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AGENDA
DATE OF NEXT MEETING
The next Board of Directors Meeting will take place on:
nd
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Board of Directors
2nd April 2015

Item
Enclosure

2
1

Item from

Minutes of the Board of Directors Meeting held on 5th March
2015
Dave Mellish, Chair

Attachments

Minutes of the Board of Directors Meeting 5th March 2015

Agenda item

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

93rd Meeting of the Board of Directors
Thursday 5 March 2015
Room 4, Memorial Hospital
Board of Directors
Dave Mellish
Archie Herron
Anne Taylor
James Kellock
Stephen James
Paul Ward
Seyi Clement
Stephen Firn
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
Non-executive Director
Non-executive Director
Chief Executive
Deputy Chief Executive and Director of Service Delivery
Medical Director
Director of Nursing and Governance
Director of Finance
Director of HR and Organisational Development

Service Directors
Michael Witney
Rachel Evans

Director of Therapies
Director of Estates and Facilities

In attendance
Ann Rozier
Susan Owen

Trust Secretary and Head of Governance
Risk Manager (Minutes)

Members of the Council of Governors in attendance
Renuka Abeysinghe
Service User/Carer: Adult Community Health
Rob Imeson
Public: Greenwich
Jenny Kay
Service User/Carer: Older People’s Mental Health
Baeti Mothobi
Service User/Carer: Older People’s Mental Health
Frazer Rendell
Public: Bromley
Raymond Sheehy
Partnership Organisation Governor (Forensic)
Action
1

Apologies for absence
None received.

Noted

2

Minutes of last meeting
Page 4 – Clarify that the main challenge is meeting CRE targets.
Page 4 – In December 2014, there were 346 staff for whom there is no record of supervision.
Page 5 – Clarify that i-Fox is being developed as the Business Development System.
Pending these amendments, the minutes of the meeting on 5 February 2015 were approved as an accurate
record.

Approved

3

Matters arising from the minutes of the last meeting
Page 1 – The Trust has not heard anything further regarding our offer to provide targeted support to another
mental health foundation trust in special measures.
Page 3 – A letter of support from the Royal College of Pharmacists is required before Oxleas Pharmacy Service
can be established. In the meantime, this will be known as Oxleas Prison Service.
Page 4 – The Memorial Fraud trial has concluded. The first defendant was found guilty of fraud and will be
sentenced on 20 March 2015. The jury could not reach a verdict for the second defendant. A re-trial is likely
but the Trust will have less involvement in this. De-briefs have been arranged for the staff affected.
Page 4 – It has been agreed that the Head of Partnership will ask service directors to give assurance that

Noted
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Action
concerns raised in staff focus groups have been addressed.
Page 5 – The film about the QMH site has been screened in local shopping centres and will also be made
available on the Trust website.
4

Key Performance Indicators Report
Noted
The Trust continues to meet all Monitor targets. For delayed transfers of care, information is being collected in
a different way. There is a possibility that this may increase to slightly over the 7.5% target in some areas as we
work towards capturing this. The Trust is close to meeting the internal target of 95% for the AHP 18 week RTT
pathway. From April 2015, the KPI report will include the new national target for the Adult Mental Health IAPT
18 week RTT pathway. In terms of in-patient occupancy, there has been a slight increase. For Meadowview, the
actual bed occupancy in January 2015 was 94%. Since the refurbishment, there has been an increase in the
number of beds and the report was also including the neuro-rehabilitation beds.
SF – Are we required to inform Monitor if we are at risk of breaching the delayed discharges target?
AR – Yes, if we don’t know whether or not we are meeting this.
SJ – What can we do when the delay is outside our control, for example due to housing issues?
SF – We are only measured on what is within our control.
HS – This indicator was last tested in March 2014. Monitor’s guidance has been followed and we are confident
we are meeting the target. We will know by next week. The borough where we have most difficulty is Bexley.
SJ – Has this been escalated to the Local Authority?
HS – The LA are aware. There are some issues with how they use criteria to identify those in need.
DM – This is to be reported back to the April 2015 Board.
HS
PW – What is the progress with the six week referral to treatment target?
MW – Discussions are taking place with clinical colleagues to ensure we have the resources to achieve this. The
target will be introduced in shadow form in April 2015. Sanctions will not be applied until later in the year.

5

Service Delivery Report
Noted
The Greenwich Intermediate Care Unit at Eltham Community Hospital opened on 5 March 2015. The move took
place safely and there are a few minor estates related issues to address.

6

Well Led Governance Review Report
Noted
Deloitte have completed the Well Led review of our governance arrangements. Oxleas achieved the best scores
out of all trusts Deloitte have assessed, with seven out of ten criteria rated green and three rated amber/green.
Some areas of improvement were recommended. The report will be presented to the Council of Governors on
19 March 2015 to provide assurance to Governors about the governance arrangements in Oxleas. The Chair will
write to Monitor and provide a copy of the Report. An action plan addressing the recommendations will be
presented to the Board of Directors meeting in April.
DM

7

Quality Report
QSIP
The target for New Birth Visits undertaken within 14 days of birth has been achieved for the first time. A further
focus is needed on ensuring that patients with COPD referred for pulmonary rehabilitation are screened for
anxiety and depression. The other three areas where more work is needed are carer details recorded on RiO,
Care plans on RiO for District Nursing teams and completion of one year checks. Performance should improve
once Oxleas RiO is implemented.
CQUIN
The indicator for sharing results of cardio-metabolic assessments with GPs has been maintained as amber until
the Trust receives the results of the cardio-metabolic national audit. The Safety Thermometer pressure ulcers
CQUIN remains red as we are unable to achieve this.
DM – For 48-hour follow-up, is the lack of police involvement in Bexley an isolated case?
IO – Yes. The police acted appropriately on this occasion.
Patient Experience Group report
Over the last two months the Trust has received responses from 1,634 people across our service areas. This
brings the total number of responses for the year to date to 9,126. The scope of systematic coverage continues
to improve and we expect to reach 100% by the end of March 2015. There has been a significant increase in
responses from the Children and Young People’s Directorate and feedback from the Bracton Centre is also more
consistent. Prison based services have continued to find it more difficult to achieve systematic feedback and
this remains an area of focus. The data shows that service users generally have a positive experience of the
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Noted

Action
Trust but some areas do not achieve as well, especially in terms of providing support for carers. For the Friends
and Family Test, community health services are performing better than mental health services. The Trust has
received 25% fewer complaints year to date than for the same period last year. The Patient Experience Group
has identified three new risks relating to the timeliness and quality of complaints investigations, support for
young carers and support for carers in Adult Community Health Services.
SC – Of the 11 complaints referred to the Ombudsman, how many were upheld?
SF – We have received confirmation that three were not upheld. The remaining eight remain in progress with
the Ombudsman.
SC – Is there a relation between carers not being recorded on RiO and carers not receiving enough support?
WB – It is more difficult to identify carers in Adult Community Health Services as RiO does not currently have the
functionality to record carers. The new Carers Strategy will set out a different approach to involving carers.
SJ – At the Bromley Borough Focus Group there was a sense that people were dissatisfied with services. There is
a disconnect between this feedback and the figures in the PEG report.
MW – The PEG Report presents a broad overview. We do recognise that some people do not have a positive
experience of services.
PW – What are we doing to improve feedback from Forensic and Prison Services?
MW – There has been a recent change in directorate representation at the Patient Experience Group. Progress
will continue to be reported to the Board.
8

Compliance Report
Noted
Regulatory feedback
The final report following the CQC follow up inspection at Oaktree Lodge was received on 13 January 2015 and
the service achieved full compliance in the four standards assessed. The Trust has not yet received a response
to challenges made to some of the findings of the Ofsted inspection of Bluebell House in December 2014. There
have been no new Mental Health Act visits for several months.
Mental Health Act
In January 2015, there were 168 new sections. This is the highest in-month figure for three years. Of these, 40
were s136. The three main reasons for detention under s136 are suicide threat/self-harm, bizarre behaviour in
a public place and threat to harm others. There was one breach of s132 (explanation of rights). For consent to
treatment, the Trust achieved 100%.
Serious incidents
The number of serious incidents remains low compared to last year. Three serious incidents were reported in
January 2015. One was an apparent suicide, one an incidence of reckless arson and one death due to alcohol
misuse. The level of the latter incident is to be reviewed following receipt of toxicology screening results and
may be downgraded. Learning points from completed inquiries relate to completion of HCR20 risk assessments,
screening for ADHD, improving documentation and enhanced ligature management. Timescales for the
completion of incident investigations are improving.
SC – Why are some incidents graded at Level 4 as opposed to Level 5?
SF – Homicides committed by a patient and suicides on an in-patient ward are always graded at Level 5. Other
serious incidents would graded at Level 4 unless there is an opportunity for significant learning or the potential
for media interest that demands a Level 5 inquiry.
WB – New guidance on serious incidents is shortly to be issued by the CCGs and this will inform our approach in
the future.
PW – Is there a relationship between the Crisis Concordat and the increase in use of s136?
SF – There is an expectation that hospital based places of safety will take responsibility. Pathways have been
made easier for the police so they are more likely to use s136 powers.

9

Business Committee update
The February 2015 meeting of the Business Committee noted the rewinding of the procurement process for the
Greenwich UCC as a result of the legal challenge from Grabadoc. We have agreed to re-submit our bid, but we
will ensure any financial risk is minimised in light of savings plans for 2015/16 and the likely impact on
management capacity. The Business Committee agreed to an accounting treatment change relating to the
Queen Mary’s Hospital transfer, subject to an acceptable letter from the Department of Health regarding the
future treatment of Public Dividend Capital (PDC). The change has no immediate financial implications. The
Greenwich Prisons Cluster contract commences on 1 April 2015. John Enser will provide an update to the next
Business Committee as there are some implications with regard to TUPE plans.
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Noted

Action
AT – Who is running the Greenwich UCC at present?
SF – The contract with the Hurley Group has been extended. The four providers who were successful at PQQ
stage have been invited to re-submit their bid.
JK – Will the Greenwich Prisons Cluster contract increase pressure on central services?
SF – There is an unresolved risk around staffing. Commissioners are aware of this.
10

NED report – Board visits
Noted
DM – The planned visit to the Bevan Unit was deferred in light of the move to Eltham Community Hospital. A
visit to the new unit will take place in due course.
AH – Hazelwood and Greenwood: Staff at both units were enthusiastic but said that they felt isolated from the
Bracton Centre leadership. Greenwood reported concerns about staffing levels and skill mix. Concerns about
the alarm system, heating and ventilation have been raised with the Estates Directorate. Staff also raised issues
about the difficulty of procuring small items. Hazelwood reported concerns about the fact that there has been
a locum consultant in post for some while. This appears to be due to the difficulty of getting a Royal College of
Psychiatrists representative to sit on an interview panel for a substantive appointment.
SJ – Shrewsbury Ward, Oxleas House: Good leadership from the Ward Manager and no staffing problems raised.
Staff were seen to be competent and caring. Lesney Ward, Woodlands Unit: Leadership was impressive but
there was a sense of pressure on staff as a number of patients were being re-admitted due to housing issues.
SC – Shepherdleas Ward, Oxleas House: Morale was good amongst staff but the relationship with the PFI
provider is causing problems and there are also some issues with delayed discharges. There has been an
increase in the number of people being admitted via A&E and the ward does not always get the necessary
support from QEH when patients have physical health care needs. SF said that he would raise the PFI issues
SF
with Rachel Evans. BT said that we could consider including KPIs within the contract and that rental payment
could be withheld if these are not met.
JK – Universal Children’s Services: This is a supportive and reflective team who are keen to engage. All staff
spoken to said that they had regular supervision. Staff raised concerns about the quality of accommodation at
Gallions Reach (this is owned by NHS Property Services). One parent said that there was a lack of joined up
working.
PW – Bromley Recovery West: Impressed with the skill set and levels of integration. Good progress has been
made in terms of providing a holistic service. Patients were impressed with the quality of services. The
provision of a welfare benefits service is dependent on a single source of funds and two practitioners. Vacancies
do impact on workload but administration could be eased by the use of new technology.

11

Council of Governors update
There was good turnout to the Borough Focus Groups (Bexley = 60, Greenwich = 50, Bromley = 60). The
feedback from these will inform a report to the Council of Governors, who will then take a view on our priorities
for 2015/16. A number of concerns were raised in Bromely so there will be a meeting to discuss how these can
be addressed sooner. The Nominations Committee have had a number of meetings to progress the
appointment of a new Chair. Three candidates have been shortlisted for interview on 10 March 2015 and the
Nominations Committee will make a recommendation to the Council of Governors on 19 March 2015.

12

Sealing of Documents
Approved
The following documents require the affixing of the Trust Seal:
• Lease of 145 Lodge Hill to Original FM Solutions – approved.
• Scheme Contract re the redevelopment of QMH – Galliford Try – approved.
• Stage 1 Contract re the refurbishment of QMH (Project 1 Feasibility) – Galliford Try (£78,642.06) – approved.
• Stage 2 Contract re the refurbishment of QMH (Phase 1 (Project 2)) – Galliford Try (£176,425.29) –
approved.
• Lease for Eltham Community Hospital – Community Health Partnerships Ltd and Oxleas NHS Foundation
Trust – approved.
It was noted that the Seal has already been affixed to these documents as they were urgent. AR suggested that
the process for affixing the Seal is reviewed as this does not require formal approval at every meeting.

13

Finance Report
The Trust is on track to deliver a surplus of £2m by year end. The cash position remains strong but debt levels
are high. The Monitor rating remains at 4 which denotes ‘no evident concerns’. The Trust is on track to deliver
the CRE plan for 2014/15 and work continues on agreeing CRE plans for 2015/16. Pay expenditure continues to
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Noted

Noted

Action
be higher than plan due to the continued use of agency staff, so we need to be sure that initiatives to reduce
this are working. A further £5m of debt has been received and work continues to recover outstanding debts. All
services directorates with the exception of OPMH are underspent. Nursing and Governance is overspent due to
overspends in the Legal Services budget. Work is underway to review whether this budget should be
disaggregated and managed by each Directorate that use these services.
JK – When will we see a reduction in spend on agency staff?
BT – Some of this is due to backfill for staff who are seconded to specific projects so it is difficult to get a full
picture.
SF – Staff have a mixed knowledge of the new Bank arrangements. These need to be re-enforced in services.
Consultation on tariff
All providers of NHS funded services have been offered a choice of voluntarily accepting the Enhanced Tariff
Offer (ETO) or to move to the default position of rolling forward the 2014/15 prices (DTR). The latter option
would mean that the Trust would not be able to earn any CQUIN income in 2015/16. The decision we make
now is for 2015/16 only and is not expected to impact on 2016/17 negotiations. The ETO would be more
beneficial to Oxleas as the overall impact on income would be a reduction of £2.3m compared to £3.9 with the
DTR. The Board of Directors approved the recommendation to accept the Enhanced Tariff Offer.
Approved
14

Workforce Report
Noted
Sickness absence in January 2015 was 4.10%. The rate has been lower than the same period for 2013/14 for the
past six months. There has been no spike in absence over the winter. Long term absence has also reduced.
The vacancy rate stands at 13.67%. This is an overall reduction and reflects the large piece of recruitment that
has taken place in the Forensic and Prison service. Vacancies in Adult Community Health Services remain high.
The directorate is planning a number of recruitment and retention premia (RRP) for District Nursing as well as
ongoing work around international recruitment although take up of the latter has been poor. To be successful,
RRP needs to be part of a cohesive package including training and leadership. PDRs and mandatory and
essential skills training remain at 80% in all areas with the exception of breakaway training. A number of staff in
Forensic Services require refresher training and this is being addressed. The position with recording supervision
has improved, but as this standard is every six weeks, this is a fluctuating position. There are 250 staff with no
record of supervision compared to 346 in December 2014. There are currently three members of staff
suspended from duty. There is one tribunal claim outstanding against the Trust. This is scheduled for hearing at
the end of March. In terms of safe staffing, some teams still rely on additional staff. We have identified the
areas where efficiencies are needed. NHS England published benchmarking data in February 2015 and Oxleas
was performing within the ‘expected’ range.
SC – Do we know why people leave?
SH – Feedback at exit interviews is largely positive. We need to target people who leave within a year of joining.
SF – We need to look at career progression, especially for district nurses. There are only two training places per
year for district nurses.
JK – Will the new management development workshops have an impact?
SH – These are to develop leadership skills. 80% of places have been filled since the programme was advertised.
JK – When will we need to start collecting safe staffing data for community teams?
WB – There are no timescales but we do have a plan for this. There are some outstanding issues to address
regarding the in-patient data, such as acuity and patient contact time.

15

Staff Survey
The NHS Staff survey 2014 surveyed 850 Oxleas staff of whom 55% responded. The results demonstrate that
Oxleas has maintained the high levels of staff satisfaction that have been reported in previous years. Oxleas
remains one of the highest performing mental health and LD trusts nationally. The CQC continues to compare
Oxleas with other mental health and LD services although a number of mental health trusts also provide
community services. Five scores were the top scores nationally for any mental health or LD trust. These are:
• Effective team working
• Percentage of staff receiving well-structured appraisals
• Fairness and effectiveness of incident reporting
• Percentage of staff suffering work related stress in the last 12 months
• Percentage of staff reporting errors, near misses or incidents
The overall composite score for staff engagement was also the top score nationally. One score had improved in
a statistically significant manner. This was a reduction in work pressure felt by staff. Scores in the bottom two
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Noted

Action
categories were:
• Percentage of staff experiencing harassment, bullying or abuse from patients, relatives or the public in the
last 12 months
• Percentage of staff experiencing harassment, bullying or abuse from staff in the last 12 months
• Percentage of staff experiencing physical violence from staff in last 12 months
• Percentage of staff receiving health and safety training in the last 12 months
• Percentage of staff working extra hours
• Percentage of staff experiencing discrimination in the last 12 months
In terms of staff experiencing abuse from patients, relatives or the public, this is mainly reported from male
BME staff. Monitoring this will be part of the Race Equality Standard from 1 April 2015. However, the survey
shows that overall, the equality gap has narrowed. In terms of staff experiencing physical violence from other
staff, there have been no incidents reported on Datix and staff side are not aware of any issues of this nature. It
was noted that such events may occur outside of working hours. The Trust will need to be clear that such
behaviour will not be tolerated and will if reported be investigated thoroughly.
JK – Are staff aware of what they should do if they experience abuse from patients?
SH – This is covered in the induction programme. Staff are made aware that they can access support from a
range of sources.
HS – We should note that staff use the survey to communicate what they experience through their immediate
team so this positive feedback should be fed back to team managers.
DM – In three months, the Board should receive a report on how the Trust will address the areas requiring
improvement.

SH

16

Estates Strategy
Noted
The programme details the proposed projects to be undertaken in 2015/16, together with an indicative
programme for 2016/17. The latter is included to show those projects that require funding over two years and
the broad plans provided to Monitor. In previous years an indicative figure has been given against schemes
where it is clear that a change is required but the exact nature of the estate requirement is unknown. This has
contributed to significant under achievement against the capital spend profile. In this programme, these
schemes are shown below the line and it is anticipated that business cases will be required to support
expenditure. A further change is the identification of schemes that support the delivery of CREs both for service
directorates and estates. The capital identified for QMH will be broken down into a number of schemes as plans
are further progressed. There are also plans to close nine buildings in 2015/16 and a further five in 2016/17.
AH – What does the £1m for the Bracton Centre relate to?
BT – The plan includes projects that have not yet commenced but there is a reasonable chance that they will.
AH – For the QMH site, we also need to consider Commissioner’s intentions.
JK – We should publically communicate that we put considerable investment into improving our facilities.
PW – Is there scope for further CREs?
RE - Yes, but these are less well developed, for example revenue streams.

17

Chief Executive update
The Headscape website for young people has gone live. This will enable young people to access advice and
support on line. This is provided for people living in Greenwich only at present, but a Bexley version is planned.
Oxleas holds the intellectual property rights, so there is the potential to market this to other providers.

Noted

18

Any other business
None raised.

Noted

19

Questions from the public
Q: How much did the Headscape project cost?
A: We will find out and report back.

Noted

Next meeting of the Board of Directors
nd
Thursday 2 April 2015 - Room 4, Memorial Hospital
th

I confirm that the minutes of the Board of Directors meeting of 5 March 2015 are a true record.
Signed
Date
Dave Mellish, Chair
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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

CDM – Chronic Disease
Management

ADHD – Attention Deficit
Hyperactivity Disorder

CEG – Clinical
Effectiveness Group

ADL – Assessments of
Daily Living or Activities of
Daily Living

CIP – Cost Improvement
Programme

ESR – Electronic Staff
Records

AfC – Agenda for Change

CLDT – Community
Learning Disability Team

ETP – Electronic Transfer
of Prescriptions

AHP – Allied Health
Professional

CNST – Clinical Negligence
Scheme Trust

ALBs – Arms Lengths
Bodies

CPA – Care Programme
Approach

FCPN – Forensic
Community Psychiatric
Nurse

ALD – Adult Learning
Disabilities

CPC – Cost Per Case

AMH – Adult Mental
Health
AMHP – Approved Mental
Health Professional
ASBO – Anti-Social
Behaviour Order
ASD – Autistic Spectrum
Disorder
ASW – Approved Social
Worker
BMs – Business Managers
CAMHS – Child and
Adolescent Mental Health
Services
CAPA – Choice and
Partnership approach (a
new way of managing
referrals into CAMHS)

EI – Early Implementer

FOI – Freedom of
Information
HCA – Health Care
Assistant

CPN – Community
Psychiatric Nurse

HEE – Health Education
England

CRB – Criminal Records
Bureau

HID – Hospital Integrated
Discharge Team

CRE – Cash Releasing
Efficiency

HIMP – Her Majesty’s
Inspectorate of Prisons

CRHTT – Crisis and Home
Treatment Team
C&YPS – Children and
Young People’s Service
CQC – Care Quality
Commission

IM&T – Information
Management and
Technology
ISA – Information Sharing
Agreement
KPI – Key Performance
Indicators
KSF – Knowledge and
Skills Framework
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

HR – Human Resources

MAPP – Multi Agency
Protection Panel

HTT – Home Treatment
Team

MCA – Mental Capacity
Act

HV – Health Visitor

MDA – Multi-disciplinary
Assessment

CQUIN – Commissioning
for quality and innovation

ICP – Integrated Care
Pathway

DADL – Domestic
Activities of Daily Living

ICT – Information
Communication
Technology

MDT – Multidisciplinary
team

iFox – Trust Business
Information System

MEWS – Modified Early
Warning Score Tool

IGG – Information
Governance Group

MH – Mental Health

CAS – Central Alerts
System

DESMOND – Diabetes
education and self
management programme
for on-going and newly
diagnosed

CASH – Contraception and
Sexual Health

DH – Department of
Health

CBT – Cognitive
Behavioural Therapy

DN – District Nurse

CCG – Clinical
Commissioning Group

ECT – Electro Convulsive
Therapy

DNA – Did Not Attend
ECR – Electronic Care
Records

IGT – Information
Governance Toolkit
IMHER – Integrated
Mental Health Electronic
Record
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MDO – Mentally
disordered offender

MHA – Mental Health Act
MH MDS – Mental Health
Minimum Dataset
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
OOHs – Out of Hours
OPD – Outpatients
Department
OPM – Office for Public
Management
OPMH – Older Peoples’
Mental Health
PEEP – Personal
Emergency Evacuation
Plan
PQQ - Pre Qualification
Questionnaire

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

SMs – Service Managers
SN – School Nurse

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

VTE – Venous
thromboembolis

QRP – CQC Quality and
Risk Profile
QSIP – Quality and Safety
Improvement Plan
RAG – Red/Amber/Green
RC – Responsible Clinician
RCA – Root Cause Analysis
RGN – Registered General
Nurse
RM – Risk Management

PADL – Personal Activities
of Daily Living

RMN – Registered Mental
Nurse

PALS - Patient Advice and
Liaison Service

RMO – Responsible
Medical Officer

PEG – Patient Experience
Group

RPST – Risk Pooling
Scheme Trust

PD – Personality Disorder
PDP – Personal
Development Plan

SAP – Single Assessment
Process

PDR– Personal
Development Review

SLR – Service Line
Reporting

SCG – Specialist
Commissioning group
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Key Monitor Targets 2014/15
Metrics
Register ef.

M10243

1. Meeting the MRSA objective (Number of outbreaks of MRSA).
Target: 0 Outbreaks
Trust Actual: 0 Outbreaks (No Change)

M10246

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)

M10247

M10248

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: 99.5% Within 18 Weeks (-0.3%)
2 Breaches in Specialist Children’s Services which was 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: 99.7% Within 18 Weeks (-0.1%)
2 Breaches in Specialist Children’s Service which was validated as true breaches by
the Business Office.

M10108
M10109
M10110
M10111
Last
Tested:

Nov-14

M10014

Last
Tested:

Nov-14

M10102

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% (-0.1%)
Community Actual (Treatment Activity Information): 97.0% (No Change)
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: 97.4% Followed-up (+0.3%)
1 Breach in Inpatient & Crisis, 1 breach in Older Adults and 1 breach in Forensics
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: 100% Breaches:0 (+3.3%)
Community Mental Health: 99.9% Breaches:1(-0.1%)
Older Adults: 100% Breaches: 0 (No Change)
ALD: 100% Breaches: 0 (No Change)
Forensic: 100% Breaches: 0 (+0.8%)
CAMHS: 100% Breaches: 0 (No Change)
Trust: 99.9% Reviewed (No Change)

M10002

8. Minimising delayed transfers of care (Delayed Discharges).
Target: Under 7.5%
Trust Actual: 4.2% Clients Delayed (-1.8%) NB The report has been redefined and a
new version is on iFOX

M10101

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)

Last
Tested:

Sept-14

Last
Tested:

Oct-14

M10030
M10112
M10113
M10114
M10115
M10116
M10117

10. Meeting commitment to serve new psychosis cases by early intervention teams
Target: 95% (256 Individual Cases
Trust Actual: 105.86% (271 individual cases) (+0.78%)
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)

M10118
M10163
M10164

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: 86.8% (-0.7%)

The Following information is not reported to Monitor
RTT18weekwaitingtimesforAHP
Last
Tested:

Apr-13

M10026

1. 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% (this is an Oxleas agreed target and not a nationally mandated target)
Trust Actual: 95.1% (+1.0%)

RTT18weekwaitingtimesforPsychologicalTherapies
Last
Tested:

Apr-13

M10024

1. 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% (this is an Oxleas agreed target and not a nationally mandated target)
Trust Actual: 93.6% (-2.1%)
2. Adult Mental Health IAPT 18 week RTT pathway: Maximum time of 18 weeks
from the point of referral to treatment in aggregate (patients on an Improving
Access to Psychological Therapies Pathway are receiving treatment within 18 weeks
of referral).
Target: 95% (this is an Oxleas agreed target and not a nationally mandated target)
Trust Actual: 95.4% (-0.4%)
Note - IAPT Reporting is currently being updated and improved, and new waiting
times reports will be used soon

InpatientActivity
Last
Tested:

Sep-14

M10075
M10077

Last
Tested:

Sep-14

M10075
M10077
Last
Tested:

Sep-14

1. Inpatient & Crisis
a) Occupancy rate (Including Leave) 109% (-3%)
b) Occupancy rate (Excluding Leave) 105% (+1%)
Average occupancy rate (including leave) over the past 6 months is 108%, excluding
leave, the rate is 102%.
2. Older People Acute
a) Occupancy rate (Including Leave) 97% (-8%)
b) Occupancy rate (Excluding Leave) 92% (-3%)
Average occupancy rate (including leave) over the past 6 months is 97%, excluding
leave, the rate is 92%.
3. Psychiatric Intensive Care (Tarn).
a) Occupancy rate (Including Leave) 85% (-10%)

M10075
M10077

Last
Tested:

Sep-14

M10075
M10077
Last
Tested:

Sep-14

M10075
M10077
Last
Tested:

Sep-14

M10075

Last
Tested:

Sep-14

M10075

b) Occupancy rate (Excluding Leave) 85% (-10%)
Average occupancy rate (including leave) over the past 6 months is 89%, excluding
leave the rate is also 89%.
4. Forensic & Challenging Behaviour
a) Occupancy rate (Including Leave) 101% (no change)
b) Occupancy rate (Excluding Leave) 101% (no change)
Average occupancy rate (including leave) over the past 6 months is 101%, excluding
leave, the rate is 100%.
5. Adult Learning Disabilities
a) Occupancy rate (Including Leave) 73% (-15%)
b) Occupancy rate (Excluding Leave) 69% (-4%)
Average occupancy rate (including leave) over the past 6 months is 75%, excluding
leave the rate is 66%.
6. Bexley Community (Meadow View).
a) Occupancy rate: 96% (Figures for last 3 months have been revised to reflect
new bed configuration in November%)
Average occupancy rate over the past 6 months is 94%.
7. Greenwich Community (Bevan Ward).
a) Occupancy rate: 81% (-12%)
Average occupancy rate over the past 6 months is 84%. NB: The ward was closed to
admissions for 6 days due to D+V. By the end of the closure there were 9 empty
beds which were subsequently filled. This has resulted in the occupancy dropping
to 81% in Feb

AdultCommunityHealthServices–SpecificIndicators
Last
Tested:

Nov-14

M10170
Last
Tested:

Jan-15

M10083
M10092

Last
Tested:

Jan-15

M10013
M10088
Last
Tested:

Jan-15

M10137

1. Ethnicity, inclusive of Long Term Conditions, Planned Care and Unscheduled Care.
Target: 85%
Actual: 92.9% (-0.1%)

2. Percentage of total appointments correctly outcomed (excluding those entered in
error)
Target: 95%
Actual: 75.2% (-5.8%)
3. Percentage of total appointments recorded as DNA (Did Not Attend) – also
excluding those entered in error.
Target: 7.4%
Actual: 2.7% (No Change)

4a. Bevan Ward – Clients with estimated discharge date present.
Target: 90%
Actual: 100.0% (No Change)

Last Tested:
Jan-15

M10137

N/A

4b. Meadow View – Clients with estimated discharge date present.
Target: 90%
Actual: 97.6% (-2.4%)
5. Safeguarding Training (Including training levels 1 to 3) reported quarterly.
Target: 80%
Actual Q3: 91.4% (+2.1%)

Children’sCommunityHealthServices–SpecificIndicators
Last
Tested:

Nov-14

M10170

Last
Tested:

Nov-14

M10083
M10092

Last
Tested:

Nov-14

M10013
M10088
N/A

1. Ethnicity, inclusive of Specialist and Universal services.
Target: 85%
Actual: 91.3% (-0.1%)
2. Percentage of total appointments correctly outcome (excluding those entered in
error).
Target: 95%
Actual: 91.7% (-0.3%)

3. Percentage of total appointments recorded as DNA (Did Not Attend) – also
excluding those entered in error.
Target: 7.4%
Actual: 7.5% (-0.3%)

4 Safeguarding Training (Including training levels 1 to 3) Reported quarterly.
Target 80%
Actual Q3: 94.9% (+0.1%)

Targetcolourkey
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-monthPerformance-changeColourKey(forKPI’swithsettargets):
GREEN TEXT: Improvement/No Change AMBER TEXT: Slight
reduction /increase <5% RED TEXT: Significant
reduction/increase >5%

Recommendations
The Board are asked to note the KPI Report
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OXLEAS NHS FOUNDATION TRUST
DIRECTORATES BRIEFING FOR THE TRUST BOARD
April 2015
Children & Young People’s services
Universal

Universal services has a new operational lead nurse, who has started working in West
Greenwich. She will improve supervision uptake in the service and support teams with the
effectiveness of organising their daily workload.
Four newly qualified HVs started work in March and are settling into their new roles with a
preceptorship programme and regular support meetings with their operational lead. This is
the final stage of the national growth programme, which has been in operation now for 4
years. We have succeeded in recruiting and training health visitors in the face of intense
competition across the country.
CAMHS are rolling out 'Why Love Matters' training regarding infant brain development to the
Health Visitor teams and following this, will have a programme of regular supervision and
support for both experienced and newly qualified health visitors. This will assist the teams to
promote parents understanding of infant mental health and how to raise a confident, secure,
happy baby, with the aim of improving emotional well-being within families and young
children.
The Duchess of York visited the Brookhill Children's Centre last week. Homestart manages
the centre and the Duchess is considering becoming a patron for the charity. While at the
children's centre, she met the health visitor team based there.

Anthea Harris-Faulkner has successfully been awarded Fellowship of the Institute of
Health Visiting, which is a prestigious position. She will receive leadership training from the
institute, and be able to contribute to the development of the service
Greenwich Health Visitor caseloads will be reorganised from 13th April to align with the
Greenwich Children's centres. This will support enhanced partnership working between the
two services, with improved and streamlined services for local families. Over 2000 children
will be transferred to a new HV team, and our staff have been very flexible and helpful in
planning to transfer to new bases to ensure the success of this change.
Bexley Local Authority is imposing significant cuts in the services they contract with us at
short notice. These means a small but valued parenting service has been cut altogether. An
outreach service to vulnerable families has been reduced by 15% as has the already very
small school nursing service. We are evaluating the direct and indirect impact on our
services.
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Specialist Children
Physiotherapy Managing Children’s Pain
This service aims to ensure that children are free of pain, comfortable in their postures for
learning and using the movement they have to access all areas of their school curriculum.
To measure this with children with more complex needs, the physiotherapy service has
started measuring the pain profile as an outcome measure, allowing a better understanding
of the clinical needs of the children and whether intervention has been successful. To do
this:
• Carers are given a questionnaire for children with complex needs who cannot
communicate pain verbally. A score is taken 0 is no pain; 60 is the worst presentation
of pain/discomfort/irritability. The questions are asked for a ‘good day’ They are taken
again to represent the ‘worst day’
• The questions are repeated at 6 weekly intervals or until the point that discomfort is
no longer an issue. This enables a pain profile to be developed.
• The pain profile enables the therapist/carer to identify if a child’s pain is constant,
occurring in episodes, or resolved.
The implementation of the pain profile has been integral in informing therapists, school and
parents about daily routines, positions for comfort and learning ,medical liaison and referral
for investigation, transitions to other carers settings. Following the implementation, this
information is now used at the start of work, during transitions, where there a clear difference
of opinion between families and caregivers (eg. Schools) in relation to scoring pain, as part
of a pain history-timeline and as a crucial element in the assessment of undiagnosed pain.
SALT Therapy
The Communication Trust is a coalition of over 50 not-for-profit organisations. Working
together, we support everyone who works with children and young people in England to
support their speech, language and communication. One of our principal speech and
language therapists in Greenwich has produced a communication friendly school audit
that has been linked to a document produced by the Communication Trust. A
representative from the Communication Trust is planning to co-deliver training with the
speech and language team and school staff.
Although the final outcome of the changes in contacting for children’s services in Greenwich
is not known, indications are that reduced budgets in the newly contracted centres will mean
that almost all the current music therapy contracts will end and speech and language input
will be reduced to about 15% of current service levels. Although the impact on staffing and
on the Trust will be minimal, this will significantly impact on local children.
CAMHS
The multi systemic therapies team in Greenwich CAMHS has had to be wound down. We
have been able to fund this service from a range on central government funds and some
local government spot purchasing for the past 7 years. However, there has been insufficient
interest from local authorities to pick up the funding and the service is no longer sustainable.
All young people in the scheme will have their treatment completed and be transferred to the
services as appropriate to their needs. The staffing has been phased down with some staff
transferring to other CAMHS teams.
Positive negotiations over the Greenwich CAMHS contract continues and we are hopeful;
this will be secured and allow continuity of service although the newly commissioned service
will mean significant changes in how the service will operate in future.
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Headscape, a self-help and self assessment on-line tool for young people has been
launched by Oxleas this month following successful trials in two local schools.

Adult Learning Disabilities services
Keeping safe on public transport
There was a successful service user event on the 19th March focussed on keeping safe. Not
only was it an enjoyable day but it has opened up some positive dialogue with the police and
transport for London about how we can support people with a learning disability to maintain
their safety.
Acute liaison in QEH
We have appointed a nurse to work in an acute liaison post based at the QEH funded by
Greenwich CCG, for one year. They will work across QEH and Greenwich CLDT ensuring
patients known to have a learning disability have appropriate reasonable adjustments and
supporting a robust discharge process.

Older Person’s services
Service Redesign
A staff consultation is being launched on 31 March with regard to proposed redesign of
community and individual therapies and treatments. Currently out of hospital care and
treatment is split between CMHTs, home treatment teams (HTT) and day therapy (DT)
teams. Patients have to transfer between teams and this can affect continuity and patient
experience. The proposal is to merge the functions of the three teams as follows:


The acute, intensive and crisis work currently undertaken in DT will be merged with HTT
and a new 3 borough team (to be known as the intensive treatment team) will be formed
to prevent admissions to the wards and facilitate early discharge. To enhance efficiency
and productivity, the new team will rely on mobile working solutions and ‘hot desking’,
but will have one central base.

Benefits:
More people will receive the care they need when they are very unwell at home. Patients
have told us they would prefer this and how hard it can be to get out of the house to attend
the DTS/ concentrate on groups when they are unwell. The team will work extended hours.


Responsibility for the lower intensity sessional group programme/ treatment work
currently undertaken in DT will be relocated in the CMHTs. CMHTS will work to clearly
defined treatment pathways and evidence based, NICE specified groups and therapies
will be incorporated into these pathways and delivered ‘in house’. Resources will move
from DT into CMHTs to give the teams the capacity and skills to undertake this work and
a training programme, including group work is planned.

Benefits:
The CMHT will be a ‘one stop shop’ for patients on the recovery pathway and will deliver all
treatments and interventions needed up to the point of seeking additional support from the
intensive treatment team. The support workers in the CMHTs will work actively around social
inclusion to ensure our patients access opportunities and services in the wider community
e.g. healthy living groups or leisure activities.
We have been holding vacancies for some months to allow the change to happen with the
minimum impact on staff, but a small number of staff may be placed at risk. If so, we are
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hopeful that people will be offered suitable alternative employment within the Trust. We have
discussed the plans with our Stakeholder Reference Group on two occasions. The group is
happy with the plans but have asked us to ensure carer needs are thought about more
carefully when the plan is operationalised.
Memory Services
It is looking likely that Bromley CCG will invest in our assessment and diagnostic memory
service for 15/16. The investment will enable us to increase capacity and assist the CCG to
meet their diagnosis target (67%) by taking responsibility for diagnosing people living in care
homes. Similarly, we are hopeful that Greenwich CCG will be increasing memory service
funding and we continue to lobby Bexley.
This is great news as further investment is needed across all 3 boroughs in the light of the
national target, changing demographics and the ever growing number of referrals we receive
into the services; the tale below shows the increase over the last three years:
Annual Number of referrals received into Oxleas Memory Service
2011/12
2013/14
Bexley
458
586
Bromley
669
1102
Greenwich
342
485

2014/15
728
1323
689

OPMH Social Inclusion Event
We are hosting our annual SI event in Bromley this year. All are welcome!
Social Inclusion Event
SEE WHAT OPPORTUNITIES YOUR COMMUNITY HOLDS FOR YOU
Come join us
11 AM – 3PM TUESDAY 21ST APRIL 2015
THE LARGE HALL, 4TH FLOOR, BROMLEY LIBRARY, BROMLEY HIGH STREET,
BROMLEY, KENT, BR1 1EX.
The library is served by major bus routes and two rail stations - Bromley North and
Bromley South. There are several pay and display car parks within easy walking
distance.
Refreshments will be provided
Stalls from local groups and organisations including: Age UK, Bromley Common
Conservation, Bromley Rethink, Bromley Healthcare, Community Links, and many
more.
Reiki and Gentle Exercise sessions also available as well as information and activities
on Healthy Eating, Exercise, Improving your Sleep, Managing Stress and much more.

Adult community services
End of life service Bexley
We have agreed with Bexley CCG a new service to further enhance end of life care in the
borough. The aim is to reduce unnecessary admissions for end of life patients and ensure
they are able to end their lives in their preferred place of death.
Eltham Community Hospital (ECH)
The new ECH successfully opened and our Greenwich intermediate care service transferred
into the building on 4 March. First impressions from staff and patients has been very
positive. MP Clive Efford and Cllr David Gardner attended the ward naming opening event
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on 17 March and undertook a tour of the unit. Some outstanding environmental snagging
issues are being addressed. This service will be further developed as part of the alliance
work for people with frailty.
McKinsey’s One Version of the truth
McKinsey’s have been leading a Greenwich and Lewisham subsystem review and have
been required by NHSE to extend their analysis of the urgent and emergency care system.
Following two weeks of platinum commands meetings, biweekly diamond command
meetings have been established to proactively manage patients with extended lengths of
stay. We are playing our full part in this work.
Reciprocal cover
The 5 extended beds in Meadowview and Foxbury are due to close at the end of March. The
pragmatic time bank sharing of the ECH and Meadowview beds by Greenwich and Bexley
CCGs, is working well and being closely monitored.
Meadowview
Meadowview is currently experiencing agency use that is higher than we would wish, due
mostly to the additional beds and a level of vacancies. The service managers have a fast
track plan for increasing bank work by substantive staff and for recruitment to the vacancies,
with support from our HR manager.
District nursing
The transformation plans continue with weekly highlight reports. Stephen Firn visited all the
Bexley district nursing forums on 26 February to review progress and attended the Bexley
District nurse forum on 11 March, where recommendations were made by district nurses to
change bank payments to weekly; this subsequently has been agreed.
We attended all three Bexley locality meetings and the LMC in March. Updates on key
district nursing developments were presented, that is, new referral forms, skills and
competences analysis and training plan, we were positively received at each meeting.
Central access team
We have experienced some challenges in getting BT to install the new telephony system at
151 Goldie Leigh; this will allow the access teams to move into the building and form a single
team across Bexley and Greenwich. These problems are being resolved and we hope to
move on 31 March.
Recruitment
Dr Gloria Yu consultant geriatrician has successfully been appointed to a substantive post
within the Bexley adult community services.

Forensic & prison services
Greenwich prisons cluster
The directorate continues to work hard to ensure a smooth transfer of services to Oxleas,
when the contract for the Greenwich prison cluster goes live on 1 April 2015. We have
employed a project manager to oversee the process. We have worked well with our sub
contractors and they all are on track to pick up their responsibilities from 1 April.
Pharmacy subsidiary
We have established an independent ‘arms length’ company to provide pharmacy services
within the prisons. Oxleas Prison Services Ltd (OPS) was incorporated on 5 March 2015. Its
registered office is located at QMH and the company is wholly owned by Oxleas. The three
board directors are Ben Travis, John Enser and Ify Okocha. Although wholly owned by
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Oxleas, the company will provide services in the same way as all other sub contractors and
operate at arms length from the trust.
Vicky Bradnam has been appointed as managing director and superintendent pharmacist.
OPS has applied for all relevant licenses from the Home Office and established contracts
with major drug suppliers. Although there are a number of administrative tasks still to be
completed, the company will operate pharmacy services across all the trust's prison
contracts from 1 April 2015. Its longer term objectives will be to provide service efficiencies
and expand its customer base through direct contract award or as a sub contractor of Oxleas
bids for contracts in this arena.

Adult mental health services
Workshops for students
In partnership with Greenwich Community College, we organised workshops for students to
increase their awareness of common mental health issues and promote the Greenwich IAPT
services to this client group. Around 140 students attended the workshops. The workshops
covered issues of sleep management, mindfulness, and exam anxiety.
Community services redesign
Consultation for the redesign of our community services is due to be published on
Tuesday 31 March and run for 45 days.
Codesign with Bexley carers
The experienced based co design project with Bexley Carers is now complete. Interviews
and short films of families and carers have been created to raise awareness with staff about
the issues that families of patients with MH problems want us to work together to address.
There will be an away day in May to finalise the action plan that will ensure that carers and
families are involved in CPA planning and crisis management planning for our patients.
CCG visit to Oxleas House
Dr Ranil Perera and Alun Bayliss from Greenwich CCG recently visited Shrewsbury Ward at
Oxleas House. They were able to talk to patients and staff and spend some time in the ward
environment. The visit went very well and staff felt they were able to demonstrate the quality
of the interventions they were providing; they got encouraging feedback from Ranil and Alun.
The CCG has told us that they were very impressed by the work being undertaken on the
ward and the excellent standard of care being delivered to patients while achieving the
throughput necessary to manage the high demand for inpatient beds.
Bed management
Over the last few months we have seen a sustained demand for beds within acute WAA
wards, this pressure has been particularly significant within Greenwich. Through the effective
use of all appropriate internal inpatient resources we have been able to manage this demand
without regular reliance on private placements. This is enabling us to provide quality care, as
close to home as possible for our patients and their carers.
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Corporate Risk Register

The Governance Board last met on 17 March 2015. No changes were made to the rating of existing risks. Three
new risks were accepted onto the Corporate Risk Register

Data may be entered into the RiO system late or data may be missing leading to inaccuracies in Trust KPIs and
other metrics. This may affect our Monitor Risk Rating for Governance and invite further scrutiny of metrics
included in Monitor’s Risk Assessment Framework
 Following concerns raised about the reporting of the delayed discharge indicator, it has been identified that
processes need to be tightened to ensure that there is consistent interpretation of metrics. The mitigation
plan for this risk will be owned by the Director of Informatics through the Information Governance Group and
Clinical Data Governance Group.
 Consequence = 4, likelihood = 3, risk rating = HIGH (12).
The implications of the Care Act are not yet fully understood so there is a level of uncertainty as to how this will
impact on Oxleas in terms of workload and capacity
 This has been raised as a risk in light of feedback from the Adult Mental Health and ALD directorate. Much of
the communication from the LA to date has been channelled through the this directorate, so there will be a
need to ensure a co-ordinated approach across all service directorates. The Care Act also places Safeguarding
Adults on a statutory footing and this will also need to be recognised in the mitigation plan. The mitigation
actions for this risk will be owned by the Quality Board and its sub-groups.
 Consequence = 4, likelihood = 2, risk rating = MODERATE (8).
There is a risk that increasing activity levels and service expansion will put additional pressure on services. This
also impacts on the ability of directorate management teams and corporate teams to provide management
support
 Capacity issues remain a key area of concern, particular in terms of the impact on corporate teams and the
financial overheads. Risk to be owned by the Business Committee.
 Consequence = 3, likelihood = 3, risk rating = MODERATE (9).
The Governance Board also considered a risk relating to entering into Alliance Contracts. It was agreed that this
should be deferred to the Business Committee to refine to the wording and propose a risk rating prior to
acceptance on the Corporate Risk Register.

Service Directorate Risk Registers

At the March 2015 meeting, the Governance Board received the risk registers from the Older People’s Mental
Health Director and the Children and Young People’s Mental Health Directorate. The OPMH Directorate has four
high risks relating to meeting referral demand for dementia services, achieving financial balance, clinical risk
management /care planning and meeting acute in-patient admission demand. The C&YP Directorate has one
significant risk relating to current tender activity and no high risks.

Highlights

The Governance Board also received the Informatics Risk Register. There are four high risks relating to delays in
transition to Oxleas RiO, data migration from the current RiO to Oxleas RiO, delay in the provision of RiO mobile
off-line working and data accuracy. This last risk was escalated to the Corporate Risk Register.

New risks for escalation to Corporate Risk Register
1.6: The implications of the Care Act are not yet fully understood so there is a level of uncertainty
as to how this will impact on Oxleas in terms of workload and capacity.
3.5: There is a risk that increasing activity levels and service expansion will put additional pressure
on services. This also impacts on the ability of directorate management teams and corporate
teams to provide management support
CDG1: Data may be entered into the RiO system late or data may be missing leading to
inaccuracies in Trust KPIs and other metrics. This may affect our Monitor Risk Rating for
Governance and invite further scrutiny of metrics included in Monitor’s Risk Assessment
Framework

Recommendations
For the Board of Directors to note and approve the Corporate Risk Register.

Rating
(C x L)
MOD (8)
(4 x 2)
MOD (9)
(4 x 2)
HIGH (12)
(4 x 3)

Corporate Risk Register – progress update for Governance Board March 2015
Objective

Risks

Initial rating
(C x L)

and acceptance
date

Previous
rating
(C x L)
Jan 2015

Current
rating
(C x L)
Mar 2015

MOD (8)
(4 x 2)

SIG (16)
(4 x 4)

SIG (16)
(4 x 4)

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

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

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 year
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.

Nov 2011

HIGH (12)
(4 x 3)

Nov 2011

Mitigation plan

Progress update March 2015

Director of
Finance

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

Risk increased to a significant risk in
October 2014. Non-recurrent funding will
be required to meet the CRE target for
2014-15.



SIG (16)
(4 x 4)

Nov 2014

HIGH (12)
(4 x 3)

Owner

SIG (16)
(4 x 4)

This risk will be reviewed for 2015/16
once the outcome of the contracting
negotiations is known.
Director of
Finance



HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)



Director of
Finance

The Trust continues 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 of reduced
funding
Bids Team ensure that an
effective process is in place for
competitive bidding
Explore new opportunities for
generating income

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

Objective

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

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

Risks

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

Moderate risks and low risks
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Initial rating
(C x L)

Current
rating
(C x L)
Mar 2015

Owner

Mitigation plan

Progress update March 2015

and acceptance
date

Previous
rating
(C x L)
Jan 2015

SIG (16)
(4 x 4)

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

Director
Children’s
and Young
Persons

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

Although there has been a successful bid
for Greenwich CAMHS, significant
negotiations are taking place regarding a
further reduction in contract value. The
position for Bexley is still unclear, with an
extension of three months on the current
contract confirmed. The tender for
Greenwich specialist service has been
withdrawn but confirmation of contract
extension has not yet been received.

May 2014

HIGH (12)
(4 x 3)
Feb 2014



HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)



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.

This remains a significant risk on the C&YP
Risk Register and a high risk on the
Corporate Risk Register.
The overall vacancy rate has fallen for the
first time August 2014 although it still
remains above the normal levels for the
trust. Whilst the position for Forensic and
Prison services has improved considerably
with 50 individuals going through preemployment checks against a total of 74
vacancies the position of Adult
Community Services remains acute.
Retention and turnover data suggest that
the directorate has the highest % of staff
who leave after less than a year. Further
overseas recruitment options are being
explored however the uptake to date has
not been good due to poor incentives.
Risk rating to remain at HIGH (12).

Objective

Risks

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 - 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
requirements
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Initial rating
(C x L)

and acceptance
date

Previous
rating
(C x L)
Jan 2015

Current
rating
(C x L)
Mar 2015

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

May 2014

MOD (8)
(4 x 2)
May 2014

Owner

Mitigation plan

Progress update March 2015

Director of
Nursing

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
deliver
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

Competency based recruitment
implemented across MH services. Plan to
extend the use of service users in the
recruitment process. Care and compassion
training rolled out to HCA, pilot complete
for the Cavendish review, plan to
implement findings from the shaping of
care review for all HCAs. Good compliance
with supervision and appraisal. Trust wide
nursing audit between March and May
2015 assessing nursing responsiveness to
care.



MOD (8)
(4 x 2)

MOD (8)
(4 x 2)



Director of
Nursing

Safer staffing - templates reviewed with all
directorates and nursing staffing levels
adjusted. Regular monitoring established
via unify . Quality indicators developed. 6
month retrospective exercise reviewing
incidents and utilisation of staff
completed. Improvements in health roster
to provide further analysis to support
safer staffing.

Objective

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

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

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

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

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)
Jan 2015

Current
rating
(C x L)
Mar 2015

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

May 2014

MOD (8)
(4 x 2)

Aug 2014

Mitigation plan

Progress update March 2015

Director of
Nursing

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
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
A process has been established
for responding to alerts.

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



MOD (6)
(3 x 2)

Aug 2013

MOD (9)
(3 x 3)

Owner

MOD (6)
(3 x 2)

Medical
Director



MOD (9)
(3 x 3)

MOD (9)
(3 x 3)



Director of
Adult
Mental
Health and
ALD

Programme Manager
appointed
Ensure that robust governance
arrangements and structures
and appropriate staff are
involved to finalise the service
model, undertake the
consultation and implement
the changes.

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

Responses to GP alerts (concerns raised by
GPs via the CCGs) continue to be overseen
by the Stakeholder Engagement Team.
The majority of these relate to the district
nursing service.
All service directorates have similar risks
on their risk registers and have local
arrangements for improving relationships
with GPs.
This remains an area of focus for the Adult
Mental Health Directorate.

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
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
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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)
Jan 2015

Current
rating
(C x L)
Mar 2015

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

Aug 2011



Owner

Mitigation plan

Progress update March 2015

Director of
Informatics

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

The main areas of risk are as follows:
Delay in Transition to Open RiO due to
Servelec Capacity issues
This risk had previously been focused on
Servelec’s ability to deliver to agreed
timescales. However due to recent issues
with engagement from BT we now have
concerns about BT’s capacity. It is
expected that BT will put in place
mitigation in place so this risk can be
lowered within the next few weeks
Loss of clinical and reporting data due to
Merge of 3 databases
This relates to slippage in testing and
extracting Oxleas data from the Bexley
database which is owned by the CCG.
Further planning to mitigate these risks
further is underway

New risks accepted March 2015
Objective

Risk description

Owner

Outline mitigation plan

Priority 1 - Enhance quality: offer a
guarantee of excellence for every
patient
Improve care planning through
better patient and carer
involvement

1.6: The implications of the Care Act are not yet fully
understood so there is a level of uncertainty as to
how this will impact on Oxleas in terms of workload
and capacity.

Quality Board
and subgroups

In Adult Mental Health, training has been provided to service
leads to support to professional leads, Service and Team
Managers. Section 75 meetings are also being used to develop
planning arrangements and agreed policy.

Priority 3 - Increase productivity:
be resilient and resourceful to
thrive in difficult times
Compliance risk escalated from
governance workstreams
Risk escalated from Information
Governance Group/Clinical Data
Governance Group
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Initial rating
March 2015
MOD (8)
(4 x 2)

However, much of the communication from the LA to date has
been channelled through the AMH&LD directorate, so there will
be a need to ensure a co-ordinated approach across all service
directorates.

3.5: There is a risk that increasing activity levels and
service expansion will put additional pressure on
services. This also impacts on the ability of
directorate management teams and corporate teams
to provide management support
CD1: Data may be entered into the RiO system late
or data may be missing leading to inaccuracies in
Trust KPIs and other metrics. This may affect our
Monitor Risk Rating for Governance and invite
further scrutiny of metrics included in Monitor’s Risk
Assessment Framework

Business
Committee

Information
Governance
Group

The Care Act also places Safeguarding Adults on a statutory
footing - the Trust will be required to identify named staff to
fulfil specific duties in relation to safeguarding and identify
training requirements for all employees.
Capacity issues / potential additional staffing needs are
considered as part of the financial modelling for bids.
Review by Marketing Group, Business Committee and in
‘challenge meetings’ prior to bid submission.
Audits to be regularly undertaken by directorates to ensure their
staff are capturing data as instructed, in particular where this
data has been deemed important enough to monitor at Board
level

MOD (9)
(3 x 3)

HIGH (12)
(4 x 3)

Corporate Risk Register
Version:

28.0
Date: March 2015
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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
1.7 - Deliver our planned response to the
findings of Francis, Berwick and Keogh
1 - Enhance quality: offer a guarantee of
excellence for every patient
1.1 - Improve care planning through better
patient and carer involvement

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

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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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
1.6: The implications of the Care Act are not yet fully understood so there is a level of
uncertainty as to how this will impact on Oxleas in terms of workload and capacity.

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

Current rating
(C x L)

Movement

Next review

MOD (9)
(3 x 3)



May 2015

MOD (9)
(3 x 3)



May 2015

MOD (8)
(4 x 2)



May 2015

MOD (8)
(4 x 2)



July 2015

MOD (8)
(4 x 2)



May 2015

MOD (8)
(4 x 2)

New risk
March 2015

July 2015

MOD (9)
(3 x 3)



July 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
3.5: There is a risk that increasing activity levels and service expansion will put
additional pressure on services. This also impacts on the ability of directorate
management teams and corporate teams to provide management support

3.3 – Ensure we remain competitive

3.3 – Ensure we remain competitive

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

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

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

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

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.

4.2 - Implement the mental health redesign
programme in our adult and older person’s
mental health services.
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Current rating
(C x L)

Movement

Next review

MOD (6)
(3 x 2)



July 2015

HIGH (12)
(4 x 3)



July 2015

MOD (9)
(3 x 3)



May 2015

HIGH (12)
(4 x 3)



July 2015

MOD (9)
(3 x 3

New risk
March 2015

July 2015

MOD (6)
(3 x 2)



July 2015

MOD (9)
(3 x 3)



July 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)



July 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

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.

Current rating
(C x L)

Movement

Next review

SIG (16)
(4 x 4)



May 2015

SIG (16)
(4 x 4)



May 2015

HIGH (12)
(4 x 3)



May 2015

Compliance Risks (escalated through governance sub-group workstreams)
Escalated from
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Risk

Current rating
(C x L)

Movement

Next review

Escalated from

Risk

Information Governance Group/Clinical
Data Governance Group

CDG1: Data may be entered into the RiO system late or data may be missing
leading to inaccuracies in Trust KPIs and other metrics. This may affect our
Monitor Risk Rating for Governance and invite further scrutiny of metrics
included in Monitor’s Risk Assessment Framework
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Current rating
(C x L)

Movement

Next review

HIGH (12)
(4 x 3)



May 2015

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?
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
3
3

9
9
9
9
9
9

MOD
MOD
MOD
MOD
MOD
MOD

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








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

Medical Director

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
No change. Review at February 2015 CEG

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

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

Risk owner

Clinical Effectiveness

Consequence

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
20/01/2015

Risk type

Responsible group

Lead
Service
directorates
Care Planning Lead
Practice
Development
Nurses

Complete by
End April 2014
April 2015
Dec 2014

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

Audit data

Target
TBA – when audit
standard has
been set

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

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

Risk source

Every 2 months

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

Cost of risk

Target
TBA

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
20/01/2015

Responsible group

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

Likelihood
3
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
9

Level
MOD
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
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
No change. Review at February 2015 CEG

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

Priority 1 - Enhance quality : offer a guarantee of excellence for every patient
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PEG to monitor for care plan
issues

Care plans are reviewed
systematically.

Target

Cost of risk

£

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
20/01/2015

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
4

2
2
2
2
2
2
2
2

8
8
8
8
8
8
8
8

MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

4x1=4
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
No change to current position. Review at February 2015 CEG

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 8 of 28

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
17/03/2015

Risk owner

Governance Board

Consequence

Likelihood

Rating

Level

Target

Up/Down

4
4
4
4

2
2
2
2

8
8
8
8

MODERATE
MODERATE
MODERATE
MODERATE

4x1=4
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
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
20/01/2015
17/03/2015

Responsible group

Is it safe?

Risk owner

Governance Board

Consequence

Likelihood

Rating

Level

Target

Up/Down

4
4
4
4
4
4

2
2
2
2
2
2

8
8
8
8
8
8

MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

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

New

4

2

8

MODERATE

4x1=4



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
No change. To be reviewed at Safe Staffing Group
No change. Rating to be further reviewed in light of audit and
completion of template

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 1 - Enhance quality : offer a guarantee of excellence for every patient
1.6

Implementation of the Care Act

Risk description

The implications of the Care Act are not yet fully understood so there is a level of uncertainty as to how this will
impact on Oxleas in terms of workload and capacity

Validation

The Care Act commences April 2015 and implementation plans from Local Authorities are not yet available which prevents the
Trust having clarification on expectation for additional responsibilities and from developing service plans to manage the change.
There is a level of uncertainty as to how this will impact on the Trust as implementation plans from Local Authorities are not yet
available. The Care Act also places Safeguarding Adults on a statutory footing and this will also impact on the Trust.

CQC Domain

Responsive, caring

Date
17/03/2015

Consequence
4

Target rating to be achieved by

Likelihood
2

Responsible group
Rating
8

Risk owner

Senior Management Board

Level

MODERATE

Target
4x1=4

Up/Down
N/A

Reason for rating change
First acceptance at Governance Board

Planned frequency of review

Dec 2015

Associate Directors

Every four months

Gaps in control

Mitigation actions

Lead

Complete by date

Assurance measure

Target

Few staff are familiar with the
new Care Act legislation

In Adult Mental Health, IPC have provided training
to service leads and provided materials support to
professional leads, Service and Team Managers
Raise with the local authority and S75 meetings
and develop planning arrangements and agreed
policy

Associate
Directors

Ongoing

Staff are aware of the
implications of The Care Act

No training
gaps

Service
Directors

February 2015

Developed plans

Completed

Agreed plans with the local
authority
Existing controls
N/A
Risk type
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Existing assurances
N/A
Compliance

Risk source

Legislation

Target
N/A
Cost of risk

£

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
17/03/2015

Likelihood

Rating

Level

Target

Up/Down

3
3
3

3
3
3

9
9
9

MODERATE
MODERATE
MODERATE

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

New



Gaps in control
Policies and processes within
the Trust are not yet aligned to
support new ways of working will need resources within
directorates to re-design
provision of services

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
No change.

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
17/03/15

3
3
3
3
3
3

2
2
2
2
2
2

6
6
6
6
6
6

MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

3x1
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.
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
The Trust may not be meet GPs expectations with
regard to waiting times

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
Medical Director

On-going

CCG alerts system

To reduce the number of alerts

Dec 2014

CCG alerts system
Feedback from GPs

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

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

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

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
20/01/2015
17/03/2015

4
4
4
4

3
3
3
3

12
12
12
12

HIGH
HIGH
HIGH
HIGH

4x1=4
4x1=4
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
No change. Vacancy rates remain high in some groups
No change. Vacancy rates remain high especially in ACS

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
“time to recruit” monitoring

Risk type

Risk source

Page 14 of 28

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

3
3

3
3

9
9

MODERATE
MODERATE

3x1=3
3x1=3

N/A


19/08/2014

3

2

6

MODERATE

3x1=3



18/11/2014

3

2

6

MODERATE

3x1=3



20/01/2015

3

3

9

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
Increased by WLOD due to concerns about the
supply of staff. Rating accepted at Gov Board.

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
20/01/2015
17/03/2015

4
4
4
4
4
4

3
3
3
3
3
3

12
12
12
12
12
12

High
High
High
High
High
High

4x2=8
4x2=8
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.
No change.
No change.
No change.
No change.

Outcome of bid expected Nov 2014
Work continues on bid preparation
Now in a competitive dialogue with CCGs
Outcome of bids awaited
Uncertainty about process

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 3 - Increase productivity: be resilient and resourceful to thrive in difficult times
3.5

Demand and Capacity

Risk description

There is a risk that increasing activity levels and service expansion will put additional pressure on services. This also
impacts on the ability of directorate management teams and corporate teams to provide management support

Validation

Emerging theme from service directorates that increasing activity levels, set against difficulties in recruiting to some staff groups
and the need to achieve financial efficiencies are putting additional pressure on service delivery.

CQC Domain

Well Led

Date
17/03/2015

Consequence
3

Target rating to be achieved by
Gaps in control

Capacity issues remain a key area
of concern, particular in terms of
the impact on corporate teams
and the financial overheads.

Responsible group
Likelihood
3

Rating
9

Level

MODERATE

Up/Down
N/A

Mitigation actions
Capacity issues / potential additional staffing needs
are considered as part of the financial modelling for
bids.
Review by Marketing Group, Business Committee and
in ‘challenge meetings’ prior to bid submission.

Risk type

Risk source

TBA

Reason for rating change
First acceptance at Governance Board

Planned frequency of review

Existing assurances
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Target
3x1=3

March 2016

Existing controls
Marketing Group
Challenge meetings
Strategic

Risk owner

Business Committee

Every four months

Lead

Complete by date

Assurance measure

Target

TBA

TBA

Financial modelling outcomes
Marketing Group minutes

TBA

Service directorate risks registers

Target

Cost of risk

£

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
17/03/2015

Responsible group

Responsive
Consequence

Likelihood

Rating

Level

Target

3

3

9

MODERATE

3x2=6

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
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
17/03/2015

Consequence
4
4
4
4
4
4
4

Likelihood
2
2
2
2
2
2
2

Target rating to be achieved by

Rating
8
8
8
8
8
8
8

Risk owner

IT Strategy Group

Level
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

Target
4x1=4
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 Register at current level
No change to current position
No change to current position
No change. Slots for data migration confirmed
No change to current position

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
20/01/2015
17/03/2015

Consequence
4
4
3
3
3
3
4
4
4
4

Responsible group
Likelihood
2
2
3
3
3
3
4
4
4
4

Target rating to be achieved by

Rating
8
8
9
9
9
9
16
16
16
16

Business Committee

Level
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
SIGNIFICANT
SIGNIFICANT
SIGNIFICANT
SIGNIFICANT

Target
LOW (4)
LOW (4)
LOW (3)
LOW (3)
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
No change to current position
No change to current position

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
20/01/2015
17/03/2015

4
4
4
4
4

4
4
4
4
4

16
16
16
16
16

SIGNIFICANT
SIGNIFICANT
SIGNIFICANT
SIGNIFICANT
SIGNIFICANT

MOD (8)
MOD (8)
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 as 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
No change to current position
No change to current position

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
20/01/2015
17/03/2015

4
4
4
4

3
3
3
3

12
12
12
12

HIGH
HIGH
HIGH
HIGH

MOD (8)
MOD (8)
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
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

•

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

Existing controls

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

CDG1 Data accuracy
Risk description

Data may be entered into the RiO system late or data may be missing leading to inaccuracies in Trust KPIs
and other metrics. This may affect our Monitor Risk Rating for Governance and invite further scrutiny of
metrics included in Monitor’s Risk Assessment Framework
Accuracy issues: Delayed discharges March 2015, 48hr discharge follow up October 2013

Validation
CQC Domain
Date
17/03/2015

Responsible group

Well led
Consequence
4

Target rating to be achieved by
Gaps in control

Trust audits have previously failed to
check with clinical staff as to whether
the issues covered in metrics are truly
being managed effectively.

Likelihood
3

Information Governance Group

Rating
12

Level
High

Target
4x1=4

Up/Down
N/A

Mitigation actions

Audits should be regularly undertaken by
directorates to ensure their staff are capturing
data as instructed, in particular where this data
has been deemed important enough to monitor at
Board level.

Lead

Complete by

Service
Directors

December 2015

Existing assurances

1.
2.
3.

Internal audit of data quality

RiO training for clinicians
Business office management of data capture within directorates
Ifox enables clinicians to view missing data near real time
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Compliance

Service Directors

Reason for rating change
First acceptance at Governance Board

Planned frequency of review

December 2015

Existing controls

Risk type

Risk owner

Risk source

KPI data

Assurance measure

Completeness of Trust audit
programme (to be devised)

Every 2 months
Target
100%

Target
N/A

Cost of risk

Regulatory action

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

May-15

July-15

Sep-15

Nov-15





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
1.6: The implications of the Care Act are not yet fully understood so there is a level of uncertainty as to how this will impact on Oxleas in terms
of workload and capacity
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
3.5: There is a risk that increasing activity levels and service expansion will put additional pressure on services. This also impacts on the ability
of directorate management teams and corporate teams to provide management support
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.
CDG1: Data may be entered into the RiO system late or data may be missing leading to inaccuracies in Trust KPIs and other metrics. This may
affect our Monitor Risk Rating for Governance and invite further scrutiny of metrics included in Monitor’s Risk Assessment Framework
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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
V27.0
V28.0

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
Reviewed at Governance Board
Reviewed at Governance Board

20/05/2014
15/07/2014
26/08/2014
22/10/2014
Nov 2014
18/11/2014
20/01/2015
17/03/2015

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
2nd April 2015

Item
Enclosure

8
7

Agenda item

Audit Committee update

Item from

Archie Herron, Non-Executive Director - Chair of the Audit
Committee
Minutes of the Audit Committee 4th March 2015

Attachments
Summary and Highlights

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Audit Committee
4 March 2015, 2pm to 3.30pm
Maple Room, Pinewood House
Archie Herron
Steve James
Anne Taylor

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

In attendance
Matthew Hall
Ben Sheriff
Fleur Neiboer
Nick Rolfe
Hannah Andrews
Charles Medley
Ben Travis
Richard Sydee
Rhoda Iranloye
Sally Bryden
Ann Rozier

Deloitte Partner
Deloitte Manager
KPMG Director
KPMG Senior Manager
KMPG Manager
KPMG Senior Manager Counter Fraud
Director of Finance
Associate Director Financial Services and Assurance
Head of Quality and Audit
Associate Director of Communications and Engagement
Trust Secretary and Head of Governance

1.
2.

