree of
confidence. However, Local Authority partners are now no longer providing us with this
data. However, we are now able to provide reports from RiO which will provide information
in relation to concerns and enquiries undertaken within our integrated services.
For the year 2016-17 we reported that 185 safeguarding concerns had been raised. Of
these concerns, 104 were deemed to meet the threshold for an enquiry under s42 of the
Care Act 2014. During the year there were four enquiries that were dealt with under the
trust’s disciplinary process as they involved allegations in relation to members of staff.



MCA – within the year we have reported that we applied for 52 Deprivation of Liberty
Safeguards (DoLS) authorisations, of which 23 were granted. We have not captured the
data in relation to reasons for authorisations not being granted, this could be a
combination of outstanding requests, refusals and withdrawals. We are currently looking at
developing an area of RiO to record DoLS activity to enable better reporting. At present
the system is largely paper-based and relies on teams informing the Mental Health Act
team of any application and its outcome.



Training – this data has been reported in section 3 above. The trust is awaiting finalisation
of the Intercollegiate Guidance before reviewing the current internal provision.
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•

Other process indicators – this section incorporates data in relation to safer recruitment
and reducing restrictive interventions.
Safer recruitment – the trust is asked to assure CCGs that all new staff have a DBS check
prior to commencing employment. The year-end figure for this was 100%. In addition the
trust are asked to assure compliance with re-checking of DBS status for those staff for
whom this is required. The year-end figure for this was 99%.
Reducing restrictive interventions – the trust was required to report on the use of all
restraints across services. Over the year the data showed a decreasing trend but it is
difficult to draw any conclusions from these numbers. The trust has not been asked to
report on these figures for the future. The trust has a restrictive practice oversight group
which continues to monitor uses of restraint.

Other Internal Safeguarding Audits
A clinical audit of compliance with the expectations of the MCA within community services was
undertaken in December 2016 alongside a re-audit of compliance amongst staff on our
inpatient units. The audit report was presented to the trust safeguarding adults committee and
the trust clinical effectiveness group. See Appendix A for report highlights.
Safeguarding adults processes will be audited in the year 2017-18 as part of the trusts regular
audit cycle.

6. External Partnership Engagement


Oxleas representation at Borough Safeguarding Adults Boards and Subgroups
Whilst we are not statutory members of the of the three local safeguarding adults boards
(SABs) the trust is committed to working in partnership with the SABs and makes financial
contributions towards the budgets of all three.


Bexley
Leadership and Executive Group – Jane Wells, Director of Nursing
SAB members – Estelle Frost, Director OPMH and Margaret Anderson, Head of Social
Care.
Local implementation network – Dr Sorinmade, Clinical lead for MCA
Best practice - Margaret Anderson, Head of Social Care.
Publicity and communication – Sara Veeramah, Safeguarding Adults coordinator
Channel panel - Lisa Moylan, Head of MH Legislation & Safeguarding Adults
MARAC – Senior Social Worker from CMHT.



Bromley
Leadership and Executive Group – Jane Wells, Director of Nursing
SAB members – Helen Jones, Associate Director OPMH and Barbara Godfrey, head of
Social Care.
Training and awareness – Grace John-Baptiste, Lead Social Worker
Channel panel - Lisa Moylan, Head of MH Legislation & Safeguarding Adults
MARAC – Senior Social Worker from CMHT



Greenwich
Leadership and Executive Group – Jane Wells, Director of Nursing
SAB – Lisa Moylan, Head of MH Legislation & Safeguarding Adults
MCA - Lisa Moylan, Head of MH Legislation & Safeguarding Adults
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SAR Evaluation Group - Lisa Moylan, Head of MH Legislation & Safeguarding Adults
Channel panel - Lisa Moylan, Head of MH Legislation & Safeguarding Adults
CONTEST PMB - Lisa Moylan, Head of MH Legislation & Safeguarding Adults
MARAC – Senior Social Worker, AMHP service
The reconfiguration of the trust Directorates into borough based services commenced in April
2017, trust representatives at SABs and subgroups has changed in line with the new
provisions.
•

Summary of Involvement in Safeguarding Adult Reviews and Domestic Homicide
Reviews, including any Themes / Learning
There has been one safeguarding adults review completed in the last year which involved the
trust. The case involved a middle-aged man who had self-neglected to death. A decision was
taken by the Bexley SAB not to publish the report as the family of the individual are still in
contact with services and despites attempts at anonymity, the detail within the report would be
too recognisable. However, the SAB have identified the following recommendations for
professional learning:
1.

Vulnerable Adults identified by Practitioners having a history of self-neglect should have
self-neglect embedded in their profiles and shared as appropriate with all key practitioners
involved in their case.

2.

Risk assessments should be considered to ensure unsafe risks are recorded and shared
as appropriate with key practitioners in their case; including asking service-users’ families
and carers for information about risk and include it in that person’s risk profile as well as
ensuring access to appropriate advice and support is available.

3.

All relevant staff should be competent to manage safeguarding adult referrals including
self-neglect and challenging behaviours when working with hard to reach groups.

4.

The Assessment and Treatment Care Pathway should be followed to ensure a patientcentred planning meeting is carried out within three-weeks, if none has been carried out
within the previous six-weeks.

5.

All In-Patients should have it recorded on admission is the patient has mental capacity as
part of their medical review on admission.

6.

When a patient is subject to an emergency admission and is unknown by the unit or
community team, a comprehensive assessment of the family or carer’s knowledge and
experience of the patient should be undertaken.

7.

Clinical teams should ensure that families and carers are fully engaged in the planning and
delivery of care and understand the Referral Pathways for Safeguarding Adults when
considering mental health, mental capacity and self-neglect concerns.

8.

Organisations should ensure collaborative working across Adult Social Care, Children’s
Social Care and Community Based Health services (including: GPs, District Nurse, and
Physiotherapists), agreeing Joint Referral Pathways and Information Sharing Protocols.

9.

A process for escalating refusal for health or social care services, when there is a concern.
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7. Case studies
• Mrs A was a 70 yr old retired lady, who lived with her husband.
In Oct 2016 Mrs A disclosed she was being physically abused at home by her husband.
The clinician contacted the safeguarding adults team to discuss how best to support Mrs A.
Staff were advised to ask Mrs A if she felt safe to go home, which she did. Mrs A was given
information in relation to support available from domestic abuse agencies within the area and
information in relation to the safeguarding adults process. A safety plan was discussed with her
which included family support, GP, domestic abuse agencies and the police. Mrs A felt safe to
go home, her next appointment was brought forward.
Mrs A brought her (adult) daughter to her next appointment. Safeguarding options were
discussed with them both. Mrs A was reluctant for a MARAC referral but said she would
contact a domestic abuse support agency, Mrs A’s daughter agreed that she could do this from
her home. A safety plan for if she felt at risk was made with her daughter. She agreed to
contact her GP who she felt would be able to provide further support. Mrs A said that she felt
validated and heard and commented “you have helped me so much”.
Later that week staff telephoned Mrs A to check on her safety. Mrs A said she and her children
met and talked openly about the situation with each other. Her children then spoke to their dad
about how unhappy Mrs A was and about how he needs to be able to control his temper more.
She reported that her husband responded favourably to this, getting upset and remorseful
about his behaviour. Mrs A had not contacted any other services, she said she felt she had
enough support from her children but would reconsider if needed.
Mrs A had decided that she did not want any further support in relation to the matter from
statutory or voluntary agencies. She had the capacity to make this decision. Staff agreed that
they would write to her GP but that a copy would not be sent to her, to avoid the letter coming
to the home address which may increase her risk. Mrs A was happy with this and explained to
staff how she felt relief and support after all this time.
Mrs A continued to attend her appointments regularly and has fed back that she is doing well.
Mrs A had never previously disclosed that she was suffering from domestic abuse. The team
worked with her to ensure that she felt safe to be at home and that she knew how to access
help in an emergency. The team enabled her to seek support from her family and to develop a
safety plan which met her needs putting her at the centre of all the decision making.
•

Ms G was a 57 year old lady with a long history of childhood trauma and domestic abuse. She
had been using street drugs as a way of coping with current crisis. Ms G’s daughter provided
her with support for daily living, i.e, shopping, cooking, paying her bills but was finding it
extremely difficult to cope, and reached the point where she no longer was able to attend to Ms
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G’s needs.
Ms G was brought to A&E by her daughter, after taking an overdose. Ms G admitted she had
no intention of killing herself but wanted to "get away from it all”.
Ms G was living in accommodation provided by the local authority. She complained of
problems with her neighbours who she said had been physically and verbally abusive to her.
Ms G reported she had reached breaking point and took an overdose. Ms G was admitted to
an acute psychiatric ward, she agreed to be an informal patient as she wished to get help.
Whilst on the ward Ms G said she felt over whelmed by the situation and did not want to go
back to her flat. She gave staff permission to talk to her daughter. Ms G’s daughter reported
she was very concerned and anxious and mother was not safe where she was living. She
informed staff that she could not do care for her mother anymore, she said that it was
impacting on her family life and that she could not guarantee her mother’s safety any more.
Staff offered Ms G’s daughter a carer’s assessment and discussed with her support available
including the ward carers group.
The trust safeguarding adults coordinator met Ms G on the ward, explained the safeguarding
process and all her different options, such as MARAC, women’s aid support, working together
with different agencies to support Ms G in being able to live safely. Ms G was informed that the
decision was hers to make and that staff would support her during the process. Ms G agreed to
work with services.
A strategy meeting was held; with Ms G, her family, local authority safeguarding manger, local
authority enquiry officer, housing officer, safeguarding lead for the police and safeguarding
coordinator from mental health services.
Ms G stated she did not feel safe going back to her flat, but could not live with her daughter,
she said she would like to live near her daughter who is in different area. A plan was agreed
which included
•
•
•
•

Housing to place Ms G in a hotel near her daughter until a permanent residence can be
made available.
After she has moved the police will deal with the neighbours in relation to the physical and
emotion abuse incidents.
Ms G will register with a new GP and a referral into mental health services can be made
to see if community support is an option.
Social services allocated a social worker to Ms G to assess if a care package is needed
and what support can be given to both her and her daughter.

Ms G was placed in temporary accommodation and she registered with a new GP in her area,
she was accepted by the community mental health team and continued to engage with positive
effects. The police were still looking into the incidents of abuse. Social services introduced a
care package to support Ms G and her daughter. They have also attended family therapy after
being referred by the GP.
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8. Future Objectives
Priorities for the year ahead include:
•

Continue to promote the use of RiO safeguarding forms and develop a reporting system to be
able to analyse the data in a more meaningful way at organisational, borough and team level.

•

Review the use of datix to effectively capture information on all concerns raised including those
which do not meet the threshold to progress to enquiry.

•

To review the current training provision in light of the Intercollegiate Guidance (once ratified).

•

To work with the Patient Safety Team and the PALS and Complaints team to ensure that
safeguarding adult concerns are identified as part of any investigation.

•

To ensure regular and appropriate representation from the new directorates to all SABs and
subgroups (as required).

•

To achieve a minimum of 85% compliance of staff attendance at WRAP.

•

To review the current safeguarding adults resource in line with the Intercollegiate Guidance
recommendations.
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Appendix A
1.0 Executive Summary of a clinical audit of compliance with the expectations of the MCA

The essence of the 2005 Mental Capacity Act (MCA) is to enshrine in law the autonomy of individuals
to make legally binding personal decisions if they have the mental capacity to do so 1. This autonomy
covers all aspects of decisions including those related to health and welfare, and an adult person of
sound mind is entitled to decide which, if any, of the available forms of treatment to undergo and their
consent MUST be obtained before treatment interfering with their bodily integrity is undertaken 2.
Where an individual lacks the relevant decisional capacity, the MCA prescribes steps to be followed in
arriving at decisions in their best interests.
About one year ago, we carried out an audit of compliance by health care professionals within Oxleas
NHSFT with the expectations of the MCA. The audit focussed mainly on the in-patient unit and its
findings informed strategies that were put in place to promote awareness as well as understanding of
the provisions and principles of the MCA within the Trust.
Initiatives were also put in place to promote staff compliance with the expectations of the MCA
regardless of whether they work on the in-patient unit or in the community.
Staff now have access to face to face MCA workshops in addition to the MCA e-learning facility and
mechanisms have been put in place to remind them to go on these courses on a regular basis. Ward
round templates have been designed to prompt staff compliance with expectations of the Act and
information leaflets have been written to advise staff, patients and relatives alike of the various
provisions of the MCA in their care/welfare. Relevant policies have also been updated and protocols
designed and put in place to ensure compliance with MCA principles and provisions.
One year on, an audit of MCA compliance by staff working in the community has been carried out as
well as a re-audit of MCA compliance on the in-patient unit using more extensive questions and bigger
sample size.
This report encompasses the report of the re-audit of compliance with MCA principles and provisions
by staff on the in-patient unit as well as the report of the audit of compliance with MCA provisions and
principles by Oxleas staff providing services in the community.
The reports highlight some improvement in compliance by staff with the expectations of the MCA by
way of seeking and documenting patient consent to the care they receive.

