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Board of Directors
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Agenda item
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1
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Enclosure

Minutes of the Board of Directors Meeting 6th November
2014
Dave Mellish, Chair
Minutes of the Board of Directors Meeting 6th November
2014

Summary and Highlights

Changes to risk register

New risks identified

Recommendations
The Board agrees the minutes as a true record of the meeting.

Previous
rating

New rating

Rating

89th Meeting of the Board of Directors
Thursday 6th November 2014
Room 4, Memorial Hospital
Board of Directors
Dave Mellish
Archie Herron
Anne Taylor
James Kellock
Paul Ward
Helen Smith
Ify Okocha
Wilf Bardsley
Ben Travis
Simon Hart

Chair
Vice Chair and Non-Executive Director
Non-executive Director
Non-executive Director
Non-executive Director
Deputy Chief Executive and Director of Service Delivery
Medical Director
Director of Nursing and Governance
Director of Finance
Director of HR and Organisational Development

In attendance
Ann Rozier
Susan Owen

Trust Secretary and Head of Governance
Risk Manager (Minutes)

Members of the Council of Governors in attendance
Baeti Mothobi
Service User/Carer: Older People
Fola Balogun
Service User/Carer: Children’s Services
Tanya Nguyen
Public: Bromley
Barbara Cawdron
Staff: Working Age Mental Health
Action
1

Apologies for absence
Stephen Firn, Chief Executive
Seyi Clement, Non-executive Director

Noted

2

Minutes of last meeting
Page 4 – To be amended to read that there were overspends in Adult Mental Health, Older Peoples Mental
Health and Adult Community Services.
Pending this amendment, the minutes of the meeting on 2 October 2014 were approved as an accurate
record.

Approved

3

Matters arising from the minutes of the last meeting
Page 1 - The seasonal flu vaccination campaign has commenced. The Trust has set a target for 40% of front
line staff to be vaccinated. 1400 vaccines have been ordered and 600 have been administered to date. The
Trust is on track to achieve the target if the current rate of 3% to 4% growth per week is maintained.
Page 3 – A more detailed analysis of the reasons why patients have been admitted under s136 is being
undertaken. This will be reported to the Board of Directors in December 2014.
Page 5 – From December, Bank staff will be paid on a weekly basis. By February 2015, we should expect to
see a reduction in spend on agency staff.
Page 6 – The Staff Performance Award is due to be sent to all eligible staff within the next week.

Noted

Quality Report
QSIP
There were no red indictors in September 2014. Four indicators were 5% or less from the target.
• PE1.1MH – Carer details recorded on RiO
• PS1.2MH – 48 hour follow up for patients admitted following self-harm/suicide attempt
• PE1.3CH – Care plans on RiO for District Nursing teams
• CE1.1CH – COPD patients referred for pulmonary rehabilitation screened for anxiety/depression

Noted

4
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WB

Action
Improvements have been made in respect of the following indicators
• CE2.2MH – Consent to treatment (s58)
• PE1.1CH – Care plans on RiO for community teams
• CE1.3CH – Completion of one year checks by 14 months
CQUINs
The Quarter 2 milestone of sending out letters to GPs to determine annual physical health assessments of
patients with LD was not achieved within the allocated timeframe. This has since been rectified and we have
confirmation from all 3 CCGs that the indicator will be acknowledged as being met and CQUIN funds will not
be withheld. It is envisaged that an update on the Commissioners’ position with regard to the Safety
Thermometer Pressure Ulcers CQUIN will be provided at the Quarter 2 CCG Quality meeting. There have
been no grade 4 community acquired pressure ulcer in Oxleas this year to date.
JK - There were 69 patients requiring a 48 hour follow-up – this seems a high figure.
IO – Acuity levels are rising. These patients would have been seen as a risk to themselves or others.
PW – With regard to the recording of care plans, are we confident that Greenwich CAMHS will reach the same
position as other directorates?
IO – Yes. The directorate has an action plan to address this.
DM – Why are CAMHS red for recording carers?
WB – The carer is often the parent, so this would be recorded on RiO as “parent” not “carer.”
DM – Is lack of police support for undertaking welfare checks still an issue?
IO – No further issues have been raised.
Patient Safety Group report
Much work has taken place to improve the reporting and oversight of serious incidents. A thematic analysis of
level 4 and 5 incidents is being undertaken. Oxleas is not an outlier in terms of the number of suicide
incidents. Much work has been done on developing the Safeguarding Adults Strategy. The Annual Mental
Health Act Report will be presented to the Board of Directors in December 2014. The Annual Safeguarding
WB
Children Report describes progress made in relation to learning, audit activity and ensuring preparation for
forthcoming inspections. It identifies priorities to inform the 2015 work plan including support to young carers
and preventing exploitation. The Director of Infection Prevention and Control (DIPC) Report is a positive
report. Objectives for the year have been completed. The incidence of infection in the Trust is very low.
There were three unavoidable incidences of C.Diff as the patients were on antibiotic therapy. There have
been no incidences of MRSA and a small number of MRSA skin colonisations. Protocols are being developed
in response to current concerns about Ebola. The priorities for the Sign Up to Safety Campaign have been
revised to be focused on how we achieve a reduction on avoidable harm in the following areas:
• Achieving 95% harm free care
• Preventing the physical deterioration of people with enduring mental illness
• Reducing risk and harm of violence in mental health settings
• Reducing harm from medication errors
• Supporting an open and honest culture throughout the Trust
There are no outstanding CAS alerts. With regard to the Safety Thermometer, the Trust has maintained a low
rate of new harms.
SJ – It is important to maintain infection control standards, but these need to be balanced against creating a
homely atmosphere, for example at Atlas House.
HS – The environment at Atlas House is also designed to ensure that the safety of a very challenging client
group is maintained, but we will look at this and report back.
HS/WB
AH – Are there any plans for a further internal audit on medical devices management?
WB – We will look to re-audit in the first or second quarter of 2015/16.
PW – There is an increased spotlight on reducing the exploitation of children. Do we have the capacity to
respond to this?
WB – There is more work to do on this. We need to understand if this is a skills or numbers deficit.
PW – Is there an opportunity to take the lead with partner agencies?
WB – Vulnerable families will need support from social care.
JK – With regard to the TB screening pilot on Shrewsbury Ward, was the low number of cases a surprise?
WB – Yes, but this does not detract from the overall aims and messages of the pilot.
5

Compliance Report

Noted
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Action
Regulatory feedback
The CQC made an unannounced visit to Oxleas House on 16 September 2014, to follow up the actions
identified from the visit in September 2013. The final report from this has been received and the unit was
found to be fully compliant with all Outcomes reviewed. The Trust has received the draft report following the
visit to Holbrook Ward on 18 August. The unit met five out of the six outcomes assessed. A moderate
concern was identified relating to outcome 4. Estelle Frost is leading on the development of the action plan.
The Trust has received Mental Health Act Review Team Visit reports for Lesney Ward and Atlas House. For
Lesney Ward, the action plan idenfies how the ward will address concerns relating to recording consent to
treatment and staff attitude. Action plans have been developed in response to the concerns raised. At Atlas
House, the actions relate to improving recording on RiO.
Mental Health Act
There has been an increase in the number of new sections in September 2014.
Serious Incidents
Three serious incidents were reported in September 2014, but the incident that occurred on 16 September
has since been de-escalated as HM Coroner has found that this was a natural causes death. Of the remaining
two incidents, one was a fall resulting in a hip fracture and the second an attempted suicide by overdose.
Learning points from Inquiries completed in September 2014 include ensuring that failed phone contacts are
followed up the same day with either a letter or a home visit; when patients are disengaging with services,
consideration of referral of patients to the High Risk Panel should be discussed in team meetings and
documented in RiO; and the provision of additional falls training. Three reports were submitted over
timescale in September 2014 as they needed further review.
Complaints
The Trust received 15 new formal complaints in September 2014. Staff attitude and clinical care remain the
most frequently raised issues.
DM – Do we know why there has been in increase in new sections?
IO – We are reviewing the data to understand this better.
AT – Do we know the reasons for the gaps in recording Consent to Treatment on Lesney Ward?
IO – The Act requires consent to treatment under Section 58 to be reviewed three months after the detention
commenced, but best practice guidance is that this review can take place sooner. The legal requirement was
being met.
AH – Have we identified the staff for whom comments about attitude were raised.
WB – This has been addressed by the Ward Manager.
HS – We can ask the PALS Team to undertake an independent review of Lesney Ward.
PW – We need to further strengthen the arrangements for crisis care. Can the Trust’s leadership role be
discussed more at the Board?
DM – This can be addressed with the Borough Commanders and reported back to the January 2015 Board
meeting.
JK – Is there a link between learning from complaints and incidents?
WB – We join the learning when this is identified.
6

Key Performance Indicators Report
All Monitor targets are Green. For Care Programme Approach clients followed up within seven days of
discharge and referral to treatment within 18 weeks in AHP services, the reasons for the slight drop in
performance are being reviewed, however both indicators remain within target. The Board noted that for the
AHP 18 week RTT incomplete pathway target, the Trust actual performance was 97.2%. The Trust is close to
achieving the 95% internal target for psychological therapies referral to treatment and only a small number of
teams are not yet achieving this. In-patient activity in mental health wards remains high. Occupancy on the
Bevan Unit is low and we are working with Lewisham and Greenwich NHS Trust to identify suitable patients
for referral. Occupancy on the Step-up, Step-down Unit is good; this is due to close liaison between Dr Yu and
GPs to ensure that patients are referred. For Adult Community Services, good progress is being made with
ensuring that appointments are correctly outcomed. For recording the estimated discharge date for patients
on the Step-up, Step-down and Bevan Units, the administration issues have been resolved and processes are
being reviewed.
SJ – If the work of the JET team in Greenwich is embedded, will this help to clarify the clinical model for the
Bevan Unit?
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WB
WB/DM
Noted

Action
HS – Much work has been undertaken by Theresa Conway to stabilise the situation and there is now a more
community focus.
SJ – What impact will the Eltham Community Hospital have?
HS – This will increase the number of beds. It is important that patients are appropriately referred to Oxleas.
JK – Do we monitor the referral to treatment times for all AHP services?
HS – Yes, the detail is included in the full KPI report.
DM – The Government has recently published a report on CAMHS services. This will be an agenda item for the
December or January Board meeting so we can assess our position and identify gaps.
HS – The C&YP Directorate has a focus on this.
HS??
PW – We should use the report to give us leverage with Commissioners.
7

Service Delivery Report
There have been a number of high profile visits to our Pioneer Service. A recent Trustwide conference for
AHPS was well received and we will look to make this a regular event. Following proposals to reduce the
number of acute units from three to two sites, an extensive consultation has been undertaken. We have
listened to the concerns raised and have taken the decision not to progress with these plans.
SJ – Is there a reason for the disparity between the number of sleepovers for male and female patients?
HS – For female patients, these are mainly UEAs. As the Trust does not have a female PICU unit, patients
needing this facility are admitted to a private bed. This is a more cost effective option for the Trust.

Noted

8

Corporate Risk Register
Two service delivery risks have been escalated to the Corporate Risk Register. One high risk relates to tender
activity in the C&YP Directorate and one moderate risk relates to the re-design of community services in the
Adult Mental Health Directorate. BT said that the C&YP risk may reduce soon as the Trust is in a competitive
dialogue with Commissioners. The October meeting of the Governance Board approved the new Risk
Management Framework. One risk has been increased since the last report to the Board of Directors. FN1: In
order to achieve financial plan and a Monitor risk rating of 4, the Trust must deliver significant cost
improvements; including savings required as a result of reductions in contract values. NHS England and
Monitor have issued planning guidance that non-acutes should be planning on efficiencies of approx 4% per
year for the next 5 years. This was increased to a significant risk at the Business Committee on 21 October
2014 and non-recurrent funding will be used to meet CREs. Consequence increased from 3 to 4, likelihood
increased from 3 to 4, risk rating increased from MODERATE (9) to SIGNIFICANT (16). The Board of Directors
approved the changes to the Corporate Risk Register.

Approved

9

Business Committee update
Noted
The October 2014 meeting of the Business Committee considered the findings of the strategic review of the
procurement function. The review considered three options: 1) fully outsource the purchasing solution to
County Durham Procurement Consortium (CARDEA) 2) conduct a full tender for a new purchasing system to
be managed internally by a re-structured procurement team 3) light touch improvement to existing processes.
Following a full evaluation, the recommendation from the Executive Team and Strategic Procurement Group
was that low value procurement should be outsourced to CARDEA as this offers the greatest potential for
delivering savings. The Business Committee approved this recommendation.

10

NED report - Board Visits
AT – ECT Suite, Woodlands Unit: This was a very successful visit. The team said that they had the right staff
and right space to provide the service.
SJ – Contraception and Sexual Health (CASH): There was evidence of good team work and staff had an
excellent relationship with the consultant. Attendances have dropped due to the temporary re-location to
the Memorial site and there are concerns that this could have an impact if the service is re-tendered. The
service receives consistently good feedback and is highly regarded by patients. BT said that Stephen Firn has
written to the contractors who are undertaking the refurbishment of Market Street. BT has met with the
Director of Finance at Greenwich CCG so they are aware of our concerns. Much work is being done to market
the service and this has had some success.
JK – Bromley Early Intervention Team: This is a small, skilled and flexible team, who work with high risk
patients. The team has some good ideas on physical health promotion. Staff expressed some concerns about
changes within the directorate.
Page 4 of 8

Noted

Action
AH – Is it possible to use temporary accommodation, such as a portacabin, for the CASH service?
HS – It is difficult to find an appropriate site in Woolwich and Greenwich. The environment also needs to be
clinically suitable.
PW – If the delay in refurbishment goes beyond March 2015, we will need to look at a new approach for
delivering this service. We will have competition from Lewisham.
DM said that the rota for the visits will now be refreshed as the current programme has been in place for 12
months. SH said that there are also plans to visit corporate teams.

DM

11

Council of Governors update
The outcome of the working group on holding NEDs to account is to be referred to the Nominations
Committee. Governors have met with HS to discuss strategic priorities. DM has met with the new Governors
who were elected this year and these were all very positive meetings.

12

Finance Report
Noted
The Trust has received a letter from Monitor, which gives us a Green rating on our Five Year Plan. Although an
internal Monitor rating, only one other London mental health foundation trust has achieved this. The Trust is
on track to deliver a surplus, is on track with regards our cash position and is on target to maintain a Financial
Risk Rating of 4. Total debt stands at £11.1m. There are a small number of aged debts that are a cause for
concern and we have made provision for these. In terms of performance, Holbrook Ward nurse bank and
agency expenditure remains high due to clients with similar high level needs being concentrated in one care
setting. There is a £0.5m gap in achieving CREs and we are reviewing how we will give support to directorates.
AH – Can we take legal action against Hyde Housing and The Hurley Group for non-payment of rent?
BT – The Hurley Group have given us assurance that the invoices will be paid.
AT – Are there any plans to address concerns about GPs refusing to pay rental charges?
BT - GPs have argued that their funding allocation excludes rental payment. We are working with NHS
England and the CCGs to resolve this, but this may be a cost pressure for the Trust.
JK – What can we do to reduce the risk of not achieving CREs?
BT – We have good relationships with our Commissioners and we engage them in discussions.
HS – Teams have worked hard to support acute trusts. This has put more pressure on our services.
PW – Can corporate directorates do more?
BT – Corporate directorates had higher targets. We need to ensure that there is clarity as to what can be
delivered.
SJ – Will future discussions have clinical oversight?
IO – There is a process to check that CRE plans are achievable and clinically safe. There is an emphasis on
supervision and appraisal so we need to ensure that we have the right management structure to support this.

13

Workforce Report
Noted
Workforce KPI
All services continue to meet the Safe Staffing Threshold. The next six-monthly report will be presented to the SH/WB
Board of Directors in December 2014. Sickness absence for December 2014 is 4.16%, a marginal increase
from the August figure 4%. The overall sickness rate has improved compared to the same period last year and
it is anticipated that this will reduce further by year end. The vacancy rates remain high in Adult Community
Health Services and Forensic and Prison Services and there is a high level of recruitment activity to address
this. All directorates remain above 90% for PDR update and completion of mandatory and essential skills
training. Overall, the recording of a supervision session every six weeks is at 54%. The best performing
directorate (OPMH) has achieved 65% and some in-patient wards are close to the 80% target. There were 22
live disciplinary cases in October. Three members of staff are suspended from duty. There is one tribunal
claim outstanding against the Trust and this is due to be heard in January 2015.
Industrial Action
Industrial action by UNISON, UNITE, RCM and GMB took place on 13 October for four hours, followed by a
period of work to rule. A small number of Oxleas staff took part and there was no disruption to service
provision. A further four hour strike is planned for the morning of 24 November.
Recruitment
Much work has taken place to tackle a difficult issue. The time to recruit timescale can be reduced to 14
weeks and we perform well compared to other Trusts. For NHS candidates, we now take only one reference,
direct from the candidate’s HR Department. No qualitative data will be sought from the line manager unless
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Noted

Action
specifically requested. This measure will save on average 14 days from the current timescales and will also
reduce fraud. Improvements to the recruitment process can also be made by working proactively with the
appointing manager and the candidate. Our approach to candidate care has proved to be popular. A number
of innovations are in place to target “hard to recruit” staff groups, including international recruitment,
recruitment and retention premia and a flexible approach to starting salaries to secure experienced
candidates. There is no evidence that we are losing candidates because the recruitment process takes too
long.
DM – When can we expect to achieve 100% compliance for the recording of a supervision session every six
weeks?
SH – By March 2015, we would expect all directorates to be close to the 80% target. We will focus on areas
where there are no recorded supervision sessions. We are using the same strategies as we did to ensure that
all staff received an annual PDR.
AR – We know from Peer Reviews that some teams have had local methods for recording supervision in place
for some time, so we focus on ensuring that they are using the new recording system.
SJ – Is this a recording issue or are some staff not receiving regular supervision?
IO – This is more of a challenge in some teams, for example the district nursing service.
SH – We need to have a flexible approach as to how supervision is delivered.
SJ – Have we taken action to address the quality of graduates from the University of Greenwich?
SH – There has been a change in leadership at the University of Greenwich. They are more engaged and we
are seeing an improvement.
14

Chief Executive’s update
NHS England has published the Five Year Forward View for the NHS. This has been produced in partnership
with six organisations, including Monitor and the CQC. It identifies three gaps that need to be addressed: the
health and well-being of patients and staff; care and quality; and funding and efficiency. This is a positive
report and there is much in it for Oxleas.

15

Any other business
None raised

16

Questions from the floor
None raised
Next meeting of the Board of Directors
th
Thursday 4 December 2014
Room 4, Memorial Hospital
th

I confirm that the minutes of the Board of Directors meeting of 6 November 2014 are a true record.
Signed
Dave Mellish, Chair

Date:
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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 anne.rozier@oxleas.nhs.uk
ACS – Adult Community
Services
ADHD – Attention Deficit
Hyperactivity Disorder
ADL – Assessments of
Daily Living or Activities of
Daily Living
AfC – Agenda for Change
AHP – Allied Health
Professional
ALBs – Arms Lengths
Bodies

ECR – Electronic Care
Records

CDM – Chronic Disease
Management

ECT – Electro Convulsive
Therapy

CEG – Clinical
Effectiveness Group
CIP – Cost Improvement
Programme
CLDT – Community
Learning Disability Team
CNST – Clinical Negligence
Scheme Trust
CPA – Care Programme
Approach

EI – Early Implementer

IM&T – Information
Management and
Technology

ESR – Electronic Staff
Records

ISA – Information Sharing
Agreement

ETP – Electronic Transfer
of Prescriptions

KPI – Key Performance
Indicators

FCPN – Forensic
Community Psychiatric
Nurse

KSF – Knowledge and
Skills Framework

CPC – Cost Per Case

FOI – Freedom of
Information

AMH – Adult Mental
Health

CPN – Community
Psychiatric Nurse

HCA – Health Care
Assistant

AMHP – Approved Mental
Health Professional

CRB – Criminal Records
Bureau

HEE – Health Education
England

ASBO – Anti-Social
Behaviour Order

CRE – Cash Releasing
Efficiency

HID – Hospital Integrated
Discharge Team

ASD – Autistic Spectrum
Disorder

CRHTT – Crisis and Home
Treatment Team

HIMP – Her Majesty’s
Inspectorate of Prisons

ASW – Approved Social
Worker

C&YPS – Children and
Young People’s Service

HR – Human Resources

BMs – Business Managers

CQC – Care Quality
Commission

ALD – Adult Learning
Disabilities

CAMHS – Child and
Adolescent Mental Health
Services
CAPA – Choice and
Partnership approach (a
new way of managing
referrals into CAMHS)
CAS – Central Alerts
System
CASH – Contraception and
Sexual Health
CBT – Cognitive
Behavioural Therapy
CCG – Clinical
Commissioning Group

HTT – Home Treatment
Team

CQUIN – Commissioning
for quality and innovation
DADL – Domestic
Activities of Daily Living
DESMOND – Diabetes
education and self
management programme
for on-going and newly
diagnosed
DH – Department of
Health
DN – District Nurse

IMHER – Integrated
Mental Health Electronic
Record

LAS – London Ambulance
Service
LD – Learning Disability
LGBT – Lesbian, Gay,
Bisexual, and Transgender
LHC – Local Health
Community
LSP – Local Service
Provider
LTC – Long Term
Condition
MAPP – Multi Agency
Protection Panel

HV – Health Visitor

MCA – Mental Capacity
Act

ICP – Integrated Care
Pathway

MDA – Multi-disciplinary
Assessment

ICT – Information
Communication
Technology

MDO – Mentally
disordered offender

iFox – Trust Business
Information System
IGG – Information
Governance Group
IGT – Information
Governance Toolkit

MDT – Multidisciplinary
team
MEWS – Modified Early
Warning Score Tool
MH – Mental Health
MHA – Mental Health Act
MH MDS – Mental Health
Minimum Dataset

DNA – Did Not Attend
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MHRA – Medicines
Healthcare and products
Regulatory Agency
MHRN – Mental Health
Research Network
MSK – Musculo-skeletal
Services
NAC – Nursing Advisory
Committee
NCC – National
Consortium of Colleges
NEDs – Non-executive
Directors
NHSLA – NHS Litigation
Authority
NICHE – National Institute
for Health and Care
Excellence
NIHR - National Institute
for Health Research
NPSA – National Patient
Safety Agency
NSF – National Service
Framework

SAP – Single Assessment
Process

PDP – Personal
Development Plan

SCG – Specialist
Commissioning group

PDR– Personal
Development Review

SDS – Service
Development Strategy

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

SLaM – South London &
Maudsley NHS Trust

PEAT – Patient
Environment Action Team
PFI – Private Finance
Initiative
PICU – Psychiatric
Intensive Care Unit

SPD – Safety, Privacy and
Dignity

POMH – Prescribing
Observatory for Mental
Health

SI – Serious Incident
TDA – NHS Trust
Development Authority

PRUH – Princess Royal
University Hospital

TSA – Trust Special
Administrator

PSA – Personal Safety
Awareness

TUPED – Transfer Under
Present Employment

QEH – Queen Elizabeth
Hospital

UEAs – Uncontracted
Emergency Admissions

QMS/QMH – Queen
Mary’s Hospital Sidcup

OPD – Outpatients
Department

QRP – CQC Quality and
Risk Profile

OPM – Office for Public
Management

QSIP – Quality and Safety
Improvement Plan

OPMH – Older Peoples’
Mental Health

RAG – Red/Amber/Green

PQQ - Pre Qualification
Questionnaire
PADL – Personal Activities
of Daily Living
PALS - Patient Advice and
Liaison Service
PEG – Patient Experience
Group
PD – Personality Disorder

SMs – Service Managers
SN – School Nurse

OOHs – Out of Hours

PEEP – Personal
Emergency Evacuation
Plan

SLR – Service Line
Reporting

VTE – Venous
thromboembolis

RC – Responsible Clinician
RCA – Root Cause Analysis
RGN – Registered General
Nurse
RM – Risk Management
RMN – Registered Mental
Nurse
RMO – Responsible
Medical Officer
RPST – Risk Pooling
Scheme Trust
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Board of Directors
4th December 2014

Item
Enclosure

4
3

Agenda item

Key Performance Indicators Report (KPI) – October 2014

Item from

Helen Smith, Deputy Chief Executive and Director of Service
Delivery
Front Sheet only

Attachments

Summary and Highlights
Actual outcomes appear in red if they have not been met for the last three months (for detail please see
the key at the end of the report). Where figures are shown in brackets, they denote the change in
performance based on the previous month.

Key Monitor Targets 2014/15
1. Meeting the MRSA objective (Number of outbreaks of MRSA).
Target: 0 Outbreaks
Trust Actual: 0 Outbreaks (No Change)
2. Maximum time of 18 weeks from the point of referral to treatment in aggregate (admitted patient care
– Bexley & Greenwich Community Health Services).
Target: 90%
Trust Actual: 100% Within 18 Weeks (No Change)
3. Maximum time of 18 weeks from the point of referral to treatment in aggregate (non-admitted patient
care – Bexley & Greenwich Community Health Services).
Target: 95%
Trust Actual: 99.2% Within 18 Weeks (-0.8%)
4 Breaches in Specialist Children’s Services which were validated as true breaches by the Business Office.
4. Maximum time of 18 weeks from the point of referral to treatment in aggregate (patients on an
incomplete care pathway – Bexley & Greenwich Community Health Services).
Target: 92%
Trust Actual: 99.6% Within 18 Weeks (-0.4%)
2 Breaches in Specialist Children’s Service which were validated as true breaches by the Business Office.
5. Community dataset, recording of information. 1. Referral to Treatment information. 2. Referral
information. 3. Treatment Activity information. (Monitor reserves the right to also introduce the following
throughout the year: 4. Patient identifier information and 5. Patient dying at home information.)
Target (for each item): 50%
Community Actual (RTT Information): 100% (No Change)
Community Actual (Referral Information): 89.3% (+0.7%)
Community Actual (Treatment Activity Information): 96.3% (+0.7%)

In September 2014, the following potential additional indicators performed as follows:
Patient Identifier Information: 99.6% (+0.1%)
6. Care Programme Approach clients followed up within seven days of discharge from inpatient setting.
Target: 95%
Trust Actual: 95.8% Followed-up (-0.3%)
4 breaches in Inpatient & Crisis which were validated as true breaches by the Business Office.
7. Care Programme Approach clients having a formal review within 12 months.
Target: 95%
Inpatient & Crisis: 97.3% Breaches: 2 (-2.7%)
Community Mental Health: 100% Breaches: 0 (No Change)
Older Adults: 100% Breaches: 0 (No Change)
ALD: 100% Breaches: 0 (No Change)
Forensic: 99.2% Breaches: 1 (No Change)
CAMHS: 100% Breaches: 0 (No Change)
Trust: 99.8% Reviewed (-0.1%)
8. Minimising delayed transfers of care (Delayed Discharges).
Target: Under 7.5%
Trust Actual: 2.7% Clients Delayed (-0.1%)
9. Admissions to mental health inpatient services had access to Crisis Resolution / Home Treatment
teams.
Target: 95%
Trust Actual: 100% Clients Gate kept – No Breaches (No Change)
10. Meeting commitment to serve new psychosis cases by early intervention teams.
Target: 95% (256 Individual Cases)
Trust Actual: 104.30% (267 individual cases) (-2.34%)
11. Data completeness: Mental Health Minimum Dataset (MHMDS) identifiers including; 1.NHS Number,
2. Date of Birth, 3. Postcode of Usual Residence, 4. Gender, 5. GP Practice and 6. Code of Commissioner.
Target: 97%
Trust Actual: 99.5% (No Change)
12. Data completeness: Mental Health Minimum Dataset (MHMDS) outcomes for patients on CPA
including; 1. Employment, 2. Accommodation and 3. Health of the nation outcome scores.
Target: 50%
Trust Actual: 87.9% (-0.6%)
13. AHP 18 week RTT pathway: Maximum time of 18 weeks from the point of referral for AHP services to
treatment in aggregate
Target: 95%
Trust Actual: 97.9% (+1.2%)
14. AHP 18 week RTT pathway: Maximum time of 18 weeks from the point of referral to treatment in
aggregate (patients on an incomplete care pathway - still awaiting treatment).
Target: 95%
Trust Actual: 95.7% (+0.2%)

The following information is not reported to Monitor
RTT 18 week waiting times for Psychological Therapies
1. Psychological Therapies 18 week RTT pathway: Maximum time of 18 weeks from the point of referral
for Psychological Therapy services to treatment in aggregate
Target: 95%
Trust Actual: 93.0% (+0.6%)
2. Psychological Therapies 18 week RTT pathway: Maximum time of 18 weeks from the point of referral
to treatment in aggregate (patients on an incomplete care pathway who are still awaiting treatment).
Target: 95%
Trust Actual: 92.4% (-1.4%)
Following the data being drawn for this report, a more detailed analysis has been undertaken.

In CAMHS, the process for reporting waits has only more recently been introduced. There remain
a small number of data entry errors; genuine breaches are:
Bexley CAMHS: 1 (not 4 as in the KPI report)
Bromley CAMHS: 1 (not 7 as in the KPI report)
In adult mental health, the position regarding genuine breaches is as follows:
Greenwich SIT: 12 breaches. Some cases have specific requirements - eg will only see a particular
therapist which has led to longer waits. A new psychologist has just joined the team so we expect
the position to improve by next month.
Bexley recovery: 9 breaches. This is unusual for the team, who closely monitor their waits. By
27/12, this number had dropped to 3.
Bexley psychotherapy: 9 breaches. Due to ongoing capacity problems and waits for specific
therapies (eg, individual psychodynamic therapy).
Bromley SIT: 4 breaches. This is a big reduction from previous months and the team is working
toward no breaches next month.
Clinicians are working hard to achieve good results but continue to make some data entry errors
that are not picked up by the services and corrected ahead of the report being generated.
Business managers continue to work with these teams to improve data quality.
Greenwich IAPT: the monthly performance has yet to be included as the required metrics are
being developed.

Inpatient Activity
1. Inpatient & Crisis
a) Occupancy rate (Including Leave) 106% (-4%)
b) Occupancy rate (Excluding Leave) 100% (-4%)
2. Older People Acute
a) Occupancy rate (Including Leave) 94% (+1%)
b) Occupancy rate (Excluding Leave) 90% (no change)

Average occupancy rate (incl leave) over the past 6 months is 96%, excl leave, the rate is 93%.
3. Psychiatric Intensive Care (Tarn).
a) Occupancy rate (Including Leave) 80% (-13%)
b) Occupancy rate (Excluding Leave) 80% (-13%)
Average occupancy rate (incl leave) over the past 6 months is 90%, excl leave the rate is also 90%.
4. Forensic & Challenging Behaviour
a) Occupancy rate (Including Leave) 101% (no change)
b) Occupancy rate (Excluding Leave) 99% (no change)
Average occupancy rate (including leave) over past 6 months is 100%, excluding leave, rate is 98%.
5. Adult Learning Disabilities
a) Occupancy rate (Including Leave) 82% (+1%)
6. Bexley Community (Step-up Step-down).
a) Occupancy rate: 93% (no change)
Average occupancy rate over the past 6 months is 89%
7. Greenwich Community (Bevan Ward).
a) Occupancy rate: 86% (+8%)
Average occupancy rate over the past 6 months is 79%.