Apologies for Absence
None
Minutes of the Audit Committee held on 9 December 2015
With the following amendment, agreed as an accurate record.
P5, Item11, should read:
BS - We do include an emphasis for some trusts on being a going concern.

Action
Noted
Agreed

3.

Matters Arising
Page 3 – It was confirmed that the results of KPMG NHS FT Governors survey are being
presented to the March 2015 Council of Governors meeting.

Noted

4.

Outstanding Audit Recommendations Report / Tracker
HA updated the committee on progress and highlighted the outstanding
recommendations. Since the last Audit Committee, four medium and three low priority
recommendations have been implemented. All actions relating to Counter Fraud are
complete. Currently there are four high priority, ten medium priority and 18 low
priority recommendations that are overdue. All of the high priority, seven of the
medium priority and 13 low priority overdue recommendations relate to the HR and
Payroll review. HA shared the HR team’s plans to implement the HR and Payroll review
recommendations by end of September 2015.

Noted

AH – Do we need an interim report from the HR team on progress before September?
SJ – I would like assurance that the September implementation is achievable.

FN – It is important to note that this review was not part of the annual internal audit
plan in terms of risk rating but it is useful to track the recommendations in this report
as we were asked to do.

5.

The Audit Committee requested an interim progress report on the HR and Payroll
implementation plan and bank and agency staffing recommendations at the May Audit
Committee meeting.
KPMG Progress Report and Technical Update
FN introduced the Progress Report giving a summary of work performed since the last
Audit Committee and that to be undertaken for the May 2015 Audit Committee.

Action

SB
Noted

FN updated the committee on recent policy announcements and the potential impact
on Oxleas.
AH – Who will be following up Monitor’s risk assessment framework changes?
AR informed the committee that the updated framework had been circulated to
relevant colleagues for comment.
BT explained that the annual planning process has been delayed by tariff discussions
nationally and a draft annual plan now needs to be submitted on 7 April 2015.
AR – CQC ratings will need to be displayed in all registered locations and properties
where patients and the public have access. However, CQC has yet to issue final
guidance.
6.

KPMG Internal Audit Reports
a)
Data quality and assurance
This audit has received an overall rating of Green/Amber which is in line with
management’s expectations. There were three medium and one low priority
recommendations made. The review found that Oxleas has taken steps to implement
processes to help mitigate the risk of inaccurate data and reporting, but did identify a
number of improvements that could be made and examples of good practice.
AH – The Board is well cited on waiting time data so this report is reassuring.
SJ – Did the ethnicity reporting sample include community health services?
NR confirmed that the review had included community health services.
BS – New annual reporting guidance for the Annual Governance Statement gives
increased focus on how the organisation is assured about data quality in relation to
elected waiting times. Therefore this report may need to be taken into consideration
when giving assurance.
SJ – The Board looks at waiting time information regularly so feel we are able to
validate this data.
BT – We have a number of Monitor RTT targets and new RTT targets that are being
introduced next year
BS – This is more general requirement to say what steps have been taken to assure
data quality. Elected waiting time data (not necessarily related to Monitor RTT targets)
is a specific and extra requirement. We are not sure if this will relate to mental health
trusts.
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Noted

7.

KPMG Counter Fraud Progress Report and Technical Update
KPMG have discussed with management key information and actions released from
NHS Protect to prevent individuals using false credentials to gain employment.
Planning has taken place to promote counter fraud services during March 2015 and
matches for further investigation have been shared with Oxleas from National Fraud
Initiative exercise.

Action
Noted

Detailed planning and evaluation of fraud risks has taken place for the 2015/16 plan as
well as a pro-active review of arrangements for pre-employment checks.
Two new cases have been raised and investigated since the December Audit
Committee. No further action is being taken in one as there is insufficient evidence and
the individual is no longer an employee of the trust. Further investigation is continuing
on the second.
Investigation has continued in relation to two existing referrals.
AT – it is positive to see that there has been a reduction in illegal working cases.

8.

BT gave an update on the Memorial fraud court case. As previously reported, a charge
was put on the perpetrator’s home. The home was repossessed and the balance
amount is in a frozen bank account. Other assets may become available in the near
future. These matters will be finalised after sentencing.
KMPG 2015-16 Audit Plan
FN introduced the Internal Audit and Counter Fraud Strategic and Operational Plan
2015-16 and summarised the proposals based on their risk analysis. Financial Systems
and Reporting and Data Quality and Performance Reporting are mandatory. Potential
areas for optional reviews were suggested for the Audit Committee’s consideration.
RI - The proposed timing of the care planning process audit clashes with our internal
clinical audit. We will also need to balance the review with what is already being
looked at within our clinical audit.
SJ – the focus of a care planning audit should be on the efficacy of the plan and
whether it has helped, and has been understood by, the individual.
RI and FN to liaise to agree suitable timing and approach.

Agreed

RI/FN

AH – We will need to ensure that our new services in the Greenwich Prison Cluster are
included in the audit programme particularly around medical devices.
BT – As an organisation, we are procuring several major estates projects. Therefore, a
focus on this would be appropriate due to the high value of these projects.
We have already identified contract management as an area where we would like to
increase assurance. We are currently increasing the resources in this team and are
introducing new processes. Therefore, we believe an internal audit on this area would
be more beneficial during 16/17 to review these new arrangements.
AT – I would support deferring contract management to next year.
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KPMG

The Audit Committee agreed to defer contract management to 16/17 and agreed the
remaining areas for review during 15/16. A final list and timetable will be circulated.
9.

Quality Update
RI presented the quality update and proposed the following indicators in the Quality
Accounts for review by our Independent Auditors:
•
•
•

Action

Noted

100% of patients on enhanced Care Programme Approach followed up within 7
days after discharge from hospital.
Access to Crisis Resolution and Home Treatment Teams
Local indicator - 65% of carers offered an assessment of their needs (local
indicator decided by Governors)

BS – We agree in principle but will need to agree the details of what aspects of the
local indicator are audited.

10.

RI informed the committee that the drafting of the Quality Accounts is underway. She
is aiming to take a first draft to a meeting with local HealthWatch organisations on 18
March. This will then be approved by the Quality Board at the end of March. A final
draft will be brought to the Audit Committee in May.
Debtors Report
Total debt as at 31 January 2015 stands at £13.3m. However, since writing the report
significant funds (£1.1m) have been received from Kings. Guys and St Thomas’ have
internally approved their debt for payment. £2.1m of the total debts relate to QMH
pass-through costs; £1.6m MSK services; £1.3m QMH rents; QMH transitional funding
(now paid); £1.3m rents and occupancy; and £0.9m NCA Mental Health.

Noted

RS informed committee that the size of the accounts receivable team has been
increased to ensure we have the resources and process in place to recover debt.
AH – How easy will it be to resolve the dispute over telephony at QMH?
RS – There is a dispute over the number of lines allocated to each tenant which is being
investigated.
AH- Are we getting closer to resolving the issues with NHS Property Services?
RS – Resolution is being delayed by changes in staff at NHS Property Services. However,
we have met recently with a new representative and are awaiting feedback.
AH – Governors are raising questions re debtors at the Board pre-meet on Thursday so
it will be useful to have the current position for this meeting
AT – There is still a dispute over Edward Road. What is the future for the building?
BT - We will get an update on plans for the property.
AH – Has there been progress on GP rental?
RS – We have clarified funding arrangements and believe the funds have been
transferred to GP practices. We will continue to pursue the debts.
11.

Single Tender Actions
No single tender actions have been agreed since the December 2014 meeting of the
Audit Committee. However, the procurement for catering at the Bracton Centre
resulted in only one provider submitting a tender.

Page 4 of 6

RS
BT

Noted

Action
RS – Due diligence is being undertaken before the award of this contract.
AH – It would be appropriate to bring it to the next Audit Committee for approval.
12.

Update on Audit Process
MH informed the committee that Deloittes have completed the planning for the audit
process and that treatments are all on track.

RS
Noted

AH – Oxleas CEO has been invited to the next Audit Committee.
13.

14

Sector Developments
The Audit Committee noted the Sector Developments report. BS highlighted Oxleas’
positive performance in comparison to other trusts on financial, quality and other
governance metrics.

Noted

AH – The report shows us to be exposed on agency costs but we are doing a lot of work
to reduce this.
AH – Is there a process for collecting whistleblowing data centrally?
BT – It should be part of our quality/compliance reporting. We will discuss at an
informal executive meeting how we can centralise data and prepare for wider
reporting of data.
AH – An update can then be brought to the May Audit Committee and the
Whistleblowing policy will be reviewed at August meeting.
AT updated committee on acting as Independent Director to review action taken
following concerns raised by an individual. She found it had been dealt with
appropriately and learning points from the case are to be included in the
Whistleblowing Policy.

BT

BS and SB to discuss updated Annual Report Manual in preparation for 14/15 annual
report.
Accounting Treatment
RS introduced report which highlights three main areas for agreement on approach.
The report discusses the proposed approach to:
• Overseas and NCA provisions
• Redundancy provisions
• Early retirement provisions
• Property revaluation
• Deferred income.

BS/SB

SB

Approved

RS presented the rationale for each approach and the potential impact.
AH – We discussed overseas and NCA provisions at length last year so we are happy
with that approach.
15.

The Audit Committee approved the suggested approaches.
Any Other Business
PDC
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Noted

BT updated the committee on the steps being taken to protect the organisation
following the accounting approach administered following the transfer of QMH to
Oxleas.
Thanks
AH- Thanked Nick Rolfe for his input to the Audit Committee and wished him success in
Canada.
AH – Thanked Ann Rozier for all her support and work with the Audit Committee and
wished her a happy retirement.
Next meeting of the Audit Committee
Tuesday 21 May – 2pm – 4.30pm
Boardroom, Pinewood House
I confirm that the minutes of Audit Committee held on the 4 March 2015 are a true record
Signed
Archie Herron, Chair of the Audit Committee
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Date:

Action

Board of Directors
2nd April 2015

Item
Enclosure

9
8

Agenda item

Quality Report

Item from

Dr Ify Okocha, Medical Director

Attachments

a) QSIP Mental Health and Community Health Dashboard
b) Clinical Effectiveness Group report

Summary and Highlights
1. Quality & Safety Improvement Plan 2014/15 (QSIP)
The QSIP for Mental Health, Learning Disability and Community Health Services for February 2015 (month
11) achievement is shown below:
Indicator RAG Rating
Red (>6% below target)
Amber (1-5% below
target)
Green (target achieved)
Others **
Total

No
0

%
0%

4

17%

18
1
23

78%
4%
100%

Notes:
Others**
• CE1.2CH - New Birth Visits undertaken within 14 days of birth
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

January 2015 Position
94.9% (243/256)
98.2% (275/280)
96.6% (518/536)

This position has been validated for accuracy by the directorate.
Red Indicators (>5 % from target)
There are no red indicators to note for the month of February
Amber Indicators (<5% from target):
The 4 amber quality indicators are:

Summary and Highlights
•
•
•
•

PE1.1 MH – Carer details recorded on RiO: This is under the 95% target by 1%.
CE2.1MH – Patients under the MHA are provided with information (S132): There were 4 patients for
whom evidence of a discussion regarding rights could not be located. All 4 were CTO patients
(Bromley ACT, Bexley DISH, Bexley AOT & Greenwich AOT).
PS1.2CH – No of reported CDiff: - There was one reportable incident of C.Difficile at Meadowview
PE1.3CH – Care plans on RiO for District Nursing teams. This is under target by 4.2%; the total case
load in November was 4729 of which 4057 had care plans on RiO.

2. Trust CQUIN Update
2.1 CQUIN Summary – Month 11 Position (February 2015)
A summary of our CQUIN performance is shown below:
CQUINS
No of
Progress against Quality Indicator Goals
Quality
Month 11 2014/15 position
Indicators
BBGL Mental Health &
10
9 achieved
LD
1 amber status
- Cardio-metabolic assessments
National Audit
Community Health
(Greenwich & Bexley)

9

9 achieved

Bexley Specialist
Children

2

Achieved

Early Years - NHSE

2

Achieved

Forensic - NHSE

10

9 Achieved
1 amber status
National Audit

Greenwich IAPT

1

Achieved

Prisons (Cookham
Wood)
Cardiac Rehab Contract

1

Achieved

3

Achieved

Total

38

- Cardio-metabolic assessments

2.2 CQUIN Areas of Risk/Focus
• Sharing results of Cardio-metabolic assessments with GPs (Mental Health and Forensic)
This is maintained as amber until the Trust receives the results of the cardio-metabolic national audit
• Safety Thermometer pressure ulcers CQUIN (Community Health)
For the 1st time this year, we achieved the 30% reduction in prevalence during the month of February.
Please note this would not have an impact on the overall CQUIN decision as Oxleas can only achieve the
incentive by meeting the target for 5 consecutive months of 2014/15.

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

2014/2015 Performance

90.3%

91.0%

91.8%

91.8%

92.9%

94.0%

2013/14
Comparison

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

1092

70

125

184

294

405

486

556

594

658

763

886

833
(average 70 per
month)

95%

13/14
1092

ALD

91.4%

CAMHS

90.1%

Forensic

Feb-15

90.4%

Older
People

Jan-15

90.6%

CMH

Dec-14

90.9%

ICR

Nov-14

90.9%

Mar-15

Oct-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

Sep-14

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

Current Month Performance
2014/2015
Target

Aug-14

PE1.1 MH

2013/2014
Baseline
(March 2014)

Jul-14

Patient Experience

Full Description

Jun-14

Mental
Health

Patient Experience

Indicator
Code

May-14

Mental
Health

Quality Domain

Apr-14

Service
Type

90.3%

92.9%

99.1%

93.4%

93.9%

95.3%

999
(83 per Month)

100

21

2

0

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%

99.2%

99.1%

99.4%

99.0%

95%

99.6%

99.3%

97.8%

100%

95.7%

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%

97.7%

97.7%

97.5%

97.1%

95%

97.4%

97.0%

97.4%

98.1%

94.8%

95.3%

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%

97.1%

98.0%

97.6%

97.3%

95%

94.5%

97.4%

97.8%

96.1%

98.1%

95.9%

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%

98.7%

98.8%

97.1%

97.4%

95%

98.0%

95.7%

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%

95.1%

100.0%

100.0%

100.0%

100%

100.0%

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%

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%

1.1%

1.2%

1.2%

1.2%

No set target

0.0%

1.2%

0.0%

1.6%

1

3.5%

CH Child

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

CH Adult

Performance Colour Key

Commentary

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

Mental
Health

Clinical Effectiveness

CE2.1 MH

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%

76.9%

100.0%

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%

2.3%

2.2%

2.4%

3.2%

Less than
7.5%

4.4%

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%

84.2%

83.6%

84.5%

84.8%

80%

94.8%

Clinical Effectiveness

CE5.1MH

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

96.5%

96.7%

99.1%

99.8%

99.8%

99.8%

99.7%

100.0%

100.0%

100.0%

100.0%

99.8%

95%

Mental
Health &
Communit
y Health

Patient Safety

PS2.1 MH
PS1.1 CH

Number of reportable
MRSA infections Applicable to all Oxleas

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

1

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%

97.0%

95.5%

95.1%

Mental
Health

Mental
Health

Clinical Effectiveness

97.7%

87.5%

97.7%

97.5%

100%

100%

100%

98.4%

99.3%

100%

97%

100%

2

CH Child

CH Adult

Older
People

Commentary

There were 4 patients for
whom evidence of a
discussion regarding rights
could not be located. All 4
were CTO
patients:(Bromley ACT,
Bexley DISH, Bexley AOT &
Greenwich AOT).

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

99.2%

CMH

2014/2015
Target
ICR

Mar-15

Feb-15

Dec-14

Jan-15

Current Month Performance
Nov-14

Oct-14

Sep-14

Aug-14

2013/2014
Baseline
(March 2014)

Jul-14

Full Description

Jun-14

Indicator
Code

May-14

Quality Domain

Apr-14

2014/2015 Performance
Service
Type

ALD

Improvement on
Previous Month

CAMHS

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

Forensic

Performance Colour Key

5.1%

0.0%

0.0%

83.5%

85.3%

95.3%

100.0%

100.0%

100.0%

93.3%

0

0

0

0

0

0

0

0

0

1

0

1

0

0

0

0

0

0

0

95.2%

95%

69.9%

89.3%

100.0%

95.2%

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

100.0%

97.2%

97.1%

92.8%

95.5%

99.1%

98.4%

97.1%

100.0%

97.7%

97.3%

95%

97.3%

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%

87.9%

87.0%

86.3%

85.8%

90%

85.8%

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%

70.0%

93.8%

84.6%

100.0%

90%

100.0%

Communit
Clinical Effectiveness
y Health

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%

92.2%

94.0%

96.1%

96.6%

Reported
in Apr

95%

Communit
Clinical Effectiveness
y Health

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%

96.2%

100.0%

94.9%

96.1%

95%

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%

100.0%

98.1%

98.9%

99.3%

99%

Communit
Clinical Effectiveness
y Health

Communit
Clinical Effectiveness
y Health

3

ALD

Feb-15

95.6%

CAMHS

Jan-15

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

Older
People

Dec-14

PE1.2 CH

CMH

Nov-14

Patient Experience

ICR

Oct-14

Communit
y Health

Mar-15

Sep-14

2014/2015
Target

Aug-14

2013/2014
Baseline
(March 2014)

Jul-14

Full Description

Jun-14

Indicator
Code

May-14

Quality Domain

Apr-14

Service
Type

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

Board of Directors – 2nd April 2015
Clinical Effectiveness Group (CEG) - subgroup of the Quality Board
Dr Ify Okocha
Attachments:
1. Physical health and Wellbeing handbook for service users and carers
2. Minutes of the Clinical Effectiveness Group meeting of 27 February 2015
3. Revised Trust Alcohol Detoxification Prescription Chart
Summary and Highlights
1. Care planning
The trust wide project on personalised care planning and engagement has used a
number of approaches: increased awareness, skills training and pilot schemes to
change culture in the organisation. Details of these are provided below.
1.1 Training
A staff engagement event to increase awareness of personalising care planning was
attended by150 members of staff including two clinical charge nurses from Oaktree
lodge. As a result of the event the clinical charge nurses led a program of
individualising care which included asking services users what their likes and dislikes
are, taking their life history and personalising end of life care. This resulted in an
improvement in care planning that was commented on by the CQC during their
revisit to Oaktree lodge.
National Voices and The Year of Care organisation have been engaged by the Trust
to support a second staff engagement event for community health staff. This will be
co-designed and co-delivered with service users and involve primary care with which
one of the groups is already working. National voices would like to engage the
population using Oxleas services perhaps through service user organisations and
also contribute service user views in service design and trust policies and we are
exploring ways to achieve this.
Awareness training has also been delivered to teams (large and small) and
professional groups. Specifically, acute wards, community mental health teams,
forensic inpatient teams, community learning disability teams, older people’s mental
health community and inpatient teams as well as allied health professionals have all
received training. The feedback from staff has shown an eagerness to fully embed
the principles of care planning into practice and random audits of care plans in teams
that have received training have shown a shift towards good practice and examples
of such have been added to the training package with anonymised templates created
for staff training. It does appear therefore that there is growing ‘unfreezing of mindset’ towards greater service user participation. Further evidence of change was
found in the 2014 care planning audit results that showed an improvement in the
quality of care plans incorporating service user’s goals and views as well as care
plans documenting evidence of support to the individuals to enable them selfmanage.
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A number of training sessions have been aimed at providing staff skills to help them
lead discussions that will result in better understanding of the needs of service users
and also lead to improved engagement of service users. Some of these are outlined
below:
Motivational interviewing - post training evaluation shows slight improvement in
service user satisfaction but a more qualitative patient experience evaluation will be
carried out from April.
Collaborative conversation training - delivered as part of a clinical nurse support
programme to inpatient and community mental health staff to enhance service user
engagement.
Tools for effective goal setting and care planning - delivered to Community Adult
Rehabilitation teams and will be delivered to community health services teams. Staff
feedback has been positive in that this has built their confidence in identifying what is
important to the service users.
Values based practice – following earlier training, learning sets have now been
refined to focus on team mangers to ensure they influence and sustain positive
culture change that earlier training had begun to shift.
As part of the project the current care planning e-learning package will be updated to
reflect findings from the project and changes to the current version of RiO. Uptake of
previous e-learning was poor and we will seek to make it mandatory to role as an
‘essential clinical skill’.
Assurance of improvement will be sought during quality and governance compliance
visits, nursing strategy assurance visits, monthly local Care plan audits and through
supervision. It is expected that the latter will support staff in personalising care
planning and fostering a person centred culture. Team managers have provided
evidence of incorporating this into their work.
1.2 Pilots
To embed culture of person centred care planning one-page profiles and strengths
assessments that seek to engage the service user in actively telling their story have
been piloted. The impact in the older peoples mental health home treatment team
was that:
• Care plans clearly described /conveyed clients problems or needs in their own
words
• The care plans included the clients goals and their views were clearly
articulated
• Where client was not able to participate there was evidence to that effect in
the comments box
• Majority of care plans encouraged the individual to self-care
• The care plan was written in plain language and in the clients own words
• Completed personalised care plans were used in writing RiO care plan
The 2014 care audit identified a need to improve risk management and so a pilot
was carried out at Green Parks house on the ‘My Crisis Plan’ to promote
collaborative risk assessment with the service user. This resulted in personalised risk
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management care plans and effective crisis and contingency planning and is being
extended to Oxleas House and Woodlands unit.
Greenwich recovery teams have trialled supporting service users in writing their own
care plans that has enhanced experience and engagement with agreed
interventions.
Atlas House has piloted newly developed personal health profiles for service users
and staff have found these useful in getting a holistic picture about the person and
information gathered has supported appropriate individualised delivery of care and
treatment.
1.3 Patient experience
This continues to be measured through monthly patient experience feedback based
on 2 of the 6 mandatory questions:
1) Have you been provided with enough information about your care and treatment?
2) Have you been involved as much as you want in decisions about your care and
treatment?

Responses to these two questions do continue to improve and we hope that the
Mental health national patient survey will also show improvement when published
later this year.
There has been a reduction in complaints received where service users have not
been involved in their care plans or stating that they do not have a care plan. Most
complaints about care plans are that care and treatment is not delivered as agreed.
The project will seek to adopt Camberwell Assessment of Need (CAN), one of the
outcome measures already being piloted by the outcomes group, as an outcome
measure because it assesses the health and social needs of the individual and
reflect progress made towards their recovery.
2. Trust wide Clinical Audit Update (January – March 2015)
A summary of the main findings of two trust wide audits that were fed back to the
Trust CEG between January and March 2015 is presented below.
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• NICE Tuberculosis audit (CG117)
• Prescribing for substance misuse: alcohol detox (POMH-UK)
*(POMH UK – Prescribing Observatory for Mental Health – UK)
NICE Tuberculosis audit
An audit was undertaken to examine the extent to which the Tuberculosis (TB) team
adhere with NICE recommendations on the assessment, diagnosis and treatment of
TB. Data was collected retrospectively for all index cases seen by the TB team
between January 2014 and September 2014. Auditors from the TB team collected
the data over 3 weeks during September 2014 for 78 index cases.
Summary of result:
The TB service were 100% compliant with all NICE standards audited, except one
standard for which 96% of sputum samples obtained did not include a morning
sample (the 4% equates to one patient). This standard is reliant on the patient
providing a morning sample.
Detail:
• 100% of index cases had a posterior-anterior chest x-ray and appropriate
further investigations to diagnose active TB
• 100% of multiple sputum samples sent were obtained before starting
treatment, and included at least 3 sputum samples
• 100% of service users with signs and symptoms consistent with a diagnosis of
respiratory TB were commenced on treatment without waiting for culture
results
• 100% of treatments for active TB of all types consisted of the recommended
treatment regime (see full report for different types of treatment)
• 100% of index cases had a completed risk assessment for known factors
The TB team have decided to produce handouts to be given to patients asked to
provide sputum samples. This will include guidance and rational for providing an
early morning sample.
Prescribing for substance misuse: alcohol detox
Oxleas participated in the POMH (UK) baseline audit looking at the quality of alcohol
detoxification in adult acute and intensive care psychiatric wards. The audit
examined adherence with five broad standards derived from NICE recommendations
for the diagnosis, assessment and management of harmful drinking and alcohol
dependence (NICE CG100, 2010 and CG115, 2011).
Data were submitted for 1,197 patients from 174 clinical teams across 43 Trusts.
61% of these submissions were for unplanned (non-specialist) admissions. Oxleas
submitted a total of 52 cases (unplanned admissions).
Summary of the result:
Practice in Oxleas was relatively good in relation to national performance. Oxleas
performed in the upper 25% of participating Trusts in 3 out of the 5 broad areas, and
in the 50% range for 2 of broad areas examined.
What we did well
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•

100% of patients had their pulse and blood pressure monitored on admission
(The total national average was 90% and 89% respectively)
• The majority of patients had a documented assessment of drinking history at
admission (Oxleas achieved 88% which matched the total national average)
• All patients offered pharmacotherapy to treat symptoms of alcohol withdrawal
were prescribed medication recommended by NICE (Oxleas achieved 100%
compared with a total national average of 94%)
What we did not do so well
• Although Oxleas performed better than the national average, not all patients
are screened for signs/symptoms of Wernicke’s encephalopathy. All
signs/symptoms were assessed in 65% of cases, and some signs were
assessed in a further 10% (Nationally, this figure was 37% and 26%
respectively)
• Not all patients receive parenteral thiamine: 58% were prescribed parentally
and a further 13% were prescribed oral thiamine (Nationally, this figure was
57% and 36% respectively)
• Breath alcohol is not routinely measured and/or documented prior to initiating
medication (10% in Oxleas compared with a total national average of 22%)
The findings from this audit are being disseminated widely through the Medicines
management Committee and local medical staffing meetings.
Furthermore, we have revised our prescription chart for alcohol detoxification and the
new chart has additional information that will be useful to trainees when screening
for alcohol dependence and deciding whether medically assisted withdrawal is
indicated. This is also available on the intranet.
3. Outcomes work stream
As with many NHS organisations we have measured and tracked demographic data,
diagnostic codes, length of stay, waiting times, dependents and carers as well as
other activity data for several years. What we have not been particularly good at
doing is objectively measure clinical morbidity and whether interventions by a
clinician, team or indeed service line (teams that do the same kind of work across
boroughs) demonstrably get patients well.
Although there are many challenges to this in mental health not least the subjective
nature of mental health and difficulties agreeing what should be measured and how,
we have formed an outcome measurement group to develop outcomes for use by
clinicians. For mental health services, this should complement proxy measures of
outcome that we have come to rely heavily on such as admission rates, waiting
times, length of treatments or stay in the service and adherence to NICE
recommended treatments.
We decided to use a range of measures as a pragmatic way of addressing questions
about what tool to use, whether the tool measures symptoms and if it does so is it
from the clinician or patients’ perspective. Also, social integration and functioning is
important in mental illness and being symptom free is not necessarily the only
important outcome nor is this always achievable.
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The outcomes ratings will cover up to four domains: patient reported experience of
care (PREM -use of FFT from the Oxleas 6 must ask questions); patient reported
outcome measure (PROM), clinician reported outcome measure (CROM) and if
necessary a fourth measure of global improvement in functioning and social
integration.
As most scales are in paper format, which is cumbersome, administratively
burdensome and difficult to use in clinical practice especially in Oxleas where we use
electronic patient records, the outcomes group have had to digitise the relevant
scales. To do this we have sought permission, because of copyright issues, to
digitally manipulate paper versions and have paid a private company to create
software applications (apps) of the scales for use with tablets (ipads).
The scales in use for these pilots are: Clinical Outcomes in Routine Evaluation
(CORE-10), Camberwell Assessment of Need (CANSAS), Locus of Control (LoC),
the six must-ask questions in the Friends and Family Test (FFT), and the Clinical
Global Impressions (CGI) Scale.
Teams in three directorates are involved in the pilot: crisis and home treatment team
in adult mental health and learning disability; Bracton inpatient and community
teams; and older people’s community mental health teams. The children and young
person’s directorate (CAMHS) have opted out of the Child Outcomes Research
Consortium (CORC) in favour of developing locally useful metrics and the project
team will be exploring how this part of the service can be included (see table 1
below).
Table 1: Pilots being undertaken in April 2015
Directorate Team
Assessments
AMH
Bromley Crisis Team
CORE 10
CANSAS
FFT
OPMH
Bexley CMHT,
CORE 10
Home Treatment Team South CGI
HONOS 65+
FFT
Forensic
Inpatient, Community
CORE 10
LoC
FFT
CAMHS
TBC
TBC

Domains
CROM
PROM
PREM
CROM
CROM
Global Improvement
PREM
CROM
PROM
PREM

4. Physical health and wellbeing
There remains a need to routinely assess and treat physical illnesses in our patients
particularly those with serious mental illnesses (schizophrenia, bipolar disorder and
schizoaffective disorder) due to the significant premature death in this group. The
SMI population makes up 5% of total population but accounts for 18% of total deaths
and it is estimated that there is an excess of over 40,000 deaths in this group that
could be reduced if they received the same healthcare interventions as the general
population. Much work has been done over the last five years particularly through
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CQUIN contracts and we need to ensure that this is extended and embedded in
practice.
As a result we have set up a physical health group to pull together all the work that is
going on in the trust and ensure that it is directed appropriately to address the needs
of patients. Furthermore, we are exploring ways that community health staff can
support mental health in addressing the needs of mental health patients.
The Trust Health and Well-being strategy has been revised with the following key
priorities:
•
•
•
•
•
•

Smoking
Alcohol
Obesity
Diabetes
Dementia
Health and wellbeing of staff

These also align with the local health and well-being boards for BBG.
A new policy: Promoting the Physical Health and Well-being of service users with
mental health and learning disabilities is being revised with clear roles,
responsibilities, standards and expectations.
Finally South London and Maudsley NHS Foundation Trust have agreed that we can
use their handbook: Physical health and wellbeing handbook for service users and
carers (see attached) and we are making changes to the art work to make it more
Oxleas specific and we will acknowledge SLaM in the Oxleas copy.
The Board is asked to note this report and the attachments.
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Physical health and
wellbeing handbook for
service users and carers
Looking after your physical
wellbeing in hospital and
at home
Us together
Working together

Contents
At SLaM, we are dedicated to giving you the best
possible care and we work to look after your
physical and mental health together. Your physical
health is very important and can often affect your
mental health so we’ll always look after both.
This booklet has been produced by staff and
service users at SLaM and is in two parts. The first
part is about what physical health tests we can
give you while you’re in hospital and why they are
important. The second part is about looking after
your physical health and wellbeing at home.
We’ve included a summary of the tests you can
have and there’s also a sheet for you to write down
your test results and notes on your progress.
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Looking after your physical wellbeing in hospital

Why do I need to have
my physical health
checked?
You, your nursing and medical team
need to get a good idea of how
healthy you are when you first come
into hospital. This is important, as
sometimes physical health conditions
may be causing or contributing to your
mental health symptoms. Assessing
your physical health is just as important
as assessing your mental health.

We do this so we can:
• identify and treat any early signs
of physical health problems
• prevent or treat any physical health
problems associated with medicines
you take for your mental health
condition
• continue any care and treatment you
may have been getting from your
family doctor or another hospital
service before you came into hospital
• put you in touch with a GP if you
do not already have one
• keep you safe
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Do I have a choice?
Yes, you have a choice whether or not
to have these tests. It may seem like we
are doing a lot of tests and asking lots
of questions. This can sometimes feel
overwhelming, particularly when you
first come into hospital. If you do not
want a check/test at a particular time,
then discuss this with a nurse or doctor
and we can arrange for it to be carried
out at another time.
People are often anxious when they
are first admitted to hospital and may
be suspicious of staff motives. Every
physical health check offered to you is
important for your physical and mental
wellbeing and you will not be offered
any unnecessary tests.

during this time. We will ask your
permission to do the test and give you
a clear explanation each time we offer
you a check (such as monitoring your
temperature or taking blood) and the
reason for doing it. If you are not sure
why a member of staff is offering you a
physical health check then please ask us.
If we see your health getting worse and
you refuse any of the tests we offer
you, we’ll talk to you to make sure you
understand the consequences of refusing.
A ‘best interest meeting’ may be set up
with you, your care team, your family
or someone else you’d like with you to
discuss how best to care for you.

Health checks will take place in your
room or in the ward clinic room. Our staff
aim to be sensitive and compassionate
when carrying out health checks and
we will respect your privacy and dignity
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What
physical
health
checks
can I
expect
during my
hospital
stay?
10

A nurse and doctor will offer you
the following checks during the first
few days of your stay and regularly
until you return home. How often you
have these checks depends on your
current physical health and the
medicines you take.
• Temperature  
• Blood pressure  
• Pulse  
• Breathing rate  
• Amount of oxygen in your blood  

We will also ask you about:
• any existing medical conditions,
allergies and any medical treatment
you are receiving  
• your lifestyle when you are at home,
for example:
• do you smoke, if so how much?
• do you drink alcohol, if so
how much?
• what is your diet like?
• how active are you?

• Weight and height

It is also helpful for us to know:

• Waist size

• when you last saw your GP

• Urine test

• had your eyes checked by an optician

• Blood tests for glucose, cholesterol,
viruses and to check the health of
your heart, liver, kidneys and thyroid

• when you last visited the dentist

• Staff will also observe what and how
much you eat and drink in the first
few days of your stay and how well
you can care for yourself.  

• if you’re using any contraception

• if you have any concerns about
your sexual health
• if you have any future appointments
arranged
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Physical health
checks during your
inpatient stay

1

Temperature
Why do we do this?
Body temperature can be affected if
you have an infection, by taking certain
medicines, if you are dehydrated and
even if you are very emotional. We need
to know if your temperature is too low,
normal or too high because this can help
us plan your care and treatment.

What happens?
A nurse will take your temperature at least
twice a day in the first few days of your
stay. We will check your temperature using
an electronic thermometer which is placed
in your ear for a few seconds. The nurse
will tell you what the result is and write
it down on a chart. We will continue to
monitor your temperature regularly if you
are prescribed certain medicines (such as
clozapine) or if you feel or look unwell.

What do the results mean?
Normal temperature is around
35-37°C. A high temperature is a
normal response to an infection
and can be easily treated with
fluids and careful monitoring.

In this next section, we explain a bit more about
the tests we will offer you, why the test is being
offered and how it will be carried out.
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A blood pressure that is too low can lead
to things like fainting and falls, whereas
a high blood pressure, if untreated for
long periods may cause problems such
as kidney damage or stroke. We usually
cannot tell if our blood pressure is too
high as there are no obvious signs and
symptoms. The only way we know is by
measuring it. Some medicines can cause
low or high blood pressure, so before we
can give you certain medicines, we need
to check if your blood pressure is okay.

2

Blood Pressure
Why do we do this?
We measure blood pressure so we can see
how well this part of your circulatory system
is working. A nurse will measure your blood
pressure at least twice a day for the first few
days and regularly throughout your stay.
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What happens?
Blood pressure can be measured either
electronically or by hand (manually).
• We will ask you to sit down with
your arm supported on a table or
armrest. Sometimes we will check
your blood pressure lying down
and standing up
• A cuff is wrapped around your
upper arm
• The cuff is inflated and you will feel
it tightening
• The air is then slowly let out of
the cuff

• If the nurse is measuring your blood
pressure by hand, she will place a
stethoscope on your arm just below
the cuff and listen to your pulse
whilst the air is being let out. If it is
measured electronically the machine
does this and there is no need to
listen through a stethoscope
• It is best to do this three times to get
the most accurate reading
• The nurse will tell you the result and
write it down on a chart

• High blood pressure is diagnosed
if readings on a number of separate
occasions consistently show your
blood pressure is 140/90 mmHg or
higher. If this happens, your doctor
will discuss treatment options such
as having further tests to find out
the cause or prescribe a medicine
to lower you blood pressure back
to a healthy level. Later in the
booklet, we discuss some ideas for
keeping your blood pressure in a
healthy range.

What do the results mean?
• Blood pressure is measured in
millimetres of mercury (mmHg).
Ideally, our blood pressure should
be lower than 120/80 mmHg
• The first number is called the systolic
blood pressure. It is the highest level
your blood pressure reaches when
your heart beats
• The second number is called the
diastolic blood pressure and is the
lowest level your blood pressure
reaches as your heart relaxes
between beats
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3

The amount of oxygen
in your blood
Why do we do this?
The amount of oxygen in our blood
is affected by such things as smoking,
asthma or dehydration. We need to
know if the blood is carrying enough
oxygen throughout your body, but
particularly to your brain and heart.
What happens?
We take an estimate of the amount of
oxygen in your blood (also called oxygen
saturation) by placing a small device
(called a pulse oximeter) on one of
your fingers. The device shines a light
through one side of your finger and a
detector measures the light that comes
through the other side. Blood cells that
are full of oxygen absorb and reflect
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light differently than those with not
enough oxygen. Anything that absorbs
light can give a false reading (such as
dark nail varnish). Also, movement
can give a false reading so you will be
asked to keep your hand still while the
oximeter is clipped onto your finger.
The nurse will tell you the result and
record your results on a chart.
What do the results mean?
Normal readings are 94-100%. If your
reading is below this, your doctor
will discuss treatment options such
as having a blood test to check this
further or prescribe oxygen therapy.  

What do the results mean?
The normal respiration rate for
an adult is about 12-18 breaths a
minute. If your rate of breathing
is lower or higher than this, your
doctor will talk with you about
treatment options, such as further
tests to find out the cause.

4

Breathing rate
Why do we do this?
Both an increased and decreased
breathing (respiration) rate can be a
sign that there may be something wrong
in the body. Our rate of breathing can
increase due to a heart or respiratory
condition, fever, infection or dehydration,
whereas our breathing can be slowed
down by drinking too much alcohol, a
head injury or some medicines for pain
such as codeine or morphine.

What happens?
A nurse will simply observe how many
times you breathe in and out in one
minute. One full breath in and full
breath out counts as one respiration.
They may also ask you to breathe into
a white plastic tube to see how well
your lungs work.
The doctor who admits you will also
want to listen to the sound of your
lungs using a stethoscope.
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6

Electrocardiogram
5

Pulse
Why do we do this?
We check your pulse to measure your
heart rate – how many times your
heart beats in a minute. Our heart rate
can be affected by things such as too
much activity, anxiety, side effects of
medication, too much tobacco, caffeine
or alcohol, heart disease, dehydration
or an overactive thyroid gland.
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What happens?
A nurse will measure your pulse by
placing two fingers on the inside of your
wrist. The nurse will tell you the result
and record your pulse on a chart. The
doctor who admits you will also want to
listen to your heart using a stethoscope.
As well as checking how fast your heart
is beating, we are also checking to see
if your heartbeat is strong or weak and
how regular it is.

What do the results mean?
Most adults have a resting heart rate
between 60 and 100 beats a minute.
The fitter you are the lower your
heart rate will be. If your heart rate is
consistently over 100 beats a minute,
your doctor will discuss treatment
options with you, such as having
further tests to find out the cause
or recommend medicines to lower
your heart rate.

Why do we do this?
Another routine test we carry out to
check how healthy your heart is, is an
electrocardiogram (ECG). This records
the rhythm and the electrical activity of
your heart. Before some medicines are
prescribed it is important to check how
healthy your heart is. The doctor and you
will decide on how often you need to
have this test.
What happens?
• The test only takes a few minutes. It is
simple, quick and completely painless
• We will ask you to lie down on a bed
or couch. To get the best possible
reading, relax and lie still.

• A nurse or doctor trained to carry
out ECGs will do the test
• A number of sticky patches called
electrodes will be stuck onto your
arms, legs and chest
• The electrodes are attached to a
recording machine by wires
• When your heart beats, it produces
electrical signals which are picked up
by the electrodes and transmitted to
the recording machine

What do the results mean?
The ECG machine prints out a recording
of the rhythm of your heart. Your
medical team will read, interpret and
inform you about the result. They will
be able to tell if your heart is healthy or
is too fast, slow or irregular. If needed,
your doctor will discuss treatment
options with you, such as further tests
you may need.

• These signals can be seen on a screen
or are traced out on a piece of paper
• The sticky patches are removed and
thrown away after the test
• We will tell you the results once the
reading has been checked  
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for weight to increase when you first
start taking medicines for a mental
health problem. We want to try and
help prevent weight gain from the very
beginning of your treatment.

7

Weight and height
Why does this matter?
Being a healthy weight helps to control
our blood pressure and blood glucose
(sugar) levels, and helps reduce the
risk of heart disease and diabetes. We
measure your weight at the beginning
of your stay so that we know if you are
losing weight or gaining weight during
your time in hospital. It is not unusual
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As well as regular weighing, another way
to check if you are a healthy weight for
your height is by calculating your body
mass index (BMI). This is an estimate of
body fat. The higher your BMI is, the
higher your risk for certain diseases such
as heart disease, high blood pressure and
type 2 diabetes.
What happens?
• A nurse will measure your weight
(in kilograms) and height (in metres)
• Your BMI is worked out by dividing
your weight by your height
• Then dividing the number you get
from this by your height again to
give you a BMI score

What do the results mean?
Your BMI score gives you an idea if you
need to take action about your weight.
There are slightly different guidelines
depending on your ethnic group. Most
of the research about the health effects
of BMI scores has been carried out

with people from an Asian background.
The World Health Organisation and the
Department of Health recommend that
people from an Asian background need
to take action when their BMI score is
slightly lower compared to people from
a white European background.

If you fall into the overweight or
obese categories and would like help
to reduce your weight and BMI, then
we can discuss this as part of your
care plan.

White European population

Asian population

What does the score mean?

What action can I take?

Below 18.5

Below 18.5

Underweight

You may need to put on weight

18.5 to 24.9

18.5 to 23

Normal

This is ideal, you should aim to stay this way

25.0 to 29.9

23 to 27

Overweight

It would be a good idea to try and stop
further weight gain or lose some weight

30.0 and above

27.5 and above

Obese

Losing weight will improve your health

• The nurse will tell you the results and
record it on a chart
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8
Waist size
Why do we do this?
Rather than just measuring overall body
size, in recent years experts now think
that measuring waist size may be a better
way to predict if we are at risk of getting
diabetes and cardiovascular disease. This
is because fat stored around our middle
is unhealthier than overall body fat.

What happens?
• A nurse will wrap a tape measure
around your waist
• To accurately measure this, the tape
measure is wrapped around your
waist halfway between the top of
the hip bone and the lowest rib
(it usually crosses your belly button)
• You will be asked to breathe out and
hold your breath whilst the nurse
takes the measurement

What do the results mean?
These are the guidelines for how big
our waist should be. The higher the
waist size, the more at risk we are of
developing heart disease and diabetes
in the future. As we mentioned earlier
when we discussed BMI scores, there
are different guidelines depending on
your gender and ethnicity.   

If you fall into the at risk category and
would like help to reduce your weight
and waist size, then we can talk to you
about this as part of your care plan.

• They will tell you what the results are
and record this on a chart
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Ethnicity

Gender

Take action if your waist size is:

White European

Men
Women

94 cm (37 in) and above
80 cm (31.5 in) and above

Asian Men
Asian Women

90 cm (35 in) and above
80 cm (31.5) and above
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9

Urine tests
Why do we do this?
We can tell lots of helpful things by
checking urine, such as if you have an
infection, are at risk of diabetes or if
you are dehydrated.
Sometimes we may ask to test your urine  
for illegal drugs, such as cannabis. We do
this as part of an agreed care plan and
we will always ask your permission first.  
What happens?
A nurse will give you a small plastic
bottle or container to urinate into. We
test your urine using a dipstick, a small
strip of plastic to test different parts of
your urine. This takes about 30 seconds.   
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What do the results mean?
This can check if you have sugar in your
urine, which can tell us if you are at risk
of diabetes; if it has protein in it, which
can alert you if you have a problem with
your kidneys; or if you have bacteria
in it, which can be a sign of infection.
Sometimes we may want to send off a
sample for further testing to help us
plan any treatment.

10

Sugar levels
Why do we do this?
Sugar levels in our body fluctuate
depending on what we eat and drink
and how active we are. They can also
be affected by some medicines and how
stressed we feel. High levels of sugar in
the blood can happen if we have too
much food and there is not enough
insulin in the body to balance blood
sugar. This can make us feel tired and
nauseous. Low blood sugar can happen
if we have not eaten enough or there is
too much insulin in the body to balance
blood sugar and can cause shaking, a
fast heartbeat, sweating, tiredness and
irritability. Changes in blood sugar may be
a sign of diabetes. Over a long period of
time high sugar levels can damage blood
vessels and can lead to heart disease.

What happens?
• A glucose test strip is inserted into
a glucose monitor
• The tip of one of your fingers is cleaned
• Your finger is pricked using a sterile
lancet and a drop of blood squeezed
onto the test strip
• The glucose monitor reads the test strip
• You are given some cotton wool to
clean your finger
• The nurse will tell you the result and
record it on a chart  

What do the results mean?
There are differing opinions about the
ideal blood sugar range, so it is best to
discuss this with your nurse or doctor. For
the majority of healthy people a normal
blood sugar level is around four to six
mmol/L. This depends on the time of day
the test is done. Blood sugar will usually
be lowest in the morning and be higher
after meals. If your results are consistently
low or high, the doctor will talk to you
about treatment options with you, such as
further blood tests to find out the cause
and changes to your lifestyle.
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11

Eating and drinking
Why do we do this?
The body needs to balance its fluid intake
with fluid loss. Often when our mental
health deteriorates, we neglect what
we eat and drink. We may eat and drink
too much or not enough and can easily
become dehydrated and malnourished.
Dehydration happens when the body
has less water than it needs to function
properly. Signs of dehydration include:
•
•
•
•
•
•
•
•
•
•
•
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dry mouth
feeling thirsty
headache  
feeling tired
urine darker than usual
passing less urine than usual
feeling dizzy and lightheaded
feeling confused
low blood pressure
fast, weak pulse
cold hands and feet

Consequences of ongoing dehydration
can cause constipation. It can also lead
to problems with the kidneys, muscles,
liver and circulation.
What happens?
In the first few days of your stay, we
will make a note of what and when you
are eating, how much you are drinking
and when you go to the toilet. We will
also ask you if you have any problems
with eating food such as swallowing
and chewing.
What do the results mean?
We will be able to tell if you may be
dehydrated and help you improve
your fluid intake. If you are having
any problems with chewing or
swallowing food, we can discuss the
additional support you may like.

12

Skin care and personal hygiene
Why do we do this?
Looking after the health of our skin
is important to our overall wellbeing.
Some medical conditions can lead to
skin problems, such as dry skin or fungal
infections. Having problems moving
around may also make it difficult to
care for ourselves and affect our skin
from too much pressure and reduced
blood flow in a particular area.

When our mental health gets worse, it
is not unusual to overlook simple things
such as washing or bathing and taking
care of our hygiene as we normally
would. Looking after our hair, nails and
teeth can be easily forgotten about.
Washing clothes may even become
difficult. Alternatively, we may become
too preoccupied with our hygiene and
wash ourselves too much. Over a period
of time, this may lead to problems such
as rashes, skin, nail or dental infections.
Paying attention to our hygiene not only
prevents problems from developing, it
also helps us feel good about ourselves.

What happens?
We will ask you if you have any problems
with caring for your hygiene. If you raise
any concerns or we see any problems, we
will ask you what help you would like.
We can provide you with toiletries
during your stay and assist you with any
hygiene needs. We can also help you with
washing your clothes. If you are at risk of
developing skin problems (e.g. if you have
diabetes), we will check your skin, nails
and feet during your physical checks.
Skin problems may need treatment with
creams or dressings and regular check ups.
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13

Blood tests
Why do we do this?
Blood tests are one of the most common
type of medical tests and can tell us
about the general state of your health,
e.g. if you are anaemic or have an
infection, and how well your heart,
liver and kidneys are working. Blood
tests can also help find problems early,
when treatments or lifestyle changes
may work best.
These are examples of the tests we
take blood for:
Full blood count (FBC): This can help
identify if you have anaemia and if
you have enough white blood cells,
which help fight infection.  

Electrolytes: We check the levels of some
minerals in the blood such as sodium and
potassium. Dehydration, vomiting and
diarrhoea, or uncontrolled diabetes can
affect electrolytes. These results can give
us an idea if your heart and kidneys are
working well and the effects of some
medicines, such as blood pressure tablets.
Liver function test (LFT): We need to
check how healthy your liver is as most
of the medicines we prescribe for you
are broken down by the liver.
Glucose test: This can tell us how much
sugar is in the blood. High levels of sugar
can be a sign of diabetes. This test is the
most accurate if blood is taken about eight
hours after eating. If this is too difficult
there are similar tests we can do that do
not require you to stop eating.

Cholesterol test:  This checks the fats
in your blood to make sure they are in a
healthy range. This test is more accurate
if you don’t eat anything for about eight
hours before your blood is taken.
Blood born viruses (hepatitis B and
C and HIV): Hepatitis (inflammation of
the liver) and HIV, is more common in
south London compared to other parts
of the country. Similar to local GPs and
A&E departments, SLaM routinely offer
blood tests to test for these conditions. If
detected early, these conditions respond
well to treatment and the earlier you
know about these conditions, the more
successful treatment will be.
If you do not wish to have these tests
please tell your doctor.

What happens?
• A tight band (tourniquet) is usually
put around your upper arm to
temporarily slow down the flow of
blood out of the arm to make it
easier to take the sample

• Pressure is applied to the tiny break
in the skin for a few minutes using a
cotton-wool pad to stop the bleeding

• A sample of blood is taken from the
inside of the elbow or wrist, this is
where the veins are close to the surface

• The sample is sent to a different
hospital to be tested, so it may take a
few days before we know the results

• A needle attached to a syringe or a
special blood collecting tube is gently
pushed into the vein
• You may feel a slight pricking sensation
as the needle goes in, but it should not
be painful

• When the sample has been taken,
the needle will be removed and
thrown away

What do the results mean?
Many medical problems cannot be
diagnosed with blood tests alone.
However, blood tests can help you and
your doctor learn more about your
health. Your doctor will discuss your
results with you. Your doctor will talk
about your results with you and if
they’re outside the normal range you
can talk about what to do next.

If you do not like needles, tell the person
who is taking the sample so they can
make you more comfortable.

• We usually test for a few things at the
same time, so more than one tube
might be attached to the needle
before it’s taken out of your arm

Thyroid function test (TFT): This can
tell us if your thyroid gland is working
properly. An overactive thyroid can cause
nervousness, anxiety and weight loss
whereas an underactive thyroid can cause
depression, tiredness and weight gain.
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Blood levels
of prescribed
medication

Blood tests for
people taking
clozapine
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Many research studies suggest that
clozapine is the most effective medicine
for treating psychotic experiences.
However, it can cause the levels of white
blood cells to drop. The white cells in the
blood are made up from lots of different
types of cells and are important for the
body’s immune system and for fighting
any signs of infection. Sometimes
clozapine and to a lesser extent all the
other types of antipsychotic medicines
can cause a reduction in white cells and
make people more vulnerable to fighting
infections. People who are prescribed
clozapine have their blood monitored
very closely - weekly when it is first

If you are prescribed certain medicines,
it is helpful to know how much of the
medicine is in your blood. This can guide
us about the daily amount of medication
that is best for you and make sure you
are not getting too much or too little.

prescribed and eventually monthly.
The risk of harming the white cells
reduces the longer the medicine is
taken. However, the risk never entirely
goes away, which is why all the time
someone is prescribed clozapine,
blood tests will be needed.
Symptoms of a very low white cell
count can include fever, chills and
infections, such as recurrent bacterial
throat or skin infections, and constant
body aches and pain. This condition is
very rare and constant monitoring is
a good way of preventing any serious
conditions and means the drug can
be altered or stopped.

What other
checks can I
expect?

We also want to
know how well
you sleep

As part of any admission to a hospital,
whether it is to a mental health unit
or a general hospital ward, a doctor
will want to carry out a routine
examination. For example:

Physical health as well as mental health
problems can get in the way of having a
good night’s sleep. During your time in
hospital, the staff will monitor how well
you sleep. They will take note if you sleep

during the day. The night staff also need
to monitor how well you sleep at night.
They should check on you at least once
every hour and make a note of it. They
do this to make sure you are safe and
also because your doctor and team need
to know what your quality of sleep is like
as they may need to alter your treatment.
As long as everything is fine, they won’t
disturb you when you’re asleep.

• They will want to check your
abdomen by gently feeling your
stomach, liver and kidneys to see
if they feel tender or swollen
• They will also check your strength,
coordination, reflexes and how
you respond to light and touch
• They will examine your joints and
muscles to see if there is any
stiffness or pain
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Who is this
information
shared with?
The results of any health checks
and blood tests are recorded
in your medical records. These
will be both in paper form and
computerised form. We will let
your GP know about the results
when you are discharged so that
we and your other healthcare
providers can give you the
best possible care. For more
information, please ask for the
Trust information leaflets ‘Use of
personal information: your rights’
and our leaflet on confidentiality.
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How does
my physical
healthcare fit
into the care
programme
approach?
The care programme approach (CPA) is
a way of making sure you get the best
support and care for your recovery. It
includes an assessment and care plan of
both your mental and physical health.
Your care plan is a joint written
agreement of the care you can expect.
It should include relevant information
about what physical health care will
help you, the frequency and type of
physical health checks available and who
is responsible for providing each part of
your care. Following your discharge from
hospital, at each CPA review, it is helpful
to discuss your progress for both your
mental and physical health.

What else can I
do to support my
wellbeing whilst
in hospital?
There are lots of things you and your
mental health team can do to work
together to support your physical
wellbeing during your inpatient stay.
All hospital sites have information
available about their range of health
and wellbeing activities, such as
how to access the hospital gym,
swimming or yoga classes. It may also
be helpful if you work with other
health professionals during your stay
such as a dietician, exercise trainer,
stop smoking specialist or chiropodist.   
Taking control of what we eat, how
active we are and stopping smoking
have all been linked with better
mental health.
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Smoking cigarettes during
your hospital stay
Why is smoking restricted whilst
I am in hospital?
Since 2008, service users, visitors and
staff have not been allowed to smoke
in hospital wards.
Many service users who smoke, as
well as their carers and clinicians have
complained that being prevented
from smoking whilst in hospital is an
infringement of their rights. Banning
smoking certainly poses an ethical and
moral dilemma. However, smoking
bans are not simply restricted to mental
health settings, but apply to all enclosed
places where people work and the
public and service users have access.

To have special exemptions in place
to allow smoking for people who
are receiving hospital treatment
for a  mental health condition does
not really support the argument
for equality for people with mental
health problems. On the one hand,
we can’t strive to bring to an end the
stigma and discrimination that mental
health service users face but then fight
for positive discrimination to smoke.
Passively accepting the high rates of
smoking, physical health problems
and premature death experienced by
service users with a mental illness as a
result of smoking is also an example
of stigma and discrimination.

If I am a smoker, what support will I
get whilst I am in hospital?
We can support you to temporarily or permanently
stop smoking whilst you are in hospital.
• We will look at your smoking behaviour
and how dependent you are on nicotine
• We will work with you to understand why
you are addicted to cigarettes and how they
fit into your life
• We will help with tobacco withdrawal
symptoms by providing you with nicotine
replacement therapy (NRT) throughout your stay
• We will explain how NRT works and how
to get the best out of it
• We will also provide emotional and
psychological support to help with the cravings
• We will regularly check the effects of reducing/
stopping smoking on your mental health
and medication levels
• When you are discharged, we will link you
up with a stop smoking specialist in your
local community
There are many positive reasons why stopping
smoking is good for your overall wellbeing.
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Diet and
exercise
during your
hospital stay

When people are recovering, their
appetite often improves. Also, some
of the medicines we prescribe may
make you feel more hungry and thirsty.
We will work with you to make sure
that you still enjoy food whilst trying
to stop you gaining any more weight.
For a diet to be considered healthy, we
need to balance the amount of food
we eat with how active we are, and
also eat a range of foods. Men need
around 2,500 calories a day to keep
their weight stable whereas women
need around 2,000. However, people
need fewer calories than this if they
are not very active and spend most of
their day sitting down.
The latest guidelines from the
Department of Health suggest we
should do at least two hours and 30
minutes of moderately intense activity
each week. This means being active
enough to get slightly warmer, out
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of breath but still be able to talk.
They also suggest we do some muscle
strengthening activities at least twice
a week.
Every ward has access to an exercise
trainer. These are valuable members
of the team who can assess your
current level of fitness and work out
an individual exercise programme to
suit your fitness needs and confidence.
More information on diet and
exercise can be found in this booklet.
You can also find more information
on the ward.

What happens
when I am
discharged?
We write to your GP and community
team explaining the care you’ve had
whilst in hospital. We also let them
know of the results of your physical
health checks, blood tests and your
agreed care plan. It may be necessary
to let other health professionals know
about your physical health, for
example if you have been referred
for specialist medical care. We will
involve you in deciding the type of
information we will share with other
partners in your care.
We want to support you to get the
best out of health services in your
local community, such as your GP
practice, local NHS stop smoking
services and health screening clinics.
We can put you in touch with these
services before you are discharged.
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What physical
health checks can
I expect when I
am at home?
People with specific mental health and
physical health conditions are invited to
attend their GP practice every year.   
During these appointments you are
likely to be asked:
• if you smoke and how much: if you
are a smoker, you will be offered
support to stop
• if you drink and how much: if you
drink too much, you will be offered
support to cut down
• if you are a woman aged between
25- 65 they will check if you have
attended for cervical screening in
the previous five years  
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Your GP or practice nurse will
also monitor:
• your blood pressure
• body mass index (BMI)
• take blood to check sugar and
cholesterol levels
For people without mental health
conditions, GP practices have recently
introduced ‘NHS checks’ for all their
patients aged between 40 and 74.
These five yearly checks aim to identify
people at risk of preventable conditions
such as heart disease, stroke, diabetes,
kidney disease and dementia.  
If you are invited to attend to see your
GP; it will be helpful to your overall
wellbeing to attend. You can take
along a family member, friend or
advocate to support you.

What physical
health problems
might I be at
risk of?

What positive
action can I take
to improve my
health?

The answer to this is quite simple.
People with a mental health condition
experience exactly the same physical
health problems as everybody else
such as heart disease, diabetes, cancer
and respiratory diseases. People with
a mental health condition often
experience some physical health
problems more frequently and in
some cases more severely.

There are a number of things that increase
or lower your chances of getting heart
disease, diabetes, cancer and respiratory
disease. Some risk factors cannot be
changed, for example the older you get
the more at risk you are and if one of
your parents has heart disease you will
be more at risk.

Most physical health conditions are
preventable. Poor physical health is not
inevitable. Being fully aware of potential
problems gives you a true choice in
whether or not to take on board the
information and act to change things.  

•
•
•
•
•
•
•
•
•
•
•

However, the good news is there any many
things we can take control of, such as:
stopping smoking  
reducing cholesterol
maintaining a healthy weight
controlling blood pressure
controlling blood sugar
attending health screening checks
maintaining good dental health
avoiding drinking too much alcohol
avoiding illegal drugs
practising safe sex
managing your medication
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Taking control
of smoking
Why does it matter?
• Smoking is the main cause of
preventable death and disease in the
UK and throughout the world. About
half of all smokers will die too soon,
losing on average about 10 years of life

Smoking and
mental health
medicines
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• If you are a smoker, you are not only
more likely to have poor physical
health but also poorer mental health
than someone who does not smoke
• Adults with mental health problems,
including those who misuse alcohol or
drugs smoke up to four times more
than people who don’t have a mental
illness. This is one of the main reasons
why people with a mental illness tend
to die younger than people who are
mentally well

• People with a mental illness who
smoke have more severe mental health
symptoms and need higher doses of
antipsychotic medication
• The tar in tobacco smoke speeds up
the metabolism of some antipsychotic
medication (chlorpromazine,
clozapine, olanzapine, fluphenazine,
haloperidol and zucopenthixol)
and some antidepressants and
benzodiazepines (e.g. amitriptyline
and diazepam)

• Tobacco smoke contains around 7000
chemicals, including 60 poisonous ones
that are known to cause cancer
• Even if you are not a smoker, breathing
in second-hand smoke increases your
chances of getting lung disease and
heart disease by up to 60%

• This means that smokers often need
higher doses of medicines compared
to non-smokers to have a similar
clinical effect. This is because
these medicines do not stay in the body
long enough to work efficiently
• When people cut down or stop smoking
they need to have the dosage of
their medication closely monitored
and possibly reduced. This is because
the tar from the smoke is no longer
in your system to speed up the
metabolism of the medicines    

The myth
of smoking
cigarettes
to help with
stress

Smokers, carers and mental health
clinicians sometimes believe smoking
helps them feel less stressed, improves
mood and reduces anxiety. The reality
is - smoking simply medicates the effects
of nicotine withdrawal that occur several
times throughout the day. The nicotine
from a cigarette does not stay in the
body for very long and as nicotine
levels start to drop you start to have
withdrawal symptoms, such as nicotine
craving, irritability, anxiety, restlessness,
low mood and poor concentration.

To prevent these awful feelings, the
easiest and quickest thing to do is
have another cigarette
Research shows that current smokers
have the highest levels of stress, anxiety
and depression compared to ex-smokers
and people who have never smoked.
Once people have managed to quit for
about four weeks, their stress and
anxiety levels actually reduce.
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What help is
available if I
want to stop
smoking?
Stopping smoking is one of the best things
you can do to improve your overall health.
However, many smokers (with or without a
mental health problem) struggle to give up,
or manage to give up and then go back to
smoking. It’s easier to take control of your
smoking if you have support. Getting support
from an NHS stop smoking service greatly
increases the chance of successfully stopping
compared with having no support.
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Local NHS Stop Smoking Services
Croydon: Lennard Rd.
Freephone 0800 0198570
Lambeth: Sanscroft St, Kennington.
Freephone: 0800 8563409
Lewisham: Waldron Health Centre,
Amersham Vale, New Cross.
Freephone: 0800 0828388
Southwark: Clinical Treatment Centre,
Maudsley Hospital.
Freephone: 0800 1696002

What support can I
expect from an NHS
stop smoking service?
• The service offers free help. It
consists of six to 12 sessions of
psychological support and free
prescriptions for medicines to
help minimise nicotine
withdrawal symptoms
• You can get stop smoking
treatment either in a group or
one-to-one with a stop smoking
advisor.

• You are given a choice of gradually
reducing the number of cigarettes
you smoke before quitting or
support to abruptly quit
• Half of people who set a quit date
with these specialist services
manage to stop smoking in the
short term   

Choice of medicines to help
you stop smoking
Nicotine replacement therapy (NRT) is the
most commonly used medicine. There are
different types of NRT:
patches / gum / lozenges / inhalator / nasal
spray / mouth spray / tablets  
NRT works best if you have two types
together (e.g. patches and gum) and use it
for about three months.
There are two other effective types of
medication specifically for stopping
smoking in the form of tablets that
your GP can prescribe (bupropion or
varenicline). They also work best if you
take them for three months.
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Taking
control of
cholesterol
Why does it matter?
Cholesterol is a type of fat. The body
needs cholesterol to help make certain
vitamins and hormones and can make
enough cholesterol of its own. We also
get extra cholesterol from some of the
foods we eat.
Too much cholesterol can lead to serious
problems like heart disease. A high
intake of animal fats such as meat,
eggs and cheese are the main cause of
excess cholesterol. It’s not just eating too
much fat that causes high cholesterol;
smoking contributes to it, as does having
high blood pressure, diabetes or an
underactive thyroid.
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If you are on antipsychotic medication,
you will need to have a blood test about
three months after starting treatment
and then at least every year to check your
cholesterol levels. This is because some
medicines may increase cholesterol levels.
To take control of your cholesterol,
you may want to consider…
• Eating a healthy diet
• Regular exercise
• Stopping smoking

There are also medications called
statins that can be prescribed by your
GP if your cholesterol is not reduced
from diet and exercise alone.
It might be helpful to keep a record
of your cholesterol levels and when
your next test is due in the health
check results tracker in the back of
this booklet.

Taking control of
blood sugar
Why does this matter?
Diabetes is a condition that often goes
undiagnosed for many years. This
delay can mean you’re more at risk of  
problems with your eyes and damage to
your kidneys and nervous system. The
symptoms of diabetes  can be influenced
by a family history of diabetes, smoking,
physical inactivity, poor diet and the
effects of some medicines.
To take control of your blood sugar
levels, you may want to consider…
That glucose (sugar) monitoring is not
only necessary for people with diabetes.
If you do have diabetes you will need
to monitor your levels at least twice a
day using test strips that you can get on
prescription from your GP. However, if
you are taking an antipsychotic medicine

you should have your blood tested three
months after you are prescribed the
medicine and every six–12 months after
that to assess your sugar levels.
It is important that you and your carers
watch out for the early signs and
symptoms of diabetes. These can include
passing urine more often than usual,
especially at night, feeling thirstier than
usual, extreme tiredness, losing weight
without trying, blurred vision, and slow
healing of cuts and wounds.
Report any of these symptoms to your
GP or care coordinator. Again, as with
all areas of health, diet, exercise and
stopping smoking will improve glucose
control. Every GP practice will have a
nurse who specialises in the prevention

and management of diabetes. They
can be a great source of support and
information so make sure you see them
if you need to.
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Taking
control of
weight
Why does it matter?
Being a healthy weight will help control
your blood pressure and blood sugar
levels, and helps reduce the risk of heart
disease and diabetes. It is not unusual for
weight to rapidly increase when you first
start taking some medicines.
To take control of your weight, you
may want to consider...
• That maintaining a healthy weight
involves balancing the calories from
the food and drink we eat with the
amount of calories we burn through
being active
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• To lose weight in a healthy way we
need to use up more calories than we
eat, such as by being more active
• Losing weight slowly and steadily is
much healthier than going on a crash
diet. Skipping meals is not a helpful
way to lose weight either – it only
makes snacking on cakes, biscuits and
sweets more tempting. Planning
meals a day or two in advance instead
of making decisions on a moment to
moment basis gives you more control
over what you eat
• Eating healthily: the current
recommendation from the Department
of Health is that our diet should mostly
be made up of fruit, vegetables and
starchy foods such as wholegrain
rice and pasta or potatoes. The rest
should consist of proteins such as
meat, fish or beans as well as a small
amount of dairy (e.g. milk, eggs and
cheese). Foods that contain sugar and
fat, such as cakes and biscuits, should
only make  up a very small amount
of our diet

• Sometimes people are not sure where
to start with healthy eating and may
need a bit of guidance. There will
be professionals in your mental health
team, such as occupational therapists
and dieticians who are a good source
of information and practical advice
• Getting enough exercise: A number of
studies have demonstrated the positive
benefits of exercise on both physical
and mental health. To stay healthy or
to improve health we need  to do two
types of physical activity each week:
aerobic and muscle strengthening
activity for about two hours and
30 minutes  
• Aerobic activities improve
cardiovascular health and include brisk
walking, cycling, jogging, swimming
and dancing, anything that gets your
heart rate up and gets you out of
breath
• Muscle-strengthening exercises
improve balance, muscle tone and
bone health, increase the rate at
which the body burns calories and can
be achieved by climbing stairs, carrying
shopping, walking uphill, gardening,
yoga or t’ai chi

• We need to be creative about how
we can incorporate exercise into our
daily routine without much effort
or disruption – for example, exercising
for two 10-minute slots each day
might be initially more achievable
than half an hour at a time on five
days of the week. Your mental
health team and GP practice can
often help you get discounted
membership rates at your local gym or
provide you with information about
local exercise/wellbeing classes
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Taking
control
of blood
pressure
50

Why does it matter?
When your heart beats, it pumps blood
round your body, and as the blood
moves, it pushes against the sides of
the blood vessels. The strength of this
pushing is your blood pressure. If your
blood pressure is too high for a long
period of time, it puts extra strain on
the heart and this may lead to a heart
attack and stroke.
To take control of your blood
pressure, you may want to consider:
That lifestyle changes will lower your
blood pressure:
•
•
•
•
•

eating more fruit and vegetables
maintaining a healthy weight
getting physically active
stopping smoking
eating less salt

If you are diagnosed with high blood
pressure, there is much you can do to
lower it. The more you can reduce your
blood pressure, the lower your risk of
a heart attack or stroke will be. High
blood pressure is diagnosed if readings
on a number of separate occasions
consistently show your blood pressure
is 140/90 mmHg or higher.
Medication for high blood pressure
Medication to lower blood pressure is
recommended for people who have
persistent blood pressure readings over
140/90 mmHg. People with diabetes
will be offered treatment if they
have persistent blood pressure over
130/85 mmHg. Just as with any other
medication, this needs to be taken
consistently for as long as it is prescribed,
with regular blood pressure check ups.
Machines that can be used at home can
be bought at your local pharmacy and
are a useful way of keeping a check on
your day to day health.
It might be helpful to keep a record of
your blood pressure in the health check
results tracker in the back of this booklet.