1

Mental Capacity Act 2005 Section 1(2)

2

Montgomery (Appellant) v Lanarkshire Health Board (Respondent) (Scotland) [2015] UKSC 11 On appeal from:
[2013] CSIH 3; [2010] CSIH 104
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There however continues to be gaps in compliance by staff with MCA principles and provisions and
more efforts are required to promote staff awareness and understanding of the MCA to ensure safe
and lawful practice within the Trust.
The essence is to promote decisional autonomy of individuals as enshrined in the Act and to ensure
that patient care is authorised through a lawful process where patient consent is absent.
The Trust will continue to provide learning platforms as well as relevant facilities to enable MCA
compliance by staff and enable their ability to continue to carry out their day-day practice in a safe and
lawful way.
10.0 Observations
The rule of the thumb adopted in data collection for this audit/re-audit is that - “what was not written
was not done”.
By and large the audit findings show some improvement in compliance by health care professionals of
various professional backgrounds within the Trust with expectations of the MCA.
The audit/re-audit findings however show the continued gap between clinical practice and the
expectations of the law. Seeking and documenting patient consent to their care/treatment is still not
routine practice either at the outset of care/ treatment or through the care/treatment process and
neither is the documentation of the lawful process employed in delivering treatment/care to patients
who have not been shown to have consented to their care/treatment.
Noteworthy is the fact that the expectation of the Code of Practice of the Mental Health Act if for the
consent of patients to be sought to their treatment even if the patient is detained under the Mental
Health Act 3.
The audit/re-audit also shows that there continues to be paucity of defensible documentation of notes
that informed the view(s) of the health care professional on whether the patient consented or not to the
intervention/treatment i.e. a narrative/summary on the patient’s ability to understand, retain, use/weigh
the information provided to them and how the patient communicated their wishes. This is especially
important as capacity assessment can be challenged and assessors of an individuals’ decisional
capacity must be able to justify their conclusions 4
Where patients were shown to have consented to their care/treatment, the audit did not take a view as
to whether the quality or quantity of the relevant information afforded the patient was complaint or not
with standards set by the Montgomery Judgment as this was beyond the scope of the audit.
Pursuing the inculcation of the culture of asking ones self- “what authority do I have to care for/treat
this patient” remains key to fully embedding provisions and principles of the MCA in everyday practice.

3
4

Mental Health Act 1983 Code of Practice
Code of Practice Mental Capacity Act 2005 paragraph 4.34
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This culture will enable staff to satisfy themselves that they are carrying out care/interventions with the
patients consent or authorising such care/intervention(s) through a process prescribed by law.
All healthcare practitioners must remember their duty to keep themselves informed of, and comply
with, legal developments that may have a bearing on their practice. 5
Comparison between the 2 inpatient audit findings
Audit question
Was consent to admission recorded on
RiO?
Was consent to initial treatment on the
ward recorded on RiO?
Was consent to on-going treatment
recorded on RiO at the most recent ward
round?
Was there evidence that information
pertaining to consent/mental capacity
assessment was copied and pasted from
previous ward rounds?

Standard
recorded
No

2015
%
61

2016
%
52

No

77

48

No

45

52

Yes

35

41

Standard
recorded
No

2016
%
54

No

69

No

72

Findings on community audit
Audit question
Was the patient’s consenting status or capacity to
consent to treatment/intervention recorded at the
beginning of the current treatment period?
Was the patient’s consenting status or capacity to
consent to on-going treatment/intervention assessed and
recorded at the most recent contact? (every contact)
In the last 3 patient contacts that included a treatment or
intervention, did the clinician make notes that informed
their view(s) on whether the patient consented or not to
the intervention/treatment ie a narrative/summary on the
patient’s ability to understand, retain, use/weigh the
information provided to them and how the patient
communicated their wishes? Please also list the
profession of the clinician for this treatment/intervention.

5

Department of Health reference guide to consent for examination or treatment, second edition 2009
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11. Recommendations
1. The recommendations made following the last audit have met with varying success and as
such remain valid.
2. Staff across the Trust should be encouraged to, as a matter of routine, document the patients
consent to their care/treatment with evidence to back up any assertions made about the
patient’s consent/decisional capacity.
3. Where appropriate, staff should authorise patient care by using provisions of the relevant
Mental Health legislation and ensure that they document their rationale/actions
4. Modern matrons should carry out spot checks twice monthly on ward round entries to ensure
that the consent of patients to their: observation level (where relevant), ongoing admission as
well as care/treatment is documented during ward rounds. All action plans derived from the
said spot checks should also be followed through.
5. Staff should be encouraged to consistently document evidence to show that the patients
consent/capacity to consent to treatment/interventions is reviewed at each contact that include
treatment or intervention.
6. Front line managers should include as a matter of routine during supervision sessions,
discussions and reflections on instances where staff observed the principles/provisions of the
MCA in their daily practice. This should include the quality of their documentation.
7. Staff should be encouraged to consistently ask themselves “what authority” they have to
proceed with patient care i.e. is it with the patients consent or is it by using provisions of the
relevant health legislation (Mental Health Act/Mental Capacity Act) or perhaps in certain cases
in compliance with a court order or more remotely common law.
8. The Trust should continue to provide various learning platforms to afford staff adequate
understanding and knowledge of the Mental Capacity Act.
9. The Trust should also continue to make available, relevant tools and “monitoring systems” to
aid staff in their understanding and compliance with expectations of the MCA in their daily
practice.
10. The Trust should set the minimum time limit within which relevant patient consent to on-going
admission/interventions is confirmed on the wards as the audit found a variation in the
frequency of ward round schedules within the Trust.
11. The Trust should revisit the issue of MCA training and updates and reclassify as mandatory
rather than essential to role.
12. Re-audits should be undertaken on “in-house basis”- by teams and directorates within the
Trust as well as by the Trust wide audit team in conjunction with the MCA steering group.
The RiO MCA folder should be updated to facilitate the quality/completeness of documentation by staff
of MCA related issues and to also ease the identification of MCA related documents/entries.
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Appendix B
We have set out here the current compliance picture based on the latest draft of the IG
available at this time. It is based on the assumption that, akin to Safeguarding Children
arrangements, there will be a matrix of learning solutions contributing to the development and
maintenance of competence at the appropriate levels

Potential Learning & Updating Expectations
An indication of what this might look like based on the draft guidance is summarised below.
ICD
Level

Target Audience
(health & social care)

Level
1
Level
2

Non-clinical, corporate
/ back-office staff
Support workers and
(non-medical) trainees

Level
3

Professionally
registered staff

Initial Learning

Update / Specialist Learning
(represents options where
multiple)

Non-Clinical Staff (Basic Awareness) E-learning
Clinical Staff E-learning

Domestic Abuse
Learning

LSAB Investigation Training
LSAB SAM Training
Other LSAB Programmes

At level 1, covering non-clinical, corporate and other back office staff, we will use the same
solution for both initial and update learning. This is due to the need to ensure that all aspects
are refreshed, as the audience will have limited opportunity to use the knowledge gained and
this may therefore degrade over time.
At level 2, covering clinical support staff and non-medical trainees, we will offer over-arching elearning, with the option of subsequent refresher by either repeating this or completing specific
more detailed learning focussed on particular areas of safeguarding adults practice (currently
Domestic Abuse).
At level 3, covering our professionally registered staff, we will require all to complete overarching initial learning. (This is actually the same learning solution as that used at level 2. We
have judged it preferable to ‘over-train’ staff in the level 2 audience than risk the opposite at
level 3.) Subsequent updating at level 3 will then consist of a range of options. Not all
registered staff will be required to operate as investigators (IOs) or case managers (SAMs) but
this learning will feature among the update / development options where applicable. Those not
required to hold specific responsibilities in their service will be able to choose a specific topic
update option (currently Domestic Abuse) or refresh their over-arching learning.
Staff at level 3 will also continue to be required to complete specific learning contributing to
level 3 competence (identified in the draft ICD and confirmed by Committee discussions),
including Prevent (WRAP), Mental Capacity Act (MCA & DOLS) and Mental Health Act (MHA).
To avoid ‘double-counting’ of this activity, however, we envisage not including it in calculating
the level 3 position. Following Intercollegiate guidance publication we may also introduce other
Page | 20

level 3 updating options, including a face to face alternative for the delivery of ‘initial’ learning.
We will review our provision once clear national guidance is in place, to ensure full alignment
and comprehensive coverage of all requirements.
Indicative Compliance Position
The anticipated monitoring arrangements set out above have been used to calculate an
indicative compliance position. To support interpretation, it should be noted that:
•

•
•

•
•

An extremely cautious analysis approach has been taken, to avoid inadvertently overstating the position. As noted at the Committee meeting, our records of attendances at
Local Safeguarding Adult Board programmes are not comprehensive. The picture therefore
almost certainly under-represents the reality of qualifying learning activity.
Only learning summarised in the figure above has been included. We have not counted
contributing Prevent / WRAP, MCA & DOLS or MHA learning.
We have only included completions against the most recent versions of our learning
solutions, where content has been mapped to the draft Intercollegiate Document. Some of
our previously delivered learning may also meet the requirements and we will undertake a
mapping exercise to determine this post guidance publication. This may result in a positive
shift in the evidenced position.
The indicative position is based on uptake data as at 13/06/17 and assumes a
requirement for all staff to update their learning on a 3-yearly minimum basis.
The whole workforce is covered ie employees currently away from active duty due to
illness, career break, maternity / paternity / adoption leave etc have been included.
The following compliance position has been manually calculated on this basis:
Draft
Intercollegiate
Document Level
Level 1
Level 2
Level 3
Overall

Staff
Required

Staff
Compliant

Total
Headcount

Compliance
at 13/06/17

66
161
220
447

744
951
1227
2922

810
1112
1447
3369

92%
86%
85%
87%
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Board of Directors
5th September 2017

Item
Enclosure

Agenda Item

Workforce and Learning Development Committee update

Item From

James Kellock, Non Executive Director
Simon Hart, Director of HR & OD
Front sheet only

Attachments

10
8

Summary and Highlights

The Workforce and Learning Development committee met on 20th September

Workforce KPI
The committee reviewed the August workforce KPI and noted the following points.
• The overall vacancy rate was largely unchanged with issues remaining in Prison services and
Bromley. The committee noted the relative success of the recent Saturday recruitment for Bromley
and the targeting of potential applicants for Bromley via social media. Further Saturday events will
continue each month.
• The committee noted the appointment of HCA psychology graduate roles. All were due to start at
the beginning of October. A review of their impact on the quality of care in the areas they are
deployed (Bromley inpatient wards) will take place in the new year
• The committee noted the reduction in supervision in August which was disappointing after the
target had been achieved the previous month. Whilst the impact of summer annual leave and the
absence of the Oxleas Learning System for a week due to upgrading was noted it was felt that this
did not constitute a sufficient explanation for the numbers falling back. Directorates have been
asked to continue their focus on sustaining this target.
• The committee considered the trend data for shift based areas in respect of roster management.
Some areas were consistently highly performing whilst others were still struggling to maintain a
consistent level of quality rostering every month. The data would be shared with service
directorates to support the ongoing performance management of roster quality.
• The committee welcomed the achievement of compliance with the PREVENT training target well
ahead of schedule but noted the potential negative impact on the target of transfers of new staff
to the trust from other services.
• The committee welcomed the sustained increase in the use of bank and noted the increase in the
size of the bank through direct recruitment and transfer of former agency workers to the bank.
Month
Bank Shifts %
Agency Shifts %

Jan-17
56.00%
44.00%

Feb-17
54.50%
45.50%

Mar-17
57.10%
42.90%

Apr-17
59.10%
40.90%

May-17
58.90%
41.10%

Jun-17
60.00%
40.00%

Jul-17
61.50%
38.50%

Aug-17
63.80%
36.20%

Month
No. of Bank Shifts

Jan-17
5694

Feb-17
5447

Mar-17
6972

Apr-17
5750

May-17
5955

Jun-17
6370

Jul-17
6546

Aug-17
6663

No. of Agency
Shifts
Grand total

4398
10092

4633
10080

5228

3975

4152

4251

4090

3375

12200

9725

10107

10621

10636

10038

Productivity Programme
The committee welcomed the excellent progress that had been made with the Productivity programme.
The work was now at a stage where it can be actively trialed with teams. This was endorsed by the
committee. Further trials will now take place with community mental health teams with the support and
input of professional leads.
South London Partnership Nursing Development Programme
The committee noted the paper on the SLP Nurse Development programme which set out an overarching
approach for the future development of nursing across the three organisations from unqualified to
qualified status. The document set out a proposed career ladder that would support the recruitment and
retention of nurses and incorporate the apprenticeship roles currently under development. The document
was a means of engaging with the existing workforce and had been shared with nursing colleagues as well
as staff side. Formal consultation on changes of role would begin in Oxleas with consultation with inpatient
band 5 nurses in October.