Adult Community Health Services – Specific Indicators
1. Ethnicity, inclusive of Long Term Conditions, Planned Care and Unscheduled Care.
Target: 85%
Actual: 93.7% (+0.4%)
2. Percentage of total appointments correctly outcomed (excluding those entered in error).
Target: 95%
Actual: 71.4% (+0.7%)
3. Percentage of total appointments recorded as DNA (Did Not Attend) – also excluding those entered in
error.
Target: 7.4%
Actual: 2.8% (-0.1%)
From next month, the estimated discharge data will be reported monthly.
4a. Bevan Ward – Clients with estimated discharge date present, reported quarterly.
Target: 90%
Actual Q2: 75% (+17.1%)
4b. Step-up Step-down – Clients with estimated discharge date present, reported quarterly.
Target: 90%
Actual Q2: 68.5% (-26.2%)
5. Safeguarding Training (Including training levels 1 to 3) reported quarterly.
Target: 80%
Actual Q2: 89.3% (+1.3%)

Children’s Community Health Services – Specific Indicators
1. Ethnicity, inclusive of Specialist and Universal services.
Target: 85%
Actual: 90.8% (+1.0%)
2. Percentage of total appointments correctly outcome (excluding those entered in error).
Target: 95%
Actual: 92.8% (+0.4%)
3. Percentage of total appointments recorded as DNA (Did Not Attend) – also excluding those entered in
error.
Target: 7.4%
Actual: 6.2% (-0.9%)
4. New Birth Visits undertaken within 14 days of birth
The provisional figures are reported a month in arrears to account for new births that occur near the end
of the month – allowing up to 14 days for the visit to take place within the following month. The figures
are then revised before the commissioner review and a second revision conducted for this report. These
revisions are necessary due to the impact of the high volume of activity on data completeness
Bexley-based community
services (Target = 95%)
Greenwich-based community
services (Target = 95%)

August 2014 (2nd Revision)
92.6%

September 2014 (Provisional)
93.8%

95.5%

94.5%

5. Safeguarding Training (Including training levels 1 to 3) Reported quarterly.
Target 80%
Actual Q2: 94.8% (+1.9%)
Target colour key
GREEN TEXT: Target met for last 3 months
AMBER TEXT: Variable performance but target met at least once in last 3 months
RED TEXT: Not met target for last 3 months
Month-on-month Performance-change Colour Key (for KPI’s with set targets):
GREEN TEXT: Improvement/No Change
AMBER TEXT: Slight reduction /increase <5%
RED TEXT: Significant reduction/increase >5%

Changes to risk register

New risks identified

Recommendations
The Board is asked to note the KPI Report.

Previous
rating

New rating

Rating
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Summary and Highlights
The Report provides a brief update of key service issues within each directorate.

Changes to risk register

Previous
rating

New risks identified

Recommendations
The Board note the report and raise any issues of clarification or concern.
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rating
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OXLEAS NHS FOUNDATION TRUST
DIRECTORATES BRIEFING FOR THE TRUST BOARD
December 2014
Children & Young People’s services
The new consortiums which have been given contracts to operate Children’s Centres
have just undertaken a review of their sub-contracts. We have made presentations
to them on the services we provide – speech and language, CAMHS for under 5’s and
Music Therapy. We hope to hear whether these contracts will be extended, put out
to tender or terminated over the next month. The children’s centres are operating
under reduced funding and the competition across a range of contracted services
will be considerable. We are working on a combined service offer which we hope will
add value beyond the single discipline contracts.
CAMHS
CAMHS Looked After Children service
In Greenwich, we have secured a £40,000 grant to support the development work of
the CAMHS Looked After Children’s service with under 5’s.
Inpatient services
For the last 8 months we have been experiencing a shortage of inpatient beds for
young people in CAMHS. We have been supporting them at home and in local
paediatric inpatient wards while beds have been found. As this situation continues
we have had local discussions with colleagues in acute settings to ensure relations
remain positive under difficult circumstances and we are arranging meetings with
NHS (E) commissioners, SLAM and ourselves to discuss solutions to the shortfall and
a more equal distribution of access to beds in the region.
IAPT in Bexley
In Bexley CAMHS, the children's IAPT programme is getting underway. This is a
partnership between CAMHS, the 3rd sector (Moorings) and social care. Trainees
have commenced their training contract and the programme will be formally
launched in February.
Universal services
The Health Visitor service in Greenwich has reached an in principal agreement with
local Children’s Centres about how we can align our Health Visitor Teams to the
geographical ‘reach’ areas they operate with. This will support the work of the
children’s centres and provide more coherence for local families.
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In Bexley, the Health Visitor service has begun to introduce a new developmental
check for 2 year olds (ASQ3) across the Borough. This will ensure that the most upto-date approach available is being provided.
Specialist Children’s services
Co-design with parents
ResearchNet carried out interviews with parents, following their child’s diagnosis of
autism by the Joint Communication team in Greenwich; the results have been
recorded on a DVD to share with our teams to develop our services.
The parents spoke extremely positively about the support prior to diagnosis and the
assessment process particularly mentioning the empathy of the Paediatrician when
sharing the diagnosis. What they wanted following diagnosis was:
• Continued input post diagnosis from the Paediatrician
• Opportunities to meet with other parents of children with ASD
• Meetings which can provide advice about current issues and challenges with
relevant professionals, e.g. nappy training, eating and diet, managing emotional
outbursts, managing change, preparing for young adulthood
What we are going to do:
• Review our follow up process to include opportunities for telephone contact post
diagnosis
• Work with our colleagues in Education to develop additional parent support
groups
Bexley and Greenwich Nursing teams working together to keep children out of
Hospital
The Greenwich and Bexley team are joining forces to support early discharges for
children as part of winter planning. Whilst it has been difficult to recruit an
additional Paediatric Nurse the team have worked flexibly to provide the service as
and when needed. The Service Manger joined the team when they visited a three
week old baby at home at the weekend to give IV antibiotics to and was able to hear
how delighted the family were with the service they had received .

Adult Learning Disabilities services
A year ago, a group of service users and staff decided to embark on a creative
project. Over the last year, many service users and staff have written messages of
hope and positive thinking onto squares of fabric. These were all quilted by Lesley
Brown, lead speech therapist in ALD. The finished project of a prayer quilt was
presented this month by Lesley and some of our service users to the Greenwich and
Bexley hospice. They have been very touched by this project. It has also enabled
further conversations about collaborative work between ALD and the hospice.
People with learning disabilities despite their complex health needs and life limiting
conditions are traditionally low users of hospice services.
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‘Black books’
The black books (personal health profiles) used by people with learning disabilities as
a hand held health record are having a makeover. The focus groups to agree the
changes are being co-facilitated by people with learning disabilities.
Atlas House
Atlas House continues to provide a service that keeps people in touch with their
communities. They have recently proved that this is possible even for people we
admit from other boroughs. They have worked hard to secure in-reach from a
Further Education college in Wandsworth to a patient to ensure his education is not
disrupted. This service user now has a weekly session at Atlas House.

Older Person’s services
Volunteering Service
From 17 November, the volunteering services have been centralised within OPMH.
We are very optimistic about the future of the service and see it as a key contributor
to quality and productivity within the Trust over the next few years.
The feedback we received from a family recently demonstrates the good work that
can be done:
I would like to take this opportunity to thank you all for the most wonderful service
you have provided to my mother enabling her to visit my father whilst in Holbrook
Ward at Queen Mary’s Hospital in Sidcup.
My mother is 87 years of age and is very frail and vulnerable and has great difficulty
in walking and therefore it was essential that she was given assistance to get in and
out of the vehicle taking her to the hospital and to feel at ease and comfortable with
the driver. This is where we would like to express our sincere thanks and gratitude to
your wonderful volunteer driver who has greatly assisted my mother and made the
long drive to Sidcup most enjoyable. Words cannot describe our appreciation for the
care and kindness shown to my mother and she cannot speak more highly of him.
Department of Health Connecting Programme
The directorate hosted a week long visit from Department of Health colleagues week
commencing 10 November, as part of the 'Connecting to Health' Programme. This
programme is designed to bring DH staff closer to the front line of health provision
and help them ‘make better policy’.
Our visitors were Cat Byers, Deputy Director, Genomics Programme, and Dianne
Kennard, Deputy Branch Head, CQC Sponsorship & Quality Regulation. They visited
11 teams and services across the 3 boroughs, ranging from memory services,
through to our inpatient and advanced dementia services. They met with the senior
management team on the first day and then met us on the last day to give feedback.
They commended us for having a deeply committed and compassionate workforce
and for working in innovative ways to improve safety and patient satisfaction. They
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said our staff were open, welcoming, enthusiastic and inspiring. They talked about
the wide range of services we provide and said they had learned a tremendous
amount about mental health and older people.
They went away appreciating some of the difficulties we encounter in delivering high
quality care, eg, getting the local system to work well to facilitate timely discharge
from our wards, continuing care papers and panel processes, lack of social care
support, and the burden on front line staff of all the initiatives and policies issued
from the DH. They said they had also seen opportunities for the development of
services – hopefully they will report these issues to their colleagues and policy
makers in Whitehall.
Directorate Admin Awayday
We hosted an awayday on 21 November for administration staff across the
directorate. This was part of the response to information gained about staff morale
from the Staff Side Focus groups held earlier in the year. We focussed on valuing
admin staff as an integral part of our service and had sessions on new technology
and Oxleas Rio. There were opportunities to learn more each other’s work and about
mental illness in general.
The highlight of the day was a production by Vamos Theatre Group which helped
staff think about how better to communicate with people who have dementia and
memory problems. One staff member wrote to say :
I found the sessions very informative - and entertaining! It was also good to hear
from most of the admin team that there have been a lot of changes for the better
since the focus groups earlier in the year, and the last admin conference

Adult community services
Engagement and nursing developments
The district nurse forum was successfully launched in Bexley with good feedback
from nurses attending. Inurse has been rolled out to most nurses.
The Head of Nursing has scoped out the clinical competencies required by each band
of nurse and will be working with the Darzi fellow on mapping this, initially in District
Nursing, during December.
A consultant practice development nurses has been recruited and starts in January
to facilitate the training and development of these competencies with our district
nurses.
The district nurse transformation board has established a work plan to implement
the SERCO demand and capacity review recommendations.
The NHSE national lead nurse for district nursing, Sue Hill, has been invited to share
her work and tools on acuity and capacity management for district nurses.
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The lead nurse in our cardiac care team, Sue Simpson, is supporting the end of life
team in the care of patients with heart failure. Of our last 11 patients with end stage
heart failure, 10 were supported to die at home or in the hospice.
We are working to reduce catheter acquired infections; our continence team is
establishing a register of patients with urinary catheters and working with CCG
commissioners to streamline the prescribing of catheters on FP10.
Recruitment
Eight excellent band 5 nurses were recruited last week and a recruitment initiative is
being carried out in Ireland. We are also looking for innovative ways to improve
retention and career journeys for Oxleas community nurses.
Safety
We are pleased to report that we did not have a grade 4 pressure ulcer for 304
days. The embedded learning regarding pressure ulcers continues to be rolled out
and has been welcomed by learning disability teams and care homes locally.
Recognition
Helen Jefford's work championing pulmonary rehabilitation in prison services has
received further recognition. She won the enhancing patient care and dignity
standards award at the CSP awards.
Juliet Blenman has been named as a 'Care Maker', one of 55 national care makers.
Juliet will be working with Oxleas staff on embedding the nursing ‘6 Cs’ in care areas.
Pioneer service
Greenwich Coordinated care is preparing to roll out to the second and largest
syndicate in Greenwich, covering Woolwich, Plumstead and Thamesmead. We are
excited about how the test and learn can adapt to the different needs of the people
in this area. GCC has also been selected for the Health Business Awards in London.
Eltham community hospital (ECH)
Work continues to develop ECH. Clinicians from across the system have been
participating in workshops to review coordinated community, crisis, ambulatory care
and hospital discharge care.
System resilience
The performance in the A&E targets locally remains challenging. We have created a
number of roles and initiatives with winter pressure funding and are tracking
patients through the hospitals for both Greenwich and Bexley. The work of the JET,
HID and CARs as intermediate care unit teams is acknowledged as highly supportive
by our partners. The teams are focused on supporting patient flow and admission
avoidance and are participating in silver command three times a day, including
weekends.
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Quality summit
Bexley CCG is keen to merge existing community contracts into one contract. We
have jointly established work streams to develop more meaningful KPIs such as for
phlebotomy response times, access to services, monitoring of housebound patients
and clinical skills.
Neurology and rehab
The community assessment and rehab teams and neurology teams have been
working hard to reduce waits. New clinics and group work has been positively
received by patients. The Bexley neuro team are undertaking a two week blitz on the
waiting list. Greenwich CCG has invited us to submit a business case for expanding
the neurology team as part of its commissioning intentions.
A peer review was carried out by the governance team on the Greenwich CAR
team, the results were good in all domains.
Malnutrition
The new Greenwich malnutrition service has been launched.
Step Up Step Down (SUSD)
The SUSD has been renamed the Meadow View unit and is due to move into newly
refurbished wards on 4th December.

Forensic & prison services
Inpatient Services
The services continue to operate at full capacity and recently have experienced a
number of difficult and challenging patients. This along with some staff shortages
and the removal of the forensic lead has led to concerns about low staff morale. A
number of actions are being put in place to support staff.
The intensive care area originally due to open in September is further delayed but
now expected to open before Christmas
Prisons services
The services at Rochester and Cookham Wood have continued to improve with the
contribution of the new senior team.
Nina Turner, a band 7 nurse at Rochester, recently was shortlisted by the Nursing
Times for their “rising star” award. Whilst unsuccessful, she has been invited to
apply to become a Queens Nurse. She also has been invited to contribute to writing
the NICE policy guidance on prison health care, along with one of our GPs.
The Directorate was interviewed on the 13th November to provide full healthcare
services for the Greenwich Prisons cluster; we expect to hear whether we have been
successful in the week commencing 8 December.
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All prisons continue to experience difficulties from minor levels of disturbance and
some industrial action by the POA following the implementation of the “fair and
sustainable” programme. This makes accessing prisoners to provide for their
healthcare needs more difficult.
Police Liaison and Diversion
We are expecting to receive additional funding to further develop this service from
April 2015.

Adult mental health services
Recognition
The All Party Parliamentary Award for the best perinatal mental health service was
awarded to the Greenwich TIME Team by the All Party Parliamentary Group on
Maternity, in conjunction with the NCT. It was presented to the team at Westminster
by the Minister of Health. Dr Parveen Nasir represented Oxleas AMH, along with
Nigel Perks, Consultant Obstetrician, and Vlorah Hingley, who manages the Best
Beginnings midwives in Greenwich.
Community MH service redesign
Seven staff engagement events have now taken place across BBG. These have been
well attended and generated a lot of interest from staff. Positive dialogue continues
with commissioners across BBG, with support for the general direction of our plans.
A presentation will be made to the Council of Governors in December.
System resilience monies
We have successfully, together with OPMH, secured the majority of the winter
pressure monies that we applied for; this will strengthen our crisis response,
particularly with regard to younger adults with psychosis.
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Corporate Risk Register as at November 2014

Highlights

Service Directorate Registers

The November 2014 meeting of the Governance Board received the Risk Registers from the Older
People’s Mental Health Services Directorate and the Forensic and Prison Services Directorate. Highlights
relating to high risks from these directorates are summarised below.
Older People’s Mental Health
The Directorate as asked to increase two risk currently rated as moderate to high risks:
1.1 - Failure to meet the referral demands for Dementia services due to inadequate CMHT resources
impacting on user, carer, referrer and staff satisfaction, including increasing waiting lists/times
The risk was increased in light of the growing demand on dementia services and the impact of CCG
targets to increase the dementia diagnosis rate. Consequence to remain at 3, likelihood increased from
3 to 4, risk rating increased from MODERATE (9) to HIGH (12).
1.9 - OPMH ability to achieve financial balance whilst delivering directorate CRE’s for 2014/15 –
(achieved) and 2015/16. Failure to achieve would create service and Trust financial pressures
impacting on reserves and Trust Monitor Finance Risk Rating
This risk was increased as the Directorate is forecast an overspend of £600k by year end. Consequence
to remain at 3, likelihood increased from 3 to 4, risk rating increased from MODERATE (9) to HIGH (12).
A separate risk relating to meeting CREs is also to be opened by the OPMH directorate.
Forensic and Prison Services
The Directorate has two high risks on their Risk Register:
FP33 - The Directorate does not have a clear strategy/policy to deal with the management of long
term conditions, leading to illness and inability to discharge patients as early as possible
This risk relates to the findings of a Level 4 serious incident inquiry and the learning from this has been
incorporated into the mitigation plan. A physical health lead for the Directorate has been identified and
physical health reviews are taking place, but there is a need to pull the work streams together. Risk
rated as HIGH (12) (C = 3, L = 4).
FP28 - The introduction by NOMS of new ways of working – “Fair and Sustainable” in a number of our
prisons has resulted in a reduction of prison officer numbers. This has led to longer periods of
lockdown and restricted access by healthcare to prisoners resulting in it taking longer to see prisoners
who may have been identified as “at risk” in reception or unwell and in need of support whilst on

Highlights
normal location, resulting in an increased risk to patients and to staff. This may represent a
reputational risk for the Trust
This is an area of concern for the Directorate as access to prisoners has reduced. The risk will not
reduce in the short term and the Directorate will need to continue work with prisons to address this.
Risk rated as HIGH (12) (C = 3, L = 4).

Corporate Risk Register

A progress report against the risks reviewed at the November meeting is attached. There were no
changes to risk ratings. There are two significant risks and three high risks. In light of the increase to the
OPMH risk on demand on dementia services, it was proposed that risks relating to capacity and demand
are reviewed. An overarching risk will be considered for escalation to the Corporate Risk Register at the
January 2015 meeting of the Governance Board.
Recommendations
For the Governance Board to approve the Corporate Risk Register

Corporate Risk Register – risks reviewed at Governance Board November 2014
Objective

Significant and high risks

3 – Increase productivity: be
resilient and resourceful to
thrive in difficult times
3.2 - Implement our marketing
strategy

Risks

FN2: There is uncertainty
regarding funding in the medium
term, and it is likely that
commissioners will be attempting
to significantly reduce contract
values

Initial rating
(C x L)

and acceptance
date

Previous
rating
(C x L)
Oct 2014

Current
rating
(C x L)
Nov 2014

HIGH (12)
(4 x 3)

SIG (16)
(4 x 4)

SIG (16)
(4 x 4)

Nov 2011

Owner

Mitigation plan

Progress update November 2014

Director of
Finance

The Trust is continuing to
strengthen its relationships
with Commissioners and GPs
in order to ensure that it is in
a position of influence and
also identify threats/
opportunities early.

This risk was increased by the
Governance Board in July 2014 as
there are likely to be higher local
efficiencies in future years.



Sharing CRE plans with
commissioners to highlight
consequences of reduced
funding on services

3 – Increase productivity: be
resilient and resourceful to
thrive in difficult times
3.1 – Monitor and improve
productivity – achieve our CRE’s

FN1: In order to achieve financial
plan and a Monitor risk rating of
4, the Trust must deliver
significant cost improvements;
including savings required as a
result of reductions in contract
values. NHS England and
Monitor have issued planning
guidance that non-acutes should
be planning on efficiencies of
approx 4% per year for the next 5
year

MOD (8)
(4 x 2)
Nov 2011

SIG (16)
(4 x 4)

SIG (16)
(4 x 4)



Director of
Finance

All services asked to create
plans for 14/15 and 15/16
based on 4-4.5% per annum

The mitigation plans for this risk are
long term actions and the financial
models in the Five Year Plan consider
the impact increased local
efficiencies.
Progress against the Plan will
continue to be monitored by the
Business Committee and Board of
Directors.
Risk increased to a significant risk in
October 2014. Non-recurrent funding
will be required to meet the CRE
target for 2014-15.

Objective

3 – Increase productivity: be
resilient and resourceful to
thrive in difficult times
Implement our marketing
strategy

3 – Increase productivity: be
resilient and resourceful to
thrive in difficult times
3.2 - Implement our marketing
strategy

3 – Increase productivity: be
resilient and resourceful to
thrive in difficult times
3.3 – Ensure we remain
competitive

Risks

FN7: National policy is to
introduce greater competition in
the healthcare sector, which will
lead to more services being put
out to tender. There are
opportunities as well as threats,
but there are financial risks
associated with losing contracts
3.4: There is a risk that Oxleas
will lose services to other
providers during the tender
process for Bexley Prime
Contractor, Greenwich CAMHS
and Greenwich Specialist
Children’s Services. This would
result in significant financial
challenges, both within the C&YP
directorate and at corporate
level.
3.2: The Trust may not be able to
recruit sufficient numbers of
Therapists, qualified RGNs and
nursing prison staff to meet
service requirements. This will
impact on the delivery of care
and patient experience

Initial rating
(C x L)

Current
rating
(C x L)
Nov 2014

Owner

Mitigation plan

Progress update November 2014

and acceptance
date

Previous
rating
(C x L)
Oct 2014

MOD (8)
(4 x 2)

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

Director of
Finance

Bids Team ensure that an
effective process is in place
for competitive bidding
Explore new opportunities for
generating income

This risk had been rated as a
MODERATE (8) risk since May 2012
but was increased to a HIGH (12) in
July 2014 in light of the loss of the
UCC contract and the range of
children’s services currently being retendered.

Director
Children’s
and Young
Persons

Develop Directorate project
plan to cover all possible
retenders in 14/15, overseen
by re-tendering group

Director of
HR and OD

Major marketing campaign
using a variety of media,
focusing on promoting Oxleas
as an employer of a range of
staff in community health
services. A dedicated
resource has been set aside
within the recruitment team
to ensure that prospective
applicants are supported and
guided to the most
appropriate role or source of
information.

Greenwich Specialist Services PQQ
issued. CAMHS ITT - in discussions
with commissioners. Bexley Prime
Contractor - competitive dialogue
completed - outline business case to
be presented to CCG/LBB to agree
whether prime contractor model is
viable. Internally board will need to
decide if they are happy to proceed as
prime contractor should the CCG/LBB
decide this is a viable option
A number of innovations are in place
to target “hard to recruit” staff groups
including international recruitment,
recruitment and retention premia and
a flexible approach to starting salaries
to secure experienced candidates.

Nov 2011

SIG (16)
(4 x 4)


HIGH (12)
(4 x 3)

May 2014

HIGH (12)
(4 x 3)
Feb 2014

HIGH (12)
(4 x 3)



HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)



The current recruitment
processes are being reviewed
to see if further efficiencies
can be made to reduce the
time to recruit figure.
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Changes to the recruitment process
have been made to reduce the time to
recruit timescale to 14 – 16 weeks.

Objective

Risks

Initial rating
(C x L)

and acceptance
date

Previous
rating
(C x L)
Oct 2014

Current
rating
(C x L)
Nov 2014

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

Moderate risks and low risks
1 - Enhance quality : offer a
guarantee of excellence for
every patient
1.4 – Building on the Chief Nurse
for England’s strategy, ensure
high quality and compassionate
nursing care in all trust services,
with a focus on effective
supervision and appraisal for all
nursing staff

1.4: If nurses do not have the
right skills, competence and
values they will not be able to
meet patients care needs

May 2014

Owner

Mitigation plan

Progress update November 2014

Director of
Nursing

Implement values and
competency based
recruitment

This forms part of the Nursing
Strategy and the Nursing Executive
Committee will review the mitigation
plan at the next meeting alongside a
report on progress against delivery of
the Strategy.



Ensure robust use of
supervision in accordance
with new Policy
Implement Nurse Appraisals
Training in compassionate
care recommended for all
nursing staff

Supervision is being audited and
training in compassionate care is
being delivered. To date, 124 nursing
staff have completed the training.

HCA Development
programme to be compulsory
for all HCAs

1 - Enhance quality : offer a
guarantee of excellence for
every patient
1.7 - Deliver our planned
response to the findings of
Francis, Berwick and Keogh

1.5: The National Quality Board
has set clear responsibilities for
trusts in relation to ensuring safe
staffing levels. If the Trust is not
able to ensure that information is
robust, it will not be able to
respond to this requirements

MOD (8)
(4 x 2)
May 2014

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)



Director of
Nursing

Promote use of new
technologies to support care
delivery
Undertake review of nurse
establishments and utilisation
to ensure arrangements are
in place for on-going
monitoring – detailed action
plan with milestones is
monitored by the Safe
Staffing Meeting
There has been an
investment of £640k into the
nurse staffing budget
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The Trust has fulfilled its
responsibilities in respect of
implementing National Quality Board
guidance on publishing nurse staffing
levels. All services have met targets
for staff staffing. We have increased
investment in nursing posts in Adult
Mental Health, Adult Community and
Older People’s services. Work on
acuity modelling continues.
A full report will be brought to the
Board of Directors meeting in
December 2014 and the risk rating
will be reviewed following this.

Objective

2 - Promote Innovation:
redesign services with patients,
families and commissioners
2.2 - Promote self-management
and self-care across services,
including the use of tele-health /
tele-care and physical aids
equipment
2.3 - Implement integrated care
planning and care pathways for
all services

Risks

2.1: There are cultural challenges
to embedding new technologies
into “business as usual”. If these
are not addressed, the Trust will
not be able to deliver the
planned efficiencies in service
delivery

Initial rating
(C x L)

and acceptance
date

Previous
rating
(C x L)
Oct 2014

Current
rating
(C x L)
Nov 2014

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

May 2014



Owner

Mitigation plan

Progress update November 2014

Director of
Informatics

Building leadership skills
within services to support the
implementation of new
technologies

Clinical leads have been identified in
each service directorate, who will be
responsible for leading on change
management.

Reflect expectations in
policies and procedures

Clinical leads have also been
identified for each project in the ICT
Strategy.

Use new technologies to
support role redesign
Consider use of a staff award
for the most innovative use
of new technology
Recruit the right people with
the right skills to deliver the
ICT strategy
Clear communication of
benefits to service delivery
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Objective

3 – Increase productivity: be
resilient and resourceful to
thrive in difficult times
3.2 - Implement our marketing
strategy and stakeholder
management strategy

Risks

3.1: Although relationships with
key GPs are largely good there is
a risk that GPs may lose
confidence in the Trust if these
are not maintained. This may
impact on Trust reputation and
on the number of referrals made
to the Trust

Initial rating
(C x L)

Current
rating
(C x L)
Nov 2014

Owner

Mitigation plan

Progress update November 2014

and acceptance
date

Previous
rating
(C x L)
Oct 2014

MOD (6)
(3 x 2)

MOD (6)
(3 x 2)

MOD (6)
(3 x 2)

Medical
Director

A detailed action plan has
been put into place to
respond to the GP Survey and
this is monitored by the GP
Action Plan Group

The stakeholder engagement team
continues to analyse alerts received
from the CCG (ie concerns raised by
GPs). The majority of these relate to
concerns raised about the district
nursing service. These are formally
responded to via the CCGs, but the
Director of Adult Community Health
Services has also asked her team to
meet with GP’s so issues can resolved.

Aug 2013



A process has been
established for responding to
alerts
Education Programme to be
expanded to include seminars
delivered at GP surgeries by
Trust experts
Profiles of Trust consultants
to be added to Trust website

3 – Increase productivity: be
resilient and resourceful to
thrive in difficult times
3.3 – Ensure we remain
competitive
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3.3: The Trust may be unable to
safely meet mobilisation targets
for new contracts. This will
impact on Trust reputation,
service delivery and loss of
income.

MOD (9)
(3 x 3)
Feb 2014

MOD (6)
(3 x 2)

MOD (6)
(3 x 2)



Director of
HR and OD

The Action Plan group will
look to reduce waiting times.
The first step towards this is
to ascertain current waiting
times. Following this, as
more detailed action plan will
be developed
Recruitment function to be
re-structured with a view to
establishing a dedicated
resource for ensuring we
have sufficient staff to meet
mobilisation targets

The GP education programme
continues. A recent in-practice
seminar at Bromley Southview
Surgery on anger management was
very positively received.

Reduced to a MODERATE (6) risk in
August 2014 as the Trust has a good
track record of meeting mobilisation
targets
Additional staff have been recruited
to support the recruitment function
and a consultation with existing staff
to streamline recruitment processes is
in progress.

Objective

Risks

4 - Transformational Change:
delivering best practice
services, for the future, today
4.4 - Develop an estates strategy
to underpin the delivery of
integrated services and optimise
the use of our estate for service
delivery and team
accommodation.

4.1: Delivery of the Estates
Strategy requires a cultural
change in terms of managing
staff expectations of use of both
clinical and office space. If these
are not managed, the Trust will
not be able to deliver the
planned efficiencies in service
delivery

4 - Transformational Change:
delivering best practice
services, for the future, today
4.2 - Implement the mental
health redesign programme in
our adult and older person’s
mental health services

4.2: The service model and
capacity needs for the redesign
of mental health services has not
yet been finalised. This may
impact on the timescale to
implement the project by
Autumn 2015

Initial rating
(C x L)

and acceptance
date

Previous
rating
(C x L)
Oct 2014

Current
rating
(C x L)
Nov 2014

MOD (6)
(3 x 2)

MOD (6)
(3 x 2)

MOD (6)
(3 x 2)

May 2014

MOD (9)
(3 x 3)
Aug 2014



MOD (9)
(3 x 3)

MOD (9)
(3 x 3)



Owner

Mitigation plan

Progress update November 2014

Director of
Estates and
Facilities

Clear communication of
benefits to service delivery

Plans in the Estates Strategy are
beginning to be implemented

Additional project
management support may be
required.

No change to risk rating at present.

Director of
Adult
Mental
Health and
ALD

Additional project
management support to be
appointed

The clinical model has been agreed.
Financial modelling is in progress and
preliminary costings have been shared
with directorate to aid management
decisions. Discussions are underway
on level of anticipated savings in
order to meet CRE targets.

Release clinicians to support
project, in particular to
ensure that the new service
model meets the needs of
service users

Appropriate working groups have
been established and implementation
timetables and other factors being
discussed.
The success of new model is
dependent on the directorate being
able to facilitate a cultural shift in the
way staff currently work and
engagement with staff has
commenced.
A discretionary fund bid has been
granted to provide project support to
drive the change process.
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Objective

1 - Enhance quality: offer a
guarantee of excellence for
every patient
2 - Promote Innovation:
redesign services with patients,
families and commissioners
3 – Increase productivity: be
resilient and resourceful to
survive in difficult times
4 - Transformational Change:
delivering best practice
services, for the future, today
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Risks

5.1: The London-wide contract
that provides the current version
of RiO expires in 2015. If Oxleas
RiO is not implemented within
timescale, the Trust may not be
able to realise the benefits of an
integrated clinical system and
mobile working

Initial rating
(C x L)

and acceptance
date

Previous
rating
(C x L)
Oct 2014

Current
rating
(C x L)
Nov 2014

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

Nov 2011



Owner

Mitigation plan

Progress update November 2014

Director of
Informatics

Oxleas RiO has been selected
as the replacement system.
A detailed risk register will be
maintained by the Progress
Group

Our slot to migrate from the current
versions of RiO to Oxleas RiO has been
confirmed for June 2015. Merging
three instances into one instances will
then take place in July 2015.
The wording of the risk has also been
updated to reflect the current risk
issue now that a solution has been
identified.
No change to risk rating at present.