Attending for
health screening
check ups
Why does it matter?
We are all at risk of cancer. There are a
number of cancer screening programmes
which anyone can use. However, the
uptake of cancer screening services is
generally poor by people with mental
health conditions. Early detection of
cancer improves  our chances of beating it.
You may want to consider…
• Women between the ages of 25 and
64 are eligible for a free cervical
screening test every three to five years
• The NHS breast screening  programme
provides free breast screening every
three years for all women aged 50 to 70

• The most recent screening programme
to be introduced in the UK is for bowel
cancer. This offers screening every
two years to all men and women aged
60 to 69
When you become eligible for any cancer
screening, your GP will automatically
send you a letter inviting you to attend
the GP practice or local hospital. It is very
important not to ignore these letters. If
you are uncertain or reluctant to attend,
speak to your GP or mental health
team, who will be able to give you some
information and help in finding someone
to come with you to the appointment.

You can also keep a check on your own
health by self-examination. You can pick
up a leaflet from your GP surgery or
check online about breast and testicular
self-examination. These resources
provide simple instructions about what
to feel and look for and what to discuss
with your GP.
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Taking control of oral health
Why does it matter?
People with a serious mental illness have
higher rates of tooth decay and tooth loss
compared to mentally healthy people. Poor
dental health is linked to diseases such as
heart disease and stroke. Bacteria from our
mouths can enter the bloodstream from
bleeding gums; once bacteria gets into the
bloodstream, it can  lead to  clotting inside  
blood vessels, increasing the risk of heart
attacks and stroke.

You may want to consider that…
A number of things cause poor
dental health, such as

• some medicines (which reduces the
flow of saliva in the mouth resulting
in dry mouth)

• smoking (which causes the gums and
bone to recede as well as tooth loss)

• poor oral hygiene (e.g. forgetting
to brush your teeth, not going
for check ups)

• poor diet (e.g. food and drink with
high sugar content)
• excessive alcohol (which can erode
the enamel on the outside of the
teeth, leading to decay)

Taking
control of
the use of
substances
Why does it matter?
People who have a mental illness
and drink alcohol excessively or use
illicit drugs face a greater challenge
in maintaining their physical health.
Alcohol often interferes with prescribed
medication. Short-term alcohol use can
make existing conditions such as heart
disease or depression worse. Long term
alcohol use can result in heart and
liver disease, as well as immune and
gastrointestinal disorders. Drinking too
much over a long period of time can also
increase the risk of cancers of the mouth,
throat, oesophagus, colon and breast.

cause many physical health problems.
Regularly smoking cannabis (or any
drug) affects the lungs and can lead
to lung disease. Many people smoke
tobacco and cannabis together, which
may well increase the risk of developing
respiratory symptoms even further.
Stimulants such as cocaine increase the
heart rate and blood pressure, which in
turn increases the oxygen demand on
the heart. This can lead to a heart
attack and breathing problems.  
To take control of substance use,
you may want to consider…
That mental health services have access
to specialist professionals whom they can
put you in touch with if you would like

further support. There are also specialist
addiction services throughout SLaM
that can be a great source of support in
helping you to cut down your drinking.
There are a number of things you can do
yourself to take control of your drinking.
Simply monitoring how many units of
alcohol you drink over the course of a
week can help you decide if you need
to take further action.
The NHS recommends that men should
drink no more than three to four units a
day and women two to three units a day.
On the next page, there is a tool to
help you work out if your drinking may
be a potential problem.

Illegal drugs such as cannabis, cocaine
and amphetamines make mental
health problems worse. They also
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Alcohol Use Disorders
Identification
Test (Audit)
(World Health
Organisation, 2001)
This is one unit
of alcohol…
Half pint of regular beer,
lager or cider
1 small glass of wine

AUDIT

Scoring system

your
score

0

1

2

3

4

How often do you have a drink containing alcohol?

Never

Monthly
or less

2-4 times
per month

2-3 times
per week

4+ times
per week

How many units of alcohol do you drink on a typical day when you
are drinking?

1-2

3-4

5-6

7-9

10+

How often have you had 6 or more units if female, or 8 or more if
male, on a single occasion in the last year?

Never

Less than
monthly

Monthly

Weekly

Daily or
almost daily

How often during the last year have you found that you were not
able to stop drinking once you had started?

Never

Less than
monthly

Monthly

Weekly

Daily or
almost daily

Audit score

What might this mean?

How often during the last year have you failed to do what was
normally expected from you because of your drinking?

Never

Less than
monthly

Monthly

Weekly

Daily or
almost daily

0-7
		
		
		

This is okay, though it might
be helpful to read up on
alcohol and the possible
effects

How often during the last year have you needed an alcoholic drink
in the morning to get yourself going after a heavy drinking session?

Never

Less than
monthly

Monthly

Weekly

Daily or
almost daily

How often during the last year have you had a feeling of guilt or
remorse after drinking?

Never

Less than
monthly

Monthly

Weekly

Daily or
almost daily

8-15
		
		
		
		

You may just need simple
advice from your GP or
health professional about
how to avoid increasing
your alcohol use

How often during the last year have you been unable to remember
what happened the night before because you had been drinking?

Never

Less than
monthly

Monthly

Weekly

Daily or
almost daily

Have you or somebody else been injured as a result of your drinking?

No

Yes, but not in
the last year

Yes, during
the last year

11-19
		
		
		
		

You might benefit from
simple advice, as well as
brief counselling and 		
monitoring from your GP
or health professional

Has a relative or friend, doctor or other health worker been
concerned about your drinking or suggested that you cut down?

No

Yes, but not in
the last year

Yes, during
the last year

20 and above
		
		
		
		

Referral to a service who
specialises in alcohol
counselling will be helpful
for further assessment
and treatment

1 single measure of spirits
1 small glass of sherry
1 single measure
of aperitifs

…and each of these is
more than one unit
Pint of regular Beer/
Lager/Cider
Pint of Premium
Beer/Lager/Cider
Alcopop or can/bottle
of Regular Lager
Can of Premium
Lager or Strong Beer
Can of Super
Strength Lager
Glass of Wine
(175ml)
Bottle of Wine

Scoring: 0 – 7 - Lower risk: 8 – 15 - Increasing risk:  16 – 19 - Higher risk: 20+ Possible dependence
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What do the
scores mean on
the AUDIT tool?

SCORE

The scores can help you work out if you
need to speak to a health professional
about your drinking. They are just a
rough guide; you also need to consider
your medical history as well as your
current symptoms

Other simple things you might want to
try if you’re thinking about cutting down
your drinking…
• alternating an alcohol drink with a
glass of water so you stay hydrated
• drink a soft drink to quench your
thirst, rather than alcohol
• swap to a lower strength beer or wine
• only take a fixed amount of money
out with you to buy alcohol or other
substances
• educate yourself about the impact of
substances on your mind and body
• know what emotions and situations
trigger you to use substances
As well as services within SLaM, there
are a number of local voluntary and
independent services for people who
would like support with substance use.

It is important to get help before
suddenly stopping or cutting down
on drinking or using drugs and get
advice from an appropriate health
professional
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Taking control of
sexual health
Why does it matter?
There are many medicines (e.g.
antipsychotics, antidepressants and
treatment for high blood pressure) that
can make you feel like not having sex or
reduce the pleasure you might get from
sex. A small number of medicines can
also cause problems such as painful,
swollen breasts in both men and
women and affect women’s periods.
Unprotected sex can lead to sexually
transmitted diseases or diseases that
can affect your immune system such
as HIV and hepatitis. It can also result
in pregnancy.
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To take control of your sexual
health, you may want to consider:
that telling someone about your
concerns will help your care team to
change your medication or help you get
the best support. People can feel a bit
embarrassed talking about their sexual
health needs and end up never raising
the issue. They are then left wondering
whether some of the issues they
are experiencing are normal or are
a cause for concern. Don’t let
embarrassment get in the way of this
important aspect of your health.
You can find advice on sexual health
in a variety of places, such as your GP,
sexual health clinics, family planning or
contraception clinics. There is a huge
amount of information you can access
online that clearly and simply explains
all aspects of sexual health.

Taking control
of medication
and physical
wellbeing

Considering contraception
and safe sex
There are many different methods of
contraception and every GP practice will
have a doctor or nurse who has special
training in this area who can discuss your
particular needs or refer you to another
professional. They can also advise about
the prevention of sexually transmitted
diseases and provide access to free
condoms. Sexual health clinics are a
valuable source of support and can also
provide advice about any worries you
may have about any part of your sex life.

and knowing how to manage them
can improve the experience of taking
medication.

• The health of your stomach, liver and
kidneys, e.g. if you are in poor physical
health, a drug may stay in the body
longer than usual before it is excreted
• Taking two or more medicines at
the same time

Why does it matter?
Taking medication is only one part of
staying well, but it is an important part.
Medicines for mental health conditions
are usually part of a long term treatment
plan and work best if taken consistently.
However, sometimes the side effects
of medication can get in the way
of taking them. All medicines have
unwanted side effects which may affect
your physical health, whether they are
prescribed for the treatment of high
blood pressure, for an infection or for
a mental health condition.

What causes unwanted side effects?
Medicines for the treatment of mental
health conditions work by increasing or
reducing the effects of natural chemicals
(neurotransmitters) in the brain. These
natural chemicals control various aspects
of behaviour, including mood and
emotions, sleeping, alertness, eating
and interest in sex. Changing the amount
of a natural chemical, (e.g. dopamine
or serotonin) can be useful because it
can help reduce distressing experiences.
However, although there have been
advances in the design of new medicines
in the last 20 years, medicines for
any health condition are still not that
sophisticated and also alter some of
the natural chemicals we do not want
to change and this leads to unwanted
side effects.  

Sometimes it can be a delicate balance
between getting relief from distressing
symptoms and avoiding side effects.
Prevention, identifying side effects early,

Other reasons for side
effects include…
• The dose may be too high or given
too often

Your prescriber or care coordinator
should regularly review your medication
to see how well it is working for you and
check if you have any side effects. On
the next couple of pages we have
provided a quick summary of everyday
medicines for mental health conditions
and their common side effects. The
summary is adapted from the Maudsley
prescribing guidelines, written by leading
medicines experts. We have also provided
some suggestions about how to deal
with side effects.
Everyone is different and some people
may be sensitive to a particular medicine
and have a side effect that is uncommon
for a particular drug, whereas other
people will be more resilient and might
avoid experiencing a common side effect
associated with a particular drug.
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Physical health side effects and antipsychotic medicines
Drug

Amisulpride

Aripiprazole

Clozapine

Haloperidol

Olanzapine

Quetiapine

Palperidone

Risperidone

Tremor/stiffness
Weight gain
Constipation
Low blood pressure
Diabetes
Sexual problems
very common:

moderately common:

uncommon:

rare:

uncommon to rare:

Physical health side effects and antidepressant medicines
Drug

Amitriptyline

Citalopram

Fluoxetine

Lofepramine

Mirtazipine

Nausea/sickness
Weight gain
Constipation

Paroxetine

Sertraline

Venlafaxine

Taking
control
of
side
effects
These are a few
suggestions you
may want to think
about for dealing
with unwanted
side effects

Nausea/sickness

Take with food, unless told otherwise. Eat smaller, more frequent meals. Sip water.
Talk to your prescriber about changing the dose or medicine

Movement
problems such
as shakiness or
stiffness

These types of side effects are best treated by reducing the dose or switching to a different
medication.You can have an additional type of medication to treat any shakiness or stiffness but
this is not recommended in the long term. No one should have to tolerate this type of side effect as
there are plenty of other choices of medicines available that cause little or no movement problems

Weight gain

It is helpful for you and your care team to take a proactive approach to prevent weight gain.
You should weigh yourself regularly and measure your waist size. Take into account your appetite
may be much stronger and you might crave foods that relieve hunger quickly such as chocolate,
sweets, cakes, fizzy drinks and fast food. Try and plan ahead, learn how to read food labels and
how to make healthy snacks and meals. Speak to your team about getting support to increase
your activity. If you are unhappy with the effects of your medicine on your weight, speak to your
prescriber and ask for an alternative medicine

Dry mouth,
constipation

A high fibre diet that includes plenty of fruit and vegetables is helpful. Water rather than fizzy drinks
and sugar free gum for a dry mouth might help. It is important to look after your oral hygiene, it is
helpful to brush your teeth twice a day and have regular dental check ups as a dry mouth can lead
to tooth pain and loss

Low blood
pressure (dizziness,
feeling faint and
light headed)

Have your blood pressure taken regularly, make sure you are not dehydrated, avoid alcohol,
heavy meals, long periods of lying down, long periods of standing still and a very hot bath or
shower. If it persists, discuss the possibility of switching to a drug that does not cause low
blood pressure with your prescriber

Raised blood
sugar, diabetes

Just like with weight gain, a proactive approach is needed to prevent changes in blood sugar
and the onset of diabetes. The level of sugar in your blood should be tested before a medicine
is prescribed, then every three months and then every six months when stable. A healthy
lifestyle – a good diet, keeping active and not smoking all help to maintain stable blood sugar levels.
Report symptoms such as frequently passing water, increased thirst, and abdominal pain
to your care coordinator

Sexual side
effects

Report any changes in your interest, performance and satisfaction with sex, as well as swollen,
leaking breasts (men and women) and erratic periods (women). Discuss with your prescriber
about either reducing the dose or switching to a drug that does not cause these side effects.
Make sure you follow health promotion advice e.g. breast self-examination and contraceptive advice

Low blood pressure
Sexual problems
very common:

moderately common:

uncommon:

rare:

uncommon to rare:

Adapted from Taylor et al (2012) The Maudsley Prescribing Guidelines in Psychiatry
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Useful resources
There are lots of local and national resources where you can find
additional information to support your wellbeing. Local information
is available through your mental health team. Below are some
examples of national organisations that you may find helpful.

British Lung
Foundation

www.blf.org.uk
British Lung Foundation
73-75 Goswell Road
London, EC1V 7ER  
Tel: 03000 030 555

The UK’s leading charity for lung diseases. It provides information and education
about lung conditions, a helpline and support groups

Cancer
Research UK

www.cancerresearchuk.org

The UK’s leading cancer charity provides information and education about the
prevention and treatment of all types of cancer

Smokefree
England

www.smokefree.nhs.uk
NHS Stop smoking helpline:
0800 022 4332

NHS support for help with stopping smoking. Provides information, education and
support to quit, DVDs, interactive tools and mobile apps

Rethink
Mental

www.rethink.org
Head Office,15th Floor
89 Albert Embankment
London, SE1 7TP
Tel: 0300 5000 927

One of the UK’s leading mental health charities, which has resources, checklists and
information on improving physical health and wellbeing  for people with a mental
health condition

Organisation

Contact details

Description

NHS Choices

www.nhs.uk

This is the UK’s leading website for health information. The site draws together
knowledge and expert advice about wellbeing, health conditions, treatment and local
services. It is accessible in over 50 languages and has leaflets, videos, interactive tools
and mobile apps to use

British Heart
Foundation

www.bhf.org.uk
BHF, Greater London House,
180 Hampstead Road,
London NW1 7AW
Tel: 0300 330 3311

The British Heart Foundation (BHF) is the UK’s leading heart charity. It funds research
and pioneering treatment in heart disease. They provide free resources to download
or order such as booklets and DVDs on prevention, education and treatment, advice
on healthy eating, exercise and smoking

Mental
Health
Foundation

www.mentalhealth.org.uk
Colechurch House
1 London Bridge Walk
London SE1 2SX
Tel: 020 7803 1100

One of the UK’s leading mental health charities, which has resources and information
on improving physical health and wellbeing for people with a mental health condition

Diabetes UK

www.diabetes.org.uk
Macleod House,
10 Parkway, London,
NW1 7AA
Tel: 020 7424 1000

The leading diabetes charity in the UK provides information and education about
the prevention of diabetes as well as care and support for people with type
1 and 2 diabetes

MIND

www.mind.org.uk
15-19 Broadway
Stratford
London E15 4BQ
Tel: 020 8519 2122

Another of the UK’s leading mental health charities, which has resources and
information on improving physical health and wellbeing for people with a
mental health condition

62

63

Acknowledgements
This booklet is the result of a collaboration between
service users and staff at SLaM and The Institute of
Psychiatry, King’s College London. We would like to thank
the following for their contribution: Debbie Robson,
Alex Harwood, Annie Jordan, Jaqueline Best-Vassell,
Natalie Warman, Fay Guest, Anne Middleton, Roslyn
Byfield and the artists.
Art credits
FC: Sky Birds Ingrid Andrew, P3: For the trees 1 Sara Rivers,
P4: What the heart holds Ingrid Andrew, P11: Let the light in
Ingrid Andrew, P33: For the trees 2 Sara Rivers, P37: Rousseau
Calling Terence Wilde, P38: House Near Sancreed Elena Brebner,
P47: Spring Blossom with Interior John O’Donnell, P51: Help!
Ingrid Andrew, BC: Untitled Nick Farey
© All content is the copyright of SLaM
Design: Bigfrankmedia.com
Published: January 2014
Review date: January 2016

CLINICAL EFFECTIVENESS GROUP
Friday 27 February 2015
1.00pm – 3.30pm
Boardroom, Pinewood House
Present

Ify Okocha
Anthony Davis
Wilf Bardsley
Dr Sandra Baum
Sarah Burchell
Jackie Crassati
Monica Crugel
Estelle Frost
Sulan Gingell
Jane Harris
Rhoda Iranloye
Carol Paton
Susan Owen
Lorraine Regan
Joanna Sales

Janet Henry (minutes)
In attendance
Phil Garnham
Item
1
2
3

Medical Director (Chair)
Research & Knowledge Manager
Director of Nursing & Governance
Associate Clinical Director for Learning Disabilities
Associate Director of Nursing
Clinical Director Forensic & Prisons
Consultant in Old Age Psychiatry & CEG Lead OPMH
Director Older People Mental Health
Quality & Audit Senior Facilitator
Head of Psychology for Adult Mental Health
Head of Quality & Audit
Chief Pharmacist
Risk Manager
Clinical Director, Clinical Director for the Adult Mental Health &
Learning Disability Directorate
Clinical Director Children & Young People

Quality & Audit Admin Manager/Executive Assistant to Medical Director
Forensic and Prison Services

Apologies for absence
Steve Callister, Hashim Reza, Justine Trippier and Abi Fadipe.
Minutes of last meeting
The minutes of the meeting held on Friday19 December 2014 were agreed to be an accurate
record.
Matters arising from the minutes of the last meeting not on the agenda
Page 5 – 6a) Clinical Audit Strategy
Action: RI to explore membership of a Trustwide Clinical Audit Committee and feedback
back to the group.
RI to feedback details of the group to the next CEG being held on 27th April 2015.
Page 6 – 6b) Clinical Audit Policy 8.3
Action: HR to confirm with Julie Lucas the timeframes for record retention, and feed back to
RI by early January 2015.
RI to confirm with HR if the has been completed; the policy will be uploaded onto the intranet
once confirmed.
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Page 7 – item 6c) NICE PTSD Re-audit
Action: The result should be re-worked in comparison to last year’s audit and also show
where actions from the last audit have been implemented and track the changes.
JHa informed the group due to the original named person no longer having the capacity to
complete the audit the work has not been completed. SG advised a clinical person would be
best suited to carry out the re-audit.
Page 11 Item 8a NICE Guidance October 2014 – Referred items
3. Fertility Problems QS73 - ACS
6. Multiple sclerosis CG186
SB to discuss with Jane Wells and feedback back to AD.
8. Oral health: approaches for local authorities and their partners to improve the oral health
of their communities (PH55).
Agreed – Primary for Forensic and Prison, other for all directorates
9. Transient loss of consciousness (QS71)
Agreed – Other for all directorates
b) NICE Guidance November 2014 – Referred items
9. Parafricta Bootees and Undergarments to reduce skin breakdown in people with or at risk of
pressure ulcers (MTG20)
Agreed – CORE for ACS
Item 10a) “CORE CORE” NICE Guideline Based on Improved Practice Prompts
Background
AD confirmed the guideline document has now been uploaded onto the intranet.
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Item 11 – Self Harm Audit NICE Guidelines
SG informed the group she has only received representatives from AMH and Forensic
Directorates. Due to resourcing issues within the Quality & Audit team, she proposed the audit
be carried over to the next financial year. The group agreed.
Risk Register
SO presented three risks for the group to review.
Care Planning and Engagement Risks
In light of the results of the CPA and Care Planning Audit, the Clinical Effectives Group was
asked to consider the ratings for the following risks and agree whether these can be reduced.
CEG2: Service users 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 their care and treatment
Based on the result of the CPA audit results – there is evidence of better engagement in the
care planning process. The group were asked to reduce the risk, likelihood 2 and
consequence 3.
The group agreed. There were two identified risks in CEG2 and suggested this was separated
to show the two risks.
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“Sufficiently involved in the care planning process” and “Integrated care to meet their holistic
needs”.
Sufficiently involved in the care planning process – as improvements have been evidenced in
this area, the group agreed to reduce the risk 2x3.
Action:
A new risk is to be created for the “integrated care to meet their holistic needs”. SO to
capture in the risk description that the care plan must reflect the physical and mental health
needs of the individual. SO to discuss this with DD and feedback at the next CEG in April 2015.

SO/DD

CEG3: 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.
ES shared this is still a risk for the OPMH on Holbrook Ward. AMH still has concern regarding
this risk. It was agreed to the change risk 4x3. The full risk document to state that the risk is
across all patient groups and settings.
Action: SO asked that this risk be reflected on at all directorate level CEGs.
CEG4: 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.
SO shared that the results of the audit showed an improvement across most areas but asked
for assurances that the results from the care planning audit relate to what we are saying the
risk is about.
The group has agreed the risk rating to remain unchanged but the wording is to be reviewed.
Clinical Audit Risk
NC1: This risk was raised in light of a recommendation identified in the KPMG Data Quality
Audit. DatixWeb is now being used to as a system for recording and tracking actions, so the
CEG is asked to consider if this risk can be reduced or closed.
RI shared that KPMG have asked to re-audit in the next financial year. The group agreed not
to change to the risk rating and to review again following the outcome of the audit.
New Risk Areas to consider
Point 2 Providing information to mental health service users :
The group agreed to wait for the results of the 2015 National Patient Survey but not open this
as a new risk.
Point 3: Ensuring all mental health service users have a crisis plan:
Agreed: This risk will not be on the risk register but each directorate will review their local
action plans as highlighted from the audit.
MM5: If medication information is not correctly conveyed to GPs on discharge, there is a risk
that patients will be prescribed the wrong medication, impacting on patient safety and
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CEG Leads

effectiveness of treatment.
Agreed: Rating to remain unchanged but to be reviewed at the next Medicines Management
Committee in March 2015.
CP highlighted that secondary dispensing of medicines from GPs are being given to patients.
The group agreed that the descriptor is to be reviewed at the next Medicine Management
Committee being held on the 6th March 2015. IO also suggested monthly audits to identify
teams and individuals not following the correct procedures.
Action: A list of audit questions written by CP to be completed.

CP

MM6: If the standards in the Nurse Dispensing Policy are not followed, there is a risk that
patient may be administered incorrect medication impacting on patient safety and
effectiveness of treatment.
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WB suggested that we need to know when local CEG’s review their risks.
It was agreed risk reviews at local directorate CEGs will be feedback to the Trustwide CEG as
part of the directorate feedback scheduled. Future risk register feedback will include locally
identified risks within each directorate. Sub groups will feedback the risk identified to the
CEG.
Directorate Feedback
a) Adult Mental Health.
JHa informed the group that the directorate now ensures that the main headers as outlined
on the CEG workplan are discussed at the local CEG meetings.

CEG Leads/
SO

Effectiveness
There were concerns about teams having quality as an agenda item for their meetings.
Working to ensure quality issues are being fedback to the CEG/Quality boards.
Care Planning and Engagement
There is agreement around the development of the generic outcome measures. Core 10,
CANSAS, Honos and friends and family test. Derek Tracy working in conjunction with
Informatics to digitize information.
Physical Healthcare good practice leaflets (NAS2) are being given out across the service. Dr
Doku has developed a template letter that incorporates all of the information about the
Cardiometabolic indicators. This will now come through the CEG.
RI suggested Dr Duko attend the Physical Health Project which is Trustwide and there is good
medical representation at the meeting.
Action: JHa to send template letter to RI. RI to ask Dr Doku to attend the meeting next
Physical Health group being held on the 10th March 2015.
Social Inclusion and Recovery
As part of the Peer support project, the directorate now has its first cohort of Lived
Experience Practitioner’s on specialist training which will end soon. They will be working with
AMH but eventually across all services supporting people with long term conditions. The bid
for bridging monies to support the employment of twelve people has been submitted.
Physical Health CQUIN
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JHa/RI

Improvement needed for Cardiometabolic CQUIN at 66% compliance, target is 90% We
achieved 78% compliance with assessments.
RI mentioned that the 66% is our internal assessment; we will now know the true results
when NHS England publishes their findings. Their threshold may change.
IO informed the group that he attended the Cavendish Group on the 25th February 2015 this
was launched by the ten mental health trusts and one of the three priorities is to reduce early
deaths for people with mental health.
IO felt it was important that the trust is not driven by CQUINs but with the guidance of the
Physical Health sup-group which would enable the trust to highlight where the issues are and
bring about change and do things differently.
b) Adult Learning Disability Services
SB gave an update on the Adult Learning Disability Services workplan; workstreams are audits,
care planning, psychological therapies, acute care forum, NICE standards, social inclusion and
medicine management.
Audits
On target for the majority of audits, key actions have been identified. The memory service felt
it would be better to have a drop-in at one of the day centres.
Care Planning
SB highlighted that integrated care planning needs to be multi-disciplinary trying to bring
together in an integrated way, there is the added challenge of making them accessible as
some of the care plans are pictures, and drawings etc. This has proven to be a challenging to
evidence on RiO because they are not based on the written word. Work is on-going.
SB to approach Mick Wooding or Oli Setikovska regarding funding for the ALD Community
Staff to receive Easy Read training.

SB

CPA Audit Tool
It was felt that the CPA Audit tool was not suitable for the learning disability services. SB to
work with SG on the audit tool specifically for learning disabilities.
NICE Standards for service delivery and care pathways
Core outcomes for LD Psychology are being piloted. MDT outcomes are at the discussion
stage.
Social Inclusion
Working with Finance department to develop bespoke banking services for ALD service users.
Issues setting up the accounts are presently under discussion.
Medicine Management
Trustwide objectives have been achieved.
SB highlighted that not all local audits have been registered with the Quality and Audit team.
SB will review audit being undertaken and feedback to SG.
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SB

IO thanked both JHa and SB for very detailed and well planned report.
c) Dual Diagnosis Update
WB informed the group that this will change to the Drug and Alcohol feedback.
The dual diagnosis sub group have been revised to reflect all directorates within the Trust. He
went through the new workplan and advised on the areas such as the risk register and serious
incidents.
Serious Incidents
WB highlighted some risk areas, where a patient had imported drugs and died and another
patient who was intoxicated when discharged. Guidance is being developed by JT to meet
these gaps.
The legal framework needs to be explored that even if a patient is intoxicated and want to
leave what are the legal implications.
IO stated that we need to inform staff of the trust policy in this area and this should be
embedded in all services.
WB also highlighted the need to keep drugs and alcohol off the trust premises which is
proving to be difficult.
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WB stated that the group would need a new chair but working through the workplan over the
next year. Other services will be invited to the meeting so that the agenda can be broadened.
Mental Health Act Code of Practice Update
WB advised the group that the Mental Health Act Code of Practice has been updated. He
asked that the following areas be noted.
Guiding principles – the five guiding principles have been redefined and more clearly
explained.
New or significantly updated chapters
Chapter 3 - Requires providers to have an equality/human rights policy
Chapter 8 – (New Section) Privacy, safety and dignity. This chapter has been updated to
include new guidance on allowing patients’ access to electronic devices.
Chapter 13 – Mental capacity and deprivation of liberty. This provides guidance on the use of
MCA and DoLS and includes guidance for professionals for the legal requirements as
appropriate.
Chapter 14 – (New section) Applications for detention in hospital.
Chapter 16 – Police powers and places of safety. Significantly updated chapter to provide
guidance around applying for and executing s135 warrants, and of the circumstances under
which the police can use s17 of PAE.
Chapter 19 – Children and young people (CYP) under the age of 18. This chapter has been
revised and provides guidance on assessing competence and capacity, and also advises on
parental responsibilities.
Chapter 24 – Medical treatment. A new section is included in relation to promoting good
physical health and the requirements for the routine screening.
Chapter 26 – Safe and therapeutic response to disturbed behaviour.
Chapter 34 – (New section) Care program approach. This new chapter provides guidance on
the key features of CPA, when to use it, who should be involved and on care planning.
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Chapter 40 – Information for victims. This new chapter provides information about the rights
of victims of serious violent and sexual offences with regard to part III patient’s treatment and
discharge.
WB advised the group that the trust needs to ensure that all policies and procedures which
reference the old Code of Practice are updated with new references.
The attached document identifies all of the PPGs the Code says ought to be in place and
identifies where there are currently gaps.
The new Code can be accessed here:
https://www.gov.uk/government/publications/code-of-practice-mental-health-act-1983
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Hard copies of the Code will be provided to all mental health bedded areas in the trust. The
electronic version is available on the trust intranet.
NICE Guidance & Evidence for Practice
AD presented the NICE guidance and Quality Standards for December 2014 and January 2015
to agree if guidance relevant to the trust services are core, primary or other. The group
agreed the following:
a) New NICE Guidance for December 2014

#

Title

Type

Service Service Service Service Service Service
relevance relevanc relevance relevanc releva releva
Published Summary (AMH)
e (LD)
(C&YPS) e (ACS)
nce
nce
(F&PS) (OPMH
)

Antenatal and
postnatal
mental health:
clinical
2
management
and service
guidance
(CG192)

Interventi
December
onal
2014
Procedure

Pneumonia (
CG191)

Clinical December
2014
Guidance

CG191.pdf

Postnatal care (
CG37)

Clinical December
2014
Guidance

CG37.pdf

10

11

CG192.pdf

Core

Other

Other

Other

Other

Other

b) New NICE Guidance for January 2015
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Core

Other

Other

Other

Other Primary

Other

Other

Other

Other

Core

Other

Title

Type

Published Summary

Gastrooesophageal
reflux disease:
recognition,
Clinical
2 diagnosis and
Guidance
management in
children and
young people
(NG1)

January
2015

Idiopathic
5 pulmonary
fibrosis (QS79)

Quality
Standard

January
2015

QS79.pdf

Urinary
9 incontinence in
women (QS77)

Quality
Standard

January
2015

QS77.pdf

Service
Service
Service
Service Service Service
relevance relevance relevance relevance relevanc relevanc
(AMH)
(LD)
(C&YPS)
(ACS) e (F&PS)
e
(OPMH)

NG1.pdf

TBA

TBA

Primary

TBA

TBA

TBA

TBA

TBA

TBA

Primary

TBA

TBA

TBA

TBA

TBA

Primary

TBA

TBA

c) Current NICE Consultations February 2015
AD advised the group of the current NICE consultations for February 2015. He asked the group
to review the document and contact him if any changes were to be made. AD to review the
current consultations and send to appropriate clinicians’.
8
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Research and Development Update
AD advised the group of on-going research.
New National Institute for Health Research from January 2015
• Nitrate supplementation to enhance rehab in COPD has been signed off. Helen Jefford to
lead. Target for recruit exceeded.
• Evaluation of Memory Assessment phase 1, Jo Cook and Naomi Wynne-Morgan to lead.
There are six new studies under going feasibility/setup for January 2015 which include
Parkinson’s, trail of Sertraline versus Cognitive Behavioural therapy, etc.
AD also highlighted the current trends for recruitment has decreased but so has funding for
the mental health studies portfolio. The recruitment target for 2015/16 is 214.
Clinical Audit
a) Risk Assessment Audit
SG gave an update on the risk assessment under which is one of the recommendations in the
Holbrook action plan.
The action plan for the Holbrook Ward was undertaken to access the care records of each
patient to ensure standards for risk assessment and care planning are being met.
A random snapshot audit will be undertaken by the Quality and Audit team in
February/March 2015 and will include all directorates. Data will be fedback and a re-audit
undertaken within six months.
SG asked for ideas to increase samples sizes to improve risk assessments and care planning.
She confirmed from discussions with DD that the risk will be explicitly describing the risk. She
will be collating samples of risk assessments.
The group agreed this is a good idea and will contact SG with auditors from their directorates.
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b) NICE TB Audit
The trust wide audit programme looked at diagnosis and treatment.
The audit showed that all standards were met for investigation, treatment offered. An
information leaflet is to developed.
c) POMH Alcohol Detox Audit
CP informed the group that the trust participated in the POMH baseline audit which looked at
addressing the quality of prescribing. The audit standards were derived from NICE CG100 and
CG115.
Findings
Overall the trust did very well in relative terms and gaps were found in absolute performance
against standards.

1. Not all patients are screened for signs/symptoms of Wernicke’s
encephalopathy and not all receive parenteral thiamine
2. Breath alcohol is not routinely measured prior to initiating medication
3. Medication aimed at maintaining abstinence is rarely prescribed
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CP informed that group that it has been agreed to change the template prescription and the
detox template has been revised. An education tool of practical points for trainees is under
development.
Care Planning and Engagement
Care Planning Audit Action Plans – Verbal updates from all directorate feedback
• Older People Mental Health
MG informed the group of the following actions:
1. Management of risks non CPA
Changes have been made to the template letters, even if risk is not managed by consultants,
we can still say who is managing the patient.
2. Giving patient/family information about diagnosis and treatment on wards and in the
community.
We have a quality improvement project on the older adult ward with physical health and
information clinic.
3. Visual reminder tick boxes in the CPA for as an aid for clinicians’.
4. Ward round template to be readjusted to prompt recording of the discussions about
medication which do take place but are not recorded.
5. Quality Improvement is now a standing agenda item for the SMT.
6. Rolling out STORM training. The action plan being rolled out to all wards linking risks to
care plans.
7. The new RiO should be able to the care plan to import the summary risk, so that the risk is
visible. The care plan on RiO work has not start but the risk assessment work is on-going.
8. Personalised and Integrated Care Planning - We have representatives attending the RIO
care planning work to have more integrated care plans.
9. Prompts to be added to existing CPA checklist to remind clinicians’ to close out of date
care plans.
10. Crisis/Advance care planning – encompass the advance care planning for dementia. A
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protocol will be designed to check there is a advance statement before admission.
Adult Learning Disability Services
Eight action points, four relate to contingency plans, two have been achieved with the others
to complete before the end of the financial year.
Adult Mental Health
1. Risk Management
Making sure there is a plan to address high to medium risk for non-CPA.
Three consultant psychologists working across Greenwich, Bexley and Bromley SIT have
drafted a template letter. A statement of risk is demanded through the template, that will
also include a statement about risk, management plans to address risk and medication. DD
rolling out further training to acute wards.
2. Provision of Information
Condition and CPA – there is information on the website site but it’s hard to find, and
investment is needed. Discussion needed with communications team. RI suggested speaking
to Sally Bryden in the Marketing Group about the issues with the website.
3. Recirculating screen shots for clinicians’
Reminding them were they need to record information
4. Providing information to service users
Debbie Green has initiated training for service users on what to expect and what is involved in
their care planning.
5. Documenting when services users are unable to contribute to their care plan.
6. Update Risk Assessments during admission
7. Documenting end dates – proposal that RiO will generate end dates.
Adult Community Services
Key themes
Around Person Centred Care Planning – not using abbreviations, uploading written notes.
Theses will be managed through the care planning group and looking at goal planning on the
new RiO system.
Children and Young People
CAMHS
Reviewing clinical standards against the CPA. Looking at the interpretation risk assessment
and treatment against risk into the management plan. Reviewing standard care plan letters,
once completed staff will be updated in terms of training.
In the rest of the directorate
Care Planning and Universal services are only appropriate for certain strands of the services.
We need to standardise the use of the template with goads of treatment and end date.
Working on-going with personalised care planning.
Forensic and Prison Services – Phil Garnham
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Audited all 8 bed areas 116 out of 121. Green for risk assessment, care plan 95%, 94% review
to end date.
Improvement needed
Out of hour’s provision of the number.
Inclusion use of advance statement
Standard around CPA increased from 42% - 72% still needs improvement. A secondary CPA
satisfaction questionnaire reflecting carers views only at 7%.
Action plan
Sharing and learning – laminating and sharing on wards.
Good Practice meeting and Senior Nursing group– encouraging staff to engage in “My Crisis
Plan”.

11

12

RI asked for copies of the action plans to be sent to JH. PG highlighted that the CPA audits are
carried out on IPads, he will be having discussions with SG that because they have the total
sample size they repeat the audit every four months.
Practice Improvement
1. NAS Quality Newsletter and results
IO requested attention to newsletter which is on the intranet. Our action plan once wording
has been finalised will be uploaded onto the trust internet website.
AOB
1. RI informed the group that it’s fine to update the trust audit plan. She asked that each
directorate think about trustwide audits for next year. A draft will be provided before
the end of the financial year.
2. Clinical Audit to be a standard agenda item at directorate meetings. There will be
another senior clinical audit Facilitator from the 1st April 2015.
3. This is JS last CEG as she will be retiring. IO thanked her for all her hard work and
contribution to the Trustwide CEG.
Date of next meeting
Friday 24th April 2015, 1.00 – 3.30 pm, Boardroom, Pinewood House
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Summary of recommendations from NHS investigations into matters relating
to Jimmy Savile

Overall compliance statement

Since the last report, there have been no CQC inspections and no new MHA visits. Ofsted made an interim visit to
Bluebell House on 10 March 2015.

Summary

Regulatory feedback
Ofsted – Bluebell House

Ofsted made an interim visit to Bluebell House on 10 March 2015 to follow up the findings of the full visit in December
2014. A challenge had been made to findings of the full visit, but no response had been received prior to this interim
visit. However, the unit was able to demonstrate that good progress was being made to address the required actions
from the full visit. The inspector raised two new requirements:
• Completion of the location assessment: work on this has already commenced and the inspector gave further
guidance on how this should be completed.
• Ensuring that recordings of food temperatures are consistent: a process for ensuring that all staff are aware of
and follow food hygiene requirements will be added to the action plan.
The unit’s experience of the visit was more positive than the previous visit and the inspector aware of the difference
between a children's home and respite provision. The inspector also advised that she would make contact with the
Lead Inspector to respond to our challenges following the previous inspection. The unit was advised that the report
will not be published until the service has had this discussion with the Lead Inspector.

CQC inspection approach

The CQC have changed their approach to giving notice of inspections to healthcare providers. Rather than quarterly
announcements, they will now make monthly announcements to give providers 20 weeks’ notice of an inspection.
Oxleas is not included in the list of trusts to be inspected up to August 2015.

Themes and lessons learnt from NHS investigations into matters relating to Jimmy Savile recommendations for NHS trusts and NHS foundation trusts

Following the investigations into the allegations made against Jimmy Savile, the Secretary of State for Health asked Kate
Lampard QC to produce a ‘lessons learned’ report to identify areas of potential concern across the NHS. A summary of
the recommendations and the next steps for Oxleas is attached. Recommendation (R7) that DBS checks are undertaken
for all staff every three years will have cost and resource implications for the Trust. We are required to submit our action
plan to Monitor by 15 June 2015. This will be developed through the Safeguarding Adults Group and the Workforce and
Learning Development Group.

Summary

Mental Health Act

In February 2015, there were 128 new sections. Although the in-month figure fluctuates, the overall trend is that the
use of the Mental Health Act is increasing. This reflects the London-wide picture. Year to date, there have been 1539
new sections compared to 1393 for the same period last year. Explanation of Rights (s132) was recorded for 124
(97%) patients. For 117 patients, the explanation was recorded correctly and for seven patients, the evidence was
found elsewhere on RiO. There were four patients for whom evidence of a discussion regarding rights could not be
located. All four were CTO patients (Bexley DISH, Bexley AOT, Bromley AOT and Greenwich AOT). Consent to
treatment was in place for 75% (3 out of 4) of new cases. There was one patient on Shrewsbury Ward for whom a
valid authorisation could not be located.
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
127
107
130

Dec14
135
122
114

Jan15
168
157
113

Feb15
128
97
123

Mar15

Total

129
119

1522
1398

No of s136 place of safety – month on month comparison
Apr14

May14

Jun14

Jul14

Aug14

Sep14

Oct14

Nov14

Dec14

Jan15

Feb15

Mar15

Total

2014/15
2013/14

26
22

20
37

26
38

32
34

27
27

42
23

48
38

38
18

28
30

40
27

25
18

32

344

2012/13

22

24

23

18

23

21

22

21

16

26

15

21

252

Aug14
20%
22%
18%

Sep14
25%
18%
16%

Oct14
30%
29%
19%

Nov14
30%
17%
16%

Dec14
20%
25%
14%

Jan15
24%
17%
23%

Feb15
20%
19%
12%

Mar15

Total

25%
18%

23%
18%

Month

S136 as a percentage of all new sections
Month
2014/15
2013/14
2012/13

Apr14
20%
19%
21%

May14
19%
27%
20%

Jun14
20%
31%
23%

Jul14
20%
21%
18%

Use of s136 – Place of Safety
Of the new sections this month, 25 were s136; this is the lowest in-month figure since May 2014. The use of s136
accounted for 20% of all sections in January 2015. Year to date, 352 people we detained under sS136, compared to
312 for the same period last year. The demographic breakdown of the s136 patients is as follows.
Gender
Male = 16
Female = 9

Ethnicity
Asian or Asian British – Indian = 1
Black/Black British – African = 1
Black/Black British – Any other background = 2
Mixed – White and Black African = 2
Mixed – Any other mixed background = 1
White - British/English = 13
White – Other European = 1
White – Other/unspecified = 1
Other ethnic group = 1
Not known/not recorded = 2

Age
< 18 years old = 0
18 to 30 years old = 11
31 to 40 years old = 3
41 to 50 years old = 6
51 to 60 years old = 4
> 60 years old = 1

Of the 25 patients, 14 (60%) had previous contact with the Trust. This is a decrease on the January 2015 figure of
75%. For 11, this contact was within the last three months and for three, the last contact was over six month before
the s136 detention. The reasons for the s136 detention are summarised below.

Summary
Reason for detention

Less than 3
months
4
4
0
1
2
11

Self-harm or suicide attempt
Suicide threat or suicidal ideation
Bizarre behaviour in public place
Concern raised by family or neighbour
Threat to harm others
Total

Last contact with Trust prior to s136
3 to 6
More than 6 Not previously
months
months
known
0
2
2
0
0
3
0
1
3
0
0
2
0
0
1
0
3
11

Total
8
7
4
3
3
25

Patient Safety
Serious incidents

In February 2015, three serious incidents were reported: one Grade 4 pressure ulcer and two serious self-harm/suicide
attempts.
Apr14

May14

Jun14

Jul14

Aug14

Sep14

Oct14

Nov14

Dec14

Jan15

Feb15

Reported in month

10

6

5

3

2

2

4

3

1

3

3

Completed in month (Sent
to CCG)

4

5

9

5

3

2

2

6

8

6

1

Month

Date

StEIS No

Service

Incident Details

03/02/2015

2015/7499

Greenwich Woolwich
Forum District Nurses

18/02/2015

2015/7252

Greenwich HTT

28/02/2015

2015/7988

Greenwich HTT

81 year old woman living in residential care had
a confirmed grade 3 pressure ulcer to her
sacrum that deteriorated to a Grade 4.
A 35 year old man jumped in front of moving car
following an argument and sustained serious
internal injuries.
40 year old man jumped in front of a train
sustaining life changing injuries.

Mar15

Total

Investigation report
due (45 working days)
09/04/2015
24/04/2015
07/05/2015

The table shows all serious incidents totals since April 2014 and compared to the previous year. Year to date, there have
been 42 serious incidents, compared to 51 for the same period last year.
Apr14

May14

Jun14

Jul14

Aug14

Sep14

Oct14

Nov14

Dec14

Jan15

Feb15

Unexpected death

3

3

2

1

1

0

0

0

0

2

0

Other
2014/15 Total
2013/14

7
10
6

3
6
2

3
5
2

2
3
8

1
2
5

2
2
2

4
4
5

3
3
8

1
1
7

1
3
3

3
3
3

Month

Investigations in progress February 2015
Measure

Level 4

Level 5

Total

No of investigations due in February 2015

3

0

3

No of investigations completed in February 2015

1

0

1

•

Number completed in time

0

0

0

•

Number completed overdue

1

0

1

Number in progress to date (as at 19/03/2015)

9

0

9

•

3

0

3

Of these, how many are running overdue

Mar15

Total

5

56

Summary

Of the nine investigations in progress, three are overdue as they are not complete. This is being addressed with the relevant
service directors. The other two are overdue because they have not been returned by the directorate. The remaining six
are due in mid-April and these are being followed up by the Patient Safety Team.
There are 14 serious incident that have yet to be presented to the Embedding Learning PSG, due to a backlog from 2014.
The most aged of these dates back to October 2014 and this report will be submitted to the PSG in April 2015.

Level 1 to 3 Incidents

In February 2015, 776 level 1 to 3 incidents were reported. Year to date, 10017 incidents were reported, compared to 9382
for the same period last year.
Level 1-3
2014/15
2013/14 for
comparison

Apr14
931

Jul14
1173

Aug14
936

Sep14
925

Oct14
909

Nov14
827

Dec14
826

Jan15
939

Feb15
776

Mar15

834

Jun14
941

777

849

943

823

869

856

850

814

1006

902

824

May-14

693

Total
10017
10206

Complaints
Complaints subject to investigation
In February 2015, there were 12 formal complaints, compared to 13 in January 2015. These are subject to
investigation. Year to date, we have received 141 formal complaints, compared to 180 for the same period last year,
a decrease of 22%.
Level 1-3
2014/15
2013/14 for comparison

Apr14
17
16

May14
12
25

Jun14
11
14

Jul14
14
16

Aug14
6
18

Sep14
15
15

Oct14
15
18

Nov14
10
17

Dec14
16
10

Jan15
13
22

Feb15
12
9

Mar15

Total
141
204

24

From the 12 complaints received in February 2015, a total of 28 issues were raised. A breakdown by subject and
directorate is shown below. Attitude and behaviour and communication are the most frequently raised issues, a
deviation from the usual trend of clinical care being the most frequently raised subject.
Directorate
(Total Complaints)

Adult MH
(4)

OPMH (1)

Forensic (1)

Adult Comm (4)

C&YP (2)

Total (12)

Access and Waiting Times

2

0

0

1

1

4

Admission and Discharge

3

0

0

0

0

3

Attitude and Behaviour

4

1

0

1

0

6

Clinical Care

1

0

0

3

0

4

Communication

0

2

1

3

1

7

Mental Health Act

3

0

0

0

0

3

Records

0

0

0

1

0

1

Total

13

3

1

9

2

28

Clinical Care – four issues related to clinical care were raised
Sub-subject
Failure to provide appropriate
treatment
Community visit – late or
missed attendance
Personal care
Diagnosis

Description of issue
Change of catheter painful and bleeding. The new catheter leaked and patient could not pass
urine. Had to attend A&E (Adult Community).
District nurses failed to visit for 10 days to administer daily insulin injection, resulting in
collapse and admission to hospital (Adult Community).
Family visited and found patient in soiled underwear (Adult Community).
Failure to identify that son may have an autistic problem. This lead to inappropriate
treatment (Adult Mental Health).

Summary
In February 2015, seven formal complaints were closed. From these, 10 issues were raised.
Subject

Indeterminate (0)

Not upheld (1)

Partly upheld (4)

Upheld (2)

Total (7)

Access and Waiting Times

0

1

0

1

2

Attitude and Behaviour

0

2

0

0

2

Clinical Care

0

1

1

3

5

Communication

0

0

0

1

1

Totals

0

4

1

5

10

Ombudsman Referrals
In February 2015, one new ombudsman referral was received. Year to date, 13 cases have been referred to the
Ombudsman, of which four were not upheld. The remaining nine are awaiting feedback from the Ombudsman’s Office.

Recommendations
For the Board of Directors to note.

Themes and lessons learnt from NHS investigations into matters relating to
Jimmy Savile - recommendations for NHS trusts and NHS foundation trusts
Following the investigations into the allegations made against Jimmy Savile, the Secretary
of State for Health asked Kate Lampard QC to produce a ‘lessons learned’ report to identify
areas of potential concern across the NHS. The report was published on 26 February and
includes 14 recommendations for the NHS, the Department of Health and wider
government.
Monitor has asked all NHS foundation trusts to assess the relevance of the
recommendations and take necessary action to protect patients, staff, visitors and
volunteers. We have been asked to submit an action plan by Monday 15 June 2015,
outlining the steps we have taken as a result of the recommendations or, where these are in
progress, the date by which they will be completed.
The recommendations that are relevant to NHS trusts are outlined below. Our action plan
will be developed through the Trust Safeguarding Adults Group and Workforce and Learning
Development Group, prior to presentation to the Board of Directors for approval.
• R1 All NHS hospital trusts should develop a policy for agreeing to and managing visits by
celebrities, VIPs and other official visitors. The policy should apply to all such visits
without exception.
• R2 All NHS trusts should review their voluntary services arrangements and ensure that:
they are fit for purpose; volunteers are properly recruited, selected and trained and are
subject to appropriate management and supervision; and all voluntary services managers
have development opportunities and are properly supported.
• R4 All NHS trusts should ensure that their staff and volunteers undergo formal refresher
training in safeguarding at the appropriate level at least every three years.
• R5 All NHS hospital trusts should undertake regular reviews of: their safeguarding
resources, structures and processes (including their training programmes); and the
behaviours and responsiveness of management and staff in relation to safeguarding
issues to ensure that their arrangements are robust and operate as effectively as
possible.
• R7 All NHS hospital trusts should undertake DBS checks (including, where applicable,
enhanced DBS and barring list checks) on their staff and volunteers every three years.
The implementation of this recommendation should be supported by NHS Employers.
• R9 All NHS hospital trusts should devise a robust trust-wide policy setting out how access
by patients and visitors to the internet, to social networks and other social media
activities such as blogs and Twitter is managed and where necessary restricted. Such
policy should be widely publicised to staff, patients and visitors and should be regularly
reviewed and updated as necessary.

• R10 All NHS hospital trusts should ensure that arrangements and processes for the
recruitment, checking, general employment and training of contract and agency staff are
consistent with their own internal HR processes and standards and are subject to
monitoring and oversight by their own HR managers.
• R11 NHS hospital trusts should review their recruitment, checking, training and general
employment processes to ensure they operate in a consistent and robust manner across
all departments and functions and that overall responsibility for these matters rests with
a single executive director.
• R12 NHS hospital trusts and their associated NHS charities should consider the adequacy
of their policies and procedures in relation to the assessment and management of the
risks to their brand and reputation, including as a result of their associations with
celebrities and major donors, and whether their risk registers adequately reflect such
risks.
• R13 Monitor, the Trust Development Authority, the Care Quality Commission and NHS
England should exercise their powers to ensure that NHS hospital trusts,(and where
applicable, independent hospital and care organisations), comply with recommendations
1, 2, 4, 5, 7, 9, 10 and 11.
• R14 Monitor and the Trust Development Authority should exercise their powers to
ensure that NHS hospital trusts comply with recommendation 12.
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Summary and Highlights
CQC published their fifth annual report into the use of the MHA in February. The report reflects
upon the lifetime of the current Mental Health Act and identifies that the last 30 years of
monitoring the MHA have seen improvements in patient care and support.
Key findings:
Use of MHA
• There was a 6 % increase in the number of people subject to the Act from 2012/13 and a 32%
increase since 2008/09. Oxleas has seen a 27% increase in use of the Act between 2011/12 and
2013/14
•

The number of new CTOs was 5% lower than during the previous year. New CTOs have reduced
slightly (n=2)

•

Black and minority ethnic people continue to be over represented in the detained population.
This is particularly evidenced in longer term detentions (ie 28 days or more) where 10% of
people are Black or Black British. This is not routinely monitored within Oxleas

•

The availability of NHS mental health inpatient beds had decreased by 8 per cent between
quarter 1 2010/11 and quarter 4 2013/14.

Restrictive practices
•

Only 27 of 67 organisations are submitting data to on physical restraint to the minimum mental
health data set. Oxleas submits this data via MHLDDS

•

Concerns remain around long term segregation and the CQC will conduct focus work in this
area in 2014/2015. Long term segregation is not practised within Oxleas services.

Participation
•

One in five detained patients nationally have no record of their statutory rights being explained
to them. This is audited monthly for new detentions and is consistently above 95% compliance.
We do not audit frequency or repeat explanations.

•

In over a quarter of patient records CQC found no evidence of an assessment of the patient’s
consent to treatment on admission. This is not monitored within Oxleas. These issues have been
identified through MHA monitoring visits to the trust.

•

Awareness of and access to independent mental health advocates (IMHAs) is not good enough.
Awareness of IMHA services has been raised as a concern through MHA monitoring visits but
usually only regarding a lack of visible information on ward notice boards. Access to IMHA has

not been raised as a concern within Oxleas.
•

Staff are not always providing carers with the support and information they need. This has not
been reported through MHA monitoring visits in Oxleas.

Section 136
•

Places of safety are turning people away because they are already full or there are staffing problems.
This is monitored through the London MH Partnership Board. Any refusals are investigated by Oxleas.

•

Exclusion policies for young people or those who are intoxicated are still evident. Providers are not
adequately monitoring their own place of safety provision and Commissioners are not maintaining an
adequate oversight of the s136 pathway. Exclusion policies are not in use within Oxleas.

The report identifies priorities for providers and commissioners for the year ahead:
•

Ensure local planning of services is completed using the data available from the operation of the
MHA.

•

Help people to understand their legal rights and be involved in treatment

•

Providers and commissioners should work together to prepare a plan for implementing the revised
Code of Practice

CQC will:
•

Strengthen our inspection and monitoring approaches for the MHA
We will look at providers’ application of the MHA as a priority in all our mental health inspections. This
includes the training available to staff, and how patients’ rights are protected by the systems in place
across services.

•

Monitor the implementation of the revised Code of Practice
We will review the hundreds of responses to the consultation on the Code of Practice. This will shape
our own approaches to regulating and monitoring the Act.

•

Evaluate the way the MHA is used
This includes the collection and analysis of data, submission to national reporting bodies, and audits
carried out that inform local needs analysis and discussions with commissioning bodies. We will also be
looking for evidence that the issues we raise on behalf of patients are being considered by board
members, and are being used to inform local action plans.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating
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Foreword
UNDER THE MENTAL HEALTH ACT
1983 (MHA), THE CARE QUALITY
COMMISSION (CQC) HAS A DUTY
TO MONITOR HOW SERVICES IN
ENGLAND EXERCISE THEIR
POWERS AND DISCHARGE THEIR
DUTIES IN RELATION TO PATIENTS
WHO ARE DETAINED IN HOSPITAL
OR SUBJECT TO COMMUNITY
TREATMENT ORDERS OR
GUARDIANSHIP.
The primary purpose is to provide a safeguard for
individual patients whose rights are restricted,
and to review how legal powers of compulsion
are being used.

In 2013/14, we started work to integrate or align
our MHA monitoring responsibilities with our
new approach to regulation. We are redefining
how we discharge our duties under the MHA to
ensure that we have both better oversight of the
MHA and better regulation under the Health and
Social Care Act 2008. This work is underpinned
by a clear and unambiguous purpose – to make
sure that health and social care services provide
people with safe, effective, compassionate and
high-quality care, and to encourage care services
to improve.
Over the last year, we have made good progress
against our 2013–16 strategy, Raising standards,
putting people first. We established our specialist
sector for mental health, including my own
appointment by our Chief Inspector of Hospitals,
and introduced eight dedicated, regional mental
health inspection teams. When we inspect
specialist mental health services, one of our key
lines of enquiry is whether people subject to the
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Act are assessed, cared for and treated in line
with the MHA and the Code of Practice.
Continued breaches of the MHA can limit the
rating we give to services or providers. We also
developed specific MHA prompts for inspections
of acute hospitals and community health
services.

changes to the Code. This highlights how highly
we regard the Code in relation to our duties as a
patient safeguard. The Code of Practice, which
the Department of Health published in January
2015, incorporates many of the changes we
recommended to strengthen it and offer better
care to all those affected by the MHA.

Our regional mental health inspection teams
include full-time Mental Health Act Reviewers,
who undertake the work previously carried out
by the Mental Health Act Commissioners.
We tested how best to use the expertise of the
Mental Health Act Reviewers during the pilots of
our new inspection approach. In 2015, we will be
carrying out work to evaluate our approach to
our regular MHA monitoring visits, which take
place outside of inspections. This includes how
we report what we find on the visits and how we
take action to address concerns.

While we recognise the improvements made,
there remain areas of serious concern for people
who are subject to the MHA. For example, this
year we found that one in five people detained
under the Act have no record of having their
rights explained to them. It is unacceptable that
we were unable to find evidence that patients
have been given their legal rights, or offered an
opportunity to discuss these, in so many cases.

Through our new approach we saw great
variation in the quality of care provided to people
accessing health and social care services. This is a
message that we have repeatedly reported for
people subject to the Act in our previous MHA
annual reports. We will continue to shine a
spotlight on services that fail to recognise the
impact of their systems and processes on this
patient group.
Early findings and feedback about these new
ways of working are promising. Our inspectors
and MHA Reviewers benefit from closer joint
working. Also, people who use services and staff
tell us that they like to see this greater coherence
between out MHA monitoring and our inspection
programme.
In this year’s report we reflect on the lifetime of
the MHA and our role as an independent
safeguard protecting patients affected by the
MHA. One of our key powers under the Act is
to make formal proposals to the Secretary of
State for changes to the MHA Code of Practice.
In 2013/14, we provided our most detailed
external consultation return to date on proposed
8

Other areas for concern include people being
managed away from home when they can’t
access local services, the understanding of
people and their families of their legal rights and
the way providers and commissioners are using
MHA data to inform their service planning. These
issues are of great importance to our role as a
regulator and in discharging our MHA monitoring
and our National Preventive Mechanism
functions.
One of the emerging themes that we highlighted
in our State of Care report 2013/14 was the
variation in quality and safety of care received by
people. Alongside this, we are aware of the
increasing financial challenges in health and
social care. In this report, we look at some of the
ways that staffing and resource issues may
directly impact on MHA patients. Going forward
we will be looking at how we can collect
intelligence on the effect on local services.
Paul Lelliott
Deputy Chief Inspector of Hospitals
(Mental Health)

Summary
THIS YEAR MARKS THE 30TH
ANNIVERSARY OF MONITORING
OF THE MENTAL HEALTH ACT
(MHA) AND FIVE YEARS SINCE
CQC BECAME RESPONSIBLE FOR
KEEPING THE MHA UNDER
REVIEW.

During 2013/14, we carried out 1,227 MHA
monitoring visits, meeting more than 4,500
patients, and our MHA Reviewers carried out 174
inspections with the mental health inspection
teams. Our inspections highlighted the variation
of care provided to detained patients. Too often
we found services that are not routinely involving
patients in their treatment. In addition, we are
concerned with the issue of bed availability and
the increasing number of patients being detained
far away from home.

Since 2009, uses of the MHA have grown. At the
end of 2013/14, there were 23,531 people
subject to the Act, either detained in hospital or
under a community treatment order. This
represents an increase of 6% from 2012/13. As
the number of detained patients continues to
increase, we continue to make sure that health
and social care services provide them with safe,
effective, compassionate and high-quality care.

Independent Mental Health Advocacy (IMHA)
services are an important safeguard for detained
patients. However, we found that many local
authorities are not conducting a needs
assessment before commissioning these services.
This is worrying and could mean that not
everyone who needs it has access to an advocate.
We are also concerned that we are still seeing
examples of poor practice in restrictive practices,
particularly seclusion and long-term segregation.

9
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CQC is committed to further
strengthening our inspection
and monitoring approaches for
the MHA.
Providers must ensure that people, and their
families or carers, understand their legal rights
and are involved in their treatment. Local
policies, training and audits should help staff to
understand the specific needs of people and
their families or carers, while hospital managers
should work jointly with other services, including
local IMHA providers. Following the publication
of the revised Code of Practice in January 2015,
we also encourage all providers and
commissioners to work together to develop a
plan for implementing the new Code that will
improve the experience and outcomes for people
subject to the MHA.
In addition, CQC expects commissioners and
providers to use the local data available from the
use of the MHA and work together to plan
services that meet the needs of patients. They
should pay particular attention to the issues we
have highlighted in this report. We also
encourage services to look at their systems and
make sure that providers are completing returns
to national datasets. This information is essential
to help inform local and national improvements
to patient care by policy makers, commissioners
and providers who use the data to understand
the state of care for people affected by the Act.
CQC is committed to further strengthening our
inspection and monitoring approaches for the
MHA.
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As part of our comprehensive inspections we will
review providers’ application of the MHA, and
assess their governance systems and processes.
We will look at how we can use our new
approach to meet a wider range of people
affected by the MHA. Our inspection teams will
look at how the MHA is being delivered. This
includes reviewing how providers monitor their
use of the MHA, such as carrying out audits for
local needs assessments. We will be looking for
evidence that the issues we raise through our
inspections, on behalf of patients, are considered
by board members and used to inform local
action plans. And we will review our MHA
monitoring visits so that they are more focused
on patient rights, the experience of being
detained and the principles of the MHA.
We will continue to monitor the implementation
of the revised Code of Practice. We will work with
the Department of Health and others to learn
from Code of Practice consultation responses,
and to shape our own approaches to regulating
and monitoring the MHA. Many of the proposals
for change we made to the Department of Health
during the consultation are reflected in the new
Code. These changes should help patients to
understand what happens when they are
detained under the MHA, and to challenge
services when they do not receive good care.
We are aware of the increasing financial
challenges in health and care services. As a result,
we will be looking at how we can understand the
impact of these on local services going forward.
We will also continue to review how we evaluate
our MHA activities, how we can continue to
improve our role, and how we can encourage
improvement for patient care as a result.

Introduction
THIS IS THE FIFTH ANNUAL
REPORT BY THE CARE QUALITY
COMMISSION (CQC) ON OUR
MONITORING ACTIVITIES OF THE
MENTAL HEALTH ACT 1983 (MHA).

In this report, we highlight concerns that people
are not always treated with this level of respect,
and that recovery is restricted by a lack of focus
on self-management of medication and
promoting patient choice. This is not acceptable
and we will hold providers to account and take
regulatory action as appropriate, if we find this to
be true of their service.

Since CQC was formed in 2009, we have carried
out a range of activities each year in our role to
ensure the general protection of patients
affected by the MHA. We acknowledge and
applaud services that operate with a patientcentred approach to their application of the Act,
detaining patients for the minimum amount of
time, and taking steps to make sure that patients
are involved and understand their legal rights.
This includes services that make every effort to
support patients in involving those close to them
in their care, and working, from the initial
detention, to make sure that patients are
supported in their recovery.

We are reviewing the way we discharge all our
MHA responsibilities and have made progress in
integrating and aligning our regulatory
responsibilities under the MHA and the Health
and Social Care Act. We are already seeing the
benefits of including MHA expertise from staff in
our regulatory inspections, particularly in respect
of reviewing governance systems and processes.
We set out in this report the ways we expect our
MHA role to be strengthened through the
integrated approach to regulating and
monitoring.
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This year saw the first review of the MHA Code
of Practice since CQC was formed. This has
provided us with an opportunity to review what
we know from the work we have carried out in
the last five years, as well as look at where we
think our work has highlighted the biggest gaps
between legislative intent and practice for
patients. This opportunity has also made us look
at the ways we support the national policy
agenda for MHA patients and what we can do to
improve the way our findings are used in future
developments.
Through the patient focus of our role, the MHA
offers us a unique insight into the issues that
matter to individuals when receiving services.
Our findings demonstrate some of the effects
that our MHA activities have on services, and
MHA Reviewers’ ability to be patient-focused
and work with providers to encourage
improvements for people who are subject to the
MHA. MHA Reviewers may use our combined
powers under the MHA and Health and Social
Care Act to respond to concerns. They can
require services to provide an action statement
using the MHA or work with the inspection team
to take enforcement action if they find serious
failures in services.

12

Through the patient focus of our
role, the MHA offers us a unique
insight into the issues that
matter to individuals when
receiving services.
To improve services we are continuing to
strengthen our approach to the MHA.
Our priorities will be highlighting variation, and
carrying out greater scrutiny when failures to
deliver high-quality care have an impact on this
specialist group of patients. We are prioritising
and focusing our efforts on the new ways we
can support but also challenge services when
we find poor care, and how we can encourage
them to improve.

1

CQC and the Mental
Health Act
THIS YEAR MARKS CQC’S FIFTH
YEAR OF MONITORING THE
MENTAL HEALTH ACT 1983 (MHA)
AND 30 YEARS SINCE THE
INTRODUCTION OF THE ACT.
It is therefore an appropriate time to reflect on
the changes and improvements to services during
this period. This includes the impact of having an
independent monitoring body and looking at the
issues that people using services still experience.

predecessor body the Mental Health Act
Commission in 1985.1 While there have been
improvements to patient care and support, some
of the issues in the first report remain an all too
familiar story for people detained using the MHA
today.
This section looks at the changes to the MHA
over the last 30 years and our role in keeping the
Act under review, including activities completed
through our inspections, review visits, complaints
about the MHA and the Second Opinion
Appointed Doctor (SOAD) service.

In producing this report we reviewed the content
from the first biennial report, published by our
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1.1 Monitoring the
MHA
■■

■■

■■

■■

In the 30 years since the introduction of
the Act, protecting the rights of patients
has been the driver for the independent
monitoring of the MHA.
While there have been improvements to
patient care and support during this time,
it is unacceptable that we are still seeing
some of the same issues reported by the
Mental Health Act Commission in 1985.
We have a unique role in requiring actions
and using our enforcement powers where
we find failures in local services. Through
integrating our MHA monitoring role with
our role as a system-wide regulator, today
we are better able to hold providers to
account.
Our approach to MHA visits is patientdriven, with the patient telling us what
they would like to cover in our interviews.
We will maintain this patient focus but
also improve our MHA data collection so
that we are better able to set benchmarks
of good care for providers, and use our
increased knowledge to influence policy
and legislative changes for the benefit of
patients.

Five years of CQC monitoring
CQC was established under the Health and Social
Care Act 2008. As well as being the quality
regulator for health and social care, we have a
statutory duty to monitor the use of the MHA
and we are designated as the National Preventive
Mechanism (NPM) against torture and illtreatment of people detained in health and social
care establishments.
14

Establishment of an NPM is a legal requirement
for states who are signatories of the Optional
Protocol to the Convention against Torture and
other Cruel, Inhuman or Degrading Treatment or
Punishment (OPCAT), an international human
rights treaty designed to strengthen the
protection of people deprived of their liberty.
The treaty acknowledges that detainees are
particularly vulnerable to ill-treatment and
advocates that efforts to end ill-treatment focus
on prevention through a system of independent
and regular visits to all places of detention. The
NPM’s annual report provides more details on
the work completed by the NPM in 2013/14.
This includes two fact sheets: Introducing the
UK’s National Preventive Mechanism and The
First Five Years of the UK NPM.2
Since 2009, we have incorporated monitoring
of the MHA into our role as a system-wide
regulator. While we still undertake MHA-specific
monitoring visits, with 1,227 carried out last year,
we now also look at the MHA during our
regulatory inspections. The knowledge and
expertise of MHA Reviewers is used during our
regulatory inspections to form judgements about
the quality of care. From 2014, the
comprehensive inspections we carry out in
mental health services always include MHA
expertise.
As a result of this integration, today we are
better able to hold providers to account and to
take action when we find failings that are having
an impact on the care and treatment of people
affected by the MHA.
The changes we have been making to our
inspections and our monitoring of the MHA have
used evidence that we have gathered over the
last five years. These changes are focused on
protecting patients. For example, our review of
individual activities highlight issues for a
particular patient and seek resolution with
providers. This helps inform our Intelligent
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Monitoring. This is a new tool we have built to
look at the data (or indicators) that help us to
decide if a service is safe, effective, caring
responsive to people’s needs and well-led.
Through the MHA evidence that we gather
across all our activities, we can also look at ways
to improve patient care for all. We routinely do
this through our annual report, but this year we
have also used our findings to influence the
changes in the latest revision to the MHA Code
of Practice.
Our current model for MHA visits is patient
driven, with the patient telling us what issues
they would like to cover in our interviews. This is
an important focus of our approach and we
would not seek to change this. However, our new
model will also look at how we use the data we
hold on the MHA. This will improve our ability
to benchmark services and improve our
understanding about how the MHA is being used
for different settings. In turn, we will be able to
use this knowledge to influence policy and
legislative changes for the patient groups we
protect.