Changes to risk register
Risk 1502 ‘Increased demand, organizational change and funding pressures may
lead to reduced morale impacting on retention, sickness absence and patient
and staff satisfaction’

Previous
rating

New rating

4x2 = 8
4x3 = 12
(MODERATE) (HIGH)

New risks identified

Recommendations
To Note

Rating

Board of Directors
5th October 2017
Agenda Item

Staff Retention Improvement Plan

Item From

Jane Wells, Director of Nursing/
Simon Hart, Director of HR & OD
Improvement Plan

Attachments

Item
Enclosure
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Summary and Highlights
NHS Improvement has identified Oxleas as a recipient for support along with other mental health
trusts as a result of our higher than average turnover of clinical staff. NHS Improvement have
been working with us to develop an action plan to retain more clinical staff.
Following several engagement events within Oxleas and liaison with NHS Improvement’s
programme leads, we have developed the attached plan to increase staff retention across the
organisation.
The progress of the programme will be monitored via the Workforce Committee

Recommendations
To note

Improvement Programme Retention Plan
Summary
Our retention action plan for 2017 – 2020 has been developed through staff engagement via interactive workshops and with the support of NHS
Improvement. The action plan for year one is presented. The aim is to reduce the turn over of clinical staff by 2% between October 2017 and October 2018.
Approach
We have engaged with NHSi workshops in Birmingham on 18 July and London 20 September and held workshops with staff through out the organisation on
18 August, 11 September and 20 September. The purpose of the workshops was to gain a collective understanding and appreciation of factors restricting
and supporting retention, what staff expectations that motivated them to stay were. This was achieved through a self-assessment using NHSI retention
domains (exploring the retention factors “for me, my team and my organisation” and establishing “what are we doing well, how successful is this, what do
we need to revisit and what do we need to renovate” for each domain) and to co-develop an action plan which was then road tested and refined together
to agree the primary and secondary drivers and priorities for action.
Agreed priroities
Our primary driver is to reduce turnover of clinical staff from 19.4% to 17.4% by October 2018.
What does this look like?
•

For an organisation of 3600 Staff, a 20% Turnover Rate would equate to 720 leavers per annum.

•

A 2% improvement in Turnover would equate to a reduction of 72 leavers per annum.

•

A 5% improvement in Turnover would equate to a reduction of 180 leavers per annum.
1

Priorities
Our priorities have been determined by the highest impact areas identified from the engagement workshops and self assessments.
Our high impact priorites are to:
•

Focus on making first year of employment supportive, nurturing and fulfilling experience

•

Support managers to get the best out of and develop individual staff

•

Make people feel valued by an organisation that prioritises quality of care

Financial case
Our current cost of induction per head is considered to be cost neutral as it is rarely covered by temporary staffing. We want to invest £1,890 per head in
robust induction and initiation into Oxleas as this initial period is key ensuring new recruits have the opportunity to thoroughly understand the
expectations of the role and be provided with sufficient oportunity to feel valued.
Based on costings and assumptions:•
•
•
•

18.8 weeks – average time to hire
927 actual hires Sept 16 - Aug 17
705 hours of backfill required per candidate
Marginal Cost of £10.72 incurred (substantive vs agency)

2

Recruitment Costs Per Candidate
Recruitment Team Staff Costs
Stepchange Recruitment System Licence Fee
DBS Checking
Shortlisting & Panel
Total

£
£
£
£
£

149.08
19.42
28.80
632.92
830.22

Marginal cost of using agency
Band 5 Hourly Rate
Agency Band 5 Hourly Rate
Variation

£
£
£

14.48
25.20
10.72

Salary cost (exclusive of on-costs) based on mid-point of band.
Approximately 60% of Hires require a DBS Check.
2 x Band 7 for 15 hours (costed at mid-point of Band 7).

Calculated at mid-point of Band 5.
Representative hourly rate of a Framework agency.

Proposed Induction Costs
Induction per Employee (Band 5 RN)

£

1,890.00

Assuming that the Employee is supernumerary for a two week period which
includes Statutory Training, Local and Corporate Induction.
Assuming that 100% of Supernumerary Period is covered by an Agency worker.
Total Current Cost

Recruitment Costs

£769,614

£830.22 * 927

Induction Costs

£876,015

£1,890 * 927 * 50% (1 week on average)

Backfill (marginal cost)

£7,005,895

Total

£8,651,524

Investment in upfront induction

£1,752,030

Equates to 20% of current cost and potentially avoids £6.9m

Net additonal investment in induction required £1m.
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The cost of not achieving a 2% improvement in turnover would be:
•

72 staff leaving (ie 2% of total staff and 7.7% of annual new recruiitments) = £603k

Launch event and communication about retention plan
The actions are being undertaken with immediate effect by the workstream leads but there will be a Trust wide launch in January 2018 led by the
executives supported by an internal communications campaign.
To support the implementation plan the executive leadership team will:
•
•
•
•
•
•
•

•
•
•

Create capacity and expectation for intensive support for retention activities within teams
Learn from the impact of previous cash releasing efficiency saving actions taken on retention –and ensure that any future cash releasing efficiency
saving actions do not have a negative impact on retention
Promote annual reviews to identify individual aspirations and talent manage via quality improvement opportunities and clear job plans
Promote clear communication and information about the organisation and priorities / plans
Provide information about areas that staff are worried about in terms of national changes such as, Brexit, pensions, etc
Focus efforts of recruitment in CAMHS, Bromley borough and prisons as priorities
Explore incentives schemes for year 1 and 2 including paying professional registration fees for qualified staff (£120 per annum for 2 years for new
joiners only) followed by additional increments year 3 (band 5 average £1400) and beyond and offering additional increments to newly recruited
unqualified staff in the first two years (band 2 average of £591; band 3 £674; band 4 £778)
Devise and deliver communication plans to promote retention plans and progress to all staff
Support over recuritment as a healthy contingency
Make sure that all job descriptions reflect the reality of expectations of role so that there are no surprises

Governance
•
•

Measurements in red to be monitired as key performance indicators
Highlight report to Executive Committee bi-monthly (plus relevant governance committees for information)

4

Secondary
Driver
Focus on
making first
year of
employment
supportive,
nurturing
and fulfilling
experience
Executive
sponsor
Jane Wells

Action required to support outcomes
required

Lead

Time

Measurement

Trust group
monitoring

1
Develop and implement the Year 1 Promise
programme focusing on a package for
induction, preceptorship and local
development programmes. These will not be
mutually exclusive and will be worked up as
an overlapping package of 20 days in year 1 to
focus on “me, my development and my
team”.
1.1
Co-design and implement a
standardised team / ward
supernumerary induction –

Jane
Wells

Oct
2018

Year 1 Promise
Programme
implemented in
all directorates

Workforce
Committee

Simon
Sherring

Mar
2018

1.2

Lisa
Newsum
Patsy
Fung
Janice
Algar

Mar
2018

Numbers
attending and
feedback
Target
All staff from 1
April 2018
Numbers
attending
Target
All staff by
October 2018

Nurse
Executive
Committee
Therapies
Executive
Committee
Nurse
Executive
Committee
Therapies
Executive
Committee

Janice
Algar
Patsy
Fung

Mar
2018

Numbers
attending
Target
50 staff by
October 2018

Workforce
Committee

1.3

Co-design and implement a preceptor
ship-plus for all newly qualified staff
including regular meetings with
directors and professional leads and
capital nurse framework
Include preparation for being next
band ready.
Co-design and implement a staff
development programme in each
directorate – all staff 1 day a week for
8 weeks
Include in house training by our clinical
leaders

What will success look
like?

Staff will feel valued and
supported fairly as each
area will have a
standardised induction
with a defined
supernumerary status and
agreed contents. It will
seamlessly transition into
preceptorship for newly
qualified staff and into a
staff development
programme in each
directorate for all staff.
There will be opportunities
for sharing in-house
expertise.
Staff have a positive
supportive experience
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Secondary
Driver

Action required to support outcomes
required

Lead

Review and streamline the
recruitment process to speed up time
from application to start date and
enhance the interim period with
support from new team manager and
HR liaison plus a 2 week post start
review contact. Include automatic job
offers for final year student nurses in
our services.

Katy
Murray

Mar
2018

Time to recruit
Target notice
period plus 4
weeks (eg < 12
weeks from offer
of position after
interview) by
October 2018

Workforce
Committee

2
Implement Capital Nurse Programme

Jane
Wells

Ongoing

Pan London

2.1

Jane
Wells

On
going

Darzi fellow
evaluation

3
Make year 1 easy

Kim
Gilbey

Oct
2018

3.1

Kim
Gilbey &
Katy
Murray

Mar
2018

Year 1 guarantee
programme
implemented in
all directorates
Measure via staff
survey. Baseline
survey in Dec/Jan
and a repeat in
Oct 18. Target
being that a 10%

Nurse
Executive
Committee
Nurse
Executive
Committee
and
Executive
Committee
Workforce
Committee

1.4

Continue to progress implementation
of South London Partnership Nurse
development Programme:
Nursing career framework

Flexible working – promote and enable
a more open team approach to enable
staff to have more flexible working
patterns
Rostering practice – use of a flexible
working diagnostic for managers

Time

Measurement

Trust group
monitoring

Workforce
Committee

What will success look
like?
before joining the Trust
building a strong
foundation on which to
build their careers with the
Trust.
Student nurses feel valued
and trusted and that they
can continue to grow in an
environment and
organisation which they
already know and trust.

Staff will feel valued and
supported in their
development and build
strong relationship and
bond with organisation and
partners.

Staff will feel that flexible
working is a reality and not
rhetoric and managers will
feel supportive to be
creative with rosters and
staffing.
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Secondary
Driver

Action required to support outcomes
required

3.2

3.1

Support
managers to
get the best
out of and
develop
individual
staff
Executive
sponsor
Michael
Witney

Cohorts of staff attending Trust
induction session to be invited to meet
again as a group at and 6 months to
share their experiences with senior
staff.
Conduct annual stay and leaver
surveys to identify reasons for staying
and reasons for leaving

4
Job enrichment

4.1

Create new ways of working to make
jobs more interesting and align with
individuals values and career
aspirations e.g. rotations, bespoke
roles, experiences in other teams,
interesting jobs e.g. ward manager 0.6
with PDN 0.4, enable clinicians in
management roles to have clinical
time (ward managers shifts), band 5
jobs in community, work passports
and transfers to other teams and not
always applications

Lead

Time

Oli
Setikovsk
a

Mar
2018

Kim
Gilbey &
Katy
Murray
Michael
Winey

Mar
2018

Michael
Witney

October
2019

October
2018

Measurement

improvement in
staff feeling flex
working is
supported
Numbers
attending
Target
60% staff by
October 2018
Stay and leaver
interview reports
Portfolio of job
enrichment
opportunities
created and
implemented
Number new
roles, rotations
% retention by
directorates

Trust group
monitoring

Workforce
Committee

What will success look
like?

The Trusts induction will
enable cohorts of staff to
meet each other and come
together again to share
experiences during their 6
months. They will feel akin
to a “class of month 2018”.

Workforce
committee
Workforce
Committee

Nurse
Executive
Committee
Therapies
Executive
Committee

Staff will have
opportunities to develop
and grow despite
sometimes limited
positions available for
promotion opportunities.
They will feel that their
personal experiences and
attributes are valued.
There will be more varied
and interesting roles,
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Secondary
Driver

Action required to support outcomes
required

Lead

4.2

Review and establish effective
reflective practice / standard ward
huddles in teams and wards

Simon
Sherring
Patsy
Fung

Oct
2019

Numbers of
groups

4.3

Retain retiring nurses, therapists and
allied health professionals - research
why leaving, create opportunities to
stay / come back and plan 2 years in
advance with options. Consider
sabbaticals.
Continue to develop lived experience
practitioners and support into HCA
roles

Simon
Sherring

Oct
2019

Burdett research
report
% retained

Oct
2019

Numbers in post
Target 10 by Mar
2018

Extend current frequency of careers
cafes and include itchy feet discussions

Neil
Springham
Japleen
Kaur

Maggie
Grainger

Oct
2019

Numbers
attending and
feedback

4.4

4.5

Make people 5
feel valued
Focus on internal communication
by an
5.1
Provide clarity on direction of travel of
organisation
organisation and communicate this
that
effectively
prioritises
quality of
care

Time

Sally
Bryden

October
2018

Lisa Tan

Dec
2017

Measurement

Trust group
monitoring
Nurse
Executive
Committee
Therapies
Executive
Committee
Nurse
Executive
Committee
Therapies
Executive
Committee
Workforce
Committee
Nurse
executive
Committee

Communications Executive
products
Committee
distributed
Annual staff
survey results

What will success look
like?
continue learning and
development, prepare / be
ready for promotion) and
support.
Staff will feel that they
have time and space to
reflect together tackle risks
of burn out, stress, fears
following incidents,
experiences e.g. inquests,
complaints, bullying and
harassment.
Staff are supported in their
career decisions and
options.
Experienced staff (lifers)
will be supported to stay
longer if they would like to.

Staff will feel highly valued
engaged in the
organisation and shape
how it operates effectively
to be a great place to work
and provide world class
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Secondary
Driver

Executive
Sponsors
Simon Hart
& Sally
Bryden

5.2

5.3

Action required to support outcomes
required

Lead

Provide forums to engage and
empower staff and enable contact
with senior staff. Build on Let’s Talk
internal communications programme
started in 2016.

Lisa Tan

Promote focus on quality of services
we deliver through engagement with
quality improvement programme

Lisa
Tan/Rhod
a Iranloye

Time

Ongoing

Dec
2018

Measurement

Trust group
monitoring

Communications Executive
products
Committee
distributed
Annual staff
survey results
Communications
products
distributed

Executive
Committee

Sally
Bryden

Jan
2018

Lisa
Tan/Jane
Wells

Jan
2018

6.2

Lisa Tan/
Kim
Gilbey

Dec
2017

Marketing of rewards/benefits and
health and wellbeing support available
for staffs
• Develop our website/intranet
to promote this to staff
Develop range of marketing
opportunities

Evidence of
launch
Feedback from
staff

integrated care. They will
influence and drive quality
improvement and excellent
care.
Staff receive regular praise,
recognition and thank
yous.
Feedback in staff survey
will improve during period
of action plan.