Corporate Risk Register
Version:

26.0
Date: November 2014
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Risk summary
Risks devolved to Governance Sub-groups and Committees
Strategic priority

Risk

1 - Enhance quality : offer a guarantee of
excellence for every patient

1.1: Service users and carers may not always be sufficiently involved in the care
planning process and may experience varying levels of integrated care to meet
their holistic needs. This means that they may not effectively engage in the care
and treatment
1.2: In adult community health services, there is variable practice in care
planning. This means that care interventions may not be evidenced or
documented, making continuity of care difficult to achieve

1.1 – Improve care planning through better
patient involvement

1 - Enhance quality : offer a guarantee of
excellence for every patient
1.1 – Improve care planning through better
patient involvement

1 - Enhance quality : offer a guarantee of
excellence for every patient

1.3: 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

1 - Enhance quality: offer a guarantee of
excellence for every patient

1.4: If nurses do not have the right skills, competence and values they will not
be able to meet patients care needs

1.1 – Improve care planning through better
patient involvement

1.4 – Building on the Chief Nurse for England’s
strategy, ensure high quality and
compassionate nursing care in all trust
services, with a focus on effective supervision
and appraisal for all nursing staff

1 - Enhance quality : offer a guarantee of
excellence for every patient

1.5: The National Quality Board has set clear responsibilities for trusts in relation
to ensuring safe staffing levels. If the Trust is not able to ensure that
information is robust, it will not be able to respond to this requirement

2 - Promote Innovation: redesign
services with patients, families and
commissioners

2.1: There are cultural challenges to embedding new technologies into “business
as usual”. If these are not addressed, the Trust will not be able to deliver the
planned efficiencies in service delivery

1.7 - Deliver our planned response to the
findings of Francis, Berwick and Keogh

2.2 - Promote self-management and self-care
across services, including the use of telehealth / tele-care and physical aids equipment
2.3 - Implement integrated care planning and
care pathways for all services
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Current rating
(C x L)

Movement

Next review

MOD (9)
(3 x 3)



January 2015

MOD (9)
(3 x 3)



January 2015

MOD (8)
(4 x 2)



January 2015

MOD (8)
(4 x 2)



March 2015

MOD (8)
(4 x 2)



March 2015

MOD (9)
(3 x 3)



March 2015

Strategic priority

Risk

3 – Increase productivity: be resilient
and resourceful to thrive in difficult
times

3.1: Although relationships with key GPs are largely good there is a risk that GPs
may lose confidence in the Trust if these are not maintained. This may impact
on Trust reputation and on the number of referrals made to the Trust

3.2 - Implement our marketing strategy

and stakeholder management strategy
3 – Increase productivity: be resilient
and resourceful to survive in difficult
times

3.2: The Trust may not be able to recruit sufficient numbers of therapists,
qualified RGNs and nursing prison staff to meet service requirements. This will
impact on the delivery of care and patient experience

3 – Increase productivity: be resilient
and resourceful to survive in difficult
times

3.3: The Trust may be unable to safely meet mobilisation targets for new
contracts. This will impact on Trust reputation, service delivery and loss of
income.

3 – Increase productivity: be resilient
and resourceful to survive in difficult
times

3.4: There is a risk that Oxleas will lose services to other providers during the
tender process for Bexley Prime Contractor, Greenwich CAMHS and Greenwich
Specialist Children’s Services. This would result in significant financial
challenges, both within the C&YP directorate and at corporate level
4.1: Delivery of the Estates Strategy requires a cultural change in terms of
managing staff expectations of use of both office and clinical space. If these are
not managed, the Trust will not be able to deliver the planned efficiencies in
service delivery

3.3 – Ensure we remain competitive

3.3 – Ensure we remain competitive

3.3 – Ensure we remain competitive

4 - Transformational Change: delivering
best practice services, for the future,
today

4.4 - Develop an estates strategy to underpin
the delivery of integrated services and
optimise the use of our estate for service
delivery and team accommodation.

4 - Transformational Change: delivering
best practice services, for the future,
today

4.2 - Implement the mental health redesign
programme in our adult and older person’s
mental health services.
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4.2: The service model and capacity needs for the redesign of mental health
services has not yet been finalised. This may impact on the timescale to
implement the project by Autumn 2015

Current rating
(C x L)

Movement

Next review

MOD (6)
(3 x 2)



March 2015

HIGH (12)
(4 x 3)



January 2015

MOD (6)
(3 x 2)



March 2015

HIGH (12)
(4 x 3)



January 2015

MOD (6)
(3 x 2)



March 2015

MOD (9)
(3 x 3)



March 2015

Strategic priority

Risk

1 - Enhance quality: offer a guarantee of excellence
for every patient
2 - Promote Innovation: redesign services with
patients, families and commissioners
3 – Increase productivity: be resilient and
resourceful to survive in difficult times
4 - Transformational Change: delivering best
practice services, for the future, today
If this risk were to materialise, it could potentially
impact on the achievement of all Strategic
Priorities. The likelihood of the risk materialising is
low, but this risk will be recorded on the Corporate
Risk Register to ensure that there is high level
oversight. A detailed risk register will be
maintained by the Steering Group.

5.1: The London-wide contract that provides the current version of RiO expires in 2015.

Current rating
(C x L)

Movement

Next review

MOD (8)
(4 x 2)



March 2015

Current rating
(C x L)

Movement

Next review

SIG (16)
(4 x 4)



January 2015

SIG (16)
(4 x 4)



January 2015

HIGH (12)
(4 x 3)



January 2015

If Oxleas RiO is not implemented within timescale, the Trust may not be able to realise
the benefits of an integrated clinical system and mobile working

Financial risks (managed through Finance Risk Register)
Strategic priority

Risk

3 – Increase productivity: be resilient
and resourceful to survive in difficult
times

FN1: In order to achieve financial plan and a Monitor risk rating of 4, the Trust
must deliver significant cost improvements; including savings required as a
result of reductions in contract values. NHS England and Monitor have issued
planning guidance that non-acutes should be planning on efficiencies of approx
4% per year for the next 5 years.
FN2: There is uncertainty regarding funding in the medium term, and it is likely
that commissioners will be attempting to significantly reduce contract values

3.1 – Monitor and improve productivity –
achieve our CRE’s

3 – Increase productivity: be resilient
and resourceful to survive in difficult
times
3.2 - Implement our marketing strategy
3 – Increase productivity: be resilient
and resourceful to survive in difficult
times
3.2 – Implement our marketing strategy
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FN7: National policy is to introduce greater competition in the healthcare
sector, which will lead to more services being put out to tender. There are
opportunities as well as threats, but there are financial risks associated with
losing contracts.

Priority 1 - Enhance quality : offer a guarantee of excellence for every patient
1.1

Service user involvement in care planning

Risk description

Service users and carers may not always be sufficiently involved in the care planning process and may experience varying levels
of integrated care to meet their holistic needs. This means that they may not effectively engage in the care and treatment
CQC feedback from visits September 2013 indicated that is an area of concern for some locations. National Patient Survey 2013
indicates that Trust is in the bottom 20% for patients responding that their views were taken into account

Validation
CQC Domain
Date

Is it responsive?

Responsible group

Consequence

Likelihood

Rating

Level

Target

Up/Down

3
3
3

3
3
3

9
9
6

MOD
MOD
MOD

3x2=6
3x2=6
3x2=6

New



3

3

9

MOD

3x2=6



3
3
3
3
3

3
3
3
3
3

9
9
9
9
9

MOD
MOD
MOD
MOD
MOD

3x2=6
3x2=6
3x2=6
3x2=6
3x2=6







Nov 2012
22/02/2013
28/06/2013
15/10/2013
25/10/2013
20/12/2013
28/02/2014
20/05/2014
15/07/2014
21/10/2014

Target rating to be achieved by
Gaps in control
Staff attitude towards the
care planning project – staff
commitment and
competence may be a barrier

Risk owner

Clinical Effectiveness

Reason for rating change
Proposed rating by Medical Director
Reviewed at CEG – no change
Reviewed at CEG – no change
Reviewed at Gov Board and CEG in light of CQC visits.
Reviewed at CEG – no change
Reviewed at CEG – no change
No change to current position
No change to current position

No change. Review when Care Plan Audit complete

Planned frequency of review

March 2015

Mitigation actions
•
Directorate personalized and integrated care planning groups
being set up
•
Training – 1) values based practice, 2) e-learning and 3) service
user co-ordinated training in person centred care
•
Co-design pilot with Research Net
•
Extending integrated care planning from Eltham Integrated
Forum
•
Launch of Supervision Policy to ensure good practice

Lead
Service directorates

Complete by
End April 2014

Care Planning Lead

April 2015

Practice Development
Nurses

Dec 2014

Assurance measure
CPA Audits – sustain and
improvement in results
Achieve a reduction in complaints
related to care planning

Existing assurances
Complaints – work towards a reduction in complaints about care planning

Risk type

Risk source
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Audit data

Every 2 months
Target
TBA – when audit
standard has
been set

National Patient Survey – questions
related to involving patients in care
planning

Existing controls
Expectations clearly set out in CPA policy
Supervision policy
Strategic Project Group for Person Centred Care
Project lead in post
Compliance

Medical Director

Cost of risk

Target
TBA

Priority 1 - Enhance quality : offer a guarantee of excellence for every patient
1.2

Care planning in community health services

Risk description

In adult community health services, there is variable practice in care planning. This means that care interventions may not be
evidenced or documented, making continuity of care difficult to achieve
Peer reviews have identified that the quality of care plans is an areas of concern. This is also been identified as a factor in some serious
incident investigations. Care Planning review November 2013 has identified that there is no one single model for a care plan that takes
into account the diversity of services provided to patients and the different circumstances (eg home or clinic) in which patients are seen

Validation

CQC Domain
Date
Nov 2012
22/02/2013
28/06/2013
25/10/2013
20/12/2013
28/02/2014
20/05/2014
15/07/2014
22/10/2014

Responsible group

Is it responsive?
Consequence
3
3
3
3
3
3
3
3
3

Likelihood
3
3
3
3
3
3
3
3
3

Target rating to be achieved by

Rating
9
9
9
9
9
9
9
9
9

Level
MOD
MOD
MOD
MOD
MOD
MOD
MOD
MOD
MOD

Risk owner

Clinical Effectiveness
Target
3x1=3
3x1=3
3x1=3
3x1=3
3x1=3
3x1=3
3x1=3
3x1=3
3x1=3

Up/Down
N/A









Medical Director

Reason for rating change
Rating proposed by Medical Director
Reviewed at CEG – no change
No change to current position
No change to current position
No change to current position
No change to current position
No change to current position
No change to current position
No change. Review when Care Plan Audit complete

Planned frequency of review

Dec 2014

Every 2 months

Gaps in control

Mitigation actions

Lead

Complete by

Assurance measure

Target

Record keeping practice – there is no single
standard for the Patient Held Record

Directorate Clinical Records Steering Group have agreed
content of a standardised patient held records folder – this to
be updated and retained in people’s homes. Will include
documents from RiO (primary record) to include care plan.

Service Director
&
Clinical Director

June 2014

Care planning audit 2014

Care plans all meet clinical
standards.

Principles of Care Planning - Care Planning review
November 2013 identified that there is no one
single model for a care plan that takes into account
the diversity of services provided to patients and
the different circumstances in which patients are
seen.

Personalization of care planning group under development to
ensure greater patient involvement in the formulation of care
plans

2014 Steering Group
Feb 2014-Dec 2014

Existing controls
Operational policies
Some template / model care plans available
Supervision Policy
RiO training

Existing assurances
Audit action plans monitored at Quality Board
Supervision records

Risk type

Risk source
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PEG to monitor for care plan
issues

Care plans are reviewed
systematically.

Target

Cost of risk

£

Priority 1 - Enhance quality : offer a guarantee of excellence for every patient
1.3
Risk issues reflected in care plan
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
Risk Assessment Audit August 2012 identified that where a risk issue is identified, it is not always supported by an
intervention in the care plan. A review of 2012-13 Level 5 reports found shortcomings in risk assessment tools and
techniques.

Risk description
Validation

CQC Domain

Responsible group

Is it responsive?

Date
Nov 2012
19/02/2013
22/02/2013
28/06/2013
25/10/2013
20/12/2013
28/02/2014
25/04/2014
15/07/2014
22/10/2014

Clinical Effectiveness

Consequence

Likelihood

Rating

Level

Target

4

3

12

HIGH

4x1=4

Up/Down
New

4

2

8

MODERATE

4x1=4



4
4
4
4
4
4
4

2
2
2
2
2
2
2

8
8
8
8
8
8
8

MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

4x1=4
4x1=4
4x1=4
4x1=4
4x1=4
4x1=4
4x1=4









Target rating to be achieved by

Risk owner

Medical Director

Reason for rating change
Proposed rating by Medical Director
Gov Board and CEG. Reviewed in light of improvements in CPA Audit
2012
No change to current position
No change to current position
No change to current position
No change to current position
No change to current position
No change to current position
No change to current position

Planned frequency of review

June 2015

Every 2 months

Gaps in control

Mitigation actions

Lead

Complete by

Assurance measure

Target

Renewing frontline staff skills in suicide risk
assessment and improving their quality.

STORM (Skills based Training on Risk
Management) to be rolled out Trustwide - 1500
staff to be trained over three years
Adoption of best practice proforma already used
in Trust and associated guidance.

Nursing and
Governance with
Medical Director
Nursing and
governance with
team managers
Team Managers.

Fully establish by Dec 2014
and on-going from then

Improve practitioner confidence.
Improved audit outcomes for risk assessment and
management
Improved rigour and completeness of assessments
Better communication through standard template
Greater assurance of quality of assessments
Improved care planning, risk management,
communication with primary care.
Improved audit results.

>80% relevant
staff trained

Ensuring uniform standards of assessment and
recording by frontline staff.
Ensuring a clear relation between risk assessment
and care planning to manage risk. Robustly
communicating assessments and management
plans to primary care and patients and ensuring
follow up.

Rolling audits of a small sample of notes in the
community teams with regular feedback to
individuals in supervision and in team meetings.

June 2015
June 2015

Existing controls

Existing assurances

Target

Clinical Risk policy
Guide to the Assessment and Management of Risk
CPA policy and procedures
CPA e-learning

Incidents – reduction in number where failure to identify risk is a factor

N/A

Risk type

Risk source

Page 7 of 24

Compliance

Audit data

Cost of risk

Priority 1 - Enhance quality : offer a guarantee of excellence for every patient
1.4

Developing nursing skills and competence

Risk description

If nurses do not have the right skills, competence and values they will not be able to meet patients care
needs

Validation

National Strategy requirement in ‘Our Culture of Compassionate Care’ (DH December 2012) to ensure that nurses have the skills
and competence to deliver quality care and experience. Learning from incidents and complaints shows there are some areas
where the trust needs to make improvements

CQC Domain

Responsible group

Is it safe?

Date
20/05/2014
29/08/2014
18/11/2014

Risk owner

Governance Board

Consequence

Likelihood

Rating

Level

Target

Up/Down

4
4
4

2
2
2

8
8
8

MODERATE
MODERATE
MODERATE

4x1=4
4x1=4
4x1=4

New

Target rating to be achieved by
Gaps in control
Not all staff receive regular
supervision in accordance with
the Trust polic




Reason for rating change
First acceptance at Governance Board
No change. All workstreams are in progress
No change. All workstreams are in progress

Planned frequency of review

March 2015

Mitigation actions
• Implement values and competency based recruitment
• Ensure robust use of supervision in accordance with new
Policy
• Implement Nurse Appraisals
• Training in compassionate care recommended for all
nursing staff
• HCA Development programme to be compulsory for all
HCAs
• Promote use of new technologies to support care delivery

Lead
Director of Nursing

Complete by
March 2014

Existing assurances
Progress against Nursing Strategy monitored by Nursing Executive Committee
Supervision recording on NHS Learn

Risk type

Risk source
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Annual Plan

Every 2 months

Assurance measure
Supervision records
Training completion records
Nurse appraisal records

Existing controls
Nursing Strategy
Supervision Policy
Corporate

Director of Nursing

Cost of risk

Target
>80% compliance
with supervision
and training

Target
N/A
>80%
N/A

Priority 1 - Enhance quality : offer a guarantee of excellence for every patient
1.5

Ensuring safe staffing levels

Risk description

The National Quality Board has set clear responsibilities for trusts in relation to ensuring safe staffing
levels. If the Trust is not able to ensure that information is robust, it will not be able to respond to this
requirement
There is a national expectation to respond to the recommendations and provide assurance of the quality of our
services. Requirement to publish nursing establishments from 1 April 2014

Validation
CQC Domain
Date
20/05/2014
15/07/2014
19/08/2014
22/10/2014
18/11/2014

Responsible group

Is it safe?

Risk owner

Governance Board

Consequence

Likelihood

Rating

Level

Target

Up/Down

4
4
4
4
4

2
2
2
2
2

8
8
8
8
8

MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

4x1=4
4x1=4
4x1=4
4x1=4
4x1=4

New

Target rating to be achieved by
Gaps in control
Nursing establishment levels to be
analysed and agreed






Director of Nursing

Reason for rating change
First acceptance at Governance Board
No change to current position
No change. More work to be done on acuity models
No change. Trust has consistently met safe staffing levels
No change. Review after next report to Board in Dec-14

Planned frequency of review

March 2015
Mitigation actions
Undertake review of nurse establishments and utilisation
to ensure arrangements are in place for on-going
monitoring – detailed action plan with milestones is
monitored by the Safe Staffing Meeting

Lead
Director of Nursing

Complete by
June 2014

Every 2 months

Assurance measure
Publication of establishment levels
and shift rotas

Target
TBA

Investment of £640k into the nurse staffing budget

Existing controls
Safe Staffing Meeting
All wards have dedicated board to display rotas

Existing assurances

Risk type

Risk source
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Corporate

Annual Plan

Target

Cost of risk

N/A

Priority 2 – Promote innovation: redesign services with patients, families and carers
2.1

Implementation of new technology

Risk description

There are cultural challenges to embedding new technologies into “business as usual”. If these are not addressed, the Trust will
not be able to deliver the planned efficiencies in service delivery

Policies and processes within the Trust are not yet aligned to support new ways of working

Validation
CQC Domain
Date
20/05/2014
18/11/2014

Likelihood

Rating

Level

Target

Up/Down

3
3

3
3

9
9

MODERATE
MODERATE

3x1=3
3x1=3

New


Gaps in control
Policies and processes within
the Trust are not yet aligned to
support new ways of working

Existing controls
ICT Strategy
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Risk owner

Governance Board

Consequence

Target rating to be achieved by

Risk type

Responsible group

Is it effective?

Director of Informatics

Reason for rating change
First acceptance at Governance Board
No change. Clinical leads identified for projects

Planned frequency of review

March 2015

Mitigation actions
• Building leadership skills within services to support the
implementation of new technologies
• Reflect expectations in policies and procedures
• Use new technologies to support role redesign
• Consider use of a staff award for the most innovative use of
new technology
• Recruit the right people with the right skills to deliver the
ICT strategy
• Clear communication of benefits to service delivery

Lead
Service Directorates
supported by director of
Informatics

Complete by
March 2015

Every 2 months

Assurance measure
Progress against ICT strategy
monitored by Board and
Executive Team
Focus on qualitative
reporting, eg success stories
of how patient outcomes and
working life has improved
Usual data reports - eg
increase in activity

Existing assurances
Progress monitored via Board of Directors and Executive Team
Corporate

Risk source

Target
N/A

Annual Plan

Target
Cost of risk

N/A

Priority 3 - Increase productivity: be resilient and resourceful to thrive in difficult times
3.1
Relationships with GPs as referrers
Risk description

Although relationships with key GPs are largely good there is a risk that GPs may lose confidence in the Trust if these are not maintained.
This may impact on Trust reputation and on the number of referrals made to the Trust
The CCGs have now implemented and alert system that enables GPs to raise concerns directly with the Trust, that we should respond to.
There have been some instances were inappropriate or poor quality response have been made.

Validation
CQC Domain
Date

Responsible group

Is it responsive?

Governance Board

Consequence

Likelihood

Rating

Level

Target

Up/Down

20/08/13
15/10/13

4
4

2
2

8
8

MODERATE
MODERATE

4x1
4x1

N/A


17/12/13

3

2

6

MODERATE

3x1



21/01/14

3

2

6

MODERATE

3x1



18/02/14
15/04/14
20/05/14
19/08/14
19/11/14

3
3
3
3
3

2
2
2
2
2

6
6
6
6
6

MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

3x1
3x1
3x1
3x1
3x1







Target rating to be achieved by

Risk owner

Medical Director

Reason for rating change
First acceptance of risk
No change to current position
Agreed at Governance Board that this risk will be split into two risks, the first pertaining to our relationship with
GPs (MODERATE – 6) and the second to specialist commissioning (MODERATE - 9).
No change to current position – risk to be re-worded to better reflect relationship risks. Commissioning risks to be
covered in Finance Risk Register
No change
No change
No change
No change. Change review frequency to every three months
No change.

Planned frequency of review

December 2014

Every three months

Gaps in control

Mitigation actions

Lead

Compete by

Assurance

Target

GP survey results (2012-13) indicate that there are
still pockets of GPs and some services where the Trust
did not score as well as wished
Response to alerts from CCG may be inappropriate or
poor quality
GPs may not be aware of the range of services and
expertise that the Trust provides

A detailed action plan has been put into place to respond to the GP
Survey and this is monitored by the GP Action Plan Group

Medical Director

On-going

Monitoring by Action Plan
Group

All targets completed within
timescale

A process has been established for responding to alerts

Head of Stakeholder
Engagement
Head of Stakeholder
Engagement

On-going

CCG alerts system

To reduce the number of alerts

March 2014

Feedback from GPs

To increase positive response
from GPs

CCG alerts system
Feedback from GPs

To reduce the number of alerts
and increase positive response
from GPs

The Trust may not be meet GPs expectations with
regard to waiting times

Education Programme to be expanded to include seminars delivered at
GP surgeries by Trust experts. Profiles of Trust consultants to be added
to Trust website
The Action Plan group will look to reduce waiting times. The first step
towards this is to ascertain current waiting times. Following this, as
more detailed action plan will be developed

Medical Director

July 2014
Dec 2014

Existing controls

Existing assurances

Target

E-bulletin sent to GPs quarterly to update GPs on Trust developments
GP Education Programme
All GPs have consultant contact details so GPs have direct access

CCG alerts system

To reduce the number of alerts

Risk type
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Strategic

Risk source

GP survey

Cost of risk

3.2

Priority 3 - Increase productivity: be resilient and resourceful to thrive in difficult times
Recruitment of substantive staff in community health services

Risk description

The Trust may not be able to recruit sufficient numbers of therapists, qualified RGNs and nursing
prison staff to meet service requirements. This will impact on the delivery of care and patient
experience
High vacancy rates for therapy posts in community health services (AHPs and district nursing teams) and in
some prison healthcare services

Validation
CQC Domain
Date

Responsible group

Is it safe?

Risk owner

WLOD

Consequence

Likelihood

Rating

Level

Target

Up/Down

18/02/2014
15/04/2014

4

3

12

HIGH

4x1=4

N/A

4

3

12

HIGH

4x1=4



20/05/2014
15/07/2014
19/08/2014

4
4

3
3

12
12

HIGH
HIGH

4x1=4
4x1=4




4

3

12

HIGH

4x1=4



21/10/2014
18/11/2014

4
4

3
3

12
12

HIGH
HIGH

4x1=4
4x1=4




Target rating to be achieved by

Director HR&OD

Reason for rating change
First acceptance
Keep risk at current level until we have seen positive results
from current campaign
No change to current position
No change to current position
No change. Wording updated to reflect that therapists and DNS is
now the main area of concern
No change. Plans in place to attract staff to high vacancy groups
No change. Vacancy rates remain high in some groups

Planned frequency of review

October 2014

Every 2 months

Gaps in control

Mitigation actions

Lead

Compete by

Assurance measure

Target

Oxleas not seen as an employer of
community health service staff

Major marketing campaign using a variety of media, focusing on
promoting Oxleas as an employer of a range of staff in community
health services
A dedicated resource has been set aside within the recruitment
team to respond to calls and ensure that prospective applicants are
supported and guided to the most appropriate role or source of
information.
The current recruitment processes are being reviewed to see if
further efficiencies can be made to reduce this figure.

Director of HR and
OD

April 2015

Vacancy rate monitoring

<14%

Health Visitor trajectory monitoring

116.56 wte by
March 2015

Director of HR and
OD

End October 2014

“Time to recruit” monitoring

Reduce to 14 weeks

“Time to recruit” timescales average at 16.7
weeks, so some staff may accept offers from
other employers before they commence at
Oxleas.

Existing controls

Existing assurances

Dedicated resource in recruitment team

Vacancy rate monitoring
Health Visitor trajectory monitoring
“time to recruit” monitoring

Risk type

Risk source
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Strategic

Annual Plan

Target

Cost of risk

Priority 3 - Increase productivity: be resilient and resourceful to thrive in difficult times
3.3

Mobilisation targets for new contracts

Risk description

The Trust may be unable to safely meet mobilisation targets for new contracts. This will impact on
Trust reputation, service delivery and loss of income
Recruiting staff for mobilisation contracts places additional pressure on the recruitment team.

Validation
CQC Domain

Is it safe?

Date

Responsible group

Risk owner

Governance Board

Consequence

Likelihood

Rating

Level

Target

Up/Down

18/02/2014
20/05/2014
19/08/2014

3
3

3
3

9
9

MODERATE
MODERATE

3x1=3
3x1=3

N/A


3

2

6

MODERATE

3x1=3



18/11/2014

3

2

6

MODERATE

3x1=3



Target rating to be achieved by

Reason for rating change
First acceptance
No change to current position
Reduced as Trust has a good track record of meeting
mobilisation targets
No change to current position

Planned frequency of review

October 2014

Director HR&OD

Every three months

Gaps in control

Mitigation actions

Lead

Compete by

Assurance measure

Target

Insufficient resources to meet
demand

Recruitment function to be re-structured with a
view to establishing a dedicated resource for
ensuring we have sufficient staff to meet
mobilisation targets. Consultation with existing staff
to streamline recruitment processes underway

Director HR and
OD

October 2014

Monitoring mobilisation targets for
new contracts

As defined in
individual
contracts

Existing controls

Existing assurances

HR representation on mobilisation groups
Additional staff recruited to support recruitment function

Monitoring of mobilisation targets

Risk type

Risk source
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Strategic

Annual Plan

Target

Cost of risk

Priority 3 - Increase productivity: be resilient and resourceful to thrive in difficult times
3.4

Greenwich CAMHS re-tender (C&YP17)

Risk description

There is a risk that Oxleas will lose services to other providers during the tender process for Bexley Prime
Contractor, Greenwich CAMHS and Greenwich Specialist Children’s Services. This would result in
significant financial challenges, both within the C&YP directorate and at corporate level

Family Nurse Partnership tender was lost to Lewisham Healthcare NHS Trust in Greenwich and Bromley Healthcare for
Bexley

Validation

CQC Domain

Responsible group

N/A

Risk owner

Management Board

Date
05/09/2013
06/03/2014
20/05/2014

Consequence
4
4

Likelihood
3
3

Rating
12
12

Level
High
High

Target
4x2=8
4x2=8

Up/Down
n/a


4

4

16

Significant

4x2=8



15/07/2014
19/08/2014
22/10/2014
18/11/2014

4
4
4
4

3
3
3
3

12
12
12
12

High
High
High
High

4x2=8
4x2=8
4x2=8
4x2=8






Target rating to be achieved by

Clinical Director
Service Managers

Reason for rating change
First acceptance by C&YP Management Board
No change
Increased by Governance Board as this is a strategically
important service for the trust

Reduced as good progress is being made with the bid
No change. Outcome of bid expected Nov 2014
No change. Work continues on bid preparation
No change. Now in a competitive dialogue with CCGs

Planned frequency of review

Gaps in control

Mitigation actions

Lead

Complete by

Assurance measure

Directorate project plan

Develop Directorate project plan to cover all possible
retenders in 14/15

Stephen Whitmore

June 2014

Plan in place

Existing controls
Directorate Re-tender project group established

Existing assurances

Risk type

Risk source
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Clinical

Target

Target
Cost of risk

Unknown

Priority 4 - Transformational Change: delivering best practice services, for the future, today
4.1

Delivering the Estates Strategy

Risk description

Delivery of the Estates Strategy requires a cultural change in terms of managing staff expectations of use
of both office and clinical space. If these are not managed, the Trust will not be able to deliver the
planned efficiencies in service delivery
Need for more flexible accommodation to deliver wider range of services and better meet commissioners
expectations. Support ICT strategy.

Validation
CQC Domain
Date
20/05/2014
29/08/2014
18/11/2014

Likelihood

Rating

Level

Target

Up/Down

3
3
3

2
2
2

6
6
6

MODERATE
MODERATE
MODERATE

3x1=3
3x1=3
3x1=3

New



Gaps in control
Some staff may not accept new ways
of working

Existing controls
Estates Strategy
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Risk owner

Governance Board

Consequence

Target rating to be achieved by

Risk type

Responsible group

Is it effective?

Director of Estates

Reason for rating change
First acceptance at Governance Board
No change. New approach to be piloted at Market Street
No change. Plans beginning to be implemented

Planned frequency of review

March 2015
Mitigation actions
Clear communication of benefits to service delivery

Lead
Director of estates

Complete by
On-going

Additional project management support may be
required.

Every 2 months

Assurance measure
Progress monitored via Board of
Directorates
Sharing financial savings – improving
quality and meeting CRE plans

Existing assurances
Progress monitored via Board of Directorates
Corporate

Risk source

Target
N/A

Annual Plan

Target
N/A
Cost of risk

N/A

Priority 4 - Transformational Change: delivering best practice services, for the future, today
4.2

Mental Health service redesign

Risk description

The service model and capacity needs for the redesign of mental health services has not yet been finalised.
This may impact on the timescale to implement the project by Autumn 2015
Mental health service re-design is a key priority in the 2014-16 two year operational plan.

Validation
CQC Domains
Date
26/08/2014
19/11/2014

Responsible group

Responsive
Consequence

Likelihood

Rating

Level

Target

3

3

9

MODERATE

3x2=6

3

3

9

MODERATE

3x2=6

Target rating to be achieved by

Risk owner

Project Board

Up/Down
N/A


Director of Adult Mental Health and ALD

Reason for rating change
First acceptance of risk
First acceptance of risk

Planned frequency of review

April 2015

Every two months

Gaps in control

Mitigation actions

Lead

Complete by

Assurance measure

Target

Current resources may not be adequate to
ensure project is fully supported,
particularly clinical support

Additional project management support to be
appointed

Business
Manager

Nov 14

Project milestones to be set and
monitored by Project Board

To be agreed

Release clinicians to support project, in particular
to ensure that the new service model meets the
needs of service users

Associate
Director

Sept 14

On project completion assurance will be
gained from
• National Patient Survey
• GP survey

Existing controls
Project Board established
Project Manager appointed

Existing assurances
Programme project risk register

Risk type

Risk source
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Service delivery

Annual Plan

Target

Cost of risk

£

Informatics risks (not in operational plan but relates to all priorities)
5.1

Replacement of RiO
The London-wide contract that provides the current version of RiO expires in 2015. If Oxleas Rio is not
implemented within timescale, the Trust may not be able to realise the benefits of an integrated clinical
system and mobile working
The current RiO contract is due to expire at the end of October 2015 so the new solution will need to be
implemented by this date.

Risk description
Validation
CQC Domain

Responsible group

Is it Caring?

Date
18/8/11
Nov 2012
18/02/2014
20/05/2014
19/08/2014
18/11/2014

Consequence
4
4
4
4
4
4

Likelihood
2
2
2
2
2
2

Target rating to be achieved by

Rating
8
8
8
8
8
8

Risk owner

IT Strategy Group

Level
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

Target
4x1=4
4x1=4
4x1=4
4x1=4
4x1=4
4x1=4

Up/Down
N/A







Reason for rating change
Rating proposed by Head of ICT
Risk to remain unchanged at present
Agreed to remain on Risk Reg at current level
No change to current position
No change to current position
No change. Slots for data migration confirmed

Planned frequency of review

October 2015

Director of Informatics

Every 2 months

Gaps in control

Mitigation actions

Lead

Compete by

Assurance measure

Target

Challenging timescale to implement
new solution by October 2015

Oxleas RiO has been selected as the replacement
system. A detailed risk register will be maintained
by the Progress Group

Director of
Informatics

April 2014

Approval by Board of Directors

N/A

Existing controls

Existing assurances

Evaluation process to select new system

Progress monitored by IT Strategy Group

Risk type

Risk source
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Strategic

Annual Plan

Target

Cost of risk

Financial risks
FN1

Cash releasing efficiencies 2014/15 and beyond

Risk description

In order to achieve financial plan and a Monitor risk rating of 4, the Trust must deliver significant cost
improvements; including savings required as a result of reductions in contract values. NHS England and
Monitor have issued planning guidance that non-acutes should be planning on efficiencies of approx 4%
per year for the next 5 years.

