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98th Meeting of the Board of Directors
Thursday 3 September 2015
Room 4, Memorial Hospital
Board of Directors
Dave Mellish
Archie Herron
James Kellock
Stephen James
Anne Taylor
Seyi Clement
Stephen Firn
Helen Smith
Ify Okocha
Jane Wells
Ben Travis
Simon Hart

Chair
Vice Chair and Non-Executive Director
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Non-executive Director
Non-executive Director
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Medical Director
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Director of Finance
Director of HR and Organisational Development
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Iain Dimond
Rachel Evans
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Sally Bryden
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Director of Adult Mental Health and ALD Services (for item 11)
Director of Estates and Facilities (for item 17)
Head of Partnership (for item 21)
Associate Director of Corporate Affairs and Trust Secretary
Risk Manager (Minutes)

Members of the Council of Governors in attendance
Steven Brooks
Public: Bexley
Rob Imeson
Public: Greenwich
Baeti Mothobi
Service User/Carer: Older People’s Mental Health
Lesley Smith
Service User/Carer: Working Age Adult Mental Health

Action
1

Apologies for absence
Paul Ward, Non-executive Director

Noted

2

Minutes of last meeting
Page 1: It was noted that Seyi Clement was present at the meeting on 2 July 2015.
Page 2: Clarify that in Greenwich borough patients are above commissioned numbers but there are
also bed pressures in other boroughs.
Pending these amendments, the minutes of the meeting of 2 July 2015 were approved as an accurate
record.

Approved

3

Matters arising from the minutes of the last meeting
Page 1: DA pleaded guilty to manslaughter and has been detained in a secure facility under Section
37/41 of the Mental Health Act. There has been no further communication from NHS England on the
Independent Enquiry.
Page 1: Oxleas RiO for Community Health has gone live as planned and the mobile working function is
working well. The merge to one instance of RiO will take place next month.

Noted

4

KPI Report
Noted
All Monitor targets have been met, including the target for CPA clients followed up within seven days of
discharge from inpatient setting. For the RTT non-admitted indicator, the Trust overachieved the target
with 98.8% with one breach and for the RTT incomplete pathway indicator, the Trust overachieved the
target with 99.6% and three breaches. There has been some slippage for the internal psychological
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therapies 18 week RTT pathway indicator and there is a focus on improving performance in Bexley and
Bromley CAMHS. Joint working with other providers has improved occupancy rates in the intermediate
care units and five extra beds were opened on Meadowview to enable us to meet demand. It was
noted that the reduction in bed base in Older People’s Mental Health and the PICU is not reflected in
the report.
SC – Why do teams struggle with outcoming appointments in Adult Community Health Services?
SF – Historically, there were different methods of recording this. It is expected that the full
implementation of mobile working will improve performance.
JW – Specific issues in the July data have been addressed through training. Teams are now taking
ownership of this.
SC – Can we improve on DNA rates?
IO – Much of this is due to children in care moving to a new address without the Trust being informed.
This is an issue we need to address.
5

6

7

Referral to Treat analysis
The Board noted the report analysing the referral to treat data for the Children and Young People’s
Directorate. Action has been taken to address both data quality issues and true breaches. The report
next month will focus on Adult Learning Disability Services.
JK – Is staffing an issue?
SF – We are not aware of any staffing issues.
SC – Are there issues with Speech and Language Therapists in Bexley?
SF – The Trust does not employ many staff in this group.
SJ – What assurances are there that treatment continues to be provided after the initial appointment?
SF – This will be the next step after we have assurance that we are meeting waiting times targets.
Those in urgent need of treatment will be prioritised.
IO – It will take more time to gather this data.
DM – A plan for this is to be presented to a future Board.

Noted

Service Delivery Report
The Valentine Practice Health Visitor Service (16 staff) transferred to Oxleas on 1 September 2015. This
means that Oxleas now provides the health visitor service across Greenwich borough. We have been
successful in the bid with Metro to provide sexual health services in Greenwich. This will complement
the existing CASH service. It was noted that activity levels have increased since CASH returned to the
re-furbished Market Street location. At the recent Annual Nursing Conference, Juliet Blenman, Nurse
for Embedded Learning won the Nurse of the Year Award for her work on pressure ulcers and Sue
Phillips, Parkinson Disease Nurse Specialist received the runner award up for nursing excellence. The
mental health redesign will go live on 28 September. There will be no redundancies. The re-design will
have a positive impact on service delivery and joint working with primary care.
JK – Will there be a time delay before staff recruited to prison service posts can take up their roles?
SH – Staff will need to go through the prison service clearance process which can take some months.
SJ – Could they be offered work in other areas of the Trust in the interim, to ensure we do not lose
them?
SH – We will look into progressing this.