Annual staff
survey results
6
Promote commitment to improving working
lives at Oxleas
6.1
Branding and launch of staff retention
programme – our commitment to
improving working lives at Oxleas

What will success look
like?

Executive
Committee

Staff aware of steps being
taken to make Oxleas a
better place to work

Executive
Committee

Staff and people thinking
about joining us will
understand what a great
place the NHS and Oxleas
are and know the benefits
and rewards available.
These include all offers of
NHS and Oxleas available
refer a friend, holiday of a
9

Secondary
Driver

Action required to support outcomes
required

Lead

Time

Measurement

Trust group
monitoring

What will success look
like?
lifetime, vouchers, buy /
sell annual leave, NHS
discounts, flexibility for life
events, return to work
schemes, promote support
services e.g. Neighbour,
Cavell trust, Housing offers,
mobile and home working,
gym memberships,
childcare vouchers.

7
Develop further rewards /benefits for staff
7.1
Expand our staff benefits programme
7.2

Explore innovations to make it easier
to live in area

Kim
Gilbey

Mar
2018

Katy
Murray

Dec
2018

Rewards and
benefits
increased
Reward and
benefits
increased

Executive
Committee
Executive
Committee

Staff and people thinking
about joining us will
understand what a great
place the NHS and Oxleas
are and know the benefits
and rewards available.
These include all offers of
NHS and Oxleas available
refer a friend, holiday of a
lifetime, vouchers, buy /
sell annual leave, NHS
discounts, flexibility for life
events, return to work
schemes, promote support
services e.g. Neighbour,
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Secondary
Driver

Action required to support outcomes
required

Lead

Time

Measurement

Trust group
monitoring

What will success look
like?
Cavell trust, Housing offers,
mobile and home working,
gym memberships,
childcare vouchers. Staff
will be invited to suggest
and help develop schemes
e.g. shared renting rooms,
housing support, paying
professional registration
fees for new qualified staff
for first 2 years.
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Summary and Highlights
Several visits have been undertaken by Board members over the past month and the attached
summarises the visits and outcomes.

Changes to risk register

New risks identified

Recommendations
The Board to note.

Previous
rating

New rating

Rating

Non-Executive Directors’ board visits
Date of visit

17 August 2017

Service

Bexley PCP and ADAPT teams
Erith

Tom Brown
Steve James
Jane wells
Alison Furzer
Helen Jones
David Shaer

Attendees

Brief description of service

Bexley Care Multidisciplinary Community Mental Health Services are based at the Erith Centre and
consist of three teams:
Primary Care Plus: This team focuses on providing an intake function, undertaking screening of all
new referrals and operate as a single point of access; it offers on-going support and advice to service
users (and their GPs) who are moving from secondary care services into a shared care arrangement
and offers specialist advice, consultation, training and guidance to colleagues in primary care thus
supporting the development of their skills and confidence in responding to mental health
presentations in this setting. All the referrals that are triaged as requiring urgent, same day response
are sent through to the Crisis Resolution and Home Treatment Team for full assessment and
appropriate interventions. All other referrals are offered a telephone triage phone call and if
required a more detailed assessment.
ADAPT: The ADAPT team provides an intensive case management function for patients who present
with complex anxiety, depression, personality disorder and complex trauma. The intensive case
management function within the ADAPT service (for those service users with more complex,
enduring needs and associated risks) might include high intensity psychological therapies,
medication prescribing/review and/or additional specialist interventions delivered concurrently by
other members of the multi-disciplinary team.
ICMP: The ICMP team provides an intensive case management function for patients who present
with psychosis, focusing on proactive engagement and psycho-social rehabilitation of service users
with psychosis and complex neuro-developmental disorders. The intensive case management
function prioritises the most complex service users within the borough and those with the highest
risk profile and who experience most difficulty in engaging with services.
All referrals come via PCP - 30-50 referrals a week. Screening processes follow. ADAPT received 38
referrals for care coordination in July. Team leaders review the referrals and address.

Overview of visit

We met team leaders, social workers, nurses, CBT therapists and OTs.
The teams collectively manage the flow through mental health services from GP referral. They have
changed the way they approach flow through their parts of the service and particularly like agreeing
expected dates for discharge / completion of episode of care at first contacts and using outcome
measures with service users. Key drivers for increased demands are attributed to housing and
changes in benefits in borough. Low rates of social housing availability.
GPs’ referrals have improved. GPs often now phone in advance to discuss referrals. They are
managing demand and relationships with GPs by accepting re-referrals as interventions are briefer
than historically. Quick responses and teams knowledge about individuals is beneficial for this.
They are looking forward to the Sun Project being rolled out and include day treatment for people
with personality disorder who experience crisis and return to services frequently. It aims to break
cycle by helping with coping mechanisms.
Challenges:
•

Used to be able to refer to day treatment which helped avoid A&E. Only ward and HTT can
refer to day treatment team now. The service is being reviewed to address this so that
admission can be prevented but no date for this yet. It will look at what group interventions
happen at DTT and how ICMP and ADAPT can access these intervention.

•

PCP was to run core groups to help contain people in PCP but no capacity to do this. PCP
brief intervention is also not happening due to lack of staff. An additional member of staff
would enable this. PCP would like a permanent hands on doctor based in team as can help
with immediate solving of common problems e.g. medication advice to GPs or a brief
intervention.

•

Extended hours being reviewed as GPs are not running extended hours and extended hours
is not being used as envisaged. This could be provided by a different model e.g. extending
HTT hours.

•

Difficulties retaining social workers. Pay has been cited as a contributory factor. Rest of staff
groups very stable.

•

The opportunities for using functionality of ipads to improve productivity have not been
realised and uptake is slow.

Message to board - need to work jointly with team members when carryout service developments
through co-design from initial start of service development design.

Actions will be entered on to Board visits action tracker which will be reviewed at Board every six months

Issues raised

Look at staff establishment and consider doctor
being placed in PCP, an additional senior staff
member and an additional support worker would
be helpful to enable team to do the groups etc

Action

Tom Brown

Tom Brown
Create a visual diagram about how DDT, HTT,
MHLT, ICMP, ADAPT, PCP, EIT etc fit together and

referral to each other pathways. Tom Brown
Would like G2 voice recognition technology
reallocated from within directorate to PCP.

Alison Furzer

Adapt team need support to use full functionality
of iPads.

Helen Jones

Explore trusted assessor model to reduce reassessments by each team.

Helen Jones

Template for Non-Executive Directors’ board visits
Date of visit

17/8/17

Service

Greenwich memory service

Attendees

J Kellock, Iain Dimond, Simon Hart,
Anthony Akenzua

Brief description of service

The team provide a diagnostic service to people referred by their GP when cognitive difficulties are
suspected. The team also provides/ supports patients with pharmacological therapies to manage
symptoms of dementia and provides group therapies for patients and carers. It works closely with
the Alzheimer’s society. The service is currently being reviewed by the CCG.
The team comprises 15.75 wte staff (there are 2.35 vacancies). There are currently 454 patients on
the books, who will stay for a maximum of a year before being discharged back to their GP. The
acceptance criteria are quite loose. The standard approach, once a patient is accepted, is to conduct
an initial review and then a diagnostic review. If treatment is needed this follows in 4/6 weeks and
there is a six monthly review.

Overview of visit

We met with the manager and seven members of staff.
There has been a 63% increase in referrals, which now run at 75/80 each month. GPs are not very
savvy and have to be prompted to supply information. The team has noticed a number of rereferrals from GPs recently and it is suspected that GPs do not always understand what the team
does, although a lot of effort has gone into informing them.
The team has good relationships with the CMHT and with other parts of Oxleas including District
Nurses.
Greenwich is unusual in that 14% of patients are < 65. Patients require more effort and energy often
because of physical ill-health, alcohol/drugs, mental ill-health and social problems. Patients are
being referred earlier now, which means they don’t meet the criteria for social services.
Recruitment to OT and psychologist posts has been very difficult.
The team recognises that it doesn’t get much patient feedback. One idea suggested was to focus on

the group therapy sessions; another was to use ResearchNet to improve leaflets.
We were told that there are only 6 volunteer drivers for the whole trust and more would help this
service (could we use a minibus?).
There is good peer support in the team and morale is “quite good”. If there is a problem the team
can sort it.
There are issues with a lack of consistency re CCG/GP boundaries. The team are trying to be
person-centred and are “doing the right thing”.
While the CCG is reviewing the service the feedback from the individual assessor was very good.
The team have researched why they get relatively few referrals of BME patients, which will be
published in a journal and presented at a conference (reasons included language and stigma).
The team are looking to be MSNAP accredited (like Bexley).
When asked if they felt integrated into the new Greenwich directorate they said they were “getting
there”.
Finally the two actions from the previous Board visit of 11/8/16 had both been actioned.

Actions will be entered on to Board visits action tracker which will be reviewed at Board every six months

Issues raised

Action

More volunteer drivers would be a big help

SH

The team obtains little patient feedback

ID

Briefing for Non-Executive Directors’ Board visits
Date of visit

Tuesday 29th
August

Service and Location

Forensics Directorate - The TILT
Hostel

Jo Stimpson
Ben Spargo

Attendees

Brief description of service

Tilt Project is a 24 hour staffed hostel for patients moving into the community from secure
psychiatric services. It is a partnership between Bridge Mental Health and Oxleas NHS Foundation
Trust.
Tilt Project provides high support accommodation in the community, to enable patients with long
term mental health issues to move successfully to independent living.
It offers daily input from a community in-reach team (care co-ordinators and identified clinicians),
to provide integrated social and clinical support for recovery. Individual pathways lead each person
to live as independently as possible.
There are 14 bedrooms with en-suite facilities, plus 4 self-contained bedsits.
The Tilt Project is an 18 bed all male specialist forensic mental health hostel based on the Goldie
Leigh site. Greenwich CCG have a block contract for 11 beds with Bexley 2 and Bromley and
Lewisham spot purchasing places when required. The service was originally set up in 2003. The
project is run in partnership by Bridge Mental Health and Oxleas NHS Foundation Trust. With Bridge
providing the 24-hour high support staffing and Oxleas providing the specialist forensic clinical
input.
Referrals and Move In
Of the six residents who moved in this year, five came from Birchwood Ward the Bracton Centre’s
pre-discharge unit and one came from Hazelwood Ward at the Memorial Hospital.
After funding has been agreed by the CCG and a successful assessment, Service Users are invited to
regularly attend project groups and start working with the project team. The project management
will also attend their CPA’s and work closely with the referring team. Their progress is discussed at
the monthly referral meetings. Prior to being discharged to the project residents must complete a
minimum of ten nights’ trial leave.
In March 2017, there were seven referrals on our waiting list of which four were visiting the project
regularly. The timing of residents being discharged to the project is often out of our control and can
be dependent on Tribunals and Parole Hearings.
Staff Training and Development
Over the year the project staff all completed mandatory on-line training in safe guarding adults,
equality and diversity and mental health. In addition to this the team benefitted from an extensive
range of face to face training including; challenging behaviour and breakaway, working with people
with personality disorders, supporting people who self-harm, supporting people who are suicidal,
working with hard to engage service users, hepatitis awareness, first aid and fire marshalling. There
is a full training programme planned for the coming year
The project is recovery focused and takes referrals from Medium and Low secure hospitals and

Prisons. As well as conducting on-going risk assessments of all the residents, the project also
assesses the best future pathways for its service users and helps to give them the skills needed to
progress. The average length of stay at the project is currently approximately 2 years.
We have a quarterly steering group which provides an opportunity for service users and staff to give
feedback. It also provides a clinical governance framework to review activity and standards that
support good clinical practice and development.
Contractual Position for Tilt as off 9th August
Greenwich Contract 11 Actual 10
Bromley Contact 0 Actual 1
Lewisham 0 actual 1
Bexley 1 Actual 2
ECR’s Actual 4
Total funded Beds 15 Current 14
Learning and Development for Community Forensic outreach Team as at 1st August 2017
All mandatory and essential learning is over the target of 80%.
As at 14th August 2017, 1 PDR is overdue. Supervision is over 90% compliant with 1 overdue.
Staffing of Tilt Project
In March 2017, the Tilt Project employed twelve permanent members of staff, which were
supported by seven regular bank staff. During this year three staff members left the service and
four new staff members were recruited. Giving a staff retention rate of 75%.

Finance and Human Resources

Finance
• £8k Year to date overspend
• This was driven by lower income achievement compared against plan

Other relevant information
Quality

Incidents - The TILT Hostel incidents (01 April 2016 to 31 July 2017)
1 incidents was reported as below;
Forensics Directorate - The TILT Hostel
Total

Level 1 Level 2
Level 3 Level4 Total
0
1
0
0
1
1
0
0
0
1

Only one level 1 incident was reported since 1 April 2016.

Learning and Development as at 3 July 2017
The TILT Hostel
All mandatory and essential learning is 100% compliant.
As at 01 August 2017, both PDRs and supervision are 100% compliant.
It is suggested that the exec review the current PDR and supervision information on iFox with the
team
It may also be useful for the team to take a look at the clinicians tasklist
Patient feedback
Patient experience feedback returns/responses are not currently monitored centrally. Please
explore with the team how information is collected and used to improve the service.