Validation

The target for 14/15 is likely to be between £7- 8m, and there is a risk that this will not be delivered in its entirety and the Trust’s
Monitor risk rating will reduce. There are some reserves set aside in the budget to cover a modest shortfall, however it is
important that the Trust delivers the cost improvements that it has identified as being possible

CQC Domain

N/A

Date
Nov 2011
Apr 2012
19/02/2013
Aug 2013
Jan 2014
15/07/2014
22/10/2014
18/11/2014

Consequence
4
4
3
3
3
3
4
4

Responsible group
Likelihood
2
2
3
3
3
3
4
4

Target rating to be achieved by

Rating
8
8
9
9
9
9
16
16

Business Committee

Level
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
SIGNIFICANT
SIGNIFICANT

Target
LOW (4)
LOW (4)
LOW (3)
LOW (3)
LOW (3)
LOW (3)
LOW (3)
LOW (3)

Up/Down
NEW









Risk owner

Finance Director

Reason for rating change
New risk November 2011
No change to current position
Risk rating increased by Business Committee
No change to current position
No change to current position
No change to current position
Increased by Business Committee
No change. Mitigation plans are long term

Planned frequency of review

March 2014 (for 2013/14 plans)

Monthly

Gaps in control

Mitigation actions

Lead

Complete by date

Assurance measure

Target

Not all CREs identified and fully planned at start
of financial year

All services asked to create plans for
14/15 and 15/16 based on 4 – 4.5%
per annum

Director of
Finance

February 2014

Achievement against plan continues to be
monitored by the Executive Board and reported
to the Performance Committee bi-monthly and
the Full Board on a monthly basis.
Quarterly Service Directorate annual planning
meetings

CREs achieved

Deputy Chief
Executive

Existing controls
Financial support to service directorates
Monthly finance reports

Existing assurances
Reports to Board
Monitor Risk Rating
Report to Performance Committee

Risk type

Risk source
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Financial

Annual Plan

Target
N/A
Maintain 3
N/A
Cost of risk

Up to £2m

FN2

Reduction in future contract values

Risk description

There is uncertainty regarding funding in the medium term, and it is likely that commissioners will be
attempting to significantly reduce contract values
Income from CCGs reduced by 1.8% for 14/15 in line with NHS guidance. Commissioners are looking to
impose additional efficiency targets for 2015/16 and future years.

Validation
CQC Outcome(s)

Responsible group

N/A

Business Committee

Date
Nov 2011
Apr 2012
15/05/2012
08/08/2013
Jan 2014
July 2014

Consequence
4
4
4
4
4
4

Likelihood
3
3
3
3
3
3

Rating
12
12
12
12
12
12

Level
HIGH
HIGH
HIGH
HIGH
HIGH
HIGH

Target
MOD (8)
MOD (8)
MOD (8)
MOD (8)
MOD (8)
MOD (8)

Up/Down
NEW






15/07/2014

4

4

16

SIGNIFICANT

MOD (8)



19/08/2014
21/10/2014
18/11/2014

4
4
4

4
4
4

16
16
16

SIGNIFICANT
SIGNIFICANT
SIGNIFICANT

MOD (8)
MOD (8)
MOD (8)





Target rating to be achieved by

Risk owner

Finance Director

Reason for rating change
New risk November 2011
No change to current position
No change to current position
No change to current position
No change to current position
No change to current position
Increased by Governance Board as there will be local
efficiencies ad well as national efficiencies going
forward
No change. Mitigation plans are long term
No change. Mitigation plans are long term
No change. Mitigation plans are long term

Planned frequency of review

April 2013

Monthly

Gaps in control

Mitigation actions

Lead

Complete by date

Assurance measure

Target

Commissioning intentions for 2015/16 and
beyond

The Trust is continuing to strengthen its
relationships with Commissioners and GPs in
order to ensure that it is in a position of influence
and also identify threats/ opportunities early.
Sharing CRE plans with commissioners to highlight
consequences on services of reduced funding.

Director of
Finance

ongoing

Regular reporting of financial
position to Board

Agreed contracts

Existing controls
Strengthening of relationships with commissioners and GPs
Monthly contract monitoring
Risk type
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Financial

Deputy Chief
Executive

Existing assurances
Strong current financial position
Monitor Risk Rating
Risk source

Annual Plan

Target
N/A
Maintain 3
Cost of risk

Up to £6m

FN7

Shift towards a competitive market environment

Risk description

National policy is to introduce greater competition in the healthcare sector, which will lead to more
services being put out to tender. There are opportunities as well as threats, but there are financial risks
associated with losing contracts
Market testing of services planned.

Validation
CQC Domain

Responsible group

N/A

Business Committee

Date
Nov 2011
Apr 2012
15/05/2012
08/08/2013

Consequence
4
4
4

Likelihood
3
3
2

Rating
12
12
8

Level
HIGH
HIGH
MODERATE

Target
MOD (8)
MOD (8)
MOD (8)

Up/Down
NEW



4

2

8

MODERATE

MOD (8)



Jan 2014
15/07/2014

4

2

8

MODERATE

MOD (8)



4

3

12

HIGH

MOD (8)



21/10/2014
18/11/2014

4
4

3
3

12
12

HIGH
HIGH

MOD (8)
MOD (8)




Target rating to be achieved by

TBC

Director of Finance
Assoc. Dire Strat Business Devpt

Risk owner

Reason for rating change
New risk November 2011
No change to current position
Gov Board recommended that risk is overrated
No change to current position – defending re-tendering of
existing services
No change to current position
Loss of UCC tender and range of children’s services
currently being tendered
No change to current position
No change to current position

Planned frequency of review

Quarterly
Target

Gaps in control

Mitigation actions

Lead

Complete by date

Assurance measure

Feedback from recent bids indicates that
the trust cannot always compete with other
providers

•

Associate Director
Strategic Business
Dev

On-going

Number of contracts awarded

•

Existing controls

Bids Team ensure that an effective process
is in place for competitive bidding
Explore new opportunities for generating
income

Business Support Function (Bids Team) in place

Existing assurances
Strong service portfolio with a reputation for high quality

Risk type

Risk source
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Financial

Annual Plan

Target
Cost of risk

Unknown

Appendix 1 - Risk review schedule
Risk description
1.1: Service users and carers may not always be sufficiently involved in the care planning process
and may experience varying levels of integrated care to meet their holistic needs. This means that
they may not effectively engage in the care and treatment
1.2: In adult community health services, there is variable practice in care planning. This means that care
interventions may not be evidenced or documented, making continuity of care difficult to achieve
1.3: 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
1.4: If nurses do not have the right skills, competence and values they will not be able to meet patients care
needs
1.5: The National Quality Board has set clear responsibilities for trusts in relation to ensuring safe staffing
levels. If the Trust is not able to ensure that information is robust, it will not be able to respond to this
requirement
2.1: There are cultural challenges to embedding new technologies into “business as usual”. If these are not
addressed, the Trust will not be able to deliver the planned efficiencies in service delivery
3.1: Although relationships with key GPs are largely good there is a risk that GPs may lose confidence in the
Trust if these are not maintained. This may impact on Trust reputation and on the number of referrals made
to the Trust
3.2: The Trust may not be able to recruit sufficient numbers of Therapists, qualified RGNs and nursing prison
staff to meet service requirements. This will impact on the delivery of care and patient experience
3.3: The Trust may be unable to safely meet mobilisation targets for new contracts. This will impact on Trust
reputation, service delivery and loss of income.
3.4: T There is a risk that Oxleas will lose services to other providers during the tender process for Bexley
Prime Contractor, Greenwich CAMHS and Greenwich Specialist Children’s Services. This would result in
significant financial challenges, both within the C&YP directorate and at corporate level
4.1: Delivery of the Estates Strategy requires a cultural change in terms of managing staff expectations of use
of both office and clinical space. If these are not managed, the Trust will not be able to deliver the planned
efficiencies in service delivery
4.2: The service model and capacity needs for the redesign of mental health services has not yet been
finalised. This may impact on the timescale to implement the project by Autumn
5.1: The London-wide contract that provides the current version of RiO expires in 2015. If Oxleas RiO is not
implemented within timescale, the Trust may not be able to realise the benefits of an integrated clinical
system and mobile working
FN1: In order to achieve financial plan and a Monitor risk rating of 4, the Trust must deliver significant cost
improvements; including savings required as a result of reductions in contract values. NHS England and
Monitor have issued planning guidance that non-acutes should be planning on efficiencies of approx 4% per
year for the next 5 years.

FN2: There is uncertainty regarding funding in the medium term, and it is likely that commissioners
will be attempting to significantly reduce contract values
FN7: National policy is to introduce greater competition in the healthcare sector, which will lead to more
services being put out to tender. There are opportunities as well as threats, but there are financial risks
associated with losing contracts.
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Appendix 2 – Tolerated Risks
Risk theme / area

Risk

Risk rating

Date tolerated

Next review date

1 - Enhance quality : offer a
guarantee of excellence for
every patient

KP1.3.2: Service users do not always receive information about medicines or
are involved in decisions regarding their treatment with medication. This
means that service users may not comply with treatment

MOD (6)
(3 x 2)

May 2014

May 2015

1 - Enhance quality : offer a
guarantee of excellence for
every patient

KP1.3.7: Poor communication and attitude of staff are common issues raised
in complaints about our services. This can have a negative impact on patient
experience

MOD (6)
(3 x 2)

April 2014

April 2015

Quality of clustering /
introduction of tariff

KP3.2.1: Clustering quality improvements will need to be made to ensure
that the Trust is in a position to implement PbR from 2013/14. If patients are
not allocated to the correct cluster, tariffs may be incorrectly applied
resulting in loss of income

MOD (6)
(3 x 2)

Feb 2014

February 2015

Referral to Treatment

MT2.1: There is a risk that the 18-week target for admitted cases may not be
achieved due to: a) it is not always possible to treat complex cases within
timescale; and b) limited theatre space. This means that patients may not be
getting timely treatment. There is also a reputational impact as failure to
achieve the target will results in an Amber/Red Governance Risk Rating.
MT1.1: In Community Paediatrics, there is a risk that the 18-week target for
consultant led non-admitted services will not be met for successive quarters.
This means that patients may not be getting timely treatment. If Monitor
were to request data in a disaggregated format, the service would struggle to
achieve the target.
KP8.2.1: The enhanced role for local authorities in Health and Wellbeing
Boards may lead to changes in local commissioning patterns. If the Trust
does not develop effective working relationships with local Health and
Wellbeing Boards, this may result in loss of income.

Nov 2013

November 2014

Aug 2013

August 2014

Agreed at
Governance
Board
Sept 2012 Agreed

May 2014

1.1 – Improve care planning
through better patient and carer
involvement

1.5 - Building on the Chief Nurse
for England’s strategy, ensure
high quality and compassionate
nursing care in all Trust services
with a focus on supervision and
appraisal for all nursing staff

Introduce a financial framework
with commissioners, linked to
standards in waiting times and
clinical outcomes
Surgical services – 18-week
referral to treatment target
(admitted)

Referral to Treatment

Community paediatrics – 18week referral to treatment target
(non-admitted / incomplete
pathway)

Key Priority 8
Enhance stakeholder
engagement

Develop relationships with the
new Health and Wellbeing
Boards
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Tolerated for this year as
CCGs will continue to
commission on block
contract basis for
2014/15.

MOD (8)
(4 x 2)

MOD (6)
(3 x 2)
MOD (6)
(3 x 2)

to review every six
months

Risk theme / area

Risk

Key Priority 1
Ensure the work of the
Quality Board is given the
highest priority

KP1.1.2 Whilst there is much work taking place to improve the Trust’s
information systems, there is a risk that either the Trust will fall short of its
CQUIN targets or will not be able to evidence the achievement of the target;
leading to a loss of income to the Trust

Key Priority 1
Ensure the work of the
Quality Board is given the
highest priority

KP1.1.3: Accurate data is not always consistently captured on all clinical
systems. This means that the Trust may not always be able to monitor
progress against targets and Board priorities

Key Priority 1
Ensure the work of the
Quality Board is given the
highest priority

KP1.2.5: Safeguarding children practice is not fully embedded across the
organisation. This means that a safeguarding concern may not be identified
or acted on

Maintain full compliance with
CQC requirements.

Maintain full compliance with
CQC requirements.

Maintain full compliance with
CQC requirements.
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Risk rating

MOD (6)
(3 x 2)

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

Date tolerated

Next review date

Nov 2012

As and when concerns
about CQUIN targets
arise

Agreed with
Medical Director
and Head of
Quality and Audit
Nov 2012
Agreed with
Medical Director
and Head of
Quality and Audit
Nov 2012
Patient Safety
Group

As and when concerns
about data quality arise

Quarterly via
Safeguarding Children
Committee

Version Control
No

Reviewed by

Date

No

Reviewed by

Date

v1.0
V2.0
V3.0
V3.1
V4.0
V4.1

First issue in this format approve by Trust Board
Reviewed at Governance Board
Reviewed at Governance Board
KP1.1.2 amended to align with Finance Risk Reg
Reviewed at Governance Board
IG4.1 Reviewed at IG

01/09/11
20/09/11
15/11/11
12/12/11
18/01/12
19/01/12

V16.1
V17.0
V18.0
V18.1
V19.0
V19.1

19/09/2013
15/10/2013
17/12/2013
Jan 2014
21/01/2014
21/01/2014

V4.2

Risks 1.2.1, 1.2.2, 1.2.3, 1.2.4, IG4 reviewed at
Compliance Board
Risk FN14 escalated by Audit Committee
Reviewed at Governance Board
Risks 1.2.2, 1.2.3, 1.2.4, IG4 reviewed at Compliance
Board
Risk 1.2.5 reviewed by Patient Safety Group
Reviewed at Governance Board
KP2.1.1 and KP2.2.1 logged as closed risks
IG4 reviewed by Information Governance Group
Reviewed at Governance Board
Updated following Compliance Board
Risk KP1.2.3 logged as a tolerated risk
Minor formatting updates
Reviewed at Governance Board
Full review in advance if Governance Board
Reviewed at Governance Board
Risk 8.1.1 logged as tolerated risk
Minor updates to reflect risks reviewed at
Compliance Board and Patient Safety Group
Reviewed at Governance Board
Minor formatting updates
Reviewed at Governance Board
IG4 reviewed at Information Governance Group
Reviewed in light of new Annual Plan priorities
Reviewed at Governance Board
Desktop review prior to Governance Board
Reviewed at Governance Board

08/02/12

V20.0

Risk MT3.1 closed by Compliance Board
Reviewed at Governance Board
Reviewed at Governance Board
Technical amendments
Reviewed at Governance Board
KP5.1.1 and KP5.3.1 removed from Business
Committee Risk Register
Reviewed at Governance Board

21/02/12
20/03/12
18/04/12

V20.1
V21.0
V21.1

Technical updates in preparation for Gov Board
Reviewed at Governance Board
Closed and tolerated risks removed

April 2014
15/04/2014
15/04/2014

09/05/12
15/05/12
15/05/12
15/05/12
17/07/12
07/08/12
07/08/12
11/09/12
17/09/12
Nov 2012
20/11/12
20/11/12
31/01/13

V22.0
V23.0
V24.0
V25.0
V25.1
V26.0

Reviewed at Governance Board
Reviewed at Governance Board
Reviewed at Governance Board
Reviewed at Governance Board
Technical updates in preparation for Gov Board
Reviewed at Governance Board

20/05/2014
15/07/2014
26/08/2014
22/10/2014
Nov 2014
18/11/2014

V4.3
V5.0
V5.1
V5.2
V6.0
V6.1
V6.2
V7.0
V7.1
V7.2
V7.3
V8.0
V9.0
V10
V10.1
V10.2
V11.0
V11.1
V12.0
V12.1
V13.0
V14.0
V15.0
V16.0
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19/02/13
April 2013
16/04/13
17/04/13
June 2013
18/06/2013
Aug 2013
20/08/2013

18/02/2014

Board of Directors
4th December 2014

Item
Enclosure

7
6a&b

Agenda item

Quality Report

Item from

Dr Ify Okocha, Medical Director

Attachments

a) QSIP Mental Health and Community Health Dashboard
b) Trust Patient Experience Report

Summary and Highlights

1. Quality & Safety Improvement Plan 2014/15 (QSIP)
The QSIP for Mental Health, Learning Disability and Community Health Services for October 2014 (month
7) achievement is shown below:
Indicator RAG Rating
Red (>6% below target)
Amber (1-5% below target)
Green (target achieved)
Others **
Total

No
0
4
18
1
23

%
0%
17%
78%
4%
100%

Notes:
Others**
• CE1.2CH - New Birth Visits undertaken within 14 days of birth
The September figures, which are provided in the table below, show we are 0.8% under the 95%
target.
(Please note: The provisional figures are reported a month in arrears to account for new births that
occur near the end of the month and to allow up to 14 days for the visit to take place in the following
month. The figures are reviewed for accuracy as the number of births can affect accuracy before
reporting to the trust board and commissioners).
Bexley-based community services
(Q4 Target = 95%)
Greenwich-based community
services (Target = 95%)
Oxleas Trustwide position

September 2014 Position
93.8% (242/258)
94.5% (290/307)
94.2% (532/565)

This is the 3rd month in a row where the Trust position has been amber on this indicator.
Based on above, the revised Trust September position is 5 ambers instead of 4.
Red Indicators (>5 % from target)
There are no red indicators to note for October 2014.

Summary and Highlights

Amber Indicators (<5% from target):

The 4 amber quality indicators are:
• PE1.1 MH – Carer details recorded on RiO: This is 4% from the 95% target; Older people are showing
red for this indicator and CAMHS has moved from red to amber.
• PS1.2MH – 48 hour follow up (FU) for patients admitted following self-harm/suicide attempt. There
were 55 patients requiring a 48 hour FU in October (Greenwich 18, Bexley 15 and Bromley 22).
However there were 2 breaches (98.4% compliance) that were a result of service error within staff
control. There were also 4 patients who were not seen within 48 hours due to circumstances outside
of Oxleas staff control. Further context on all breaches are provided below

Area

ID

Narrative

Status

Bexley

SP

Outside of Oxleas
staff control

Bromley

KR

Bromley

LB

Greenwich

EP

Greenwich

CS

Greenwich

KD

Patient DNA’s 48hr follow up. Numerous attempts
made by staff to contact by telephone. Unsuccessful
welfare check carried out. PT discharged on
03/10/14. Patient contacted HTT 06/10/14 at 19.58
to advise that she was home and was fine.
(contact made 1 day after 48hr time period)
FU by Greenwich HTT – (patient NFA) Numerous
attempts made to contact patient by phone
unsuccessful. Police welfare check was also
unsuccessful. Home visit by team members also
proved unsuccessful. Continuous telephone contact
attempted
Patient discharged on 20/10/14 - Telephone contact
made on 24.10.14. Patient apologised about her
phone being dead, reported feeling fine in herself
with no suicidal expressions. all well
(contact made 2 days after 48hr deadline )
Discharged on 03/10/14 - Patient turned up for
appointment but was under the influence of alcohol
and did not wish to participate in a 48hr formal
review. No further action from HTT discharged and
not seen again.
48hr FU stated in progress notes but no notes
indicating any attempts to carry this out. Unclear
whether a referral form to HTT for 48 hour follow up
was made. Patient seen in SIT Nov 10th
Patient discharged on 13/10/14 - Numerous
attempts made to contact patient by phone but
unsuccessful. Spoke with friend, who patient is
staying with, and friend stated patient was well and
out with friends. Contact made on 16/10/14.
(contact made 1 day after 48hr period)
Form taken to HTT for follow up but it appears it was
not logged. HTT Manager aware and will address
th
with team. Patient seen in SIT on Nov 10 .

Outside of Oxleas
staff control

Outside of Oxleas
staff control

True Breach

Outside of Oxleas
staff control

True Breach

All other discharges were followed up within the timeframe
• PE1.3CH – Care plans on RiO for District Nursing teams. This is under target by 2.8%; the total case
load in October was 3964 of which 3457 had care plans on RiO.

Summary and Highlights

• CE1.3CH – Completion of one year checks by 14 months. This has gone from green to amber this
month and is under the 95% target by 2.8%. There were 4 children out of 51 who did not have their
one year check within the timeframe.
Improvements made from previous month reporting
• CE1.1CH – Patients with COPD referred for pulmonary rehab screened for anxiety and depression. This
has moved from amber to green in the reporting month and has exceeded target by 6.7%
• CE1.4CH – Patients waiting under 6 weeks for a diagnostic assessment: All 128 patients (100%) were
seen under the 6 weeks target
Areas requiring further focus
• CAMHS teams recording of care plans and crisis plans in RiO for patients on CPA (indicators PE2.1MH
and PE2.2MH respectively). These indicators remain red on the QSIP dashboard
2. Trust CQUIN Update
2.1 Quarter 2 Update
The Trust Quarter 2 CQUIN dashboard is enclosed for information. Quality & CQUIN highlight reports have
been submitted to our commissioners for review and assessment. Confirmation of Quarter 2 CQUIN
achievement will be made at the BBG CQUIN review meeting on the 1st of December 2014.
2.2 CQUIN Summary – October Position 2014
A summary of our CQUIN performance is shown below:
CQUINS

No of Quality
Indicators

BBGL Mental Health & LD

10

Community Health
(Greenwich & Bexley)

9

Bexley Specialist Children

Progress against Quality Indicator Goals
October 2014 position
9 achieved
1 red status
• Sharing results of Cardio-metabolic assessments with GPs
6 achieved
2 amber
• Making Every Contact Count (MECC) CQUIN)
• Carers CQUIN
1 red status
• Reduction of 30% prevalence pressure ulcers

2

Achieved

Early Years - NHSE

2

Achieved

Forensic - NHSE

10

Achieved

Greenwich IAPT

1

Achieved

Prisons (Cookham Wood)

1

Achieved

Cardiac Rehab Contract

3

Achieved

Total

38

Summary and Highlights

2.2 CQUIN Areas of Risk/Focus
• Safety Thermometer Pressure Ulcers CQUIN (Mental Health and Community Health):
We have received formal response from the 3 CCGs stating that Older People’s mental health services can
be excluded from the safety thermometer (pressure ulcer) CQUIN but they should undertake a pilot of the
Mental Health Safety Thermometer. No target is attached to this.
They would like Adult community services to continue with this CQUIN the target of which is that we
achieve a prevalence rate of 5.06% over 5 consecutive months. Our data so far suggests that we are
unlikely to achieve this CQUIN. We have a year to date (7 months) prevalence of 8.58% which is 3.52%
over the expected goal.
In addition, we have for the first time this year reported one grade 4 pressure ulcer on the Bevan unit that
we are investigating.
• Supporting carers of people with long term conditions (Community Health)
The directorate is currently on track to meet the Quarter 3 milestone (41% vs 45%); however this has been
highlighted as a risk due RiO changes that has significantly made it more cumbersome to record this
indicator. Although BT can fix it, they have asked that a request be put in and this has to be agreed by
other trusts before work begins. This may take too long and will be outside of our time frame. We are
therefore, looking at alternative ways to record and report this. The end of year target is 65%.
• Making Every Contact Count (MECC)
This CQUIN is about ensuring that all patients referred to SUSD, Podiatry, Rehab, CAR, Neuro and Falls
teams have a completed assessment that covers the lifestyle factors: smoking, alcohol use and physical
inactivity. The overall aim is to refer identified patients who need further support to relevant services. This
is being achieved for smoking and alcohol use however the teams are not meeting the requirements for
patients identified with physical inactivity. Managers have been given the data to improve on this
position.
• Sharing results of Cardio-metabolic assessments with GPs (mental health)
This has been identified as an area of risk due to an internal snapshot audit which shows that not all
patients who have completed cardio-metabolic assessments recorded on RiO have had these details sent
out to their GP. This is also linked to RiO functionality where the agreed editable letter to aid team
communication with GPs has not been implemented accurately. The mitigation plan for this is as follows:
1. Following completion of audit by Q&A team, the list of outstanding patients to be sent out to teams to
ensure letters are sent out by the teams to the GPs. Progress will be monitored weekly
2. Work with the Clinical Director for Informatics to resolve the edited letter issue on RiO and re-launch its
use to all teams.
3. We will consider sending letters out centrally by the beginning of January if 1 and 2 above do not
resolve the backlog.

Recommendations
For the Board of Directors to note

Quality and Safety Improvement Plan (QSIP) Dashboard Overview - 2014/2015
Month-on-Month Performance Change Key
Improvement on
Previous Month

Reduction on
Previous Month

No Change on
Previous Month

Mental
Health

Patient
Experience

13/14
74

13/14
127

13/14
173

13/14
244

13/14
294

13/14
366

13/14
538

13/14 653

13/14
766

13/14
906

13/14
951

13/14
1092

ALD

2013/14
Comparison

95%

CAMHS

91.0%

Forensic

90.3%

Older
People

91.4%

CMH

90.1%

2014/2015
Target
ICR

90.4%

Mar-15

90.6%

Feb-15

90.9%

Jan-15

Oct-14

90.9%

Current Month Performance
Dec-14

Sep-14

PE1.2 MH

Ensure that 65% of
carers registered for
CPA clients on RiO as at
the end of March 2014
have been offered a
carers assessment by
31st March 2015

Aug-14

Ensure carer details are
recorded on RiO for
clients on CPA.

Jul-14

PE1.1 MH

2013/2014
Baseline
(March 2014)

Jun-14

Full Description

May-14

Patient
Experience

Indicator
Code

Apr-14

Mental
Health

Quality Domain

Nov-14

2014/2015 Performance
Service
Type

91.5%

91.8%

89.2%

91.5%

92.6%

90.6%

Commentary

999
(83 per Month)

45
1092

70

125

184

294

405

486

556

833
(average 70 per
month)

15

10

Cumulative total
RAG comparison in relation
to same position in
previous year)

Mental
Health

Patient
Experience

PE2.1 MH

Ensure percentage of
clients on CPA have care
plans recorded on RiO.

98.6%

98.5%

98.6%

98.2%

97.3%

98.1%

98.2%

99.0%

95%

99.6%

99.3%

98.4%

100%

92.6%

100.0%

Mental
Health

Patient
Experience

PE2.2 MH

Ensure clients on CPA
have a recorded crisis
plan on RiO.

96.7%

97.0%

96.9%

96.7%

97.1%

97.2%

96.9%

97.5%

95%

98.7%

97.8%

98.1%

98.8%

85.9%

100.0%

Mental
Health

Patient
Experience

PE2.3 MH

Ensure percentage of
clients on CPA have
received a review in the
last 6 months.

96.4%

97.7%

97.1%

97.2%

97.7%

97.2%

96.7%

96.3%

95%

90.5%

96.9%

97.7%

94.0%

88.6%

94.2%

Mental
Health

Patient Safety

PS1.1 MH

All clients discharged on
CPA receive a follow-up
within 7 days.
NATIONALLY
MANDATED

98.6%

97.0%

98.9%

95.8%

97.3%

97.1%

96.1%

95.8%

95%

93.8%

100.0%

100.0%

100.0%

Mental
Health

Patient Safety

PS1.2 MH

Ensure clients with a
history of self-harm who
have been discharged
receive a follow-up
within 48 hours

95.9%

97.0%

97.6%

89.3%

89.5%

98.2%

98.6%

96.4%

100%

96.4%

Mental
Health

Clinical
Effectiveness

CE1.1 MH

To ensure that patients
discharged from
inpatient wards have a
primary diagnosis
recorded on RiO.

100%

100%

100%

100%

100%

100%

100%

100%

95%

100%

100%

100%

100%

100%

Mental
Health

Clinical
Effectiveness

CE1.2 MH

Percentage of ICD10
coded clients on LD
and/or Autistic spectrum
diagnosis. NATIONALLY
MANDATED.

1.2%

1.2%

1.2%

1.2%

1.1%

1.1%

1.1%

1.2%

No set target

0.0%

1.5%

0.0%

1.6%

1

CH Child

- Awaiting Data
- Target Achieved
- Less than or equal 5% below Target
- 5% or greater below Target

CH Adult

Performance Colour Key

2.8%

Quality and Safety Improvement Plan (QSIP) Dashboard Overview - 2014/2015
Performance Colour Key

Month-on-Month Performance Change Key
- Awaiting Data
- Target Achieved
- Less than or equal 5% below Target
- 5% or greater below Target

Improvement on
Previous Month

Reduction on
Previous Month

No Change on
Previous Month

2014/2015 Performance
Jul-14

Aug-14

Sep-14

Oct-14

Mental
Health

Clinical
Effectiveness

CE2.1 MH

Ensure patients detained
under the MHA are
provided with
information as stated recorded on RiO (S132).

99.2%

97.7%

87.5%

97.7%

97.5%

100%

100%

100%

100%

Mental
Health

Clinical
Effectiveness

CE2.2 MH

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

91.0%

94.4%

100.0%

100.0%

100.0%

87.5%

100.0%

100.0%

100%

Mental
Health

Clinical
Effectiveness

CE3.1MH

Percentage of delayed
discharges as a
percentage of admitted
clients.

2.7%

2.4%

2.6%

2.7%

2.4%

2.5%

2.7%

2.8%

Less than
7.5%

3.5%

CE4.1MH

To ensure recording of
smoking status of
patients. (recorded at
1st assessment, at CPA
review and on hospital
admission) – to also
include CAMHS
Adolescent teams

85.0%

81.1%

83.9%

83.3%

84.9%

84.5%

83.8%

85.1%

80%

98.9%

96.5%

96.7%

99.1%

99.8%

99.8%

99.8%

99.7%

100.0%

95%

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Mental
Health &
Communit
y Health

Patient Safety

PS2.2 MH
PS1.2 CH

Number of reportable
CDIFF infections Applicable to all Oxleas

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Communit
y Health

Patient
Experience

PE1.1 CH

ACS: Ensure patients
have care plans
recorded on RiO - All
teams (DNs excluded)

90.3%

91.0%

91.5%

90.6%

89.1%

87.9%

95.9%

96.9%

95%

85.5%

98.3%

100.0%

100.0%

100.0%

100.0%

CMH
83.8%

ICR

Jan-15
2

0.0%

ALD

Number of reportable
MRSA infections Applicable to all Oxleas

5.9%

CAMHS

PS2.1 MH
PS1.1 CH

Forensic

Patient Safety

Older
People

Mental
Health &
Communit
y Health

Mar-15

CE5.1MH

Feb-15

Clinical
Effectiveness

Clinical
Effectiveness

Dec-14

Mental
Health

95% of service users on
CPA with diabetes, CHD,
COPD & Hypertension to
have either completed a
physical health check
with their GP or there is
recorded evidence of an
outreach attempt to
facilitate it

Mental
Health

Full Description

Nov-14

CH Child

Jun-14

2014/2015
Target

CH Adult

May-14

Current Month Performance

Quality Domain

Apr-14

Indicator
Code

2013/2014
Baseline
(March 2014)

Service
Type

Commentary

0.0%

72.3%

89.5%

100.0%

96.9%

MSK, HIV, Specialist foot
and Healthy Ageing teams
excluded

Quality and Safety Improvement Plan (QSIP) Dashboard Overview - 2014/2015
Month-on-Month Performance Change Key
Reduction on
Previous Month

No Change on
Previous Month

2014/2015 Performance

Current Month Performance

92.8%

95.5%

99.1%

98.4%

95%

98.4%

Communit
y Health

Patient
Experience

PE1.3 CH

ACS: Ensure patients
have care plans
recorded on RiO District Nurses

87.6%

85.0%

85.4%

86.6%

88.2%

87.9%

87.6%

87.2%

90%

87.2%

Communit
y Health

Clinical
Effectiveness

CE1.1 CH

ACS: Patients with COPD
referred for pulmonary
rehab to be screened for
anxiety and depression.