Thirty years of monitoring
the MHA
Since its introduction in 1983, the MHA has been
periodically reviewed to reflect the changes in

mental health care and legislation, such as the
Human Rights Act 1998. Information from MHA
monitoring activities has been used to inform and
influence each of these reviews. Figure 1
highlights some of the developments and
impacts on the MHA since 1983.
Protecting people’s rights has been the driver for
the independent monitoring of people detained
in hospital, on community treatment orders or
subject to guardianship over the last 30 years.
In our MHA role, we act as a safeguard for
patients and encourage services to improve and
report on the national picture to help drive
legislative, practice and policy changes. Since
1983, CQC and previously the Mental Health Act
Commission have acquired a number of new
powers and roles. As well as broadening our work
and focus, these have complemented our MHA
duties. This includes our role as a regulator of
services and as the National Preventive
Mechanism to prevent ill-treatment for anyone
deprived of liberty in mental health settings.
We are keenly aware that we are operating in a
very different environment to when MHA
monitoring visits were originally introduced.
We are now one of many independent agencies,
such as Healthwatch, who may visit the areas
where people are detained, and the Independent
Mental Health Advocacy service that provides
statutory advocacy for patients who are subject
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FIGURE 1: Developments and impacts on the MHA 1983 to 2014
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to the MHA. However, we remain the only
agency to have a legal duty to keep the MHA
under review and investigate poor care when we
think appropriate. In addition, over the last three
decades CQC and previously the Mental Health
Act Commission have had unrestricted access to
settings where people are being detained and
attended, with a focus on the experience of
patients who are detained using the Act.
Uniquely, we are able to issue recommendations
and require action statements when we find
failures in local services. We do this using our
MHA monitoring functions and enforcement
powers under the Health and Social Care Act
2008 and associated regulations. We are also the
only organisation that has a statutory power to
make formal proposals to the Code of Practice.
We do not underestimate the level of influence
we have on the safety and quality of care for
people subject to the MHA, and we are
committed to continuing to review and refine
our methodology for carrying out our monitoring
role for the benefit of patients affected by the
MHA.

We do not underestimate the
level of influence we have on the
safety and quality of care for
people subject to the MHA.
We have been learning from our new approach to
inspections, and looking at how we can continue
to increase our understanding of areas that are
having an impact on the application of the MHA
and the Code of Practice. This includes, for
example, the impact of increasing demand for
independent sector beds on patients and services
as the number of NHS beds available decreases.
We have committed to reviewing the operating
model for both our monitoring functions under
the MHA and our regulatory inspection model
between 2014 and 2016 for mental health
services. We want to keep the parts that we
16

believe have the most impact on patients and
outcomes – for example, our expert MHA
Reviewers and regulatory inspection staff
speaking with patients. We also want to look at
how our activities can play the most effective
role in the very different health and care
landscape we operate in today.

Update on the ‘five key areas
of action’
In our 2012/13 report, we set out five key areas
of action for CQC in respect to the MHA. These
were aligned to our 2013 to 2016 corporate
strategy, Raising standards, putting people first.3
Throughout the year we have worked with other
agencies across all these areas, and we will
continue to focus on these areas until 2016. A
full review of these actions will be published in
our 2015/16 report, but below is a short
progress update.
Use of the MHA: We have worked with the
Health and Social Care Information Centre to
look for ways we can increase providers’ use of
national data returns, such as the Mental Health
Minimum Dataset. This includes using MHA data
in our Intelligent Monitoring of mental health
providers, and seeing how we can increase
reporting against the protected equality
characteristics.
We reviewed our own publication of MHA data
and how we can increase local interpretation of
our findings. This has included the increased use
of regional data wherever possible in this report.
We will test the impact of this with providers and
our inspection teams and will continue to
develop it.
Deaths of detained patients: We committed
to publishing annually the data we receive from
our death of detained patient notifications.
Information on the wider policy work we have
completed, including our work with the
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Ministerial Board on Deaths in Custody, can be
found later in this section.
Access to care during a mental health crisis:
We published our map of local health-based
places of safety in April 2014. We are progressing
with our crisis care thematic programme; this is
expected to complete later in 2015. We have also
been involved in the steering group for the
Department of Health and Home Office joint
consultation on Sections 135 and 136.
Complaints about the MHA: Last year we set
out our plans to look at the way MHA complaints
are addressed locally, and the system-wide
learning from our own complaints reviews and
investigations. An update on the progress so far
and our next steps appears later in this section.
We will be publishing annual data in all our
future reports.
Involving people who use services: All our
comprehensive inspections now include people
who use services acting as Experts by Experience.
During 2013/14 we regularly met with our
Service User Reference Panel, and their views
directly informed our response to the MHA Code
of Practice review. We are looking at ways we can
involve people who use services more in our
MHA work, including helping us to review our
MHA approaches and our own implementation of
the Code of Practice.
We have made sure our inspection teams carry
out specific activities to involve people affected
by the Act. We have committed to increasing
public awareness of MHA issues by combining
our MHA inspection and findings from our
regulatory inspections in a single report. Over the
next 12 months we are reviewing whether this
can be improved. We have also been working
with Healthwatch England on their special
inquiry into unsafe discharges.

1.2 CQC monitoring
activities 2013/14
■■

■■

■■

■■

■■

Monitoring visits are a key way that we
keep the Act under review. In 2013/14
we carried out 1,227 MHA visits, meeting
with over 4,500 patients and our MHA
Reviewers carried out 174 inspections
with the mental health inspection teams.
We have continued to strengthen our
involvement of the public through our
Service User Reference Panel and MHA
Advisory Group.
In 2013/14, we received 1,016
complaints about the Act, an increase of
nearly 15% since 2012/13. We are
committed to keeping complaints under
review and ensuring we share learning
from this with others.
A key focus of our work during 2013/14
was making recommendations for
changes to the MHA Code of Practice.
We formulated our proposals from
patients’ experiences and other sources,
and outlined where we believe the Code
needed to be clearer and stronger.
We expect services to make sure that staff
understand their responsibilities under
the Code and that they address any gaps
in practice highlighted by the new
guidance following its publication in
January 2015.

The MHA requires us to review the application of
the MHA by visiting hospitals and meeting with
patients, providing the Second Opinion
Appointed Doctor (SOAD) service, withholding of
mail and complaints about the MHA. We also
have a power to make proposals for change to
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the MHA and Code of Practice. This section
reviews our activities under these areas in
2013/14, as well as our involvement of our
Service User Reference Panel and Experts by
Experience.

Overview
In 2013/14, we carried out activities with more
than 18,000 people subject to the MHA through
our MHA roles. A summary of our activities over
the last year is outlined below.

MHA activity during 2013/14
■■

■■

■■

■■

■■

■■

■■
■■

■■

■■

■■

■■
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4,517 detained patients interviewed by a
MHA Reviewer.
175 patients on a community treatment
order interviewed by a MHA Reviewer.
13,645 patients assessed by our Second
Opinion Appointed Doctors.
1,227 MHA visits completed and reports
issued to providers.
174 inspections included a MHA Reviewer
on the inspection team.
1,324 mental health wards visited by our
MHA Reviewers.
24 community treatment order visits.
47 seclusion and long-term segregation
visits.
49 MHA visits to high security hospitals
by our MHA Reviewers.
1,016 complaints and enquiries about the
MHA received and responded to.
240 notifications received for patients
who died while detained.
909 notifications for patients who were
absent without leave.

Despite the large number of people we speak to,
we are very aware there are thousands more
stories and experiences we have not heard.
By integrating our MHA activities with our
comprehensive inspections we can reach
different patient groups, including those who
have previously been detained. It will also give
us access to new information and intelligence.
This will help us to address comments from our
Service User Reference Panel who have told us
the current model of speaking to people
detained under the Act has limitations.

“The only time people will speak out about
things that have happened to them as an
inpatient is after they have left the hospital.
It can help if people know whatever they
say to CQC is in confidence, but some
people will still be too scared to speak out
when they know they have to stay on the
ward after CQC have left. For others they
may not know what is going on is wrong,
and a lack of knowledge only adds to a fear
of talking to someone you don’t know.”
Service User Reference Panel member
We are looking for ways to address these
concerns in our future monitoring. This report,
however, covers the last period before we
introduced our new inspection approach.
More details on the information and data we are
gaining through our new tools and methodology
will be published in next year’s report.
Our MHA activities are carried out across
providers who have registered with CQC as
providing the regulated activity of ‘Assessment or
medical treatment for persons detained under
the Mental Health Act 1983’. In April 2014, there
were 290 registered providers offering this
service in 1,125 locations. A breakdown of the
number of locations per region is included in
table 1.
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TABLE 1: Number of locations by region in April 2014
Region

Active
locations

NHS
locations %

Independent
locations %

East Midlands

107

66%

30%

East of England

142

71%

27%

London

137

73%

24%

North East

57

82%

18%

North West

148

76%

24%

South East

185

82%

16%

South West

88

78%

18%

West Midlands

121

80%

19%

Yorkshire and the Humber

140

80%

19%

1,125

76%

22%

Total
Source: CQC

Monitoring visits
Throughout the year, our MHA Reviewers
(previously known as MHA Commissioners) carry
out different types of MHA visits, outside our
regulatory inspection programme, to keep the
MHA under review. MHA Reviewers meet with
patients, staff and stakeholders, observe practice
and highlight any concerns about how the MHA
and Code of Practice are applied. Some MHA
visits will have a specific focus (such as seclusion
monitoring), but our routine MHA visits, which
are usually unannounced, are designed to meet
detained patients in private to identify individual
issues or concerns, discuss the operation of the
Act with professionals, and prepare a report to
the provider requesting action to be taken.
On the MHA monitoring visits, we usually meet
with patients at the start and ask for their views
before identifying the specific areas of focus for
the visit. This approach makes sure that we
always put the patient at the heart of our activity
and helps us to target our visits to the areas of

most concern to the patients. Where appropriate
we also try to capture good practice examples.
Alongside visits to inpatient wards, we also
arrange meetings with mental health
professionals, including Approved Mental Health
Professionals, and other stakeholders (such as
the police, advocacy groups and carers), to look
at how people are assessed and admitted under
the Act.
Our routine MHA visits are carried out on a
cyclical basis and we aim to visit each registered
area every 18 months to two years. Last year we
made 1,227 visits (1,194 or 97% of which were
unannounced) to 1,324 wards and met with more
than 4,500 patients. Figure 2 (page 20)
compares the number of MHA visits completed in
2009/10 with those in 2013/14. It appears to
show a drop in the number of routine visits from
last year, but in this period our MHA Reviewers
attended 174 inspections under the Health and
Social Care Act (table 2, page 20).
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FIGURE 2: Number of MHA visits completed and numbers of patients interviewed on visits,
2009/10 to 2013/14
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Source: CQC

TABLE 2: Number of Health and Social Care Act inspections completed with a MHA Reviewer by
organisation type 2013/14
Location type

Number of Health and Social Care Act inspections
completed with a MHA Reviewer

Independent healthcare organisation

91

NHS healthcare organisation

75

Social care organisation

8

Total

174

Source: CQC

Regional visits

MHA and comprehensive inspections

As part of our activity review for this report, we
looked at the regions we have visited over the
last year. This is the first time we have reviewed
our activity in this way and we are looking at
ways our new regional inspection teams can use
this information to plan their visits.

From January 2014, regulatory inspections of
mental health services have included MHA
Reviewers on the inspection team. They work
with the inspection team to advise on the system
and process issues that are relevant to the MHA.
They also hold engagement events with detained
patients and interpret the findings of MHA visit
reports and data for the services being inspected.
During the inspection, they also conduct a MHA
monitoring visit to wards.

In this first review, we have used the rate of MHA
visits per 100 hospital detentions per year, across
the 152 local authorities (figure 3). Where a zero
rate is recorded this means there is no unit or
service in that local authority with detained
patients, so we have not carried out a visit.
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Inspections completed between January and
September 2014 piloted the different ways the
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FIGURE 3: Rate of MHA inspections by CQC per 100 hospital detentions across upper tier local
authorities in 2013/14
London inset

Rate of MHA visits

Source: Mental Health Minimum Dataset and CQC

MHA Reviewers may be used in regulatory
inspections. We will report on the findings from
the inspections in our next annual report when
we will have a full year of data available.
These inspections did highlight that the board
members and non-executive directors of some

NHS trusts and NHS foundation trusts are
unfamiliar with our MHA reports, and the
emerging themes and issues around quality
and safety raised in them. This is unacceptable.
The MHA identifies the trusts themselves as the
‘hospital managers’. This means that they are
responsible for making sure that the MHA is
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followed in their service. As a result, leadership
teams must be aware of our findings and taking
action against the issues and themes we
highlight from our discussions with patients.
We will take board and managers’ understanding
and awareness of our reports into account when
rating a service during a regulatory inspection.
In particular, it will affect our assessment of
whether a service is well-led. We will expect to
see evidence that providers are making sure their
boards and managers have governance
arrangements in place to monitor and review
the operation of the MHA in their services.
They should also have a system in place to
review and respond to our MHA monitoring
visit reports.

Involving people who use
services
Our Service User Reference Panel gives us helpful
information on conducting visits and helps to
steer different projects in the right direction.
The panel is made up of people who are, or have
been, detained under the Act. Each member is
encouraged to share their views on our work and
advise us about how we can involve more
members of the public.

We have found many people find it easier to talk
to an Expert by Experience than an inspector.
This is just one of the benefits of including an
Expert by Experience in our visiting and
inspection programme, and we include an Expert
by Experience on all of our regulatory
inspections.
Our MHA Advisory Group involves key
stakeholders from a range of organisations,
including providers and interest groups such as
the Survivor User Network. It provides experience
and expertise on the approach and scope of our
MHA duties. Over the last year, we have
continued to work with the advisory group,
to seek their opinions and guidance on our
monitoring, complaints and the development of
our annual report. In May 2014, we increased the
number of members of the advisory group and
expanded the terms of reference. The new terms
of reference are on our website.†

Working with others
Throughout the year, we have been represented
on national policy groups to offer our own
intelligence and influence policy changes –
particularly relating to emergency mental
healthcare and deaths in custody.

Some of the members of the panel also attend
our MHA monitoring visits and inspections of
health and social care services as ‘Experts by
Experience’.* Their main role is to talk to people
who use services and tell us what they say. They
can also talk to carers and staff, and can observe
the care being delivered.

* Visit: http://www.cqc.org.uk/content/involving-peoplewho-use-services to find out more about our Experts by
Experience including how apply to become an Expert by
Experience.
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† Visit: www.cqc.org.uk/content/advisory-groups for more
information.
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Examples of national policy
groups where we have provided
intelligence from our MHA
activities
■■

■■
■■

■■

■■

■■

■■

■■
■■

Royal College of Psychiatrists’, Quality
Network for Forensic Mental Health
Services
Crisis Concordat Steering Group
Steering group of the Independent
Mental Health Advocacy (IMHA)
Implementation
First-tier Tribunal (Mental Health)
stakeholder group
Independent Advisory Panel on Deaths
in Custody
Home Office’s Administrative Tribunal
stakeholder group
Department of Health steering group’s
review of the MHA Code of Practice and
Positive and Proactive Care
Ministerial Board on Deaths in Custody
Royal College of Psychiatrists Section
136 Working Group

In 2014/15, we continue to work with
national agencies to identify new opportunities.
This includes the way we use information
available on the use of the MHA in our
monitoring approaches, and how we can improve
sharing our findings in a useable format for local
authorities and clinical commissioning groups
to support improvements and benchmarking in
local services.

Second Opinion Appointed
Doctors
We provide the Second Opinion Appointed
Doctor (SOAD) service at the providers’ request
for treatment that needs to be certified under
the Act. The role of the SOAD is to decide
whether the treatment recommended is
appropriate for the patient.
Although we are responsible for ensuring a SOAD
service is available for patients, the SOADs who
carry out the visits act independently of CQC.
This means that while we set standard
approaches, provide guidance and offer support,
we do not have any powers to determine the
outcome of the visits the SOADs make, or try to
influence their assessment.
Our SOADs are led by a Principal SOAD.
He provides leadership and support across
the service, and makes sure that there is quality
improvement and ongoing development of the
SOAD systems and processes.
Since 1984, the number of SOADs and requests
for the service have increased substantially.
For example, in 1984 there were 70 psychiatrists
appointed to the SOAD panel for England and
Wales, which received an average of 183 requests
per month.4,5 In August 2014, there were 120
SOADs on our panel for England, receiving an
average of 1,050 requests every month.

Second opinion activity 2013/14
The number of SOAD visits arranged by CQC are
shown in figure 4 (page 24). While the overall
number of visits to detained patients has not
changed since 2009/10, changes in the law
relating to second opinions for people under
community treatment order have led to reduced
demand for CTO second opinions (CTOs).6
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FIGURE 4: Second opinion visits, 2009/10 to 2013/14
14,000
12,000

11,606

11,944

11,769

10,821

10,365

10,000
8,000
6,000
3,406

4,000
2,000
0

3,727

3,667

1,386 1,713

1,307

1,217

1,265

2009/10

2010/11

2011/12

Total ECT visits (detained)

Total CTO visits

2012/13

1,521 1,306

2013/14

Total medication visits (detained)

Source: CQC

Figure 5 shows the regional variation in numbers
of SOAD visits in 2013/14 against the number of
longer-term detentions, lasting over 72 hours,
per 100,000 population. The number of SOAD
visits and longer-term detention varies for some
areas. There are a number of reasons for this
including different clinical approaches to
consent, which vary across different patient
groups, for example people with a learning
disability, elderly patients and people with
personality disorders. While we have not been
able to identify any practical or immediate
concerns from this particular variation, we will be
using the data from this report to look into this
issue further.

from 22% in 2012/13. There may be a number of
reasons a SOAD asks for a treatment plan to be
changed. We have previously noted this is more
likely to occur when the person is prescribed
medication above the recommended dosage of
the British National Formulary. This shows how
important SOAD visits are in safeguarding against
unwarranted treatment.

The role of the SOAD is to certify treatments that
they consider to be appropriate. SOADs do not
always certify all of the proposed treatments put
forward in a treatment plan. Changes the SOAD
may make include not certifying some or all
treatments, limiting the dosage on some
treatments, and adding or substituting a
treatment not featuring in the original plan.

■■

As shown in table 3, treatment plans for detained
patients, who are deemed to lack capacity to
consent to treatment by the SOAD, were
changed in 24% of cases. This was an increase
24

Many of our SOADs report practical difficulties in
carrying out their assessments including:
■■
■■

Access to patient records.
Contacting other named professionals involved
in the patient’s treatment plan.
Incomplete information on the treatment plan
for the patient.

This can cause delays in assessments, such as
SOADs having to return to sites or carry out
additional activities before providing their
decision to the clinical team. Providers have a
responsibility to make sure that arrangements are
in place and routinely reviewed to enable SOADs
to carry out their work.
We have begun sharing the intelligence collected
by our SOAD service with our inspection teams.
This includes where SOADs have encountered
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TABLE 3: Changes to treatment following a SOAD visit, patients incapable of consent, 2013/14
Plan changed

%

Plan not changed

%

Total

1,868

26%

5,209

74%

7,077

72%

Electroconvulsive
therapy

215

15%

1,201

85%

1,416

14%

Community
treatment orders

284

21%

1,067

79%

1,351

14%

2,367

24%

7,477

76%

9,844

100%

Medication

Total
Source: CQC

difficulties carrying out the visits and in
speaking to professionals involved in patients’
care and treatment.

Withholding correspondence
Before the Mental Health Act, hospital doctors
had powers to withhold incoming or outgoing
mail from any psychiatric inpatient, including
informal patients.7 The 1983 Act specifically
abolished such powers in almost all cases, but
retained them for patients in high security

hospitals. The Mental Health Act Commission,
and now CQC, was designated as the body
responsible for reviewing decisions to withhold
correspondence, and had a broad power to direct
that a withheld item should be released (as CQC
now does).
We recognise that interfering with a patient’s
mail is a serious decision and impacts directly on
the patient’s rights to private and family life.
Although the number of appeals we receive is
not large, we consider each with great care. Table
25
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monitoring of telephone calls. Table 5 shows the
outcomes of appeals received since CQC was
formed in 2009. These were all received from
patients at Rampton Hospital. As with the
appeals under section 134, very few are upheld
totally (and no appeal against telephone
monitoring has led us to require that such
monitoring stops immediately). However, in many
cases compromise positions are reached or
further action is taken to make sure that any
interference with patients’ rights is minimised.
We do not view the exercise of patients’ rights of
appeal as a negative reflection on the hospital.

4 shows the number of times we received an
appeal against withholding of mail, and the
number of appeals that we upheld without
qualification (that is, where we directed the
withheld mail should be released to the intended
recipient). A larger number of appeals result in a
compromise, for instance where elements of the
postal packet are released or alternative
arrangements are made that are acceptable to
the sender or the intended recipient of postal
packages. In 2013/14, four cases were resolved
in that way.
We have also carried out audits during visits to
the high security hospitals to review and
investigate the systems they have in place to
support the withholding of patient
correspondence. Although the individual appeals
allow us to challenge practice with particular
patients, reviewing each provider’s systems allows
us to engage in wider discussion with them. Our
inspection managers report that these audits
highlight areas that require further investigation
with the individual hospital.

Complaints
CQC has a specific duty to review and
investigate, if appropriate, complaints about the
way providers exercise their powers and duties
under the MHA. Our role in receiving and
responding to MHA complaints is fulfilled in a
similar way to those of the ombudsmen for
non-MHA complaints. In our role as a regulator,
CQC is not directly responsible for resolving
individual complaints about the general quality
of care for people who are under the care of the
mental health services. This role is carried out by
providers and the NHS ombudsmen when the
care is provided by or on behalf of the NHS.

Security directions were introduced following the
Tilt Review in 2000.8 These gave high security
hospital patients equivalent rights for appealing
against the withholding of internal post (that is,
letters sent between patients in the hospital) and

TABLE 4: Section 134 withheld mail appeals and outcomes, 1983 to 1985 compared with 2009/10
to 2013/14

Appeal
upheld

Received

Appeal
upheld

Received

Appeal
upheld

Received

Appeal
upheld

Received

2013/14

Appeal
upheld

2012/13

Received

2011/12

Ashworth

5

0

1

0

2

–

2

0

1

0

0

0

Broadmoor

2

1

1

0

0

0

4

0

0

0

1

0

Rampton

2

1

6

1

2

0

6

0

10

3

8

1

Total

9

2

8

1

4

0

12

0

11

3

9

1

Source: Mental Health Act Commission (MHAC)/CQC
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2010/11

Appeal
upheld

2009/10

Received

Sept 1983 –
August 1985
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In 2013/14, there was a national focus across all
health and social care complaints including our
report Complaints Matter, published in December
2014.9 Our MHA staff have contributed specific
learning from MHA complaints to a number of
activities, including:
■■

■■

■■

Complaints activity 2009 to 2014

Submitting evidence to the Health Committee
Complaints and Raising Concerns – call for
written evidence.

Table 6 (page 28) details the number of enquiries
that we have received and dealt with under our
MHA complaints function over the last five years.
Since 2009, the number of complaints and
concerns has risen by 62%. This is a bigger
increase than would be accounted for by rising
numbers of detentions alone.

Working with Healthwatch to look at mapping
agencies with a role in complaints across
health and social care.
Responding to the Clwyd-Hart Report: A
Review of the NHS Hospitals Complaints
System: Putting Patients Back in the Picture.

The learning from these activities is already
building a picture of how complex the health and
social care system can be for anyone wishing to
make a complaint about the care and treatment
they receive. We recognise this becomes even
more complicated when the issue relates to the
MHA. As a result, in February 2014 we started a
review of the way we carry out our duties to
improve access and awareness, and to share
information with others on the learning from
MHA complaints and enquiries.
Part of our review will look at the way we work
with external agencies, including the

Parliamentary and Health Service Ombudsman
and Healthwatch. We want to make sure that we
are improving the experience for people who
need to make a complaint about the MHA, and
that we share intelligence from MHA complaints.

Capturing and recording of
complaints
For the first three years of our MHA complaints
work, at least 90% of complaints were received
in writing, by letter or by email. In the last two
years we have received an increasing numbers of
complaints by telephone, and in 2013/14
telephone contacts made up 60% of enquiries
received.
The majority of complaints we receive come
directly from patients, with an average of 75% of
all contacts since 2009. Relatives of patients are
the next most represented group, accounting for
16% of all contacts over the last five years.

TABLE 5: Security direction withheld internal mail and telephone monitoring appeals and outcomes,
2009/10 to 2013/14

Received

Appeal
upheld

Appeal
upheld

Appeal
upheld

Received

Received

2013/14

Appeal
upheld

2012/13

Received

2011/12

Appeal
upheld

2010/11

Received

2009/10

Internal post

–

–

1

0

–

–

1

0

4

1

Telephone monitoring

1

0

2

0

2

0

4

0

2

0

Source: MHAC/CQC
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TABLE 6: Enquiries received by MHA complaints function staff, 2009/10 to 2013/14
2009/10

2010/11

2011/12

2012/13

2013/14

628

745

601

884

1,016

Enquiries received – MHA
complaints function
Source: CQC

The remaining 9% come from a mixture of legal
representatives and other agencies such as
Independent Mental Health Advocates or
through referral from the other ombudsmen.
Table 7 shows the regional distribution of
complaints made, where this data was available.
We are sharing this information with our regional
teams to offer an overview of the number of
complaints we receive. We also hope regional
surveillance groups will find this additional
information of interest and that it will contribute
to their own monitoring of services.
From the data available, we can see London had
the highest recorded number of complaints and
concerns. This is as expected given the higher

population density, the higher number of people
subject to detention and the higher volume of
providers of services for those with a mental
illness. Where ‘not stated’ is recorded this
includes instances where the complainant has not
provided details of the provider or where multiple
providers may be involved in the complaints.

Proposals of change to the MHA
Code of Practice
We have a statutory power to make formal
proposals to the Secretary of State for changes to
the MHA Code of Practice, which we primarily do
through this report. A revision of the Code of
Practice was announced in 2012 and we joined
the steering group in October 2013. The review

TABLE 7: Complaints and enquiries received 2009/10 to 2013/14, by region
Region

2009/10

2010/11

2011/12

2012/13

2013/14

Average %
for 5-year
data

East

56

62

47

59

66

8%

East Midlands

58

88

91

143

123

13%

113

133

118

136

163

17%

North East

13

16

18

26

37

3%

North West

77

81

58

79

69

10%

South East

79

83

61

72

94

10%

South West

34

56

30

48

76

6%

West Midlands

45

51

31

44

49

6%

Yorks & Humberside

49

59

27

64

57

7%

Not stated

104

116

120

213

282

21%

Total

628

745

601

884

1,016

100%

London

Due to rounding, percentages may not total 100%.
Source: CQC
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gave us an opportunity to consider all the
proposals that we have published in our previous
annual reports, and to look again at the findings
from the reviews and investigations we have
carried out since the Code’s last revision in 2008.
The key focus of the steering group was to look
at the system-wide variations in the way the
MHA principles and safeguards are applied to
patients, as well as to address the
recommendations for changes to the Code
following national reports such as Closing the
Gap: Priorities for essential change in mental
health10 and Transforming Care: A national
response to Winterbourne View Hospital.11
In our initial response to the Department of Health
team, we provided more than 70 separate
proposals for change. These were formulated from
the patient experiences we have heard through
our MHA work since the last revision of the Code.
Our response outlined where we believe the Code
needed to be clearer and stronger to help people
using it. This included our own use of the Code in
our assessments of services.
Our final response to the Code of Practice
consultation was one of the most detailed
external consultation returns we have provided.
We included some broad messages and asked for
these to inform ongoing reviews of the Code and
how it is applied in practice by both CQC and
providers.
The following messages were developed based on
the feedback from our consultation engagement
event with our Service User Reference Panel and
have been addressed in the new Code:
■■

■■

The key to good care and treatment is the
involvement of the person at all stages,
including a commitment to advanced decision
making and statements of wishes and feelings.
The Code needs to clearly identify what is
considered to be good practice and what
people should expect as an absolute right and
necessity for the service they receive. For

people using services this will help them to
understand when they should raise a concern
or complaint.
■■

■■

It should be clear throughout the Code that
relatives, carers and significant others will only
be involved in the care and treatment of their
loved one when the person wants them to be.
People who use services felt confidentiality
should be key when the use of advocates or
representatives is considered, to make sure
that the person is helped to involve significant
others when appropriate, as opposed to this
being an expectation.
People who use services feel that the Code
should highlight where options for choice
continue to exist when detained. This will allow
them greater involvement and empowerment
throughout each stage of their care.

We also made a number of formal proposals for
change during the drafting of the Code. Details of
our consultation return and specific
recommendations are on our website* and our
proposals have largely been addressed in the final
version of the Code laid before Parliament.12
As the regulator of health and social care in
England, our challenge to every health care
provider is to deliver consistent and high
standards of care that we all have a right to
expect. We see our involvement in reviewing the
Code of Practice as one of the ways we will
continue to challenge practice and encourage
improvement. We expect to see services making
sure that their staff understand their specific
responsibilities in the Code and that they are
addressing any gaps in practice highlighted by
the new guidance.
The review of the Code and discussion with
people, inside and outside CQC, has informed
how we will improve our use of the Code in
carrying out MHA activities. For example, in

* www.cqc.org.uk/content/mental-health-act
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assessing whether our inspection teams or
providers need any additional guidance to deliver
the consistent and high-quality care we expect.
We have aligned the structure of this report to
that of the new Code. This should help patients,
policy makers and services to easily identify the
areas of the Code we have observed practice
against, good and bad, and what may need to
change. We also believe that this will be a useful
and easily accessible way for us to present the
outcomes of our MHA monitoring work.

1.3 Health and Social
Care Act notifications:
Absences without leave
and deaths in detention
■■

■■

■■

Through our work with the Department of
Health, a reduced scope for absent
without leave notifications was introduced
in 2013. This accounts for a drop of
almost 77% in notifications since
2012/13.
The number of unnatural deaths has
remained consistent for the last four
years, with 36 reported deaths in
2013/14. We reiterate our expectations
that providers use local investigations to
prevent future deaths.
Over the last year, we have continued to
work with external organisations, such as
the Coroners’ Society, to strengthen our
information sharing and improve our
learning from deaths in detention.

Providers registered under the Health and Social
Care Act 2008 must notify us about any
unauthorised absences and deaths of people
detained, or liable to be detained, under the MHA.
30

We have previously committed to providing the
information we receive from the notifications in
each of our annual reports. We also regularly use
the data to inform our Intelligent Monitoring and
to provide returns to other national stakeholders,
such as the Independent Advisory Panel to the
Ministerial Board on Deaths in Custody.

Absent without leave
notifications
Section 18 of the MHA (absence without leave
notifications) applies to a range of different
situations for people subject to the MHA.
However, patients detained in hospital must have
all their leave agreed and signed by their
responsible clinician under section 17 of the Act.
If they leave without this being in place they are
classed as absent without leave.
Since 1 April 2010, providers have been required
to notify us of any inpatients who are absent
without leave, which is defined by certain
parameters.* For the first three years of this data
collection, providers had to tell us of all patients
absent without leave still open at midnight on the
day the absence began. Incidences of absences at
any time from high security hospitals, and the
return of persons from unauthorised absences,
had to be reported to us as well.
Absences without leave are also monitored by the
Mental Health Minimum Dataset (MHMDS). We
recognised that the requirements for notifying us
were putting an additional burden on general
security wards, which were already required to
complete this information for the MHMDS. As a
result, in 2011 we worked with the Department of
Health to change the regulation and reduce the
scope of when providers had to notify us of
* The current regulations are Care Quality Commission
(Registration) Regulations 2009 Regulation 17, as amended
by the Care Quality Commission (Registration) and (Additional
Functions) 2011 and Health and Social Care Act 2008
(Regulated Activities) (Amendment) Regulations 2012
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TABLE 8: Notifications of absence without leave, 2010/11 to 2013/14

Notifications of unauthorised absences received

2010/11

2011/12

2012/13

2013/14

4,183

4,896

3,923

909

Source: CQC

people who were absent without leave. Since April
2013, only services designated as low, medium
or high security are required to notify us of any
unauthorised absences, and of the return of
persons from unauthorised absences.
The reduced scope of when providers must notify
us explains the fall in the number of notifications
we have received since 2010 (table 8).

Deaths of detained patients
notifications
All providers must notify us of the death of any
patient detained under the Act.* The notifications
make sure we can take appropriate monitoring
action in response to individual cases. This will
primarily be recorded as a significant notification
in our Intelligent Monitoring of provider services.
However, in some circumstances we may use our
powers under the MHA or Health and Social Care
Act to investigate further.
The figures for the death notifications we have
received over the last three years are provided in
table 9, with 232 notifications of death in
2013/14. This includes the information on
patients subject to a CTO, which we continue to
ask providers to report using the notification
system, although they are not required by law to
report these. As this is not a clear requirement in
regulation we cannot offer absolute assurance
that the data provided in this report is a
complete picture of all deaths of people subject
to a CTO during the periods reported.

TABLE 9: Notifications of deaths of detained
patients under regulation 17, 2011/12 to
2013/14 (type of detention)
2011/12 2012/13 2013/14
Detained

Total

236

275

198

709

CTOs

39

45

34

118

Total

275

320

232

827

In table 10, the figures for 2013/14 show a drop
in the number of natural deaths reported to us
for people detained in hospital. We categorised
deaths into ‘natural’ or ‘unnatural’ causes based
on the information given in the original
notification to CQC, or from further investigation,
or from the verdict of the coroner’s inquest.
Where the cause of death was categorised as
‘undetermined’ this may be because the coroner
recorded an open verdict or we are waiting for an
updated cause from the coroner’s inquest.
TABLE 10: Notifications of deaths of detained
patients under regulation 17, 2011/12 to
2013/2014 (causes of death)
2011/12 2012/13 2013/14 Total
Natural causes
Unnatural
causes
Undetermined
Total

191

200

126

517

36

48

36

120

9

27

36

72

236

275

198

709

Source: CQC

Detailed data tables received from our
notification system are in appendix 2 of this
report.

* Visit: www.cqc.org.uk/content/mental-healthnotifications for more information.

31

Monitoring the Mental Health Act in 2013/14

For detained patients, we have looked at the
factors and variation between regions for
2013/14 (table 11). We will be sharing this with
NHS England regional teams to discuss potential
developments of this regional level data.
When providers report a death they must tell us
where someone has been restrained within seven
days before their death. In 2013/14, there were
four incidences where this occurred. We have
reviewed the notification forms from the
providers for each individual case and do not
believe the death occurred immediately following
or during restraint.

Key developments
In our last report we set out our plans to include
death notifications in our Intelligent Monitoring
of provider services.* In 2014, we released the
first version of our Intelligent Monitoring which
helps us to decide when, where and what to
inspect. For all mental health services we have
included a specific indicator which looks at the
number of deaths for people detained in hospital

settings and which seeks to identify outliers. The
inspection teams have been using the indicators
since we implemented our new approach in
October 2014 and we will be issuing a second
release of the Intelligent Monitoring in 2015.
This will be informed and developed by the
feedback that we receive from our inspections
and from stakeholders, including the
Independent Advisory Panel and NHS England.
Our previous reports have outlined the key
messages and themes arising from analysis of
deaths by CQC and other organisations. They have
also highlighted our commitment to using the
learning available to inform our regulatory and
MHA monitoring methodology. We have used
these themes to inform the development of the
key lines of enquiry in our new inspection model.
When inspecting mental health providers we
now look at specific themes including:
■■
■■

The availability of specialist community services.
Care planning practice for inpatient and
community teams.

TABLE 11: Natural and unnatural cause deaths of detained patients by region, where known, 2013/14
Natural causes

Unnatural causes

Total

East

20

1

21

East Midlands

10

2

12

London

11

7

18

North East

8

1

9

North West

15

6

21

South East

25

4

29

South West

7

3

10

West Midlands

14

7

21

Yorkshire & Humberside

10

4

14

120

35

155

Total
Source: CQC
* Visit: www.cqc.org.uk/content/intelligent-monitoringtrusts-provide-mental-health-services for more
information on Intelligent Monitoring.
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■■

■■

■■

■■

Evidence of compliance with National Institute
for Health and Care Excellence (NICE) guidance.
Information sharing protocols with other
agencies.
Safety procedures for inpatients, such as the
provider’s approach to people absconding from
inpatient units.
How providers ensure a learning culture is in
place across the service, with a particular focus
on safety events.

In 2014 we also continued our work with other
organisations that have a role in the deaths of
detained patients. This joint working allows us to
bring together the various work programmes to
prevent deaths of people subject to the Act.
It also allows us to share learning from across our
different activities. Some of the work completed
in 2014 is summarised below:
NHS England: We have worked with the team
leading the review of the Serious Incident
Framework to improve the standard approach to
investigations following deaths. This is planned
for publication in 2015. We have also contributed
to the discussions about the role of NHS England
in individual investigations and how we share
learning from the work carried out by individual
providers and commissioners.
Independent Advisory Panel: We have
continued to share the data we hold with the
Independent Advisory Panel (IAP) on a quarterly
basis. This forms part of the statistical analysis of
deaths produced by IAP.* In 2014 we met with the
panel and used the learning from its work
to prepare our Intelligent Monitoring indicators. In
2015 we will work with IAP to release our second
version of the indicators for mental health services.
The outcomes of this work will help to improve the
national dataset available for people who die while
in detention. It will also include reviews of data
from HSCIC and NHS England.
* See: http://iapdeathsincustody.independent.gov.uk/
work-of-the-iap/working-groups/statistics/

Coroners Society: In 2014 we developed a
memorandum of understanding with the
Coroners Society. We now receive information
from individual coroners’ reports about any
deaths in health and care settings and how these
could be prevented in future. This information is
provided to our inspection teams who use the
details of the report in their work with individual
providers.
National Confidential Inquiry into Suicide
and Homicide of People with Mental Illness
(NCISH): As reported in our 2012/13 report, we
have shared data with the NCISH to compare the
deaths reported to the inquiry team against our
own data. We have also used the NCISH reports
in our own plans for reviewing deaths in services
and the areas we look at when visiting mental
health providers, including community services.
Equality and Human Rights Commission
(EHRC): In 2014 the EHRC announced their
inquiry into non-natural deaths of people with
mental health conditions in state detention.†
The inquiry is looking at historical data on
suicide, homicide, unknown and accidental
deaths of people in psychiatric hospitals, prisons
and police custody in England and Wales.
We have worked closely with the inquiry team,
including attending roundtable discussions
throughout the year with other agencies.
We have also provided a range of data and
reports from our work to inform the inquiry.
The findings will be published in spring 2015 and
we will be working with the inquiry team to look
at ways their recommendations can be used to
inform our work with providers.

† Website for the Equality and Human Rights Commission
Inquiry: www.equalityhumanrights.com/legal-andpolicy/our-legal-work/inquiries-and-assessments/
inquiry-non-natural-deaths-detention-adults-mentalhealth-conditions
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The Mental Health
Act in action
THROUGH OUR CORE ACTIVITIES
OF MONITORING THE MENTAL
HEALTH ACT 1983 (MHA) AND
IN INSPECTING AND RATING
PROVIDERS OF MENTAL HEALTH
SERVICES, WE HAVE A UNIQUE
VIEW OF THE WAY SERVICES ARE
SUPPORTING PEOPLE AND HOW
THE NATIONAL AGENDA IS
CHANGING THE WAY THE MHA IS
APPLIED. THERE ARE A NUMBER
OF AREAS WHERE WE CONTINUE
TO SEE ISSUES IN PRACTICE.
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2.1 Using the Act
■■

■■

Data collection, through our own
Intelligent Monitoring and working with
other bodies such as the Health and
Social Care Information Centre (HSCIC),
gives us an important picture about the
MHA in action and improves our
understanding about how it affects
people.
Figures from HSCIC show that there were
23,531 people subject to the Act at the
end of March 2014, an increase of 6%
since 2012/13. In 2013/14, this means
18,166 people were detained in hospital,
compared with 16,989 the previous year.
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■■

■■

HSCIC data also shows that there is a
higher rate of black and minority ethnic
people being detained than we would
predict from the population
demographics. We reiterate our call for
providers to carry out ethnic minority
monitoring of their activities, to ensure
accurate data is available to inform future
analysis.
Some providers are not consistently
reporting through national returns. We
welcome all approaches, for example from
NHS England, to improve provider data
returns.

Before setting out our findings for the year, we
have included in the box below some of the key
statistics and messages from the Health and
Social Care Information Centre’s (HSCIC) report,
Inpatients Formally Detained in Hospitals Under
the Mental Health Act 1983.13 Although this is
not our own data, we have included it to provide
a context for how the MHA is used across the
organisations we regulate in England. The data
return is completed by all hospitals, including
high security hospitals, and by both NHS services
and independent hospital providers.
We work closely with HSCIC to look at how we
can improve the use of the data while reducing
the burden on providers. We are still finding that

Summary of findings from the 2013/14 HSCIC report
■■

■■

■■

■■

■■

■■

■■

The MHA was used 53,176 times to detain patients in hospital for longer than 72 hours,
5% (2,768) more than 2012/13 and 30% more than 2003/04.
In 2013/14, there were 23,531 people subject to the MHA at 31 March 2014. This was 18,166
people detained in hospital and 5,365 people being treated on a community treatment order
(CTO).
There was a 6% increase in the number of people subject to the Act from 2012/13 and a 32%
increase since 2008/09, the year CTOs were introduced.
Since 2010, the number of people in hospital subject to the MHA has increased by 9% (1,544).
In that time, the population in England has increased by 3% (1.67 million), so the number of
people being detained cannot be linked to an increase in the number of people in the general
population.
In 65% (34,806) of cases, detentions were made on admission to hospital. They were also
made following a stay as an informal patient and/or when a short-term or emergency detention
order had been used (14,087 cases), following a section 136 order (2,882), or after a CTO had
been revoked (1,401).
The number of people detained in care from non-NHS providers is increasing. This year
independent hospital providers have reported an increase of 21% in detained patients. This is
10% of all longer-term detentions and more than double the proportion of 10 years ago.
The number of new CTOs was 5% lower than during the previous year (4,434 compared with
4,647). This suggests the uptake of CTOs following their introduction may have levelled off.
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FIGURE 6: Longer-term detentions by broad ethnic group, 2013/14
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some providers are not regularly returning data
to the Mental Health Minimum Dataset
(MHMDS). We are pleased that NHS England has
been looking at ways to tackle this through
different approaches led by clinical
commissioning groups.
Our new Intelligent Monitoring will support the
national data collection, as it enables our
inspection teams to identify when providers
are not consistently reporting through the
national returns.

Over-representation of black
and minority ethnic people
in detention/CTOs
Over the last 30 years of monitoring the Act,
we (and previously the Mental Health Act
Commission) have highlighted the continued
over-representation of black and minority ethnic
people groups in the detained population. We
have also highlighted that this overrepresentation continues and increases for
people under CTOs.14 In our last report, we
provided detailed statistics on mental health
detention by ethnic group, and recommended
that services should undertake ethnic monitoring
of their activities. We also encouraged services to
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make sure they submit accurate returns to the
MHMDS.15
The HSCIC report includes information from the
MHMDS. This shows that 72% of all detentions
were applied to patients in the ‘White’ ethnic
group. However, the data also shows ‘Black or
Black British’ continue to account for more
longer-term detentions than any other category,
with 10% or 4,012 people in longer-term
detentions being Black or Black British (figure 6).

2.2 Protecting patients’
rights and autonomy
■■

■■

In 2013/14, 84% of records examined
showed that patients had received
information about their legal rights.
There was also evidence of staff
discussing rights with patients in 82% of
records – an increase from 71% last year.
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■■

■■

■■

However, we have found that staff do not
always provide carers with the information
and support they need. We strongly
recommend hospital staff have additional
training and support about their duties
under the Care Act 2014.
Awareness of, and access to, Independent
Mental Health Advocates (IMHAs) is still
not good enough. In 2014, the IMHA
implementation project produced training
materials for providers to address this. We
will continue to work with the project to
look at ways we can improve IMHA
provision.
Since April 2014, the Tribunal doctor no
longer screens all patients before their
hearing. All section 2 and unrepresented
patients are now sent a leaflet advising
them of their legal rights to
representation. We expect the Tribunal to
remain vigilant in seeking capacity
assessments for patients who do not have
representation.

Information for patients,
nearest relatives, carers and
others
Through our monitoring work over the last five
years, we have emphasised the importance of
developing a stronger culture of human rights in
mental health care. However, we are still meeting
patients who are not made aware of their legal
rights. Making sure patients are supported to
understand their legal position and rights is the
foundation of a human rights approach to
operating the Act. We have seen some examples
of good practice in action.

There is an audit document that records
when staff have told patients about their
rights and repeated this, if necessary. In
addition, this audit tool records referrals to
an IMHA and applications for Tribunals and
Managers’ Hearings. There is also a regular
monthly entry in the office diary to remind
staff to speak with detained patients about
their rights. Responsibility for reminding
patients of their rights falls to staff on shift
on the day in the diary, rather than the
named nurse. Patients have a written
explanation of their rights in ‘easy read’
format in the ‘Patient Information Booklet’
they keep in their room.
The Unit, Birmingham Community Healthcare
NHS Trust, August 2013

We noted good practice on the ward in
relation to the explanation of rights to
detained patients. In particular we heard
that the Mental Health Act manager runs
‘surgeries’ on the ward for detained
patients.
Prospect Park Hospital, Berkshire NHS Trust,
March 2014
However, MHA Reviewers still meet detained
patients (and patients on a CTO, as discussed in
section 2.8) who are not aware of their legal
position, or who do not understand what it
means, even though there is no clinical reason
for this. The Code of Practice expects providers
to have systems in place for telling people their
rights and ensuring that this is recorded properly.
From our own observations, we have seen this is
not the case. We continue to look at how this
statutory duty is being administered to make sure
that patients are being given every opportunity
to learn about their legal rights so they can make
informed decisions.
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In 2013/14, we found that 84% of 140 records
examined showed evidence that patients had
received information about their legal rights
(figure 7). There was evidence of staff discussing
legal rights with patients in 82% of records
(figure 8). This is an increase from the 71% we
reported on last year. However, this still means
one in five people who have been detained have
no record that their statutory rights have been
explained to them. It is unacceptable that we
could not find evidence that patients have been
given their legal rights, or offered an opportunity
to discuss these with staff, in so many cases.
Where we see issues on particular wards we
always make a recommendation for action. In our
new style inspections, the provision of rights
forms one of our key lines of enquiry. As a result,
from next year our inspectors will be able to look
for evidence of whether the issues we identify
are system-wide. We continue to use the MHA
and the Code of Practice, which give statutory
guidance on the expectations on providers, as
our standard in all cases.
FIGURE 7: Evidence that information about
patients’ rights was provided to patients, from
records examined on MHA visits, 2013/14
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FIGURE 8: Evidence of discussion about
patients’ rights in records examined on MHA
visits, 2013/14
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The nearest relative, carers,
family and significant others
Under the MHA, family members of detained
patients who are identified as the patient’s legal
‘nearest relatives’ are given specific rights to
access information, request assessments and
powers to request discharge. The involvement of
other people, including carers, family and
significant others, is subject to the patient’s
agreement and normal considerations of patient
confidentiality. In some, but not all, cases the
nearest relative will also be the main carer.
Patients who are able to make decisions for
themselves should always be supported to
discuss matters about their treatment with
people of their choosing, rather than
professionals taking a lead in the discussions.
Although carers do not have the same legal
standing under the MHA as a nearest relative,
even though they will be the same person in
some cases, the Code recognises that carers
should be informed and involved wherever
possible. This is particularly important following
detention. However, we still receive feedback
from patients and carers that their views are not
being sought or taken into account often
enough.
Where carers report concerns that staff are
uncommunicative with them, patient
confidentiality is the most common reason given.
The Code of Practice is clear that confidentiality
should not prevent staff communicating with
carers, relatives or friends of the patient (see
Code of Practice, chapters 2 and 18). However, in
order to meet the duties of the Care Act 2014 to
provide carers with information and support,
hospital staff may need additional training and
support to work alongside local authority
colleagues.
Our primary responsibility in monitoring the MHA
is to visit detainees in hospital. Our visits are
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largely unannounced, so there are limited
opportunities to speak with carers. In some cases,
we carry out announced visits so that patients,
carers and others can attend. Going forward, our
comprehensive inspection model will allow us to
meet carers more frequently and we are looking
at ways we can specifically reach out to carers
with experience of the Act through our MHA
monitoring and regulatory inspection models.
In 2013/14, we engaged with the carers of
detained patients. With the co-operation of one
mental health provider, a MHA Reviewer
contacted and interviewed eight carers, through
a mixture of telephone interviews and attendance
at a carers’ group. As well as forming part of our
comprehensive reviews of mental health services,
these activities will inform our future MHA
monitoring activity.
The initial results of our interviews with carers
underlined how bewildering and complex the
process of detention under the Act can be for
patients and their family. Carers’ understanding
of their legal position some weeks or months
after their relative’s crisis was worryingly low.
We also heard stories of families not receiving
support until a crisis made detention under the
Act much more likely.

On a visit in December 2013, we raised
concerns from carers that they were not
being involved in the care of their relative
and that their views were not taken
seriously. The provider in question
undertook a programme of education and
awareness sessions for its staff to support
their understanding of information sharing
and confidentiality. Responsibility for
developing this training was delegated to
the MHA lead for the provider.
MHA monitoring visit to the Isle of Wight,
December 2013

We have been told of some good practice
examples, which can play an important role in
providing information and support. These
include, for example, access to carers’ groups
where people can meet with staff and ask
questions about the service. Feedback on
communication with relatives informs our
inspections and we expect providers to make sure
staff are clear on how they can engage carers, as
well as their responsibilities around
confidentiality and information.

Good practice: Mental health
carer support in Reading
In Reading, a social worker trained in
psychosocial intervention has been
identified as a specialist mental health
carers’ Lead for the local authority. She runs
a 10-week course for families of patients,
involving crisis work with up to three home
visits, family work and psycho-education
classes. These include information about
signs and symptoms of relapse, strategies
for dealing with difficult behaviour and
stress management. At the end of the
course, carers can join more informal
support groups. The carers we spoke to were
complimentary about the course and the
support offered by this dedicated resource.

Independent mental health
advocacy services
It is now five years since providers and
commissioners were given a legal duty to make
sure that patients subject to the Act are aware of,
and have access to, an Independent Mental
Health Advocate (IMHA).
In November 2013, we joined the Department
of Health’s advisory group for the IMHA
Implementation Project. Over the course of the
year, the project has produced practical resources
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for implementing IMHA services, including
training materials and video resources, which we
recommend to services. We are using these in our
own activities, including training our MHA staff.
This has been the first year that local authorities
have been responsible for commissioning IMHA
services. In August 2014, the IMHA
Implementation Project requested data on local
authority commissioning arrangements. Of 152
authorities approached, responses were received
from 103 (68%). Project members are preparing
a publication using this data, but we highlight
here that only a small proportion of the 103
respondents (14%) were able to state they had
undertaken a needs assessment to inform their
commissioning, even though this is a basic
requirement of good commissioning practice
(figure 9). The Implementation Project is
producing guidance for commissioners to address
this and other shortcomings.
To help us to understand the impact that this is
having on the quality of services, we will be
asking additional questions, designed and agreed
with the IMHA Implementation Project, when we
speak with patients and providers during our
MHA visits from January to March 2015. We will
include the outcome of this work in our next
annual report and share it with the IMHA
Implementation Project.
FIGURE 9: Local authorities’ response when
asked if they had undertaken a needs
assessment for commissioning IMHA services,
August 2014
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To be effective, IMHA services should be funded
so that they can proactively reach out to patients
who qualify for their support. For example,
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IMHAs should be able to attend inpatient wards
and introduce themselves to qualifying patients
to explain their role. Some referral and funding
arrangements for IMHA services make this
difficult. This may mean that not everyone has
equal access to the service.
Given the uncertainties over commissioning and
provision of IMHA services, we would like to see
a centralised data collection and an annual report
introduced to make recommendations for
service development. Such arrangements have
been successful in developing the IMCA service.
We recommend the Government considers how
this may be achieved.
We have been increasing our engagement with
IMHA services to help us better understand the
services we are inspecting. To date, the IMHAs
have been a valuable source of information. We
have included an IMHA as specialist advisor on at
least one of our inspection teams and, using their
experience and knowledge, we have been able to
identify new areas to review. We hope to
continue working with individuals and agencies
in this way and will be looking at how we can
increase our contact with IMHAs during our
dedicated MHA monitoring visits in 2014/15.

CQC survey of visit findings on
IMHA service provision
To understand more about the specific issues for
IMHA provision, we analysed the reports of our
MHA visits between 1 July and 31 December
2013.* This provided a baseline of 740 visits,
in which our MHA Reviewers met with 2,238
patients who were detained or subject to a CTO.
Through the survey, we identified reports that
had evidence of issues with the IMHA provision.
In total, 145 recommendations, issued over 122
* The majority were visits to detaining hospitals, but this
figure includes some ‘special’ visits (e.g. 27 ‘assessment and
admission’ visits), and 13 visits focusing on CTO where the
principal focus was not inpatient detention.
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TABLE 12: Issues identified related to IMHA services from visit reports, 1 July to 31 December 2013
Number

%

Lack of information on ward about IMHA

44

30

Limited evidence that patients told of IMHA service

32

22

Individual patient referred to IMHA at request of MHA Reviewer

25

17

Concern about access because of referral arrangements

15

10

Incapacitated patients and IMHA access

9

6

IMHA suggested to help record patient views in care plans

4

3

No access to IMHA

4

3

Concern about access for people subject to a CTO

4

3

IMHA complaints about services

2

1

Complaint about advocate

2

1

No IMHA link to hospital management

2

1

Other

2

1

Total

145

100

Total percentages fall 2% short of 100% due to rounding.
Source: CQC

visit reports, related to ‘IMHA’. We then
categorised the issues raised (table 12).
The most common type of comment related to a
lack of ward-based information about IMHA
(44 examples). In half of these (22), MHA
Reviewers found there was no information about
IMHA services on the ward. Where they found
some information, they considered that it was
not good enough. For example, some wards had
leaflets but no posters, or some had information
available to patients but did not explain how
they could contact IMHA services directly.
In a smaller number of visits, we were concerned
that patients did not have practical access to
IMHA services.

The Tribunal
The First-tier Tribunal (Mental Health) is the
primary way that people in England can appeal
against the use of the MHA’s powers of

detention, guardianship or supervised community
treatment. It is an independent judicial body
administered by the Tribunals Service and
provides one of the key safeguards under the Act.
The Tribunal Secretariat has provided us with
their activity in 2013/14 (tables 13 and 14, page
42). Figure 10 (page 42) also illustrates the
number of applications and hearings taking place
each year from 2009 to 2014. This shows that
the number of Tribunal applications has increased
by 27% (6,804) in the last five years. The number
of full hearings has increased by 20% (3,561)
over the same period.
In 2012/13, the Tribunal introduced a system of
‘paper reviews’ for automatic referrals of CTO
cases. This means that the Tribunal will not meet
with the patient, but will carry out a review of
the patient’s records and reports. Since it was
introduced, the Tribunal has reviewed 884 cases
in this way. Patients are given the opportunity to
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FIGURE 10: Tribunal applications and hearings, 2009/10 to 2013/14
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TABLE 13: Outcomes of applications against detention to the First-tier Tribunal (Mental Health),
2013/14
Other
Section 2 unrestricted
Detention
Applications
only (excludes
Withdrawn applications
CTOs)

Decision of
Tribunal

Restricted

All detained
patients

9,081

15,096

3,203

27,380

724

3,109

1,138

4,971

Discharges by clinician prior
to hearing

2,877

5,057

56

7,990

Hearings1

6,111

10,239

2,401

18,751

Absolute discharge

487

312

74

873

Delayed discharge

198

143

0

341

Conditional discharge

0

0

324

324

Deferred conditional discharge

0

0

138

138

685

455

536

1,676

4,468

6,489

1,426

12,383

Total discharge by Tribunal
No discharge
Source: Tribunal Secretariat

object to having their case determined through a
paper review, and will have a full hearing if they
do so. In 2013/14, paper reviews accounted for
17% (516) of CTO cases considered by the
Tribunal.
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Last year, the Tribunal made changes to its
administration processes for hearings. Previously,
all patients (unless they declined) were examined
by the Tribunal doctor before their hearing. Since
April 2014, the Tribunal doctor has only
examined patients under section 2 of the MHA
(unless they decline), and not for any other
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TABLE 14: Applications against CTOs to the First-tier Tribunal (Mental Health), 2013/14
Number
Applications

4,431

Withdrawn applications

873

Hearings

3,550

Discharges by Tribunal

185

No discharge by Tribunal

3,430

Source: Tribunal Secretariat

section hearing. The exception to this is when
they or their representative asks the Tribunal in
writing for a pre-examination. This must be done
14 days before the hearing. The Tribunal can also
direct that a pre-examination must take place.
All section 2 and unrepresented patients will now
be sent a leaflet at an early stage advising them
of their legal rights to representation and/or
rights to see the Tribunal doctor before the
hearing. Lawyers of patients with legal
representation must provide their clients with
appropriate and timely advice.

2.3 Assessment,
transport and admission
to hospital
■■

■■

The Tribunal recognises there is a potential risk
associated with this approach. To reduce this risk,
the Tribunal has committed to making sure it
seeks capacity assessments for patients without
representation. This should make sure that legal
representatives are appointed promptly for
patients who are deemed not to have the
capacity to decide for themselves whether or not
they should have legal representation.

* Section 136 is the power that police officers have to detain
people, believed to have a mental disorder, in a public place
and to take them to a place of safety for assessment.

■■

The mental health inpatient system was
again running over capacity. The number
of available mental health NHS beds in
quarter 4 2013/14 had decreased by
almost 8% since quarter 1 2010/11.
This is putting Approved Mental Health
Professionals (AMHPs) under extreme
pressure, and may lead to the Act being
used just to obtain a bed. While it would not
be lawful to use detention powers solely as
a means to secure access to hospital
treatment, AMHPs may be forced to choose
this as the least worst option available.
In 2012/13, there were 21,814 reported
uses of section 136* in England. This rose
to 24,489 in 2013/14, an increase of
12%. Last year, we carried out a themed
programme of work around crisis care,
with a specific focus on health-based
places of safety, and called for urgent
action on our key findings. We reiterate
our call for action and again highlight our
concern about the use of police stations
for people detained under section 136.
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Applications for detention
in hospital
Between quarter 1 2010/11 and quarter 4
2013/14, the number of available mental health
NHS beds has decreased by almost 8% (figure
11). Through our visits we have seen the effect
that this has had including difficulties in
accessing beds at a time of crisis. As in our last
report, we again note the mental health inpatient
system is running over capacity and AMHPs are
under pressure to admit people under the Act
just to obtain a bed. Since 2013, we have also
seen an increase in the number of patients being
detained out of area. We are looking at ways we
can work with others to continue to monitor this
through our new approach to inspections.
We hear information on the impact of this
change through our meetings with social service

departments, the police and stakeholder
organisations, such as patient and advocacy
groups. We have mostly completed this through
our MHA visits, and our new inspections use a
number of methods to increase engagement and
gather feedback from local people and services.
By meeting with the various agencies involved in
the assessment and admission of patients under
the MHA, we can get a better overview of care
pathways in a local area. It also provides us with
information on the challenges and opportunities
of inter-agency working and infrastructure.

The rise in compulsory
admissions and bed provision
The rise in compulsory admissions to psychiatric
hospitals has been a common, but not universal,
feature of European health systems since the
1990s.† In our last report we noted the possible link

FIGURE 11: Mental illness and learning disability NHS beds open overnight, 2010/11 to 2013/14
30,000

Number of beds

25,000
20,000
15,000

23,515

22,929

23,740

23,607

23,253

23,208

23,016

23,121

22,550

22,269

22,496

22,268

22,109

22,025

21,931

21,731

10,000
5,000
0

2,465

2,237

2,088

1,974

1,721

1,784

1,756

1,937

1,966

1,743

1,728

1,697

1,706

1,662

1,636

1,671

Q1

Q2

Q3

Q4

Q1

Q2

Q3

Q4

Q1

Q2

Q3

Q4

Q1

Q2

Q3

Q4

2010/11

2011/12

2012/13

Learning disabilities

2013/14

Mental illness

Source: NHS England KH03 data collection*

* See www.england.nhs.uk/statistics/statistical-workareas/bed-availability-and-occupancy/bed-dataovernight/
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† Scotland had appeared to reverse its own upward trend in the use
of compulsion since the coming into force of the Mental Health
(Care & Treatment) (Scotland) Act 2003 and detentions have
been relatively stable over the last few years. See Mental Welfare
Commission for Scotland (2014) Mental Health Act Monitoring
2012/13, p36. www.mwcscot.org.uk/media/138265/
mha_monitoring_report_final_25_sept_2013.pdf
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Case study: Bed provision in Oxfordshire
On a visit in Oxfordshire in October 2013 staff reported difficulties in accessing a bed. Members
of staff agreed that delays in admission and high levels of occupancy were having a direct effect
on the quality of care delivered. We observed this in practice when, on the day of the visit, a
patient was held in the place of safety while waiting for a bed. However, at the time of our visit
there were particular pressures around adult male bed capacity as a result of improvement work
to one ward. This had led to a number of beds being temporarily closed. The trust told us in their
response to our visit report how they had taken action to address their bed management and
capacity issues. This included:
■■

■■

■■

■■

■■

A comprehensive review of mental health services for adults and older adults, which were being
remodelled to provide a more responsive seven-day service. There was a particular emphasis on
enhancing crisis support and intervention to further reduce the need for inpatient admissions.
As a result of the service remodelling, there was now a ‘night team’ of senior nurses in place to
support the wards. The community was to be mirrored in Buckinghamshire and both teams
were given more staff.
Basing a newly commissioned psychiatric in-reach liaison team in the accident and emergency
department at Stoke Mandeville Hospital. This was to cover seven days a week and extended
hours, and would assess and manage patients presenting with psychiatric symptoms in A&E
and designated wards. It was anticipated that this would result in more appropriate referrals for
inpatient psychiatric admission and reduce the number of patients who were being
inappropriately admitted to hospital.
Redesigning its inpatient services so that each ward had a dedicated modern matron and
consultant psychiatrist, to provide more focused clinical leadership and assist in capacity issues.
Developing a new clinical model for both inpatients and community services, that aimed to
standardise the patient pathway. This would allow inpatient clinicians to plan care and begin
treatment at the point of admission, actively engage patients and carers in their care, and in
turn reduce lengths of stay while smoothly transitioning care into the community.

The trust told us that it would continue to measure its progress by monitoring capacity in acute
admission wards, with an aim to drop below 100% and move towards the optimum of 85%.
MHA monitoring visit, Oxford Health NHS Foundation Trust, October 2013

between the decline in numbers of available beds
and the increasing use of compulsory detention.16
In June 2014, the Royal College of Psychiatrists’
Psychiatric Trainees’ Committee published the
results of a survey of junior doctors working in
psychiatry. From this survey, the committee
concluded that “cuts to mental health services

mean patients are being sent home in the
absence of a bed – or being sectioned to
secure one”.*

* Royal College of Psychiatrists . ‘Trainee psychiatrist survey
reveals mental health beds crisis’, June 2014.
www.rcpsych.ac.uk/mediacentre/pressreleases2014/
traineesurvey.aspx
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In the survey, more than 400 doctors (out of 576
respondents) said they had experienced
difficulties in finding an appropriate bed for a
patient at least once in the previous six months.
Doctors said they had resorted to prematurely
discharging patients to free up beds, or sending
patients long distances out of area as a result of
bed shortages.
It is important to note here that there is a
possibility of selection bias in these results, as
the 576 respondents were only 16% of doctors
who were sent the survey. However, it does show
that some clinicians believe difficulties in finding
beds are affecting their practice. This includes
whether they recommend the use of detention
under the Act rather than informal admission.
In our last report, we highlighted that AMHPs
have also reported being under pressure to use
compulsory admission under the Act to obtain
beds.17 It seems likely that such pressures are
having a distorting effect on detention figures.
While it would not be lawful to use detention
powers solely as a means to secure access to
hospital treatment, we are aware that in practice
the decision to detain a person may be
influenced by what alternatives are available.
For example, in our last report we highlighted the
case of a patient who might have been prepared
to accept voluntary admission to a bed nearer to
home, but was detained in an out of area
placement because there were no beds available
locally. AMHPs must be supported to make the
best decision for the patient at the time of
admission. We expect local systems to help
AMHPs report, record and understand how to
escalate their concerns when they have
difficulties in accessing a bed. This information
should be reviewed by senior leads identified
within local commissioners and providers, and
used as evidence to inform action planning and
local needs analysis.
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Case study: Bed provision in
Sussex
On a visit in Sussex shortly after the
publication of our last annual report, we
heard from AMHPs and doctors that they
found it very difficult to secure a bed for
informal patients. This was seen as a real
disincentive to applying the least restriction
principle. The trust responded to our
findings and said, “Inpatient hospital
beds are allocated regardless of the legal
status of the patient. Detained patients
are not prioritised over informal patients. We
understand that we are obliged to fulfil all
admission needs requested.”
Concerns about detained patients being
prioritised over informal patients for bed
allocation were raised at the MHA
monitoring group meeting on 13 June 2013.
In response to this, it was agreed that each
of the AMHP leads in each locality, West
Sussex, Brighton and Hove, and East Sussex,
would start a three-month monitoring
programme to assess the difficulty in
securing a bed for informal patients and
whether, ultimately, this resulted in
detention under the MHA. The group
agreed that if an informal patient is
subsequently detained due to difficulties
securing a bed, a serious incident will
be raised.
We commend this as a good practice model
that may be adopted by other services.
MHA monitoring visit, Sussex Partnership
NHS Foundation Trust, March 2013
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Under section 140 of the Act, clinical
commissioning groups (CCGs) have a duty to
notify their local authority about arrangements
for receiving patients in cases of special urgency.
They are also obliged to notify them about the
provision of appropriate accommodation or
facilities for patients under the age of 18. In our
last report, we raised concerns that CCGs were
not aware of, or did not have in place,
arrangements for admitting patients in special
urgency. We stated we expected CCGs to notify
their local authorities about the arrangements
in place.
We raised this matter during the review of the
Code of Practice. We are pleased to report that
the revised Code includes a new section on
commissioning and section 140 of the Act (see
Code of Practice paragraphs 14.77 to 14.86).
This sets out the role of CCGs and also states
that local authorities, providers, NHS
commissioners, police forces and ambulance
services should work together to create clear
policies and procedures for patient admission.
There is an expectation that there should be a
senior review of the operation of the
arrangements by all parties. The Code also
emphasises the need for commissioners and
providers to work together to make sure that
patients are placed in hospitals as close to home
as possible (see paragraph 14.81). We look
forward to reporting on the impact of this
development in our future reports.