Outstanding actions from the last Board visit

The last visit was on 1 March 2016. No issues were raised for the Board or Executive to address, but
it was highlighted that a female TILT would be good.

Overview of visit

Due to events elsewhere in the directorate I attended this visit by myself and met with Ben Spargo
who works for Bridge and is one of the onsite managers. Ben was enthusiastic, open and clearly is
proud of the work the project does and its place in the lives of the residents.
Residents have tenancies of their rooms and have individual support plans during their time at the
project, typically focused in 3 to 6 month chunks. Potential residents visit the project for an
extended period to guage suitability and this means that of new residents around 75% have a
successful period at the project before moving on to a range of different accommodation (own flat /
medium support / 24 hr support). Some residents work and some attend courses at the Recovery
College. Because of this I was only able to meet one resident during my visit. He had been a
resident at the previous premises before the project moved to the current Lodge Hill premises and
felt the current premises were more remote and hospital-like than previously.
Residents’ rooms are not systematically searched but illegal substances are not tolerated and there
is random testing. The non-smoking policy is in place but not rigourously enforced.
Risk assessments for residents are updated weekly in progress meetings and there is an increased
focus on physical health. Vegetable are provided to supplement residents’ own food shopping and
the increased focus on healthy eating and exercise is paying dividends with residents losing, on
average, 8kg during their time in the project.
Staffing is relatively stable, and in particular, changes in Bridge staff are as a result of positive career
moves. The joint working between Bridge and Oxleas staff appears successful with no major friction

points.
Ben’s biggest headache is achieving stability in the bed numbers (there are currently some
unoccupied rooms) and navigating the complex and cumbersome processes for moving suitable
residents in and out of the project.

Actions will be entered on to Board visits action tracker which will be reviewed at Board every six months

Issues raised
None

Action

By who By when

Briefing for Non-Executive Directors’ Board visits
Date of visit

30th Aug 2017

Service and Location

Bexley CAMHS
Memorial Hospital
Memorial Hospital

Attendees

Ben Travis
Stephen Whitmore (Apols)
Lesley French (Apols)
Seyi Clement

Brief description of service

Bexley CAMHS provides specialist mental health care for children and young people from birth to 18
years with their parents/families/carers. Providing specialist assessment and treatment for children
and young people with severe and enduring emotional, behavioural and mental health difficulties.
Specialist CAMHS has a responsibility to assist professionals working with children in universal
services to enhance the capacity and capability of these services to identify and provide early
intervention for children with mild to moderate mental health needs. This is provided through
support, advice, mental health consultation, training and joint clinical work.
The service is provided through teams including Adolescent, CHeWS (Community Health and
Wellbeing Service) Generic Including Under 5’s, LD & Neuro-developmental and Looked After and
Adopted Children. All based at OPD at the Memorial Hospital apart from the LD/ND team which is at
Acorns QMH

Other relevant information

There is a proposal to relocate the team.

Outstanding actions from the last Board visit

The two items from the last visit are still outstanding, i.e., accommodation and vacancy, though only
vacancy was raised as an issue during this visit. The issue of accommodation might have been
overtaken by the proposed relocation.

Overview of visit

We have a very productive meeting with the staff with various issues that we agreed to take away.
One of the most pressing is the issue of vacancies. This was also raised by Bromley CAMHS and I
believe that the Trust is looking at this as a Trust wide issue for CAMHS. Ben informed the Team of
the current proposal on the procurement of Tier 4 CAHMS, which they thought could assist in the
redistribution of resources and address some of the gaps in the system. My overall impression of
the visit is that of a service under significant stress due to vacancies and increased workload. As
highlighted during our visit to Bromley CAMHS, our vacancy reporting system has not been robust
enough to capture the extent of vacancies in CAMHS. If this is a national problem, which is what
everyone seems to be saying, then we need to look at innovated ways to address this problem.
Bromley CAMHS is exploring the use of RMN to plug this gap and Bexley is doing the same. It is
general acknowledged that we provide high quality service and the feedback from service user and

parent is proof of this, but with increased referral and acuity, we have seen significant increase in
waiting time for RTT. The team reported an increased wait by Bexley children in A&E and the
pressure this is putting on staff and the system. Ben spoke about our relationship with Bexley LA
and our work on the Adult pathway. It was generally accepted that such a joint approach to CAMHS
would be useful. We as a Trust need to also take a step back to reassess the level of support that
we provide from the centre. Whilst it is accepted that the centre needs to make CREs, the effect of
the network, with more and more managers complaining that inordinate amount of their time is
spent on administration to the detriment of their clinical functions. We may want to consider
auditing a few of these roles to see if there is any substance in this line of complaint, but we cannot
continue to ignore them. Where services are under pressure such as in CAMHS, the Trust might
want to consider providing some support, albeit temporarily to managers to all them to force more
on providing clinical leadership.
Actions will be entered on to Board visits action tracker which will be reviewed at Board every six months

Issues raised

Action

•

The level of vacancies is putting pressure
on the service and staff.

•

This issue is being looked at as a Trustwide issue. We also agreed that Team
will explore flexible working with a view
to address this issue. This could involve
staff working outside their own
discipline. This will not only assist in their
own professional development, but could
fill some of the gaps in manpower.

•

The amount and relevance of data
requirements from the Centre.

•

We explained and the Team appreciated
that some data requirements are
externally driven. We agreed that where
we have control of the data gathering
design, we will be happy to engage with
teams to determine what should be
provided. The introduction of QI could
also address this issue. We invited the
Team to subject all data to the relevancy
test and to report back up the line, where
they feel a particular data set is irrelevant
or could be expressed more effectively.

•

Lack of training opportunities.

•

Ben explained that the NHS have cut its
training budget and that is reflected on
what the Trust can offer. The Team
suggested that we could do more inhouse training where staff have
particular interest and expertise offer inhouse training to colleagues. It is
accepted that this is currently being done
within disciplines, but they are suggesting
something larger and supported by the
Trust. It was also suggested that trainers

could be incentivised in various ways, not
necessarily monetarily.
•

Limitation in the number of days which
can be carried over as part of annual
leave entitlement. The Team suggested
that due to staff shortages, staff are
reluctant to take annual leave due to the
pressure it will put on colleagues. They
suggested that the Trust should consider
increasing the days that can be carried
over.

•

Ben said the Trustwide focus on the
recruitment process should in due course
ease some of these pressures.

•

The team raised concerns with the time
it takes to recruit to a post. The example
of a member of staff waiting 12 months
was highlighted. In addition, they
highlighted delays caused by the need
for re-approved of vacancies by Finance,
where posts are re-advertised due to
lack of uptake.

•

We agreed to review this with HR and
Finance.

•

The Team said the procurement system
is not working as efficiently as they
would like, as items are delivered to
wrong address or not at all.

•

We agreed to look into this.

Briefing for Non-Executive Directors’ Board visits
Date of visit

30th Aug 2017

Service and Location

Greenwich CAT & Greenwich SPA
Memorial Hospital
Shooters Hill
London

Attendees

Ben Travis
Stephen Whitmore (Apols)
Lesley French
Seyi Clement

Brief description of service

I would like to report on these two services together due to the similarities in the set up and
functions.
Greenwich Central Administration Team:
• Administration support to the HV & SN service’s
• SPA in regard to incoming telephone calls.
• Liaise with Health Intelligence Ltd, new CHIS Hub for South East London, regarding data for
antenatal notifications, new births, new-born bloodspot results, immunisations etc.
• Receive and manage A&E/UCC attendance notifications for all children 0-19
• Update electronic record (RiO) with information for all children and mothers
• Book appointments for HV/client for health reviews etc.,
• Co-ordinate the NCMP programme for school age children
• Input data received from Local Authority regarding Reception & Secondary school transfers.
• Transfer out child health records to new provider/Trust
• Create new RiO records for children transferring in to Oxleas for HV/SN follow up
Greenwich Single Point of Access
• This service is called Single point of access affectionately known as the “SPA”. It is made up
purely of administration staff and is well structured from a Band 6 Operations Manager to
Band 2 admin officers, with effective layers of managers/team leads. The service has two
parts to the business. The first part of the service is to provide a single point of contact for
parents/guardians of children accessing our 14 different community clinical based services
and dealing with all administration tasks, such as appointment bookings and referrals.
Children often need to access more than one service, so for ease and professionalism, they
are able to contact one central number and one email address to deal with their queries.
The service takes more than 700 calls a week, making it a very busy public faced service.
•

•

The second part of the business is to provide administration support back to the 14 clinical
services, where the administrators originated from. This involves most administration/nonclinical duties, such as processing all referrals, booking initial appointments and reviews,
post and processing of reports using the G2 system etc. The SPA team is also the frontline
staff for the Child Development Centre at Wensley Close and community bases (known as
outreach) in Greenwich, facilitating children’s visits for various appointments and at base
admin support.
This is a newly formed service following a consultation and has been insitu since December
2015.

Other relevant information

Greenwich CAT is a well embedded service, whilst Greenwich SPA is a new service, albeit mirrored
on the CAT. I understand that the SPA had a difficult bedding in period, but they seem to be settled
now.

Outstanding actions from the last Board visit

Paper referrals was still highlighted by the team, but it is acknowledged that there isn’t much that
the Trust can do to force other trusts to change their processes. In terms of vacancies, what was
highlighted more is the need to engage the younger work force. They now have in average 100
applicants to each post.

Overview of visit

The teams appear to be well settled and well led. I am not sure, however if having two separate
CAT teams, one at QMH and the other at the Memorial is the way forward. I would like some
thought into amalgamating the whole CAT and SPA teams. Consideration should also be given to
extending the opening hours or revisiting the call management system design. This is predicated on
my observation regarding the abandoned calls to SPA. I was struck by the fact that there were 27
abandoned calls as at the time that we visited, which was about 4.00pm. At that time, the team
had dealt with 79 calls. In most call centres, 10% abandoned calls rate, is cause for concern. We
were advised that these were calls before the opening time of 8.30am. The high number of calls
before calls before 8.30am would suggest that service users were either not aware of the opening
times or opening earlier would be more beneficial to them. I was also surprised that our call
management system is not able to retain the telephone numbers, hence we cannot call back those
who have abandoned their calls. Consideration should be given to at least revisiting the call
management system design to allow us to retain telephone numbers so that we can call back. In
the alternative, there are systems that allow callers to choose whether to hold on or request a call
back, these options should be explore. I do not believe that our current approach which is to expect
the caller to call back is appropriate, for some callers who might be in distress. We agreed that the
Team would monitor the level of drop calls over the next few weeks to determine if the level
recorded on the day of the visit is simply an aberration, or the norm and report back through the
chain.
Otherwise, this was a very good visit to two very good and extremely dedicated teams.

Actions will be entered on to Board visits action tracker which will be reviewed at Board every six months

Issues raised
•

Data transfer. It would appear that
following the loss of the Health Visitor
contract to Bromley, not all the data of
the children under scope have been
extracted by the new provider. We are
still the custodians of data of
approximately 60K children, which not
being updated currently.

Action
•

Ben to raise this with Bexley.

•

•

Lack of flexibility in employment
contract. The CAT Manager raised the
issue of the lack of flexibility in the
employment contract, which makes it
difficult to align resources with needs.
This made it impossible for her to
transfer some of her more experienced
staff from the Memorial to QMH to assist
with the setup of CAT at the QMH.
Still on the issue of flexibility in
recruitment, the CAT manager raised the
issue of our inability to signpost
applicants whom we felt were
outstanding but not appropriate for the
position under review. We don’t seem
to have a system which allows us to
signpost them to other role within the
Trust or signpost other managers to the
applicant.

•

It was agreed that moving forward, staff
will be recruited to CAT, rather than a
particular location.

•

Ben to look into this.

Briefing for Non-Executive Directors’ Board visits
Date of visit

Tuesday 12th
September

Service and Location

HMPOI East Sutton Park and HMP
Maidstone

Attendees

Yemisi Gibbons, NED
Lisa Dakin, Associate Clinical Director
Ify Okocha, Medical Director

Brief description of service

HMP East Sutton Park holds both adult and young offender women in open conditions preparing
them for resettlement in the community. The regime includes provision of a fully working farm,
butchery, horticulture and gardens, catering, vocational and distance learning courses, educational
courses and physical education. There is emphasis on resettlement, good community links with up
to 40 women working outside on voluntary and paid employment on a daily basis
Operational capacity - 100
HMP/YOI East Sutton Park
Sutton Valence
Maidstone
Kent
ME17 3DF
HMP Maidstone is a Category C Working Prison that works in partnership through a multi-agency
approach to provide a safe, decent and constructive regime that challenges offending behaviour,
reduces re-offending and prevents further victims. Regime activities including workshops,
gymnasium, and education are integrated. HMP Maidstone is a UKBA centre for Category C Foreign
National Prisoners (FNP) with between 3 and 27 months left to serve, and provides liaison & forums
with the UK Border Agency.
Operational capacity - 600 across four blocks, with one segregation unit
HMP Maidstone
36 County Road
Maidstone
Kent
ME14 1UZ

Finance and Human Resources

The finance for the HMP East Sutton Park and Maidstone is a break-even position at the end of
August 2017 (Month 5). Pay reported an under spend due to vacancies within the service.