87.5%

100.0%

95.5%

92.6%

87.1%

90.5%

88.2%

96.7%

90%

96.7%

Communit
y Health

Clinical
Effectiveness

CE1.2 CH

C&YP (Universal) Babies
discharged from hospital
to have received a new
birth visit by 14 days of
birth.

93.0%

94.2%

95.5%

95.6%

94.9%

93.7%

94.2%

To be
reported in
December

95%

Communit
y Health

Clinical
Effectiveness

CE1.3 CH

C&YP (universal):
Completion of one year
checks by 14 months

New for
2014/15

77.1%

77.8%

73.2%

85.1%

80.0%

96.2%

92.2%

95%

Communit
y Health

Clinical
Effectiveness

CE1.4 CH

C&YP
(Specialist):Audiology Percentage of patients
waiting under 6 weeks
for a diagnostic
assessment

New for
2014/15

99.4%

99.3%

99.4%

100.0%

99.1%

97.7%

100.0%

99%

Jan-15
3

ALD

97.1%

CAMHS

97.2%

Older
People

100.0%

CMH

95.6%

ICR

ACS: Ensure patients
have care plans
recorded on RiO Bedded Units (SUSD &
BEVAN)

Mar-15

PE1.2 CH

Feb-15

Patient
Experience

Dec-14

Oct-14

Communit
y Health

Nov-14

Sep-14

2014/2015
Target

Aug-14

2013/2014
Baseline
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Jul-14
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Quality Domain
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CH Child

Improvement on
Previous Month

CH Adult

- Awaiting Data
- Target Achieved
- Less than or equal 5% below Target
- 5% or greater below Target

Forensic

Performance Colour Key

Commentary

120 out of 122 patients
have a care plan on RiO

47 out of 51 patients had a
completed one year check

Board of Director – 4th December 2014
Trust Patient Experience Report
Dr Michael Witney
Systematic Coverage
Over the last two months we have received responses from 1,616 people across our service
areas. This brings the total number of responses for the year (January 2014 – October 2014) to:
7,492.
Obtaining feedback from service users and carers of their experience of services in Oxleas in a
systematic way ensures we are able to make comparisons across service areas. Systematic
coverage has been defined as asking the “6-must ask questions” at least twice a year. Often
service areas are able to obtain feedback more frequently.
Over the last 2 months, each Directorate has either increased the number of teams obtaining
systematic coverage or has maintained a steady state. Where systematic coverage has not yet
reached 100% there are plans to achieve this.
The exceptions are CAMHS where obstacles have arisen owing to the use of the CORC system
within CAMHS where patients are regularly being asked for feedback but this is not consistent
with our 6-must ask questions making comparisons impossible. The other area which has
proved difficult to achieve regular feedback is within prisons. The reason for this relates to
there being a number of different providers which presents particular challenges in obtaining
feedback about Oxleas services. Both these service areas are giving consideration to how to
address this.
Complaints
Complaints subject to investigation
In October 2014, there were 15 formal complaints, compared to 15 in September 2014.
These are subject to investigation. From these, 35 issues were raised. A breakdown by
subject and directorate is shown below. Clinical care and staff attitude were the topmost
concern raised.
Directorate
(Total Complaints)
Access and Waiting Times
Admission and Discharge
Attitude and Behaviour
Carers
Clinical Care
Communication
Medication
Safety
Total

In-pat, rehab
and crisis (7)
1
2
2
1
7
0
2
2
17
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Comm
mental
health (3)
2
0
3
0
0
1
0
0
6

Adult comm
(3)

C&YP
(2)

Total (15)

0
0
2
0
4
0
0
0
6

1
0
0
0
1
4
0
0
6

4
2
7
1
12
5
2
2
35

1

Clinical Care – 12 issues related to clinical care were raised
Sub-subject
Failure to provide
appropriate
treatment

Description of issue
• SALT Service was sporadic and unreliable, appointments were cancelled,
rescheduled and lacked of continuity (C&YP)
• Catheter not fitted correctly leading to urinary retention (Adult Community)
• No nurse has attended to administer insulin on a number of occasions (Adult
Community)
• Son was denied treatment due to his use of drugs (In-patient, crisis and
rehabilitation)
• DN's failed to visit on 3 occasions and delay in visiting to change catheter
(Adult Community)

Community Visit
/late or missed
attendance
Wound management • Poor wound management leading to complications (Adult Community)
Assessment process • Mother had to take son to A&E three times before he was admitted (Inpatient, crisis and rehabilitation)
• Son was not adequately assessed on Millbrook ward (In-patient, crisis and
rehabilitation)
• Wife questioned why husband was asked arithmetic questions to assess his
mental stability (In-patient, crisis and rehabilitation)
Nutrition / hydration • Son was not eating on the ward (In-patient, crisis and rehabilitation)
Lack of support
• Wife allowed to abscond from A&E before she was able to be admitted (Inpatient, crisis and rehabilitation)
• Lack of support provided by staff following a wrist injury sustained while on
leave from the ward. No pain relief given and staff failed to arrange for scans
and xrays (In-patient, crisis and rehabilitation)
In In October 2014, 11 formal complaints were closed. From these, 39 issues were raised.
Subject
Admission and
Discharge
Attitude and behaviour
Care planning
Clinical Care
Communication
Environment
Medication
Total

Indeterminat
e (0)

Not upheld
(4)

Partly upheld
(4)

Upheld (3)

Total
(11)

0

1

0

2

3

2
0
1
1
0
0
4

5
3
8
1
0
3
21

0
0
0
1
0
0
1

2
0
3
5
1
0
13

9
3
12
8
1
3
39

Ombudsman Referrals
There were no new referrals in October 2014.
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Website Feedback
Comments sent via our website are checked by Communications at regular intervals throughout
the day. Once received, if they are relevant as a service comment and not offensive or disclose
confidential information, then they are published on our site. The comments are then passed
onto the PEG leads, with the Service Director, the Patient Experience team and PALS copied in.
Comments that are not appropriate for publication are dealt with in the same way in case they
need to be contacted directly. For the past month, the public now have the opportunity to
leave a telephone number with their comments in case we need to contact them, sometimes
urgently.
Communications also receive notifications of comments left on the NHS Choices and Patient
Opinion websites, which are already live, and repeat the process of sending to the relevant
directorate leads. Once a response has been formulated by the Directorate PEG Chair, this is
then posted on the respective website.
Currently there are 38 comments on the Oxleas website. Five have had no reply so far (two of
the comments without reply were negative).
25 comments received were deemed not appropriate for the website, of which 18 were
contacted directly by us. Others were service suggestions and job requests which did not
require any further correspondence. These are now kept in our archives in case we need to
track back to them.
Friends and Family Test
Following a review into how the Friends and Family Tests (FFT) is scored, NHS England decided
to move away from using the Net Promoter Score method to an alternative method that
presents the FFT score as two separate percentages. One percentage indicates ‘recommend’
and one ‘not recommend’.
This came into effect at the beginning of October 2014 and has been reflected in this report.
We will be reporting our FFT scores externally as directed to by NHS England who have also
published an approach to grouping services for reporting purposes.
The overall position for Oxleas in September and October 2014 is:
% Recommend: 91%
% Not Recommend: 3%
Reporting the results of Patient Experience Feedback
At the most recent Trust Patient Experience Group and at the Trust Exec a discussion about the
way in which the feedback results are tabled was held. There are essentially 2 options: one way
of reporting combines the “definitely” and the “to some extent” responses. The other approach
presents the data using only the “definitely” responses. The former approach generally results
in a more favourable rating of our services than the latter. Given the general understanding
that many people when responding to a set of survey questions will not use the extreme
options offered even when they are indeed completely satisfied with a service, and to be
consistent with the updated guidance for the FFT, the general view is that we should use the
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combined responses approach. This will be reviewed again at the next Quality Board where a
decision will be made.
Overall the responses received indicate that the Trust is doing well as a whole, with most
patients reporting a positive experience of care (as is detailed in the trust summary table on
page 27 of the report). As is known, however, the feedback received indicates that families and
carers continue to report that they feel less supported than they would like.

Changes to risk register
PE17.2: Carers are not routinely supported. The care team may
miss out on vital information and communication with carers, which
impact on outcomes and experience for both the service user and
the carer

Previous
rating

MOD (9)
(3 x 3)

New risks identified
PE19: Processes for evidencing learning from formal complaints are not
consistent across the Trust. This means that issues may not be addressed and
re-occurrence may not be prevented

New rating

MOD (6)
(3 x 2)

Rating

The Patient Experience Group also agreed to open a new risk relating to
timeliness and quality of complaints investigations completed by directorates.
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PEG HIGHLIGHT REPORT – November 2014

Trust Patient Experience Group Report
November 2014
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1. Introduction
The November 2014 PEG report highlights progress made by the directorates and the Trust as a
whole against identified patient experience priorities.
2. Directorate Patient Experience overview
Each Directorate has a Patient Experience Group which oversees and reviews patient
experience activities that take place across the directorates.
Guidance has been provided to directorate PEG leads to aid consistent reporting:
Detailed below is a summary update provided by each directorate PEG lead:
2.1 Older People’s Directorate
Directorate Overview
Directorate: Older People’s Mental Health Service (OPMH)
Systematic
Coverage
Main areas of
positive feedback

November Coverage: 9/15 – 60%

↑ increase of 13%

Scadbury ward
• All respondents felt they had been provided with enough information
on Scadbury ward
• 86% score on FFT as all but one said they would recommend
Scadbury ward
• All said they were ‘Yes definitely’ treated with dignity and respect
“Because the service is good. Staff are friendly and lovely.”
“Extreme-kindness from lot of staff”
“Very kind very patient nothing too much trouble”
Oaktree
Emotional touchpoints study & core question feedback in Oaktree
• Generally positive comments about relationships with staff
“Ignoring doesn’t happen here, they (staff) do want to help, but not
always have time”
• Feedback was very positive about being able to spend time out of
Oaktree
“When I am out I am happy”, “I prefer to be out, do not want to do
groups”, “We have enough groups, I just want to go out more”
• 60% said they would recommend Oaktree
”Because in this moment I have no family, this is my family. All
the persons are very kind to me .They are very good
professionals.”

Key Areas of
concern

• 80% said they were treated with kindness and care
• Different definitions of systematic coverage within PEG have meant
a review of current processes. This has meant some services –
CMHT & Memory Service - have not been collecting feedback whilst
this is under review.
• Delay including DTS & HTT in monthly reporting
• Low response rates in some months on some wards
• On Scadbury, some concerns were raised in October about being
involved in decisions about care and discharge planning

Trust PEG Highlight Report – November 2014 Meeting

6

• Some concerns about staff time to talk to patients on Oaktree
“They don’t always have time to talk to me” but “when they talk to me I
feel brighter, talking is nice”

Priority actions

Any further
comments
Complaints and
Compliments

Qualitative data
from systematic
feedback

Website Comments

• Some concerns about the quantity & breadth of activities on Oaktree
• Mixed feedback about other areas of life in Oaktree – food,
community feedback, involvement in decisions, support for family
• Action plan needed to respond to feedback from Oaktree
• Two charities nominated for the Trust donation based on NPS
responses: Silver Lining (a local charity for older people with drug &
alcohol problems) and Greenwich and Bexley Hospice (who support
people inc those with dementia at end of life)
• Having shared the film about patient experience made by Bracton
Centre service users and heard about the Betts ward project, we
have agreed to submit a discretionary bid to create a film introducing
clients and families to our wards.
• Difficulties for clients in completing the DTS form have led to it being
reviewed
• Implement systematic coverage in ECT, CMHTs and Memory
Service
• Difficulties with clients using the tracker has led to the inclusion of
additional questions including if they would prefer to complete it by
pen and paper (small response rate so far indicates 30% would
prefer pen and paper)
None reported
Number of upheld and partially upheld complaints in the last 2 months:
none reported
Number of compliments received in the last 2 months: none reported
Number of ‘Extremely Likely’ and ‘Likely’ responses in last 2 months:
20
Example: “Very kind, very patient, nothing too much trouble” –
Scadbury Ward
Number of ‘Unlikely’ and ‘Extremely Unlikely’ responses in last 2
months: 0
Number of ‘Neither Likely nor Unlikely’ and ‘Don’t know’ responses in
last 2 months: 1
Example: no response given
Number of comments received on the Trust website in the last 2
months: 0
In Bexley, you said that it would help to understand the different
services offered by the Upton Centre and by Social Services…..so we
are creating a poster to explain this.
You said that you would like more frequent contact after diagnosis in
the Memory Service…..so we are looking to develop an online forum
for support

‘You said, we did’
You told us that you are not always confident about the care provided
at night on our wards….. so we have established a regular programme
of unplanned night visits by senior staff.
You told us that it would be good that health professionals share
information so that you don’t have to repeat yourself…..so some clients
trialled a new online ‘brain book’ piloted by the Health London Network
to help people with dementia maintain a record of information
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You said that you are concerned about GP awareness and knowledge
of mental health and dementia ….so we are submitting a discretionary
bid to create a film for our internet aimed at increasing awareness in
GPs about dementia (based on our successful in practice training).
Outcome of previous actions
Outcomes
 Discussions underway to resolve systematic coverage for Memory
Service
 Trialling feedback questionnaire in Bromley and Greenwich liaison
teams
 ECT identified as another team within the directorate in review of
directorate planner and due to present patient feedback at
December OPMH PEG
2.2 Adult Mental Health Service Directorate (Acute and Recovery)
Directorate Overview
Directorate: Adult Mental Health (AMH)
Systematic
Coverage

November coverage: 33/43 = 77%

↑ increase of 10%

Main areas of
positive feedback

Avery Ward
“No dangerous or violent patients and most of the nurses were caring
and the support staff are excellent”
Home Treatment Team Bexley
“Staff were so kind and supportive and helpful, wouldn’t wish for better
treatment”
Betts Ward
“Because everyone was supportive, kind and helpful and made you
feel at ease and safe. Made me ready for the outside world again”

Key Areas of
concern

The online feedback continues to attract concern within the AMH PEG,
with a tension between the balance of transparency and the fact that
some comments are inaccurate, unhelpful, and potentially harmful to
others.
Feedback not as good as it could be: considerable variation between
teams/services.

Priority actions

Any further
comments
Complaints and
Compliments

Qualitative data
from systematic
feedback

The issue of online feedback is broader than the AMH group, and
needs on-going monitoring.
Digital feedback is being piloted in one service, with the hope for wider
roll-out if successful.
None noted.
Number of upheld and partially upheld complaints in the last 1 month: 1
upheld and 2 partly upheld in October 2014
Number of compliments received in the last 1 months: data not
available
Number of ‘Extremely Likely’ and ‘Likely’ responses in last 2 months:
267
Example: “safe environment, friendly staff...helpful with troubles if
feeling low good therapy classes that I have appreciated” – The Tarn
Number of ‘Unlikely’ and ‘Extremely Unlikely’ responses in last 2
months: 25
Example: “Claustrophobic feel” – Lesney Ward
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Number of ‘Neither Likely nor Unlikely’ and ‘Don’t know’ responses in
last 2 months: 52
Example: “There is no need to recommend the ward as nobody has a
choice where they go. This is the better of the 3 wards at Green Parks
I’ve been in though” – Betts Ward
Number of comments received on the Trust website in the last 2
months: 3
Last comment left: “Today was my 6th session for anxiety and
depression - my therapist has been fantastic and I really can't fault the
service. I highly recommend Time to Talk”

Website Comments

‘You said, we did’

Second to last comment left: “I'm suffering really bad with anxiety &
panic attacks to the point where I wake up crying in the night with the
feeling that I'm going to die. It’s only recently that it’s got this bad & its
stopping me doing things I want to do. I’ve got a great group of friends
& a great fiancée so why am I feeling so alone :( I fear that I'm pushing
them away because of this. I worry every day that something bad is
going to happen to me. It’s as though I've been traumatised by
something but I don't know what. I was happy before this & now I can't
do anything without fear :( I don't even like leaving my house :( I need
someone to listen & help me properly”
You said…..‘Can we have more opportunity to discuss our experiences
as inpatients when we are in the wards at Green Parks House’….so
we……provided weekly patient experience groups on the ward.

Outcome of previous actions
Outcomes
The directorate is introducing motivational interviewing training
Co-design with carers is now taking place with interviews having
started in Bexley.
2.2.1 Directorate: Adult Mental Health - Learning Disabilities
Directorate Overview
Directorate: Learning Disabilities
Systematic
Coverage
Main areas of
positive feedback

Key Areas of
concern

November coverage: 9/9 = 100%

↔ no change

Positive areas have been about staff and the groups that have been
provided; we have been in receipt of compliments from staff teams
about professionals and the support & teaching they have provided for
paid carers.
“I would just like say that on behalf of all staff here at Lion Road, and
indeed the Tenants that she has supported, that Lucy has been
absolutely wonderful in the care she has given our tenants. There have
been some tough times here of late and Lucy has proven what a
fantastic nurse she is time and again. Her interaction and care that she
gives have been second to none. She has also alleviated so many fears
and concerns that we have had regarding the health of one individual in
particular. Once again, I would just like to say a massive thank you to
you and Lucy – she is indeed a real credit to your team”. Kind Regards,
SF, Personal Assistant Bexley supported living services.
LD have reviewed the methodology for distributing FFT questionnaires
to service users, in order to be more systematic in the distribution we are
now going to send out the questionnaires to services users homes.
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Priority actions

Any further
comments
Complaints and
Compliments

Qualitative data
from systematic
feedback

Website Comments

We do however recognise that carers and families will fill out these on
behalf of the service user, thus the views about the service will not that
for many of our clients.
Some redesign of the questionnaire needed in order to ask the question
of who completed the form, we can then have 2 sets of data:
1 – competed by service user
2 – completed by carer or family member
None reported
Number of upheld and partially upheld complaints in the last 2 months: 1
regarding attitude of a bus driver to a service user. Signposted to
TFL complaints department.
Number of compliments received in the last 2 months: 8
Example: “I have a severe learning disability and during my years of
visiting Oxleas I have been supported and helped in the best possible
way, thank you very much” – Green Parks House
“They sit down with us and have a chat and listened to me and my
family” – Bromley Community
Number of comments received on the Trust website in the last 2 months:
0
You said….you are “not happy when you are not seen on time” so
we…..will tell you if your appointment may be late and tell staff that you
are not happy with delays.

‘You said, we did’
You said….you are “happy to attend Friends & More”, “happy with
getting help to talk” and that it’s “good to get help when you’re feeling
down”. So we……informed staff of your feedback.
Outcome of previous actions
Outcomes
Compliant regarding physiotherapy appointment resolved.
2.3 Children & Young Peoples Directorate
Directorate Overview
Systematic
Coverage

Directorate: Children and Young People Directorate
November coverage:
CAMHS:0/3 – 0%: Paper questionnaires were tried but did not work due
to too many paper questionnaires being given to patients. SMS solution
being considered at the moment to give 100% in CAMHS.
CAMHS: various options have been tried but have failed to be
successful so far. New approaches including SMS are being considered
at present.

Main areas of
positive feedback

Key Areas of
concern

↑

Specialist & Universal Services: 47/59 – 80%
from 67% to 80%
CAMHS: Greenwich recent CHI-ESQ data: 85% parents felt their
children had received good help and the same % said they would
recommend the service to friends and family. 85% young people said
they had received good help.
Universal: At annual general meeting a client was interviewed about her
experience with the HV team and gave really positive feedback.
CAMHS: Requires further development of feedback pathways and
completing the feedback loop across CAMHS.

Trust PEG Highlight Report – November 2014 Meeting

10

Priority actions
Any further
comments

Complaints and
Compliments

Qualitative data
from systematic
feedback

Website Comments

‘You said, we did’

Universal: the October HV forms are being analysed at present, no
immediate areas of concerns have been raised.
CAMHS: Requires further development of feedback pathways and
completing the feedback loop across CAMHS.
CAMHS: Discussion took place in recent PEG about using text message
feedback but there are safeguarding issues to be worked out first.
Universal: Staff have asked if we can use either the APP or trackers to
get feedback from HV clients instead of paper questionnaires- to be
discussed at the next C&YP PEG meeting
Number of upheld and partially upheld complaints in the last 2 months: 1
Number of compliments received in the last 2 months: 20
Number of ‘Extremely Likely’ and ‘Likely’ responses in last 2 months:
597
Example: “…this service has so much to offer and feel that it has helped
my daughter move forward with confidence” – Music Therapy, CDC
Greenwich
Number of ‘Unlikely’ and ‘Extremely Unlikely’ responses in last 2 months
24
Example: none given
Number of ‘Neither Likely nor Unlikely’ and ‘Don’t know’ responses in
last 2 months: 1
Example: “it depends as people are different to each other and it
depends on how their body manages different things” – Wallace Health
Centre: Greenwich West, School Nursing
Number of comments received on the Trust website in the last 2 months:
0
CAMHS: Responded to negative comments by young person regarding
toys in therapy room by removing them from certain rooms. Responded
to request for more paper and pens to draw with in waiting room by
providing these.
Specialist: New sign on the side of the Audiology booth in Wensley
close has gone up to help direct the patients to the building. There had
been concerns from patients that they did not know where to go.

Outcome of previous actions
Outcomes
Universal: School Nurse Matters App being showcased at Quality Audit
meeting end of November. Health Visiting App now being used both
locally and nationally.
Clinic issues re decoration and toys are being addressed locally
2.4 Adult Community Health Directorate
Directorate Overview
Directorate: Adult Community Services
Systematic
Coverage
Main areas of
positive feedback

November coverage: 38/40 = 95%

↔ no change

Source - Good service. Friendly people
Bevan - I have been extremely satisfied
Specialist Foot Services - Felt very confident with treatment. Staff very
kind especially when felt faint during op./ Review appt. explained post op
treatment and very pleased with experience.
Cardiac - Builds confidence regarding exercise and is the first step in
making the lifestyle changes necessary to improve health.
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Key Areas of
concern
Priority actions
Any further
comments
Complaints and
Compliments

Qualitative data
from systematic
feedback

Website Comments

Source – Feedback is indicating that patients think it is closing too early
MSK Bexley - phone isn’t always picked up or supported by
knowledgeable staff
Action Plans are being implemented and will be monitored in managers
1:1’s.
none
Number of upheld and partially upheld complaints in the last 2 months:
5 upheld
Number of compliments received in the last 2 months:
ACS have no compliments reports or recording system
Number of ‘Extremely Likely’ and ‘Likely’ responses in last 2 months:
439
Example: “So discreet and helpful. Not judgemental at all” – The Source
Number of ‘Unlikely’ and ‘Extremely Unlikely’ responses in last 2
months: 3
Example: “Only had help for two weeks so don’t know (what) long terms
effects would be” – CART Greenwich
Number of ‘Neither Likely nor Unlikely’ and ‘Don’t know’ responses in
last 2 months: 8
Example: “Helpful, but still have some pain” – Greenwich MSK
Number of comments received on the Trust website in the last 2 months:
6
Last comment left: “I have just spent over 20 mins on hold trying to get
through to the single access team. When the phone was answered there
was no apology, I said I was just about to hang up as i'd been waiting 20
mins and the person on the other end of the phone said to me that some
people had been waiting 40 mins (as if that was supposed to make me
feel better!). I asked how many operators they had there and she told
me only two but there was supposed to be seven! Not to mention, I
found her very rude and after she'd tried to deal with my query she
practically put the phone down on me. I was ringing to chase a referral
for a chair for my mother which was faxed to the single access team at
the end of October from the community assessment rehab team.
However, the operator told me that there was nothing on the system,
even though the team told me that they had checked the referral had
been received by the district nurses and it had. Considering the original
referral was made by my mum's doctor 0n 26 September for her to have
a special chair and I'm still being passed from pillar to post I find this
very frustrating. Not to mention the costs of all the phone calls. I think if
your operators were not so stressed at having to do the job of what
should be seven people they would be more empathetic and courteous
to the public - something which I assume they are trained to be?”
Second to last comment left: “I have been reading through the
comments left here and they are on the whole not very good so I must
disagree I have had the district nurses round over the last few weeks
and I would like to thank them what a lovely bunch of ladies they are
always smiling and helpful keep up the good work ladies and thank you
again”
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‘You said, we did’

You said…you were unhappy with the opening hours at The Source, so
we….added a question to the PET questionnaire about opening hours.
Feedback from this question will be gathered for three months
(September) and then reviewed. Depending upon feedback obtained a
decision will be made surrounding opening hours. 85% of people said
they wanted longer opening hours, mainly citing work commitments,
people wanted an evening clinic.

Outcome of previous actions
Outcomes
None reported

2.5 Forensic & Prisons Directorate
Directorate Overview
Directorate: Forensics and Prisons
Systematic
Coverage
Main areas of
positive feedback

Key Areas of
concern
Priority actions

Any further
comments
Complaints and
Compliments

↔

November coverage: 10/11 = 91% (Forensics only)
no change
No Prisons data
“I feel my CPA went well here at Bracton centre. Dr Daly treated me with
respect and dignity and listened to me chair the CPA. All went well my
mum was pleased with my progress. I must keep doing good stuff here
to move on. Thank you”
“I think the care that is provided here on Crofton has been helpful. The
whole team has worked very well and I want to say thank you”
“The CPA was really good.”
Whilst all wards are now engaged in the pre and post CPA evaluation,
coverage at present remains inconsistent although we have seen an
improvement with the introduction of the i-pads in October.
The two lowest scores related to the following questions;
1. Were you given an opportunity to complete the self-report form
2. Were you given a copy of the CPA review leaflet
None reported
Number of upheld and partially upheld complaints in the last 2 months:
none reported
Number of compliments received in the last 2 months: none reported
Number of ‘Extremely Likely’ and ‘Likely’ responses in last 2 months: 22
Example: “…I have been treated well and the staff are caring”

Qualitative data
from systematic
feedback

Website Comments
‘You said, we did’

Number of ‘Unlikely’ and ‘Extremely Unlikely’ responses in last 2
months: 5
Example: “…do not have the support I need on Heath Clinic”
Number of ‘Neither Likely nor Unlikely’ and ‘Don’t know’ responses in
last 2 months: 9
Example: “Who wants to be locked up”
Number of comments received on the Trust website in the last 2 months:
0
None reported

Outcome of previous actions
Outcomes
None reported
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Where coverage is not 100%, there is a directorate PEG work plan in place to expand coverage
to 100% across all services.
3. Patient Feedback Update
3.1. FFT Scoring
NHS England conducted a review into how the FFT is scored. This review resulted in the
decision to move away from using the Net Promoter Score (NPS) method to an alternative
method that presents the FFT score as two separate percentages. One percentage indicates
‘recommend’ and one ‘not recommend’.
This came into effect at the beginning of October 2014 and has been reflected in this report.
An example (using a fictitious data set):
FFT NPS (old method of scoring), the score would be presented like ‘+29’
FFT (new method), the scores will be presented like ‘% recommend: 74%’
‘% not recommend: 6%’

3.2. Patient Experience Results from Surveys
In addition to the systematic patient experience feedback received in September and October, a
number of other responses to questionnaires have been received. The results are detailed
below and provide a snap shot of views for the services surveyed.
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3.3. Feedback Box Results
Results from the feedback boxes – September and October 2014 data

In January the success of the feedback boxes so far will be reviewed and the way forward
discussed.
3.4. Annual Members Meeting (AMM)
At the Patient Experience stand at the AMM attendees were offered the opportunity to complete
a questionnaire telling us what they think about Patient Experience feedback collection within
Oxleas.
19 questionnaires were completed by a combination of staff, service users and ‘others’. Below
is a short summary of feedback obtained.
The majority of respondents reported that they liked the questions (Trust must asks), that the
questionnaires elicit useful ideas from service users and that the reports are informative. One
person reported that they found the questions asked “too closed” and another that some of the
questions are “too wordy, patients cannot understand them”.
100% of respondents reported that they would recommend Oxleas services to friends and family
if they needed care or treatment (either ‘extremely likely’ or ‘likely’). Reasons for this included:
“Range of high quality services”
“Passionate about helping people with mental issues”
“Go the extra mile”
3.5. Oxleas Patient Experience Questionnaire (OPEQ)
An OPEQ in Bromley SIT (Stepping Stones) has recently been completed. The report is being
presented to the team on 17 November and an action plan will be formulated accordingly.
The next telephone OPEQ will be conducted at Greenwich SIT (Ferryview). The set up for this
has begun and it is planned that the data will be collected during the first three weeks in
December.
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A number of volunteers (governors and members of ResearchNet) have expressed an interest in
supporting the OPEQ process. Training sessions have been arranged and volunteers will be
part of completing the telephone OPEQ’s in December.
3.6. Complaints Report Summary
Quarter 2 Complaints report (July to September 2014)
A total of 34 formal complaints were received in quarter 2 compared with 53 for the same period
last year. This is a decrease of 36%. Of the 34 complaints:
•
•
•
•

18 (53%) related to Adult Mental Health and Learning Disabilities
12 (35%) related to Adult Community Services
3 (9%) related to Children’s and Young Persons Services
1 (3%) related to Older Persons Services

Number of
contacts/bed days
Complaints
received as a %

Adult Mental
Health & LD

Adult
Community
Services

Older
Person’s
Services

Children’s
Services

58937

65128

15688

34170

0.03%

0.02%

0.01%

0.01%

Two complainants contacted the Parliamentary and Health Service Ombudsman for a review of
their complaint. These are on-going/awaiting feedback.
33 complaint investigations were completed – 91% of which (30) were completed within the
timescale agreed with the complainant. This is an increase of 11% compared to last year.
76 issues were raised within these 33 complaint investigations. 50% of these (38) were
upheld/partially upheld. Topmost areas of concern related to:
•
•
•

Clinical care: 27 of which 13 were upheld
Attitude and behaviour of staff: 13 of which 9 were upheld
Communication: 7 of which 5 were upheld

Quarter 2 PALS report (July to September 214)
A total of 360 contacts were received by PALS in which 425 concerns were raised. Topmost
areas of concern related to:
•
•
•
•
•
•

Information – lack of information about care and treatment
Care planning – care reviews, crisis care and involvement
Clinical care – assessment process, diagnosis, level of support and leave arrangements
Medication – side effects and prescribing problems
Communication – failure to respond to calls/emails/letters
Physical Health – continence deliveries and supplies, catheter care and wound dressings

3.7. September and October 2014 data
The results for September and October 2014 patient experience feedback are shown below (this
is inclusive of the FFT and split by directorate).
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3.4. Trend Tables
The following tables detail trends in patient experience feedback from January 2014 until October 2014.
Only ‘Yes, definitiely’ responses have been considered in these tables.
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FFT scores for the months of September and October 2014
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Total number of FFT ‘Likely’, ‘Unlikely’ and ‘Extremely Unlikely’ responses
Data collected between 1st September – 31st October 2014

Trust PEG Highlight Report – November 2014 Meeting

38

Board of Directors
4th December 2014

Item 8
Enclosure 7a&b

Agenda item

Compliance Report – October 2014

Item from

Wilf Bardsley, Director of Nursing and Governance

Attachments

a) CQC Inspection Report and Action Plan - Holbrook
b) S136 Audit

Overall compliance statement
Since the last report to the Board of Directors, there have been no formal CQC visits and no Ofsted
inspections. At the end of October 2014, all Monitor targets were met.
Summary and Highlights

CQC Intelligent Monitoring

The CQC has developed a new model for monitoring trusts that provide Mental Health services. This
replaces the Quality and Risk Profile. These indicators relate to the five key questions that the CQC ask of all
services – are they safe, effective, caring, responsive and well-led. Intelligent Monitoring informs how the
CQC inspects services by giving a clear picture of the areas of care that need to be followed up. Together
with local insight and other factors, this information helps the CQC to decide when, where and what to
inspect. This will mean that they can anticipate, identify and respond more quickly to hospitals that are
failing, or are at risk of failing. A draft Intelligent Monitoring report for Oxleas mental health services was
published on 20 October 2014. There are 56 indicators and no areas of high risk. The Trust has been rated
in Band 4, ie low likelihood of a visit. The publication date for the indicators for community health and
learning disabilities is yet to be confirmed.