Mental capacity and
deprivation of liberty
The MHA is based on the premise that inpatient
psychiatric treatment should, wherever possible,
be provided on an informal basis. This is the
principle of least restriction in the Code of
Practice.
In past reports we have noted an increasing trend
of wards being locked. Of all the wards we visited

in 2013/14 (including both secure wards and
those not designated with a specific security),
86% were locked at the time of the visit
(figure 12). In the non-secure sector, wards may
be locked for a number of reasons, not all of
which are specifically designed to contain
patients. However, in all such services locked
doors present a risk of de facto detention and
must be managed carefully by ward staff.
FIGURE 12: Was the ward locked at the time of
the visit? Data from all wards visited 2013/14
1,143

0%

20%
Yes

31 150

40%
No

60%

80%

100%

Missing data

Source: CQC

Following the Supreme Court’s ruling in March
2014, which clarified the definition of
deprivation of liberty,18 we issued a briefing for
providers that acknowledged that clinical staff of
inpatient settings should review the situation for
informal patients who lack capacity to consent to
admission, and consider if they are deprived of
their liberty.19 The ‘acid test’ for a deprivation of
liberty is if the person is not free to leave and is
under continuous supervision and control. This is
likely to be met for any incapacitated patient who
requires psychiatric hospital admission. A key role for
CQC, in our monitoring both of the MHA and in
our wider activities, will be to understand
whether the safeguards for these patients have
any practical effect.
The Court’s ruling has, as expected, resulted in a
substantial increase in the number of Deprivation
of Liberty Safeguards applications. Some
professionals have also reported a resulting
increase in the number of MHA assessments
carried out. Where a patient is incapacitated but
compliant to be deprived of their liberty then, in
principle, both a Deprivation of Liberty
Safeguards authorisation (or potentially a Court
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FIGURE 13: Number of people subject to MHA detention and CTOs, July 2013 to August 2014
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Source: Monthly Mental Health Minimum Data Set (MHMDS) Reports, England – August 2014.

of Protection order) and detention under the Act
would be available. In these circumstances,
decision makers must decide which regime is
more appropriate (see paragraphs 13.49 and
13.57). The revised MHA Code of Practice
provides some guidance on this (see paragraphs
13.58 to 13.60). We will have to wait for the
figures for 2014/15 to analyse the true impact of
the Supreme Court ruling, and will look at this
information alongside our own data collected
from MHA visits and regulatory inspections.
National data available at the time of writing
showed that in the five months from April 2014,
893 people were detained in hospital under the
MHA (figure 13). This was an 8% rise to a total
of 11,510. This is not conclusive evidence of the
effect of the Supreme Court judgement,
particularly given the general increasing trend in
the use of the MHA, although we are aware that
some NHS trusts have noted such an effect at
local levels.
In March 2014, the Deprivation of Liberty
Safeguards were described by the House of Lords
Select Committee on the Mental Capacity Act
2005 (MCA) as poorly drafted and overly
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complex, with the committee recommending a
comprehensive review to “start again”.20 The
committee highlighted research commissioned by
the Department of Health, which showed that
the interface between the MHA and the
Deprivation of Liberty Safeguards was poorly
understood by practitioners. The reasons for this
include the fact that “the principles and scope of,
and criteria for, the MHA and the MCA are
fundamentally different”.21 Witnesses who gave
evidence to the committee described how the
complex eligibility criteria in the Deprivation of
Liberty Safeguards, and their interface with the
MHA, caused unnecessary difficulties and
uncertainties in decisions about care, which were
added to and not resolved by legal judgements.22
The Government has responded to the
recommendation in their report, Valuing every
voice, respecting every right: Making the case
for the Mental Capacity Act.23 In it, the
Government agreed with the overall finding that,
while the MCA was a “visionary piece of
legislation”, the Act has “suffered from a lack of
awareness and a lack of understanding”. Their
response sets out a system-wide programme of
work to improve the implementation of the MCA.

Section 2: The Mental Health Act in action

It also highlighted the action CQC has taken
and how we have prioritised the MCA in our
regulation and inspection model. In addition,
the Government has commissioned the Law
Commission to carry out a comprehensive review
of the Deprivation of Liberty Safeguards, both to
consider a simpler mechanism to protect people’s
rights and also to extend the new provisions to
community settings as well as care homes and
hospitals.*

Review of mental health
crisis care
In 2013/14, we carried out a themed programme
of work around crisis care. This was in addition to
our routine monitoring of assessment and
admission procedures. It met one of our
commitments under the Mental Health Crisis
Care Concordat.
The review has assessed the quality, safety and
responsiveness of care provided to those in crisis,
focusing on the three key ways a person may
experience the health and care system. It looked
at people who experience a mental health crisis
and who:
■■

■■

■■

Go to accident and emergency departments
(with a particular focus on people who selfharm).

placing a specific focus on the inequalities and
outcomes for particular groups (such as the
inequalities experienced by some Black and
minority ethnic groups, or by children and
young people).
We published a tool that allows people to review
information for their local area and healthcare
organisations. We also published summary
feedback from people who use services and local
groups with an interest in mental health crisis
care. The tool puts the data into the context of
each local authority population. It also highlights
how people’s experiences and outcomes compare
to other local authorities across a range of
measures for each pathway.†
We will publish our national report on the crisis
care programme in spring 2015. This will
highlight our key findings and make
recommendations for agencies engaged in
improving the help, care and support for people
experiencing a mental health crisis.
We will use the results to develop the way we
monitor and inspect services. We will:
■■

■■

Require access and support from specialist
mental health services.
Are detained under section 136 of the MHA
(the power police officers have to detain
people, believed to have a mental disorder, in
a public place and to take them to a place of
safety for assessment).

■■

Identify indicators developed for the review
that could be included in the ongoing
Intelligent Monitoring of services.
Develop tools and methods that can be made
part of the new way we inspect health and
social care services, to check how they respond
to people experiencing a mental health crisis.
Make sure that the views of people who use
services and stakeholders are reflected in the
monitoring and inspection of services and
localities.

We are also exploring how organisations and
agencies work together to provide an effective
response within their local area. This includes
* See www.lawcommission.justice.gov.uk/areas/capacityand-detention.htm for more information.

† The tool is available at: www.cqc.org.uk/content/
thematic-review-mental-health-crisis-care-initial-datareview
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Police powers and places
of safety
In 2012/13, there were 21,814 reported uses of
section 136 in England. This rose to 24,489 in
2013/14. The use of police stations for people
detained under section 136, which has been a
continuing cause for national concern reported in
our previous report, has been declining in
2013/14.
As part of our review of crisis care, between
January and February 2014 we collected
information from 56 mental health trusts and two
social enterprise organisations across England
that are responsible for health-based places of
safety. The survey gathered information on the
availability and accessibility of places of safety,
staffing and training, target times and delays in
MHA assessments, governance and multi-agency
working, and the role of police and ambulance
services. We received a 100% response rate from
the organisations surveyed.

In 2012/13, there were 21,814
reported uses of section 136 in
England. This rose to 24,489 in
2013/14.
We have used the information collected through
this survey to publish an online map,* which
shows the location of designated health-based
places of safety across England. This map also
includes details of opening hours, capacity, the
age groups accepted, and the local areas they are
intended to serve. In addition, we published a full
report of our findings,† and a dataset of the
quantitative data collected. While we found that
some health-based places of safety are effective,
others are less responsive to people’s needs and
require far reaching improvements. There are four

key findings that we believe need to be urgently
addressed:
1.

Places of safety are turning people away or
requiring people to wait for long periods
with the police, because they are already full
or because there are staffing problems.

2.

Providers operate policies excluding young
people, people who are intoxicated, and
people with disturbed behaviour from all of
their places of safety.

3.

Commissioners are not adequately fulfilling
their responsibilities for maintaining an
oversight of the section 136 pathway.

4.

Providers are not appropriately monitoring
their own service provision. This makes it
difficult for those providers and their
commissioners to evaluate if provision is
meeting the needs of local people.

We have made recommendations to, and shared
the report with, providers, CCGs, health and
wellbeing boards, multi-agency section 136
groups, local authorities and NHS England.
We have called for urgent action on these issues
and have asked all agencies involved in the
operation of section 136 and health-based
places of safety to review the findings and take
appropriate action where there are shortfalls
over the next year.
We will use this report to plan future inspections,
helping to target areas for improvement where
we find that practice is not meeting national
standards.

* See www.cqc.org.uk/hbposmap
† See www.cqc.org.uk/content/safer-place-be
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2.4 Additional
considerations for
specific patients
■■

■■

■■

■■

■■

While there have been small
improvements, we are still finding that
the provision of, and access to, children
and adolescent services is not good
enough.
The needs and best interests of patients
under 18 must be taken into account
when accessing mental health services,
with admissions to adult wards only made
when necessary and for limited periods.
Since April 2013, providers have been
legally obliged to notify us when a child
or young person is detained in an adult
ward for more than 48 hours. We are
already seeing limitations with this
requirement and have called for a review
of the scope of these notifications.
Services for people with a learning
disability continue to vary. We are
particularly concerned that hospital
placements for people with a learning
disability are still not appropriate.
In 2013, the HSCIC learning disabilities
census showed that 1,000 inpatients
(40%) were in hospitals more than 50km
from their home.
Admission to hospital can also make
mental and behavioural difficulties worse
for people with a learning disability,
leading to disproportionately long stays in
hospitals. The 2013 HSCIC census showed
that 65% of patients with a learning
disability had been in hospital for over a
year.

Children and young people
under the age of 18
We continue to develop our inspection
methodology with specific focus on children’s
services, which we described in evidence
submitted in April 2014 to the Health Select
Committee’s inquiry on child and adolescent
mental health services (CAMHS).* As a result,
our monitoring of the use of the MHA in respect
of children and adolescents now links into wider
arrangements focused on children’s services.
The core component of this wider focus is our
children’s services team. This team has looked at
the provision of CAMHS services to children since
the beginning of their original safeguarding
programme, which was conducted with Ofsted
from 2009 to 2012. Our new inspection
programme started in October 2013.
While we are wary of generalising from limited
data, the initial findings that we reported to the
select committee suggest that there have been
small improvements in some areas in the provision
of, and access to, CAMHS services. However, at
present there is also evidence to suggest there is
not enough provision of tier 3 and 4 services, and
that children and young people are still
experiencing delays in accessing help and support
when they require CAMHS services in other areas.

Notifications of admissions of
children and young people to
adult wards
The managers of any hospital, to which a patient
under 18 years is admitted, must make sure that
the environment is suitable and that they have
taken the patient’s age and needs into account.
They are also required to consider the child’s
needs and best interests in consultation with a
* See http://data.parliament.uk/writtenevidence/
committeeevidence.svc/evidencedocument/healthcommittee/childrens-and-adolescent-mental-healthand-camhs/written/8069.pdf for more information.

51

Monitoring the Mental Health Act in 2013/14

person who has knowledge or experience of
cases involving patients under 18.
Since April 2013, providers have been legally
required to notify us when a child or young person
under 18 is placed in an adult ward for more
than 48 hours. This means that we are currently
unable to capture data about children and young
people who are placed in adult wards for less
than 48 hours. However, the Health and Social
Care Information Centre (HSCIC) collects data on
all admissions of under 18s through the Mental
Health Minimum Dataset (MHMDS). In the first
year of this notification system being in place,
providers told us about 175 children were
admitted nationally. The lowest number of
admissions in any month was three in June 2013
and the highest was 23 in February 2014. As this
is the first year we have captured the data it will
provide an initial benchmark, but we will need to
look at the data available to HSCIC and align our
two systems to identify any gaps.

Two young people had recently been detained
on the unit due to a lack of an alternative
CAMHS bed. We were satisfied that nursing
staff on the unit had done their best to
comply with the Code of Practice in these
circumstances, and arranged appropriate
oversight by CAMHS professionals, according
to the local protocol. The trust investigated
and reported admissions to adult wards of
patients under 18 years old as risk incidents
within the organisation, with those involving
detention also reported to the Mental Health
Act Scrutiny Committee. Following its own
review of these admissions, the trust had
raised the issue of lack of access to specialist
beds for under 18s with service commissioners
at a quality contract review meeting.
MHA monitoring visit to St James Hospital,
September 2013
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In the notifications we received, the reasons given
for young people being placed on adult wards
varied. The main issues were two exceptional
circumstances when it may be appropriate to
admit a child or young person to an adult ward:
■■

■■

Where admission to an adult ward is
clinically and socially the most
appropriate environment. In such cases,
patients were older adolescents presenting
unacceptable levels of risk for CAMHS services.
Where the need for immediate admission
was urgently needed to protect the
person or others, and there were no
specialist resources available. Reasons
recorded on notifications included the phrases,
“lack of beds on adolescent wards in an area”
and, “emergency – no other service available”.

We are aware that the scope of the notifications
we receive is limited, particularly as a way of
measuring patterns of service provision. Our
notification system, which is established by
Health and Social Care Act Regulations, only
captures placements that last more than 48
hours. As a result, we are not told about the
inappropriate admission of people that are
transferred to another hospital within 48 hours.
However, it is important to note that these types
of admission could be an important indication of
systemic issues in providing appropriate mental
health crisis services to children and young
people. Our notification procedure must be seen
as the way CQC monitors individual cases, and
takes appropriate follow-up action where
needed, rather than as a data collection exercise.
We would welcome a review about whether the
48-hour threshold for such notifications is
appropriate, or whether there should be a shorter
threshold, or that all cases where a young person
is admitted inappropriately to an adult service
should be notified irrespective of the length of
that admission.

Section 2: The Mental Health Act in action

During 2013/14, all the notifications we received
of admissions to adult wards were considered by
our MHA monitoring staff and the relevant
inspector. We provided guidance to help our
inspectors identify when an admission may raise
concerns, and how review the factors relating to
the individual notification. Such a review might
include contacting the provider to ask for more
details, or examining the data we hold for that
provider, for example information on previous
admissions of children and young people and any
other available data.
In our guidance, we set out the possible outcomes
of a desktop review including: undertaking a
separate MHA monitoring visit in response to the
notification; action by the inspector in response to
the notification; or using the information to inform
the next inspection. As a result, on our inspections
we look for information about how local services
are managing the individual risks to the child or
young person. We seek reassurance over general
policies and procedures relating to the admission
of children and young people and how providers
are addressing problems and supporting patients
when there are issues outside of their control,
such as in the case below.

On a visit to a London trust in May 2013,
we were told about the delays and
problems in identifying and accessing
appropriate inpatient services for children
and young people experiencing mental
health problems, which have led to patients
being cared for in the hospital with
increased support. Clearly, this was an
ongoing issue that the trust itself had
limited power to affect, although we were
reassured that there appeared to be a
thoughtful and patient-centred approach

when trying to identify appropriate services
in a timely manner.
MHA monitoring visit to Chelsea and
Westminster Hospital NHS Foundation Trust,
May 2013

People with a learning
disability
Learning disability placements and
the MHA
People with a learning disability and their
families have not always been served well by the
health and social care systems, particularly when
they are admitted into mental health hospital
environments. Such admissions are not always
appropriate or extend beyond the point when
alternative community provision should have
been identified.
Over the last 30 years, we have seen some
changes to the landscape of service provision for
people with a learning disability, including the
closure of many long-stay hospitals with the
intention of “dispersal to small-scale services in
home neighbourhoods”.24 Since 1987/88, there
has been an almost 90% reduction in hospitalbased learning disability beds. There are now
fewer than 4,000 such beds in England.25
However, some hospital placements of people
with a learning disability are still not appropriate.
People with a learning disability may particularly
be at risk of being admitted to services far from
home, to services that are more restrictive than is
necessary, or to services that cannot adequately
meet their needs. Admission to a hospital that
does not provide the specific service a person
needs may make mental health or behavioural
difficulties worse, leading to the person
becoming more deeply embedded in a system
of inpatient care.
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The scale of the problem was initially set out in
December 2013 by the Government publication
Winterbourne View: Transforming Care One Year
On.26 However, by June 2014, the milestone of
having all hospital residents with a learning
disability moved to appropriate placements had
not been met.27
In February 2014, CQC hosted an event chaired
by board member Professor Louis Appleby, in
conjunction with the Challenging Behaviour
Foundation. The Three Lives event was attended
by senior stakeholders from across the health,
social care and criminal justice systems.
Participants listened to the experiences of three
people who had been in learning disability
assessment and treatment centres. The event led
to an agreement to address the remaining gaps.
We published an account of that meeting and a
list of the actions identified.28 We were
represented on the resulting steering group,
chaired by Sir Stephen Bubb who produced the
‘Bubb report’.29 This sets out recommendations
for a national framework of service
commissioning of community services providing a
genuine alternative to institutional care.
In April 2014, the HSCIC published a census of
people with a learning disability who were
staying in hospital on the night of 30 September
2013. It found that almost four-fifths (78% or
2,536 people) were subject to the MHA,
compared with 22% (714 people) who were
classed as informal patients.30 This change may
be a reflection of the current types of service,
with more than half the existing learning
disability beds in the forensic sector and fewer
than a quarter in the acute admission sector.
The census showed that the majority of patients
had been in hospital for more than a year (figure
14). This illustrates that short-term assessments
and interventions for people with a learning
disability that involve hospital placements, can
become disproportionately long-stay institutional
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care. Of those subject to the MHA, the majority
(99.5% or 2,524 people with a learning disability)
were subject to ‘longer-term hospital orders’
(which lasted more than 72 hours).
In the 2013 census, 40% of inpatients were in
hospital wards more than 50km from their home
(figure 15). In some cases, hospital admission
takes place many miles from people’s homes and
families and limits their families’ level of
involvement. This approach indicates a breakdown
in personalised care, where individuals and families
are central to care planning.
Services for people with a learning disability
continue to vary in consistency of quality of care
and we recognise that, alongside commissioning
bodies, we have a role to make sure services are
safe, effective, caring, responsive and well-led. In
2013, we introduced a programme for registering
new learning disability services. Through the
programme we have put in place a more robust
review of the provider’s approach to providing
services. This requires them to show us how they
intend to provide the service in line with their
statement of purpose. This helps us to make a
judgement about the service. Learning from this
programme will inform our registration
improvement programme for all providers.

In the 2013 census, 40% of
inpatients were in hospital
wards more than 50km from
their home.
Registration inspectors may contact
commissioners about new registration
applications, especially if there are concerns that
the care they intend to provide may not be
consistent with best practice. So far, this has
proven to be an effective approach, For example,
we refused a registration application for an
inpatient facility for people with a learning
disability, because of concerns that the model of
care was not consistent with Transforming Care.31
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FIGURE 14: HSCIC census 30 September 2013: inpatient length of stay in hospital
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FIGURE 15: HSCIC census 30 September 2013: distance of hospital ward from inpatient’s home
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The provider subsequently withdrew their
application and CQC accepted their withdrawal.
In some specialist learning disability units, we
found inadequate care planning that led to
prolonged detention. For example, in one service
the language and style of the care plans did not
meet the communication needs of the patients,
and the patients had no specialist speech and
language input:

Of the nursing care plans seen, the
language and style of presentation did not
meet the communication needs of the
patients, with no specialist speech and
language input. There was little evidence
of participation or person-centred planning
that is a recognised method of
communication for people with a learning
disability. There was no evidence of
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discharge care plans and, although we were
shown a new format for Care Programme
Approach reviews that has a discharge
planning component, this is yet to be
reflected in care planning. Four of the care
plans of one patient did not show evidence
of review from December 2012.
MHA monitoring visit to Bigfoot Independent
Hospital, Equilibrium Health Care Limited,
May 2013
There was also little evidence of discharge
planning, person-centred care plans, or patients’
participation in service planning or care planning.
Where we found these issues, we required the
services to address them.
Even though the MHA Code of Practice provides
guidance to make sure that people with a
learning disability can access appropriate
specialist care, we have found that some services
have been slow to make reasonable adjustments
to meet people’s needs. For example, some
services did not provide people with information
about their rights in appropriate and accessible
formats. Again, we required the services to
address these issues where we found them.

Advocacy services for people with a
learning disability
Patients detained under the MHA have a
statutory right to be informed that advocacy
services are available. The Bubb report
recognised the value of having high-quality
independent advocates to challenge
professionals’ decisions about people with
learning disability, including decisions about
continued inpatient care.32 However, accessing
advocacy services may still be a problem.

On a visit to one specialist learning disability
hospital in June 2013, we spoke with advocates,
patients and carers. The hospital provided
general advocacy in addition to the Independent
Mental Health Advocate, but both advocates told
us that they were only able to respond to direct
referrals due to their workload, and that patients
would benefit from an increase in advocacy
provision. Experiences of carer and patient
involvement were mixed, with some feeling that
they were listened to, and others feeling that
their involvement in care planning was tokenistic.
One carer was frustrated by trying to find out
about a patient’s care, saying: “[There] have
been times when I’ve spoken to staff and we’ve
had trouble understanding each other. [I] have
come off the phone in utter confusion.” Another
carer said that “staff don’t give any information”.
The IMHA recognised a lack of patient and carer
involvement in care planning and review.
At our the Three Lives event in February 2014,
we highlighted that individuals with a learning
disability do not routinely have access to highquality independent advocacy services that meet
their needs. We recommended that NHS England
collect data on the provision of generic
independent advocacy services and address any
gaps.* NHS England has already begun work on
this and plans to include a need to review
advocacy in future contracts with provider
services.

* See www.local.gov.uk/place-i-call-home
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2.5 Care, support and
treatment in hospital
■■

■■

■■

Through our MHA visits we continue to
find issues with processes around consent
to treatment. Although practice has
improved over the last five years, it is
unacceptable that in over a quarter of the
records checked in 2013/14 there was
still no evidence of a patient’s consent to
treatment on admission.
We are also concerned that patients are
still telling us that they had little or no
discussion about their treatment. This is
unacceptable and may lead to unlawful
treatment.
We will continue to look closely at these
issues during our inspections. We commit
to sharing examples of good practice
where we find these to help ensure that
people are involved in their treatment
plans and medication choices.

Medical treatment under
the Act
Capacity and consent to treatment
The Code of Practice states that, although the
Act permits some treatment of mental disorder
without consent, the patient’s consent should
still be sought before treatment is given,
wherever practicable, and a record made of
consent or of its refusal.
For a number of years, we have been reporting
on the high number of issues we have found on
our visits about consent to treatment processes
and in relation to the standards required by the
Code of Practice. For example, clinicians starting
treatment without considering whether the
patient is able to consent or without

documenting the patient’s views on the
treatment provided. Although practice has
improved over the last five years, it is still
unacceptable that we found no evidence of an
assessment of the patient’s consent to
treatment on admission in over a quarter of the
patient records we checked in 2013/14
(figure 16, page 58).
In addition, on our MHA visits we continue to
find clinicians assuming a patient’s consent,
without considering whether they have the
capacity to consent or having meaningful
discussions with them about the treatments on
offer. We also continue to meet patients who tell
us that they had little or no discussion about
their treatment. This undermines the safeguards
relating to compulsory treatment under the Act.
It is unacceptable and may lead to unlawful
treatment. In some cases, patients had expressed
refusal of consent to treatment, but were still
being administered the treatment under
certification of consent by their treating doctor.
The Code of Practice states that it is not good
practice simply to state a patient’s consent status
on the statutory form. There should also be a
documentary record of the process that led to
the decision, and evidence that the patient was
able to give informed consent. This includes an
outline of discussions with the patient.
Consent to treatment now forms a key line of
enquiry in our new inspection approach. We will
use the MHA Code of Practice and the MCA
Code of Practice to guide our assessments on
capacity and consent. We will continue to look at
the links between staff training, patient concerns
and the application of the law in this area. Our
aim is to understand whether the continuing lack
of evidence of consent discussion in patient
records is because the discussion is not being
documented, or because the discussion is not
taking place. If we find that the provider is in
breach of the Act and regulations in this area, we
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Percentage makeup of patients first assessment
of consent

FIGURE 16: Examination of patient records 2009/10 to 2013/14: evidence of assessment of capacity
of consent to treatment at admission
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are able to use our enforcement powers to make
sure they meet the required standards.
As a starting point in our inspections and
reviews, we ask our staff to look for evidence
that the patient’s capacity and consent has been
considered. A lack of evidence is an indication
that our inspection teams need to investigate
further. This may include discussions with
patients, clinicians and managers to determine
why there is no evidence available.
Our ability to look in more detail at the practice
and policies, particularly for serious interventions
such as those listed in section 2.6, is a key
benefit of our new integrated approach to our
regulatory framework. We are looking at how we
can maximise opportunities to increase reviews
carried out by specialist professionals in
inspection. This includes testing the way our
Second Opinion Appointed Doctors could help to
inform our inspection teams in early 2015.
Through our commitment to look for good
practice in our inspections, we also hope to be
able to report on examples of the innovative
ways services have found to make sure that
people are involved in their treatment plans and
58

medication choices, as well as any adaptations
they have made to these for MHA patients.

2.6 Treatments subject
to special rules and
procedures
■■

■■

In 2013/14, we continued to see a
decline in the number of requests for
electroconvulsive therapy (ECT) treatment
certification, with 127 SOAD visits per
month in 2013/14.
We were concerned to hear that operating
centres offering neurosurgery for a mental
disorder (NMD) may be taking on
patients without there being a close and
continuing link to a mental health service
in the patient’s home area. This is poor
practice and may lead to decisions that
are not in the patient’s best interests. We
will be focusing more on this area.
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■■

■■

August 2013 by the Royal College of
Psychiatrists provides a baseline figure. Of the
1,894 courses of ECT reported in a survey of ECT
use over 2012/13, 832 (56%) were administered
to patients on an informal basis. In 80 of these
cases (4% of ECT courses given), the patient was
deemed to lack capacity to consent, so that legal
authority would have come from the Mental
Capacity Act.34

We were alarmed that urgent or
emergency treatment powers are being
used beyond their intended purpose.
Providers must make sure that these
powers are only being used for the direct
and immediate benefit of the patient.
Throughout 2013, we developed and
introduced a process for reviewing section
61 forms. We were concerned that for a
high proportion of the 693 forms we
reviewed, we could not be sure if patients
were receiving treatments using a legally
valid certificate. We will be reviewing this
as a matter of urgency.

Section 57: neurosurgery for
mental disorder

Electroconvulsive therapy
In our previous reports, we have noted the
decline in the number of requests for certification
of electroconvulsive therapy (ECT). In 2013/14,
we arranged an average of 127 SOAD visits each
month to consider ECT certification. As there are
now more patients detained under the Act than
in any previous year, this suggests that detained
patients are now less likely to be referred for ECT
than in previous years. We have also suggested
reasons for this decline may include the falling
numbers of beds, the availability of more
alternative antidepressants, patient resistance to
ECT treatment, or a reduction in the number of
ECT facilities.33
We do not have comparable statistics on the
administration of ECT to patients who are not
subject to the MHA, although data published in

The MHA requires that before any patient can
undergo neurosurgery for mental disorder (NMD)
it must be approved by a CQC-appointed panel.
This is defined in the Act as a surgical operation
for destroying brain tissue, or the function of
brain tissue, for the treatment of mental disorder.
Referrals for the treatment over the last five
years are shown in table 15.
The main reason our panels decline to certify
treatment is that the patient lacks the capacity
to consent to the treatment. Withdrawals of
requests usually result from patients asking for
a different treatment, or clinical teams agreeing
to try something else before reconsidering
neurosurgery. Today, patients for whom surgery
is proposed usually have a long history of
depressive disorders, often with additional
complicating psychological issues. As NMD is a
treatment of last resort, patients who are referred
can see it as their only hope for otherwise
intractable illness. However, in some cases the
review process has demonstrated to clinical teams
that all other options have not yet been tried.

TABLE 15: Referrals to the CQC section 57 panel for consideration of NMD, 2009/10 to 2013/14
2009/10

2010/11

2011/12

2012/13

2013/14

Referrals

1

0

2

6

7

Treatment certified

1

–

2

2

2

Source: CQC
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We believe these cases demonstrate the
important safeguard provided by the requirement
for approval via a panel.
We have become aware of an emerging practice
whereby operating centres may be taking on
patients without there being a close and
continuing link to a mental health service in
the patient’s home area. We consider this to be
poor practice and without such a link both the
post‑operative follow-up, and indeed the
pre‑operative exploration of other options,
may not be pursued in the patient’s best
interests. This is an area that we intend to
focus on.

Deep brain stimulation
In our first report on monitoring the MHA in
2009/10, we expressed concern that treatment
with deep brain stimulation (DBS) was beginning
to be used as a treatment for mental disorder on
a trial basis.35 DBS is a procedure related to
leucotomy, but carried out by placing electrodes
in the brain rather than cutting brain tissue.
As such it is not subject, in England and Wales,
to any of the safeguards of older forms of
neurosurgery. We do not know the extent to
which DBS is being undertaken in England as a
treatment for mental disorder. It is worth noting
that DBS has been made subject to special
safeguards in Scotland, following clinical advice
received by the Scottish Executive.36
We repeat our suggestion to Government that
the Mental Health regulations should extend the
safeguards of section 57 to the use of DBS as a
treatment for mental disorder.

Urgent or emergency
treatment
The MHA provides powers to administer
treatments that the responsible clinician believes
must be given with some immediacy, before a
60

SOAD can attend to explore the issues in the usual
manner. It is important that these provisions are
available, as there are clinical situations where
time is of the essence and where an intervention
under these provisions can be truly lifesaving.
Section 62 sets out powers for “urgent”
treatment for detained patients, while section
64G refers to “emergency” treatment for those
subject to a CTO. The necessary steps for using
these sections are fundamentally similar. They
allow any treatment to be given that is
considered immediately necessary to save
someone’s life. However, treatments designed to
prevent the patient from behaving violently or
being a danger to themselves must not be
irreversible or hazardous and must involve the
minimum amount of interference.
As a result, we expect responsible clinicians to
make urgent or emergency treatment decisions
by prioritising the least invasive method, of the
least problematic treatment, for the most
justifiable reason.
We are concerned that information from our
SOAD service shows these measures being used
beyond their intended purpose, in situations
neither urgent nor an emergency as defined by
the Act. Providers must make sure that urgent or
emergency treatment powers are being used for
the direct and immediate benefit of the patient,
and not for clinical convenience as in the case
study on page 61.
Some providers seem to take the view that
urgent treatment can be approved retrospectively
by the attendance of a SOAD and the issuing of
a certificate. The legal position is that the SOAD
cannot and does not certify treatments already
provided under section 62 by the time of their
visit. Treatments given before a SOAD visit stand
alone and are for the treating team to justify.
The Code of Practice states that hospital
managers should monitor the use of urgent
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Case study: Clinical convenience
A 56-year-old woman, detained under section 3, was visited by a SOAD on a general hospital ward
in April 2014. The SOAD agreed with the diagnosis of a frontal lobe dementia and that medical
treatment was necessary due to agitation and challenging behaviour. Antipsychotics were not
warranted because they may have caused a side effect, which led to a cardiac arrest. The proposed
treatment plan, excluding antipsychotics, was agreed by the SOAD and a T3 certificate issued.
The patient was visited again by the same SOAD five months later in September 2014 having
been transferred to a mental health unit. This second opinion had been requested shortly before
the visit by the responsible clinician appointed following transfer from the general hospital.
The SOAD then discovered that on the same day as his previous visit in April, a section 64G form
had been completed to support the use of antipsychotic drugs and they were then prescribed for
the next five months without a request for a further SOAD opinion.
We had serious concerns with this practice:
■■

■■

■■

■■

The wrong piece of legislation was used (section 64G is for community patients; this patient
was a detained inpatient).
The statutory certificate was in effect ignored – perhaps by another doctor who seemingly
disregarded the SOAD’s certificate and prescribed a medication which had been excluded –
thus placing the patient at risk of a potentially fatal side effect.
The urgency criteria had not been met and there had been no change in the patient’s condition
in the time between the SOAD’s visit and the certificate of “urgency”.
Having decided to commence “urgent” treatment this was sustained for many months, during
which there was no request for a second opinion nor any scrutiny of the certification
requirements made.

Therefore the legal basis on which this treatment was given was plainly questionable and the
patient had no statutory safeguard during that time.

treatments and exceptions to the certificate
requirements to make sure that they are not used
inappropriately or excessively. They are advised
to provide a form (or other method) by which the
clinician in charge of the treatment in question
can record details of:
■■
■■

■■

The proposed treatment.
Why it is immediately necessary to give
the treatment.
The length of time for which the treatment
is given.

We also expect providers to make sure that
treatments given on this basis are reviewed
regularly. Clinicians must specify review periods
at the point that the urgent or emergency
treatment is instigated.

Statutory review of
treatment
Section 61 contains a number of provisions
aimed, for the most part, at reviewing the
treatment of patients who have had a second
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opinion certificate and who remain detained for a
significant period after this is issued. There are
two components of section 61 which are of
particular interest:

(i) For such a patient, the responsible
clinician must complete a form on the next
(and every subsequent) renewal of the
person’s detention (or when submitting
annual review forms to the Ministry of
Justice in the case of restricted patients),
explaining what treatments have been
given, what the response has been, and
whether it is intended to continue treatment
as authorised.
(ii) CQC can obligate the clinical team to
provide information as to treatment and
progress, as described above, at whatever
intervals it appears to them to be
appropriate. Typically, the SOAD will
indicate on the report form which
accompanies their certificate that such
information should be provided sooner than
at the next renewal of the detention. This
measure is used where, for example, the
SOAD considers that aspects of the
treatment need special monitoring, or the
necessity for it may not be sustained, or the
clinical condition of the patient is likely to
alter so the treatment becomes unnecessary
or inappropriate.

Throughout 2013, we developed and
implemented a mechanism for the clinical review
of section 61 forms submitted by providers. The
forms are allocated to a member of a panel of
trained reviewers, which is drawn from the
SOADs. The panel examines the information
supplied by the provider, and compares it against
the data on the original second opinion
certificate, together with the report the visiting
SOAD completed. Outcomes of the review may
be that there are no issues arising, there is a
recommendation that further information is
sought from the provider, or there is a
recommendation that a new SOAD visit takes
place. This process allows for robust scrutinising
of provider practice. This system also provides an
opportunity to review the practice of the SOADs,
in addition to the system of quality improvement
audits we complete.
This scrutinising system has now been in
operation for one year, and we can provide
figures for the number of section 61 forms
scrutinised in 2012/13 (table 16). We asked
providers to give us further information in 693 of
the records we reviewed. Disappointingly, for a
high number of these cases we could not be sure
if patients were receiving treatments using a
legally valid certificate. We continue to follow
these cases up with individual providers and take
the appropriate action.
This is a matter we are reviewing closely. Data
arising from the scrutiny process may also form
part of the intelligence used by inspectors when
carrying out comprehensive inspections.

TABLE 16: Number of section 61 forms scrutinised and outcomes in 2012/13
Section 61 form
scrutinised

No further action
needed

Letter sent to
provider for more
information

New SOAD visit
advised

Practice
improvement
for SOAD
highlighted

2,588

67% (1,747)

27% (693)

2% (58)

4% (90)

Source: CQC
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2.7 Safe and
therapeutic responses
to disturbed behaviour
■■

■■

■■

■■

We continue to influence national policy
on restrictive practices. In 2014, we
worked with the NHS Confederation to
develop guidance for providers and what
we expect providers to do.
We carried out 47 seclusion monitoring
visits in 2013/14. Although many services
are now meeting our expectations, some
are still inadequate. We re-emphasise our
expectation that providers must make
sure patients feel supported, involved and
respected by their care team, particularly
after a period of seclusion.
Data on physical restraint practices are
still incomplete, with only 27
organisations submitting data to the
Mental Health Minimum Dataset. This is
unacceptable. All providers must make
sure that they are consistently recording
all incidents of restraint.
In 2013/14 we carried out 49 visits to the
three high security hospitals. We found
issues with long-term segregation and
night time confinement.

Restrictive practices
Due to the impact on patients, we have
constantly prioritised the monitoring of
restrictive practices in our duties under the MHA.
We look at the ways providers make sure
restrictions are kept to a minimum for all
patients, and that any restriction is being applied
for the minimum period and in a way that
protects their rights and dignity.

This year, our work has been driven by the
findings we made in our last report and we have,
and will continue to, influence the national policy
agenda on restrictive interventions. This includes
using our findings and the issues that patients
report to us during our interviews to make
recommendations to the Secretary of State on
the content and specific requirements of the
Code of Practice.
In April 2014 the Department of Health
published their guidance to promote the
development of therapeutic environments and to
develop a culture where restrictive interventions
are only ever a last resort.37 We have since
worked collaboratively with the NHS
Confederation to produce a summary of the
guidance and what we expect providers to do in
practice.38 The summary sets out our monitoring
and inspection approach with the guidance and
our intention to look at the implementation of
the guidance across providers in a phased
approach. This means we can outline what ‘good’
looks like for providers now and in six and 12
months’ time.

Seclusion
As part of our work in 2013/14, we made 47
visits to 51 wards to review seclusion and longterm segregation practices. The format of these
visits varied, although most were announced so
services could prepare information for our review.
We visited unannounced if we had concerns at
practice in a unit and wished to see the situation
without giving notice. Our MHA reviewers
interviewed patients and staff, looked at
facilities, and reviewed documentation relating to
seclusion and long-term segregation. In some
cases, we extended our visits to also look at
rapid tranquilisation, the prevention and
management of violence and aggression,
and searching of patients.
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Our announced visits prompted hospitals to look
at their own practices and identify areas for
improvement to discuss with us. One trust had
already established an action plan, which
included plans to improve seclusion records,
to discuss incidents at team and governance
meetings, and to carry out routine audits.
Although many services now meet our
expectations for seclusion practices, including
arrangements for reviewing, monitoring and
governance of practices, we still see inadequate
services. We expect all professionals who provide
support after any period of seclusion, to work on
the basis that they will always need to take
additional steps to make sure that the patient
continues to feel supported, involved and
respected by the team caring for them.
We are pleased to note that the revised Code of
Practice stresses the need for debriefing and
support after seclusion ends and some services
are already implementing this following the
advice of our past annual reports.39,40

Physical restraint
On our visits, we look closely at restraint
practices. This includes reviewing the policies
and processes relating to restraint and discussing
issues with individual patients. In particular,
we look for evidence that staff only use physical
restraint as a last resort, and providers are
addressing factors in the ward environment that
can contribute to disturbed behaviour.
Data held by the MHMDS provides services with
a useful tool for comparing their own practices
against regional and national averages, such as
inequalities in restraint practices. At present,
not all providers submit data to the MHMDS.
We always look for providers to be submitting
complete data sets to MHMDS and make sure
that they are monitoring and benchmarking
practices.

Current MHMDS data on physical restraint
appears to be incomplete, with only 27 of 67
organisations submitting data. This is less than
half the number of organisations represented in
MHMDS returns overall. In October 2014, HSCIC
published their report, Measures from the Mental
Health Minimum Dataset (MHMDS), England:
2012-13 physical restraint, which analysed 48
providers, and found that only 27 had returned
data in 2012/13.* This is not good enough and
all providers should make sure they are
consistently recording all incidents of restraint.
MHMDS returns form part of the Intelligent
Monitoring that guide our comprehensive
inspections, and we are holding providers to
account if we find they are not submitting data.
At present, data held by the MHMDS does not
yet cover the majority of independent providers
and is not limited to patients subject to the
MHA. Nevertheless, it shows that such datasets
can provide rich data that could be used to
inform local practices, for example ethnic
monitoring of restraint practices (table 17).

High security hospitals
There are three high security hospitals in
England: Broadmoor, Ashworth and Rampton.
In 2013/14, we made 49 visits to the hospitals
and met with 90 patients. Through our visits we
found issues around long-term segregation and
night time confinement. We are looking at the
ways we can improve our monitoring
arrangements for the high security hospitals
through the integration programme, but this
section highlights some of the key issues we
have found over the last five years.
Since the introduction of the MHA, the number
of patients resident in high security hospitals has
halved from around 1,650 in 1985 to around 800
today.41, 42 In the last five years we have made an
* See http://www.hscic.gov.uk/suppinfofiles
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average of 48 visits each year (figure 17, page
66), with 49 visits in 2013/14.

Since the introduction of the
MHA, the number of patients
resident in high security
hospitals has halved from
around 1,650 in 1985 to around
800 today.
In each of the last five years, we have met with
an average of 115 patients detained in high
security hospitals. Last year, we met with 90
patients. Over the last two years, the number of
patients we have met with has decreased, and we
have alerted our visit managers to this trend to
review practice (figure 18, page 66).

Long-term segregation
During our visits to the high security hospitals,
we look at the arrangements for segregation and
long-term segregation. Over the last two years

we have had to challenge some of the regimes in
place. We have sought, and received, reassurance
from the hospitals that formal reviews have been
carried out to reduce unnecessary restrictions.
Below is a case study of long-term segregation in
practice at Broadmoor Hospital.
The hospital has stated that they found no link
between the incident in July 2013 and staffing
levels, and we have no reason to dispute this.
MHA Reviewers have subsequently discussed the
incident with the hospital management and
continue to pay a close interest in the
management of the ward when visiting the
hospital.
In 2014/15, we are planning to conduct focused
work on the issues relating to segregation, across
the sector and including the high security
hospitals, which will help us to draw from wider
learning. This work will also look at the ways
we can learn from practices carried out by other
regulators and monitoring bodies that work in
other settings where segregation may be used.

TABLE 17: Physical restraint by ethnicity and quarter, 2012/13
Apr – Jun 2012
Number of
restraints

Jul – Sept 2012

Number Number of
of people restraints

Oct – Dec 2012

Number Number of
of people restraints

Jan – Mar 2013

Number Number of
of people restraints

Number
of people

White

2,625

878

3,006

846

3,966

1,033

3,441

931

Mixed

81

32

64

35

119

33

140

33

Asian or
Asian British

136

63

151

61

200

49

138

44

Black or
Black British

188

84

250

73

396

102

182

93

Other ethnic
groups

47

24

31

18

67

27

43

20

Unspecified

1

1

2

2

7

3

1

1

Not known

33

17

46

16

48

23

59

29

Not stated

342

80

454

98

504

90

590

105

3,453

1,179

4,004

1,149

5,307

1,360

4,594

1,256

Total

Source: MHMDS Version 4.1
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FIGURE 17: MHA monitoring visits to high security hospitals, 2009/10 to 2013/14
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FIGURE 18: Meetings with detained patients in high security hospitals, 2009/10 to 2013/14
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Night time confinement
In our last report, we included information on the
pilot and partial introduction of night time
confinement in the high security hospitals. In
2013/14, all three high security hospitals
extended their implementation of night time
confinement.43
By November 2013, Ashworth Hospital had
introduced it across the whole the hospital.
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Patients on the eight wards already confined in
July and August 2013 had been asked by the
management team in Ashworth to complete a
short survey on their views and experience of
confinement. The survey results (from 58
patients who completed this questionnaire)
showed that 45% of respondents rated their
experience as positive, 31% stated they did not
mind, with the remaining 24% stating their
experience had been negative.
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Case study: Long-term segregation in practice
In July 2013, there was a serious incident on a high dependency ward for personality disorder at
Broadmoor Hospital, when some patients broke into a nursing office and caused damage on the
ward. The incident was contained by hospital staff although police and ambulance services were
called.
We had visited the ward at the end of April 2013, and listened to complaints from patients that
the regime was limiting access to fresh air and activities. From July 2012, patients on the
12-bedded ward had been divided into two groups, with each group allowed out of their rooms
for association for two hours in the morning and two hours in the afternoon. Hospital managers
explained that this arrangement was to deal with the high risk of violence and to the hospital’s
security posed by some of the patients on the ward.
We sought and received reassurance from the hospital that the arrangements on the ward had
been subject to formal review, and that there had been several relaxations in the initial regime
following these reviews, including increased access to off-ward activities for some patients. The
hospital acknowledged that not all the patients on the ward required such a strict regime and told
us that those who did not were allowed to spend time on a medium dependency ward during the
day. However, capacity for this is limited and on the day of our visit we did not see any patients
attending the medium dependency ward. We were told that the ward regime had had a positive
impact on some of the patients who were very withdrawn due to the threats and bullying they
faced from some of the other patients.
We acknowledged the reasons for introducing long-term segregation, but expressed concern that
this regime was imposing unnecessary restrictions on some patients who do not warrant them,
which could hinder their progression through the care pathway. Our concerns were linked to
whether resource levels, including staffing, were adequate to avoid this. The managers
acknowledged these concerns and committed to monitoring and reviewing the arrangements
closely. They informed us that since the introduction of the new ward regime there had been a
steady progression of patients out of the high dependency ward.

Ashworth commissioned further research by the
Ashworth Research Centre which commenced in
August 2013, in partnership with the University
of Central Lancashire, to evaluate the impact of
night time confinement across all remaining
wards.44 The analysis will include a survey of
patient and ward staff perceptions of night time
confinement; examining the possible effects on

the general atmosphere of wards; reviewing
patients’ engagement with therapy, patients’
sleep quality and sleep hygiene, and patients’
emotional recognition acuity. In addition to this,
researchers will survey the rate of incidents,
seclusion and other metrics of overall ward
safety, security and patient agitation.
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2.8 Leaving hospital
■■

■■

■■

■■

There were 5,365 people subject to CTOs
on 31 March 2014.
In 2013/14, we made 24 visits to look at
the use of CTOs and spoke to 175 people
under CTOs.
We urge commissioners and providers to
compare the evidence base on the
benefits of placing people on CTOs (for
example, impact on patient outcomes and
budgets) with their local data.
Providers must make sure that good care
planning is in place for all patients and
recognise that the success of a CTO
depends on the individual’s care plan.

Community treatment orders
Community treatment orders (CTOs) were
introduced in November 2008. They are an
option for discharging patients detained in
hospital for treatment under the Act. Patients
subject to a CTO can have certain conditions
imposed on them, such as where they live, but
these conditions cannot compel treatment or
authorise a deprivation of liberty. In certain
circumstances, a patient under a CTO can be
taken back into hospital for a period of up to 72
hours. Within that time, the CTO can be revoked,
reinstating the detention order in force before
the CTO took effect.
On 31 March 2014, there were 5,365 people
subject to CTOs and 18,166 people detained
under the Act in hospital.45 The number of people
detained in hospital has continued to increase at
a similar rate to that reported before the
introduction of CTOs (table 18). In last year’s
report, we noted the view of the House of
Commons Health Committee that further
68

research is needed to look at the impact of the
use of CTOs on readmission rates and the value
of CTOs in different clinical and social
circumstances.46
In October 2013, the Government responded to
the concerns of the Health Committee,
highlighting that it was reviewing guidance
around CTOs as part of the wider review of the
Code of Practice. It also pointed to phase two of
the Government-funded research from the
Oxford Community Treatment Order Evaluation
Trial (OCTET), which will be looking at ‘coercion
in mental health: patterns and prevalence of
coercion in mental health care’ and a trial of the
effectiveness and costs of CTOs.
At the time of writing this report the research has
not been published, but we would like to repeat
our call to commissioners and providers of
services to compare the evidence base on the
benefits of placing people on CTOs with their
local data. This includes reviewing the positive
outcomes and cost benefits that can be achieved
through social care, social network and
employment focused interventions, and how this
impacts on decisions about service priorities.

Care planning and CTOs
In past reports, we have noted examples of poor
care planning and engagement with patients on
CTOs. We continue to find such cases. In the
following examples, the service responded
quickly to require the relevant clinicians to meet
with the patients concerned.
Following feedback from stakeholders and our
own findings across CTO patients and inpatients,
the revised MHA Code of Practice includes an
updated chapter on care planning. The revised
Code re-emphasises that care planning, along
with the input of a care co-ordinator, is essential
to the success of a CTO (see paragraph 29.20).
The Code also underlines the duties to inform
CTO patients of the legal and factual grounds for

Section 2: The Mental Health Act in action

the CTO, and provide information about legal
rights, including the continuing right to
independent mental health advocacy (see
paragraphs 29.17 and 29.33). We will be looking
to see that these requirements and good
practices are being met when we make regulatory
inspections of community services.

Monitoring the use of CTOs
In 2013/14 we made 24 visits specifically to look
at the use of CTOs and to meet with patients,
relatives and professionals. We met with 175
patients subject to CTO during the year (table 19,
page 69).

so arranging to meet CTO patients can be
challenging. As all CTO patients will have been
detained in hospital, many are understandably
reluctant to return there to meet MHA Reviewers.
As a result, we have developed guidance for MHA
Reviewers on organising their visits. This suggests
more user-friendly environments in which to hold
meetings, and also protocols for contacting
patients by telephone through arrangement with
hospitals’ MHA administrators. In some cases we
have organised CTO visits on days when Second
Opinion Appointed Doctor visits have been
arranged. We also pay the travelling expenses of
any CTO patient who has arranged to meet us.

During the last year, our visit programme has
primarily focused on visiting places of detention,
TABLE 18: Patients detained in hospital or on community treatment orders on 31 March 2014 – rates
per 100,000 population
of which

Subject to the MHA

Subject to detention

Subject to CTOs

Estimated
population

Number

Rate

Number

Rate

Number

Rate

2014

53,865,800

22,531

43.7

18,166

33.7

5,365

10.0

2013

53,493,700

22,207

41.5

16,989

31.8

5,218

9.8

2012

53,107,200

22,267

41.9

17,503

33.0

4,764

9.0

2011

52,642,500

20,938

39.8

16,647

31.6

4,291

8.2

2010

52,196,400

19,947

38.2

16,622

31.8

3,325

6.4

2009

51,815,900

17,828

34.4

16,073

31.0

1,755

3.4

2008

51,381,100

–

–

15,181

29.5

–

0.0

2007

50,965,200

–

–

15.339

30.1

–

0.0

2006

50,606,000

–

–

14,625

28.9

–

0.0

2005

50,194,600

–

–

14,681

29.2

–

0.0

2004

49,925,500

–

–

14,000

28.0

–

0.0

Source: HSCIC

69

Monitoring the Mental Health Act in 2013/14

TABLE 19: Number of community treatment order visits and patient interviews completed, 2009/10
to 2013/14

CTO visits
CTO patient
interviews

2009/10

2010/11

2011/12

2012/13

2013/14

% increase

7

14

35

12

24

242%

82

41

109

20

175

113%

Source: CQC

Case study: CTO poor planning
■■

■■

Patient A reported that he had been on a CTO for three years. He stated that he did not know
why he was on a CTO, why it had been renewed and in what circumstances he would be
discharged from it. The patient stated that he “would like to go back to work, but the CTO is
stopping me”. He felt that he needed more support from the community team, but didn’t know
how to get it. The patient appeared to know little about the contents of his care plan, other than
he has to take medication. “If I don’t take the medication, I will have to go back to hospital.”
Patient B was unclear as to why she was on a CTO and the reasons for renewal. In addition she
stated that her care plan had not been discussed with her. The current care plan incorporates
information going back to 2011 and has not been updated to reflect a reduction in the
medication. The patient was also due to go on a holiday, but there was nothing in her care plan
about the arrangements for this.
MHA monitoring visit to North East London NHS Foundation Trust, July 2013
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Looking forward
Conclusion and
next steps
THIS REPORT HAS PRESENTED
FINDINGS FROM OUR WORK TO
KEEP THE APPLICATION OF THE
MHA UNDER REVIEW AND ACT AS
THE GENERAL PROTECTION FOR
PATIENTS SUBJECT TO THE ACT.
This year we have looked at the ways we work
with others to prevent variation and address
some of the recurring themes that we have
reported on over the last five years. We need to
continue to work closely with providers and
commissioners to see real change for patients.
We believe that this will be helped by our

programme of work to strengthen our monitoring
of the MHA and our regulatory function, as well
as by the updated principles and requirements of
the revised Code of Practice. Some of our
priorities for the year ahead are set out below.

Our challenge to providers
and the system
Ensure local planning of services is
completed using the data available from the
operation of the MHA
●●

Commissioners and providers need to work
together to look at the way MHA specific
services are established, with particular
attention to the issues we discuss in this
report. These include availability of
sufficient beds, appropriate treatment and
independent mental health advocacy
(IMHA).
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●●

●●

In the report, we highlight several areas
where national datasets are not being
completed by providers. Local services
should look at their systems, and remedy
any exceptions to data returns to make sure
we can use this to inform improvements to
patient care.
Providers and commissioners should carry
out audits and investigations to assess local
needs if the data does not exist. Under the
MHA Code of Practice, hospital managers
are required to audit and manage the MHA.
Such audits should be routinely completed
and available for use.

Help people to understand their legal rights
and be involved in treatment
●●

●●

●●
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Local policies, training and audits should
help staff to understand the specific needs
of people and their families or carers, and
their role in making sure that people are
informed of their rights.
Hospital managers should carry out
improvements and shared learning using the
local evidence available. They should also
work jointly with other services, including
local IMHA providers, wherever possible.
Complaints from people subject to the MHA
should be used to inform practice. They
should also be used to highlight any
difficulties patients have in accessing
information about the MHA or their
individual care. Complainants, and the staff
responsible for processing complaints, must
be aware of CQC’s role in complaints.

Providers and commissioners should work
together to prepare a plan for implementing
the revised Code of Practice
●●

●●

The revised Code of Practice is an
opportunity for local services to look at their
current practice and assess this against the
latest best practice guidance about people
subject to the MHA.
We encourage all providers to review all
services that will be affected by the changes
to the Code. Working with patients, staff
and other agencies, they should develop a
plan for local implementation that will
improve the experience and outcomes for
people subject to the Act.

CQC will:
Strengthen our inspection and monitoring
approaches for the MHA – We will look at
providers’ application of the MHA as a priority in
all our mental health inspections. We have
increased our opportunities to meet with people
affected by the MHA, and are routinely collecting
and assessing information of providers’
governance systems and processes. This includes
the training available to staff, and how patients’
rights are protected by the systems in place
across services. We will continue to review our
MHA functions and test improvements to MHA
work outside the inspections.
Monitor the implementation of the revised
Code of Practice – We will be working with the
Department of Health and others to learn from
the hundreds of responses to the consultation on
the Code of Practice. This will shape our own
approaches to regulating and monitoring the Act.
We will also work with our Service User Reference
Panel to develop our own implementation plan.

Section 3: Looking forward

Evaluate the way the MHA is used –
Our inspection teams look at the different ways
providers keep their use of the MHA under
review. This includes the collection and analysis
of data, submission to national reporting bodies,
and audits carried out that inform local needs
analysis and discussions with commissioning
bodies. We will also be looking for evidence that
the issues we raise on behalf of patients are
being considered by board members, and are
being used to inform local action plans. We are
also reviewing the way we evaluate our activities
carried out under the MHA and how we can
continue to improve our role and encourage
improvement for patient care as a result.

Our State of Care report (pages 79–80) also sets
out recommendations for providers of health
services, which are equally important for people
affected by the MHA, and we would encourage
providers to review these.47
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Appendix 1
MHA report Advisory Group

An external Advisory Group provided experience
and expertise on the approach and scope of this
Mental Health Act (MHA) annual report. The
group met twice in 2014, offered comment and
advice on the themes and issues covered by the
report, and reviewed the detailed draft.
CQC is grateful for the time, support, advice and
expertise given to the report by the group.
The members were:
Julie Alexander, Department of Health
Anthony Beschizza, Central and North West
London NHS Foundation Trust

Ian Hulatt, Royal College of Nursing
Evan Humphries, Mental Health Commission,
Wales
Brenda Jones, Service User Reference Panel
Dr Judy Laing, University of Bristol
Matilda Macattram, Black Mental Health UK
Louise McLanachan, Birmingham and Solihull
NHS Foundation Trust
Zoe Mulliez, Healthwatch

Alison Cobb, MIND

Kathy Roberts, Mental Health Provider Forum

Guy Davis, East London NHS Foundation Trust

Dave Sheppard, MHA and MCA Law Ltd

Louise Finer, Her Majesty’s Inspectorate of
Prisons

Helen Wildbore, British Institute of Human
Rights

Dorothy Gould, National Survivor User Network

Faye Wilson, Chair of the British Association of
Social Workers

Dr Nicola Guy, Department of Health

78

Netta Hollings, Health and Social Care
Information Centre

Appendix 2
Deaths of detained patients
and people subject to
community treatment orders

Under the Health and Social Care Act 2008,
providers must notify CQC of all deaths of
detained patients or those liable to be detained.
NHS England and clinical commissioning groups
have access to a wide range of data about deaths
and serious incidents requiring investigation, but
detained patients are not identified as a specific
group in this data. Data relating to suicides is
also collected by the National Confidential
Inquiry into Suicide and Homicide by People with
Mental Illness from national statistics.
In previous reports, we have highlighted that more
work is needed to improve the accuracy and detail
of the data on deaths. As a result, all the figures
on deaths should be read with the awareness they
may change depending on future information or
review. This is because the figures are extracted
from a live database, at a specific point in time,
and the data input will be changed when we
receive further information from providers, our
reviews, inquests and other investigations.

The data we have used to produce the tables in this
appendix has been taken from the notification forms
that providers return to CQC. The notification form is
on the CQC website at: www.cqc.org.uk/
content/mental-health-notifications
We also submit data on a quarterly basis to the
Independent Advisory Panel on Deaths in Custody.
The statistical reports produced by the panel are
on their website at http://iapdeathsincustody.
independent.gov.uk/
We have been piloting information from the
Hospital Episodes Statistics (HES) and the Mental
Health Minimum Dataset (MHMDS) in preparing
this report. Early outputs have provided additional
data that will allow us to compare our own
notifications with other information, including all
admissions and deaths within six months of
leaving a service. This experimental data requires
further development and discussion with other
organisations, but we will include the first outputs
from this in our 2014/15 report.
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CQC data from notifications 2011/12 to 2013/14
Causes of death of detained patients, natural causes
2011/12

2012/13

2013/14

Total

Pneumonia

34

33

24

91

Pulmonary embolism (blockage in the
artery)

18

16

13

47

6

11

7

24

Cancer

18

12

4

34

Heart disease

27

17

21

65

Aspiration pneumonia

5

11

5

21

Respiratory problems

4

2

5

11

Chronic obstructive pulmonary disease

6

3

4

13

Other

28

51

34

113

Unknown

45

44

9

98

191

200

126

517

Myocardial infarction (heart attack)

Total

Age at death of detained patients, natural causes, 2013/14
Data for previous years is currently unavailable for the same age categories so has not been included
in the table.
2013/14
20 and under

0

21 to 30

3

31 to 40

6

41 to 50

15

51 to 60

21

61 to 70

29

71 to 80

27

81 to 90

20

91 and over
Total

80

5
126
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Cause of death of detained patients, unnatural causes
2011/12

2012/13

2013/14

Total

10

14

16

40

Jumped in front of vehicle/train

3

6

1

10

Jumped from building

3

5

4

12

Self-poisoning

3

0

2

5

Drowning

2

4

2

8

Self-strangulation/suffocation

8

10

4

22

Method unclear

2

3

0

5

Unsure suicide/accident

0

2

4

6

Accidental

2

0

3

5

Another person

3

3

0

6

Iatrogenic (Illness caused by medication or
a doctor)

0

1

0

1

36

48

36

119

Hanging

Total

Age at death of detained patients, unnatural causes, 2013/14
Data for previous years is currently unavailable for the same age categories so has not been included
in the table.
2013/14
20 and under

3

21 to 30

7

31 to 40

11

41 to 50

5

51 to 60

5

61 to 70

0

71 to 80

3

81 to 90

2

No date of birth supplied

0

Total

36
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Causes of deaths of detained patients where restraint used in 7 days before death
2011/12

2012/13

2013/14

Total

Natural

7

9

1

17

Hanging/self-suffocation

0

2

0

2

Jumped from building

0

1

1

2

Unascertained

0

2

0

2

Awaiting information

0

4

2

6

Total

7

18

4

29

2011/12

2012/13

2013/14

Total

Natural causes

27

26

21

74

Unnatural causes

10

9

7

26

2

10

6

18

39

45

34

118

2011/12

2012/13

2013/14

Total

Pneumonia

5

3

6

14

Pulmonary embolism

1

2

0

3

Myocardial infarction

0

2

2

4

Cancer

4

1

2

7

Heart disease

4

1

3

8

Aspiration pneumonia

1

0

0

1

Respiratory problems

0

1

1

2

Chronic obstructive pulmonary disease

1

0

1

2

Other

5

7

3

15

Unknown

6

9

3

18

27

26

21

74

Deaths of people subject to CTOs, by cause

Undetermined
Total

Cause of death of people subject to CTOs, natural causes

Total

82
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Cause of death of people subject to CTOs, unnatural causes
2011/12

2012/13

2013/14

Total

Hanging

3

2

1

6

Jumped before vehicle/train

1

1

1

3

Jumped from building

2

1

1

4

Self-poisoning

1

1

1

3

Drowning

1

2

1

4

Self-strangulation

0

0

1

1

Self-suffocation

0

1

0

1

Method unclear

2

0

0

2

Accidental

0

1

1

2

10

9

7

26

Total

83

How to contact us
Call us on: 03000 616161
Email us at: enquiries@cqc.org.uk
Look at our website: www.cqc.org.uk
Write to us at:	Care Quality Commission
Citygate
Gallowgate
Newcastle upon Tyne
NE1 4PA.
Follow us on Twitter: @CareQualityComm
Please contact us if you would like a summary of this
report in another language or format.

The Care Quality Commission is
a member of the UK’s National
Preventive Mechanism, a group of
organisations that independently
monitor all places of detention
to meet the requirements of
international human rights law.
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Summary and Highlights
•

The Business Committee approved £111k of non-recurrent funding for continuation of the SEEC
Project. It is anticipated the project will require internal commissioning via service directorates from
2016/17. It was agreed SEEC should present their business plan for 2016/17 later this year.

•

The Business Committee considered the opportunity of providing interim support at Medway Secure
Training Centre following the withdrawal of the current provider. The provision will be in
partnership with Central and North West London NHS Foundation Trust and is likely to be for up to
six months from 1st April 2015. The Business Committee supported the service transfer.

•

The Business Committee reviewed the due diligence and readiness for the transfer of services at the
Greenwich Prisons Cluster. It was noted that risks have been identified and are being actively
managed. The Business Committee agreed to sign the contract and commence service provision
from 1st April 2015, subject to receipt of satisfactory indemnity in respect of future staff claims.

•

The Business Committee noted the revised timetable for the submission of draft and final annual
plan documents due to national negotiations around the tariff. The draft plan is now required by
Monitor by 7th April 2015. The final plan must be submitted by 14th May 2015. This will be signed off
by the Board of Directors in May 2015.

•

Capital expenditure for improvements to Holbrook Ward on the Woodlands Unit, including works to
reception and creating space for the adult mental health day therapy services, was supported
subject to the revenue implications being agreed by the Executive Team.

Changes to risk register

New risks identified

Recommendations
The Board notes the key items.

Previous
rating

New rating

Rating
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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
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Summary and Highlights
Introduction
This paper sets out the process followed for the recruitment of a new chairman of Oxleas NHS
Foundation Trust and the reason for the nomination of recommended candidate for the approval
of the Council of Governors by the Nominations Committee
Process of Appointment
The Nominations Committee first met in March 2014 to start planning for the recruitment of a
new chair. Additional governors were also invited to attend the meeting to ensure that a broad
perspective of governor views were received by the committee when considering the skills and
attributes required for a new chair.
The committee made a recommendation to the Council of Governors at this time that the
constitution of the trust be amended to remove the restrictions of residence within the boroughs
of Bexley, Bromley and Greenwich for non executive directors. These amendments to the
constitution were subsequently agreed at the Annual Members Meeting in September 2014.
The committee decided to use Odgers Berndtson to support the search and recruitment process.
The committee noted the current makeup of the board in terms of gender and ethnicity and
asked Odgers to ensure that every effort was made to secure a diverse range of candidates from
which the Nominations Committee could make a recommendation to the Council of Governors.
This would include advertising the position on specific websites dedicated to supporting both
female and BME candidates into non executive director positions.
The recruitment and search campaign commenced in December 2014 and concluded in January
2015. There were a total of 12 applications for the post. The Nominations committee met on 30th
January to consider these applications. A total of eight candidates were long listed and were
interviewed in more detail by Odgers. The committee met again on 6th February 2015 at which it
was agreed that the following candidates would be asked to attend for interview
•
•
•

Tania Brisby
Sue Slipman
Andrew Trotter

Interview Process
All candidates met with or spoke to the Chief Executive, Director of Service Delivery, Finance
Director and Medical Director.
All candidates gave a presentation to a group of governors, non executive directors, executive
directors and service directors along with the chair of staff side. They then took questions from
this group. Their performance was assessed and marked by all present.
All candidates were formally interviewed by the nominations committee. The committee was
comprised of
•
•
•
•

Archie Herron, Vice Chair
Raymond Sheehy, lead governor
Chris Purnell, elected governor
Baeti Mothobi, elected governor

In attendance at the interviews was Joe Nhemechena, staff governor, Stephen Firn, Chief
Executive, Anne Taylor, Senior Independent Non-executive director and Chris Hamilton from
Odgers Berndtson. Simon Hart, Director of HR & OD was present to take notes. The interviews
were chaired by Raymond Sheehy, lead governor.
Having completed the interviews each member of the committee independently scored the
answers given. The committee then assessed the overall scores. Having identified a prefered
candidate on the basis of the scoring from the interview process the committee then considered
the scores and feedback from the earlier presentations, the external references and the opinions
of the executive directors whom the candidates had met.
After much deliberation the panel unanimously decided to recommend Mr. Andrew Trotter to
the Council of Governors for the post of Chairman. The committee noted that the conclusions
reached from the interviews were entirely in line with the opinion of the governors, executives
and non executives who had assessed the earlier presentations. The references received further
confirmed this.
Mr. Andrew Trotter is a retired policeman by background. Having had a long a varied career
within the police force he retired in 2014 having been Chief Constable for British Transport
police. Prior to this post Mr. Trotter served with the Metropolitan police force including various
roles in south east London including Divisional commander at Plumstead. He therefore has a
strong affiliation and knowledge of the area that the trust serves.
Mr. Trotter was able to convey a strong and passionate belief in public service and this drove his
desire to apply to be the Chairman of Oxleas. Mr. Trotter was able to convey a strong focus on
the delivery of high quality care as the key priority. He was also however able to display a sound
and pragmatic approach to financial management. He was able to draw on his role as Chief
Constable for British Transport police during which time he had had to make significant
organisational changes in order to meet savings targets.
Mr. Trotter was able to demonstrate a very strong commitment to engagement with both staff
and patients and carers. This was a key part of his leadership style and reflected both his desire to

actively support staff delivering services as well as ensure that he fully understood the issues
faced by the organisation first hand. Mr. Trotter described his desire to lead an organisation that
was open to challenge and scrutiny and able to learn from both success and failure. He himself
described a career of continuous learning and was clear that were he to be successful this would
need to continue as he learnt about the NHS in general and Oxleas in particular.
Mr. Trotter had considerable experience in acting as an ambassador and representative of his
organisation, sometimes in period of crisis. This ability to be able to represent the trust to
external stakeholders was felt to be important.
Mr. Trotter was able to demonstrate a strong awareness of a range of issues affecting the trust
such as engagement with external stakeholders such as the police and local authorities, the
management of an efficient property portfolio and the deployment of more IT and remoting
working.
Mr. Trotter was able to meet the time commitments required for the role and this was tested by
the panel.
In summary, Mr. Trotter was deemed to be an excellent candidate who fulfilled the requirements
of the person specification and would provide the desired leadership to the Trust Board, Council
of Governors and Oxleas in general as Chairman. On that basis, the Council of Governors
approved the Nominations Committee recommendation to appoint Mr Trotter as Chairman of
Oxleas NHS Foundation Trust with effect from 1st November 2015.

Changes to risk register

Previous
rating

New risks identified

Recommendations
To note the Council of Governors decision to appoint Mr Andrew Trotter as Chairman

New rating

Rating

Andrew Trotter

www.odgersberndtson.co.uk

Andrew Trotter OBE QPM

Career Profile:
A highly experienced former senior police officer with an impressive track record of improving
performance, managing major change programmes, driving down costs, reducing crime, leading
major crime and public order operations, and engaging in successful multi-agency stakeholder
engagement across the public and private sector. A media expert and much sought-after speaker
at national and international events on crime, media, social media, public order, major incident,
police communications and rail security.

Career Summary:
Sept 2014
2009 - 2014
2004 - 2009
1998 - 2004
1992 - 1998
1970 - 1992

Andrew Trotter Advisory (ATA)
British Transport Police (BTP)
BTP
Metropolitan Police Service (MPS)
MPS
MPS and Kent Police

September 2014

Director
Chief Constable
Deputy Chief Constable
Deputy Assistant Commissioner
Superintendent rising to Commander
Police Constable rising to Chief Inspector

Andrew Trotter Advisory (ATA) - Director

Upon retirement from the police I set up a consultancy which provides guidance to police forces,
public bodies and private companies on a wide range of subjects including strategic leadership,
crisis management, counter terrorism, major disaster, public order, security, media and social
media, emergency services telecommunications and railway policing.