Other relevant information
Quality

Incidents (01 April 2016 to 31 July 2017)
150 incidents were reported by both prisons as below,
Level 1 Level 2
Level 3 Level4 Total
0
Healthcare, HMP East Sutton Park
5
2
10
17
0
Mental health, HMP East Sutton Park
0
0
0
0
0
Healthcare, HMP Maidstone
47
15
15
77
0
Mental health, HMP Maidstone
35
15
6
56
Total
87
32
31
0
150
HMP East Sutton Park
- There were no serious incidents.
- The mental health team last reported an incident in May 2012.
- 11 out of the 17 incidents are where prisoners have presents with physical
illness/symptoms like pain in the chest, shortness of breath and high blood sugar.
HMP Maidstone
- There were no serious incidents.
- In healthcare, frequently reported incidents are around Drug misuse (12), failure in
referral process (8) and prisoners presenting with physical illness (6). All but 1 referral
process incidents relate to the prison not having enough staff for escorts, resulting in
cancellation and rescheduling of appointments.
- In mental health, frequently reported incidents are around self-harm with sharp object (8),
Other security incident (6), threatened suicide (5) and verbal assault (5). Other security
incidents vary, including suspected packages thrown over the wall, a piece of metal
handed in by a prisoner and segregation for violent conduct.
Please explore the possible underreporting of incidents at HMP East Sutton Park, Mental health
team.
Learning and Development as at 1 August 2017
HMP East Sutton Park and HMP Maidstone (please note: learning data is clustered into West Kent
prisons. Please check with staff for team specific data).
For West Kent prisons, all but 2 mandatory and essential learning is over the 80% target. 4 out of 13
staff have not completed Breakaway training (Compliance is 69%), and 5 out of 6 have not
completed Prevent Practice training (Compliance is 17%).
As at 01 August 2017, PDRs are 100% compliant (14 out of 14). However, supervision is 43%
compliant with 8 out of 14 outstanding.
It is suggested that the exec review the current PDR and supervision information on iFox with the
team
It may also be useful for the team to take a look at the clinicians’ task list.
Local audits
Please explore if teams conduct any local audits and what changes they have introduced as a result.

Patient feedback
- How are teams collecting patient experience data and how is it being utilised?

Outstanding actions from the last Board visit

The last visit to HMP East Sutton Park and HMP Maidstone was on 22 March 2017. Issues raised
were:
HMP East Sutton Park
1. Consider feasibility for out of hours GP
2. Ensure that staff are able to access suitable IT support
HMP Maidstone
1. Would like training courses to be nearer to their work location
2. The staff could play a bigger role in raising interest at career fairs for employment prospects

Overview of visit

HMP East Sutton Park
Positive visit where we met the team in Healthcare and toured the prison.
Actions from last visit
1. Consider feasibility for out of hours GP.
This remains unresolved although the team do not feel it is a huge problem - previous experience of
'out of hours' clinics was that there was poor take up.
2. Ensure that staff are able to access suitable IT support.
This has improved.
The environment was small but clean and generally well set out although they lack storage space
particularly for stock medicines.
Following a long period of not having access to Datix the team are now embedding the reporting of
incidents on the system.
Patient feedback is collected formally via questionnaires annually and informally it was noted that
the healthcare team receive a number of thank you letters/cards from prisoners.
Local audits are generally undertaken as part of HJBs and reported to commissioners.
The team now feel more connected to Oxleas that they have access to the intranet but travelling to
Oxleas HQ for training and meetings is still a challenge for some staff.
The team would like support to pilot a homely remedies provision where patients could buy cough
sweets, lavender oils, cough mixture etc. from pharmacy as they are unable to buy such provisions

from the prison canteen as the number of items that can be stocked in the canteen is strictly
limited. The team understand that such items have no evidence base but believe that it would
enhance the feeling of wellbeing for prisoners and assist in engaging prisoners in health promotion.
The team have a band 3 HCA who is very experienced and they would like to develop the role as
either an apprentice role or nurse associate at band 4 and it would be particularly beneficial if the
role could dispense/administer medication as the team lead is already a nurse prescriber but as the
only registered nurse in the team she cannot both prescribe and dispense medication.
Health screening for the women is mainly well managed in house by the team and has been
improved by access to Open Exeter he national reporting system but with regard to breast
screening and some other externally provided health care this can be problematic because there is
often a lack of prison officers available to escort.
HMP Maidstone
Positive visit to HMP Maidstone, unfortunately timing was tight and so the Board could only spend
30 mins with the team.
Actions from last visit
1. Would like training courses to be nearer to their work location.
This is still a problem for the team and there has been some positive offers for training to be carried
out locally but the numbers are small so it is not always cost effective.
2. The staff could play a bigger role in raising interest at career fairs for employment prospects.
Some progress has been made on this and going forward recruitment and retention will be a focus
for the new HoN role.
The main areas Discussed in the short time available were:
•
•
•

The pressure the contract bidding process for West Kent and Sheppy Cluster had placed on
the team.
HMP Rochester closure/non closure and the service instability caused by this.
The change of Maidstone prison to a foreign national jail though this happened quite a
while ago board members were not aware of this and the increase in quantity and
complexity of workload this had caused.

As with ESP the Maidstone team felt that they would benefit from having some band3/4 nursing
roles that could with the correct training administer medication and deliver treatments. This will be
explored by HoN.
Maidstone team would also like support with their governance structures and meetings which Lisa
in her role as ACD will provide going forward.

Actions will be entered on to Board visits action tracker which will be reviewed at Board every six months

Issues raised

Action

By who By when
LD / JW /
FS-N

November
2017

Support with governance structure and
processes

ACD to meet with Operational
Manager to clarify reporting
process and represent service
at contract meetings

LD

October
2017

Introduction of band 3 / 4 nursing roles
(e.g. nursing associates)

ACD to discuss with Director
of Nursing and review staff
workforce model with Service
Manager

Template for Non-Executive Directors’ board visits
Date of visit
25/09/2017

Service
Bexley and Bromley Teambase,
Queen Marys Hospital

Attendees
Lorraine Regan
Andy Trotter
Jazz Thind

Brief description of service
Bexley and Bromley Learning Disability teams provide services to people with learning disabilities
over the age of 18 years. The teams consist of psychiatrists, psychologists, nursing, speech and
language, OT, physiotherapists and administration. The community teams have recently moved to
the Queen Mary’s site.

Overview of visit
We met with 4 members of staff representing Bexley and Bromley Services. Professional leads work
cross the whole geography with an operational manager for each borough.
The Team highlighted the benefits of closer working with social care colleagues but commented this
was not as effective in Bexley. The Team noted the importance of ensuring Bexley ALD services were
considered in the work around Bexley Care as this was not the case initially. There was
acknowledgement that because ALD services are very small there was a need to balance local
integration with the wider Directorate identity. Fragmentation could lead to a loss of autonomy but
there is no reason to not capitalise on both aspects. Tom Brown is pushing the Bexley agenda
forward with Yolanda Dennehey, taking the lead and meetings are already set up.
Transition to adult services was key aspect of work, transition cover the ages of 14-25. There is a
difference in how LA approach this agenda with investment levels varying across the patch (Bromley
disinvested in a role, Bexley has invested in a dedicated SW transition team). The transition work
supports the preparation to adulthood and independence but the biggest challenge is managing the
change in resourcing and what is available in adult services (much less). Legislation raises aspirations
and services end up managing expectations. Psychological therapies staff felt they were more and
more supporting the gaps in social care provision. Day services are also rationed.
There remains a gap in the Commissioning of ASD services as CCG commission assessments but do
not have clear treatment pathways in place to support patients. Access to 3rd sector/voluntary
sector services is getting more difficult due to reduction in core funding. The challenge is further
exasperated as the changes in socio economic now mean both parents are likely to be working and
so the family care system is not able to hold as much as was in the home setting.
The spectrum of needs is vast ranging from articulate individuals to those requiring a lot more
support, therefore Interventions are more tailored to meet need and generally require slow stream
delivery.

Reasonable adjustments are a key aspect of work with AHPs (OT, SLT etc.) advising and guiding what
needs to happen. The epilepsy service explained the prevalence of epilepsy in ALD patients was
significantly higher than the general population (20-50% to 1% respectively). Evidence points to
difficulties at birth being the main reason for the difference.
ALD clients are a very vulnerable group of patients with many safeguarding concerns.
There are on average 350 open cases per borough with some vacancies but not high levels with
referrals coming in from a variety of sources.
We met a number of the teams. Most staff are desk based and hot desking is not widely used.
The teams had a lot of positive comments about the clinical and administrative space and they are
well settled. There were a few comments regarding clinical space that require some attention temperature in the clinical space has meant the ‘sensory room’ is not able to be used (currently used
to store surplus Bromley equipment). The technology and use of this (two way therapy system in
clinic room) is not being used at present and the team require training/support on this. The area has
a ‘Changing facility’ which the team thought could be better utilised if it was signposted in the
corridors. There was a general comment that signage along the corridors needed improving e.g.
toilets locked.

Actions will be entered on to Board visits action tracker which will be reviewed at Board every six months

Issues raised

Action

Outstanding ‘snagging’ items (heating, signage
etc.)

Rachel Evans

Board of Directors
5th October 2017
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Agenda item

Business Committee update (19th September 2017 meeting)

Item from

Jo Stimpson, Non-Executive Director

Attachments

Finance Report

Summary
Key highlights from the Business Committee
•

The Committee noted the performance indicators as at August 17. As a result of the Trust
being behind plan, the NHSI metric ‘Finance and Use of Resource’ continues to score a 3
(previously 2). NHSI has not alerted the Trust to the impact this could have on the overall
segment rating of 2, and given there has been no re-publication of these ratings we continue
to assume the Trust’s segment rating remains unchanged.

•

The Committee reviewed the risk register and agreed it was reasonable to open a additional
risk regarding the tendering of Bromley CCG specific contracts.

•

The Committee was updated on the following bids & tenders:
1. Medway Integrated Children’s (£10m pa) – Tender Documentation expected October 17
2. Kent Prisons Offender Health (£7.6m pa) – Competitive Dialogue November 17

•

At Month 5 the Trust’s underlying position was a deficit of £1.6m, £1.1m behind plan, this is
net of a one-off release benefit of £0.6m relating to reduction in annual leave carry over (from
5 days to 2). This position excludes the LGT increased rent charges (16/17 and 17/18).
Not achieving the planned YTD deficit of £0.5m also means the Trust is not able to recognise
the YTD STF. Any unachieved STF funding can be fully recovered in future periods but is
contingent on the Trust’s financial performance being on track with the plan at the end of
each financial quarter.
The key factors causing the material pressures:- use of private beds over and above ELFT
capacity; continued usage of agency staff above funded establishments; the
underachievement of savings plans; the requirement to provide 0.5% CQUIN risk reserve
(clarified in recent guidance); and lower than planned NCA income.
The turnaround required to offset the above and achieve the Trust Control Total will be a
challenge. Potential mitigations that will support an improvement are being collated and
these will be quantified and set out in the detailed forecast outturn position to be discussed at
the next meeting of the Committee.

•

JT shared the NHS Providers on the day briefing with regards to Q1 performance. NHSI has
forecast a year end deficit of £523m citing slippage in efficiency plans, income shortfalls,
reliance on agency staff, and growth in emergency admissions being key factors. 68% of
providers reported a deficit with 45% already forecasting a deficit at year end which is likely to
increase given the pressures in the system.

•

The Committee received an update on the progress being made in Bexley Care. The financial
pressure on the health budget was noted but this is being worked through with partners
including the CCG with a number of actions are being pursued or being enacted. The LA and
CCG recognise the significant financial pressure in District Nursing Services in Bexley and all
three parties have agreed to share the risk equally on the overspend. This is underpinned by a
commitment to follow through with actions that will, if fully implemented by the 1st April
2018, mean the Trust is delivering the activity levels it is funded for.

•

The Committee noted the success of the SLFP with repatriations delivering the QIPP target set
by Commissioners. The Partnership has agreed to appoint a Managing Director who will
manage and oversee the deliverable of NCM Wave 1 Forensics; NCM wave 2 CAMHS Tier 4
and in due course Complex placements.

•

The Committee reviewed and requested amendments to the Business Case Production and
Approval policy.

•

The Committee noted the update regarding New Care Model Wave 2 CAMHs Tier 4. The Trust
currently does not provide CAMHS inpatient beds, but does rely on this provision and has an
informed perspective on the patient pathway. Unlike the Forensic Partnership the number of
repatriations will be limited but the essence of the work will be to reduce inpatient admissions
and reduce length of stay by strengthening the interface with community teams.