CQC Ready Peer Reviews

The programme of CQC ready peer reviews continues, with a focus on community health services. To date,
two sites have been visited: Plumstead Health Centre (District Nursing and Respiratory Service) and the
Greenwich Community Assessment and Rehabilitation Team. All teams received an overall rating “good”
but a broad theme emerging is that care planning is an area for improvement. The Peer Review reports
and action plans are discussed at the directorate Quality Board. A visit to the Eltham Forum is planned for 4
December 2014.

Regulatory feedback
Full CQC visits – Holbrook Ward
Since the last report to the Board of Directors, there have been no formal CQC visits. The action plan
following the visit to Holbrook Ward was submitted to the CQC within deadline and this will be monitored
through the directorate Quality Board. The final report and action plan are attached.
MHA Review visits
The Trust has not received any new MHA Review Team Visit Reports since the last Board meeting.

Mental Health Act
In October 2014, there were 158 new sections. Year to date, there have been 982 new sections compared
to 910 for the same period last year. This represents an increase of 8%. Evidence of explanation of rights
under section 132 could be found for 100% of these – this is the third consecutive month that the Trust has
achieved full compliance. For 148 patients, s132 was recorded correctly and for ten patients, the evidence
was found elsewhere on RiO. Consent to treatment was in place for 100% (11 out of 11) of new cases.
Use of s136 – Place of Safety
Of the new sections this month, 48 were s136. This is the highest in-month figure in three years and
accounts for 30% of all new sections in month; previously, the trend was that this accounted for 20% - 25%
of new sections in month. Year to date, there have been 221 people admitted on S136, compared to 219
for the same period last year.
Of the 48 patients, 34 (71%) had previous contact with the Trust. For 24, this contact was within the last
three months, for two the contact was between three and six months and for eight, the last contact was
over six month before the s136 admission. The demographic breakdown of the s136 patients is as follows.
Gender
Male = 30
Female = 18

Ethnicity
White British/English = 26
White – other = 2
Black or Black British - African = 4
Black or Black British - Caribbean = 2
Mixed – any other mixed background = 1
Other Ethnic Groups - South/Central American = 1
Other Ethnic Groups - Any Other Group = 2
Any other group = 3
Not known = 7

Age
< 18 years old = 0
18 to 30 years old = 19
31 to 40 years old = 15
41 to 50 years old = 9
51 to 60 years old = 2
> 60 years old = 3

No of new sections – month on month comparison
Month
2014/15
2013/14
2012/13

Apr14
128
113
107

May14
103
137
118

Jun14
132
124
102

Jul14
158
160
101

Aug14
136
121
127

Sep14
166
125
129

Oct14
158
130
115

Nov14

Dec14

Jan15

Feb15

Mar15

Total

107
130

122
114

157
113

97
123

129
119

1522
1398

No of s136 place of safety – month on month comparison
Month
2014/15
2013/14
2012/13

Apr14

May14

Jun14

Jul14

Aug14

Sep14

Oct14

Nov14

Dec14

Jan15

Feb15

Mar15

Total

26
22
22

20
37
24

26
38
23

32
34
18

27
27
23

42
23
21

48
38
22

18
21

30
16

27
26

18
15

32
21

344
252

S136 as a percentage of all new sections
May14
19%
27%

Jun14
20%
31%

Jul14
20%
21%

Aug14
20%
22%

Sep14
25%
18%

Oct14
30%
29%

Nov14

Dec14

Jan15

Feb15

Mar15

Total

2014/15
2013/14

Apr14
20%
19%

17%

25%

17%

19%

25%

23%

2012/13

21%

20%

23%

18%

18%

16%

19%

16%

14%

23%

12%

18%

18%

Month

The Board of Directors asked for a review of patients who had recent contact with Oxleas and were subject
to Section 136 and this report is attached. This shows that there are some areas of concern around care
planning for risk, the timeliness of reviewing risk assessment and crisis planning. However, it is not possible

to say that those issues were strongly associated with the majority of these patients becoming subject to
section 136.

Patient Safety
Incidents
Month
Occurred in
month
Completed in
month

Apr-14

May-14

Jun14

Jul14

Aug-14

Sep-14

Oct14

10

6

5

3

2

2

4

4

5

9

5

3

2

2

Nov-14

Dec-14

Jan-15

Feb-15

Mar-15

Total

Details of Level 4 serious incidents – October 2014
Four serious incidents subject to investigation occurred in October 2014 compared to two in September
2014. These will be investigated by the directorate as level 4 incidents.
Date

StEIS No

Service

Incident Details

13/10/2014

2014/36336

14/10/2014

2014/36997

Patient (28) was reported to have fallen from a
third story window in low support accommodation
sustaining fractures to both ankles.
82 year old lady had an unwitnessed fall on
Scadbury ward fracturing right neck of femur.

15/10/2014

2014/35716

20/10/2014

2014/35281

Recovery
and Complex
needs
Older
people’s
mental
health
Recovery
and complex
needs
Acute Adult
Mental
Health

44 year old female patient who had 15% burns to
abdomen having fallen asleep with a cigarette and
possibly having drunk ½ bottle of gin.
24 year old was found during hourly observations
having attached a torn pillow case to a bolt at the
top of the window frame. No resus required
though her colour was beginning to change.

Investigation
report due (45
working days)
15/12/2014
16/12/2014

17/12/2014
22/12/2014

The table shows all serious incidents totals since April 2014 and compared to the previous year.
Apr-14

May-14

Jun14

Jul14

Aug-14

Sep-14

Oct14

Unexpected
death

3

3

2

1

1

0

0

Other

7

3

3

2

1

2

4

2014/15 Total
2013/14

10
6

6
2

5
2

3
8

2
5

2
2

4
5

Month

Nov-14

Dec-14

Jan-15

Feb-15

Mar-15

Total

8

7

3

3

5

56

Ligature management
In response to the incident on 20 October 2014, we have reviewed window closures in Oxleas House. The
existing windows provide a ligature point that until this incident had not been identified. The existing
windows cannot be adapted. There is a planned programme for window replacement within the capital
plan over the next two years. Within this we are identifying two rooms on every ward to be prioritised for
high observation areas.

Learning from serious incidents – key points from investigations completed in October 2014
Date
15/08/2014

Service
Bromley
Older
Adult
Mental
Health

07/08/2014

Bexley
Recovery
Mental
health

01/09/2014

Bromley
Home
Treatment
Team
Mental
Health

Incident Details
67 year old woman
found by the police in
her car semi- conscious
following an overdose of
alcohol and 40
paracetamol.
51 year old female with
Insulin Dependent
Diabetes Mellitus was
found dead at home by
her daughter. Although
the coroner returned
the death as natural
causes the incident was
raised as a SI to
investigate MDT working
with primary care
services.

Learning and updates
• Review of communication processes with GP’s.
• Staff are to clearly document evidence of discussions with
patients regarding their diagnosis.

A 23 year old male took
a large overdose of
prescribed medication
and was resuscitated at
Lewisham Admitted to
Green Parks House on
5/9/2014

•

•

•

•
•

•

•

•

•
•

New Clients to the Assertive outreach team must have a
completed comprehensive risk assessment that includes
information gathering from the Police and Housing agencies.
Where clients are established in the team communication
channels to key partners should remain open to insure
relevant data is readily at hand. e.g. Police and Housing
All clients open to the assertive outreach team to have a
documented discussion which considers the relevance of a
referral to the local high risk panel.
All clients that use alcohol and or drugs to have a care plan
item created that addresses this.
The team reviews green zone clients on rotation in team
meetings. Staff grade doctors to complete a six month
review of all clients.
Community teams to ensure care plans are updated when
patients move from one setting to another.
Community teams to ensure risk and mental state are
reviewed regularly, in particular when prescribing
medication for ‘long’ periods in patients with a history of
overdose.
Community teams to consider supplying medication for
shorter periods, involving GP and local pharmacy so that
medication can be dispensed and collected more regularly.
Community teams to ensure systems are in place to collect
any unused medication from patients particularly when
medication is being frequently changed.
Referring teams to make it clear to HTTs what should be
done in the case of non-engagement or when changes in
MSE are observed.
Community teams to regularly use and document a zoning
‘tool’. Community teams to review the zoning meetings to
ensure a consistent Directorate approach to zoning

Inquiry completion timescales
The table below show completion timescales for inquiries in progress and completed for October 2014,
measured by date submitted to the Chief Executive. Future reports will include completion by date
submitted to the CCG.
In progress
Investigations in progress at month end October
Investigations due for completion in October 2014

Of these how many were not completed within 45 days
% overdue

Level 4
7

Level 5
0

Total
7

3

0

3

3
100%

0
0%

3
100%

The reports were overdue as all needed further review by the directorate.
Level 1 to 3 incidents
In October 2014, 905 level 1 to 3 incidents were reported. Year to date, 6563 incidents have been reported,
compared to 5810 for the same period last year.
Level 1-3
2014/15
2013/14 for
comparison

Apr14
902

May14
826

Jun14
930

Jul14
1154

Aug14
935

Sep14
915

Oct14
905

Nov14

Dec14

Jan15

Feb15

Mar15

Total

693

777

849

943

823

869

856

850

814

1006

902

824

10206

Safety Thermometer
Data from 709 patient contacts was collected.
Key messages
• The percentage of Oxleas patients who are harm free increased to just over 91%.
• 98.45% of patients did not experience a new harm.
• 63 patients experienced a harm, 11 of whom experienced new harms.
• There were three new pressure ulcers - two Category 1 and one Category 2.
• Three harmful falls were reported, two Low Harm and one Moderate Harm.
• One new Catheter & UTI was reported
• Three new VTEs were reported
• Two community teams – Oval and Woolwich - did not submit data.
Six month summary This is the number of patients who have experienced a harm (including old harms)
Oct
Sept
August
July
June
May

Patients
709
548
454
564
571
580

Harm Free
646 (91%)
490 (89%)
405 (89%)
497 (88.1%)
525 (91.9%)
(92.76%)

One Harm
60 (8.5%)
55 (10%)
48 (10.6%)
65 (11.6%)
43 (7.5%)
40 (6.9%)

Two Harms
3 (0.5%)
2 (0.4%)
1 (0.2%)
2 (0.2%)
3 (0.5%)
2 (0.34%)

Three Harms
0
1 (0.2%)
0
0
0
0

Four Harms
0
0
0
0
0
0

New Harms
11 (1.5%)
14 (2.6%)
8 (1.7%)
12 (2.1%)
14 (2.45%)
14 (2.41%)

Ebola
NHS England have asked trusts to review their arrangements for responding to Ebola. In light of the nature
of our services, we have developed a protocol to advise staff on how to recognise Ebola and how to respond
to a suspected case. This includes an algorithm for asking screening questions. This will be reviewed as the
situation in the UK changes.
Flu vaccination campaign
This is a high risk for the Infection, Prevention and Control Committee. The Trust target is for 46% of staff to
be administered the vaccine and to date, the Trust has achieved 25%. If the current growth of 3% to 4% a
week is maintained, the Trust would meet the target by February 2015. However, it is likely to uptake will
drop from the end of November, so a further push will be needed to sustain progress.
A London trusts comparison graph is included as Appendix 1.

Recommendations
For the Board of Directors to note.

Appendix 1

Review of patients who had recent contact with
Oxleas and were subject to Section 136 in
September 2014

John Cusack
Cindy Ravensdale

Section 136 review - 2014
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Introduction
This paper summarises the outcomes of a review of RiO notes for those patients who
were subject to Section 136 of the Mental Health Act, and who had been in contact with
Oxleas services within the 3 months prior to that section.
This review has been requested because of a perceived increase in the number of
Oxleas patients being brought into contact with services under Section 136.

Patient Demographics
Table 1 (below) provides a count of the number of patients subject to Section 136 in the
months of July, August and September 2014, grouped according to the time between
their section and their most recent prior contact with Oxleas services.
Table 1: Patients sectioned between July and September
Month section started
Most recent prior
contact with Oxleas

July

None

15

Less than 3 months

13

3 to 6 months

1

More than 6 months

3

Not known

0

Total

32

47% 0
41% 15
3% 0
9% 2
0% 10
100% 27

Aug

0% 16
56% 18
0% 1
7% 7
37% 0
100% 42

Sept

38%
43%
2%
17%
0%
100%

Grand Total
31
46
2
12
10
101

31%
46%
2%
12%
10%
100%

Average age at the time of section was 39 years (ranging from 20 to 60 years)
10 Male
8 Female
Table 2: Number of days between contact with Oxleas and patient being placed on
section 136
Number of
patients
Less than 1 day
3
1 day
4
2 days
2
5 days
3
7 days
2
16 days
1
25 days
1
55 days
1
73 days
1
Total
18

Section 136 review - 2014
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General findings
For 7 of the 18 patients reviewed, evidence from RiO indicates that they were presenting
as well at the time of their last contact and the crisis that precipitated their section was
unforeseen. For 5 of these 7 patients that last contact with Oxleas was 7 of fewer days
prior to being placed under section 136.
For two of remaining patients there was evidence that they were going into crisis prior to
becoming subject to section 136, but there was also evidence that their community
mental health team was putting measures into place to manage the crisis. Unfortunately
the patients’ mental states both declined very rapidly and despite the community team’s
efforts a section 136 became necessary.
2 of the 18 patients self-discharged against medical advice from an Oxleas inpatient
unit. One was brought back in subject to section in less than a day, the other was
subject to section 5 days later. It is not apparent from either patient’s record whether a
section 5(2) was considered at the time of their self-discharge.
2 of the 18 patients were made subject to section 136 within 2 or fewer days of a
planned discharge from an Oxleas inpatient unit.
For the remaining five patients evidence on RiO indicates that while they were not
presenting as “well” their severity of need had not increased to the point that they were
sources of concern for their community mental health teams.
Factors leading up to section
The factors leading up to becoming subject to section 136 were different for each
individual, however there were 2 elements which were often present in the patient’s
notes at the time of the section, these were:
Self-harm/suicidality
In 16 out of the 18 cases that were reviewed, the patient had either attempted or
threatened suicide or deliberate self-harm immediately prior to becoming subject to
section 136.
Alcohol/Drugs
For 5 out of 18 people drugs or alcohol were a factor in their being placed under section
136. In all cases alcohol or drugs were recognised in the risk assessment and were
recognised as a relapse/warning sign in all but one case.
Risk Assessment and care planning
The risk assessment section of RiO had been filled out to some extent for all 18 patients.
9 of the 18 patients had medium-high, high or very high risks that related to their
presentation at the time they were sectioned (e.g. someone who was expressing
suicidality at the point of section and had a medium-high, high or very high risk of harm
to self on their risk assessment). Of that group of patients none had care plan
interventions to account for/mitigate those risks.

Section 136 review - 2014
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For this review the risk assessment is considered “out of date” if:
• The patient was on CPA and the risk assessment was last updated prior to their
most recent CPA review.
• The patient had had inpatient admission and the risk assessment had not been
updated as a result of that admission
• The patient had had a previous section (even without an admission) and the risk
assessment had not been updated as a result of that section
• There is evidence within the patient’s record that there were concerns about the
patient’s presentation and those concerns were not reflected in the risk
assessment
Crisis planning
4 of the 18 patients had detailed, individualised crisis plans
4 of the 18 patients did not have a crisis plan in place on RiO
For the remaining 10 patients the crisis plan advised them to contact their care coordinating team or to contact A&E outside of their care co-ordinating team’s working
hours.
Outcome of section
14 of the 18 patients were admitted to an Oxleas acute ward. The patients who were not
admitted were all followed up by an Oxleas community mental health team.
General conclusions
This review does present some areas of concern around care planning for risk, the
timeliness of reviewing risk assessment and crisis planning. However, it is not possible
to say that those issues were strongly associated with the majority of these patients
becoming section to subject 136.

Section 136 review - 2014
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Summary and Highlights
Attached is the first Mental Health Act (MHA) annual report produced for the trust. The purpose
of the report is to provide the Executive and Board assurance that we are carrying out our duties
in relation to the legislation. It describes the use of the MHA within Oxleas, the arrangements in
place to support practice and reviews reports of CQC MHA visits.
The report identifies a number of actions which will be taken forward over the coming year.
1.
2.
3.
4.
5.

6.
7.

8.
9.
10.
11.
12.

We will ensure that the new electronic patient record system is able to record all MHA data
accurately.
We will plan further multi-agency networking to ensure that staff are regularly updated and
able to develop cross-organisation working relationships.
We will ensure that all doctors who are Approved Clinicians undertake routine medical
scrutiny of section papers.
We will work with Informatics to develop activity reports in relation to Tribunal and MHAM
hearings.
A recruitment process will be undertaken to increase the pool of MHAMs available. As part
of this recruitment process we will review remuneration for MHAMs to bring the trust in
line with other London MH trusts (comparison chart at appendix IV)
We will review the process for the appraisal and re-appointment of MHAMs.
We will undertake a review of the staffing and configuration of the MHA Administration
team which will make recommendations for the future staffing and configuration of the
service.
All sections which expire without the care team being aware will be reported as an incident
Responsible Clinicians will be reminded of their responsibility to discharge a patient from
section as soon as they decide that the criteria for further detention are not satisfied.
We will undertake an audit of compliance with consent to treatment processes.
The trust care planning steering group to review these reports and processes for recording
discharge planning.
All named nurses and care co-ordinators to be reminded of their responsibilities as
described in chapter 2 of the Code of Practice.

Changes to risk register

New risks identified

Recommendations
The Board are asked to note the report.

Previous
rating

New rating

Rating

-

MENTAL HEALTH ACT REPORT
APRIL 2013 TO MARCH 2014

WILF BARDSLEY, DIRECTOR OF NURSING & GOVERNANCE
ANNE TAYLOR, NON-EXECUTIVE DIRECTOR & CHAIR OF MHA MANAGERS
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Introduction
This report provides an overview of activity in relation to the Mental Health Act (MHA) for the year
2013/14. It examines the data in relation to the Trust’s duties and responsibilities under the Act as
well as external reports from the Care Quality Commission. The monitoring of the Mental Health Act
is overseen by the trust safeguarding adults committee, chaired by Wilf Bardsley, Director of Nursing
and Governance. Membership of this group includes Anne Taylor, Oxleas Non-Executive Director, as
well as Local Authority and Clinical Commissioning Group representatives.
This report provides the Trust Board with assurance that Oxleas is carrying out its duties in relation
to the legislation.

National use of the Mental Health Act 1983
The Health and Social Care Information Centre (HSCIC) publishes an annual bulletin on the use of the
MHA in England (excluding Guardianship) 1. The HSCIC continues to report increases in the use of the
MHA year on year.
In the year 2012/13 there were a total of 50,408 detentions in NHS and independent hospitals, in
addition there were 4,647 Community Treatment Orders (CTOs) made (4% and 10% increases
respectively).
There were 14,296 uses of place of safety orders (Sections 135 and 136) in hospitals; this figure is 6
per cent (944) lower than during 2011/12.
National data for the year 2013/14 will be published in October 2014.
The Care Quality Commission publishes an annual report on its statutory monitoring of the MHA
which draws on the findings of Mental Health Act Commissioner visits. Their report on the use of the
MHA in 2012/13 was published in January 2014 and identifies area of good practice as well as areas
where the CQC expects to see change in the future. A quote from the Commissioner’s report
following a visit to Ivy Willis House in 2012 is used in the report to illustrate good practice in care
planning 2.
The CQC undertook sixteen visits to Oxleas services in the year 2013/14 and seventeen visits the
previous year (this included one visit to the s136 suite at Green Parks House as part of a joint
inspection with HMIC). A list of visits undertaken can be found at appendix I.

Oxleas use of the Mental Health Act 1983
Recording the use of the MHA within Oxleas is undertaken by the MHA Team using RiO. An annual
return (KP90) is submitted to HSCIC. A monthly audit is undertaken which looks at two specific
aspects of the MHA and reports compliance with these to the executive team, Trust board and
Governance Board.
1

https://catalogue.ic.nhs.uk/publications/mental-health/legislation/inp-det-m-h-a-1983-sup-com-eng-1213/inp-det-m-h-a-1983-sup-com-eng-12-13-rep.pdf
2
http://www.cqc.org.uk/sites/default/files/documents/cqc_mentalhealth_2012_13_07_update.pdf (accessed
15/07/2014)

3

•
•

Evidence of an attempt to explain rights under the Act at the start of all new sections within
the month (Section 132).
Evidence that an appropriate authorisation is in place for medical treatment for mental
disorder at three months (Section 58).

Detained versus Informal admissions
Overall admissions in the year 2013/14 were 5% higher than the previous year. The proportion of
admissions under section has risen from 21% to 24% (table 1).
Table 1
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The greatest increases are in relation to patients brought to hospital under s136 and those admitted
under s2. There has been a noticeable decrease in the use of s3 to bring a patient into hospital; the
possible reasons for this are discussed later.
Table 2
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Detention following admission
The number of patients who are admitted informally and subsequently detained under the MHA has
increased. As has the number of patients brought under s136 and subsequently detained.
Table 3
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Section 2 versus section 3
There has been a noticeable change in the use of sections 2 and 3. An increase in the use of section 2
both prior to and following admission is evident from the tables above. This is illustrated further in
table 4 below which compares the data from 2008/9 to that of 2013/14.
Table 4
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The Code of Practice 3 to the MHA states that:
Section 2 should be used if:
•
•
•

the full extent of the nature and degree of a patient’s condition is unclear;
there is a need to carry out an initial in-patient assessment in order to formulate a
treatment plan, or to reach a judgement about whether the patient will accept treatment on
a voluntary basis following admission; or
there is a need to carry out a new in-patient assessment in order to re-formulate a
treatment plan, or to reach a judgement about whether the patient will accept treatment on
a voluntary basis.

Section 3 should be used if:
•
•

the patient is already detained under section 2 (detention under section 2 cannot be
renewed by a new section 2 application); or
the nature and current degree of the patient’s mental disorder, the essential elements of
the treatment plan to be followed and the likelihood of the patient accepting treatment on a
voluntary basis are already established.

In the past this has meant that patients who were well known to services and who already had a
care plan in place were usually admitted under section 3. However, Richard Jones in his MHA
Manual 4 argues that
A patient whose current mental health and circumstances require him to be
subject to the very significant procedure of compulsory detention surely needs
to be assessed however well known he may be to the mental health service…
..This strongly suggests that the intention of parliament was for s2 to be used as
the initial detention because that section specifically provides for the patient s
assessment….
..In any event, practitioners’ choice of section should be guided by the least
restriction principle which is set out in para 1.3 of the Code of Practice.
The arguments put forward by Jones are reflected in the change of practice seen within the trust and
the country as a whole.

Community Treatment Orders
Community Treatment Orders (CTO) were introduced in November 2008. CTOs are a discharge
option for patients detained in hospital for treatment under the Act (whether by civil admission
under section 3 or, if they are unrestricted patients, by a court order or transfer from prison).
The Responsible Clinician (RC) may recall a patient on SCT to hospital for treatment if the patient
needs to receive treatment for mental disorder in hospital (either as an in-patient or as an out-

3
4

Department of Health Code of Practice to the Mental Health Act 1983 (TSO 2008)
th
Jones R, Mental Health Act Manual (16 edition, Sweet & Maxwell 2013)
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patient), and there would be a risk of harm to the health or safety of the patient or to other people if
the patient were not recalled.

If the patient requires in-patient treatment for longer than 72 hours after arrival at the hospital,
the RC should consider revoking the CTO. The CTO may be revoked if the RC considers that the
patient again needs to be admitted to hospital for medical treatment under the Act, and an
AMHP agrees with that assessment, and also believes that it is appropriate to revoke the CTO.
The effect of revoking the CTO is that the patient will again be detained under the same powers
of the Act they were originally detained under.
Table 5
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Year on year, the number of CTOs has remained fairly consistent. The numbers of recalls and
revocations are included in the table above however, this may not reflect the correct information as
there have been issues with recording this within RiO.
Recommendation: The trust should ensure that the electronic patient record system they procure is
able to record all MHA data accurately.

Section 136
Section 136 allows for the removal to a place of safety of any person found in a place to which the
public have access who appears to a police officer to be suffering from mental disorder and to be in
immediate need of care or control. Within Oxleas services there are two places of safety, Green
Parks House and Oxleas House. There are a further two health based places of safety located at the
Accident and Emergency departments of Queen Elizabeth Hospital and Princess Royal Hospital.
In March 2013 the Mental Health Partnership Board for London developed an action plan to improve
performance in relation to s136 across the whole of London. This work was commissioned as a result
of an increased awareness of the difficulties faced by all agencies involved in delivering emergency
mental health care. Oxleas have participated in the work of the Partnership Board and have
completed all of the recommendations identified in the action plan (Appendix II).
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The use of s136 has greatly increased compared to previous years.
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In 2012 the Metropolitan Police Service(MPS) updated the guidance for officers on the use of s136.
In this guidance the MPS clarified for officers that they should not be taking people to places of
safety on an ‘informal’ or ‘voluntary’ basis. The guidance clearly stated that where the ingredients of
Section 136 are present the person must always be detained under Section 136. This updated
guidance may partly explain why the use of s136 has increased. Locally, the trust and Local Authority
partners have been working closely with MPS and the London Ambulance Service (LAS) to improve
s136 processes in our area. In 2012/13 Oxleas hosted a number of networking events which were
attended by health, social care, MPS and LAS staff. The events gave everyone the opportunity to
refresh their knowledge regarding s136 and understand how policies and procedures are put into
practice locally. Approximately 200 staff from all agencies attended these events.
Recommendation: Further multi-agency networking events should be planned to ensure that staff
are regularly updated and able to develop cross-organisation working relationships.

Receipt and scrutiny of section papers
When a person is detained under the Act the section papers will usually be received by the ward
where the patient is to be admitted. The person receiving the papers should be the most senior
nurse on duty, preferably at band 6 or above. At receipt the papers should be carefully checked to
ensure that taken together they provide lawful authority for the trust to detain the patient. The
papers are then sent to the MHA team for administrative scrutiny.
The MHA administrator will scrutinise the papers, again to ensure that the patient is lawfully
detained. Any errors which do not fundamentally invalidate the detention can be rectified under s15
within fourteen days of the start of detention. As part of this scrutiny process medical
recommendations should also be reviewed by someone with appropriate clinical expertise to check
that they are sufficient. This medical scrutiny is required by the code of practice but is something
that the MHA team, in some areas, struggle to get completed there are only three consultant
psychiatrists across the trust who are regularly undertaking medical scrutiny of section papers.
Recommendation: All doctors who are Approved Clinicians should be required to undertake routine
medical scrutiny of section papers.
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Mental Health Act Managers
Section 23 of the MHA gives hospital managers the power to discharge most detained patients and
all CTO patients. The trust has delegated this responsibility to the MHA Managers (MHAMs).
Patients who are detained under the Act may appeal to the MHAMs as often as they wish. Where an
appeal application is received the MHA administrator will usually arrange for a panel to hear the
appeal. There are some circumstances where a panel would not be arranged, if for example, the
patient has an imminent Mental Health Tribunal or the Tribunal has recently considered the case
then there is not a requirement to convene a MHAM hearing.
Whenever a section is renewed or extended the Code of Practice says that the MHAMs must meet
to review whether the patient ought to remain subject to the Act. Whilst the Act does not define the
specific criteria to be adopted the established practice is for the MHAMs to consider if the patient
continues to meet the criteria for the specific detention they are detained under. As this is an
automatic review the detained patient cannot prevent it from happening. However, if the patient
does not wish to attend the hearing the panel will consider the case on the papers alone. All MHAM
hearings are recorded within RiO. Activity reports are in production but are not yet finalised to be
able to include complete data for this report.
Oxleas currently has eighteen MHAMs who are people appointed specifically for this purpose, they
are not employees of the trust. The list of current MHAMs can be found at appendix III The trust last
recruited to the pool of MHAMs in 2008, at that time taking the total number available to thirty.
Whilst the MHA team are not yet struggling we have recognised that in order to ensure that we are
able to meet our responsibilities under the Act we should ensure that a sufficient number of MHAMs
are available at all times.
The Code of Practice to the Mental Health Act recommends that appointments to managers panels
should be for a fixed period of time and that re-appointment should only be permitted following a
review of the individuals suitability. We have discussed implementing a structured process for this
but it has not yet been implemented.
Recommendation: There are a number of MHA activity reports available within i-Fox. Reports on
Tribunal and MHAM hearings should be developed.
Recommendation: A further recruitment process should be undertaken to increase the pool of
MHAMs available. As part of this recruitment process remuneration should be reviewed to bring the
trust in line with other London MH trusts (comparison chart at appendix IV)
Recommendation: A review structured process for the re-appointment of MHAMs should be
implemented as soon as possible.

Mental Health Act Team
The administration of the MHA is undertaken by a very small team (appendix V). The ratio of MHA
administrator to patients subject to the Act at 31 March 2014 stood at 1:60. This high number of
patients to staff means that the administrators are less able to spend time delivering training,
undertaking audit and meeting with detained patients. Team members are situated on three sites
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which reduces their ability to provide effective cover during periods of planned and unplanned
absence.
The MHA Team are also responsible for monitoring of Deprivation of Liberty Safeguards (DoLS)
applications and authorisations. Historically, the trust has had very few patients for whom the DoLS
were applicable. However, following the Supreme Court cases “ P v Cheshire West” and “P & Q v
Surrey” which effectively reduced the threshold for DoLS there are now a greater number of patients
for whom DoLS will need to be considered.
A new role of MHA Assistant was introduced in 2013. The full time role was created following
concerns that MHA manager hearings were not occurring in a timely manner, placing the trust at risk
of legal challenge. Since coming into post the MHA Assistant has cleared the backlog of outstanding
hearings. Having a single point of contact for MHAMs has improved the efficiency of the
administration of hearings. This member of staff is currently on maternity leave, attempts to recruit
into a secondment have not yet been successful and are continuing.
With the limited number of staff available it is not possible to assure the Trust that responsibilities
will be adequately managed. The team have explored the possibility of being sited in a central office.
This would have the benefit of providing enhanced cover during periods of leave and absence and
would standardise ways of working. A significant dis-benefit of this arrangement would be that MHA
staff would not be as easily accessible to ward staff or patients.
Recommendation: Staffing arrangements for the administration of both the MHA and MCA should
be reviewed.

Mental Health Act incidents

The tables below show the number of MHA incidents reported in the year 2013/14 5. The greatest
number of incidents involving the MHA relate to patients who abscond or attempt to abscond.
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There are very few other MHA incidents reported. Anecdotally there are far greater numbers of
problems with the implementation of the Act but this reporting may imply that these problems are
not identified as and subsequently reported as incidents. A review of RiO for this report revealed
that in the year 2013/14 a total of 73 sections had expired or lapsed, none of which had been
reported as incidents. In addition four sections had been ended because they were invalid.
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In the year 2013/14 a total of 31 sections are recorded in progress notes as being allowed to lapse.
The Code of Practice (ch 29) is clear in identifying that it is the responsibility of the RC to decide,
before a section expires, whether it ought to be extended. In addition the Code emphasises that if,
at any time, the criteria which would justify the continued detention of the patient are not met, the
RC should exercise their power of discharge.
There were a further 38 sections which expired during the year because the RC and clinical team
were either unaware that the end date of the section had passed or did not make appropriate
arrangements for the renewal or re-assessment of the patient prior to the expiry date of the section.
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Recommendation: All sections which expire without the care team being aware should be reported
as an incident
Recommendation: Responsible Clinicians should be reminded of their responsibility to discharge a
patient from section as soon as they decide that the criteria for further detention are not satisfied.