2009- 2014

British Transport Police (BTP) - Chief Constable

British Transport Police (BTP) is the national police force for the railways, providing a policing
service to rail operators, staff and passengers throughout England, Wales and Scotland. BTP is
also responsible for policing the London Underground system, Dockland Light Railway and tram
systems. BTP employs 4,850 people, is funded primarily by the rail industry and operates on an
annual revenue budget of £252m.
As Chief Constable I was accountable for the effective and efficient policing of the rail network. I
was also the Additional Accounting officer for the force.
On appointment as Chief Constable in 2009 I inherited a force which had made significant
improvements assisted by a much increased budget. Those increases had now come to an end
and I faced the challenge of increasing performance on a shrinking budget. Through firm
operational grip, and a rigorous approach to reducing back office and management costs,
performance has continued to improve on all fronts every year against tight financial constraints.
In order to achieve the demanding 2013 Strategic Plan targets of a 20% decrease in crime, a 20%
decrease in delay and a 10% increase in public confidence by 2019 with no increase in budget
and increasing passenger numbers, I undertook a complete restructure of the force to provide
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more than 200 more frontline staff and six new police stations. This has been achieved by a
further radical reduction in senior officer numbers and back office costs. The force is now in a
position to achieve those challenging targets.
As a result of firm financial control and greatly improved performance during my tenure,
relationships with the railway industry improved considerably with much increased confidence in
BTP.
Key Achievements:


Introduced a firm operational focus which resulted in a continuous reduction in crime over the
last 5 years: overall crime down 38%, robbery down 73%, violence down 20% and anti- social
behaviour down 22%.



Directed a review of disruption on the rail network from police related incidents which resulted
in a 26% reduction in lost minutes to Network Rail in 2012/13 (£12.9m savings). This included
a review of fatality management which resulted in a 25% reduction in the time taken to clear
non-suspicious fatalities.



Secured government funding of £5m to lead a multi-agency national metal theft task force
(police forces, utility companies, government agencies) to tackle the growing economic
problem of metal theft. The development of this taskforce resulted in a 56% reduction in metal
theft nationally and new legislation for the scrap metal industry to make all transactions
cashless.



Led a comprehensive review into back office functions which resulted in a 20% reduction in
senior posts across the organisation and achieved cashable savings of £35.2m over four
years.



Delivered the successful BTP operation across the transport network during the Olympic &
Paralympic Games (770 BTP officers policing 60 million passengers). As Senior Responsible
Officer for the Olympic control room project, successfully delivered 36 command and control
centres across all Olympic venues on time and within a £34m budget, despite challenging
operational, logistical and financial pressures.



As national lead for media and new media, gave evidence to the Leveson Inquiry and wrote
national guidance for relationships with the media following the report recommendations.
Significant experience in media and communications matters including developing protocols for
the police service nationally, championing the use of social media, and chaired a national coordinating group to bring together the police response to the opportunities and challenges of
new media.



Umpired at counter terrorism exercises, and provided training and expertise to a range of
bodies, including the BBC’s Executive Board, on handling major incidents and reputational
management.



Undertook numerous national and international media appearances (TV, radio and
newspapers) on various issues and events on behalf of Association of Chief Police Officers
(ACPO) and BTP.



Provided evidence to various select committees, the Law Commission and the Leveson Inquiry
and spoke at The Society of Editors Annual Conference over the last five years on police and
the media. Judge for the Newspaper of the Year Award 2013.
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ACPO operational lead on the Home Office Emergency Services Mobile Communications
Programme which will deliver the new blue light communications system.



College of Policing lead for the 2014 Strategic Command Course at the police college at
Bramshill.

2004 – 2009

British Transport Police – Deputy Chief Constable

As Deputy Chief Constable of BTP I was responsible for operational command, strategic planning,
performance and quality management, major change programmes, professional standards, media
and technology within BTP.
Key Achievements:


Devised and led a regime to drastically improve performance across BTP which resulted in all
operational targets being exceeded over the 5 year period I was in post.



Instigated a complete overhaul of the internal governance arrangements of the organisation to
ensure compliance with audit regimes and corporate governance requirements.



Led BTP’s operational response to the aftermath of the terrorist attacks in London in 2005. This
included the security and rescue operation on the London Underground, a response plan to
reopen the tube as quickly as possible, and the subsequent investigation into the attacks.
Lead media spokesperson for all the emergency services.



Elected as Chair of the ACPO Communications Advisory Group in 2007 until 2014, taking on
the lead role for the police service in developing relationships and protocols between the police
and the media.



ACPO lead for radio communications and oversaw the introduction of mobile data to British
police forces and brought about improvements in the performance of the Airwave national radio
system.



Awarded the OBE for amongst other things leading BTP’s response and the national media coordination for the 7/7 bombing attacks.

1998 – 2004

Metropolitan Police Service – Deputy Assistant Commissioner

The Metropolitan Police Service (MPS) is the police force for London, covering an area of 620
square miles and a population of approximately 7.2million. The MPS employs around 31,000
officers together with about 13,000 police staff, 2,600 PCSOs and is supported by 5,000 Special
Constables.
As a Deputy Assistant Commissioner (DAC) my role was to coordinate the activities of a wide
range of geographic and functional units in pursuit of the MPS goals, to drive performance, to lead
the biggest and most challenging operations, and to be the public face of the MPS to the media.
During 6 years as DAC at the MPS I led a number of portfolios including major crime and security
in Central and South East London, MPS Crime performance, Public Order, Westminster, Territorial
Policing and Pan London Units.
Key achievements:
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Established a highly effective partnership with Westminster City Council and improved City of
Westminster Borough from an ‘average’ to a ‘very good’ performance under the MPS
performance framework, with reduction by a third across every major crime type.



Led many large scale public order events, demonstrations and marches including the Brixton
riots in 2002, Countryside Alliance, Stop the War, May Day riots, and Notting Hill Carnivals.



Launched the Safer Streets campaign to tackle the rise in street crime, resulting in increased
arrests, improved detections and a reduction in crime. Following its success this campaign was
adopted nationally.



Implemented major operational policy changes for murder review, briefing and debriefing front
line officers, counter terrorism operations and high visibility policing.



Senior media spokesperson for the MPS on public order, crime, State and Royal events.



National ACPO role in firearms, motor vehicle theft, CCTV, armed escorts and armed officers
at court.



Commissioner’s Commendation for Leadership.



Awarded the Queen Police Medal (QPM) for operational leadership and successful crime
campaigns such as Safer Streets.

Early Career:
After leaving school and working on the family farm I joined the MPS. At training school I passed
out as the top recruit and was posted to the West End performing patrol duties. I was quickly
recruited to street crime squads because of my aptitude for arresting criminals.
I transferred to Kent Police where I qualified as a public order specialist and led teams of police
officers dealing with disorder and industrial disputes around the country including the Toxteth riots
and the miners’ dispute. I was successful in being awarded a Bramshill Police College University
Scholarship to the London School of Economics (LSE). Whilst at the LSE I was twice awarded the
C.S.McTaggart undergraduate prize.
I received Chief Constable’s Commendations for crime operations and bravery and a Royal
Humane Society award.
I returned to the MPS on promotion to Superintendent, serving in various South London divisions.
In each new post I introduced a strong operational focus supported by performance regimes
resulting in significant crime reductions and improvements in detection rates.
On promotion to Divisional Commander in Plumstead I developed the first dedicated Race Crime
Unit following a series of racist attacks and high community tension. This unit was very successful
in investigating race crime and increasing public confidence in the police, and the model was
adopted across the MPS.
In 1995 I was successful in being selected for the Strategic Command Course and the next year
was promoted as Commander South East London. In that role I was responsible for the overall
4

performance of twelve divisions and specialist units. South East London became the top
performing Area in London.

Relevant Education & Training
Dates

Establishment

Qualification/Course

2009 – 2013

Institute of Directors (IoD)

Strategy, Marketing, Finance and
Board Governance

2008

Windsor Leadership Trust

Strategic Leadership

1997

Police College Bramshill

Management of Major Disaster;
Management of Serious and
Series Crime.

Metropolitan Police Service Public
Order Training Centre

Public Order Command Course
CADRE

1995

Police College Bramshill

Strategic Command Course

1986 - 1989

London School of Economics and
Political Science

BSc (Econ)

Interests and Recreational:
Trustee for the Railway Children charity
Judge for the National Rail Awards
Rugby, kayaking, cycling, military history.
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Summary and Highlights
For finance, that:
The board anticipates that the trust will continue to maintain a continuity of service risk
rating of at least 3 over the next 12 months
For governance, that:
The board is satisfied that plans in place are sufficient to ensure: on-going compliance
with all existing targets (after the application of thresholds) as set out in Appendix A of
the Risk Assessment Framework; and a commitment to comply with all known targets
going forwards.
OR
The Board is unable to make one or more of the confirmations (with explanation).
Otherwise
The Board confirms that there are no matters arising in the quarter requiring an
exception report to Monitor (per Risk Assessment Framework) which have not already
been reported.

Please see Diagram 8, examples of exception reporting from the Compliance
Framework over the page.

Recommendations
To agree the Declaration.
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Summary and Highlights
The report sets out the financial performance for the 11 months to 28th February
2015.

Recommendations
That the Board notes the report.

Finance report for the 11 months to 28th February 2015
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Appendix 2: CRE
Appendix 3: Provisions
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Position Overview
Surplus
•

The Trust has delivered a surplus before one-off items for the 11 months ended 28th February
2015 of £1.8m / 0.9%, which is £100k higher than plan.

•

In addition to this a one-off profit on asset disposal has been recorded in April of £125k, which
relates to the sale of 92 Shrewsbury Lane.

•

The forecast is ahead of plan by £200k before one off items.

Cash
•

•

Total cash and short term investments was £85.7m at the end of February, £2.6m net increase
from January. This is as result of £1.5m cash received from Kings College Hospitals in February to
settle long-standing MSK debts and various pass-through costs; coupled with £1.1m advance
payment from NHS England in respect of QMH Q4 transitional support.
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 have been identified to deliver savings of £6.3m full year effect, with £6.2m categorised as low risk. All plans will be realised by 31st March 2015.
Detailed work is taking place to firm up plans in relation to the estimated savings target for 15/16. The CRE target is to be capped at £8.0m, which would
mean a reduction of least £1m of our surplus, with the potential that we may move into a deficit. The outcome of contract negotiations, especially in
relation to local efficiencies will be a key factor. The adult community service will be granted a non-recurrent reduction in their CRE target for 15/16
limiting this to £0.9m. Plans for £8.2m full year effect have been identified of which £1.2m 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 Prison Services (fixed price) and Children’s
Services (out to tender) within lower cash envelopes.

K ey areas of focus
•
•
•

Bank & Agency (Page 4 and 10)
Debt (Page 6)
CRE plans (Page 11)
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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 £3.7m February YTD, which is £1.8m
higher than the surplus we are currently reporting. If we delivered a surplus of less than £0.8m, we would fall to a ‘2’ for this metric. This would then imean
that the Trust scores a ‘3’ overall.
• 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 £2.3m, £0.3m higher than plan, and capital expenditure of £13.8m.
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Statement of Comprehensive Income
Income
•

Income is £2.2m 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 QMS estates
pass-through income due to lower than planned pass-through
costs.

Surplus
•

The Trust is reporting a surplus before one-off items of
£1.8m / 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
•

Expenditure

•

•

•

Pay expenditure continues to be higher than plan due to the continued use of
agency staff as shown opposite. The majority of the bank and agency 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. Spend has continued to increase to cover the additional resources
required to manage winter pressure schemes and additional beds in Meadow
View.
The initiatives planned re bank pay, AHP recruitment and use of health roster are
expected to ensure the level of expenditure incurred is tightly monitored and
controls are fully embedded.
Non-pay expenditure is £1.5m below plan due to lower than planned project
spend (offset by income) as well as central funds held and not yet allocated.
nursing bank has increased with a small reduction in agency spends. However
other clinical agency is higher due to winter pressure spend.
Next month we will be preparing an analysis of agency spend that details which
spend is due to specific projects and matched by income and which spend is not.

Trustwide Bank and Agency Spend

1,400

£ 000's Spent on Bank and Agency

•

The Trust is forecasting a surplus £0.3m higher than plan.
We expect income to over perform which will be offset by the
adverse performance on operating expenditure.
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4

Statement of Financial Position
Summary
•

•
•
•
•

Net assets increased by £7m from March 14 to £159.5m at the end of February 15.
The is financed by £1.8m year-to-date surplus and £5.3m PDC support from DH in
respect of the new Cancer Treatment Centre at QMS.
Cash is £85.7m, £0.3m above year-end position. Outturn to March 2015 is forecast to
be £91m.
Total provision is £14.4m, £3.2m of this relates to bad debt provision (see Appendix 3
for breakdown).
Total capital spend to February is £12m; offset by £2.6m depreciation charge on
plant, property and equipment.
Creditors increased by £4.8m to £40m from March 2014 as a result of increased
deferred income relating to QMH transition.

Cash
•

•
•
•

Total cash and short term investments was £85.7m at the end of February, £2.6m net increase from January. This is as result of £1.5m cash received from
Kings College Hospitals in February to settle long-standing MSK debts and various pass-through costs; coupled with £1.1m advance payment from NHS
England in respect of QMH Q4 transitional support.
The forecast of £91m is due to the receipt of a further £6m of capital funding related to QMS and due to improvements in our debtor position
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).
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Debtors & Payments
Debt sum m ary
•
•

•
•
•

Total debt stands at £10.5m, a net reduction of £2.7m from January.
By themes, £2.1m of this relates to QMH pass-through recharges; £1m MSK
services; £1.4m QMH rents; £1.2m other rents and service charges; and £0.3m each
relating to NCA, CQUIN, MST, cardiac services and overseas income.
Further resources were allocated to the team to ensure that all debts are chased
down in a timely manner.
Approximately £1m of the over 90 days debt relates to Kings which, between the
28th of February and the time of writing, has now been fully paid.
The over 90 days debts that are a cause for concern are noted below:
 £0.7m NHS Property Services – long-standing dispute of rental invoices.
Meeting held January 2015 with NHSPS Estates colleagues, detailed
reconciliation provided to NHSPS contacts.
 £0.3m Royal Borough of Greenwich (RBG) MST income for specialist children
services. Oxleas invoiced RBG on the basis of clients seen, RBG dipsuting
payment on basis that full services were not provided.
 £0.1m GP Practices rental income – GPs have refused to pay arguing that their
funding allocation from NHS England excludes any rental payment. GPs request
for split invoices which was provided by our Finance team.

Payments
•

•

•

The public sector payments target is that > 95% of invoices are paid within 30
days of receipt. By February 2015 93% by volume and 88% by value were paid
within 30 days.
The trust benchmarked its PSPP figures with five other NHS bodies – one FT, two
NHS trusts, and two CCGs. Oxleas ranked number three, ahead of Lewisham &
Greenwich NHS Trust, Surrey & Borders NHS FT, and Croydon Health Services
NHS Trust.
In context it should be noted that the two CCGs ranking above the trust for their
PSPP metric each handles less than 21% of the volume of invoices processed in
the trust (circa 50,000 invoices year to date). Both CCGs also have a Shared
Business Service (SBS) arrangement.
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Investments
Estates & I T Capital

Forensic PICU
• The unit has now opened and discussions are on-going with regard to the final account and the levying of Liquidated Damages. There is currently a
variance of approx. £70k under discussion, made up of £25k in variation costs submitted by the contractor and £45k of damages applied by Oxleas.
Market Street
• Progress on site has improved since our threat to terminate the contract. The contractor is still reporting an expected completion date of 27th March
however the design team believe this is unrealistic. The anticipated completion date is late May 2015. Discussions regarding the value of the works and
variations have improved as a result of the contractor appointing a QS. We expect to apply damages in relation to the delay.
QMH
• The original plans for the development of the QMH site are being revisited to agree how the best meet vision and service delivery. The committee
should note:
• £1.5m of the DH funding for the new Cancer Treatment Centre at QMS site moved to 2015/16.
• The Kidney Treatment Centre project has been delayed by GSTT and Diaverum's request to reduce the space required following their review of
activity. Agreement to the lease is expected in Mar 15 and service opening January 2016.
• The Childrens Services project in F Block has been delayed until April 2015 awaiting the outcome of Bexley Childrens Services bid.
• Redevelopment of the site - Phase 1 with a value of £25.7m started in January 15. The design is underway for the clinical and support services on
the ground and first floors of B Block. The contract award for the work is expected August 15 with a start on site shortly after. Construction will take
12 months.
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Risks
Financial risks scoring 8 or above have been included in this section and reflect the ratings agreed at the January Governance Board.

Risk description

Level and
21rating (C x L)

Change since last
review

Cash Releasing Efficiencies 14/15
and beyond

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.

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

Significant (16)
(4 x 4)



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. There has been a board
focus on this area and a detailed plan is being implemented
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)



Moderate (9)
(3 x 3)



Risk theme / area
(CQC Outcome)

Negative perceptions of the Trust
due to cash position

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)



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)



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)



Capital spend

FN21: There is a risk that we will not deliver our capital plan on time or on budget. This is due to the
upturn in the construction market which is making it harder to find construction partners who will
deliver to our timescales at reasonable prices. This might have an adverse impact on the timing of
service reconfigurations and on our ability to make savings

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

Clinical services are underspent by £2,233k February YTD, which is due to underspends across all service
directorates with the exception of OAMH.
Corporate Services are underspent by £883k February YTD due mainly to underspends within Estates and
Quality & Pharmacy.

CR Es:
•
•

•

The CRE target for 14/15 was reduced by £100k due to RGB not requiring the level of savings previously
anticipated, and stands at £6.2m.
The CYP CRE target will be delivered in two parts, recurrently for services not out to tender and nonrecurrently 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 £6.2m full year effect have been identified and will be achieved by 31st March 2015.

Significant operational variances:
Adult MH: Amber Rating – Due to risk associated with under achievement of future CREs
• Community MH: underspent by £509k YTD. Pay expenditure contributes largest proportion of underspend in
month and YTD, with social worker vacancies not being covered fully by bank and agency. Psychological
therapy staff under spend driven by under utilisation of additional monies received late in year.
• Inpatient, Rehab & Crisis : overspent by £140k YTD. NCA income continues to overachieve by £396k YTD.
Nursing costs continue to exceed budget due to bank and agency usage to cover sickness , vacancies and
specialling. UEA risk share agreements have resulted in a favourable £41K underspend YTD across all
boroughs.
Learning Disabilities
• Underspent by £490k YTD, of which £74k is attributable to February. This is due mainly to: a number of
vacancies in the Greenwich Teams and Atlas House (nursing, psychological therapies, admin and clerical);
continued underspends in non-pay; and the overachievement of income at Atlas House (£106k YTD).
Older Adults: Red Rating – Forecast outturn overspend of £0.5m and gap in CRE plans for 15/16
• Overspent by £414k YTD, £28k overspent in month. Holbrook Ward continues to over spend with £1,087k
YTD. NCA income was behind plan by £3k in the month (YTD underachievement of £49k). Under spends in
community teams are due mainly to vacancies which are proving difficult to recruit. Non pay under spends
relate in the main to staff travel and drug spends.
Children & YP Services: Medium Rating – Services out to tender require significant transitions
• Underspent by £299k YTD, with a in month underspend of £100k due to one off billing increase of £43k to
NHSE for Health Visitor Growth and a £25k benefit regarding Bexley SCS agency costs which have now
finished. On-going cost pressures remain Continuing Care (£226k) and agency cover in vacant Drs post
(£77k). Health visiting vacancies contribute £250k to YTD underspend.
Adult Community Services: Red Rating – Under achievement of current and future CREs
• Underspent by £442k YTD, with a in-month net positive movement of £190k. This is due to the increased
income in relation to costs incurred against winter resilience schemes; additional recharges for QMS pass
through costs (£90k YTD) ; and a reduction of £30k in Home Oxygen charges from Bexley CCG.
Forensic & Prisons
• £1,046k underspent YTD due to vacancies in nursing and psychology posts. There is on-going recruitment
to fill vacancies across the Directorate. Income is £542k under achieved YTD mainly against TILT service (6
beds unutilised), overseas patients (currently 5 patients compared to trend of 8) and Kelsey ward (income
for 2 beds has not been achievable due to delays in the opening of the unit). There has been a favourable
movement of £119k in the month due to release of overstated drugs provision in month 10, revised to reflect
actual usage, increase of overseas patients from 3 to 5 net off by deferral of LPP project income.

HQ services
• Central Income - £1,185k has been deferred in relation to income accounted for but
not yet spent on various projects, in particular Forensic LPP and Local Education
Boards.
• Other material underspends are driven by Quality & Pharmacy (vacancies), HR (staff
training underspends & vacancies), Finance (vacancies), Informatics (vacancies) and
Estates (Utilities)
• Nursing and Governance is overspent due to overspends in the trust wide legal
services budget. Work is underway to review whether this budget should be
disaggregated and managed by each Directorate that uses these services.
QMS
• The planned QMS full year surplus is £150k (£12.5k per month). This is being
achieved. Transitional funding of £371k has been deferred in February bringing the
total deferral in year to £2,545k. Total project deferral amounts to £4.0m. This is due
to a reduction in PFI costs at Green parks House (negotiated after the business case
was submitted), unutilised income contingency and partial utilisation of redundancy
costs and earlier than planned closure of the restaurant.
Other Corporate
• Overspend is due primarily to bad debt provisions of £752k, NCA provision of £489k,
£520k IT project costs (transferred from capital), £500k staff recognition award,
increased provision for reorganisation costs, offset by underspend against planned
9
projects and a £240k VAT refund.

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. February 2015.

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).
Com prehensive review of our provisions –
•

considered the risks concerning the repayment of the forensic overseas element of the non-contracted/overseas provision and considered this to be
low; this is due to commissioning having been transferred away from local commissioners and is not on NHSE’s agenda. Therefore this element has
been released;

•

have reviewed the redundancy provision in the light of recent tenders and on-going service changes. This has been increased to £2.7m to reflect the
likely financial liability.
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Board of Directors
2nd April 2015
Agenda item

Oxleas Prison Services Ltd

Item from

Ben Travis, Director of Finance

Attachments

Front Sheet only

Item
Enclosure

17
16

Summary and Highlights
Oxleas Prison Services Ltd (OPS) was incorporated on 5 March 2015, its registered
office is located at QMH, and is wholly owned by Oxleas NHS FT.
The Trust has initially appointed three board directors to OPS: John Enser, Dr Ify
Okocha, and Ben Travis. A fourth Director, Carol Paton, will be appointed to the
company over the coming days.
In order to enable the initial operation of OPS it is proposed that Oxleas provide an
interest bearing repayable loan (terms to be agreed) which will provide sufficient
working capital for the company to commence trading and support the initial
purchase of drug stocks.
This loan is currently expected to be c£250,000: c£200,000 in relation to stock
purchase and a further £50,000 for sundry operating expenses that will be incurred
ahead of initial income being received.

Recommendations
The Board to agree the proposal that Oxleas make a loan of up to £250,000 to OPS
Ltd

Board of Directors
2nd April 2015
Agenda Item

Workforce Report

Item From

Simon Hart, Director of HR & OD

Attachments

a)
b)
c)
d)
e)

Item
Enclosure

18
17a-e

February Workforce KPI
Recruitment Pipeline report
Time to Hire Report
Health Visitor numbers
Safe Staffing Data March 2015

Summary and Highlights
Sickness Absence
Sickness absence is 3.93% which is a decrease from the previous month (4.10%). The sickness
rate for February 2014 was 4.73%. The trust has outperformed the previous year’s absence for
the last seven months.
Vacancy & Turnover
The vacancy rate has marginally increased to 14.10%. The two most challenged areas in respect
of high vacancy rates remain Adult Community (23.34%) and Forensic (18.28%). 179 offered
candidates are currently undergoing pre-employment checks, of which 93 are in Adult Community
and Forensic. The overall time to hire is now just over 15 weeks. The average time to hire for
external candidates in February was 16 weeks a reduction of 4 weeks from the peak in July of last
year. The reduction has been achieved as a result of additional capacity, improved processes
and close working with service directorates to ensure that decision making is as swift as possible.
The recruitment team will continue to push towards the stretch target of 14 weeks for external
recruitment.
There is a small but increasing trend for candidates to withdraw because their existing
organisation has made them a better offer in terms of pay or role. At present this is spread across
a range of roles. Flexibility is being applied via starting salaries for critical posts.
PDR Uptake
The trust has maintained its compliance for completion of PDR’s. The compliance figure has
dropped to 87%. All directorates are compliant.
Mandatory & Essential Skills Training
All Mandatory training is above the trust threshold of 80%, with the exception of breakaway
training which is 79.47%. All essential skills are above 80%.

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

Supervision in line
with 6 weekly
standard
42%
63%
46%
63%
58%
55%
77%
65%
70%
60%

Previous Position
51%
66%
46%
63%
55%
54%
73%
66%
73%
61%

230 staff do not currently have any supervision recorded on the trust supervision system and 472
whose last supervision was three or more months ago. When last reported in March this figure
was 250 staff who had no record of supervision and 418 whose last supervision was three or
more months ago.
There are currently 2 members of staff suspended.
There is one tribunal claim outstanding against the trust.
Health Visitor Recruitment
The trust has fallen slightly short of the target by 1.43wte. This is due to turnover and some
failures at exams by students. Further recruitment is in the pipeline. It is of note that Health
Visiting has reduced the numbers of staff leaving from 28 in 2013/14 to 12 in 2014/15. The
changes in skill mix as well as broadening the range of support and development opportunities
has driven this improvement.

Changes to risk register

New risks identified

Recommendations
To Note

Previous
rating

New rating

Rating

Domain

Indicator

4.16%

Trust

1.

S12 Other musculoskeletal problems

16.34%

2.

S10 Anxiety/stress/depression/other psychiatric
illnesses

14.32%

4.08%

12.34%
Proportion of
Directorate's Absence

1.

S13 Cold, Cough, Flu - Influenza

28.49%

2.

S25 Gastrointestinal problems

15.79%

3.

S12 Other musculoskeletal problems

8.35%

Feb-15
3.93%

Sickness Absence Rates
6.00%
5.50%
5.00%
4.50%

Long-Term
Medium-Ter
Short-Term
49%

S13 Cold, Cough, Flu - Influenza

4.10%

4.00%

Proportion of Absence by Duration

26%

Top 3 Absence Reasons by No. Of Episodes

Jan-15

Dec-14

4.06%

Proportion of
Directorate's Absence

Top 3 Absence Reasons by No. Of Days Lost

3.

4.56%

Nov-14

Sickness Absence Rate

Oct-14

Sep-14

Workforce Measures - Trust
Absence

25%

48.63%
24.89%
Long-Term
26.47%

Trust

3.50%
3.00%
Medium-Term

Short-Term

Sep-14

Oct-14

Nov-14

Dec-14

Jan-15

Feb-15

Trust

13.10%

13.25%

13.43%

14.15%

13.67%

14.10%

Permanent Staff Leavers - All Reasons
(Headcount)

Oct-14

Nov-14

Dec-14

Jan-15

Feb-15

Trust

49

34

39

50

32

31

Permanent Staff Turnover - All Reasons
Trust

Vacancy by Staff Group

Permanent Staff Leavers - Voluntary Reasons
(Headcount)

Sep-14

Oct-14

Nov-14

Dec-14

Jan-15

Feb-15

14.80%

Trust

36

28

30

27

26

24

Permanent Staff Turnover - Voluntary Reasons
Trust

Add Prof Scientific and Technic Total
Additional Clinical Services Total

6.69%
14.00%

Administrative and Clerical Total
Allied Health Professionals Total

12.02%
10.97%

Estates and Ancillary Total
Healthcare Scientists Total
Medical and Dental Total
Nursing and Midwifery Registered Total

9.91%
32.94%
13.30%
18.49%

10.31%

Mandatory Training & PDR

92.56%

91.00%

91.87%

Extended Basic Life Support

85.97%

84.13%

82.58%

Health & Safety
Infection Control
Information Governance
PMVA
Safeguarding Adults
Safeguarding Children Level
Safeguarding Children Level
Safeguarding Children Level
Safeguarding Children Level

94.10%
93.81%
92.67%
85.92%
96.52%
97.10%
92.48%
85.86%
89.14%

94.25%
93.26%
92.56%
82.97%
96.42%
97.18%
91.80%
87.63%
87.96%

94.11%
93.24%
92.14%
85.18%
96.17%
97.06%
92.11%
86.30%
87.61%

Food Safety Level 2
Mental Capacity Act Awareness
Patient Handling
Recruitment & Selection

88.70%
95.18%
82.76%
94.32%

88.18%
94.99%
82.82%
94.12%

85.71%
94.92%
82.08%
93.40%

1
2
3 Core
3 Specialist

Local Induction (Effective: 04-Mar-2015)

Trust

Local
Induction
Checklist
Received
283

Evidence
Outstanding

Grand Total

Performance

246

529

47%

Recruitment (Effective: 27-Feb-2015)
Directorate
Trust

Current Recruitment Campaigns
Number of
Vacancies
356.33
374

WTE Vacancy

Feb-15

Fire Safety Awareness

89%

89%

87%

Supervision
Completion

Feb-15

Trust

Jan-15

84.78%
94.58%
94.07%

Jan-15

85.21%
94.58%
94.39%

Dec-14

Feb-15

86.44%
94.92%
94.48%

Essential Skills Training

Dec-14

Jan-15

79.40%
91.93%
91.79%

Feb-15

78.97%
93.01%
93.17%

Breakaway
Conflict Resolution
Equality & Diversity

Jan-15

80.64%
93.80%
93.72%

Dec-14

PDR
Completion

Basic Life Support
Carers & Families
Dual Diagnosis

Dec-14

Effective: 02-Mar-2015

Mandatory Training

Directorate

Feb-15

Vacancies
(excluding seconded staff)

Sep-14

Vacancies, Leavers & Turnover

Trust

50%

55%

60%

Pipeline 'Dashboard' Report with Number of Vacancies

Requisitions in progress
Directorate
72 Other
35 Forensic & Prisons
30 Inpatient, Rehab & Crisis
32 Community MH Services
52 Adult Community Services
50 Children & Y.P. Services
Zdonotuse_28 CAMHS
29 Learning Disablilities
34 Older Peoples MH Services
12 Nursing & Governance
21 Informatics
Total Proposed WTE
Total Number of vacancies

Data
Proposed W
Number of
Proposed W
Number of
Proposed W
Number of
Proposed W
Number of
Proposed W
Number of
Proposed W
Number of
Proposed W
Number of
Proposed W
Number of
Proposed W
Number of
Proposed W
Number of
Proposed W
Number of

27-Feb-15 15:38

Vacancies in progress
Total
1
1
8.17
11
8.2
9
5
6
20.11
23
7.6
8
1
1
1
1
2.4
3
0.6
1
1
1
56.08
65

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

Data
Sum of WT
Number of
Sum of WT
Number of
Sum of WT
Number of
Sum of WT
Number of
Sum of WT
Number of
Sum of WT
Number of
Sum of WT
Number of
Sum of WT
Number of
Sum of WT
Number of
Sum of WT
Number of
Sum of WT
Number of
Sum of WT
Number of
Sum of WT
Number of
Sum of WT
Number of
Sum of WT
Number of
Sum of WT
Number of
Sum of WT
Number of

Grand
Total
1
1
2.4
3
3
3
73.16
75
6
6
1.8
2
20.5
22
98.12
105
67
76
5.5
6
38.2
32
11.2
13
0.6
1
18.1
19
2.75
3
1
1
6
6
356.33
374

ndidates in progre
DirectorateGrand Total

Grand Total
1
1
2.4
3
3
3
73.16
75
6
6
1.8
2
20.5
22
98.12
105
67
76
5.5
6
38.2
32
11.2
13
0.6
1
18.1
19
2.75
3
1
1
6
6
356.33
374

12 Nursing
14 Finance
15 Quality
21 Informa
35 Forensic
72 Other
52 Adult Co
30 Inpatien
32 Commu
50 Children
29 Learning
Zdonotuse_
34 Older Pe
Grand Tota

2
3
2
3
42
1
51
12
5
39
9
5
5
179

Indicator

Workforce Measures - Trust Recruitment Timeline Report

Year

Month (Year)

2013 Jan (2013)
Feb (2013)
Mar (2013)
Apr (2013)
May (2013)
Jun (2013)
Jul (2013)
Aug (2013)
Sep (2013)
Oct (2013)
Nov (2013)
Dec (2013)
2013 Total
2014 Jan (2014)
Feb (2014)
Mar (2014)
Apr (2014)
May (2014)
Jun (2014)
Jul (2014)
Aug (2014)
Sep (2014)
Oct (2014)
Nov (2014)
Dec (2014)
2014 Total
2015 Jan (2015)
Feb (2015)
2015 Total
Grand Total

To last pre-employment check

10.7
11.1
11.6
10.6
11.0
11.6
9.1
10.1
11.8
11.2
10.9
11.2
10.9
13.4
11.7
10.6
10.8
11.4
12.1
13.2
14.0
13.9
12.4
13.5
12.7
12.7
12.1
12.1
12.1
11.9

To start date
external

15.7
16.7
14.7
17.1
15.7
15.8
14.3
16.8
17.3
19.7
16.2
16.9
16.5
18.9
16.4
15.5
16.1
17.4
17.9
20.1
19.5
18.6
18.4
21.7
18.8
18.4
18.8
16.3
17.3
17.5

To record complete
internal

9.0
10.0
17.2
11.2
13.2
13.9
9.2
11.2
14.6
10.5
13.3
13.1
12.5
16.2
12.4
10.8
10.5
11.9
11.9
12.7
16.2
17.2
12.4
11.2
13.9
13.6
11.1
14.8
13.3
13.1

Combined time to
hire

13.3
14.6
15.7
15.0
14.6
14.7
11.8
13.4
16.0
17.3
14.9
15.8
14.8
17.7
15.4
14.2
14.2
14.6
15.9
18.0
17.9
18.1
15.7
16.4
16.2
16.5
16.2
15.8
16.0
15.7

No. of candidates
completed

51
58
67
55
53
57
52
73
70
50
94
73
753
95
54
57
39
61
68
83
106
79
87
75
117
921
76
108
184
1858

Data as at 28 February
Funded
Establish
ment Target
Mar 15
115.06

Current In-Post *
100.23

Funded
Establish
ment Target
Mar 15
115.06

Anticipated New
Starters
(recruitment +
qualifying
students)**
2

Expected Position
Expected Vacancies
Jan 15 *
(Target - Expected Position)
102.23
12.83

Funded
Establish
ment Target
Mar 15
115.06

Anticipated New
Starters
(recruitment +
qualifying
students)**
11.4

Expected Position
Expected Vacancies
March 15
(Target - Expected Position) We are expecting 8.8 students and 2.6 specialist post
113.63
1.43

Vacancies
(Target - In-Post)
14.83

Current Bank Usage

Current HV
Capacity (InPost + Bank)
100.23

Gap in
Provision
(Target Capacity)
14.83

2 accounts for January students who have retaken exams will probably show in March

* Data includes 1.8 corporate posts, 2.0 management posts and a 0.8 MASH post - all posts have been confirmed as allowable for the purpose of counting by NH
** Data assumes all anticipated qualifying students will remain at Oxleas and work full-time.

HSE

#

Oxleas NHS Foundation Trust February 2015
SHIFTS (E-rostering)

Daytime

Directorate
314 - REHABILITATION
420 - PAEDIATRICS
700- LEARNING DISABILITY
710 - ADULT MENTAL ILLNESS
712 - FORENSIC PSYCHIATRY
715 - OLD AGE PSYCHIATRY

Planned
447
55
132
1622
1078
557

Registered
Actual
%
432
97%
75
136%
112
85%
1790
110%
1247
116%
604
108%

Total

3891

4260

Directorate
314 - REHABILITATION
420 - PAEDIATRICS
700- LEARNING DISABILITY
710 - ADULT MENTAL ILLNESS
712 - FORENSIC PSYCHIATRY
715 - OLD AGE PSYCHIATRY
Total

Est FTE
31
26
31
254
208
100
650

109%

Night-time
Care
Planned Actual
476
635
95
93
224
264
1424
1632
1336
1149
784
787

%
133%
98%
118%
115%
86%
100%

4339

105% 1396

ESR Information
FTE Actual FTE Vacant
28
3
14
12
24
7
210
44
166
42
86
14
527
122

4560

Registered
Planned Actual %
196
216
110%
24
26
108%
28
28
100%
672
721
107%
252
278
110%
224
256
114%

Registered / Unregistered
Reg' Unreg' Other
NK
381
224
34
0
20
543
223
283
1069

86
889
368
457
1800

Fill Rate - By Directorate (Hours) - Unify
102%

114%

112%
96%

107%

Adult
Children & Forensic & Older Adults
Adult
Community
Young
Persons
Mental
People
Health and
Learning
Disabilities

1525

6
17
20
14
57

0
0
0
14
14

109%

Total

Care
Planned Actual
140
165
24
31
56
57
504
590
420
507
280
389
1424

1739

%
118%
129%
102%
117%
121%
139%

Registered
Planned Actual
643
648
79
101
160
140
2294
2511
1330
1525
781
860

%
101%
128%
88%
109%
115%
110%

122%

5287

109% 5763

5785

Temp Staffing Information - Shift Cover Reasons
Vacancy Sickness Leave Training Acuity
227
0
7
0
0
0
0
0
0
0
97
0
17
9
0
0
15
6
0
0
306
140
33
9
191
122
15
6
0
7
752
170
69
18
198

Planned
616
119
280
1928
1756
1064

Care
Actual
800
124
321
2222
1656
1176

%
130%
104%
115%
115%
94%
111%

6299

109%

Ward Cover (inst)
Staff Coverage < 80%
0
0
0
3
1
0
4

The National Quality Board (NQB) guidance “How to ensure the
right people, with the right skills, are in the right place at the right
time” (November 2013) set out expectations for providers of NHS
services to regularly monitor safe staffing levels. To meet these
requirements Oxleas has developed a range of reports including
comparison of actual staff on duty to planned staffing levels
highlighting any gaps and actions taken to address them. The
Trust Board received a monthly update based on submission of
data to NHS England and a detailed six monthly progress report.
In February all areas met safe staffing requirements (i.e. above
the 80% threshold) and the overall fill rate for the Trust was at
104%. In February three areas utililsed more than 20% temporary
staff. For Bevan this was due to preparation for the move to ECH
and annual leave. For Meadowview this is due to the five
additional winter beds and a significantly high level of sickness for
February for RNs. Holbrook's use of agency though higher than
expected was the second lowest use since April 2014 and
copntinues to make improvements.
The Trust will measure direct care time in the Spring in
accordance with the Chief nurses recommendations in February
2015.

Shift Data by Staff Member type
104%

Trust
Average

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

Agency
Bank
Substantive - Bank
Substantive

Oxleas NHS Foundation Trust : Average fill Rate (hrs) - Unify

Site Name

Ward Name

Unify Speciality

Average fill rateregistered nurses
(%) Day

Average fill rate care staff (%) Day

Average fill rate registered nurses
(%) Night

Average fill rate care staff (%) Night

Reason for shortfall

Adult Community
Bevan Intermediate Care Unit

Bevan Unit

314 - Rehabilitation

92.7%

120.1%

104.1%

110.7%

Step Up, Step Down

SUSD/Neuro/Chislehurst

314 - Rehabilitation

98.7%

98.9%

102.1%

101.9%

The reason for an increase in unregistered day shifts at the Bevan is due to staff induction.

Adult Mental Health and Learning Disabilities
Barefoot Lodge

Barefoot

710 - Adult Mental Illness

73.8%

116.6%

122.7%

122.7%

Goldie Leigh

Atlas House

700- Learning Disability

97.1%

111.1%

101.3%

103.0%

Green Park's House

Betts

710 - Adult Mental Illness

107.1%

90.5%

100.0%

121.8%

Green Park's House

Goddington

710 - Adult Mental Illness

120.8%

95.7%

110.7%

68.3%

Green Park's House

Norman

710 - Adult Mental Illness

103.9%

114.7%

98.5%

107.2%

Ivy Willis

Ivy Willis Closed

710 - Adult Mental Illness

97.0%

115.3%

85.1%

128.8%

Ivy Willis

Ivy Willis Open

710 - Adult Mental Illness

82.6%

108.8%

94.9%

103.6%

Oxleas House

Avery

710 - Adult Mental Illness

152.4%

101.3%

122.9%

92.9%

4 RMN vacancies but process in place to recruit. Additional RMNs booked for ward round days. Increased Level of observations requiring additional staffing – mostly HCAs booked for this but few occasions where HCA cover on bank could not be located so RMN

Oxleas House

Maryon

710 - Adult Mental Illness

139.5%

86.1%

124.8%

133.6%

Extra RMNs on shift on ward round days HCA on long term sick – shifts covered by RMN, no HCA cover on bank, Additional HCAs booked at night for sleepovers

Oxleas House

Shrewsbury

710 - Adult Mental Illness

116.8%

96.3%

115.7%

136.4%

Oxleas House

Tarn

710 - Adult Mental Illness

117.5%

156.6%

119.6%

219.0%

Somerset Villa

Somerset Villa

710 - Adult Mental Illness

78.1%

71.9%

101.0%

101.3%

Woodlands

Lesney

710 - Adult Mental Illness

125.4%

122.0%

117.8%

91.0%

Woodlands

Milbrook

710 - Adult Mental Illness

85.3%

125.2%

100.0%

135.9%

Bluebell House

420 - Paediatrics

136.4%

97.9%

108.3%

129.2%

Bracton

Burgess

712 - Forensic Psychiatry

92.8%

89.9%

121.9%

128.8%

Bracton

Crofton

712 - Forensic Psychiatry

127.7%

96.4%

114.4%

119.6%

Bracton

Danson

712 - Forensic Psychiatry

89.4%

88.1%

111.5%

98.1%

Bracton

Heath

712 - Forensic Psychiatry

100.3%

84.0%

146.7%

85.9%

Memorial Hospital

Hazelwood

712 - Forensic Psychiatry

98.6%

80.3%

90.2%

115.8%

Memorial Hospital

Greenwood

712 - Forensic Psychiatry

103.4%

80.5%

99.9%

112.4%

Bracton

Birchwood

712 - Forensic Psychiatry

111.1%

78.6%

103.8%

103.6%

Bracton

Joydens

712 - Forensic Psychiatry

85.5%

86.8%

103.6%

94.7%

Green Park's House

Scadbury Ward

715 - Old Age Psychiatry

91.5%

96.4%

101.0%

104.0%

Memorial Hospital

Oaktree Lodge

715 - Old Age Psychiatry

105.4%

114.4%

100.0%

169.9%

Additional staff booked for high levels of acuity.

Oxleas House

Shephedleas Ward

715 - Old Age Psychiatry

110.8%

99.1%

100.0%

114.3%

Additional staff booked for high levels of acuity.

Woodlands

Holbrook

715 - Old Age Psychiatry

113.4%

100.5%

157.3%

138.7%

Additional staff booked for high levels of acuity.

Worked with one less RMN than planned on most weekdays. Error in HCA number , this should be slightly higher as one Bank HCA was not recorded in the system. This will be rectified when templates are agreed.
Increased observations levels, had to increase staffing levels, also used some HCA to fill RMN demands
Extra HCAs booked at night for patient who is on an increased Level of observations at night only Additional RMNS booked for ward round days, this has been over the normal required RMN for the shift.

Additional HCA booked with extra booked at night for safety reasons. Extra HCA staff booked for activity and groups during some weekdays. More RMN’s made available during the day shift.
Extra HCAs booked for observations. RMNs booked where HCA cover could not be found on the bank.
Difficulties finding RMN cover so used HCAs instead during some of the Day and Night Shifts
One RMN vacancy, one RMN long term sick, one RMN off ward due to HR processes RMN shifts covered by HCAs. Working within the limits but using the staffing group flexibly

RMNs booked where HCA bank cover could not be found. Extra HCAs booked for increased numbers of night sleepover patients. Additional RMN staff booked for escorts and increased numbers of level 3 observations and ward rounds.
Extra staffing both RMNs and HCAs due to extremely high levels (L3 and L4 (2:1)) of close observations , this has been consistent over the past few months. Continuing to monitor

HCA under fill covered by RMNs. Sickness and vacancy covered by RMNs, Staffing numbers being reviewed with E-Roster and Nursing and Governance.
Additional RMNs to cover ward round, additional RMN booked to cover DSN role. High demand on ward so extra staff booked to meet this and also to look after patients who have been slept over and return to the ward
HCA booked to cover RMN in ward rounds. Additional HCAs booked for day and night shift for observations and for Sleep over returns to the ward

Children & Young People
1 Wensley Close

RMN for HCA Shortfall

Forensic & Persons
Nights additional Q and HCA staff covering ICA

additional clinical need on nights

additional clinical need.

Older Adults

Proposed Actions
Directorates - The majority of shortfall was due to a need to increase staffing due to patient acuity or due to staff absence.
Guidance to be given to areas re:commentary to support data.
Need to support units where unregistered staff were not be available, therefore increasing demand from registered nursing.
No impact on patient safety and experience.

Oxleas NHS Foundation Trust : Ward based Incidents

Site Name

Ward Name

Unify Speciality

Adult Community

Average
fill rate- Average
registere fill rate d nurses care staff
(%) Day (%) Day

Nos. of
Nos. of
Nos. of
Medication
grade 3
rapid
Nos. of
Average
HealthCare
errors
and 4 tranqulisa prone
fill rate - Average
Associated moderate to
pressure
tion
restraint
registere fill rate Infections
severe
ulcers incidents
d nurses care staff
(%) Night (%) Night

Nos. of
moderate Total number
to severe of incidents
falls

Bevan Intermediate Care Unit
Step Up, Step Down

Bevan Unit
SUSD/Neuro/Chislehurst

314 - Rehabilitation
314 - Rehabilitation

92.7%
98.7%

120.1%
98.9%

104.1%
102.1%

110.7%
101.9%

0
0

0
0

1
0

0
0

0
0

1
0

2
0

Barefoot Lodge
Goldie Leigh
Green Park's House
Green Park's House
Green Park's House
Ivy Willis
Ivy Willis
Oxleas House
Oxleas House
Oxleas House
Oxleas House
Somerset Villa
Woodlands
Woodlands

Barefoot
Atlas House
Betts
Goddington
Norman
Ivy Willis Closed
Ivy Willis Open
Avery
Maryon
Shrewsbury
Tarn
Somerset Villa
Lesney
Milbrook

710 - Adult Mental Illness
700- Learning Disability
710 - Adult Mental Illness
710 - Adult Mental Illness
710 - Adult Mental Illness
710 - Adult Mental Illness
710 - Adult Mental Illness
710 - Adult Mental Illness
710 - Adult Mental Illness
710 - Adult Mental Illness
710 - Adult Mental Illness
710 - Adult Mental Illness
710 - Adult Mental Illness
710 - Adult Mental Illness

73.8%
97.1%
107.1%
120.8%
103.9%
97.0%
82.6%
152.4%
139.5%
116.8%
117.5%
78.1%
125.4%
85.3%

116.6%
111.1%
90.5%
95.7%
114.7%
115.3%
108.8%
101.3%
86.1%
96.3%
156.6%
71.9%
122.0%
125.2%

122.7%
101.3%
100.0%
110.7%
98.5%
85.1%
94.9%
122.9%
124.8%
115.7%
119.6%
101.0%
117.8%
100.0%

122.7%
103.0%
121.8%
68.3%
107.2%
128.8%
103.6%
92.9%
133.6%
136.4%
219.0%
101.3%
91.0%
135.9%

0
0
0
0
0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0
0
0
0
0
0

0
0
2
0
0
0
0
0
0
0
4
0
4
0

0
1
1
0
0
0
0
0
0
0
5
0
1
0

0
0
0
0
0
0
0
0
0
0
0
1
0
0

0
1
3
0
0
0
0
0
0
0
9
1
5
0

1 Wensley Close

Bluebell House

420 - Paediatrics

136.4%

97.9%

108.3%

129.2%

0

0

0

0

0

0

0

Bracton
Bracton
Bracton
Bracton
Memorial Hospital
Memorial Hospital
Bracton
Bracton

Burgess
Crofton
Danson
Heath
Hazelwood
Greenwood
Birchwood
Joydens

712 - Forensic Psychiatry
712 - Forensic Psychiatry
712 - Forensic Psychiatry
712 - Forensic Psychiatry
712 - Forensic Psychiatry
712 - Forensic Psychiatry
712 - Forensic Psychiatry
712 - Forensic Psychiatry

92.8%
127.7%
89.4%
100.3%
98.6%
103.4%
111.1%
85.5%

89.9%
96.4%
88.1%
84.0%
80.3%
80.5%
78.6%
86.8%

121.9%
114.4%
111.5%
146.7%
90.2%
99.9%
103.8%
103.6%

128.8%
119.6%
98.1%
85.9%
115.8%
112.4%
103.6%
94.7%

0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0

0
1
0
0
0
0
0
0

0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0

0
1
0
0
0
0
0
0

Green Park's House
Memorial Hospital
Oxleas House
Woodlands

Scadbury Ward
Oaktree Lodge
Shephedleas Ward
Holbrook Ward

715 - Old Age Psychiatry
715 - Old Age Psychiatry
715 - Old Age Psychiatry
715 - Old Age Psychiatry

91.5%
105.4%
110.8%
0.0%

96.4%
114.4%
99.1%
100.5%

101.0%
100.0%
100.0%
157.3%

104.0%
169.9%
114.3%
138.7%

0
0
0
0

0
0
0
0

0
0
0
0

0
0
0
0

0
0
0
0

0
0
0
0

0
0
0
0

0

0

1
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1
1.1

EXECUTIVE SUMMARY
INTRODUCTION

The Mutuals in Health: Pathfinder Programme (the “Programme”) is a joint Department of
Health and Cabinet Office initiative, which was designed to explore the potential benefit of
mutualisation within the NHS.
Oxleas NHS Foundation Trust (“Oxleas” or “the Trust”) decided to bid for Programme to
quantify and validate the benefits of mutualisation, in particular concerning staff
engagement. The summary of Oxleas findings and a preferred option of how to take these
conclusions forward are documented in this Feasibility Study (the “Study”).
1.2

STRATEGIC CASE

For Oxleas the Strategic Case for investigating a mutual model is clear. The organisation
benefits from relatively strong staff engagement compared to NHS peers, a stable board, a
track record of good quality and established finances.
However, in the medium term – i.e. over the next 5 years – three key factors may put this
position at risk:


A significantly more challenging local environment – increasing competitive tension and
financial pressures – for Oxleas partners and commissioners in addition to increasing
demand for services.



Increasing financial pressure for the Trust and eventually resulting in risk to sustainability.



Possible leadership changes – the Chair at Oxleas is changing in 2015 and members of the
Executive may move on or retire over the next 5 to 10 years.

The Oxleas Board firmly believes that resilient, positive and effective staff engagement is one
of the most fundamental factors which allows the Trust to succeed now and will be the
primary driver of the ability to drive up quality, innovate, adapt and maintain a sustainable
operating model for the future.
There is a strong body of evidence which links staff engagement to quality and it appears that
there are examples of Public Service Mutuals (“PSM”) that achieve very high levels of staff
engagement and deliver innovative and adaptable business models.
Therefore, Oxleas decided to join the Programme and spend c.3 months examining the
potential for a ‘mutual’ model for the Trust, in particular examining how this can improve
staff engagement.
Is ‘doing nothing’ an option?
No. This is a logical argument. Oxleas circumstances and environment will change and
therefore the Trust will need to change accordingly to be able to adapt and innovate, to drive
up quality and protect a successful culture even when times get tougher and leadership
changes. In Oxleas view a meaningful step-change in staff engagement will be a key driver in
achieving this.
What options should be considered?
The work conducted throughout the programme suggests that Oxleas should pursue key
features of ‘mutualism’ in order to achieve much stronger and enriched levels of staff
engagement. There are ‘6 Key Themes’, which have been developed through speaking with
other successful mutual organisations. These include:


1

open, transparent and widespread information flows;
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democratic processes and staff influence;



accountability to staff and users;



a distributive leadership culture and promotes innovation, shares power and learns from
failure;



corporate functions that focus on the business, serve the service lines and include
dedicated capacity to make the features of ‘mutualism’ work; and



enhanced governance arrangements examine the efficacy of key ‘mutual’ processes – such
as staff voting arrangements and communications.

When examining a range of options, Oxleas considered 3 key factors:
1. What did our staff think? In Oxleas view, if the primary aim is staff engagement there
must be an option that staff favour.
2. What organisational form offers the best chance of achieving the above features and
Oxleas strategic goals?
3. What are the risks and financial considerations of the different forms?
To create a list of options to examine, the following criteria were determined:


At this point Oxleas are only considering a model for the whole organisation.
o To examine parts of the Trust would be too disruptive and too complex at this
stage. It could also result in internal tensions; disengagement in the areas not
considered and/or greater financial risk for the remaining services if they agreed
to ‘spin out’ a financially strong service line.



That certain organisational forms would not be examined in detail.
o The Trust is committed to serving its community and would want to see its assets
protected for that purpose; it would not want the option to become a fordistributable-profit entity and in our view certain forms would put the brand at
greater risk than others.
o In our view only the Foundation Trust (“FT”), Community Interest Company
(“CIC”) and Community Benefit Society (“CBS”) are forms worth considering.
Oxleas have also, during the course of this work debated whether a new form – an
“NHS Mutual” - could be created and what the key features of such a form would
be.

Therefore whole Trust options for FT, CIC, CBS and NHS Mutual were considered.
1.3

ECONOMIC CASE

Having assessed these 4 options our conclusion is that:


Whilst it is clear that the features of ‘mutuals’ do derive some benefits in terms of staff
engagement, the case is not yet made that achieving these features must require a nonNHS organisational form, legally ‘owned’ by staff. The view held by Oxleas is that not
enough has been done to see whether the key features can be achieved within the FT
form to justify the risk and disruption associated with a change of form.



Another benefit raised by other PSMs delivering NHS services is the ability to more
effectively deliver efficiencies. However - the benefit is not so clear for Oxleas on the
basis that:
o
o

2

Oxleas has a strong track record of recurrent cost improvement performance
delivery;
The PSMs examined were starting from a different point in terms of inefficiency
and service quality; and
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o


There are a number of material barriers to a change of form that require the benefits
case to be stronger than is currently evidenced:
o
o
o
o
o



Many of the key steps they were able to take – including changing staff terms and
conditions – are possible as an FT.

The financial implications are material. For Oxleas the VAT and corporation tax
impact alone could create a c.£1.7m negative impact on surplus.
The transition costs would also be material – multiple advisors would be needed
to effect the transition which would cost, in our view, over £1m.
It is not clear what would happen to assets or cost of capital.
There is the potential for a negative disruption to the currently strong
competitive position and local reputation at Oxleas.
The potential damage to current levels of staff engagement is significant at
present – staff do not welcome the idea of leaving the NHS at this time and
Oxleas would not progress any plans without the support of staff.

Although the above barriers could be mitigated (e.g. if greater efficiencies could be
achieved or a form identified that did not create such a negative reaction amongst staff,
such as an NHS Mutual) or lowered (e.g. by a change in legislation) at the present time
the evidence for the benefits does not justify the associated risk.

Therefore, the conclusion is that Oxleas should pursue the features of mutualism within the
Foundation Trust form first. If they are not successful then Oxleas may revisit the economic
case, along with their staff.
1.4

COMMERCIAL CASE

At this stage of the assessment plans for the delivering the preferred option are still in
development and they do not in themselves necessarily imply that a major procurement or
deal is required currently.
However, certain key points are worth making:






The ‘6 Key Themes’ will need to be actively pursued in whatever form Oxleas prefers.
There is likely to be a requirement to procure some sort of transition or medium term
development support to achieve these features - this has not yet been examined
thoroughly, but the approach is likely to be similar whichever option the Trust chooses.
Were Oxleas to pursue a non-NHS form there would also be additional commercial
considerations, chiefly the procurement of technical advisory support before, during and
after the transition in a range of technical areas including: legal, tax, pensions, contract,
capital funding, and insurance advice.
The preferred option – remaining as an FT and implementing the features and mechanisms
of mutualism will require meaningful changes to the existing organisation.

Potential Elements of a Service Specification
In order to pursue the preferred option the below features could be examined as potential
solutions. Oxleas should also follow these up as part of the next steps of the programme.


Enhanced Communications - active and frequent communication is an essential feature
of effective ‘mutual’ type organisations and a central component of staff engagement.



Leadership and Organisational Development - for Oxleas, the leadership culture and
leaders will need to change to drive and sustain a more engaged culture. In particular
they must be able to share power and decision making, cope with a more influential and
vocal staff base, positively engage with being more accountable to staff and users and
enable innovation. A new culture will need to be resilient and cope with increasing
financial and competitive pressures.
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Evolved Corporate Functions – Oxleas corporate functions will need to adapt to serve the
requirements of and inform and engage with a wider proportion of staff. They will also
need to adapt to enable and facilitate the processes of mutualism, such as democratic
processes.



Governance and Accountability Review - The Oxleas Board and Executive has a good
working relationship with its Governors and the lead Governor is both experienced in
‘mutualism’ and engaged with this agenda. The Trust is already examining approaches to
more robust membership engagement and communication and is looking at ways to
reduce the ‘democratic deficit’ (for example on some occasions Governors are elected
with a small number of votes). The aim will be to examine ways to reinforce active
participation from the community and improve engagement as well as staff
representation and influence at the Council of Governors.

1.5

FINANCIAL CASE

The expected transitional costs for moving out of the NHS to form a mutual (estimated at
being a total minimum cost of £4m for Oxleas) do not seem to bring about the benefits which
are worth the risk – in fact some of the benefits are likely to be achievable through remaining
in the NHS and following up the preferred option.
However, in order to create the desired step change in staff engagement, there will be
transitional costs as part of delivering the preferred option (estimated at being around £500k
probably over two years), however these will need to worked up in greater detail to ensure
they reflect the needs of the Trust and corresponds to the strategic direction and similar
initiatives. The example solutions which make up the transitional costs are;


Enhancing communications - £50,000



Leadership and Organisational Development - £200,000



Evolving Corporate Functions - £100,000



Governance and Accountability Review - £150,000

These should not a used as a definitive list and should be considered as example solutions to
achieve the desired benefits associated with the preferred option, which Oxleas should follow
up as part of the next steps of the programme.
It would be anticipated that the costs associated with the preferred option would be funded
from the efficiencies, which would be achieved if the solutions were implemented
successfully.
Summary
The costs of the preferred option compared to the option to spin out are significantly less,
and the anticipated benefits achievable from spinning out are not considerably greater than
those which may be achievable through remaining as a FT and applying the features and
mechanisms of mutualism to this model. It is not also clear that a change in form is
necessarily an essential step to achieve those benefits.
If the position around VAT and Corporation Tax (estimated to incur costs of £1.74m) changed
Oxleas may wish to revisit this appraisal – particularly if staff felt the option of mutualisation
should be explored in more detail.
The benefits outlined by other CICs (e.g. at NAVIGO CIC there was a reduction in sickness
rates from 6.8% to 2.4% after a change in policy which was voted for by staff) and ability to
achieve greater efficiencies through productivity gains and realisation of efficiency savings
may already be achievable to Oxleas as a FT, although some changes would need to occur to
achieve this.
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Oxleas has historically been able to achieve its financial efficiency savings and therefore
making such a significant change as to creating a mutual may not benefit this aspect
particularly. However, if the case changed and Oxleas were in a position where it was
required to meet considerable financial efficiency targets, the option of mutualising may
become more appealing. However, it is worth noting that other mutuals may have started in a
different performance position to Oxleas, who have historically achieved efficiency targets
successfully.
1.6

MANAGEMENT CASE

To ensure the preferred option for Oxleas is achievable, a number of functional aspects will
need to be established to track progress, manage projects and ensure staff and other
stakeholders are aware of the next steps.
Before implementing any proposed solution, Oxleas should seek to develop an approach
centred on co-production with staff and service user, to verify and change the proposed
solutions as necessary to suit the organisation more organically.
Implementation
The initial task will be to establish a project management office should Oxleas deem it
necessary. The Core Team established for this Programme will be in an excellent place to form
this with specific project or programme management support from across the organisation. As
there are representatives from HR, Staff Side, Finance, Communications and the Council of
Governors in the Core Team, the inclusion of a clinical lead will potentially be the only
addition, along with specific project management support. There will be a requirement to
utilise robust methodologies in order to track the progress of the preferred option to ensure
the benefits are realised and risks are minimised.
As part of the next steps it is imperative that staff groups are further engaged, to ensure that
a co-designed approach is implemented. This is because solutions which incorporate staff
input will be more applicable to Oxleas’ staff body and therefore are likely to yield
supplementary benefits for the organisation as a whole. Follow-on sessions with those staff
who actively express an interest in the Programme and any discussion or activity which
follows it will help identify champions for improving staff engagement and they could be key
stakeholders when moving into the next phase of implementation.
Communications
There will be a requirement to develop a robust communications plan to ensure staff are fully
aware of the process and next steps, particularly in the immediate post programme
timeframe.
Governance
In order to ensure that the proposed solutions are effective and the benefits quantifiable, it
would be advisable for Oxleas to establish a governance framework to measure the
anticipated results. The establishment of a formal committee will provide a regular
opportunity to review practices, support projects at team/unit level and ensure that
engagement is an ongoing journey, particularly during difficult periods or when Board
members change. The Staff Partnership Forum would be well placed to manage this role,
potentially with attendance from a Non-Executive Director (“NED”) to provide ‘constructive
challenge’ and assurance along with representatives from the project management office
(should it be established).
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The Next Steps
The work completed to date has identified a series of fundamental factors (outlined in the
table below) that seem to create the kind of staff engagement that is reported by successful
mutuals. These may refer to the features and mechanisms of mutualism, which Oxleas should
seek to drive as part of the next steps.
Oxleas should seek to co-produce project-specific solutions within these categories with staff
throughout the organisation.

Key Themes

Potential Implementation Process

Information
flows











Start small – do not try and provide everything at once
Make the language meaningful and accessible
Understand how staff at each level access information now
Understand what they would like to access and how
Trial different channels and different topics
Run groups to learn what is effective and adapt
Roll out in waves
Monitor impact
Repeat




Understand how staff at each level currently influence decisions
Develop local areas, based on staff feedback, to pilot approaches
OR try offering one or two key major decisions to a wider audience
Monitor the impact and plan a roll out of what works
As staff engage with a democratic process understand what will
require a change in legislation or the Oxleas constitution
Embed those which seem sensible and will maintain strong levels of
engagement, particularly when the current Executive leaves
Develop a function to make the democratic process work
Review and adapt

Democratic
Influence








Accountability
/ Ownership








Leadership
Culture
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Determine ‘safe’ initial structures or schemes – co-design them
with staff
Ask staff to define and develop units they would align to
Try it out – start simple, e.g. challenge sessions prior to signing off a
strategy
Develop a new accountability framework, aligned to the structures
and schemes
Develop a significant communication plan so that staff are clear on
direction and align to strategic aims
Profile leadership styles and culture in teams and units
Co-design, with teams, a new leadership framework – aligned to
teams and units
Three programmes:
o Train identified leaders
o Change Performance management frameworks and appraisal
approach
o Reward/incentives for good leadership
Independent evaluation of framework and programmes
Develop plans in line with ‘well-led’ Board recommendations
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Enablers








Governance
Process









Increase the scope of the Staff Partnership Forum and formalise its
role within the current governance structure
Appoint a NED to support the Staff Partnership Forum – they should
attend meetings where necessary
Review process in line with other staff engagement initiatives and
evolve role accordingly
Understand from teams / units the information they require to
enable them to make informed decisions to deliver the best care for
patients – also seek to understand the information which is not
helpful
Develop reporting mechanisms with corporate functions and services
to ensure they receive accurate, meaningful information to support
the care they provide
Evaluate reporting information on a regular basis to ensure it is in
keeping with staff requirements
Formalise the ‘Committee’ concept – ask staff what they want to
see, do not want to create a forum which is not useful or
meaningful
Establish Governance Committee – this could a John Lewis style
‘Staff Partnership Committee’ which sits above, below or alongside
the Board (with representatives from each service/unit to be voted
on); this could potentially take the form of the Staff Partnership
Forum?
Develop Terms of Reference to encapsulate the aforementioned
themes
Allow inputs and outputs to be accessed by all staff, in a format
which is valuable
Create time to learn and become informed
Monitor process and efficacy
Offer challenge time
Independent evaluation of governance framework
Develop plans in line with ‘well-led’ Board recommendations

Achieving these mechanisms should be attainable within the constraints of the FT model – and
Oxleas should seek to co-produce project specific solutions within these categories with staff
throughout the organisation. If it is felt these headings are not helpful, further work may
need to be done to understand why and adapt the solution accordingly.
1.7

CONCLUSION

The overall the case for spinning out of the NHS and creating a staff owned entity in order to
meet Oxleas strategic objectives is not yet made. Oxleas will pursue ‘mutualism’ within the
FT form until such time that it becomes clear that the organisational goals cannot be
achieved, at which point the Trust may (with the agreement of staff) decide to re-examine
the case for forming a Public Service Mutual.
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2
2.1

STRATEGIC CASE
Introduction

In this section, the background to how the Programme (of which Oxleas is a Pathfinder Trust)
came about is set out and notable work done to explore what NHS organisations can learn and
take from mutualism.
Here is a brief ‘dictionary’ of key terms used in this section, and throughout this Study:


Mutual - The term 'mutual' does not refer to a specific organisational form, but more
generally to describe a body displaying features of employee ownership and/ or control.
In this context the term 'mutual' is used as it has been defined by the Cabinet Office (see
paragraph 2.2 below).
Engagement – The broad concept of engagement includes various related elements of:
psychological engagement (a positive, fulfilling, work-related state of mind), proactivity,
enthusiasm and initiative, organisational citizenship behaviours and organisational
commitment, involvement in decision-making and a positive representation of the
organisation to outsiders1.
Ownership – In this context this refers to the ownership of the organisation in literal
terms, where staff would have a nominal share in the organisation.
Perceived ownership – Refers to a perception of ownership where individuals or staff
group do not literally own the organisation but their behaviours suggest they feel
accountable to the organisation in a way which is usually depicted by owners
Democracy – In this context this refers to staff and/or members voting for (or being able
to vote for) outcomes of situations, such policy changes or investments decisions.
Accountability – The obligation of an individual or groups of individuals to account for
activity, accept responsibility and be transparent.
NHS Mutual - This term is used to refer to a new type of body which does not currently
exist but could be designed to encompass the best features of mutualism but which
remains within the NHS family. This concept is further explored and defined in paragraph
3.23.









2.2

Public Service Mutuals

The term 'mutual' has a number of connotations and definitions depending on the context in
which it is used. This study focuses on characteristics of 'mutuals' both generally and also as
such bodies have been defined by the Cabinet Office.
The Cabinet Office2 defines mutuals – specifically PSMs – as organisations with the following 3
characteristics:




that they have left the public sector (also known as ‘spinning out’);
that they continue to deliver public services; and,
that staff control is embedded within the running of the organisation.

As explored later in this report in the Economic Case, the Cabinet Office also acknowledges
that a mutual does not have to take a particular legal form. Rather, being considered as a
mutual is more reflective of the way in which the staff of the organisation are involved in the
management, governance and/ or ownership of it.
The Cabinet Office identifies that mutuals are, however, most commonly structured as Cooperatives or Community Interest Companies ("CICs") that are then either limited by
guarantee or by share. By ensuring that the corporate vehicle is structured in some way to be
1
2
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a CIC or Co-Operative the staff are able to enshrine within the organisation the principle of
running the mutual for the benefit of the community. Such a body may also (or as an
alternative to being a CIC or Co-Operative) be deemed a social enterprise if it reinvests any
profits back into the service and/or community.
2.3

National Context - Cabinet Office Pathfinder Programme

The Mutuals in Health: Pathfinder Programme is a joint Department of Health and Cabinet
Office initiative, which is designed to explore the potential benefit of mutualisation within
the NHS.
The wider Mutuals Programme has been part of the Cabinet Office since 2010, when
Government made a commitment to support the creation and expansion of mutuals in order
to help public sector staff take control of the services they deliver. The reason for this
commitment was to explore how to improve levels of staff engagement across the NHS, as
there is substantial evidence that high levels of staff engagement and empowerment lead to
an improvement in service delivery for patients.
In order to build on this evidence the King’s Fund produced a report in 20143 (the "Report")
which aimed to explore how to strengthen employee engagement through new provider
models and approaches. The Report intended to demonstrate that such improvements in
engagement would enable staff to deliver better quality, more efficient, patient-centred
care.
The Report pulled together and examined material evidence showing that NHS organisations
with higher levels of staff involvement (e.g. in decision making) deliver better care. Such
'better care' can be measured in a number of ways, but in particular the Report shows that
such providers have lower mortality rates, better rated patient experience, lower rates of
sickness absence and lower staff turnover. Conversely, those organisations with poor staff
engagement tend to provide lower quality patient care (for example Mid-Staffordshire NHS
Foundation Trust which was a high profile example of poor care and poor engagement).
Another notable finding of the Report is that levels of staff engagement vary greatly between
organisations. The recommendation is that improving staff engagement should be a key
priority for all NHS bodies in order to tangibly improve care and outcomes in the face of
serious pressure to make savings and deliver better, more efficient care.
The Report found that staff-led mutuals are an effective way to improve engagement and NHS
organisations should be allowed more freedom to move towards such a model.
As is demonstrated in and emphasised throughout the Report, the real crux of pursuing staff
empowerment and engagement is the resulting improvements in the quality of patient care
delivered by those empowered, engaged staff.
It is against this backdrop, and the recommendations of the Report, that the Cabinet Office:
Mutuals in Health Pathfinder Programme was conceived and implemented.
2.4

Local Context – Oxleas NHS Foundation Trust

Oxleas decided to bid for the Programme to quantify and validate the benefits of
mutualisation, in particular concerning staff engagement. It has been evidenced by other
healthcare mutuals so far that they achieve higher levels of staff engagement in terms of
flexibility, productivity and control. This is evidenced by the King’s Fund Report outlined
above, as well as directly by mutual organisations themselves, who have reported better staff
3

"Improving NHS Care by Engaging Staff and Devolving Decision-Making: Report of the Review of Staff
Engagement and Empowerment in the NHS"
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survey results, reduced levels of sickness absence, reduced staff turnover and reduced
recruitment difficulties, which can be translated as having a more engaged workforce.
Oxleas currently has very high levels of staff engagement which is evidenced by the following:


Cited in the Report as being one of the few NHS providers to consistently achieve very
high staff engagement scores in the NHS Staff Survey, which translated to better patient
care,



High scores on the 2013 and subsequent ‘Friends and Family’ tests show staff confidence
in the organisation,



Medical trainees consistently give excellent ratings for Oxleas in the deanery surveys,



HSJ identified Oxleas as one of the top 5 NHS organisations to work for,



Steps taken within the Trust to cement the role of staff within the running of the
organisation (for example a dedicated Staff Partnership Team conducting regular focus
groups and providing feedback to the directorate, regular Board visits to all teams to
listen to and address concerns of staff, patients and carers and direct staff involvement in
redesign of adult mental health services).