Recommendations

The Board to note

Finance Report for 5 months to 31st August 2017
Board of Directors
5th October 2017

Financial overview
NHSI Finance and Use of Resources Score
Statement of Comprehensive Income
Statement of Financial Position (Balance Sheet)
Capital Investment Summary
Risk Register
Appendix 1: Operational Performance
Appendix 2: 17/18 Savings Target and Plans
Appendix 3: Agency Analysis
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Financial Overview
Control Total

Control total surplus of £3.1m – Underlying surplus £0.1m; sustainability and transformation funding (STF) of £1.5m; profit on disposal of asset
£1.5m

Year to Date

For the month ended 31st August 2017 (excluding one-off items – STF and profit on asset disposal) the Trust reported a ‘underlying deficit’ of
£1.6m, £1.1m behind the deficit plan of £0.5m. This variance is further worsened by £0.4m in relation to non receipt of STF which is
directly linked to the achievement of the financial plan. The underlying position includes a one-off release of £0.6m relating to the restriction of
annual leave carry over from 5 to 2 days.
The position is driven by the following:
Income: £0.5m ahead of plan YTD
Overall Trust income was £0.4m behind plan in month 5 and £0.5m ahead of plan YTD. The in month position is largely due to deferred income
where corresponding expenditure did not take place and underachievement of non contracted activity income.
Pay: £1.3m overspend YTD
The trust is reporting an in-month pay overspend of £0.3m and £1.3m YTD. Actual pay run rate has not changed materially. Spend continues to
be driven by the use of temporary staffing to cover vacancies; as well as cover for increased observations and acuity in patient care.
Non-pay: £0.3m overspend YTD
The trust is reporting an in-month underspend of £0.3m and overspend of £0.3m YTD. The YTD position is mainly driven by spend on private
beds over and above those commissioned from ELFT and the non achievement of CRE plans. The position includes a 0.5% CQUIN risk reserve
provision which NHSE has stipulated must be ‘uncommitted’ and therefore cannot be recognised as income. The in-month position is largely due
to unutilised funds held centrally.
The position continues to exclude all costs associated with the increased charges levied by LGT in relation to the Trust's occupancy on the Queen
Elizabeth site. This is formally dispute and NHSI has been alerted to our position on this matter and the impact, should we include it, on the
Trust’s ability to achieve its control total.
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Financial Overview: Cont.

Actions to
improve
performance

•
•
•
•
•
•
•
•
•

17/18 CRE

Expense claims to be limited to a 3 month period (actioned with effect 1st September)
Corporate vacancy panel (in place)
Explore the use of volunteer and technology to reduce spend on receptions (underway)
Reduce annual leave carry forward days from 5 to 2 (policy updated and £0.6m saving recognised)
Productivity gains by improving the utilisation of capacity (work underway)
Activate robust conversations with CCGs in relation to funding and areas of over-performance (underway)
Reduction in ELFT contract (actioned reduced to 6 wef August)
Task force to be set up to focus attention on bed occupancy, use of private sector beds and usage of temporary staffing on adult inpatient
wards over and above funded establishment. Associate Directors to oversee all aspect of this work.
‘Strengthening Financial Oversight’ regime in place. Those Directorates more financially challenged are party to a bi-weekly meeting with
clear actions to improve financial performance. Bexley and Greenwich are now subject to this process.

The 17/18 target equates to £9.6m and underpins the delivery of an underlying surplus of £0.1m and includes any CIP not delivered
recurrently in 16/17. We have plans with a FYE value of £8.4m; realising an in year impact of £7.1m. The Trust is currently carrying a
‘unidentified’ gap of £1.2m.
The YTD impact of non achievement of CREs on the bottom line is circa £1.3m. This includes both plans that are yet to be mobilised and the
pressure associated with the ‘unidentified’ gap. Unless plans are implemented by the end of quarter 2, the Trust would require significant nonrecurrent measures to mitigate against the resulting adverse financial variance.

NHSI Metric

The deterioration in the Trusts I&E position has impacted the calculation of the NHSI ‘Finance and Use of Resources Metric’ score from 2 to 3.
This metric forms part of the ‘Single Oversight Framework’ which has been live since 1st October 2016 and is one of the 5 themes that
underpins the ‘Segmentation’ assigned to the Trust.

Cash

Total cash and short term investments was £57.7m at the end of August, this is ahead of plan (£52.0m).

Capital
programme

The Trust’s capital plan for 17/18 is £22.4m. Actual spend to the end of August was £5.9m against a revised plan of £5.4m (109%). Latest
estimates show the Trust is likely to undershoot its forecast for 17/18 by £5.8m.
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NHSI Finance and Use of Resources Score
•

The new ‘Single Oversight Framework’ scoring system went live on 1st October 2016.

•

NHSI - Segmentation - Providers are assigned a overall ‘segment’ taking into account scores attained across 5 core themes, with ‘Finance and
the use of resources’ being one of these. Segment 1 means complete autonomy and a segment rating of 4 would lead to special measure
being instigated.

•

‘Finance and use of resources’ theme is made up of the metrics detailed in the table below. Each metric has been assigned an equal
weighting. A score of 1 is the ‘best’ and 4 the ‘worst’.

•

Scoring a ‘4’ on any metric caps the overall score to at most a ‘3’, triggering a concern.

4

Statement of Comprehensive Income

YTD: For the month ended 31st August 2017 (excluding one-off items – STF and
profit on asset disposal) the Trust reported a ‘underlying deficit’ of £1.6m, £1.1m
behind the deficit plan of £0.5m. This variance is further worsened by £0.4m in
relation to S&T Funding which is directly linked to the achievement of the financial
plan.
Agency cap: The Trust continues to breach the agency cap target. Current YTD
performance is 15% above the assigned threshold (target of £5.5m, actual cost
£6.4m). The reduction in agency spend continues to be offset by an increase in
bank staff usage.
Medical Locums – NHSI has set a target of reducing year on year spend on
medical locums by £150m nationally in 2017/18. Current YTD performance is £1.6m
which is £0.4m above the assigned threshold.

•

Income: £0.5m ahead of plan and includes the release of
QMH deferred income (offset by an equal and opposite
overspend of costs); recharge of escorts and bed watch costs;
cost and volume income (overseas, NCAs, MSK). Income
continues to be deferred where expenditure has not yet taken
place.

•

Pay expenditure: £1.3m higher than plan, due mainly to the
usage of temporary staff over and above funded
establishment to cover for vacant posts and increased acuity
and observation.

•

Non-pay expenditure: £0.3m overspent and is largely due
to use of external beds over and above the ELFT beds and
under-achievement of CRE schemes.
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Statement of Financial Position
Debt summary
• Total debt stands at £8.9m, a net decrease of £0.8m from July 2017.
• Debts >90 days have decreased by £0.2m to £3.8m.
• Areas of focus: Greenwich CCG: All outstanding issues relating to 16/17 have been resolved and
payment has been received for all bar the disputed 16/17 local CQUIN. This
being reviewed as part of the contract discussions relating to 17/18 which
includes QIPP.
 Bexley CCG £0.4m. Discussions with the CCG have resulted in a positive outcome
in relation to previously disputed UEA recharges, these are now being settled. Of
the outstanding £0.4m, £0.3m relates to the achievement of CQUIN goals and
discussions are underway to resolve this.
 RBG £0.1m mostly relates to CAMHS Youth Offending Team. 15/16 & 16/17
invoices were paid In August leaving 14/15 invoices only outstanding. Audrey
Johnson at RBG has indicated that the older invoices are a commissioner to
commissioner issue and she is taking this up with her legal team. We have asked
for regular updates.
 NHSPS £0.2m. Invoices are approved for payment but remain on hold. Director
of Finance has written to Matthew Bryant, NHSPS Director of Finance seeking
final settlement and is diarising a meeting in September.
 Bridges Healthcare Services £0.2m (QMH drugs and Foxbury rent). We were
notified in August that the company has commenced liquidation proceedings. We
have submitted our proof of debt.
Payments
• The public sector payments target is that 95% of invoices are paid within 30 days of
receipt of goods or a valid invoice. In August 88% of invoices by volume and 75% of
invoices by value were paid within this target.
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Capital Investments

The 2017/18 NHSI plan assumes a Capital spend of £22.4m, current indications are that we are likely to underspend by the value of £5.8m. NHSI do not set
monitoring targets against capital spend but performance against plan is taken into account in the national consolidated position. NHSI has been informed of the
change in spend profile and reasons for this but have not as yet asked for a formal re-forecast of this.
QMH Redevelopment
Phase 1: The contract has completed the majority of the construction work and over August all the clinical services relocated to the main building. A process is
underway to close and decommission the vacant areas of Block A and reduce the revenue costs.
Phase 2 - Following advice from our Cost and Project Managers the GMP will now be submitted in October. This will enable additional works areas to be included
in the Guaranteed Maximum Price (GMP) and the discussion concluded around Kings which requires Oxleas to co-ordinate the dental equipment installation.
GallifordTry have been sharing the details of the work packages as they are returned and early indication is that the GMP will be slightly over budget due to
inflation and inclusion of additional works including clinical space for the clinic suite 1 (Oxleas Occupation Health space). Work is on-going to ensure the works
provide value for money.
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Risk Register
Financial risks scoring 8 or above and not yet achieving ‘target’ risk rating have been included in this section. A new risk (No.1660) has been
added relating to Bromley CCG tendering.
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Appendix 1 - Operational Performance
 Children & Y.P. Services: £7k overspend YTD
Income is reporting £90k adverse variance and is due mainly to the lower than expected NCA activity and the deferral of
CAMHs transformation funding (offset by underspend in cost). Pay and non-pay are underspent YTD. However there is ongoing pressure associated with agency staff supporting children in specialist continuing care packages. Achieving CRE plans
continues to present a challenge to the service; this however is currently being offset by non-recurrent underspends.
 Forensic & Prisons: £14k under spend YTD
Income is ahead of plan mainly due to the recognition of additional funding for exceptional escort and bed watches
(prudent estimate of 75% of actual cost) and increase in overseas patients. Pay reported a net overspend of £99k in month
5, £102k underspend YTD. Of this, nursing reported an overspend of £225k in the month driven by increased patient
acuity/observation and cover for vacancies. Non pay is largely due to the following: drugs; escort and bed watches and
spend on medical equipment.
 South London Partnership: Breakeven
Pay reported a net overspend of £15k in month, £41k underspend YTD. Of this, nursing reported an overspend of £219k in
the month driven by increased patient acuity/observation and cover for vacancies
 Adult LD: £96k underspend YTD
The directorate reported a breakeven position in month and £96k favourable variance YTD. The position is mainly due to
unfilled vacancies; however the directorate is actively recruiting into the vacant posts.
 Greenwich: £1,149k overspend YTD
The borough reported an overall adverse position of £332k in month and £1,149k YTD. Income was behind plan in month
due to underachievement of NCA. Pay reported an in-month overspend of £233k largely due to nursing and medical staff
costs within some inpatient areas. This deterioration includes the use of temporary staffing particularly in The TARN where
agency usage doubled in month due to increased acuity (this included a sectioned patient requiring surgical treatment
needing up to 3:1 observation at the QE). Non-pay adverse position continues to be impacted by the use of private
placements and although some improvement can be seen in relation to bed occupancy this is adhoc and remains volatile.
 Bexley: £1,029k overspend YTD
Pay accounts for £628k of the overspend; largely due to spend in district nursing and inpatient areas. Non pay overspend is
driven by the following: UEAs (£212k YTD net of risk share); pressure relieving equipment £204k & unachieved CRE £287k.
This is partially offset by an overachievement of MSK income. A set of actions were agreed in the Board to Board meeting
to reduce DN costs including: end GP nurse cover, clarify housebound definition, reduce DN time spent on medication
admin / prompting, end ear syringing, & personal care. There is a plan to purchase pressure relieving equipment to reduce
rental costs and to increase Holbrook Ward income generation via a new marketing strategy. These actions are designed to
reduce the Bexley Care overspend.
 Bromley: £433k overspend YTD
The borough reported an overall adverse position of £91k in month and £433k YTD. Pay was largely driven by the use of
temporary staff in inpatient nursing and medical to cover vacancies. YTD NCA income continues to perform above plan
(£81k) although there has been a consecutive underachievement of income in the last two months. This is largely due to
beds being occupied by BBG clients.
 HQ Services: 35k overspend YTD
The YTD position is largely due underachievement in CREs as well as agency usage particularly within the Informatics
directorate to cover for vacant posts.
 One-off items:£1.5m of profit on asset disposal is key to achieving the control total, any additional benefit over and above this will
support the underlying position, this is phased into the last quarter of 17/18. Not being on plan means the position does
not recognise £421k of STF. STF rules do however provide an opportunity to recover this retrospectively on a YTD basis,
incentivising providers to make every effort to deliver control totals.
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Appendix 2 – 17/18 Savings Target and Plans

•

The 17/18 target equates to £9.6m and underpins the delivery of an underlying surplus of £0.1m and includes any CIP not delivered recurrently in
16/17. We have plans with a FYE value of £8.4m; realising an in year impact of £7.1m.

•

The YTD impact of non achievement of CREs on the bottom line is circa £1.3m. This includes both plans that are yet to be mobilised and the pressure
associated with the ‘unidentified’ gap.