Mental Health Act Commissioner visits
The Code of Practice to the MHA provides guidance to all professionals on how they should proceed
when undertaking duties under the Act. Compliance with the requirements of the Code is monitored
by the Care Quality Commission as part of their routine MHA monitoring activity. As stated above
the CQC undertook sixteen MHA visits to the trust in the year 2013/14.
Within this theme the CQC raised the following issues:
•

Recording of capacity and consent. The issues related to this area were identified in ten
reports.
It is not always possible to find evidence of capacity assessments in relation to treatment, or
records of discussions regarding consent to treatment. Code of Practice ch 23.37, 24.16.
Statutory consultees do not always record their conversations with the Second Opinion
Appointed Doctor (SOAD).Code of Practice ch 24.54.
In some cases, medication was prescribed which was not authorised on the appropriate
statutory form. MHA s58
In one area, the wrong statutory form to authorise medication had been completed.

•

Discharge Planning. This was raised in nine visit reports.
Discharge planning is not always evident in patient’s care plans. Code of Practice ch 1.5,
27.10

•

Section 132: Information for patients. This was raised in seven reports
It is not possible to find evidence that detained patients receive regular and on-going
explanations of their rights. Code of Practice ch 2.

Recommendation: The trust should undertake an audit of compliance with consent to treatment
processes.
Recommendation: The trust care planning steering group to review these reports and processes for
recording discharge planning.
Recommendation: All named nurses and care co-ordinators should be reminded of their
responsibilities as described in chapter 2 of the Code of Practice.

Working with Partners
Oxleas has developed and maintained good working relationships with statutory partners. A three
borough place of safety meeting is held quarterly and chaired by the Director of Nursing &
Governance. The meeting monitors practice around the use of s136 and receives reports from local
high risk panels, it is attended by the borough social care leads, modern matrons, community
involvement officers from the LAS and the MPS borough mental health liaison officers.
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Conclusion
Activity in relation to the MHA continues to increase. The majority of patients who are subject to the
Act receive care and treatment in line with the legislation and guidance. However, there are
occasions where this does not happen. Breaches of the MHA may breach an individual’s human
rights. Failures of this type can be costly to the trust, both reputationally and financially. This report
makes a number of recommendations which the Board are asked to consider.

Recommendations
1.
2.
3.
4.
5.

6.
7.
8.
9.
10.

11.
12.
13.

Recommendation: The trust should ensure that the electronic patient record system they
procure is able to record all MHA data accurately.
Recommendation: Further multi-agency networking events should be planned to ensure that
staff are regularly updated and able to develop cross-organisation working relationships.
Recommendation: All doctors who are Approved Clinicians should be required to undertake
routine medical scrutiny of section papers.
Recommendation: There are a number of MHA activity reports available within i-Fox. Reports
on Tribunal and MHAM hearings should be developed.
Recommendation: A further recruitment process should be undertaken to increase the pool of
MHAMs available. As part of this recruitment process remuneration should be reviewed to
bring the trust in line with other London MH trusts (comparison chart at appendix IV)
Recommendation: A review structured process for the re-appointment of MHAMs should be
implemented as soon as possible.
Recommendation: Staffing arrangements for the administration of both the MHA and MCA
should be reviewed.
Recommendation: Staffing arrangements for the administration of both the MHA and MCA
should be reviewed.
Recommendation: All sections which expire without the care team being aware should be
reported as an incident
Recommendation: Responsible Clinicians should be reminded of their responsibility to
discharge a patient from section as soon as they decide that the criteria for further detention
are not satisfied.
Recommendation: The trust should undertake an audit of compliance with consent to
treatment processes.
Recommendation: The trust care planning steering group to review these reports and
processes for recording discharge planning.
Recommendation: All named nurses and care co-ordinators should be reminded of their
responsibilities as described in chapter 2 of the Code of Practice.
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Appendix I
MHA Commissioner visits to Oxleas NHS Foundation Trust

Forensic & Challenging Behaviour
Birchwood
Burgess
Crofton
Danson
Greenwood
Hazelwood
Heath
Joydens
Adult MH & LD Services
Atlas House
Avery
Barefoot Lodge
Betts
Ivy Willis House open
Ivy Willis House closed
Lesney
Maryon
Millbrook
Norman
North House
Shrewsbury
Somerset Villa
Tarn
Older Adults
Camden
Leyton
Oaktree Lodge
Scadbury
Shepherdleas

15 May 2013

14 January 2013
25 April 2013
16 December 2013

12 June 2014
12 June 2014
20 February 2014
30 January 2014
5 March 2014
11 March 2014
11 June 2014

7 March 2014

15 January 2014
6 February 2013
17 December 2013
12 September 2013
1 November 2013

31 January 2013
1 August 2013

9 June 2014
20 March 2014
12 February 2014

23 April 2014
20 March 2014

14

Appendix II
Actions for Mental Health Trust Section 136 Leads

Mental Health Trust :
Responsible Person (Mental
Health Trust Lead) :

Oxleas NHS Foundation Trust

Wilf Bardsley, Director of Nursing & Governance

The lead within this agency must report progress for the actions below at each meeting of the Mental Health Partnership Board

Actions Required

Target Date for
Implementation

1. Create the function of Section136 coordinator in each place of safety
December 2013
2. Confirm that every person performing the function of Section136 coordinator
has been fully briefed about their role
3. Scope the introduction of procedures that permit newly arriving Section 136
patients to be admitted to wards to free up space in situations where the place
of safety is already in use and report implementation to MH Partnership Board
or report cogent evidenced based reasons why this cannot be implemented
and what alternative solution is proposed
4. Confirm that the poster of pan-London standards at appendix 1 and the Section
136 algorithm flowchart at Appendix 2 of this action plan are displayed in every
place of safety.
5. Confirm that every place of safety has reviewed their contracts with security
staff. Provide a date when the contract will be revised to ensure that security
staff will use the powers contained in Section 136(2) to prevent patients from
walking out.

December 2013

December 2013

Trust update December 2013
• The function of s136 coordinator for GPH and
Oxleas Hse rests with the DSN for each unit.
• All DSNs are aware of their s136 responsibilities
• In order to accept newly arrived patients we will
move exisiting presentations to a ward where
clinically safe to do so.
• Confirmed

September 2013
• Not applicable for Oxleas places of safety
December 2013

6. Confirm that every senior on-call manager working in places of safety and
psychiatric hospitals within their trust has received 24/7 contact details of the
Chief Inspector function with their local Metropolitan Police Grip and Pace
centre (or equivalent function in the British Transport Police or City Police).
7. Confirm that every senior on-call manager working in places of safety within
their trust has received a full briefing about the operation of the rapid escalation
procedure
8. Confirm that all staff working in places of safety have been fully briefed about
how to invoke the rapid escalation procedure

September 2013

• Briefing sheet developed
September 2013
September 2013

December 2013

10. Confirm that rapid tranquilisation facilities are available in every place of safety
and that all appropriate clinical staff are trained and confident in its use

September 2013

12. Confirm that the Section 136 coordinator at every place of safety within their
trust has become a registered user of the National Section 12 Doctor Database
13. Confirm their trust has adopted the Section 136 training programme for junior
7
doctors designed by Dr Nkechi Iwegbu.
14. Confirm that the monitoring arrangements outlined in Section 9 of this report
are in place within their trust

6
7

• Briefing sheet developed
• For Greenwich AMHPs are located within MH
services 24/7.

9. Confirm that they have formally requested their LSSA to provide an outline
report about how they believe the availability of their AMHPs can be improved
out of hours This will include considerations for locating out of hours AMHPs
outside of children’s services and for operating schemes that employ sessional
AMHPS in addition to existing resources to ensure they are able to respond in
a timely manner, including in situations where there are additional pressures on
existing resources. This will provide for an AMHP (who has previously indicated
their willingness to be available on an 'as and when' basis) to be contacted out
of hours to attend a place of safety and undertake Mental Health Assessments.

11. Confirm that 90% of AMHPs who perform duty within their trust area have
6
become registered users of the National Section 12 Doctor database

• Flow chart developed & incorporated into briefing
sheet.

September 2013

September 2013
September 2013
December 2013

• For Bromley and Bexley discussions continue
however, within the trust we have not had a
reported incident of non-availability of an AMHP.
The trust is using the s136 monitoring tool to
collect data regarding AMHP attendance which will
alert us should this become a problem in the future.
• Confirmed
• Information has been sent to all AMHPs to apply
for access to the London database. Whilst waiting
for confirmation of 90% coverage all AMHPs are
aware that they can access information via MHA
offices or Duty Senior Nurses.
• The majority of duty senior nurses are registered to
access the London database.
• Confirmed
• MHA assistant has been appointed, data collection
tool in use from September 2013.

Contact Guy Cross, DOH national S12 database manager (Guy.Cross@dh.gsi.gov.uk)
Contact Dr Chetan Kuloor , SLAM MHT for further information (chetan.kuloor@yahoo.com)
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Appendix III
Current MHA Managers
Megan Roberts
Raymond Singh
Maureen Hitchens
Barbara Langridge
Penny Marstin
Patricia Sadler
Sharon Aldridge
Jane Le Baigue
Wendy Perfect
Jane Grant
Jane Gregory
Anne Bennett
Ken Thomas
Raj Devarajan
Dianne Wilson
Jennifer Bostock
John Callow
Jill Dedman

Appendix IV
Name of Trust

Fees Paid

Cancellation
Fee Paid

Fee for
Training

Fee for
Ward Visits

Fee for
attendance at
meetings

Other incentives

Gross /
Net pay

Budget or
expenditure

Central and
£50 per
North West
hearing / £25
London NHSFT per paper
hearing

Fee paid if
canelled on
the day of
hearing

£50 half
day /
£100 full
day

N/A

£50

Travel expenses
paid

Net

2014/15
£102200

West London
Mental Health
NHS Trust

£50 for up to
4 hours £100
for full day

Only if
cancelled
on the day
of hearing

£50 half
day /
£100 full
day

Yes, £50
but
currently a
one-year
pilot

£50 half day

Travel expenses
paid but capped
at distance
between THQ &
Broadmoor

Net
unless s/e

Barnett
Enfield
Haringey
Mental Health
NHS Trust
East London
NHSFT

£60 per
hearing

Fee paid if
less than
48hrs
notice

£60

£60

None

£55 for up to
4 hours,
£110 if
booked for
full day

On the day
only - £55 if
arrived;
£27.50 if en
route or at
home

£25 up to
four
hours,
£50 if
booked
for full
day

£25 up to
four hours,
£50 if
booked for
full day

£5 for each
additional halfhour after 4
hours if not
booked full day

Net

N/A

Numbe
r of
MHAM
s

MHAA sit in
on hearing

40

no

budget
37.5k excl
travel

26

only if
concerns

Budget/Exp
- 25K

24

No

Name of Trust

Fees Paid

Cancellation
Fee Paid

Fee for
Training

Fee for
Ward Visits

Fee for
attendance at
meetings

Other incentives

Gross /
Net pay

Budget or
expenditure

South West
London
Mental Health
NHS Trust

£50 per a
hearing
session

£30 for
up to half
a day

No, but
travel
expenses
can be
claimed

£30 per
session

No travel
expenses paid,
except for ward
visits

Gross

£49,681

Camden &
Islington
NHSFT

£50 per
hearing

£50

£50

£50

Travel Expenses

Gross

2014
£31,038.19

South London
& Maudsley
NHSFT

£50 per
hearing

£17.50
half day
£35 full
day

No ward
visits

£35 per
meeting
irrespective
of length

Can claim travel
costs

Gross

Oxleas NHSFT

Half day
session £30
Full day
session £60
(chair
£40/80)

Full fee
paid if
cancelled
while en
route or
arrived
Yes (only if
less than
24 hours
notice)
£50 if
cancelled
on the day
or after 4
p.m.
previous
day
Yes (only if
less than
24 hours
notice)

Yes (£30
or £60)

No ward
visits

Yes (£30 or
£60)

£40 or £80 for
panel chairs and
Borough Coordinators.
Travel Expenses
paid.

Gross

North East
London
Mental Health
NHSFT

£50 half-day
session
£100full day
session

no

Yes£50 or
£100

Yes, £50 or
£100

Yes, £50 or
£100

Travel expenses,
as per mileage
or public
transport

Gross

Budget 12k
pa

Numbe
r of
MHAM
s

MHAA sit in
on hearing

40

No

20

No

35

No

18

Yes

19

Name of Trust

Fees Paid

Cancellation
Fee Paid

Fee for
Training

Fee for
Ward Visits

Fee for
attendance at
meetings

Other incentives

Gross /
Net pay

Budget or
expenditure

Oxford Health
NHSFT

£25 per
hearing

Yes - £25

No ward
visits

£25 per
meeting

Travel expenses
- mileage paid
54p per mile

Gross

Total spend
for
2013/2014
was £35K

South Essex
Partnership
NHSFT

Chair get £60
others get
£40 half day
sesssion
£55 per halfday session

£25.00 Only if
cancelled
on the day
of hearing
No

Yes £40

Yes £40

Yes £40

Travel expenses

Gross

Expenditur
e 13/14
£47k

Yes (only if
less than
24 hours
notice)

£55 or
£110

N/A

£55 per halfday session

Travel expenses
if out of county

Net

Hertfordshire
Partnership
NHSFT

Numbe
r of
MHAM
s

MHAA sit in
on hearing

35 and
3 in
trainin
g

Yes

26

No

48

Yes

20

Appendix V
RESPONSIBLE AUTHORITY
OXLEAS NHS FOUNDATION TRUST

Head of MH
Legislation
Lisa Moylan

HOSPITAL
BRACTON
CENTRE

HOSPITAL
GREEN PARKS
HOUSE

MHA Administrator
Judith Richardson
Tricia Tripp

MHA Administrator
Lesley Enser

BIRCHWOOD

CROFTON

MHA Assistant
Melissa Goodwin

HOSPITAL
WOODLANDS
UNIT

MHA Managers
hearings trustwide

MHA Administrator
Judith Richardson
Tricia Tripp

HOSPITAL
OXLEAS HOUSE

BURGESS
BETTS

NORMAN

CAMDEN

LESNEY

GODDINGTON

SCADBURY

LEYTON

MILLBROOK

DANSON

GREENWOOD
MEMORIAL

HAZELWOOD
MEMORIAL

HEATH

JOYDENS

INPATIENT WARDS

PROJECT 106

INPATIENT WARDS

IVY WILLIS
CLOSED

NORTH HOUSE
IVY WILLIS OPEN

STAND ALONE UNITS

BLEAN GROVE

INPATIENT WARDS

CARLTON
PARADE

OAKWOOD
DRIVE

MHA Administrator
Carole Jefferys
Pam Sterne

AVERY

MARYON

SHEPHERDLEAS

SHREWSBURY

TARN

INPATIENT WARDS

ATLAS HOUSE
Goldie Leigh

SOMERSET
VILLA

STAND ALONE UNITS

BAREFOOT
LODGE
Goldie Leigh

OAKTREE
LODGE
Memorial

STAND ALONE UNIT
YEOMAN HOUSE

STEPPING
STONES

BEXLEYHEATH
CENTRE

STAND ALONE UNITS
ERITH CENTRE
FERRYVIEW

THE HEIGHTS

COMMUNITY SITES
COMMUNITY SITES
COMMUNITY SITES

Board of Directors
4th December 2014
Agenda item

Business Committee Update

Item from

Dave Mellish, Chair

Attachments

Front Sheet only

Item
Enclosure

10
9

Summary and Highlights
This is a verbal item.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Board of Directors
4th December 2014
Agenda item

NED Report Board Visits

Item from

Dave Mellish

Attachments

Front Sheet Only

Item
Enclosure

11
10

Summary and Highlights
In 2013, as part of our response to the Francis Report, we agreed that every Board member
would undertake monthly visits to clinical teams. Verbal feedback on the issues discussed with
staff and patients has been fedback at every Board meeting. As intended, these discussions have
helped inform our understanding of performance and service delivery and ensured the issues
brought up by staff and patients have been raised at our Board meetings. This has
complemented the more quantative data in our Board papers, such as that contained in our KPI,
Quality, Compliance and Workforce Reports.
It is recommended that we continue this programme of visits for another 12 months. Attached
are 2 slides which have been updated from the original proposal. The Non-executive and
Executive pairings have all been refreshed and each Board member allocated a new clinical
directorate. It is proposed this new programme begins in January 2015.

Changes to risk register

Previous
rating

New rating

N/A
New risks identified
N/A
Recommendations
The Board agrees to continue the visits and approve the revised programme.

Rating

Proposed Pairings
Non Executive
Directors

Executive & Clinical Directors

Directorate

Board Directors

James Kellock

Stephen Whitmore /
Joanna Sales

Children & Young People’s
Services

Alison Furzer/
Stephen Firn

Anne Taylor

Iain Dimond/
Lorraine Reagan

Adult Learning Disability

Ify Okocha

Seyi Clement

Estelle Frost/
Abi Fadipe

Older Adults

Michael Witney

Dave Mellish

Jane Wells/
Sarah Burchell

Adult Community Health

Helen Smith/
Rachel Evans

Archie Herron

John Enser/
Jackie Craissati

Forensic & Prison Services

Simon Hart

Steve James

Iain Dimond/
Lorraine Regan

Adult MH Services

Ben Travis

Paul Ward

Iain Dimond/
Lorraine Regan

Adult MH Services

Wilf Bardsley

3 December, 2014

1

How will they work?
• One half day each month set aside for 2 hour visits to a service
• Service Director, NED, Clinical Director and Board director to jointly undertake
visits
• ½ hour pre meet and ½ hour post visit debrief (3 hours in total)
• Any actions or follow-up to be agreed during post visit debrief. Recurrent or
significant issues will be escalated and appropriate action agreed by the Board
• Service Director, PA will diarise visits 6 months in advance
• Verbal feedback by NEDs/Exec Board members at each Board

3 December, 2014

2

Board of Directors
4th December 2014
Agenda item

Council of Governors update

Item from

Dave Mellish, Chair

Attachments

Front Sheet only

Item
Enclosure

12
11

Summary and Highlights
This is a verbal item.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Board of Directors
4th December 2014
Agenda item

Item
Enclosure

13
12

Item from

Emergency Preparedness, Resilience and Response (EPRR)assurance process
Rachel Evans - Director of Estates and Facilities

Attachments

Front Sheet only

Summary and Highlights
In 2013/14, as in previous years, NHS England carried out an assurance process across all
NHS Trusts in relation to Emergency Preparedness, Resilience and Response (EPRR). This
measured Trust performance against a number of core criteria, based on their review of
evidence submitted to them for evaluation. The purpose was to assess the readiness of
organisations to respond to an emergency, and their ability to continue to provide safe
services to patients during a major incident or other disruption that threatens business
continuity.
The 2013/14 assessment process incorporated 110 core standards and Oxleas received a red
rating against 12 standards.
The core standards and assurance process were revised in July 2014 and there is now a
London specific version which was used to assess the Trust for 2014/15. This incorporated a
smaller number of core standards, of which 42 apply to Oxleas.
The assessment process now requires the submission of a self-assessment form supported
by key evidence, followed by an assessment review meeting where additional evidence is
examined. The meeting is attended by the Trust, NHS England, the lead CCG, and a peer
reviewer and provides an opportunity for commissioning organisations to speak with the
Accountable Emergency Officer (AEO) and EPRR lead, to challenge, clarify and agree RAG
rating scores against each criterion, leading to the development of an action plan.
During the review meeting the outcome from 2013/14 was considered and all red areas
were reassessed as green.
The outcome of the 2014/15 assessment was as follows:

Core standard

Governance
Duty to assess risk
Duty to maintain plans

Green score
4
3
16

Amber score
0
0
3

Red score
0
0
0

Command and control
Duty to communicate
with the public
Information sharing –
mandatory requirements
Co-operation
Training and exercising
Total

5
1

0
1

0
0

1

1

0

4
4
38

0
0
4

0
0
0

Each organisation is then asked to provide a single self-assessed level of compliance to
enable a national-level overview of EPRR capability.
Compliance Level
Full
Substantial
Partial
Non-Compliant

Evaluation and Testing Conclusion
The plans and work programme in place appropriately address all
the core standards that the organisation is expected to achieve.
The plans and work programme in place do not appropriately
address one or more of the core standard themes that the
organisation is expected to achieve.
The plans and work programme in place do not adequately
address several core standard themes that the organisation is
expected to achieve.
The plans and work programme in place do not appropriately
address multiple core standard themes that the organisation is
expected to achieve.

It was agreed at the review meeting, that Oxleas NHS Foundation Trust overall level of
compliance should be scored as substantial.
An action plan has been developed based on the above results with the main areas of
further work focussing on updates of :
• Business Continuity Plans
• Trust Flu Plan
• IT, Telecommunications, and Utilities disaster recovery plans
• Communications plans
A number of areas of good practice were identified including the action cards incorporated
within the Major Incident Plan, and the development of a Pan London Mutual Aid
agreement.
The process was very positive, providing an opportunity for improved understanding of
Oxleas services and organisation, and for greater clarity about NHS England requirements.
Recommendations
The note

Board of Directors
4th December 2014

Item
Enclosure

Agenda item

Deed of Safeguard - F Block, QMH

Item from

Rachel Evans, Director of Estates and Facilities

Attachments

Minute of resolution

14
13

Summary and Highlights
The transfer to Oxleas of the PFI agreement for F Block at QMH took place under a
Parliamentary Transfer Order. Semperian, the PFI provider, and their funders have
subsequently requested a Deed of Safeguard from the Department of Health in relation to
this agreement. The Deed of Safeguard has been requested to provide additional protection
to Semperian and funders should Oxleas be dissolved or unable to make the agreed
payments.
Oxleas would be signatories to the Deed of Safeguard. The only significant impact for Oxleas
of this agreement is a restriction in relation to variations to the building. Under the
agreement we would be required to seek consent for changes to the building once a
threshold level is reached. The threshold is 2% of the original capital value of the building,
which is £80,000.
Considerable negotiations have e been undertaken with DH in relation to this, but they
remain unwilling to amend this clause as it is part of the standard Deed of Safeguard. They
have provided assurances that they will act reasonably and promptly to authorise variations.
Recommendations
To agree.

OXLEAS NHS FOUNDATION TRUST

EXTRACT MINUTES of the meeting (Meeting) of the Members of the Board of Directors (Board) of Oxleas
NHS Foundation Trust (Trust) held at _______________________________________________________
on [Thursday 6 November 2014] commencing at _____ am/pm.
______________________________________________________________________
PRESENT:

(Chairman)
(Secretary)

APOLOGIES:
IN ATTENDANCE:
____________________________________________________________________
1

PRELIMINARIES
A quorum being present, the Chairman declared the meeting open. It was noted that the meeting
had been validly convened in accordance with the Trust’s Standing Orders dated December 2009
(Standing Orders).

2

PURPOSE OF THE MEETING

2.1

The Chairman explained that the purpose of the meeting was to approve, amongst other things, a
deed of safeguard to be entered into between: (1) the Trust; (2) Secretary of State for Health; (3)
Bexley PPP Health Services Limited (Project Co); and (4) Bank of Scotland plc (Bank) relating to
the re-provision of services of “F” Block, at Queen Mary’s Hospital, Frognal Avenue, Sidcup, Kent
(Deed of Safeguard).

2.2

[Rachel Evans, Director of Estates and Facilities,] informed the Board that the purpose of a deed of
safeguard is to ensure that contractors are not left unpaid if an NHS Foundation Trust fails to
perform its obligations under a contract (for example, if the Trust became insolvent and failed to pay
the unitary charge). The Board noted that there are two forms of deed of safeguard, one for NHS
Trusts and the other for Foundation Trusts. It was further noted that the draft Deed of Safeguard for
the Trust's scheme follows the standard form for Foundation Trusts.

3

EXCLUSION OF THE PUBLIC AND PRESS
The Board noted that it had been resolved to exclude the public and representatives of the press
from this Meeting having regard to the confidential nature of the business to be transacted, publicity
on which would be prejudicial to the public interest. The Board agreed that an appropriate report
would be given at the next appropriate public meeting of the Board.

4

MEMBERS’ INTERESTS

4.1

Each Member of the Board declared his/her interests in relation to the Deed of Safeguard and each
confirmed that they had no pecuniary interest, direct or indirect, in the Deed of Safeguard.

4.2

It was noted that the Directors were entitled to count towards a quorum and to vote on the matters
before the Meeting pursuant to the Trust’s Standing Orders.

5

DOCUMENTATION
The latest draft of the Deed of Safeguard was tabled at the Meeting for consideration by the Board.

6

POWER TO ENTER INTO THE DEED OF SAFEGUARD

1
M-11201714-1

6.1

The Board noted that on 1 May 2006 and pursuant to Section 35 of the National Health Service Act
2006, the Trust was authorised as Oxleas NHS Foundation Trust.

6.2

It was also noted that:
6.2.1

the Trust had the powers specified in Section 47 of the National Health Service Act 2006
to do anything which appeared to it to be necessary or expedient for the purpose of or in
connection with its functions, including the power to enter into contracts;

6.2.2

the Trust had the powers specified in section 43(3) of the National Health Service Act
2006 for the purpose of making additional income available in order to better carry on its
principal purpose;

6.2.3

the Trust was subject to a general duty under paragraph 2 of the general conditions of its
authorisation to exercise its functions effectively, efficiently and economically; and

6.2.4

the Trust was subject to an overriding obligation to comply with its statutory duties.

6.3

The Board noted that, pursuant to the Standing Orders, the common seal of the Trust must be
affixed in the presence of the Chairman (or other authorised member of the Board) and of the
Secretary (or a member of the Board authorised by the Secretary) and must be attested by them.

7

RESOLUTIONS

7.1

The Board carefully considered the provisions of the Deed of Safeguard.

7.2

The Board also gave consideration to the type and nature of the Trust’s own funding arrangements,
the state of the current health market and the general interests of those persons who were within the
direct health care responsibility of the Trust.

7.3

After due and careful consideration, IT WAS RESOLVED that:
7.3.1

it was within the powers and best interests of the Trust to enter into the Deed of
Safeguard;

7.3.2

the Deed of Safeguard be executed, delivered and performed on behalf of the Trust; and

7.3.3

that authority be given to those individuals duly authorised at paragraph 6.3 to execute,
affix, authenticate and witness the affixing of the common seal of the Trust to the Deed of
Safeguard; and

7.3.4

authority be given to Rachel Evans , Director of Estates and Facilities, to discuss any
outstanding details and to agree and approve any amendments required subsequent to
the holding of this Meeting in respect of the Deed of Safeguard.

1

Signing of the Minutes
7.4

The Chairman requested that he be authorised to sign and date a copy of this extract from the
Minutes on behalf of the Trust.

7.5

A copy of the Minutes was duly considered by the Members of the Board and IT WAS RESOLVED
that the Minutes represented an accurate view of the proceedings of the Meeting and accordingly the
Chairman was hereby authorised to sign and date the Minutes of the Board Meeting on behalf of the
Board at the conclusion of the Meeting.

1

Trust to confirm whether any other persons should be granted authority to approve amendments to the Deed of
Safeguard
2

M-11201714-1

8

CLOSURE
There being no other business, the Meeting was declared closed.

__________________________
Signed by the Chairman

__________________________
Dated

3
M-11201714-1

Al

Board of Directors
4th December 2014

Item
Enclosure

Agenda item

Sealing of Documents

Item from

Ann Rozier, Trust Secretary & Head of Governance

Attachments

Front Sheet only

15
14

Summary and Highlights
The following documents require the affixing of the Trust Seal:
 Lease between the Trust and Lewisham and Greenwich National Health Service Trust
re premises within Outpatients Department, Erith and District Hospital
 Independent Certifier’s Appointment between HTI London Limited, the Trust and
Potter Raper Partnership re Cancer Care Centre, QMH
 Civil & Structural Engineer’s Collateral Warranty for the benefit of the Trust between
Morley Design Associates Limited, the Trust and Arien Contractors Limited re Cancer
Care Centre, QMH
 Contractor’s Collaterala Warranty for the benefit of the Trust between Arien
Contractors Limited, the Trust and HTI London Limited re Cancer Care Centre, QMH
 CDM Co-ordinator’s Collateral Warranty for the benefit of the Trust between Innov8
Safety Solutions limited and the Trust re Cancer Care Centre, QMH
 Contracts re C Block External Refurbishment at QMH – Ensigna Construction Ltd.
(£457,141)
 Contracts, specifications and drawings re Pharmacy Stores Refurbishment at QMH –
Ensigna Construction Ltd. (£91,992)
 Contracts re Phase 4 of LED light fitting replacement over 14 Trust sites – LED Neon
Business Solutions (£500,000 estimated)

Recommendations
That the Board approves the affixing of the seal to the above documents.

Board of Directors
4 December 2014
Agenda item

Finance report

Item from

Ben Travis, Director of Finance

Attachments

Finance report

Item
Enclosure

16
15

Summary and Highlights
The report sets out the financial performance for the 7 months to 31st October 2014.

Recommendations
That the Board notes the report.

Finance report for the 7 months to 31st October 2014
Board of Directors
4th December 2014
Position overview
Monitor risk rating
Income & Expenditure
Statement of Financial Position
Balance sheet
Debtors and payments
Investment - Capital and Estates
Risks
Appendix 1: Operational performance
Appendix 2: CRE
Appendix 3: Provisions

2
3
4
5
6
7
8
9
10
11

1

Position Overview
EBI TDA
•

The Trust’s EBITDA for the six months to October 2014 was £4.9m / 3.7%, which is £100k
ahead of the Plan.

Surplus
•

The Trust has delivered a surplus before one-off items of £1.1m / 0.8%, which is £100k
ahead of the plan. A one-off profit on asset disposal has been recorded in April of £125k,
which relates to the sale of 92 Shrewsbury Lane.

Cash
•

Total cash and short term investments was £87.0m at the end of October, £1.1m above
September. This is partly due to £0.8m cash received for overseas patients from NHS
Greenwich CCG and £0.3m net working capital movements.

•

The Trust continues to score a 4 for liquidity per Monitor’s financial risk rating.

> 5% favourable variance
Up to 5% favourable variance
On target
Up to 5% adverse variance
> 5% adverse variance

M onitor rating
•

Under the new Monitor Risk Assessment Framework, the Trust scores 4, which denotes ‘no evident concerns’. This is in line with the plan.

CRE and contract reductions delivery
•
•

•

The Trust savings target for 14/15 is £6.2m and includes savings required due to reductions in contract values as well as internal efficiencies.
Projects had been identified to deliver savings of £6.4m full year effect, however this has reduced to £5.8m inline with the recent in depth
review of CRE saving plans. £0.1m is categorised as high risk, £1.1m as medium risk and £4.8m as low risk. The in-year forecast saving is
£5.5m. The gap in delivering the full-year effect savings plans will be mitigated by non-recurrent savings.
Detailed work is taking place to firm up plans in relation to the estimated savings target for 15/16. At present we anticipate a target of £8.8m,
with plans for £6.4m FYE, of which £1.1m are considered high risk. The target includes any brought forward under or achievement from the
previous financial year and takes into account the need to deliver those Children’s Services currently out to tender within a lower cash envelope.

K ey areas of focus
•
•
•

Bank & Agency (Page 4)
Debt (Page 6)
CRE plans (Page 10)

2

Monitor Risk Rating
• Under the Monitor Risk Assessment Framework, the Trust scores 3.5 rounding up to 4.0. This denotes ‘no evident concerns’.

• To achieve a rating of 4.0 on the Capacity Servicing Metric, the Trust would need to achieve a surplus of £2.4m October YTD, which is £1.2m
higher than the surplus we are currently reporting.