Whilst Oxleas would say it has had success in innovating to date, the opportunity to capitalise
on the increased levels of staff engagement that can be achieved by mutualisation is essential
to allow Oxleas to harness the innovative potential of the whole workforce to drive
continuous improvements in patient care. Whilst Oxleas would agree it is in a reasonable
financial position it outlines that only through the delivery of new and innovative models of
care and practice will Oxleas be able to meet the increasing demands on its services whilst
simultaneously making efficiency savings. The ability to make further significant productivity
gains in these areas will allow the Trust to better focus its resources on patient care and
avoid extraneous spend.
The current national pay structure (‘Agenda for Change’) and the dynamics of national trade
union engagement make local negotiations away from national terms and conditions
extremely difficult. Healthcare mutuals suggest that the sense of ownership and control
brought about by mutualisation gives the possibility to achieve a more cost effective
arrangement of terms and conditions, with the explicit approval and engagement of staff
during the process.
Mutualism offers the potential opportunity to be released from a range of centrally imposed
bureaucratic burdens that do not directly enhance patient care or staff engagement. On
occasion in fact, these centrally imposed demands lead to considerable diversion and
distraction of organisational capacity that would be better invested in the development and
improved delivery of existing and new service models.
The current Foundation Trust model is limiting and has never achieved the level of autonomy
originally anticipated. Mutualism may provide the opportunity for Oxleas to renew its
commitment to and visibility within the community. It will also allow Oxleas to demonstrate
that it is operating in the best interest of and being seen to be responsive to the needs and
expectations of patients, staff and the wider community.
2.5

Improving Staff Engagement and Mutualism

The key method by which mutualisation improves staff engagement is by developing a greater
sense of involvement and participation in decision making, through the development of an
effective employee ‘voice’.

10
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The key elements of this are listed below:




Effective and timely sharing of information to enable understanding/participation in
decision making.
A two way process, so that information and dialogue is not just ‘top down’ but also allows
the employees to raise issues, proposals, ideas for innovation, efficiency and improved
effectiveness.
Developing a strong shared sense of mission.

Staff engagement will also come from a sense that a new structure may allow them a greater
ability to contribute to decision making in key areas e.g. strategic decisions, use of surpluses
and budget setting and improvements to service delivery.
Staff engagement may also be built and developed through mutuals to initiate staff-led
changes to working arrangements and terms and conditions. However, care needs to be taken
to place this in the context of the collective bargaining role of trade unions. For example, at
one health mutual all of the staff agreed to change their contracts around sick pay
entitlements in return for incentives around attendance, with the result that absence levels
decreased. Allowing the opportunity for staff to initiate such changes to remove obstacles to
efficiency in service delivery and improve productivity may be a powerful driver for mutually
beneficial change.
The process of mutualisation itself can also generate heightened engagement through
consultation and involvement in the development of the mutual model and the role which the
staff will play in it, developing a clear understanding and ‘buy in’ to the objectives of the
mutualisation and building a sense of trust through an open and honest dialogue about
benefits, concerns and impact.
2.6

Oxleas – Key Strategic Challenges and Objectives

Below are two figures. Figure 1 summarises the key strategic challenges facing Oxleas, while
Figure 2 highlights the key objectives that Oxleas hopes to achieve by pursuing this
exploration of mutualism.
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FIGURE 1: The key strategic challenges facing Oxleas

EFFICIENCY
SAVINGS

Oxleas is in a reasonably sound financial position. However, the
requirement to make year on year efficiency savings could erode
that position so the Trust make fundamental changes to the way
they operate (e.g. reconfiguring services including integration, IT
innovation, better staff productivity, reduce cost base).

The environment in which
Oxleas operate is highly (and
increasingly)
competitive
both in terms of winning new
contracts and successfully
retaining existing services.
OXLEAS – KEY
STRATEGIC
CHALLENGES

INCREASING
DEMAND ON
SERVICES
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COMPETITION

Oxleas has so far been
successful in this pursuit but
the
increasing
financial
pressures mean contracts for
services are more likely to be
won and lost on price.
Therefore, Oxleas need to
consider how to drive down
its costs, as well as being a
leader in innovation and
service quality.

There is an increasing demand on services, particularly in regards
to long term conditions, mental health and dementia. In order to
properly and safely meet this increased demand, integrated care
will be needed across care pathways. This is something Oxleas has
become a pioneer in and wishes to continue pursuing in order to
protect the positive staff culture, patient satisfaction and
financial sustainability the Trust currently enjoys.
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FIGURE 2: Oxleas' key objectives for exploring mutualism

MAINTAIN
EXISTING
HIGH LEVEL
OF
ENGAGEMENT

OXLEAS – KEY
STRATEGIC
OBJECTIVES

EXPLORE
OPTIONS
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As explained above Oxleas has demonstrated that it enjoys a
high level of staff engagement. However, it recognises that it
will have to work hard to maintain this against a backdrop of
challenging savings targets and the need for service
reconfiguration.

REVISE/
REVITALISE
GOVERNANCE
STRUCTURE

There are a number of
changes to the governance
structure that Oxleas are
interested in exploring,
including:
 new NED role for
member of Staff
Partnership Forum?
 reconstitution of
Council of Governors to
boost staff
involvement?
 use of rewards and
incentives to engage
staff and improve
service delivery?

Oxleas has discussed the potential benefits of mutualism with
senior managers, clinicians and head of The Kings Fund Chris
Ham. There is clear support for continuing to explore this area
in the context of improving staff engagement in order to
improve service quality and efficiency. A key part of playing out
this objective is for Oxleas to be sensitive to the concerns of
staff, particularly around discussions of becoming a "mutual" as
an end in itself.
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2.7

Methodology

BDO, Pinsent Masons and the Oxleas Core Team devised a two phased approach to attempt to
fully understand the benefits of mutualism from already established mutuals – and the
impression of mutuals for Oxleas staff – who along with the Oxleas Board would ultimately
decide the next steps.
2.71

Engagement with Staff at Oxleas

During the three month process, BDO and Pinsent Masons engaged with c.200 staff on the
topic of mutualism and what this would mean for staff at Oxleas. The groups who were
engaged with included:







Senior Staff Group,
Networks – Black Minority Ethnic, Lesbian, Gay, Bisexual and Transgender, Disability and
Lived Experience of,
Public, Service User/ Carer and Staff Governors,
Clinical and Non-Clinical representatives,
The Medical Advisory Committee, and
Board of Directors

A document containing the names and dates of these engagement sessions can be found in
Appendix 3.
As part of the engagement BDO and Pinsent Masons developed a ‘Concerns Log’ which
captured the questions and concerns from all of the engagement sessions. This is essentially a
‘Frequently Asked Questions’ document to provide information to Oxleas staff for future
discussions. The latest draft of this document can be found in Appendix 2.
The final engagement session was with a representative group from each of the
aforementioned sessions to feed back the view from Oxleas staff and gather consensus around
the preferred option. This is explored further within Section 3.5. If more time had been
available there would have been a requirement to engage with a much wider audience both
within the Trust (all levels of the organisation) and with external regional and national
stakeholders, such as commissioners, local authorities and regulators, in order to gather a
more holistic view on mutualism at Oxleas.
2.72

Models and Technical Impact Research

During the staff engagement sessions at Oxleas, BDO and Pinsent Masons also engaged with
already established mutuals – both public sector and industry and academic leads to gather
insight into the process of mutualism, the anticipated and realised benefits and lessons
learned. These included;





City Health Care Partnership CIC
NAVIGO CIC
John Lewis
The Centre for Mutual and Employee Owned Businesses (Oxford University)

As part of our engagement process, Andrew Burnell (CEO at City Health Care Partnership)
attended one of the larger workshops to present on the journey of City Health Care
Partnership spinning out of the NHS and the benefits and lessons learned from this process. In
addition, several representatives from Oxleas visited NAVIGO CIC to speak to staff about how
the organisation has changed significantly from spinning out and the benefits that patients
now receive from the services it delivers compared to when it was in the NHS.
In addition to this, Pinsent Masons developed examples of the types of organisational forms
that a mutual could take on spinning out, both to provide information to staff at Oxleas and
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to allow a discussion within this Study on the available options to Oxleas if it decides to
explore the option of mutualisation further.
2.8

The 6 Key Themes

The discussions which BDO, Pinsent Masons and the Oxleas Core Team had with each of the
organisations outlined in Section 2.72 included a discussion on the features and mechanisms
which are needed to achieve the benefits of mutualism, to allow the Trust to explore these
within the short list of options. As part of this exercise, a list of 6 Key Themes was generated
(which are also referred to as features and mechanisms throughout this feasibility study),
which the CICs and other industry experts suggested are imperative to achieve the benefits of
mutualism. These are outlined below.

Key Themes

Definitions and features


Information
flows


Democratic
Influence

Accountability
/ Ownership

Leadership
Culture
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Whether through votes or voice – this appears to be a primary, hard
won, worked at feature of mutualism
It does not always mean control – but it always means influence and
demonstrable outcomes



The staff-owned businesses all seem to feature one or two
materially different levels of accountability to staff – often
ultimately through a vote of confidence for either the CEO or Chair.
In some cases this is through actual, legal ownership



This would seem to be paramount. Leaders need the capability to
distribute leadership roles – this does not mean to delegate, but to
help those best placed to lead to do so, within a framework. Many
managers will find this very challenging



Most of the mutuals or staff-owned entities explained that
maintaining the culture is hard, active work, generally for the
leadership and often with additional functions to make it work. (A
parallel was often drawn to the ‘staff partnership’ function at
Oxleas).



A key element – linked to the enablers – is not just governance
structures – but importantly that governance process, including risk
management – identify risk and provide assurance specifically on
each of the above elements – from information flows to democratic
process

Enablers

Governance
Process

Transparency and honesty are a feature in every mutual reviewed. A
culture that does not fear transparency is also a central feature –
stemming from a leadership that desires it
Academic insights also support this
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2.9

Summary

For Oxleas, remaining as a Foundation Trust and ‘doing nothing’ is clearly not an option. The
anticipated increase in financial pressures, competition from other providers and an expected
increase in the demand on its services, along with the significant body of literature outlining
how staff engagement can deliver better patient outcomes and greater performance against
efficiency targets, suggests that there needs to be step change in order to manage these
expected issues and continue to be a successful organisation.
Oxleas involvement within the Programme will help to ascertain the best option in order to
meet these challenges. Specifically, for Oxleas this means:
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Greater levels of staff engagement can directly lead to better outcomes for patients, and
therefore Oxleas should seek to understand if a mutual can help drive this.
Oxleas has to make a real step-change in staff empowerment to protect and further
improve its position as having one of the highest levels of staff engagement in the NHS research suggests that forming a mutual is a potential vehicle to do this.
Testing whether the 6 Key Themes outlined above are achievable as a FT or whether it
takes a change in organisational form (e.g. to a mutual) to achieve them.
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3
3.1

ECONOMIC CASE
Introduction

This section of the Study will outline the long list of options and assess which of these are suitable
to further analyse as a short list. The analysis of the short list of options will cover staff, strategic
and financial risks and benefits and ultimately rank the short list in an order whereby a preferred
option is made.
For Oxleas the option to look at mutualisation of part the Trust was discounted at the beginning of
the Programme by the Oxleas Executive and Core Team, as the timescales of the Programme,
rendered this option unfeasible. Moreover, examining the option of a full Trust mutual would be
less fragmenting and is more closely associated with the ethos of Oxleas as an organisation, hence
the decision to discount examining part trust mutualisation as part of this Programme.
3.2

Overview of the long list of options

Theoretically there is a very broad spectrum of options open to Oxleas in relation to how the
organisation is structured going forward. At one end of that spectrum is the 'Do Nothing' option,
whereby any move towards mutualisation would be implemented in a way which would not require
any material changes to the existing structure of Oxleas in terms of governance (i.e. the roles of
and interaction between the Board of Directors, Council of Governors and Membership) and the
rules and regulations applicable to Oxleas as an NHS FT.
At the far opposite end of the spectrum is for Oxleas' to be dissolved as an NHS FT and re-formed as
a public service mutual, fully spun out of the public sector with some element of staff ownership/
control. If Oxleas decides to go down this route there are a number of forms of vehicle it could
potentially use.
There are of course a range of options along that spectrum some of which would represent a hybrid
of the two routes set out above. Such a hybrid could involve Oxleas keeping its NHS FT status but
seeking a change to the rules governing such bodies and how they are constituted (e.g. changing
the terms of its Constitution, or seeking a change to the relevant legislation (a ‘Foundation Trust
Plus’ model). Alternatively, an entirely new type of organisation could be designed which is still
part of the NHS family but has the freedom to allow staff to have some sort of stake in the
ownership and running of the organisation akin to a public service mutual (an ‘NHS Mutual’, an idea
which is explored below).
The main characteristics of each of the broad range of available options are explored below. The
analysis accompanying each option is stated from the legal perspective. In practice, such analysis
and evaluation would be subject to review by a number of different disciplines, including finance
and tax, employment and pensions.
3.21

Option A - Do Nothing – Remain as a Foundation Trust

The first option available to Oxleas is to remain as an NHS Foundation Trust within the existing
legislative and regulatory framework and make no changes whatsoever. This
The Department of Health defines4 NHS Foundation Trusts as not-for-profit, public benefit
corporations. They are part of the NHS and provide over half of all NHS hospital, mental health and
ambulance services. They were designed to have a higher degree of freedom than NHS Trusts
through the devolution of the decision-making process from central government to local

4

https://www.gov.uk/government/publications/nhs-foundation-trust-directory/nhs-foundation-trustdirectory#what-are-foundation-trusts
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organisations and communities. As an NHS body they adhere to the NHS principles of free care,
based on need and not ability to pay.
As an FT, Oxleas is relatively well-empowered to decide, with its governors and members, its own
strategy and the way services are run. As described by the Department of Health, it can retain its
surpluses and borrow to invest in services for patients and service users. It is accountable to its
local communities through its members and governors, its commissioners through contracts,
Parliament, the Care Quality Commission and Monitor.
ANALYSIS: Based on the information provided in the Strategic Case the option of doing nothing
whatsoever and not taking on any of the recommendations of this Study is unlikely to be an
attractive option for Oxleas. Although no investment, structural or organisational changes will need
to be made, the risk of remaining stagnant will be detrimental to the organisational and the
preservation of the high levels of staff engagement which have been achieved in recent years.
3.22

Option B – Remain as Foundation Trust and explore mechanisms of mutualism

The second option available to Oxleas is to implement a solution which will preserve the existing
organisational form as an NHS FT, within the existing legislative and regulatory framework, but seek
to implement the features and mechanisms of mutualism within the FT structure. The key features
of this existing form are as follows.
The Department of Health definition of an NHS Foundation Trust and the powers they have within
the existing structure are set out above in section 3.21.
ANALYSIS: In the short term this is likely to be the option most attractive to and financially viable
for Oxleas. Although no structural or organisational changes would be made, Oxleas would still look
to implement a number of features of mutualism within the current constraints of the existing
Foundation Trust model and rules.
3.23

Option C – NHS Mutual

Such bodies do not currently exist. However, organisations of the type indicated below could be
designated as such if they met certain criteria or a new type of organisation could be designed. The
purpose would be to introduce flexibility into organisational form whilst keeping the organisation
within the NHS family, compliant with its values and benefitting from family membership (e.g. in
relation VAT). Such entity could be more of a development of the existing FT model but with some
changes to the structure to reflect principles of mutualism (e.g. more staff voting powers) The new
organisation could essentially be a public service mutual, albeit having been influenced by the
successful characteristics of Foundation Trusts, which is then through regulation or legislative
means brought into the NHS family for various purposes (e.g. VAT) – an "NHS Mutual" (note – this has
also been referred to as the FT Plus model in Cabinet Office workshops).. The exact features of
such a vehicle would depend on exactly how Oxleas wants to provide its services and the extent to
which it should remain within and subject to the NHS regime (and benefit from the protections
offered within that regime).
There are a number of fundamental characteristics which Oxleas will need to see in an NHS Mutual
before it becomes a feasible option. In particular, the following items will have to be addressed
when designing such a body:


To be treated as part of the NHS for VAT purposes.



To enjoy the same corporation tax benefits as foundation trusts do (and protecting this position
going forward).



Protection of the community interest element, protection of assets and adherence to the
principle of being a 'not-for-distributable-profit' organisation (i.e. that it should make a profit
but that this would purely be for the benefit of the community/ service users, and that this
principle should be enshrined in the constitution or formation of the organisation). This position
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could be achieved by using, for example, a CIC, Co-Operative or Community Benefit Society as
the starting point for the format of the entity;


It should derive more than c.50%, of its income (or other measurement of service size) from the
provision of NHS services or through contracts with local authorities. When looking at this
characteristic consideration would be needed of the impact on competing with private sector
organisations and foundation trusts and how a level playing field could be created.



The impact on employees in terms of preserving/ re-writing their terms and conditions, TUPE
implications if transferring from the dissolved foundation trust, pensions implications (in
particular how the entity can be structured so as to ensure employees retained their NHS
pension scheme membership. See below at paragraph 3.55 and Appendix 1 for further details.



The shareholding requirements will also need to be appropriate for an organisation still within
the NHS (members could include the NHS, employees, services users but not investor
members).



It would be unlikely that the NHS Mutual would be in a position or would want to hold the
assets it requires. These could be held by a separate PropCo (this could be an NHS vehicle,
private vehicle or joint venture) and the relationship with NHS Property Services would need
consideration. The most appropriate structure would be determined by the local needs and
context of that NHS Mutual.

ANALYSIS: If Oxleas is looking for a more defined and material step-change towards mutualisation
but want to keep the NHS 'badge', it would be appropriate to look at whether it would be feasible
for a new type of organisation to be designed. Such an NHS Mutual could be created to encompass
all of the existing desirable elements of a Foundation Trust but with changes to the rules and the
structure to encompass the most appealing elements of a fully 'mutual' organisation (e.g. changes
to the voting rights and allowing staff members more of a voice). Although Oxleas is not looking for
a step-change in organisational structure at this point, it may be worth considering in the long term
future.
3.24

Option D – Mutual Organisation

As described above this would involve Oxleas being dissolved as a Foundation Trust and then reformed as a new vehicle, spun out of the public sector. If any such new vehicle were created then
there would be a number of possibilities in terms of the corporate form to be used. Below is an
outline of the possibilities:
a.

Community Interest Company

A Community Interest Company (“CIC”) is a limited company (either a company limited by shares or
by guarantee, with a special status and features (and therefore is subject to additional rules))
created for the use of people who want to conduct a business or other activity for community
benefit, and not purely for private advantage. The main statutes governing a CIC are the Companies
(Audit, Investigations and Community Enterprise) Act 2004, Community Interest Company
Regulations 2005 (and further regulations 2009, 2012, 2014) and the Companies Act 2006.
A CIC has the specific aim of providing a benefit to a community and must use its income, assets
(which are protected through being subjected to an “asset lock”) and profits for the community it
is formed to serve.
CICs have a two-tier management structure:
i.
Members (staff/ service users/ community members) own the CIC and can exercise certain
decision making powers.
ii.
Directors of the Board are responsible for managing the business of the CIC on a day to day
basis.
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The directors will be subject to a number of obligations, including acting in the best interests of
the company and any other obligations set out in the CIC's constitution over and above what is
required under the relevant companies’ legislation.
ANALYSIS: If a new body is created this is likely to be the most appropriate form due to the
'community' element and features protecting the assets. It also gives Oxleas the freedom to include
different types/ classes of members (i.e. staff, services users and community members).
b.

Company Limited by Shares

A Company Limited by Shares (“CLS”) is a private company which is an entity in its own right and
has the legal capacity to own assets and enter into contracts. It is limited by shares meaning that
the shareholders’ responsibilities for the company’s financial liabilities are limited to the value of
shares that they own.
A CLS has a two-tier management structure:
i.
The shareholders (or 'members') own the company and can exercise certain decision making
powers.
ii.
Directors of the Board are responsible for managing the business of the company on a day
to day basis.
The directors of a CLS have various duties including to act in the best interests of the company and
to promote the success of its members.
Members' rights and obligations will depend on a number of factors, for example whether the
company also has a CIC or charity status (the vehicle could be simultaneously a CLS and a CIC or
charity (but not both a CIC and a charity) and would therefore be subject to both regimes). The
constitution would be the main document relevant to how members should conduct themselves in
their capacity as shareholders in the CLS.
ANALYSIS: Any new vehicle could take the form of a CLS as it allows the members a helpful degree
of freedom in terms of how the company is set up and run and the terms of the membership.
However, the protection of the community element and the organisation’s assets is seen as very
important to the continuation of Oxleas' services. Therefore if the new company is set up as a CLS,
it should also have CIC status to be a viable option.
c.

Company Limited by Guarantee

A Company Limited by Guarantee (“CLG”) is a private company with its own legal identity and the
ability to own assets and enter into contracts. Members’ liability is limited to an agreed set amount
contributed on the winding up of the company and there is no obligation on the CLG to issue
membership certificates to members.
As for a CLS, members' rights will depend on various characteristics (e.g. whether it also has CIC or
charitable status and the terms of the CLG's constitution).
ANALYSIS: A CLG is not likely to be a desirable format for any newly created mutual vehicle. This is
due to the perception of the status of members in a CLG – one of the key features of mutualism is
the fact that any mutual organisation should be led by its members and that the members have a
tangible stake (including non-financial contributions) in the company. This is less evident in the way
a CLG is constituted, albeit in reality it is not structured that differently from a CLS.
d.

Co-operative and Community Benefit Societies

Co-operative and Community Benefit Societies (“CCBS”) replaced Industrial and Provident Societies
under the Co-Operative and Community Benefit Societies Act 2014 ("CCBS Act"). They are defined
as an organisation conducting an industry, business or trade, either as a co-operative or for the
benefit of the community, which is registered under the CCBS Act.
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FCA guidance on what constitutes a bona-fide co-operative states:





There should be a common economic, social or cultural need or interest among the members of
the co-operative.
It should be run for the mutual benefit of the members which should principally stem from their
participation in the business (e.g. buying/ selling to the society, using the services provided or
supplying services to the business).
Control should lie with the members.
Distribution of profits should be in line with the society’s rules.

The FCA will only register a society as a ‘community benefit society’ if it is satisfied that “the
business of the society is being or is intended to be conducted for the benefit of the community”
(Section 2(a)(iii) Co-Operative and Community Benefit Societies Act 2014).
ANALYSIS: Any new mutual body could be set up as a co-operative or community benefit society as
long as the way in which Oxleas wishes to provide its services and the terms of its membership are
consistent with the quite narrow definitions of such vehicles under the CCBS Act and FCA guidance.
However, this could be a possibility given the mutualism-style features of member engagement and
the desire to continue to provide services in a way which benefits the community.
e.

Charity

A charity can take a number of different corporate forms, mostly commonly a company limited by
guarantee. In whatever vehicle it exists it must fulfil the relevant criteria and legislative and
regulative requirements (e.g. Charities Act 2011) to obtain and maintain charitable status.
If an entity is not fully spinning out of the NHS it could become an NHS Charity. Such a body must
have been established for charitable purposes relating to the NHS and have its trustee
arrangements established by the Secretary of State for Health/Welsh Ministers under NHS
legislation. The individuals responsible for ensuring that trustee duties are fulfilled are appointed
by the NHS.
ANALYSIS: Assuming that Oxleas wishes to preserve the community benefit element of its service
provision, a charity could be an option in principle. However, in reality the increased burden of
gaining and maintaining charitable status through compliance with the charities legislative and
regulatory framework is likely to outweigh the benefits of using this form. Also, although Oxleas
would want to ensure any profit is used for the benefit of the community/ service users, it would
still want to be a ‘for-profit’ organisation. It would not be a ‘not-for-distributable-profit’ entity
rather than a pure ‘not-for-profit’ charity.
f.

Limited Liability Partnership

A limited liability partnership (“LLP”) is an entity in its own right having separate legal capacity to
own assets and enter into contracts. The LLP itself - not the individual members - is responsible for
any debts that it runs up, unless individual members have personally guaranteed a loan to the
business.
An LLP has a one-tier management structure with members being both owners of and responsible
for management of the LLP on a day to day basis. It is taxed as a partnership which means that it is
tax transparent and its profits are attributed to its members accordingly.
ANALYSIS: In the context of a whole Trust mutualisation this is unlikely to be a recommended form
of mutual vehicle for the provision of these services due to the governance structure of LLPs. Even
if an LLP vehicle is used, it will also need an additional status (e.g. as a social enterprise) to
protect the community interest element of the Oxleas service provision. However, if Oxleas departs
from its current thinking and considers establishing some sort of mutual vehicle via a subsidiary of
the FT or in a joint venture arrangement with a partner, an LLP could be a useful vehicle where tax

21

Feasibility Study
Mutuals in Health: Pathfinder Programme

transparency is desirable (to ensure that profits feeding back to the foundation trust are not
subject to corporation tax).
g.

Other forms of vehicle

Set out above are the forms of vehicle which could theoretically be realistic options for any newly
formed Oxleas mutual company. However, there are a number of other forms which exist but would
simply not be suitable for this type of service provision, for example:
i.
ii.
iii.

Public limited company (“plc”) – form of company limited by shares which can issue its
securities to the public. High regulatory burden and designed for larger for-profit
companies.
General Partnership/ Limited Partnership – profit making business in common between
partners (not a separate legal entity).
Unlimited Company – legal entity in its own right but with unlimited liability for members.

ANALYSIS: There is little value in exploring these vehicles further at this stage as the fundamental
features of these organisational forms are inconsistent with the basic principles of service provision
Oxleas wishes to pursue (e.g. a protected community interest element, separate legal vehicle (if
they decided to pursue this route), limitation of member's liability and increased members powers).
h.

Social Enterprise

While a social enterprise is not a separate legal form of organisation, it is worth recognising that
this status may be relevant to any spun out organisation Oxleas might consider. A social enterprise
could be an unincorporated association, a limited company, a CIC, a Co-operative or Community
Benefit Society, an LLP or, if it is also a charity, a Charitable Incorporated Organisation.
As it is not a separately defined legal vehicle, a social enterprise can be identified by a number of
other factors, including its nature, social aims and outcomes, the basis on which its social mission is
embedded within its structure and governance, participation of shareholder groups and its use of
profits.
3.3

The Long List of Options Summary

Before measuring the financial and commercial impact of the three options (A – do nothing, B –
Foundation Trust exploring the mechanisms of mutualism, C - NHS Mutual or D – Mutual
organisation) it is important to summarise the long list of organisational forms into a short list to
ensure only those organisational forms which Oxleas should consider pursuing are evaluated.

Option A - Do Nothing

Option
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Type of
Organisational
Form

BDO / Pinsent Masons Recommendation to
Core Team

Core Team
Decision to
analyse form
further

Foundation
Trust

Based on the information provided in the Strategic
Case the option of doing nothing whatsoever and
not taking on any of the recommendations of this
report is unlikely to be an attractive option for
Oxleas. Although no investment, structural or
organisational changes will need to be made – the
risk of remaining stagnant will be detrimental to
the organisational and the preservation of the
high levels of staff engagement which have been
achieved in recent years.

No

Option D – fully spinning out to form a mutual

Option C – NHS Mutual

Option B – Foundation Trust
exploring the mechanisms
of mutualism
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Foundation
Trust

In the short term this is likely to be the option
most attractive to Oxleas. Although no structural
or organisational changes would be made, Oxleas
could still look to implement features of
mutualism within the constraints of the existing
model.

Yes

NHS Mutual

If Oxleas are looking for a more defined and
material step-change towards mutualisation but
want to keep the NHS 'badge', it would be
appropriate to look at whether it would be
feasible for a new type of organisation to be
designed . Such an 'NHS Mutual’ could be created
to encompass all of the existing desirable
elements of a Foundation Trust but with changes
to the rules and the structure to encompass the
most appealing elements of a fully 'mutual'
organisation (e.g. changes to the voting rights,
allowing staff members more of a voice).

Yes

CIC

If a new body was created this is likely to be the
most appropriate form due to the 'community'
element and features protecting the assets. It also
gives Oxleas the freedom to include different
types/ classes of members (i.e. staff, services
users and community members). Note that a CIC is
a company which must have limited liability –
either by shares or guarantee. As explored below
a Company Limited by Shares would be the most
appropriate specification for this.

Yes

Company
limited by
Shares

Any new vehicle could take the form of a CLS as it
allows the members a helpful degree of freedom
in terms of how the company is set up and run and
the terms of the membership. However, the
protection of the community element and
organisation's assets is seen as very important to
the continuation of Oxleas' services. Therefore, if
the new company was set up as a CLS, it must also
have CIC status (or other similar) status – a CLS as
an entity in and of itself would not be a desirable
option in this context.

No

Company
limited by
Guarantee

A CLG is not likely to be a desirable format for any
newly created mutual vehicle. This is due to the
perception of the status of members in a CLG –
one of the key features of mutualism is the fact
that any mutual organisation should be led by its
members and that the members have a tangible
stake (including non-financial contributions) in the
company. This is appears to be less evident in the
way a CLG is constituted.

No

Co-operative
and Community
Benefit Society

Any new mutual body could be set up as a cooperative or community benefit society as long as
the way in which Oxleas wishes to provide its
services, and the terms of its membership are
consistent with the quite narrow definitions of

Yes
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such vehicles under the CCBS Act and FCA
guidance. However, this could be a possibility
given the mutualism-style features of member
engagement and the desire to continue to provide
services in a way which benefits the community.

Charity

Assuming that Oxleas wish to preserve the
community benefit element of their service
provision, a charity could be an option in
principle. However, in reality the increased
burden of gaining and maintaining charitable
status through compliance with the charities
legislative and regulatory framework is likely to
outweigh the benefits of using this form.

No

LLP

In the context of a whole Trust mutualisation this
is unlikely to be a recommended form of mutual
vehicle for the provision of these services due to
the governance structure of LLPs. Even if an LLP
vehicle was used, it would also need an additional
status as e.g. social enterprise to protect the
community interest element of the Oxleas service
provision.

No

There is little value in exploring these vehicles
further at this stage as the fundamental features
of these organisational forms are inconsistent with
the basic principles of service provision Oxleas
wish to pursue (e.g. a protected community
interest element, separate legal vehicle (if they
decided to pursue this route), limitation of
member's liability and increased members
powers).

No

Other forms:
- General
Partnership
- Limited
Partnership
- Unlimited
Company

3.4

The Short List of Options

The four options which seem most suited to Oxleas are:





FT exploring the mechanisms of mutualism (Option B)
NHS Mutual (Option C)
CIC (Option D – Mutual)
CBS (Option D – Mutual)

There are likely to be considerable benefits and risks associated with each of these options, which
will be further explored in the next section of the Economic Case.
3.5

Staff Implications

The implications outlined within this section relate to those which may directly impact staff. Staff
would ultimately make the decision if the Trust were to wish to spin out – this would probably be
executed through a democratic vote – in keeping with a mutualistic ethos. Therefore, the staff
perception of mutualism at Oxleas is probably the aspect which carries the greatest weight.
Adopting a new vehicle or remaining the same will clearly have its inherent risks and benefits,
which are outlined within each of the below sections from a staff perspective. The position relating
to staff employment conditions if Oxleas were to become a new vehicle is set out in more detail in
Appendix 1.
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3.51

Staff Perception

Staff perception of the organisational form is paramount, particularly if staff will be the majority
shareholder. In order to understand how staff would perceive a new organisational form as part of
the engagement staff groups were asked how the feel about the short listed forms during
workshops.
Organisational
Form

FT

NHS Mutual

Mutual (as a
CIC)

Mutual (as a
CBS)
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Risk or
Benefit

Rationale

Benefit

Of the staff and members engaged (c.200), the NHS FT Brand was
unequivocally the most important theme – losing this would be a
big risk and therefore remaining as an NHS FT would be of
significant benefit for staff. Staff generally perceived Oxleas as a
successful and enjoyable organisation to work in, although it
should be noted that the more junior levels of staff were not
engaged and it was suggested that their perception of Oxleas may
be different to the mid/senior level bracket. There was a strong
element of staff questioning why the benefits and features of
‘mutualism’ could not be applied to the existing FT structure.

Benefit

The majority of staff and members explained that the benefits of
mutualism are clear and applying the mechanism to an NHS
organisation would be a good fit for Oxleas. Understanding what
this looks like and how it would work is a key next step. In
particular creating greater influence over decision making and
more local community accountability were two specific points
which were constant features during the engagement process.
There is a risk in changing organisational form that Oxleas may
not continue to be perceived in the same way; however the
retention of the NHS logo will be a key driver in how staff
perceives an NHS Mutual.

Risk

The majority of staff and members engaged suggested leaving the
NHS would be worrying, however there were some who noted the
concept of more autonomy and investing surplus into community
would be better than remaining as a FT. However, it was often
asked whether applying the mechanisms of mutualism to a FT
would be possible – therefore retaining the NHS brand and moving
to adopt a more favourable way of working which would retain
and improve staff engagement levels.

Risk

The majority of staff and members engaged suggested leaving the
NHS would be worrying, however there were some who noted the
concept of more autonomy and investing surplus into community
would be better than remaining as a FT. However, it was often
asked whether applying the mechanisms of mutualism to a FT
would be possible – therefore retaining the NHS brand and moving
to adopt a more favourable way of working which would retain
and improve staff engagement levels.
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3.52

Staff Engagement

Staff engagement is one of the most critical aspects for Oxleas. Currently they are one of the
highest scoring NHS organisations in terms of staff engagement scores from the NHS Staff Survey
and it is imperative they retain and try to improve this factor, particularly when financial pressures
become more apparent and Board members leave the organisation.
Organisational
Form

FT

NHS Mutual

Mutual (as a
CIC)

Mutual (as a
CBS)

26

Risk or
Benefit

Rationale

Risk or
Benefit

According to Oxleas Staff Survey results, the staff at the FT have
one of the most engaged workforces in the NHS, scoring third
highest on this measure (4.02 out of 5.00 = 80% of the workforce
being engaged). During the pathfinder programme Oxleas staff
suggested they feel well engaged in the organisation, however
the levels of engagement clearly varied between services,
functions and levels of seniority. However, these scores may
change in the future and protecting this within the FT may be
difficult as economic challenges increase and the Trust becomes
subject to further competition from neighbouring organisations.
Remaining as a FT may have its benefits to staff engagement, but
may prevent it moving to the next level – the levels which other
mutuals seem to report.

Risk or
Benefit

No NHS Mutuals exist currently so difficult to assess how
engagement would truly change. Staff at Oxleas however
suggested applying the principles of mutualism to the NHS would
create a positive step change in staff engagement at the Trust
and therefore the benefits of ‘mutualising’ could be achieved
within the NHS family. However, moving an organisation which
has successful levels of engagement to a different form could
improve or inhibit creating a noticeable step change in staff
engagement.

Risk or
Benefit

There seems to be substantial evidence which suggests health
service mutuals record higher levels of staff engagement
compared to NHS organisations. For example NAVIGO CIC scored
4.11 in the Staff Survey, which is a significant result compared to
the best NHS organisations. There is an argument Oxleas may
achieve greater scores if they were a CIC. However, it is also
possible that Oxleas staff engagement scores could get worse – it
all depends how the new organisation approaches mutualising and
whether the new systems and approaches foster an environment
which staff feel engages them.

Risk or
Benefit

There are few CBS NHS organisations – Partnership of East London
Co-operatives (an out of hours GP service in London) and Herts
Urgent Care (another GP led organisation providing out of hours
care in Hertfordshire). As a result it is difficult to compare staff
engagement scores due to the market and size difference;
however it would be suggested the results would be similar to
CICs.

Feasibility Study
Mutuals in Health: Pathfinder Programme

3.53

Terms and Conditions

Oxleas use standard NHS Terms and Conditions (Agenda for Change) for staff. The feedback at a
national level suggests Agenda for Change pay scales can be limiting and inflexible which can
reduce the ability to recruit and retain staff, particularly in London where there are many
neighbouring NHS organisations so competition is high.
Organisational
Form

FT

NHS Mutual

Mutual (as a
CIC)

Mutual (as a
CBS)

5

Risk or
Benefit

Rationale

Risk

NHS Terms and Conditions can be limiting for NHS organisations
and Oxleas staff reported these can impact recruitment and
motivation. Technically they could change this if there was
enough support from the Trade Unions and staff, but it does not
appear that this is a likely or realistic route currently.

Risk or
Benefit

Depending on how they are set up an NHS Mutual may have to
retain NHS Terms and Conditions but it would be envisaged that
having additional freedom around this would be important for the
new entity. If more favourable terms could be laid down it is
likely that staff would support an opportunity to move away from
the NHS Terms and Conditions, however this would be subject to
agreement with Trade Unions as well.

Benefit

Staff can vote for and choose the most appropriate Terms and
Conditions for the organisation and themselves. This would give
the organisational more flexibility and allow staff to ‘vote’ for
the most appropriate schemes which would give Staff a real sense
of control. The CICs5 that were engaged with during this process
explain how they were able to implement changes to staff Terms
and Conditions, including sickness and absence policies, which
has led to a reduction in absenteeism and staff turnover. The new
policy was voted for by all staff, which gave staff a sense of
control through democratic influence – a key driver for the high
levels of engagement seen in mutual organisations.

Benefit

Staff can vote for and choose the most appropriate Terms and
Conditions for the organisation and themselves. This would give
the organisational more flexibility and allow staff to ‘vote’ for
the most appropriate schemes which would give staff a real sense
of control.

City Health Care Partnership CIC and NAVIGO CIC
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3.54

Reward

The PSMs engaged with during the process suggest since leaving the NHS there is more flexibility
around rewarding staff (in recognition of service, effort or achievement) – in particular how
performance targets are set but also the types of rewards which are available to staff. It is an
important aspect of mutualism, which is not very common in the NHS due to the level of financial
pressures faced by many organisations.
Organisational
Form

FT

NHS Mutual

Mutual (as a
CIC)

Mutual (as a
CBS)
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Risk or
Benefit

Rationale

Risk or
Benefit

Staff at Oxleas reported good experience of reward historically
based on the Trust performance. Oxleas has regularly given all
staff £100 of vouchers on the basis of exceptional organisational
performance. However, this may change in the future and
rewards may become less apparent, particularly as financial
pressures become more evident. However, Oxleas may continue
to deliver financially and continue to reward staff for exceptional
organisational performance and therefore staff may receive
similar incentives.

Risk or
Benefit

As an NHS Mutual it is likely the staff will have more democratic
influence, but this will depend on how the organisation is set up.
Giving staff the opportunity to vote on rewards would be a key
benefit but it may not be appropriate depending factors such as
organisational performance. Again, any such rewards are unlikely
to be monetary in nature – such as how John Lewis distributes
profits but could be similar to the vouchers currently provided at
the Trust.

Benefit

As a CIC the staff would be able to vote on ‘rewards’ whether
that be vouchers, holiday allowance etc. in a democratic way.
The CICs engaged with state this is a ‘real’ benefit of leaving the
NHS and having more freedom to work differently. Financial
rewards such as dividends on shares or monetary bonuses would
not be appropriate/ allowed in this set-up.

Benefit

As a CBS the staff would be able to vote on ‘rewards’ whether
that be vouchers, holiday allowance etc. in a democratic way.
This may improve engagement and staff the opportunity to
influence how the organisation approaches rewarding its staff.
Financial rewards such as dividends on shares or monetary
bonuses would not be appropriate/ allowed in this set-up.
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3.55

Pensions

Access to the NHS Pension is an important factor for staff at Oxleas – staff were concerned that
leaving the NHS would denote they no longer have access to their Pensions and the NHS scheme.
Further detail on this is included in Appendix 1.
Organisational
Form

FT

NHS Mutual

Mutual (as a
CIC)

Mutual (as a
CBS)
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Risk or
Benefit

Rationale

Risk or
Benefit

Staff would continue to have access to the NHS Pension –
although the pension scheme itself is changing in April and may
change again which staff can’t control. Staff did however voice
concern on what would happen to their pension on leaving the
NHS, which seemed to be a barrier to thinking about adopting an
alternative organisational form.

Benefit

It would be anticipated that an NHS Mutual would adopt the NHS
Pension and staff would be able to access it as before. However,
staff would be given the option to adopt an alternative pension
scheme if that suited them and the organisation, but staff would
ultimately make the decision, and therefore they would have
control over which pension scheme is selected.

Benefit

Pension legislation states that when NHS staff transfer (i.e.
through TUPE) into an independent provider (e.g. a CIC) they will
be able to continue their membership in the NHS Pension
Scheme. Depending on how the new organisation is structured,
the contracts it provides services under and the types of services
it provides, new starters may also be able to join the scheme (see
Appendix 1 for further detail). Aside from NHS Pension Scheme
membership, ultimately staff can decide what happens to
pensions in CIC and be in control of changes (as they would be for
other terms and conditions).

Benefit

Pension legislation states that when NHS staff transfer (i.e.
through TUPE) into an independent provider (e.g. a CBS) they will
be able to continue their membership in the NHS Pension
Scheme. Depending on how the new organisation is structured,
the contracts it provides services under and the types of services
it provides, new starters may also be able to join the scheme (see
Appendix 1). Aside, from NHS Pension Scheme membership,
ultimately staff can decide what happens to Pensions in CBS and
be in control of changes (as they would be for other terms and
conditions).
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3.56

Accountability and Ownership

The body of research around PSMs suggests that staff owned organisations have a real sense of
accountability and perceived ownership, which was not as apparent as when these organisations
were part of the public sector. The CICs that were engaged with and the body of evidence around
PSMs suggests that creating a sense of ownership (CICs sometimes do this though the purchase of a
nominal share) is an important factor in realising this benefit.
Organisational
Form

Risk or
Benefit

Rationale

FT

Risk

NHS Foundation Trusts (including Oxleas) were designed to give
members a sense of ownership - sometimes referred to as 'social
ownership'. However, ultimately the main features of ownership
(e.g. responsibility when its fails) rest with the Secretary of
State, not staff or members. Therefore, staff may feel some
sense of ownership as members, but ultimately these powers and
responsibilities sit with the Government.

NHS Mutual

Risk or
Benefit

Depending on how it is set up it may be partially owned by the
Government and staff (and service users) which would perhaps
give a greater perception of ownership and accountability which
may not be felt by the FT as it currently exists.

Risk or
Benefit

Staff would own the CIC and therefore be fully in control of the
organisation. They would not directly be accountable for failure
as the public services they provide would not be at risk – although
a different organisation would consume the organisation and its
services if it were to fail.

Risk or
Benefit

Staff would own the CBS and therefore be fully in control of the
organisation. They would not directly be accountable for failure
as the public services they provide would not be at risk – although
a different organisation would consume the organisation and its
services if it were to fail.

Mutual (as a
CIC)

Mutual (as a
CBS)

3.57

Democracy

Democracy is a key element of successful mutuals, who suggest it is directly related to improved
staff engagement. The ability to vote for certain aspects of how an organisation is run, or decisions
it makes gives staff the perception they can influence the direction of the organisation.
Organisational
Form

FT

30

Risk or
Benefit

Rationale

Risk

Currently as an FT, the only aspect of democracy instilled at
Oxleas is for staff to vote for staff representatives who sit on the
Council of Governors. At Oxleas there are a total of 43 Governors
- eight of which are allocated to Staff Governors, which is the
lowest allocation in the Council. There is a risk that the Staff
Governor role is not as effective as it could be and therefore staff
may not see it as true opportunity to affect the organisation in a
way a mutual is set up to do.
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NHS Mutual

Mutual (as a
CIC)

Mutual (as a
CBS)

3.6

Benefit

As an NHS Mutual it would be expected that there would be an
increase in the number of Staff Governors in the Council of
Governors to ensure the voice of staff is as important as the other
elected members – perhaps mirroring the same numbers as the
service user group. In addition the organisation would be
structured in a way by which staff are entitled to vote on key
decisions affecting the future of the organisation or changes in
policies – i.e. rewards, sickness policy, tenure of the Executive
Board.

Benefit

CICs are set up in way to allow staff to vote on how the
organisation is run – which is generally through voting on key
decisions and often the tenure of the Chief Executive every few
years. According to the CICs that were engaged with during the
programme this vote of confidence is a key determinant of
whether the staff have faith in the leader of the organisation or
not. They also suggested voting on terms and conditions, sickness
policies, rewards and investments as other ways of ensuring the
democratic influence of staff is utilised for making key decisions.

Benefit

CBSs are set up in way to allow staff to vote on how the
organisation is run – which is generally through voting on key
decisions and often the tenure of the Chief Executive every few
years. It would be suggested that voting on terms and conditions,
sickness policies, rewards and investments would be key to
ensure staff remain engaged in the organisation.

Strategic Implications

This section of the feasibility study will outline the strategic implications of the short listed
organisational forms to understand which options would be best suited to Oxleas. There are a
number of categories which have been analysed in order to provide a holistic account of the risks
and benefits.
3.61

Governance

In this context governance refers to both internal and external of Oxleas itself. Internal governance
structures will mainly comprise the Board of Directors (plus the Council of Governors in the case of
an NHS FT). Ultimately such bodies are accountable to the membership of the organisation
(whether as staff/ service user/ community members of an NHS FT or as a shareholder in a private
company). External governance obligations come from CQC, Monitor, NICE and other regulators
(e.g. specialists such as General Medical Council, General Dental Council where relevant). There is
also oversight from other NHS bodies including NHS England, Department of Health, and NHS Trust
Development Authority.
Organisational
Form

FT

31

Risk or
Benefit

Rationale

Risk

Foundation Trust governance structure is dictated by legislation.
This includes certain stipulations about what can be included in
its constitution (NHS Act 2006, Schedule 7). High level of external
scrutiny from regulators and large administrative burden to
comply with various reporting requirements (particularly in
Monitor licence).
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NHS Mutual

Mutual (as a
CIC)

Mutual (as a
CBS)

3.62

Benefit

When designing an NHS Mutual, a template governance structure
could be put in place to maximise staff engagement and service
quality. However it would be desirable to give individual bodies
the right to change such template within defined boundaries.
There would need to be some element of standardisation but a
fully one-size-fits-all approach may not be appropriate. It would
be expected that the involvement of external regulators would
mirror that of their involvement with existing non-NHS providers
(more focus on regulating service quality than burdensome
reporting requirements).

Benefit

While there are some rules in company law which apply (e.g.
minimum composition of the Board), a CIC has a relatively large
amount of freedom in terms of how its governance structure is
set up. Its constitution will also be substantially relevant to this
and what it can and can’t do. As a provider of NHS services, it
must comply with quality requirements of the same standard as
an FT. However, the Monitor licence is much lighter in terms of
reporting requirements and additional obligations.

Benefit

While there are some rules in company law which apply (e.g.
minimum composition of the Board), a CBS has a relatively large
amount of freedom in terms of how its governance structure is
set up. Its constitution will also be substantially relevant to this
and what it can and can’t do. As a provider of NHS services, it
must comply with quality requirements of the same standard as
an FT. However, the Monitor licence is much lighter in terms of
reporting requirements and additional obligations.

Contracting

One of the most important factors for any NHS organisation is the contracts it has with
commissioners to provide health related services to its local populations. Oxleas have a significant
number of contracts with a range of different commissioners and therefore this is a key commercial
driver when considering moving to an alternative organisational form. If Oxleas were to dissolve its
current form and establish a new Oxleas entity it is likely that negotiation with commissioners (and
other contracting parties such as suppliers and partners) would be required to transfer its current
contracts to the new entity.
Organisational
Form

FT

NHS Mutual

32

Risk or
Benefit

Rationale

Benefit

Oxleas as it stands has a range of successful contracts and is
continuing to win additional contracts from non-NHS
organisations. There is little risk in the immediate future as the
contracts will remain with Oxleas until they are re-tendered. At
this point Oxleas may face competition but probably no more so
than they currently do. However, if nearby competitors become
more predatory it may impact future success at Oxleas.

Risk

There is a risk that when transitioning to a new organisational
form in that all contracts will need to be transferred to the new
entity. It is likely this will happen without problem, but the
commissioner of the services being transferred may have an
issue. Therefore there would be a clear risk in this transfer.
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Mutual (as a
CIC)

Mutual (as a
CBS)

3.63

Risk

There is a risk that when transitioning to a new organisational
form in that all contracts will need to be transferred to the new
entity. It is likely this will happen without problem, but the
commissioner of the services being transferred may have an
issue. Therefore there would be a clear risk in this transfer.

Risk

There is a risk that when transitioning to a new organisational
form in that all contracts will need to be transferred to the new
entity. It is likely this will happen without problem, but the
commissioner of the services being transferred may have an
issue. Therefore there would be a clear risk in this transfer.

Competitive Position

CICs and research experts interviewed6 suggest by becoming a mutual an organisation can become
more competitive and can respond to more commercially beneficial contracts with commissioners.
In addition to this, they have the ability to make faster decisions, due to less reported bureaucracy
than when they were part of the NHS – a key factor in winning and retaining service contracts.
Organisational
Form

FT

NHS Mutual

Mutual (as a
CIC)

6

Risk or
Benefit

Rationale

Risk or
Benefit

Staff at Oxleas often reported bureaucracy around decision
making as a barrier in competing for new and retendering for
existing contracts. This is relatively typical of NHS Foundation
Trusts who have many layers of management and often work in a
command and control style. For Oxleas, remaining as an FT may
inhibit its future position when responding to service contracts,
particularly if neighbouring competitors become more predatory.
However, it is worth noting that Oxleas have recently won a
number of high profile contracts from private providers, which
suggests it can compete well as a Foundation Trust.

Benefit

It is likely an NHS Mutual would have more efficient decision
making processes allowing them to compete for new contracts
more effectively than current NHS FTs. The NHS Mutual is likely
to have similar constraints from national regulators; however the
services would be given more autonomy on how the service is
delivered and the freedom to respond to new service contracts in
a way where the service user is at the centre of service – perhaps
by creating better functioning alliance contracts with partners.

Benefit

CICs report less bureaucracy in decision making and more
freedom to respond to those services they want to but this could
be due to size rather than organisational form. The idea of
devolving decision making to the staff within a particular service
would reduce the historical authoritative style of decision making
often seen in the NHS. The staff members within a service are
better placed to make decisions on which services to tender for,
retain and/or move away from delivering and a successful CIC
would in theory allow them to make these decisions.

City Health Care Partnership CIC, NAVIGO CIC, Bromley CIC, Centre for Mutual and Employee-owned Business,
Oxford University
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Mutual (as a
CBS)

3.64

Benefit

As there are few CBSs currently delivering NHS services it is
difficult to assess how the competitive position would change but
it is likely to be similar to CICs. As a CBS, Oxleas would exhibit
the same structure as a CIC and therefore it is likely that staff
members delivering a particular service would be given the
freedom to innovate and respond to service tenders in a way
which potentially better meets their service user requirements.
The difficultly would be moving away from holding this power to
make decisions at a central level – however CICs report that the
institutional hierarchies in NHS are driven by national regulators
and moving away from this restriction further improves the
competitive position of the services within the organisation.

Commissioner Perspective

Oxleas receive £196m income from a variety of commissioners, although local CCGs and NHS
England account for £183m (93%) of that total. Therefore it is imperative that Oxleas seek the
perspective of all commissioners to ensure any changes in form will not impact the relationship and
contracting opportunities.
Organisational
Form

FT

NHS Mutual

Mutual (as a
CIC)

Mutual (as a
CBS)
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Risk or
Benefit

Rationale

Benefit

Local and national commissioners have not been engaged during
the appraisal process and therefore it is difficult to make an
assessment on the preferred form for Oxleas to take. Given its
success, it is likely commissioners may wish for Oxleas to remain
as a FT – but may perhaps encourage the features or mutualism to
be applied within the current Oxleas structure to first understand
the true benefits.

Benefit

Local and national commissioners have not been engaged during
the appraisal process and therefore it is difficult to make an
assessment on the preferred form for Oxleas to take. Given the
success of the FT within the NHS it is likely commissioners may
wish for Oxleas to remain in the NHS – and altering the internal
mechanisms may provide the benefits of mutualism whilst
remaining in the NHS. This will also give Oxleas the opportunity
to commission services to deliver more commercial benefits to
the organisation and also the community it serves.

Risk

Local and national commissioners would need to be engaged on
how mutualising to a CIC will impact the relationship at Oxleas
and whether it would be better or worse for future contracting.
This could be done through discussions with Bromley CIC and local
CCGs as Bromley CIC are likely to commission services from the
same CCGs as Oxleas so it would be possible to find out without
conducting lots of engagement. National commissioners such as
NHS England would need to be engaged with to understand how
they perceive CICs and in particular Oxleas moving to adopt this
form.

Risk

Local and national commissioners would need to be engaged on
how mutualising to a CBS will impact the relationship at Oxleas
and whether it would be better or worse for future contracting.
This could be done through discussions with other CBSs to see
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how the relationship changed, if at all. National commissioners
such as NHS England would need to be engaged with to
understand how they perceive CBSs and in particular Oxleas
moving to adopt this form.

3.65

Legislation

The main pieces of legislation relevant to Foundation Trusts/ NHS providers are the National Health
Service Act 2006 and the Health and Social Care Act 2012. Depending on the types of services being
provided there may be additional legislative/ regulatory obligations specific to that service.
For non-NHS bodies, with regards to governance process, organisational structure and reporting
requirements the relevant legislation will be determined by the form of organisation. In terms of
the services delivered, in principle the quality requirements and accreditations required to supply
that service will also apply regardless of the type of organisation providing them.
Organisational
Form

FT

NHS Mutual

Mutual (as a
CIC)

Mutual (as a
CBS)
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Risk or
Benefit

Rationale

Risk

Although subject to fewer rules and burdens than NHS Trusts, an
FT still has to comply with a substantial amount of obligations
under the legislation. Form, governance structure, terms of
constitution etc. remain rigid as the FT must comply with the
legislation.

Benefit

Ideally, any NHS Mutual would be designed to have the maximum
possible freedom and minimal burden in terms of the rules it was
subject to. Could envisage this regime being more like that
applicable to a non-NHS body but with a small number of
additional obligations and restrictions due to the remaining NHS
element. It would also have to comply with any rules set out to
govern such new type of body.
If such a body was in the NHS family it would be regulated by
Monitor.

Benefit

As a non-NHS body it would not have to comply with such NHS
legislation. It would have to comply with company legislation
governing how it must be run as a CIC (the Companies (Audit,
Investigations and Community Enterprise) Act 2004 and the
Community Interest Company Regulations 2005). However, as a
provider of NHS services it must also still meet relevant rules on
service quality and availability, safety etc.

Benefit

As a non-NHS body it would not have to comply with such NHS
legislation. It would have to comply with company legislation
governing how it must be run as a CBS (the Co-Operative and
Community Benefit Societies Act 2014). However, as a provider of
NHS services it must also still meet relevant rules on service
quality and availability, safety etc.
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3.66

Failure Regime

Monitor may appoint Trust Special Administrators (TSAs) to take control of an NHS Foundation
Trust’s affairs if the trust is either financially unsustainable in its current form or is at serious risk
of failing to provide high-quality, sustainable services to patients 7. This is funded and guaranteed by
the Secretary of State as generally urgent and essential services will continue to be delivered in
order to meet service user requirements.
Organisational
Form

FT

NHS Mutual

Mutual (as a
CIC)

Mutual (as a
CBS)

7

Risk or
Benefit

Rationale

Benefit

Monitor may appoint TSAs to take control of Oxleas affairs if it
became financially unsustainable in its current form or was at
serious risk of failing to provide high-quality, sustainable services
to patients. Therefore there is an element of assurance for a
failing NHS Foundation Trust – which is inherent with remaining
within the NHS. This also provides additional security for staff
and their futures.

Benefit

Although no NHS Mutuals exist, it is likely the entity will be
subject to Monitor’s TSA regime to allow the organisation to be
provided with support if it became financially unsustainable in its
current form or is at serious risk of failing to provide high-quality,
sustainable services to patients. However, this would be subject
to agreement with the Secretary of State – and it could be argued
that in order to fully see the benefits of an NHS Mutual having
this level of protection from regulators may inhibit the
organisation fully developing the benefits of mutualism.

Risk

Currently there is no legislation which protects CICs or other nonNHS providers from going into administration for financial
unsustainability. The Health Special Administration (2012) policy
was not pursued by Government – this would have allowed
Monitor to take control over a CIC which was either financially
unsustainable in its current form or is at serious risk of failing to
provide high-quality, sustainable services to patients. However,
interviews with other CICs suggests those services which are fully
funded by the public purse would be guaranteed by the Secretary
of State – although the entity delivering those services may cease
to exist. Therefore a new organisation would take over the
management of the service - and staff would TUPE to the new
organisation.

Risk

Currently there is no legislation which protects CBSs or other nonNHS providers from going into administration for financial
unsustainability. The Health Special Administration (2012) policy
was not pursued by Government – this would have allowed
Monitor to take control over a CBS which was either financially
unsustainable in its current form or is at serious risk of failing to
provide high-quality, sustainable services to patients. However,
interviews with other CBSs suggests those services which are fully
funded by the public purse would be guaranteed by the Secretary
of State – although the entity delivering those services may cease
to exist. Therefore a new organisation would take over the
management of the service - and staff would TUPE to the new
organisation.

Monitor (2015) Trust special administrators of NHS foundation trusts: statutory guide
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3.67

View of Regulators and Influential Stakeholders

The perception of national regulators and influential stakeholders such as Department of Health,
Monitor, Trust Development Authority, Care Quality Commission, Local Authorities, Health and
Wellbeing Boards, CCGs and others regarding mutuals in the NHS is important – in particular
whether they intend to support the increase in establishment of further mutuals across the health
system. Not having the support of one or more of these stakeholders is likely to impact the success
and perception of the new organisation.
Organisational
Form

FT

NHS Mutual

Mutual (as a
CIC)

Mutual (as a
CBS)
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Risk or
Benefit

Rationale

Benefit

The central government position on FTs is relatively clear in that
NHS Trusts are still expected to become FTs. Given this direction
of travel it is likely that FTs will be maintained for the
foreseeable future as long as they are successful and therefore
there is less risk for Oxleas remaining as a FT in the current
climate. An important next step would be to engage with the
aforementioned stakeholders to fully ascertain how Oxleas can
continue to be successful as an FT – and whether the direction of
travel for successful FTs is to adopt an alternative organisational
form.

Risk

NHS Mutuals could provide the benefits of both a public sector
body and also a social enterprise but as these haven’t been
defined it is difficult to make an assessment of how national
stakeholders will perceive them. If through the assessment of all
pathfinders there are a number of significant risks, which are not
outweighed by the benefits – the Cabinet Office may suggest the
first step in establishing a mutual would be to create an NHS
Mutual – to fully understand the benefits and risks without
actually leaving the public sector. This may be perceived by
national regulators and influential stakeholders as a safer option
and therefore they may be more supportive of this possibility.

Risk

It isn’t particularly clear what the central government position is
on establishing further mutuals and what impact a new
Government will have on the pathfinder programme. Although
the CICs that have been engaged with as part of this Programme
appear to be successful there hasn’t been a significant view from
national stakeholders on the intended direction of travel and
whether further investment will be made to ‘mutualise’ NHS
services, in particular whole NHS organisations.

Risk

It isn’t particularly clear what the central government position is
on establishing further mutuals and what impact a new
Government will have on the pathfinder programme. Compared
to CICs, there are very few CBSs in the NHS and therefore it is
difficult to make an assessment on how successful they have
been. Clearly significant investment has been made in
establishing mutuals in health, however spinning out an entire
NHS FT is yet to be done and therefore this carries an inherent
risk.

Feasibility Study
Mutuals in Health: Pathfinder Programme

3.68

Scalability

Of the frequently asked questions during the staff engagement workshops at Oxleas was how
scalable mutualism is – particularly for a whole FT. The successes reported by mutuals are clear and
the evidence is compelling. However, the largest healthcare mutuals reviewed a part of this study
had around 1,000 staff8, compared to Oxleas which has approximately 3,500.
Organisational
Form

FT

NHS Mutual

Mutual (as a
CIC)

Mutual (as a
CBS)

3.69

Risk or
Benefit

Rationale

Benefit

There is no evidence of an entire FT mutualising and up till now
those NHS organisations which have become mutuals have been
spun out as a part of organisation or a collection of services
rather than an entire organisation. In addition to this, FTs that
are successful can probably scale their business easier than
failing FTs, although they are still limited in what they can do.
Oxleas can leverage the size of the organisation and the
reputation of the NHS when competing for new contracts.

Benefit

As no NHS Mutuals exist it is difficult to report on whether they
would be scalable as organisations. However, if they remain as
NHS organisations and implement the mechanisms of mutualism
as anticipated they may be more likely to succeed than mutuals
in their own right.

Risk

The ability to scale the success clearly evidenced by other
mutuals to an entire FT will need to be fully evaluated before
commencing with an entire Trust spin out. Existing CICs are much
smaller than Oxleas and the ability to scale up their success is
likely to be difficult.

Risk

The ability to scale the success clearly evidenced by other
mutuals to an entire FT will need to be fully evaluated before
commencing with an entire Trust spin out. CBSs have not been
fully explored in the NHS therefore it is difficult to make an
assessment on scalability – but it is likely they will have the same
problems with scaling as CICs.

Achieving Cost Efficiencies

The ability to achieve cost efficiency targets for any NHS organisation is imperative for its
sustainability and financial performance. As financial pressures increase, demand increases and
budgets remain static there will be a requirement for NHS organisations to innovate to deliver cost
efficiencies – particularly as standard cost improvement plans dry up and become more difficult to
generate further savings.
Organisational
Form

Risk or
Benefit

Rationale

FT

Risk or
Benefit

Oxleas have historically been able to achieve its efficiency
targets – in 13/14 this was set at 4% and has been achieved.

8

Employee Ownership Association (2014) – The UK’s fifty largest employee-owned companies Available from:
http://employeeownership.co.uk/wp-content/uploads/Employee_Ownership_Top_50_Infographic .pdf
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There is an argument that remaining as an NHS organisation may
hinder Oxleas ability to achieve further cost efficiencies as the
standard approaches to cost improvement become harder to
realise benefits. However, on the other side as Oxleas has
historically been able to meet these targets remaining as an NHS
entity may be a driving factor of this achievement.

NHS Mutual

Mutual (as a
CIC)

Mutual (as a
CBS)

Benefit

Although this organisation does not exist it would be anticipated
that an NHS Mutual would have the freedom to innovate in a
capacity which is less restricting than an NHS Foundation Trust.
As a result this innovation may lead to greater achievement of
cost efficiencies.

Risk or
Benefit

The mutual organisations who have been engaged with as part of
this process explain that since spinning out of the NHS they have
been able to achieve greater cost efficiencies compared to when
they were in the NHS. This may be linked to performance premutual which is difficult to truly assess, as an organisation which
never made cost efficiencies may find it easier to make them if
they are spun out. This could be due to be less reported
bureaucracy, which can improve productivity but also being able
to enter in more commercially beneficial contracts, which NHS
organisations are unable to compete for. On the other hand if an
organisation like Oxleas who consistently achieve cost efficiencies
spun out there is no guarantee that this would lead to less or
more achievement against these targets – which carries a risk.

Risk or
benefit

The mutual organisations who have been engaged with as part of
this process explain that since spinning out of the NHS they have
been able to achieve greater cost efficiencies compared to when
they were in the NHS. This may be linked to performance premutual which is difficult to truly assess, as an organisation which
never made cost efficiencies may find it easier to make them if
they are spun out. This could be due to be less reported
bureaucracy, which can improve productivity but also being able
to enter in more commercially beneficial contracts, which NHS
organisations are unable to compete for. On the other hand if an
organisation like Oxleas who consistently achieve cost efficiencies
spun out there is no guarantee that this would lead to less or
more achievement against these targets – which carries a risk.

3.610 NHS Brand
The value of the NHS brand should not be underestimated. Service users and the general public
place the ‘NHS’ brand in extremely high regard and therefore it is probably worth an intangible
amount. In order to understand how much it might be worth the following questions could be
asked:




How much would it cost to create a brand with the same goodwill and awareness?
How much would a brand with the same recognition and goodwill be worth?
If mutualised, how much would the brand add over and above the other assets?

In the UK the general perception of moving NHS organisations out of public control seems to carry
very negative connotations – even if the new organisation is owned by staff and has a closer
relationship to the community.
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Organisational
Form

FT

NHS Mutual

Mutual (as a
CIC)

Mutual (as a
CBS)

3.7

Risk or
Benefit

Rationale

Benefit

There is limited research assessing the true value of the ‘NHS’
brand but it is suggested that 95% of the UK population recognise
the logo. There are examples of clinics being set up with the NHS
brand, particularly in the Middle East where the NHS has strong
brand awareness and therefore attracts more patients compared
to local alternatives. Therefore, for Oxleas to remain as part of
the NHS would suggest there is an intangible benefit – of retaining
the NHS logo, which cannot be underestimated. The staff groups
who were engaged as part of the process stated that the NHS is
more than a ‘brand’ it is a ‘philosophy’ and removing this would
be a significant issue for staff – it seems to more than just a name
badge to them.

Benefit

Retaining the NHS brand would seem like a strong proposition for
Oxleas staff and the local population, and having more flexibility
around contracting and reporting could retain and improve staff
engagement which is what Oxleas are trying to achieve. However,
an NHS Mutual does not currently exist and therefore it is
difficult to assess the impact this will have. When FTs were
initially introduced there was a growing voice of people who
thought they were being privatised although this slowly declined
when the public realised their purpose – this could well happen
for NHS Mutuals should they be established.

Risk

Losing the ‘NHS’ brand is likely to be detrimental, particularly for
a whole organisation. The CICs spoken to suggest patients prefer
the new vehicles to the old counterparts, which were part of the
NHS but it is difficult to make this assessment for a well
perceived organisation like Oxleas. Staff, service users and local
communities know the NHS brand and suddenly removing this may
cause nervousness of the new form which could impact access,
growth and perception.

Risk

Losing the ‘NHS’ brand is likely to be detrimental, particularly for
a whole organisation. It could be suggested patients may prefer
the new vehicle if the previous organisation had poor credibility
in the local population, however Oxleas seem well perceived with
the local population and staff. Staff, service users and local
communities know the NHS brand and suddenly removing this may
cause nervousness of the new form which could impact access,
growth and perception.

Financial Considerations

This section of the feasibility study will outline the purely financial implications of the short listed
organisational forms to understand which option would be best suited to Oxleas, and where further
work may be required in order to fully scope the technical implications. The risks and benefits are
from the position of the organisation as a whole.
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3.71

Cash and cash equivalents

NHS Foundation Trusts retain cash and cash equivalents with the Government Banking Service.
Oxleas currently has £85.3m with the Government Banking Service, which it can access at points
during the year if required.
Organisational
Form

Risk or
Benefit

Rationale

FT

Benefit

Oxleas have £85m of cash reserves within the Government
Banking Service.