•

Unless plans are implemented with effect from October 2017, the Trust will need to take significant non-recurrent measures to mitigate the adverse
variation non-delivery of plans causes to the financial position.
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Appendix 3

Agency Taskforce
As at March 17 the threshold for Tier 3 ‘Agency Value’ has been reduced
from £100k to £50k and will remain in place for future monitoring. The
Deputy CEO, Workforce Lead and DoF will focus attention to the teams
below to reduce or where possible eliminate agency spend.
Agency Movements
•

Greenwich Medical - Additional agency usage due to an increase in staff
vacancies

•

Bexley Medical – Additional agency usage due to an increase in staff
vacancies

•

C&YPS Medical – Agency catch up relating to ASD service
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Agenda item

Report from Audit and Risk Assurance Committee

Item from

Steve Dilworth, Chair of Audit and Risk Assurance Committee

Attachments

Front sheet only

Summary and Highlights

The Audit and Risk Assurance Committee met on 12 September 2017. As the July 2017 meeting was not
quorate, a number of reports were brought back to the September meeting for approval. Exceptions to
note are:
KPMG internal audit reports
The Committee received the internal audit reports on Safeguarding Children and Safeguarding Adults. Both
audits received an overall rating of amber/red (Partial assurance with improvements required). Both
processes will be re-audited within six months with a view to improving the rating before year end so this
can be reflected in the Head of Internal Audit Opinion.
The Freedom to Speak Up audit received an overall rating of amber/green (Significant assurance with minor
improvement opportunities). This was a positive report which noted a many areas of good practice but the
Committee acknowledged that there needs to be a focus on improving staff confidence in the process.
KPMG noted our progress and suitable plans for the upgrade of server rooms, and also noted that existing
arrangements are able to maintain the required service.
OPS Ltd and Charitable Funds accounts
The OPS Ltd Accounts and the Charitable Funds Accounts were approved.
Approval Limits Policy
This policy has been updated to reflect the new Board sub-Committee structure and other minor technical
amendments. The policy was approved by the Committee.
Employee Expenses and Lease Car Policy
The policy has been updated to clarify that excess miles claims should be claimed on the shortest route and
that with effect from 1 September 2017, expense claim forms can only be backdated for three months. The
Audit and Risk Assurance Committee approved the Employee Expenses and Lease Cars Policy.
Changes to the Board Assurance Framework
The Committee noted the following exceptions:
1613: The latest guidance regarding General Data Protection Regulations (GDPR) means that unless there
are systems and processes in place to ensure adequate compliance, the trust could be fined for data
protection breaches.
Fines for breaches under GDPR could be up to 20 million euros or the equivalent of £17 million, or 4% of
global turnover (whichever is the highest). We have heard that this may be capped to £2m for public
authorities. However, we await further confirmation from the ICO regarding this.

It was agreed that this risk should be escalated to the Board Assurance Framework as a high risk. A briefing
paper has been presented to the Infrastructure Committee and Executive Team and the Infrastructure
Committee will receive reports on progress against the action plan.
1160: Service users and carers may not always be sufficiently involved in the care planning process or may
not have the care plan in a suitably accessible format. This means that they may not effectively engage in
the care and treatment and 1162: Care plan interventions for clients with identified risks are not always
evident. This means that clinical risks may not always be managed, impacting on patient outcomes and
safety
The Committee considered if the trust should open a new risk relating to the sustainability of care planning
transformation once the Care Planning Transformation Leads have left post. It was agreed that this did not
need to be opened as a risk at present but would be discussed at the Executive Team to ensure that all
services remained sighted on this.
1270: Arrangements for ensuring the safety of lone working are not always implemented and recorded by
teams, so the trust may not have assurance of staff safety during or at the end of a shift. This means that
the Trust may not be able demonstrate that it is meeting its duty of care obligations in the event of an
incident
The Committee noted that an update on lone working would be presented to the October meeting of the
Workforce Committee and then to the November meeting of the Board of Directors. We now have
assurances that all services have systems in place. The next stage is to agree a range of processes that all
teams will be expected to adopt so as to further enhance the safety of lone workers.
1220: Rio data entered late and inaccurate data submissions. Data entered late could lead to poor
performance data being submitted to external bodies like MHSDS as performance of the trust is now being
measures by NHSI using these datasets
The Committee discussed if it was appropriate to reduce this risk in light of progress made. It was agreed to
retain the risk at the current rating of high (12) in light of the data quality concerns raised the KPMG
safeguarding adults and children reports.

New risk for escalation to Board Assurance Framework
1613: The latest guidance regarding General Data Protection Regulations (GDPR) means that
unless there are systems and processes in place to ensure adequate compliance, the trust
could be fined for data protection breaches.

Recommendations
For the Board of Directors to note

Rating (C x L)
HIGH (12)
(4 x 3)

Board of Directors
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Reconfiguring adult services into borough directorates.
Update: September 2017
Helen Smith, Deputy chief executive/director of service
delivery
Presentation on Greenwich Developments from
Iain Dimond, Service Director, Greenwich Adult Services
Lorraine Regan, Greenwich Integration Lead
Reconfiguring adult services into borough directorates.
Update: September 2017

Summary:
A paper was presented to the Board in January 2017, detailing the proposal to move from
five trust wide service directorates to three borough directorates in Bexley, Bromley and
Greenwich, and continue with three trust wide directorates: children and young people’s;
adult learning disability; and forensic and prisons.
The proposal was approved and the new structure went live on 1 April 2017. The borough
directorates in Bexley and Greenwich now contain all adult mental and community health
services; in Bromley, the directorate is composed of all adult mental health services. At the
same time, Bexley Care become operational and now provides all adult health and social
care to Bexley residents.
We established a senior integration lead post in Bexley and Greenwich to lead our
integration programme: this paper provides an update on this programme.
There are four components to our integration programme:
1. Internal integration: focusing on providing a more seamless service within Oxleas.
2. Integration with acute trusts: identifying opportunities to work in a more integrated way
with our acute partners.
3. Integration with primary care: focusing on the development of locality care networks
(LCNs) in each borough, and on how our services will ‘wrap around’ these new structures.
4. Integration with local authorities: Bexley Care already is a fully integrated service for
adult care. In Greenwich and Bromley we are at differing levels of integration but have
agreed a general direction of travel with both local authorities towards greater integration.
We are also working with third sector organisations to seek integration with wider
services/support in the boroughs.

Summary:
We are monitoring progress through establishing a small number of KPIs relating to changes
in patient outcomes, and through monitoring the milestones of each service development
that will move services towards greater integration.
Each borough is developing a high level 2 year plan to implement key service changes – this
work will be complete by the end of November 17. Progress against the plan will be
monitored by the Executive team.
Iain Dimond, Service Director of Greenwich Adult Services, and Lorraine Regan, Greenwich
Integration Lead, will make a short presentation on the developments in Greenwich.
Recommendations
The Board is asked to note the update.

Reconfiguring adult services into borough directorates
Update: September 2017
1. Introduction
A paper was presented to the Board in January 2017, detailing the proposal to move from
five trust wide service directorates to three borough directorates in Bexley, Bromley and
Greenwich, and continue with three trust wide directorates: children and young people’s;
adult learning disability; and forensic and prisons.
The proposal was approved and the new structure went live on 1 April 2017. The borough
directorates in Bexley and Greenwich now contain all adult mental and community health
services; in Bromley, the directorate is composed of all adult mental health services. At the
same time, Bexley Care become operational and now provides all adult health and social
care to Bexley residents.
The drivers for this change were to:
•

Promote the delivery of ‘whole person’ health and physical care in order to support better
health for our patients 1.

•

Promote the delivery of seamless, integrated health and social care with our local
authorities.

•

Pioneer innovative ways of delivering care that meets the changing acuity of our
patients.

•

Enable the trust to work closely with our CCGs and manage commissioning budgets in
the most efficient way.

•

Enable the trust to organise service delivery around our ten primary care local care
networks.

•

Facilitate closer working with the voluntary sector.

•

Facilitate care pathways with primary care.

•

Facilitate closer working with our local acute trusts, particularly in the management of
emergency demand.

We established a senior integration lead post in Bexley and Greenwich to help establish a
culture regarding the delivery of integrated care, to develop integrated pathways and to
ensure that physical and mental health services work seamlessly to deliver care.
This paper provides an update on the integration work programme.
1

A recent report commissioned by NHSE (Making the case for integrated mental and physical health
care. May 17) found that for the SEL STP population, on average, men and women in contact with
mental health services have a life expectancy of 18.1 and 16.1 years less than the rest of the STP
population respectively. The inequality gap widens as people age. Causes of death are the same as
for the general population, although mental health service users are 2 – 4 times more likely to die of
cancer, circulatory or respiratory diseases.
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2. Integration work programme
The integration plan in each borough consists of the following components:

GPs/Primary
Care

Local
Authorities

Borough
Directorates

Acute
Hospitals

Internal mental &
physical health
integration

2.1 Internal integration
In this work stream, we are focusing on providing a more seamless service within Oxleas;
this includes:
Establishing a single point of contact for all Oxleas services within each borough; in time we
could consider this being across boroughs.
Putting in place training programmes so that clinicians can develop a range of skills; eg:
• Offering support regarding wellbeing in our physical health services
• CPNs undertaking basic physical health monitoring (eg, blood pressure) as part of a
care plan
• Long term condition nurses screening for depression and anxiety
Establishing basic screening for:
• Depression and anxiety (PHQ9 & GAD)
• Frailty (Rockwood scale and EQ5DL)
• Memory problems (abbreviated ATMS)
2.2 Integration with acute trusts
In this work stream, we are identifying opportunities to work in a more integrated way with
our acute partners; this includes:
•

Participating in the delivery of the frailty hubs in Bexley and Greenwich;

•

Participating in the borough wide frailty pathways in Bexley, Bromley and Greenwich;
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•

Putting in place a ‘discharge to assess’ scheme within each hospital, to increase hospital
throughput;

•

Developing a number of ‘point of care’ shared roles (eg, a LGT nurse is providing clinical
leadership to the new hub at Eltham Community Hospital).

•

Participating fully in system resilience work programmes.

2.3 Integration with primary care
In this work stream, we are focusing on the development of locality care networks (LCNs) in
each borough, and on how our services will ‘wrap around’ these new structures. This
includes:
In Bexley, agreeing the model for LCNs and working toward reorganising services. Monthly
meetings are now in place to deliver the model.
In Greenwich, the work is progressing. A workshop in September bought together all local
partners to agree on the model for the borough.
In Bromley, MDT meetings for patients with complex needs, chaired by GPs, are well
established and the borough is now considering how to organise primary care into fully
functioning LCNs. Our role is to support this work through aligning our services around each
LCN, in partnership with Bromley Healthcare services.
Other areas we wish to progress with all primary care services includes putting in place a
single (and simple) referral form for all our physical and mental health services.
2.4 Integration with local authorities
Bexley Care is a fully integrated service for adult care.
In Greenwich, we have a number of integrated services with single line management and
have agreed a direction of travel with the Royal Borough of Greenwich towards greater
integration. Oxleas has joined the RBG-led Transformation Board, which will be the driver of
this change within the borough.
In Bromley, our adult services deliver social care under a single line management structure,
but social care staff remain employed by the Council; however, we are at the point of
agreeing the TUPE of adult social workers into Oxleas. We have had initial discussions at
senior level within the Council about the principle of greater integration across all our
services, including CAMHS and will be progressing this in the coming months.
3. Monitoring progress
There are two ways to monitor progress towards meeting the objectives outlined in the
Introduction: firstly, to establish a number of KPIs that allow us to collect data relating to
changes in patient outcomes; secondly, to monitor the milestones towards service change.
3.1 Use of KPIs to monitor progress
There is little national guidance on this issue and the national vanguards are putting in place
system wide measures that would not be possible locally. At the moment, our integration
programme is focusing on structural change (eg, aligning around LCNs, putting single points
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of contact in place, etc.) and it may be better to identify outcomes measures as part of each
service development.
Having said this, it is possible to monitor some outcomes measures now; for example:
• Number of training programmes and attendees
• % of patients offered physical or mental health screening
• Number of GP-led MDT meetings attended by Oxleas staff
3.2 Using milestones to monitor progress
We have asked each borough to put in place a high level 2 year plan to implement key
service changes – this work will be complete by the end of November 17.
Progress against the plan will be monitored by the Executive team. Examples of the
elements within each plan include:
• Use of single GP referral form for all services.
• Implementation of single point of contact
• Single assessment framework in place
• Introduction of trusted assessor model

4. Next steps
I.

The Executive will approve the borough integration project plans in November.
Milestones will be monitored by the Executive team.

II.

A small number of KPIs will be put in place to monitor aspects of the integration
programme.
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Summary and Highlights
Since the last board meeting, the following activities have taken place.
Annual Members Meeting
This was held before the family fun day centenary celebrations at Queen Mary’s Hospital. Around
90 members attended the meeting and heard an overview of the trust’s activities and performance
(quality and financial) last year and plans for the future. Lead Governor Raymond Sheehy delivered
the membership report. We had a stand for membership recruitment at the centenary event.
At the meeting we thanked outgoing governors:
Renuka Abeysinghe
Hannah Chamberlain
Amanda Finlay
Kaye Jones
Joe Nhemachena
Chris Purnell
Mary Stirling
Ken Thomas
And welcomed our newly elected governors:
Trilok Bhalla
Joe Hopkins
Kulwinder Johal
Steve Pleasants
Victoria Smith
New governor induction
Six new governors (elected and partnership) joined us for an induction session on 5th September.
During the day, they learned about our services and how they are funded, discussed the governor
role and the opportunities for involvement and met members of the Board and Executive.
Council of Governors’ meeting
This took place on 21 September. In addition to the Chief Executive’s update, Governors were
presented with findings from the NHS England independent inquiry reports and our actions in
response, Tom Brown, Service Director Bexley Care, gave an update on developments in the
borough and governors learned about actions taken to improve care planning across the trust.
Forthcoming activities include:
12 October – Joint meeting with governors from South London and Maudsley NHS Foundation Trust
17 October – governor finance training (jointly with South London and Maudsley)
23 November- root cause training for incident inquiries
Recommendation:
For the Board to note