• Monitor now requires all FTs to submit on a monthly basis their YTD position and forecast outturn for surplus and capital expenditure.
We plan to report a forecast surplus of £2.5m, £0.5m higher than plan, and capital expenditure of £19.1m

3

Statement of Comprehensive Income
EBITDA
•

The Trust has recorded actual Earnings before Interest,
Tax, Depreciation, and Amortisation (EBITDA) of £4.9m /
3.7% which is £100k ahead of the Plan.

Surplus
•

The Trust is reporting a surplus before one-off items of
£1.1m / 0.8% which is in 100k ahead of the Plan.

•

There is a credit in the I&E of £125k related to the sale
of 92 Shrewsbury Lane. For reporting purposes, this is
excluded from the monitoring of the Trust finances given
its one-off nature.

Forecast
•

Income
•

The Trust is forecasting a surplus £0.5m ahead of plan.
We expect income to over perform at the current runrate, offsetting the adverse performance on operating
expenditure.

Income is £1.4m ahead of plan. This is due to higher than planned Adult
MH non-contracted activity, MSK and UCC income, partly offset by lower
than expected Estates pass-through income due to lower pass-through
costs than planned.

Expenditure
•

•

•

Pay expenditure continues to be higher than plan due to the continued use
of agency staff as shown opposite. Nurse bank and agency costs have
shown a moderate decrease in spend; remaining spend continues to be
driven by Older People’s Holbrook ward, Forensic implementation of
Medway Prisons, Specialist Children’s Services and high agency usage
(including Medical) in the Bevan Unit, SUSD and Bexley MSK within Adult
Community.
The initiatives planned re bank pay, AHP recruitment and use of health
roster is expected to reduce the level of expenditure over the coming
months.
Non-pay expenditure is £0.4m below plan due to lower than planned
project spend (offset by income) as well as central funds held and not yet
allocated.

4

Statement of Financial Position
Summary
•

•
•
•

Net assets increased by £6.5m from March to £159.0m at the end of October.
The increase is financed by £1.3m surplus generated and £5.3m PDC capital
funding for the Cancer Centre at QMS.
Cash is £87.0m, £1.6m above the year-end position.
Total provision is £15.4m, £3.2m of this relates to bad debt provision (see
Appendix 3).
Creditors reduced marginally by £0.1m to £35.2m (increase in cash) relative to
the year-end.

Cash
•
•
•

Total cash and short term investments was £87.0m at the end of October, £1.1m above September. This is partly due to £0.8m cash received for
overseas patients from NHS Greenwich CCG and £0.3m net working capital movements.
Cash is now being invested with the government banking service and national loans fund due to the changes in the PDC calculation which came into
effect on 1 April 2013.
The Trust has not renewed its working capital facility (expired in April ’12).

5

Debtors & Payments
Debt sum m ary
•

Total debt stands at £9.1m, a net reduction of £2m compared to September.

•

£3.8m of the £9.1m total debt relates to QMS passthrough costs and rental
charges. £1.8m of this is due from Darford & Gravesham NHS Trust; £1.3m
Kings Colloge Hopsital; £0.3m Lewisham & Greenwich NHS Trust, £0.1m each
from Hyde Housing and The Hurley group.
Over 90 days debt has reduced by £0.5m to £3.4m in October. This is partly
triggred by £0.3m overseas and £0.1m NCA A&E income due from NHS
Greenwich CCG which was settled in October. Another £0.2m of QMS
passsthrough income was also recovered from Kings College Hospital.
Further resources has been allocated to the team to ensure that all debts,
regardless of value, are methodically chased down in a timely manner.

•

•
•

•

The over 90 days debts now resolved are as noted below:
 £0.7m Dartford & Gravesham NHS Trust. Agreement in place with DoF.
Oxleas invoices approved for payments - cash expected in November.
 0.4m QMS income and £0.2m MSK income due from Kings College
approved for payment – cash expected in November.
The over 90 days debts that are a cause for concern are noted below:
 £0.5m NHS Property Services – long-standing dispute of rental invoices.
 £0.2m GP Practices rental income – GPs have refused to pay arguing that
their funding allocation from NHS England excludes any rental payment.
 £0.2m Royal Borough of Greenwich (RBG) MST income for specialist
children services. Oxleas invoiced RBG on the basis of client seen, RBG
dipsuting payment on basis that full services were not provided.

Payments
•

The public sector payments target is that > 95% of invoices are paid within
30 days of receipt. In October 93% by volume and 87% by value were paid
within 30 days.

6

Investments
Estates & I T Capital

Forensic PICU
• The Project is due to complete on the 21st November 2014. The Service will take occupation on 26th November following equipping.
Market Street
• There have been significant delays to the Project due to the failure of the contractor to manage the project and program competently. The
Contractor is using the uncovering of some structural issues as an excuse for their delay. Despite escalating the issues on site to the contractors
Managing Director, no significant improvements have been made and there is now a fundamental breakdown in communication.
• The target completion date for the project is constantly being moved by the contractor, and large unsubstantiated claims for additional costs are
being submitted by them.
• Two options are now being considered:
1. Continue with the current contractor at an additional cost which is considerably more than the Quantity Surveyors estimate or
2. Determine the contract for ‘Lack of progress’, for which legal advise is being sought.
QMH
• £1.5m of the DH funding for the new Cancer Treatment Centre at QMS site moved to 2015/16. Kidney Treatment Centre project is delayed due to
issues with completing lease contract leading to £1.3m being pushed back to 2015/16. The Childrens Services project in F Block has been delayed
until April 2015 awaiting the outcome of Bexley Childrens Services bid. Frognal Centre has been demolished to enable the construction of a twostorey Satellite Centre. The original plans for the development of the QMH site are being revisited to agree how the best meet vision and service
delivery.

Discretionary Fund

Annually £2m is set aside to fund discretionary spend. 2014/15 forecast spend is currently £2m with planned spend of £0.8m in 2015/16.

7

Risks
Financial risks scoring 8 or above have been included in this section, this table reflects all updates from the Governance Board. Risk FN1 ‘Cash
Releasing Efficiencies 14/15 and beyond’ has been increased from, moderate 9 to significant 16, to reflect the increased risk of not having enough
plans in place to meet current and future target. This change was endorsed at the November Board of Directors meeting.
Risk theme / area
(CQC Outcome)
Cash Releasing Efficiencies
14/15 and beyond

Risk description
FN1: In order to achieve financial plan and a Monitor risk rating of 4, the Trust must deliver
significant cost improvements; including savings required as a result of reductions in contract
values. NHS England and Monitor have issued planning guidance that non-acutes should be
planning on efficiencies of approx 4% per year for the next 5 years.

Level and
rating (C x L)

Change since
last review

Significant
(16)
(4 x 4)



Significant
(16)
(4 x 4)



Reduction in future contract
values

FN2: There is uncertainty regarding funding in the medium term, and it is likely that
commissioners will be attempting to significantly reduce contract values

Agency staff

FN3: The usage of agency staff poses a financial risk as agency staff are considerably more
expensive than permanent staff, due to higher rates, agency commission, and VAT.

Moderate (9)
(3 x 3)



Negative perceptions of the
Trust due to cash position

FN5: There is a risk that external stakeholders will view the Trust’s strong cash position in a
negative light, and will ask why the cash has not been invested in services and what plans there
are to invest. There is a risk that commissioners will demand higher reductions in contract
values with no reduction in service levels.

Moderate (9)
(3 x 3)



Shift towards a competitive
market environment

FN7: National policy is to introduce greater competition in the healthcare sector, which will lead
to more services being put out to tender. There are opportunities as well as threats, but there
are financial risks associated with losing contracts.

High (12)
(4 x 3)



Changes in commissioning
structures

FN8: Commissioning arrangements have changed as PCTs have been replaced by Clinical
Commissioning Groups (CCGs), led by GPs. New commissioners will have their own perceptions
of Oxleas’ services, and this may lead to negative financial consequences.

Moderate (8)
(4 x 2)



Competition for non-contracted
income

FN9:Non-contracted income maybe lost if the Trust is unable to compete with other providers.

Moderate (9)
(3 x 3)



Changes in the commissioning
structure have led to services
being commissioned from
different organisations

FN19: There is a risk that the commissioning organisations do not receive sufficient funds to
fund our services, leading to either contract values being reduced or debts not being recovered.

Moderate (9)
(3x3)



Fraud

FN12: Systems are not always robust enough to ensure the early detection of fraudulent
behaviour. This means there is a risk that employees may be able to successfully de-fraud or
attempt to de-fraud the Trust.

Moderate (9)
(3x3)



Debt levels

FN20: There is a risk that invoices will not be paid and debt levels will increase. This will result
in a reduction in cash received and will impact on our financial sustainability

Moderate (9)
(3x3)
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Appendix 1 - Operational performance
Sum m ary:
•
•

Clinical services are underspent by £845k October YTD which is due mainly to continued
underspends in Forensic Services and LD.
Corporate Services are underspent by £1,216k October YTD due mainly to underspends within
Estates , Quality & Pharmacy and HR.

CR Es:
•
•

•

The CRE target for 14/15 was reduced by £100k due to RGB not requiring the level of savings
previously anticipated, and now stands at £6.2m.
The CYP CRE target will be delivered in two parts, recurrently for services not out to tender and
non-recurrently for services being re-tendered. In future the service budget will need to align to
the new reduced cash envelope and this will form part of the CRE plan for next year.
CREs to the value of £5.8m full year effect have been identified with an in-year forecast saving
of £5.5m.

Significant operational variances:
Adult MH: Red Rating – Due to risk associated with under achievement of future CREs.
• Community MH: overspent by £356k YTD in the main from CRE schemes phased to deliver
during the latter part of the year. This is partly offset by all s75 and health budgets (with the
exception of Medical budgets) remaining under spent from vacancies in social workers and
nursing lines and unspent additional funding for Greenwich IAPT.
• Inpatient, Rehab & Crisis : underspent by £438k YTD, driven mainly by the overachievement of
NCA and overseas income. Nursing costs remain high (£360k YTD over spent) with the
continued use of bank and agency on the wards to support activity.
Older Adults: Red Rating – Forecast outturn overspend of £0.5m and gap in CRE plans for 15/16.
• Nursing bank and agency usage on Holbrook Ward remain high to meet the acuity of the
patients on the unit (total nursing costs are £536k over spent YTD, £622K attributable to
Holbrook, offset by vacancies in community teams). NCA income continues to under achieve and
is £36k behind plan this is offset by greater ECR income due to additional clients in the 2nd
income generating bed.
Children & YP Services: Medium Rating – Services out to tender require significant transitions.
• The Directorate was £7k overspent in October, £25k underspent year to date. Agency spend was
£245k with £49k relating to continuing care package agency costs, £41k Greenwich doctors, and
£18k Bromley CAMHS (nursing costs in acute hospital due to shortage of Tier 4 bed). Vacancies,
particularly in Universal have helped retain a break even position.
Adult Community Services: Red Rating – Due to risk associated with under achievement of current
and future CREs.
• The service is delivering a underlying position of break even within the month. A recruitment
campaign is planned in District Nursing to reduce the current 30+ vacancies, however CRE
schemes will need to be delivered to maintain the financial position.
Forensic & Prisons:
• £673k underspent YTD due to psychologists and nursing vacancies and underspends on prison
contracts. Recruitment is underway to fill nursing vacancies and the impact on quality is being
closely monitored by Directorate. Income is £367k behind plan, due mainly to reduced overseas
activity (no waiting list) and lack of ECR activity in the TILT unit (currently 5 beds are not
utilised). NHSE income on is target with a average run rate of 113 patients per month.

HQ services:
• Central Income - £218k has been deferred in relation to income accounted for but
not yet spent on various projects, in particular Forensic LPP (£116k).
• Other material underspends are driven by Estates , Quality & Pharmacy
(vacancies), HR (training underspends), Service Delivery (vacancies) and Finance
(vacancies).
QMS:
• The planned QMS full year surplus is £150k (£12.5k per month). This is being
achieved. Transitional funding of £410k has been deferred in October bringing the
total deferral in year to £1,391k. Total project deferral amounts to £2.8m. This is
due to a reduction in PFI costs at Green parks House (negotiated after the business
case was submitted), unutilised income contingency and earlier than planned
closure of the restaurant.
Other Corporate :
• Spend is primarily due to bad debt provisions of £752k, NCA provision of £474k,
£400k IT project costs (transferred from capital) and £500k staff recognition award.
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Appendix 2 - Cash Releasing Efficiencies - 14/15 and 15/16 plans
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Appendix 3 – Provisions
The table below sets out the provisions that the Trust held on its balance sheet at the year end, and shows the in year movement i.e.
October 2014.

Note that this value does not tie back to the provisions figure on the balance sheet as some are held in other areas of the balance sheet (e.g.
the bad debt provision is netted off against debtors).
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October Workforce KPI, Health Visitor numbers and Vacancy
Report

Summary and Highlights
Sickness Absence
Sickness absence is 4. 56%, up from the October figure of 4.16%. The overall sickness rate is
remains better than at the same time in 2013. Adult community services have shown a recent
spike in absence, prinicipally in Greenwich District Nursing. The reasons relate to a number of
planned surgical procedures and musculoskeletal issues. All are being managed.
Vacancy & Turnover
The vacancy rate is marginally higher than September and stands at 13.25%. This is still much
higher than the trust norm which is between 10-11%. As with last month Adult Community and
Forensic and Prison Services remain the two most challenged areas . Adult Community Services
has deteriorated whilst Forensic and Prison services has improved slightly. 169 individuals are
going through pre-employment checks, of whom 79 are from ACS and Forensic services. The 79
for forensics and ACS equate to approximately 50% of their current vacancies. The campaign to
recruit from Ireland has started and will be extended to a number of other hard to recruit posts.
HR managers are reviewing the leavers from both directorates to identify and address any
weaknesses at the other end of the process.
PDR uptake
The trust has maintained its compliance for completion of PDRs. Currently the trust figure stands
at 89%. All directorates are compliant and the majority are showing a compliance level of over
90%.
Mandatory & Essential Skills training
All mandatory training is above the trust threshold of 80%. All essential skills areas are above
80%.

Supervision Uptake
Directorate
277 Adult Community Services
277 ALD
277 Child & Adolescent MHS
277 Children & Young People
Service
277 Corporate
277 Forensic & Prison
277 OA
277 WAA (CMHS)
277 WAA (IR&C)
Grand Total

Supervision in line
with 6 weekly
standard

Previous Position
03/11/2014
50%
65%
50%

41%
53%
42%

65%

54%

55%
49%
71%
65%
60%
59%

52%
48%
66%
61%
65%
54%

As of the beginning of November 346 staff had no record of any supervision at all a reduction of
49 from October. A further 525 last had a recorded supervision session more than 3 months ago.
This equates to 25% of the total workforce.
Industrial Action
A four hour strike took place on 27th November 2014 followed by a period of work to rule. The
trust and Oxleas trade unions had agreed that all critical services would be exempt from strike
action. A number of sites were picketed on the day and approximately 70 – 80 staff took action.
There was no disruption to services.
Fit and Proper Person Test
The Fit and Proper person regulations came into force on 27th November 2014. These regulations
apply to all executive directors and non-executive directors and have been introduced as part of
the wider response to the Mid Staffordshire Inquiry. Compliance with the guidance will form part
of the CQC ‘well led’ assessment. It will be the ultimate responsibility of the chair of the NHS
body to ensure that all directors meet the Fit and Proper Persons test (FPPT). The regulation
requires that organisations ensure that all directors
• Have the qualifications, experience, skills, health and good character to fulfil their role
• Do not have a relevant conviction
• Are not subject to bankruptcy insolvency or sequestration orders
• Have not been responsible for, privy to, contributed to or facilitated any misconduct or
mismanagement of any regulated activity.
Oxleas recruitment checks satisfy the majority of these requirements. The appointment of the
new Director of Nursing will be the first application of the FPPT. The additional checks that will be
required will relate to the checking for bankruptcy and sequestration orders. These checks were
applied to the previous executive appointment but this was because it was the Director of
Finance.

We will review existing director appointments to ensure that appropriate documentation is in
order. Subject to confirmation of the guidance we will conduct a DBS check for all directors on a
three yearly basis to ensure that an up to date assurance of conviction history is maintained.
Where a board member no longer meets the FPPT the CQC must be informed. The CQC has the
power to bar individuals whom it deems unfit from holding future board positions in other
organisations carrying out regulated activities.

Changes to risk register

New risks identified

Recommendations
The Board to note.

Previous
rating

New rating

Rating

Domain

Indicator

4.74%

Trust

S10 Anxiety/stress/depression/other psychiatric
illnesses

2.

S12 Other musculoskeletal problems

3.

S11 Back Problems

16.51%

26%

10.26%

Top 3 Absence Reasons by No. Of Episodes
S13 Cold, Cough, Flu - Influenza

25.19%

S25 Gastrointestinal problems

13.04%

3.

S12 Other musculoskeletal problems

8.55%

Long-Term
Medium-Ter
Short-Term
45%

Oct-14
4.56%

45.54%
Long-Term
28.85%
25.62%

Sickness Absence Rates
6.00%
5.50%
5.00%
4.50%
4.00%
3.50%
3.00%

Trust

Medium-Term

29%

Proportion of
Directorate's Absence

1.

4.16%

Proportion of Absence by Duration

13.22%

2.

4.00%

Sep-14

Aug-14

4.07%

Proportion of
Directorate's Absence

Top 3 Absence Reasons by No. Of Days Lost
1.

3.90%

Jul-14

Sickness Absence Rate

Jun-14

May-14

Workforce Measures - Trust
Absence

Short-Term

May-14

Jun-14

Jul-14

Aug-14

Sep-14

Oct-14

Trust

10.72%

10.35%

13.23%

12.92%

13.10%

13.25%

Permanent Staff Leavers - All Reasons
(Headcount)

Jun-14

Jul-14

Aug-14

Sep-14

Oct-14

Trust

23

69

30

43

49

34

Permanent Staff Turnover - All Reasons
Trust

Vacancy by Staff Group

Permanent Staff Leavers - Voluntary Reasons
(Headcount)

May-14

Jun-14

Jul-14

Aug-14

Sep-14

Oct-14

13.35%

Trust

20

33

22

31

36

28

Permanent Staff Turnover - Voluntary Reasons
Trust

Local Induction (effective: 04-Nov-2014)

Trust

Evidence
Outstanding

Grand Total

Performance

55

144

62%

Recruitment (effective: 05th Nov 2014)

Current Recruitment Campaigns
in the Pipeline
Directorate
Trust

WTE Vacancy
340.22

Administrative and Clerical Total
Allied Health Professionals Total
Estates and Ancillary Total
Healthcare Scientists Total
Medical and Dental Total

10.73%
10.57%
3.27%
35.38%
12.81%

Nursing and Midwifery Registered Total

16.20%

Number of
Vacancies
452

90.17%
93.72%
93.64%
89.22%
88.54%
94.80%
80.63%
93.32%

87.01%
94.46%
94.04%
86.57%
89.80%
95.61%
81.85%
93.33%

Trust

Oct-14

90.56%
93.41%
93.72%
91.23%
88.82%
94.82%
82.12%
91.27%

Sep-14

PDR
Completion

Aug-14

Oct-14

Basic Life Support
Carers & Families
Dual Diagnosis
Extended Basic Life Support
Food Safety Level 2
Mental Capacity Act Awareness
Patient Handling
Recruitment & Selection

Sep-14

83.39%
94.92%
93.88%
93.09%
94.14%
92.94%
92.24%
86.80%
96.42%
96.63%
92.12%
86.03%
87.36%

Essential Skills Training

Aug-14

83.27%
98.98%
92.64%
92.64%
93.28%
91.91%
91.76%
84.84%
96.14%
95.11%
92.00%
87.34%
78.75%

Oct-14

Sep-14

Aug-14
83.41%
93.91%
92.37%
92.65%
92.80%
91.87%
91.31%
86.95%
95.79%
95.92%
90.71%
87.07%
89.83%

1
2
3 Core
3 Specialist

Local
Induction
Checklist
Received
89

3.16%
17.32%

Effective: 03rd November 2014

Mandatory Training

Directorate

Add Prof Scientific
and Technic
Additional
Clinical Services
TotalTotal

9.37%

Mandatory Training & PDR

Breakaway
Conflict Resolution
Equality & Diversity
Fire Safety Awareness
Health & Safety
Infection Control
Information Governance
PMVA
Safeguarding Adults
Safeguarding Children Level
Safeguarding Children Level
Safeguarding Children Level
Safeguarding Children Level

Oct-14

Vacancies
(excluding seconded staff)

May-14

Vacancies, Leavers & Turnover

90%

89%

89%

Data as at 31.10.14
Funded
Establishment Target Mar 15
115.06

Vacancies
Current In-Post * (Target - In-Post) Current Bank Usage
96.29
18.77

Funded
Establishment Target Mar 15
115.06

Anticipated New
Starters
(recruitment +
qualifying
Expected
students)**
Position Jan 15 *
13.4
109.69

Expected Vacancies
(Target - Expected
Position)
5.37

Funded
Establishment Target Mar 15
115.06

Anticipated New
Starters
(recruitment +
qualifying
students)**
8

Expected Vacancies
(Target - Expected
Position)
-2.63

Expected
Position March
15
117.69

Current HV
Capacity (In-Post
+ Bank)
96.29

Gap in Provision
(Target - Capacity)
18.77

We are anticipating two leavers, which brings the expected position to over target by 0.63
* Data includes 2.8 corporate posts and 3 management posts - all posts have been confirmed as allowable for the purpose of counting by NHSE
** Data assumes all anticipated qualifying students will remain at Oxleas and work full-time.

Workforce Measures - Trust Recruitment Pipeline Report

Oxleas NHS Foundation Trust
Pipeline 'Dashboard' Report with Number of Vacancies
Requisitions in progress

Directorate

Candidates in progress

Vacancies in progress

Status
Contract term

Contract term
Data

Last updated
05-Nov-14 13:19

12 Nursing & Governance
72 Other
35 Forensic & Prisons
21 Informatics
30 Inpatient, Rehab & Crisis
32 Community MH Services
34 Older People's MH Services
52 Adult Community Services
50 Children & Y.P. Services
Zdonotuse_28 CAMHS
29 Learning Disablilities

Total Proposed WTE
Total Number of vacancies

Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies

Count of Candidate status

Candidate status

Grand
Total

Directorate

Pre-employment checks

3
3
4
13
2
2
44.6
56
1
1
8.66
15
0.8
1
34
35
34.6
41
63.23
114
99.19
120
13.64
18
25.4
26
4.1
5
2
2
340.22
452

11 HR & Development
12 Nursing & Governance
17 Therapies Directorate
21 Informatics
35 Forensic & Prisons
52 Adult Community Services
30 Inpatient, Rehab & Crisis
32 Community MH Services
34 Older People's MH Services
50 Children & Y.P. Services
29 Learning Disablilities
Zdonotuse_28 CAMHS
Grand Total

Total
Directorate

11 HR & Development

Contract term

1
1
1
1
1
1
54.5
21
1
3
5
7
6.1
7
1.4
2
22.44
29
8.9
11
3
3
0.6
1
1
1
0.8
1
107.74
89

11 HR & Development
12 Nursing & Governance
72 Other
35 Forensic & Prisons
15 Quality & Pharmacy
21 Informatics
17 Therapies Directorate
32 Community MH Services
30 Inpatient, Rehab & Crisis
50 Children & Y.P. Services
52 Adult Community Services
Zdonotuse_28 CAMHS
34 Older People's MH Services
29 Learning Disablilities
54 Estates & Facilities
Total Sum of WTE
Total Number of vacancies

Data
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies

1
5
1
3
24
55
11
8
12
35
9
5
169
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Summary and Highlights
Attached is the October nursing staffing data reported via Unify, the overall Trust fill rate is 109%
providing assurance that staffing is safe.
The report shows that overall no Directorate worked below a safe staffing level (i.e more than
20% below planned fill rate) although there are individual variances.
Three wards report a fill rate below the 80% however assurances have been made to the nursing
directorate that this is due to discrepancies in the data collection process and that fill rates were
above 80%.
Since 1 April 2014 19,080 shift have been worked, 102 staff shortage incidents have been
reported during this period which equates to 0.3% of planned shifts.
Draft NICE Guidance has been produced for acute Trusts and it is anticipated that NICE will start
producing guidance in for mental health providers in 2015.
Older peoples mental health and the Bevan unit have commenced an acuity and dependency
exercise, in which analysis will be made during 23rd November to 5th December.
Pan London benchmarking demonstrates that Oxleas appear to be similar in budgeted wte per
bed, with the exception of the Tarn that reports the lowest staffing per bed in London- however
there have been no concerns raised in relation safe staffing for this unit.
The nursing and quality directorates are developing a tool that combines existing measures
collected within the Trust to provide assurances that clinical areas are safe and effective.
The Acute Care Forum will map availability of other professional groups including medicine and
therapies within inpatient ward establishments.
Recommendations
The Board are asked to note.

Safe Staffing report to the Board of Directors

Introduction
In November 2013 the National Quality Board (NQB) and NHS England (NHSE) published
national guidance “How to ensure the right people, with the right skills, are in the right
place at the right time” outlining Boards’ responsibilities to ensuring safe nursing staffing
levels. A summary of this guidance was presented to the Board of Directors in March 2014
and an update report on actions in June 2014. Since then monthly safe staffing reports have
provided overall assurance that Oxleas has maintained safe staffing levels.
This paper informs the Board of Directors of assurances that staffing and establishments are
safe; progress of recommendations through the safer staffing group and an update on what
is happening nationally.
Actions to date
•
•
•

•
•

Implementation of Safe Staffing Boards
Monthly reports of Nursing Fill rates via Unify
All Heads of Nursing and directorates have reviewed their nursing establishments
and have signed off that all nursing establishments reflect regular planned activity on
the roster template.
Establishments have been reviewed to reflect the requirement for headroom i.e the
element that accounts for absences, sickness and leave at 25%.
In September 2014 the Trust agreed an additional resource of £646,778 to support
safe staffing. Older peoples mental health (£72,220), adult community (£230,401)
and adult mental health services (344,157).

Monthly Monitoring
Since 20th May 2014 The Chief Nursing Officer has required trusts to submit hourly monthly
staffing data to be entered on UNIFY. NHS England have subsequently required that the
monthly UNIFY submission record the trust fill rate. The monthly reports have consistently
demonstrated that Oxleas have maintained safe staffing levels across all inpatient services.
The October overall Trust fill rate is 106% (see enclosure). The report presents the data by
number of shifts filled and by the % of available hours utilised. Comparisons between the
two reveal that the data is similar.
Oxleas has adopted the national performance threshold of an 80% fill rate which all
directorates meet. However the report shows that three wards worked below the 80% fill
rate for non- registered staff during the day and one of these areas also reported working
below the 80% fill rate at night for registered and non- registered staff. All three clinical

areas have reviewed their data and have provided assurances to the Nursing Directorate
that shifts were filled above the 80% and that the discrepancies are related to rostering and
the data collection process.
Vacancies and Temporary Staffing
The October workforce KPI reports nursing vacancies and utilisation of temporary staff. The
report shows nursing vacancies at 16.2 % but temporary staff utilisation in some areas is
significantly higher than 25%. In Professor Bruce Keogh’s review of 14 hospitals with
elevated mortality rates, an over reliance on non- registered staff and temporary staff was
reported as a problem as they often had restrictions in performing clinical duties and lead to
a lack of continuity in patient care. “How to ensure the right people, with the right skills, are
in the right place at the right time” recommends that temporary staff should be used only to
fill short -term gaps only, and that substantive staff should be used where possible. The safe
staffing group has suggested aspiring to a threshold of no more than 20% temporary
(agency and bank only) staff on any shift.
Staffing incidents
Since 1st April 2014 19, 080 shifts have been worked. In the same period 102 incident
reports were received relating to short staffing which equates to 0.3% of planned shifts. All
the incidents were reported as no harm.
29 staff shortage incidents were reported in Q1, 10 in Adult Mental Health and Learning
Disability and 8 in Forensic. In Q2, 17 incidents were reported of which 17 occurred in AMH.
However since October 2014 Forensics have reported 45 staff shortage incidents and of
these 25 were from Joydens ward. Joydens staffing data maintained its staffing levels above
the safe staffing threshold for October and there have been no other concerns raised.
Draft NICE Guideline safer staffing for nursing in adult inpatient wards in acute hospitals
consultation July 2014
The draft guidance was published in the July 2014 and it is anticipated that NICE will begin
to produce an additional guidance for mental health services in 2015. The guidance
recommends that in order to establish that staffing levels are safe there are a number of
factors concerning the patients’ needs, the ward environment and nursing staffing factors
should be considered collectively. Strategies to measuring the acuity and dependency of
patient care and local nurse sensitive indicators should also be used to inform boards if their
wards are safe.
Measuring acuity and dependency
Tools to assess and monitor ward/staffing levels are widely used across the NHS however
there is a national recognition that there are currently no validated tools that can be used
across all NHS settings. A national pilot across mental health providers is testing two

validated tools, the Scottish tool and Hurst tool, the initial findings show a preference for
the Hurst tool. It is expected this will inform NICE guidance which is due in 2015.
In Oxleas OPMH directorate and Bevan unit have completed an acuity modelling exercise
that established the particular dependency needs of frail older people (RCN toolkit for older
people 2004) the data has now been collected. Validating the nursing ratios using the Hurst
tool will take place between 23rd November- 5th December 2014 it is believed that this
approach will improve the reliability of comparison between services on the nursing
establishment requirements for registered and unregistered staff.
A Pan London Benchmarking analysis to understand the variation in nursing staffing on
mental health acute wards has been completed by CNWL on behalf of all London MH
providers. The benchmarking data suggests that there is lack of correlation between the
staff numbers and the numbers of beds on a ward. Shift patterns are largely consistent
across organisations regardless of ward size. Oxleas wards appear to be similar to other
providers in budgeted whole time equivalent (wte) per bed, with the average wte 1.17
across London. The PICU analysis however reports that the Tarn has the lowest allocation of
wte. per bed of 1.44, compared to the London average of 1.77. Since April 2014 the Tarn
have reported three level 1 short staffing incidents and no complaints and the service has
reported no concerns in relation to safe staffing for this unit. However their use of
temporary staffing for both registered and non registered in October was above 50%.
The development of local nurse sensitive indicators
The safer staffing group, patient safety and quality team are developing the use of QUESTT
(Quality, Effectiveness, Safety Trigger Tool), a tool that combines currently existing
measures used in Oxleas that would inform the local service and board if clinical areas were
at risk of responding to the needs of patients. The tools combines measures, such as staffing
vacancies, use of temporary staffing, training, incidents, complaints and patient experience.
It was originally developed in NHS South following the second Francis enquiry in 2010 and
has been rolled out to other NHS providers. The quality and nursing directorates will work
together from December – March 2015 to pilot and test in selected inpatient services.
Medical, Psychology and Allied Health Professional staffing to clinical areas
To ensure the right people, with the right skills, are in the right place at the right time within
our bedded areas, consideration must take into account both Medical, Psychology and
Allied Health Professional allocation to all clinical areas. Currently there is no requirement
from UNIFY to report this data. The learning from acute National Confidential Inquiries
recognises that availability and accessibility of all critical clinical staff are important in
ensuring that patients receive the right care at the right time. It is unclear how these staff
are allocated to our bedded areas. The safer staffing group will progress with benchmarking
the alignment of medical staffing, psychology and AHP support to the bedded areas over the

following six months. It is anticipated that the progression of this work with the acuity and
dependency modelling for clinical areas will provide a clearer understanding of the skills
provided to meet the needs of patients in our clinical areas.
Recommendations
•
•
•
•

To agree to aspiring to a standard of substantive staff usage of no less than 80% per
shift.
To progress with the acuity/ dependency modelling to Forensic and Adult Mental
Health Services
To progress with the development of QUESTT (Quality, Effectiveness, Safety, Trigger
Tool).
Benchmark the alignment of medical staff, Psychology and Allied Health
Professionals to bedded areas
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Summary and Highlights
This is a verbal item.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