NHS Mutual

Risk

There is a risk in that setting up an NHS Mutual would require the
transfer of access and use of funds up to negotiation with
Secretary of State.

Mutual (as a
CIC)

Risk

There is a risk in spinning out to form a CIC will require the
transfer of access and use of funds up to negotiation with
Secretary of State.

Mutual (as a
CBS)

Risk

There is a risk in spinning out to form a CBS will require the
transfer of access and use of funds up to negotiation with
Secretary of State.

3.72

VAT

The ability to recover VAT as an NHS or non-NHS body differs significantly, and therefore examining
the impact of this is a key aspect when considering the risks and benefits of spinning out.
Organisational
Form

FT

NHS Mutual

Mutual (as a
CIC)
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Risk or
Benefit

Rationale

Benefit

Last financial year Oxleas recovered £1.15m VAT on short term
employment contracts, business supplies and contracted out
services where applicable. The creation of the Pharmacy
subsidiary will increase the amount of recoverable VAT next
financial year as there are a number of limitations of
administering drugs to inpatients as an NHS organisation.

Benefit

Depending on how an NHS Mutual is set up and seen by HMRC will
impact the amount of recoverable VAT, as these do not exist
currently it is difficult to make an assessment of the impact on
VAT. It would be suggested that the NHS Mutual remains within
the NHS Family and therefore Section 41 will still apply allowing
VAT to be recoverable in the same way it is for Oxleas currently.
Therefore the expected benefit would be to continue to recover
£1.15m of VAT on the contracted out services.

Risk

As a non-NHS organisation the amount of recoverable VAT is
reduced significantly due to CICs being outside of the NHS family
therefore Section 41 does not apply. Modelling conducted at BDO
suggests the amount of recoverable VAT if Oxleas were to
become a CIC will create a £1.10m cost pressure, mainly due to
contracted out services (hard and soft facilities management,
short term employment contracts etc.) no longer being
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recoverable as the organisation would be outside the NHS family.
There would need to be a change in national policy in order to
resolve this issue.

Mutual (as a
CBS)

3.73

Risk

As a non-NHS organisation the amount of recoverable VAT is
reduced significantly due to CBSs being outside of the NHS family
therefore Section 41 does not apply. Modelling conducted at BDO
suggests the amount of recoverable VAT if Oxleas were to
become a CBS will create a £1.10m cost pressure, mainly due to
contracted out services (hard and soft facilities management,
short term employment contracts etc.) no longer being
recoverable There would need to be a change in national policy
in order to resolve this issue.

Corporation Tax

Corporation Tax (“CT”) is the tax applied to profits/surplus of limited companies and other
organisations – but is not applicable to NHS organisations.
Organisational
Form

FT

NHS Mutual

Mutual (as a
CIC)

Mutual (as a
CBS)
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Risk or
Benefit

Rationale

Benefit

NHS FTs pay CT if they are carrying out significant commercial
activities that are not part of core health care delivery - Oxleas
currently don’t and therefore do not pay any CT on their surplus.
Last financial year (13/14) Oxleas made a ‘surplus’ of £3.2m (if
you exclude the transfer of Queen Mary’s Sidcup Hospital site)
which was not subject to any tax treatment and therefore
delivers a benefit of £3.2m.

Risk

Depending on how an NHS Mutual is set up and seen by HMRC will
impact the amount of applicable CT. It is likely an NHS Mutual
will reinvest any surplus back into the organisation, but it may
carry out more commercial activities of which, CT will be
applicable to any profits.

Risk

The payment of CT is the responsibility of individual companies –
it can be structured in a more tax-efficient way - currently
legislation does not exempt CICs from CT on surplus. Oxleas
13/14 position suggested a £3.2m surplus (if you exclude the
transfer of Queen Mary’s Sidcup Hospital site). Therefore
applying 21% corporation tax to this sum would equate to a net
loss of £640k. However, through efficient tax planning Oxleas
would aim to keep the impact to a minimum. There would need
to be a change in national policy in order to resolve this issue.

Risk

The payment of corporation tax is the responsibility of individual
companies – it can be structured in a more tax-efficient way currently legislation does not exempt CBSs from CT on surplus.
Oxleas 13/14 position suggested a £3.2m surplus (if you exclude
the transfer of Queen Mary’s Sidcup Hospital site). Therefore
applying 21% CT to this sum would equate to a net loss of £640k.
However, through efficient tax planning Oxleas would aim to
keep the impact to a minimum. There would need to be a change
in national policy in order to resolve this issue.
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3.74

Pensions

The NHS Pension is an unfunded defined benefit scheme that covers NHS employers allowed under
the direction of the Secretary of State, in England and Wales. The scheme is not designed to be run
in a way that would enable NHS bodies to identify their share of the underlying scheme assets and
liabilities. Historically the NHS Pension is often quoted as one of the major benefits of working for
the NHS due to the significant employer contributions which are made compared to private
alternatives.
Organisational
Form

Risk
or
Benefit

Rationale

Risk

The ongoing cost of providing the NHS Pension is significant – in
13/14 Oxleas made employer contributions of £13.89m. Oxleas do
not have freedom to adopt an alternative pension scheme as they
are part of the NHS, which can be limiting. Oxleas will adopt the
new NHS Pension scheme from 15/16 so these costs will change.

Benefit

NHS Mutuals would be set up to allow for staff to vote on changes
to pensions so are more flexible in their terms – however may
decide to adopt the NHS Pension scheme initially. Oxleas would
continue to pay contributions which were £13.89m in 13/14,
although this will change in 15/16 due to adoption of the new
NHS Pension scheme.

Mutual (as a
CIC)

Benefit

CICs can vote on changes to Pensions so are more flexible in their
terms and therefore can adopt a scheme best suited to the staff
and organisation. The CICs engaged with as part of the process
suggest the staff voted to adopt an alternative pension scheme to
that of the NHS scheme in order to sustain the future of the
organisation.

Mutual (as a
CBS)

Benefit

CBSs can vote on changes to Pensions so are more flexible in their
terms and therefore can adopt a scheme best suited to the staff
and organisation.

FT

NHS Mutual

3.75

PDC

Long-term government finance initially provided to NHS Trusts to allow the purchase of the Trust’s
assets from the Secretary of State. The DH is required to make a 3.5% but this is only payable when
the Trust has surplus cash.
Organisational
Form

FT
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Risk or
Benefit

Rationale

Benefit

Oxleas estimated balance at 13/14 year end is £97m, which has
increased recently due to the additional £24m of PDC in relation
to the transfer of some of the estate and assets to Oxleas that
occurred in 2013 with the dissolution of South London Healthcare
NHS Trust. Although PDC is not actually paid back, the PDC
charge is based on the value of the net assets – not the
outstanding PDC balance. Oxleas can access additional PDC funds
if required and repay in line with the 3.5% mechanism as per DH
guidelines.
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NHS Mutual

Mutual (as a
CIC)

Mutual (as a
CBS)

3.76

Risk or
Benefit

Depends on negotiation with Secretary of State on whether an
NHS Mutual could access PDC and whether payment terms would
remain the same as any NHS organisation.

Risk

Not available to CICs – Oxleas may have to negotiate payment of
PDC at a different rate on leaving the NHS which carries a
significant risk and may trigger repayment of the outstanding
balance which would require a commercial loan of which the
repayment levels could put the organisation in a worse position
than it was when part of the NHS.

Risk

Not available to CBSs – Oxleas may have to negotiate payment of
PDC at a different rate on leaving the NHS which carries a
significant risk and may trigger repayment of the outstanding
balance which would require a commercial loan of which the
repayment levels could put the organisation in a worse position
than it was when part of the NHS.

Assets

Assets currently used and owned by Oxleas or the State.
Organisational
Form

Risk or
Benefit

Rationale

FT

Benefit

As an FT Oxleas have access to PDC, own some assets and lease
others.

Risk or
Benefit

Depends on negotiation with Secretary of State on whether an
NHS Mutual can access PDC. Assets will likely be transferred to
the new entity but this will require additional financing and
consideration of the most efficient structure in terms of who
should hold the assets.

Risk

As a CIC Oxleas may need to transfer assets to the CIC and pay
PDC at a newly negotiated rate which will involve complex
discussions around capital assets and will require professional
legal advice.

Risk

As a CIC Oxleas may need to transfer assets to the CIC and pay
PDC at a newly negotiated rate which will involve complex
discussions around capital assets and will require professional
legal advice.

NHS Mutual

Mutual (as a
CIC)

Mutual (as a
CBS)
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3.77

NHS Litigation Authority (“NHS LA”) and Insurance

NHS LA provides indemnity cover for legal claims against the NHS, assists the NHS with risk
management, shares lessons from claims and provides other legal and professional services for their
members.
Organisational
Form

Risk or
Benefit

Rationale

FT

Benefit

Oxleas are able to access the NHS LA schemes as an FT – last year
Oxleas paid £590k into the pool, of which £250k was for Clinical
Negligence.

Risk or
Benefit

Depends on how the Mutual is set up but it is likely to be able to
access NHS LA protection as per FT, but may be able to go to
market for other cover to generate better commercial value. This
would be another key area it may be beneficial for the new entity
to be considered as within the 'NHS Family'.

Risk

The 2006 Clinical Negligence Scheme for Trust (“CNST”)
Regulations allow NHS LA to provide CNST cover for functions
spun off from PCTs – such regulations could be revisited and
extended to such new bodies. Oxleas would be able to access NHS
LA for all services that used to be delivered as the FT, however
new services would need to go to the market. Also required to
source its own Employers Liability, Public Liability, Key Person
Insurance etc. which may be of greater cost to the current
provision – this amount is estimated at approximately £340k.

Risk

The 2006 CNST Regulations allow NHS LA to provide CNST cover
for functions spun off from PCTs – such regulations could be
revisited and extended to such new bodies. Oxleas would be able
to access NHS LA for all services that used to be delivered as the
FT, however new services would need to go to the market. Also
required to source its own Employers Liability, Public Liability,
Key Person Insurance etc. which may be of greater cost to the
current provision – this amount is estimated at approximately
£340k.

NHS Mutual

Mutual (as a
CIC)

Mutual (as a
CBS)

3.78

Transitional Costs

The transitional costs of changing or moving an entire organisation to a new form are likely to be
significant – particularly concerning legal and consultancy costs, contract reviews, communication
development,
Board
leadership,
culture
change
development,
PR,
marketing,
staff/patient/community engagement as well as any asset related purchases, including IT.
Organisational
Form

FT

45

Risk or
Benefit

Rationale

Benefit

Remaining as a FT and seeking to implement the features and
mechanisms of mutualism will result in additional transitional
costs, which would be funded through efficiency savings. The
anticipated costs are likely to be in the region of £500k – although
this would need to be fully qualified. The benefit here is that
compared to spinning out to form a new entity these costs will be
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significantly less – and can be funded through expected increases
in efficiencies and productivity.

NHS Mutual

Mutual (as a
CIC)

Mutual (as a
CBS)

3.8

Risk or
Benefit

Establishing a new entity will require significant fees to support
the legal and commercial due diligence aspect. It would be
anticipated that for an NHS Mutual these are likely to be less than
that of a full spin out although there will still be a significant cost
compared with remaining as a Foundation Trust. Considering this
entity does not exist it is difficult to ascertain the transitional
costs of this option.

Risk

Establishing a new entity is likely to require significant fees –
which will be much greater than that of the other options. The
CICs engaged with explained it took them around four years to
form the organisations they are now which will carry costs
relating to legal terms, corporate finance and due diligence in
particular. It could be estimated that these transitional costs
would be in the region of £4m. Considering it is not calculable if
this transition will release any additional benefits to Oxleas these
costs would be of significant risk of not delivering the intended
benefits.

Risk

Establishing a new entity is likely to require significant fees –
which will be much greater than that of the other options. The
CICs engaged with explained it took them around four years to
form the organisations they are now which will carry costs
relating to legal terms, corporate finance and due diligence in
particular – which will be similar for CBSs no doubt. It could be
estimated that these transitional costs would be in the region of
£4m. Considering it is not calculable if this transition will release
any additional benefits to Oxleas these costs would be of
significant risk of not delivering the intended benefits.

Summary of Short List

In order to be able to compare the aforementioned staff related implications and strategic/
financial considerations a risk benefit comparison will need to be conducted in order to arrive at a
preferred option. There are some criteria which are of greater importance than others and
therefore those criteria which carry the greatest weighting have been turned into questions in
order to focus on the key points, which will ultimately be used to make a decision.
There scoring system in the following table relates to the following mechanism;
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0
1
2
3

=
=
=
=

negative assessment of the question
it is difficult to assess the impact but there may be some benefits
relatively positive response to the question
very positive response to the question
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Question

Is it an attractive
proposition to
Oxleas staff?

Will it help
achieve strategic
objectives?

It is achievable?

Is there a low
degree of risk?

Example Criteria

CIC

CBS

Staff perception
To improve staff
engagement

3

2

0

0



Improving staff
engagement
Improving quality
Competitive position
Achieving cost
efficiencies

2

2

2

2




Scale
Costs implications
(VAT, Transitional
costs)

2

1

0

0






Failure Regime
View of stakeholders
NHS Brand
Contracting

3

2

0

0




Staff engagement
Improving quality
Competitive position
Achieving cost
efficiencies
2

1

1

1

12

8

3

3





VS.





Failure Regime
View of stakeholders
NHS Brand
Contracting

TOTAL

3.9

NHS
Mutual





Do the benefits
outweigh the
risks?

FT

Preferred Option

The detailed working within the Economic Section and outlined in the summary of the short
listed options table outlines the preferred option for Oxleas should be to remain as a
Foundation Trust and explore whether the mechanisms of mutualism can be applied within the
existing structure (Option B).
The key factors of this decision are heavily influenced by three factors;



47

Staff perception - ultimately staff will need to decide if creating a mutual is the preferred
option – and those who were engaged throughout this process do not seem to think this is the
best option at present.
The risk vs. benefit – there doesn’t seem to be a significant benefit in mutualising for improving
staff engagement and quality of care and therefore it may not be worth the risk of mutualising
when these could be achieved within the FT model.
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Financial incentives – current legislation does not make it appealing for NHS Foundation Trusts
to mutualise, in particular relating to VAT, Corporation Tax and access to capital funding/PDC.

Research conducted as part of the methodology suggests mutuals that cite the significant benefits
since spinning out of the NHS were not performing as well as Oxleas currently is as a Foundation
Trust. Those pre-mutual organisations were part of Primary Care Trusts, and through transforming
community services would have merged with existing NHS Trusts who were not performing well
themselves. As a result the platform to create a new entity was clear for these mutuals, whereas
for Oxleas this platform does not yet seem to be apparent.
For Oxleas, the benefits of spinning out to form a mutual do not seem to outweigh the risks and
therefore this option is currently not the preferred one. Perhaps in the future Oxleas may wish to
revisit this scenario – particularly if the preferred option does not deliver the expected benefits.
The second best option as outlined in section 3.8 would be for Oxleas to seek to become an NHS
Mutual, however as this organisational form does not yet exist it is difficult to truly assess the risks
and benefits of adopting this form. This may be an area of further investigation for the Cabinet
Office and those other pathfinders who recognise this as a preferred or potential option.
3.10

Optimism Bias

The preferred option is highly likely to be of a significantly lesser cost, carries less risk and also
may deliver the same benefits compared to the option of creating a mutual. Therefore, there is no
particular optimism that the benefits of the preferred option justify being overly optimistic in this
instance – particularly if something could be done to deliver the same or similar benefits whilst
remaining in the preferred organisational form. In addition to this, the expected benefits of
mutualising in Oxleas case do not seem as apparent as for other mutuals and therefore the risks
seem to outweigh the benefits at this time.
3.11

Sensitivity Analysis

The critical assumptions within this economic case are related to staff perception, the risks vs.
benefits and financial incentives. If staff were to suddenly perceive mutuals as a good idea and
wish to move to this organisational form that it would be suggested that Oxleas should revisit the
economic shortlisting. Moreover, if staff engagement scores at Oxleas were to decline, staff at
Oxleas may wish to understand if creating a mutual may seek to improve this measure – and
therefore the economic shortlisting should be revisited.
Should policy or law change to create a more favourable financial environment for Oxleas to
mutualise it would also be suggested that Oxleas revisit the economic shortlisting as the current
situation creates a largely negative case for moving out of the public sector in terms of financial
benefits. In addition to this, if the transitional costs were to deliver significant benefits that are
not currently visible then it would be recommended that Oxleas revisit the economic appraisal.
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4
4.1

COMMERCIAL CASE
Introduction

The Five Case Business Model and Green Book Guidance outlines the ‘Commercial Case’:
‘Demonstrates that the ‘preferred option’ will result in a viable procurement and well-structured
Deal’. In this case the preferred option is to deliver the benefits of ‘mutualism’ (i.e. improved staff
engagement and perceived ownership) whilst remaining a Foundation Trust. This will require
meaningful changes to the way Oxleas operates, its culture and practices. As set out in the
Strategic Case, Oxleas has distilled down the most important features of ‘mutualism’ that meet its
goals into 6 Key Themes, namely:







Markedly enhanced Information Flows
Strong Democratic Influence
A clearer Accountability to staff and the community (i.e. the ‘owners’)
A Leadership Culture that fosters innovation, power sharing and distributed leadership
Enhanced Corporate Enablers focused on ensuring that the features of ‘mutualism’ are being
maintained
Governance Processes that test the effectiveness of all these features

At this stage of the assessment the plans for the delivery of the above are still in development and
they do not in themselves necessarily imply that a major procurement or deal is required currently.
However, certain key points are worth making:
1. These features would need to actively pursue whatever form Oxleas preferred. Other staff
owned PSMs examined all feature active and conscious efforts to achieve these.
2. There is likely to be a requirement to procure some sort of transition or medium term
development support to achieve these features:
a. This has not yet been examined thoroughly – but the approach would be similar
whichever option the Trust had chosen;
b. It would not be of a scale or type that would require TUPE implications or any material
risk transfer;
c. The charging mechanism would be milestone based payments – driven by the time
contribution of the supplier rather than a measurable financial outcome;
d. It is quite possible that the scale of support overall will exceed Internal, European Union
(“EU”) and World Trade Organisation (“WTO”) guidelines for a competitive process;
e. In the tender process Oxleas would set out the outcomes and key elements of support
required and ask suppliers to provide fixed fee estimates for their support, their
approach and method, experience and innovations; and
f. If appropriate, under new procurement guidance, Oxleas should engage in soft market
testing to understand the range of potential suppliers and offers.
3. Were Oxleas to pursue a non-NHS form there would also be additional commercial
considerations – chiefly the procurement of technical advisory support pre-, during and post the
transition for a range of technical areas including: legal advice; tax advice; pensions advice;
contract advice; capital funding advice and insurance advice.
a. It is likely that this advice will exceed internal, EU and WTO limits and require a
competitive Procurement – which would be run internally – for either a strategic partner
for the whole or individual technical advisers for each area; most likely the latter.
b. There may be an option for contingent fee arrangements with some partners – such as
tax advisers.
c. The additional time, effort and cost (see financial case) of this technical support will
need to be agreed by Oxleas in the follow-up to this Programme.
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4. The preferred option – remaining as a Foundation Trust and implementing the features and
mechanisms of “mutualism” – will require meaningful changes to the existing organisation.
4.2

Potential Elements of a Service Specification

The points listed within this section are not a definitive list and should be considered as example
solutions to achieve the desired benefits associated with the preferred option, which Oxleas should
follow up as part of the next steps of the programme. These are areas where the Trust may
consider procuring external support – no firm decision has been made and this is all subject to
further review.
Feature

Potential Support

Expected Requirement

Enhanced
communications

Short term expert advice and
support – e.g.
consultation
Long term enhancement of
the current
function

Active and frequent communication is an essential
feature of effective ‘mutual’ type organisations and
a central component of staff engagement. Oxleas
current communications team will need enhanced
capacity and capability to enable a step-change in
information flow to take place

An externally
provided
programme of
leadership
development may
be required. This
could be a
material
procurement

The Trust has achieved good levels of staff
engagement in the past (4.02 out of 5 on the most
recent survey) – but some ‘mutuals’ do better (e.g.
Navigo with a score of 4.11). For Oxleas the
leadership culture and leaders will need to change
to drive and sustain a more engaged culture. In
particular they must be able to share power and
decision making, cope with a more influential and
vocal staff base, positively engage with being more
accountable to staff and users and enable
innovation. A new culture will need to be resilient
and cope with increasing financial and competitive
pressures.

Leadership
and
Organisational
Development

Evolved
Corporate
Functions

Possible external
support to review
current operating
models and if
needed an
Operating Model
Redesign
programme
Investment in
current systems –
particularly IT
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It is not yet clear how corporate functions will need
to evolve in detail. However they will need to adapt
to serve the requirements of, inform and engage
with a wider proportion of staff. They will also need
to adapt to enable and facilitate the processes of
mutualism – such as democratic processes.
Oxleas already operates a structure in which the
corporate functions are ‘service line facing’, but the
Trust expects this to evolve further.
The Trust’s IT strategy will need to be reviewed to
ensure it acts as an enabler for a new level of
engagement. The precise nature of this requirement
has not yet been explored – but would apply
whichever form the Trust took.
The current Staff Partnership Forum and supporting
function will also need to be enhanced.
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Governance and
Accountability
Review

4.3

Technical advice
may be required
to determine
what changes are
legal and / or
whether any
require
constitutional
review. The
Trust may also
need some
support to look
at best practice.

The Oxleas Board and Executive has a good working
relationship with its Governors and the lead
Governor is both experienced in ‘mutualism’ and
engaged with this agenda. The Trust is already
examining approaches to more robust membership
engagement and communication and is looking at
ways to reduce the ‘democratic deficit’ – i.e. on
some occasions Governors are elected with a small
number of votes.
The aim will be to examine ways to reinforce active
participation from the community and engagement
as well as staff representation and influence at the
council of governors.
The Trust will need to re-examine governance
processes as changes take place to ensure that they
remain robust and are adapted to work with a new
culture and changing leadership approach. This is
likely to benefit from independent, external review.

Conclusion

The Commercial Case will need further development as work on the 6 Key Themes (see Strategic
Case) progresses. It is likely that external support will be needed for some elements – but the Trust
sees this as medium term, transition arrangements that may span 3 or so years. For the preferred
option, the Trust would not anticipate procuring a long term partner or service to achieve these
particular objectives.
However, there will be a cost to implementing the preferred option (see estimate in the financial
case section 5.3) and this will also be worked up in greater detail – during the follow up process of
the Programme.
The procurement strategy for the support required is not likely to be overly sophisticated or
complex and is therefore eminently achievable. The Trust is already aware of a range of potential
suppliers, it knows that the market for this type of support exists and Executives have already
made some soft enquiries to confirm that this is the case.
4.4

Other Considerations

Whilst the preferred option does not require a complex commercial case, the Trust has considered,
at a high level, some other elements that may become a consideration within the preferred model
(i.e. a more mutual FT) OR may need to be reviewed again in the future should the Economic Case
change, e.g. if staff or public sentiment changed, new legal forms emerged - such as an “NHS
Mutual” - or key economic factors changes. Some of these considerations are outlined in Appendix 1
for future reference. In the event that the Trust were to decide on a new form with legal staff
ownership – the preferred option in that case would in effect be a new organisational form (e.g. a
CIC) owned by staff acquiring the enterprise and assets (if allowed) of the Foundation Trust and
hence a substantially more complex commercial case would need to be created with multiple
additional considerations.
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5

FINANCIAL CASE

5.1

Introduction

The financial benefits for the preferred option have been outlined within the Economic Case. The
expected costs for moving out of the NHS do not seem to bring about the benefits which are worth
the risk – in fact some of the benefits are likely to be achievable through remaining in the NHS.
As a result this section of the feasibility study will outline of the financial differences between the
preferred option and the option of fully spinning out of the NHS to provide an overview of what the
estimated material difference is at present – this will essentially be a summarisation of the
information provided in the Economic Case.
In addition to this there will be an overview of the expected transitional costs required to deliver
the preferred option based on implementing the suggested solutions as outlined in the Commercial
Case.
5.2

The material differences between the preferred option and spinning out

In order to provide an overview of the anticipated difference in costs for the preferred option and
the option to leave the NHS a comparison has been made using the key cost drivers.
Cost

Preferred Option

Non-NHS Option

Transitional fees

£500,000

£4,000,000

Permanent staff investment in
Communications, Staff
Partnership Forum and other
Corporate Functions

£200,000

£400,000

VAT impact

£0

£1,100,000

Corporation Tax impact

£0

£640,000

Cost of Capital / Asset
transfer

£0

Unknown9

NHS LA and Insurance

£590,000

£800,00010

TOTAL

£1,290,000

£6,940,000

As outlined throughout the feasibility study; purely considering the financial risks associated with
spinning out and not being certain of the potential benefits and whether it truly is a change in
organisational form which achieves them, reinforces the preferred option. If these financial risks
were to change, through a change in national policy for example, it may be worthwhile re-

9

This cost will need to be fully quantified if the Trust was to revisit this review again, but it is likely to incur significant
costs as experienced by other CICs.
10
This cost has been estimated based on the fact the Trust would be required to source its own insurance for all aspects
excluding Clinical Negligence – but will not have the consolidated power of the entire NHS and therefore these costs will
be higher. Moreover, other CICs report less favourable premiums since spinning out to form mutuals.
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investigating the options – particularly if the case for change becomes more significant and staff
wish to do so.
5.21

NHS LA and Insurances

An estimate has been made for the additional Non-NHS option based on discussions with spun-out
organisations and private sector providers. Although Clinical Negligence will continue to be covered
by the NHS LA – there will be a requirement to source Employers Liability, Public Liability, Key
Person Insurance and others. The key factor in the increase in costs will be the employers’ liability
as risk factors are high and historical claims are used to calculate premiums, which are often quite
significant for NHS organisations.
5.3

Preferred Option Estimated Transitional Costs

As outlined in the Commercial Case there will be transitional costs as part of delivering the
preferred option, however these will need to worked up in greater detail to ensure they reflect the
needs of the Trust and corresponds to the strategic direction and similar initiatives. The figures
outlined below are based on transitional support over two years.
It is also worth noting that these points are not a definitive list and should be considered as
example solutions to achieve the desired benefits associated with the preferred option, which
Oxleas should follow up as part of the next steps of the programme. These are areas where the
Trust may consider procuring external support – although no firm decision has been made and this is
all subject to further review.
Example Solution

Example Costs

Enhancing communications

£50,000

Leadership and Organisational Development

£200,000

Evolving Corporate Functions

£100,000

Governance and Accountability Review

£150,000

TOTAL

£500,000

It would be anticipated that the costs associated with the preferred option would be funded from
the efficiencies (in both savings and productivity) which would be achieved if the solutions were
implemented successfully.
5.4

Summary

As outlined in section 5.2 the costs of the preferred option compared to the option to spin out are
significantly less, and the anticipated benefits achievable from spinning out are not considerably
greater than those which may be achievable through remaining as a FT and applying the features
and mechanisms of mutualism to this model. It is not also clear that a change in form is necessarily
an essential step to achieve those benefits.
If the position around VAT and Corporation Tax changed Oxleas may wish to revisit this appraisal –
particularly if staff felt the option of mutualisation should be explored in more detail.
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The benefits outlined by other CICs (e.g. at NAVIGO CIC there was a reduction in sickness rates from
6.8% to 2.4% after a change in policy which was voted for by staff) and ability to achieve greater
efficiencies through productivity gains and realisation of efficiency savings may already be
achievable to Oxleas as a FT, although some changes would need to occur to achieve this.
Oxleas has historically been able to achieve its financial efficiency savings and therefore making
such a significant change as to creating a mutual may not benefit this aspect particularly. However,
if the case changed and Oxleas were in a position where it was required to meet considerable
financial efficiency targets, the option of mutualising may become more appealing. However, it is
worth noting that other mutuals may have started in a different performance position to Oxleas,
who have historically achieved efficiency targets successfully.
It would be anticipated that the increase in efficiency achievements would offset the cost of the
preferred option and therefore no further funding would be required to deliver the preferred
solution.
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6
6.1

MANAGEMENT CASE
Introduction

To ensure the preferred option for Oxleas is achievable a number of functional aspects will need to
be established to track progress, manage projects and ensure staff and other stakeholders are
aware of the next steps. As a result this section of the feasibility study will outline how
implementation should be managed, a suggested approach to initial communications and how
governance arrangements could be established.
This section of the feasibility study will also outline how the features and mechanisms (the 6 Key
Themes) that other mutuals suggest are important to achieve the benefits of mutualism could be
implemented. It is worth noting here that before implementing any proposed solution, Oxleas
should seek to develop an approach centred on co-production with staff and service users – to
verify and change the solutions as necessary to suit the organisation more organically.
6.2

Implementation

The initial task would be to establish a project management office should Oxleas deem it necessary.
The Core Team established for this Programme would be in an excellent place to form this – along
with specific project or programme management support from across the organisation. As there are
representatives from HR, Staff Side, Finance, Communications and the Council of Governors in the
Core Team, perhaps the inclusion of a clinical lead would be the only addition, along with specific
project management support. There will be a requirement to utilise robust methodologies in order
to track the progress of the preferred option to ensure the benefits are realised and risks are
minimised.
As part of the next steps it is imperative that staff groups are further engaged, to ensure a codesigned approach is implemented as their solutions will be more applicable to Oxleas and
therefore are likely to yield supplementary benefits. Follow on sessions with those staff who
actively express an interest in the programme will help identify champions for improving staff
engagement and they could be key stakeholders when moving into the next phase of
implementation.
6.3

Communications

There will be a requirement to develop a robust communications plan to ensure staff are fully
aware of the process and next steps. The table below offers a high level plan for Oxleas to apply
during the initial post programme timeframe and there will be a requirement to develop a much
more comprehensive plan to support the next phase of work which will be to implement the agreed
solutions. As aforementioned these solutions will need to be co-designed with staff.

Key Stakeholders
Staff
 Council of
Governors
 Board
 Clinical
 Non-clinical
 Management
 Administration
 Volunteers

Key Objectives





Update on
programme
Update on preferred
option – via summary
paper
Next steps and plan

Channels

Timescales






April 2015

Oxleas Intranet
Staff e-mail
Staff briefings
Board minutes
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Governors
 Staff
 Service User/Carer
 Public

Service Users and
Carers

Other Stakeholders
 Local Authorities
 Local NHS Trusts
 Local CCGs
 Local community
 Third sector
 MPs
6.4





Update on
programme
Update on preferred
option – via summary
paper
Next steps and plan



General update on
programme and
direction of travel



Update on
programme
Update on preferred
option – via summary
paper
Next steps and plan






Council of Governor
meeting



Oxleas Exchange
and on website

Borough focus groups:
 ResearchNet
 V2W focus groups
 Peers and Sponsors
Network
 BME group
 NVR parent
volunteers
 Carers Groups




Oxleas Exchange
and on website
Summary paper

April 2015

May 2015

May 2015

Governance

In order to ensure that the proposed solutions are effective and the benefits quantifiable, it would
be advised that Oxleas establish a governance framework to measure the anticipated results. The
establishment of a formal committee to measure this will provide a regular opportunity to review
the practices, support projects at team/unit level and ensure engagement is an ongoing journey,
particularly during difficult periods or when Board members change. The Staff Partnership Forum
would be well placed to manage this role – perhaps with attendance from a NED to provide
‘constructive challenge’ and assurance along with representatives from the project management
office should it be established.
6.5

The Next Steps

As outlined in the Strategic Case the work completed to date has identified a series of fundamental
factors that seem to create the kind of staff engagement that is reported by successful mutuals.
These may refer to the features and mechanisms of mutualism, which Oxleas should seek to drive
as part of the next steps, in addition to those practical solutions which are outlined in the
commercial and financial cases. The table below captures these specific solutions at a high level.

Key Themes

Potential Implementation Process

Information
flows
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Start small – do not try and provide everything at once
Make the language meaningful and accessible
Understand how staff at each level access information now
Understand what they would like to access and how
Trial different channels and different topics
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Democratic
Influence






Run groups to learn what is effective and adapt
Roll out in waves
Monitor impact
Repeat




Understand how staff at each level currently influence decisions
Develop local areas, based on staff feedback, to pilot approaches OR try
offering one or two key major decisions to a wider audience
Monitor the impact and plan a roll out of what works
As staff engage with a democratic process understand what will require a
change in legislation or the Oxleas constitution
Embed those which seem sensible and will maintain strong levels of
engagement, particularly when the current Executive leave
Develop a function to make the democratic process work
Review and adapt







Accountability
/ Ownership









Leadership
Culture








Enablers






Governance
Process
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Determine ‘safe’ initial structures or schemes – co-design them with staff
Ask staff to define and develop units they would align to
Try it out – start simple, e.g. challenge sessions prior to signing off a
strategy
Develop a new accountability framework, aligned to the structures and
schemes
Develop a significant communication plan so that staff are clear on
direction and align to strategic aims
Profile leadership styles and culture in teams and units
Co-design, with teams, a new leadership framework – aligned to teams and
units
Three programmes:
o Train identified leaders
o Change Performance management frameworks and appraisal approach
o Reward/incentives for good leadership
Independent evaluation of framework and programmes
Develop plans in line with ‘well-led’ Board recommendations
Increase the scope of the Staff Partnership Forum and formalise its role
within the current governance structure
Appoint a NED to support the Staff Partnership Forum – they should attend
meetings where necessary
Review process in line with other staff engagement initiatives and evolve
role accordingly
Understand from teams / units the information they require to enable
them to make informed decisions to deliver the best care for patients –
also seek to understand the information which is not helpful
Develop reporting mechanisms with corporate functions and services to
ensure they receive accurate, meaningful information to support the care
they provide
Evaluate reporting information on a regular basis to ensure it is in keeping
with staff requirements
Formalise the ‘Committee’ concept – ask Staff what they want to see, do
not want to create a forum which is not useful or meaningful
Establish Governance Committee – this could a John Lewis style ‘Staff
Partnership Committee’ which sites above, below or alongside the Board –
representatives from each service/unit to be voted on – this could take the
form of the Staff Partnership Forum perhaps?
Develop Terms of Reference to encapsulate the aforementioned themes
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Allow inputs and outputs to be accessed by all Staff, in a format which is
valuable
Create time to learn and become informed
Monitor process and efficacy
Offer Challenge time
Independent evaluation of governance framework
Develop plans in line with ‘well-led’ Board recommendations

Achieving these mechanisms should be attainable within the constraints of the FT model – and
Oxleas should seek to co-produce project specific solutions within these categories with staff
throughout the organisation. If it is felt these headings are not helpful, further work may need to
be done to understand why and adapt the solution accordingly.
6.6

Conclusion

The overall the case for spinning out of the NHS and creating a staff owned entity in order to meet
Oxleas strategic objectives is not yet made. Oxleas will pursue ‘mutualism’ within the FT form until
such time that it becomes clear that the organisational goals cannot be achieved, at which point
the Trust may (with the agreement of staff) decide to re-examine the case for forming a Public
Service Mutual.
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APPENDICES

Appendices are available on request and are saved as individual documents.
Appendix 1 - Legal / Employment Details
Appendix 2 – Concerns Log
Appendix 3 – Staff Engagement Workshop Attendees
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Board of Directors
2nd April 2015

Item
Enclosure

20
19a&b

Agenda item

Annual Targets for 2015/16

Item from

Helen Smith, Deputy Chief Executive and Director of Service
Delivery
a) Executive Summary – Setting the Trust’s Annual targets for
2015-2016
b) Appendix 1: Service development strategy 13/14-15/16,
strategic priorities and goals

Attachments

Summary and Highlights
The annual planning process for 15/16 has two major components:
• Identify the key areas of service development in the coming year.
• Review the trust’s ‘4 must dos’.
The annual plan targets work programme began in September 2014 and has included a review of progress
against last year’s targets, an analysis of the environment in which the trust will operate in the coming year
and consultation with governors and our members.
The draft annual targets were presented to the Council of Governors on 19 March 2015, for approval to
present to the trust board.
The proposed annual targets for 15/16 are:
1. The trust continues with the following annual targets from 14/15:
• Extending opening hours
• Promoting self management
• Offering an integrated service for physical and mental health needs
In addition, develop up to five outcome measures in our mental health services.
2. The trust continues with the current set of development programmes.
3. The trust has one new target, that is, to increase the level of integration and partnership, including:
integration with social care; partnerships with the voluntary sector and other statutory partners;
integration with primary care; and supporting contractual frameworks that promote integration.
It is proposed that the trust’s four must dos remains the same. The indicators to measure progress will be
revised this year to be more robust. This work will be undertaken through the trust quality board.

Recommendations
The Board is asked to approve the annual targets for 15/16.

OXLEAS NHS FOUNDATION TRUST
Setting the trust’s annual targets for 2015 – 2016
Executive summary
The annual planning process for 15/16 has been in train since September 2014. It has
two major components, which are to review:
• The key areas of service development in the coming year, in order to achieve our
overall three-year SDS objectives.
• The trust’s longstanding ‘4 must dos 1’, which provide our basic framework for
understanding patient and carer experience.
Our annual plan targets are derived from a work programme that was started in
September 2014; the draft annual targets for 15/16 are:
1. The trust continues with the following annual targets from 14/15:
• Extending opening hours
• Promoting self management
• Offering an integrated service for physical and mental health needs.
In an extension of the target last year to review best practice, an additional focus this
year will be on developing up to 5 outcome measures in our mental health services.
2. The trust continues with the current set of development programmes (listed in
sections 4.1 & 4.2 below) in order to meet the overall three year objectives of the
SDS, with a particular focus on: supporting the workforce; implementing our IT
strategy; and maintaining financial strength.
3. It is recommended that for 15/16, the trust has one new target, that is, to increase
the level of integration and partnership, including: integration with social care;
partnerships with the voluntary sector and other statutory partners; integration with
primary care; and supporting contractual frameworks that promote integration.
It is proposed that the trust’s four must dos remains the same. The indicators to measure
progress will be revised this year to be more robust. This work will be undertaken
through the trust quality board and will include:
• Clearer patient and carer information on our internet site.
• Information for patients and carers in different formats (not just written)
• Care plans reflecting patient outcomes
• Oxleas staff to complete dementia friends awareness sessions
The draft annual targets were presented to the Council of Governors on 19 March 2015,
for approval to present to the trust board.
1

The four must dos have been in place since 2006 and are the framework of our work on patient
experience and quality. They are: support families and carers; provide information for patients
and carers; enhance care planning; improve the way we work with patients and carers.
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1. Introduction
There have been some changes this year (14/15) to Monitor’s planning process; the
requirements are as follows:
a) Three-year service development strategy 13/14 – 15/16
Our service development strategy (SDS) has been in place since April 2013. Our SDS
had four strategic priorities that ensure the trust continues to offer high quality care and
remains financially strong during this period; these are:
• Enhance quality: ensuring excellence for every patient
• Promote innovation: redesign services with patients, families and
commissioners
• Increase productivity: be resilient and resourceful to thrive in difficult times
• Transformational change: in service delivery and use of estate
Each strategic priority has a small number of goals. A summary of the SDS priorities and
progress towards goals is contained in appendix 1.
b) Annual targets
Each year of the SDS, we identify a small number of targets that help us deliver the SDS
strategic priorities. An update on progress towards the 14/15 targets is in appendix 2.
The annual targets are delivered as part of – or alongside – a set of ongoing
transformation programmes that deliver both our three-year SDS priorities and
subsequent requirements.
c) Monitor two year operational plan
In April 2014, Monitor required a mid term (2 year) operational and financial plan.
d) Monitor five year strategic plan
In June 2014, Monitor required a five year strategic and sustainability plan – our plan
was rated green.
e) Monitor one year plan
In February 2015, Monitor requires a one year plan that focus mainly on our financial
plan but incorporates our 15/16 annual targets.

2. Identifying annual targets
Each year, our annual targets are identified in the same way. Governors were invited to
two workshops in November 2014, to consider progress on 14/15 annual plan targets,
prepare the PEST and SWOT analysis and draft a set of annual targets for 15/16.
This work was presented to the Trust Board on 4 December 2014 and the Council of
Governors on 11 December 2014 and their feedback was incorporated. The emerging
key recommendations were presented to trust senior staff on 21 January 2015 and to
our members at each of the three borough focus groups in February 2015.

2

Progress on achieving the annual targets is monitored through a quarterly meeting of
corporate directors and each directorate management team, chaired by the chief
executive, and feedback throughout the year to the Board and Council of Governors.

3. What will impact on Oxleas over the next year?
To identify targets for 15/16, we undertook a PEST and SWOT analysis 2. The full
analysis is in appendix 3. A summary is presented below.

3.1 PEST
Politically, 2015 is an election year and the NHS is a key issue. None of the political
parties are advocating major change, although there are distinct differences between
them. For example, the Conservatives have confirmed their commitment to a market
model for the NHS; the Labour Party has said they will repeal the Health & Social Care
Act (2012) and move to make the NHS the ‘preferred provider’.
The impact of the Five Year Forward View (FYFV) could dramatically reconfigure the
community provider landscape. In partnership with each of our CCGs, we have bid in the
national vanguard initiative to be forerunners for new models of care. This might see our
services integrate with primary care in a radically different way. Even if we are not
successful in the vanguard bids, it is likely that the changes advocated in the FYFV will
start to have an impact in our area.
Alongside this, we are in discussions with two of our local authorities regarding closer
integrated working, that potentially could see health and social care services within one
organisational structure. In doing this, we will need to understand more fully the
implications of the Care Act 2014 and how this will change access and the provision of
social care support.
We are members of Bexley and Greenwich’s Health & Wellbeing Board; this will enable
us to be more closely involved in the management of the Better Care Fund and better
understand the implications for our services.
In terms of economic factors, none of our CCGs are appearing at this stage to want to
put any of our services wholesale out to tender, although we can expect specific service
lines to continue to be tendered. The primary focus of our CCGs is stabilising demand
for acute unplanned care and we will remain fully involved in this work.
In terms of commissioning developments, Greenwich CCG is exploring an alliance
approach to contracting its services and Bexley continues to consider a prime contractor/
alliance approach. We are working with both CCGs around these developments.
GPs are moving into provider groups and increasingly into a commissioning role. We are
working with GPs as providers in two/three boroughs and are seeking to make better
links in the other borough. Generally, relationships with primary care are good, although
there remain small pockets of GP concern. The overwhelming issue for GPs is

2

A PEST analysis looks at external factors: political, economic, social and technological. A SWOT analysis
is a more internally focused analysis of the trust’s strengths, weaknesses, opportunities and threats.
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managing the increase in their workload and we need to redesign our services better to
support them with this.
We are working closely with each public health department, in anticipation of the transfer
of commissioning for children’s services and sexual health services. Relationships are
positive with all three departments and we are supporting local health and wellbeing
strategies. We are seeking to build relationships with NHS England in their role as
commissioners of forensic and some children’s services, although this has proved
difficult as their resources are stretched across a large geographical area.
This year is our best ever ‘spread’ of financial risk across our commissioners, with no
commissioner contributing more than 34% of our income. In relation to our marketing
activity, we have been 100% successful in getting through the first stage (PQQs) and a
77% success rate once trhough to the next stage.
Our recent expansion into prison healthcare has made this a newly significant aspect of
our service portfolio.
In terms of social factors, demand across our older person’s mental health, children and
young people, adult learning disability and adult community services continues to rise in
numbers and in the complexity of patient’s needs. Demand for adult mental health
remains stable, although demand for acute inpatient care remains volatile.
We are fully aware of our role in public health and other social issues, such as obesity,
smoking and loneliness. Given the level of contact we have with local people, we need
to ensure that ‘every contact counts’ if we are to play our role in improving health.
Recruiting some professional groups (eg, physiotherapists or health visitors) remains
problematic and is a result of a national shortage in these areas. The impact is felt
financially, in higher levels of agency use. This is a particular issue in systems resilience
(winter pressures)-funded services, where recruitment has to happen very quickly.
In terms of technology, the implementation of Oxleas Rio will be a key challenge in
2015. We still are not fully utilising the benefits of new technologies to improve care and
productivity. This will require a culture change for staff and patients that must become
embedded over the next year.

3.2 SWOT
Our strengths are long standing. Our values are prominent, we remain financially
strong, with excellent staff engagement, a strong reputation for quality and clinical
governance and a culture of innovation. We have a national profile for integration and a
good reputation with stakeholders. Our strengthening relationship with our two acute
trusts will be a significant strength.
We are aware of our weaknesses. Whilst improved, clinical data quality remains
inconsistent in some services. Care planning performance remains variable. Our use of
bank and agency staff is high. We have not fully embraced using new technology and
need to embed this in our culture. ‘Brand recognition’ of Oxleas is sometimes a problem
locally and within London/nationally.
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There are a wealth of opportunities in the market environment and in the changes
being promoted within primary care. Our financial strength enables us to invest in pilot
schemes and promote new financial and contractual arrangements; this also makes us
an attractive partner organisation for other providers, particularly GP groups. New
partnerships with the voluntary sector and other NHS organisations are a good
opportunity to enhance the quality of our services. Owning Queen Mary’s Hospital gives
us a platform to increase the recognition of Oxleas within the local community.
There are threats in the relatively high level of competition locally, although we have
responded well. We better need to understand the cost of our services and communicate
these to commissioners. Commissioners and GPs have become increasingly interested
in putting clinical indicators in place and we need to respond to this challenge. The new
freedoms for primary care may mean that some GP organisations want to offer services
in competition to the trust.
We already offer some services outside of office hours but if we are to remain
competitive, we need a step change in the number of community services open in the
evening and weekends.

4. Ongoing transformation programmes
The ongoing transformation programmes listed below will deliver our three-year SDS
priorities and other requirements that have arisen in this time. They will continue into
15/16. The list does not include the work to respond to bids.

4.1 Trust wide programmes
a) Development control plan for Queen Marys Hospital.
b) Improve and enhance staff engagement
c) CRE savings plans across a range of themed areas, including:
• Integration, where it can achieve better outcomes and save money
• Estates: more flexible use, greater utilisation, rationalisation, income generation
• Sub-contract delivery, where this improves quality and value for money
• Improve procurement
• Reduce spend on temporary bank & agency staff
d) Performance/productivity: bringing all teams to the levels of ‘best in class’
e) Implementation of new technologies and a new clinical information system.
f) Participation in alliance/prime contracting developments
g) Explore new business arrangements with networks of GP practices.

4.2 Major service change programmes
The following service redesign programmes are being undertaken within directorates:
a) Rollout of the Greenwich Pioneer initiative to Woolwich.
b) Redesign of adult and older adult community mental health services.
c) Realignment of adult community health services in Bexley to GP localities.
d) Explore an integrated care organisation with Bexley and Greenwich Councils and
secondment of Bromley social care learning disabilities staff.
e) District nursing development programme in Bexley.
f)
Expansion of intermediate care in Greenwich (Eltham Community Hospital).
g) System resilience programmes in all three boroughs – all directorates other than
Forensic & Prisons are delivering new services and participating in this work.
5

5. Priorities for 15/16
Based on our analysis, it is proposed that the annual targets for 15/16 are:

5.1 Continuation of 14/15 targets
It is recommended that the trust continues to focus on: extending opening hours;
promoting self management; and offering integrated services for physical and mental
health needs.
In an extension of the target last year to review best practice, an additional focus this
year will be on developing up to 5 outcome measures in our mental health services.

5.2 Continuation of SDS/other key work programmes
It is recommended that the trust continues with the set of development and redesign
programmes listed in sections 4.1 & 4.2; with a particular focus on: supporting the
workforce; implementing our IT strategy; and maintaining financial strength.

5.3 New target for 15/16
It is recommended that the trust has one new target that is, to increase the level of
integration and partnership, including: integration with social care; partnerships with the
voluntary sector and other statutory partners; integration with primary care; and
supporting contractual frameworks that promote integration.

6. Review of the Four ‘Must Dos’
The trust four ‘Must Dos’ were presented at the Bexley, Bromley and Greenwich
borough focus groups in February 2015. Members and other attendees were given an
opportunity to review the current wording, the proposals suggested by our governors and
were asked to put forward their own suggestions to focus the four ‘must dos’ and what
we can do to measure them in 2015/16.
Review of the comments and feedback show that our members are in agreement with
the broad 4 areas and these therefore remain the same. The feedback highlights the
importance of a continued focus on supporting carers and families as well as provision of
information in different formats, in a way that is understandable, and accessible to all.
Feedback from the focus groups also confirms our new recommended target of
increasing the level of integration and partnership across social care, the voluntary
sector and primary care.
It is recommended that the trust four ‘must dos’ as broad areas remain the same
however we will revise the indicators that measure our progress towards meeting the
must dos; this will include:
• Clearer patient and carer information on our internet site.
• Information for patients and carers in different formats (not just written)
• Care plans reflecting patient outcomes
• Oxleas staff to complete dementia friends awareness sessions
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APPENDIX 1: Service development strategy 2013/14 – 2015/16, strategic priorities and goals
1.

Enhance quality: ensuring excellence for every patient

1.1

Improve care planning through better patient and carer involvement

1.2

Improve patient and carer feedback from all services, particularly ‘you said, we did’

1.3

Ensure strong leadership in all services

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.

1.5

Monitor and publish waiting times in psychological therapies, therapies and children’s services.

1.6

Develop a quality dashboard

2.

Promote innovation: redesign services with patients, families and commissioners

2.1

Enable patients to access benefits of Patient Choice

2.2

Promote self management and self care across services, including the use of telehealth/telecare and physical
aids equipment

2.3

Implement integrated care planning and care pathways for all services, including a named professional
coordinating the care of those with complex needs, and through the Better Care Fund, integrate in relation to:
• A patient’s mental and physical health needs
• Delivery of health and social care

2.4

Extend working hours in all relevant mental and physical health community services

2.5

Continue our work on social inclusion through supporting user-led/Expert Patient initiatives (such as Recovery
or Wellbeing colleges), with a continuing focus on employment.

1

3.

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

3.1

Monitor and improve productivity:
• Develop a regular productivity report for the Executive, including cost and service levels
• Improve procurement processes
• Introduce more systematic benchmarking
• Achieve our CREs
•
Implement our marketing strategy:
• Ensure our values are visible and understandable
• Implement a stakeholder management strategy
• Develop different contractual frameworks with commissioners

3.2

3.3

Ensure we remain competitive through establishing:
• competitive terms and conditions
• effective performance management
• effective recruitment processes
• high levels of staff satisfaction

3.4

Ensure new staff are recruited to plan, into the expanded health visiting service

4.

Transformational Change

4.1

Implement the Pioneer initiative in Greenwich and transfer learning to Bexley.

4.2

Implement the mental health redesign programme in our adult and older person’s mental health services.

4.3

Agree and implement the QMH development control plan.

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.

2

APPENDIX 2: Progress on the annual plan targets for 2014/15
Annual plan targets
1

As part of patient choice, extend opening hours
for all community services

Progress as at Sept 2014
• Each directorate now has at least one service with extended
hours.
• Directorates should plan to open extended hours across range
of services by Oct 2014; this is unlikely to be achieved:
o Mental health will include extended working in their
consultation on service redesign
o Children’s directorate are including in their bids
o Adult community services will put plans to the January annual
plan meeting

2.

95% of patients receive treatment in 18 wks
Publish on our website.

• 65% of psychological therapy & 66% therapy referrals seen in 6
wks
• 3.2% (610) therapy referrals wait 18+ wks
• 10% (283) psychological therapy referrals wait 18+ wks
• For CAMHS, waits over 18wks are 44.4% in Bromley, 15.4% in
Bexley and 0% in Greenwich
• This information is not yet on the website

3.

Undertake unannounced night visits to all wards
and Board visits to all services

• Achieved.

4.

Publicise staffing levels on inpatient units

• Achieved.

5.

Introduce self-management/self-care approach

• Each directorate should introduce self management in at least 2
3

Annual plan targets
in all Long Term Conditions services
6.

Meet physical and mental health needs of
patients with Long Term Conditions

Progress as at Sept 2014
services by Sept 2014; this is unlikely to be achieved.
• The Pioneer integration project has mental health input in
Greenwich
• The redesign of mental health services will base community MH
teams alongside LTC and other physical care teams, linked to
GP localities
• Screening tool for depression & anxiety and dementia is agreed
and used by LTC teams.
• Screening for dementia in place in intermediate care wards.

7.

Undertake review of best practice in 4 adult
community services and 2 children’s services

• Multiagency review in Greenwich of cardiac care, MSK, COPD
and frailty; report in Feb 2015
• Commissioning of CAMHS in Bromley & Greenwich and
children’s services in Bexley has led to a review of practice.

8.

Publish results of Friends & Family Test

• In progress.

9.

Implement new performance management
framework

• New performance management framework agreed.

10.

Improve procurement processes

• ‘Amazon style’ ordering system will be in place by March 2015

11.

Agree a trust Estates strategy

• Achieved; implementation plan now being produced.

• New supervision policy in place and monitored
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APPENDIX 3: PEST & SWOT
1. Political
1.1 NHS Five Year Forward View
The Head of the NHS, Simon Stevens, led a coalition of six organisations 1 to publish a five
year plan for the NHS. The document identifies three gaps in the NHS.
The health and wellbeing gap: to be addressed through a ‘radical upgrade’ to tackle
chronic public health problems, including support to people to stay in work and to be healthy
in the workplace. A new initiative will introduce integrated personal commissioning based on
a ‘year of care’ budget for people with complex needs – this could transform health care for
this patient group.
The care and quality gap: addressed through a range of different models, including new
models of integration with primary care, new urgent and emergency care networks, new
ways of making small hospitals viable and enhancing care in Care Homes. It is expected that
up to two-thirds of England will be covered by these models by 2021.
The ‘new deal’ for primary care specifies two new organisational models:
•

Multispecialty providers – GP practices can federate to employ other health staff, take
over running community hospitals, expand diagnostics, admit to acute care, delegated
responsibility or combined health and social care budgets, etc.

•

Primary and acute care systems – successful trusts can provide NHS list-based GP
and hospital services together with mental health and community care services.

The five year ambitions for mental health include genuine parity of esteem and waiting times
for psychological therapies and early intervention in psychosis services.
With regard to the funding and efficiency gap, the document makes the case for £8bn
additional funding for the NHS, although reinforces the need for the Health Service to make
at least 1.5% efficiencies each year.
1.2 2015 Election
The NHS will be a key issue in the Election next year.
The Conservatives have reinforced their commitment to keeping the marketplace in the
NHS. At this year’s Annual Conference (2014), Jeremy Hunt stated their commitment to
personal control over care, achieved through integration of health and social services.
There are plans to train an extra 5,000 GPs and everyone will have access to weekend/
8.00am – 8.00pm appointments. Over 75s already have a named GP responsible for their
care; from 2015, every person will have a family doctor named on their record. In addition,
every patient in England will be able to access their own medical record online.
Nick Clegg in the Liberal Democrats Annual Conference committed to putting mental health
on the same legal footing as physical health. Waiting times for talking therapies will be
introduced so that most people are seen in six weeks, 18 weeks maximum. Young people
experiencing psychosis for the first time will be seen within 2 weeks.
1

NHS England, NHS Health Education England, Public Health England, Trust Development Agency, Monitor,
Care Quality Commission
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Norman Lamb committed to a £1bn transformation fund. He announced: incentives for
people to stay healthy; promoting integrated care and pooling the health and social care
budget, an annual Carers bonus of £250 for carers to spend on whatever they want and a
carers passport for extra support, such as free hospital parking or access to the gym.
The Labour Party’s vision for the NHS 2 is: ‘one service, one team, one person to call’. They
will repeal the Health & Social Care Act (2012) and make the NHS the preferred provider.
Hospital trusts and other NHS bodies will evolve into NHS integrated care organisations,
working from home to hospital coordinating all care – physical, mental and social.
There is a commitment to recruit new teams of home care workers, physios, OTs, nurses,
midwives, with GPs at the centre. Mental health nurses and therapists will be included in
these teams. There will be new support for carers, including the right to care in their home if
they wish it.
The result of the election could be a political instability if no party wins overall control. This
may delay the implementation of the Five Year Plan and could lead to ‘planning blight’ if
there is no clear political forward view. All parties are likely to increase the pressure to
achieve ever greater value for money. Another economic slump and/or an increasing
number of failing trusts could see the NHS budget being reallocated from successful trusts to
financially struggling trusts.
1.3 Care Act 2014
Under the Care Act 2014, local authorities will have to ensure that local people:
• Receive services that prevent their care needs from becoming more serious
• Get information and advice to make good decisions about care and support
• Have a range of high-quality care providers to choose from
New duties to promote people's wellbeing will apply also to carers. For the first time, people
can appeal against council decisions on eligibility and funding for care and support. There
will be a duty for local authorities to cooperate generally with partners and specifically with
other local authorities and their statutory partners.
1.4 Health & Wellbeing Boards (HWB) & the Better Care Fund
Health and wellbeing boards assess their local community's needs, agree priorities and
encourage commissioners to work in a more joined-up way. They undertake the Joint
Strategic Needs Assessment for the borough and develop a joint strategy for how these
needs can be best addressed. This includes recommendations for joint commissioning and
integrating services across health and care.
We have now been invited to join the Greenwich and the Bexley HWBs.
HWBs oversee the Better Care Fund. The Better Care Fund is made up of monies
transferred from local NHS budgets into a shared pooled fund. The aim is to incentivise the
NHS and local government to work together more closely around people, placing their wellbeing at the centre of health and care services.
The Better Care Fund plans have to show how emergency admissions will be reduced and
how the provision of social care will be protected. In addition, Health and Wellbeing Boards
need to set improvement targets against:
• admissions to residential and care homes
• effectiveness of reablement and delayed transfers of care
2

Speech by Andy Burnham MP to Labour’s Annual Conference, Manchester, 2014
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• patient / service user experience
The Better Care Fund plans will have significant implications for our community services.

2. Economic
2.1 What are our CCGs’ plans?
All our CCGs remain focused on diverting activity from acute care, particularly unplanned
activity, through new service models in primary and community services. They increasingly
are looking to award a single contract to a group of NHS and non-NHS providers to work
together to deliver all aspects of care for particular condition or service.
Greenwich have committed to developing a single contract approach to the provision of
MSK 3, COPD, cardiac care and frailty services. Relationships are positive and the CCG has
acknowledged our efforts in responding to recent A&E pressures.
Bexley are committed to a prime contractor approach with a significant reduction in contract
value. Their commissioning intentions for 2015/16 note only children’s services and adult
mental health.
Bromley CCG have not given any indication that they are planning to tender mental health
services although have indicated that they may tender day services, including our Horizon
House.
2.2 What are our local authorities’ plans?
Bexley and Bromley local authorities are moving towards being commissioner-only
organisations.
In Bromley, ALD staff are being seconded into Oxleas and if we are successful with the
older adult social care bid (see below), there will be further Tupe of LBB staff to Oxleas.
In Bexley, we are at the start of exploring the integration of health and social care provider
services into a new integrated care organisation (ICO).
The Royal Borough of Greenwich is undergoing a number of personnel changes: there is
a new chief executive and the director of adult services and both associate directors of adult
services posts are vacant. We would like to consider establishing an ICO in Greenwich and
will seek their views over the next few months. We would in addition, like to put an integrated
children’s service in place if we are successful in the tender process.
2.3 What are our GPs’ plans?
We have seen a major change in the last year in the level of involvement of our CCG GP
bodies with commissioning and managing our contract. This is welcome, although it can be a
cause of significant tension between GPs and the trust (eg., some GP’s concerns re district
nursing in Bexley).
Greenwich GPs are federating into primary care networks. We have been approached to
explore how we might support this development. Relationships are very positive.
We are working with Bexley CCG to realign our community and mental health services onto
their three GP localities. Relationships remain strained with some GPs.

3

MSK: musculo-skeletal services for conditions affecting muscles and joints. COPD: chronic
obstructive pulmonary disease, a deteriorating ling condition mostly caused by smoking.
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Relationships with Bromley GPs are largely positive, although overall, there is less contact.
The CCG GP body has wished to oversee our mental health redesign, although it has been
difficult to get the process established.
The move to GP federations may have significant implications for the trust next year, both in
terms of whether the federations take on micro commissioning responsibilities and/or work
with the trust in a provider partnership.
2.4 NHSE commissioning plans
It is not clear how our public health departments will respond once they have commissioning
responsibility for universal children’s services (aged 0-5) in October 2015 – a number of
services will be mandated but we can anticipate some changes in how our health visitors
work.
In our forensic services, the pressure on the national specialist services commissioning
budgets means that we can anticipate further cuts in our forensic contracts.
We have a good relationship with the UKBA, including a number of discussions as to how
we can better support them with forensic patients who will be deported.
2.5 Our position in the marketplace
The 2014/15 income breakdown by our key commissioners is as follows:
Commissioner
Greenwich CCG
Bexley CCG
Bromley CCG
NHS England
Local Authorities
Other

%
34
21
16
17
5
7
100

£’000,000s
64
40
31
32
9
12
187

This is our best ever ‘spread’ of risk across our commissioners.
We have performed well in bidding for services. In 2013/14, we had a 100% success rate at
getting through the PQQ and a 77% success rate once into the ITT (up from 55% in
2012/13). We have been successful as a single organisation and in partnerships with other
trusts, social services and third sector organisations.
In 2013/14 we successfully bid for:
• Bexley Integrated MSK services, with Kings as prime contractor
• Primary care and pharmacy services across Kent prisons
• Adult mental health care across Kent prisons
• Bexley Integrated Cardiac services, Guy’s is prime contractor
• Bexley mental health day services, in partnership with Bexley Mind
Our two unsuccessful defensive bids have been for the urgent and unscheduled care
services in Bexley and the emotional wellbeing service in Bromley.
Ongoing bids are:
• Integrated children’s services in Greenwich
• CAMHS in Greenwich
• Integrated services for children and young people in Bexley
• Adult social care services for older people in Bromley
8

•
•
•

Greenwich urgent care services
Belmarsh prison health services
Medway secure training centre

3 Social
The population will increase in our three boroughs. This will impact most on our services for
those over 65s. National estimates are that 12% of people over 65 now have three or more
long term conditions, 34% two or more and 67% one long term condition.
3.1 Demand for our services
We are predicting a rise in demand across most of our services next year and already have
programmes to manage this within each directorate:
Older people’s mental health services: caseloads are predicted to grow by 200 cases
each year. We will deliver the Dementia Strategy and meet demand through new
technologies and the development of ‘primary care plus’, through our community services
redesign.
Adult mental health services: the mental health redesign programme and closer working
with GPs through shared care, will help manage caseloads; we also are developing our IAPT
service better to manage demand. We anticipate in Greenwich that demand for our crisis
service will remain high.
Adult community health services: demand for long term conditions services are predicted
to grow, with greater numbers having more than one long term condition. Projections for
musculo-skeletal services point to a 20% increase in activity in Greenwich over the next two
years. District nursing services are seeing increasing complex patients. The pressure on
intermediate care and admission avoidance/ discharge services remains high, as local acute
services struggle to meet the demand for unplanned care. Demand for our rehabilitation
services is also growing.
Children and young people’s community health services: referrals to universal children
and young people’s community health services in Bexley are expected to grow by 14% in
2014/15 and 10% in 2015/16. Specialist children’s services in Greenwich expect to see an
8% increase in demand and activity by the end of 2015/16.
The most pronounced growth in demand and activity in Greenwich is predicted in Health
Visiting. This is being addressed through additional posts, as part of NHS England’s national
programme of investment, although we are struggling to meet the national recruitment
targets.
Children’s specialist services are out to tender in Bexley and Greenwich and we are
developing new pathways to manage demand within the CCG’s financial envelope.
Forensic inpatient services: we have seen an increase in referrals to our medium secure
inpatient services, resulting in increased bed usage within the Bracton Centre. For the first
time in many years, NHS England are placing NHS patients in private sector beds on our
behalf. We are considering a business case for a new unit that will include patients who are
the responsibility of the UKBA.
Prison services: the extension of our Kent Prisons contract from July 2014, increases the
number of primary care patients seen by approximately 10%.
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The West Kent prison estate is to be reconfigured with the anticipated closure of one of the
smaller prisons. HMP Maidstone has been re-rolled to deal with foreign nationals, as a result
we do not anticipate any increase in demand for our primary care services.
Children and adolescent mental health services: referral and activity numbers have
remained relatively consistent over the past four years. The service has seen an increasing
number who self-harm and often require intensive treatment plans.
Learning disabilities: demand will rise in particular areas, notably the increased number of
surviving premature babies with complex and long term conditions and an increase in
dementia in younger adults with Downs syndrome. It is not clear if all those who might
benefit from the service are being identified in childhood and a planned improvement in
assessment and identification may increase caseloads.
In addition, there are a number of learning disability patients who are placed in step down
treatment units outside of area. We are investigating the development of a step down facility
on the Atlas House site.
3.2 Public health and other social issues
Our role in raising awareness of public health issues will become more prominent and we
will be expected to address obesity, smoking and alcohol use within all services. We will be
expected to raise awareness of dementia and to work closely with GPs to coordinate support
for people who receive an early diagnosis.
We must make every effort to be accessible to growing immigrant populations so that they
are confident in using our services and do not use A&E as the ‘default’ position to receive
healthcare.
Loneliness increasingly is recognised as an important factor in mental wellbeing and
recovery from physical health problems. For our patients, this is a significant issue and, if
services are to be fully effective, we will need to support people to be less lonely.
As the ‘squeeze’ on welfare benefits increases, supporting people to work or return to work
will become increasingly important. Tackling the stigma associated with mental ill-health will
continue to be central to our values.

4. Technology
In the last year, there has been a huge national impetus to implement new technologies in
health and social care and there are many new technologies that improve self management
and the delivery of care and increase productivity.
We have allocated £8.5m of capital over the next five years to improve our IT infrastructure.
This will include implementing our new clinical system, developing live information
dashboards, video conferencing to reduce staff travel between bases, and stepping up the
introduction of new technologies into the workplace. This will improve care and enhance our
reputation with commissioners as an innovative provider.
The culture change needed for staff fully to embrace these developments is significant and
will require a major change programme. We must also support our patients to change their
view about how they receive healthcare. Some may need help to use the benefits of
technology to become ‘expert patients’ and to interface with our service in different ways
(through for example, the use of an app or through texting).
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5. SWOT
Our strengths are long standing. Our values are prominent and visible. We remain
financially strong, with the best staff engagement, a strong reputation for quality and clinical
governance, an open and transparent culture, good links between the Board, the executive
team and clinicians, and with a culture of innovation and drive towards ‘being the best’. We
have a national profile for integration and a good reputation with other statutory and
voluntary sector stakeholders.
Our size may be a strength – we are neither too small nor too large. We are well placed
strategically, to put ourselves at the centre of our local health and social care systems.
We are aware of our weaknesses. Whilst improved, clinical data quality remains
inconsistent in some services. Care planning performance remains variable. Our use of bank
and agency staff is high and we need to focus particularly on reducing agency use.
We could do more to encourage staff to contribute to innovation and put forward their ideas
to improve care. We have not fully embraced using new technology and we need to maintain
progress to embed this in our culture.
We need to offer our governors every support to be fully involved in the trust.
‘Brand recognition’ of Oxleas remains a problem both within our three boroughs and within
London/nationally.
There are a wealth of opportunities in the market environment and in the changes in
primary care. We must continue to develop innovative models of integrated care. Our
financial strength enables us to invest in proof of concept schemes and promote new
financial frameworks and contractual arrangements; this also makes us an attractive partner
organisation for other providers. New partnerships with the voluntary sector and other NHS
organisations are a good opportunity to enhance the quality of our services and increase the
number of people who have contact with the Trust.
There are opportunities in the increasing number of tenders and in our greater involvement
in Southeast London emergency planning to promote Oxleas. Owning Queen Mary’s
Hospital also gives us a platform to increase the recognition of Oxleas within the local
community.
There are threats in the relatively high level of competition locally, although we have
responded well. We better need to understand the cost of our services and communicate
these and our clinical outcomes, to commissioners. We need to be responsive to local GPs
and support greater involvement of the GP body in commissioning and contract
management. The new freedoms for primary care may mean that some GP localities may
start to offer services in competition to the trust.
We already offer some services outside of office hours but if we are to remain competitive,
we need a step change in the number of community services open in the evening and
weekends. When we do make changes to services, we need to ensure that our marketing is
‘fit for purpose’ and that we don’t allow other local or new providers to be seen by the public
as the local health service.
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