Noted

HS

SH

Governance Board update
Approved
The Governance Board last met on 21 July 2015. One risk was reduced, two risks were escalated and
one new risk was accepted.
Reduced risks
FN7: National policy is to introduce greater competition in the healthcare sector, which will lead to
more services being put out to tender. There are opportunities as well as threats, but there are financial
risks associated with losing contracts. This risk was reduced as commissioners are looking at other
models for tendering services. Consequence remains at 4, likelihood reduced from 3 to 2, risk rating
reduced from HIGH (12) to MODERATE (8).
Escalated risks
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. This risk was increased in light
of the current upward trend in agency staff usage. Consequence remains at 3, likelihood increased
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from 3 to 4, risk rating increased from MODERATE (9) to HIGH (12).
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. This risk was increased in light of delays to
the Capital Programme. Consequence remains at 3, likelihood increased from 3 to 4, risk rating
increased from MODERATE (9) to HIGH (12).
New risks
1.7: If the Trust cannot reduce the use of temporary staff to fill recruitment gaps and roster gaps, there
is a risk that this will impact on quality, safety and patient experience. This risk was opened to
recognise the quality impact of high agency staff usage as well as the financial impact. Consequence =
3, likelihood = 4, risk rating = HIGH (12).
AT – Do we have a feel for why risk FN7 has reduced?
SF – The focus has moved from competition to collaboration.
JK – Should the Corporate Risk Register include a risk on the impact of the CQC inspections?
SF – We will open a new risk to recognise the reputational impact of a rating of less than good. This
will be rated as a consequence of 4, but with a low likelihood of 2.
The Board of Directors approved the changes to the Corporate Risk Register.
8

IO

Quality Report
Noted
QSIP
There are five amber indicators and two red indicators. The two red indicators are:
• PS1.2MH – 48 hour follow up of patients admitted following self-harm/suicide attempt
• CE2.2MH – Consent to treatment obtained for patients detained under the Mental Health Act (S58)
The five amber indicators are:
• PE1.1 MH – Carer details recorded on RiO
• CE2.1MH – Patients detained under the MHA are provided with information about their rights and
this is recorded on RiO (S132)
• PS2.2MH – Number of reportable C.Difficile infections
• PE1.3CH – Care plans on RiO for District Nursing teams
• CE1.4CH – Percentage of patients waiting under 6 weeks for a diagnostic assessment in audiology
services. This has improved on last month’s position.
CQUIN
The Trust has achieved 12 out of 15 indicators. The A&E department at the PRUH will need additional
funding to meet the target to increase the number of mental health assessments initiated in A&E
within 2 hours. For the cardio-metabolic assessment and treatment for patients with psychoses
CQUIN, the Quality Team has worked with the Practice Improvement Facilitator to support teams in
achieving the goals.
SC – How can we improve performance for the 48 hr follow up? Can we ensure that there are no
discharges without the HTT being made aware?
IO – We would struggle to achieve this. It is for in-patient teams to ask the right questions and ensure
that a referral is made. We continue to remind teams of the requirements and breaches are followed
up individually with staff. The numbers are very low and there have been no serious incidents where
this has been identified as an issue.
JK – Is the referral to the Home Treatment Team a systemised process?
IO – There is a robust process but discharges are not always agreed in the ward round.
AH – If we do not get additional funding at the PRUH A&E, will we lose income from the CQUIN?
IO – The CQUIN was negotiated on the understanding that we get the funding.
SC – The CQC report on Betts Ward suggests that consent to treatment is an issue.
IO – This was an error in the report and the comments relate to two different patients. This has been
addressed with the inspector.
SC – A similar issue was raised on Goddington Ward.
IO – This was a different issue relating to documentation.
Patient Safety
The Trust is trailblazing with Sign Up to Safety. New policies for falls RCA and pressure ulcers have been
ratified. Reducing harm from medication errors champions have been identified. The policy on
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assessing and preventing the deterioration of people with enduring mental illness has been reviewed.
Duty of Candour is included in the Trust induction and has been incorporated into University of
Greenwich teaching programmes. Four serious incidents were reported in July 2015. There has been a
good response to the Safety Thermometer. We are driving forward the work on emergency life
support and are looking at creative ways of embedding learning and sharing across teams. There is
some work to do on ensuring that Datix is used for documenting and tracking actions. There are no
overdue CAS alerts. Medical devices processes will be audited by KPMG in September 2015. Mental
Capacity Act workshops are being rolled out for in-patient services between September and December
2015. A recent internal review of safeguarding adults structures in light of the Care Act identified some
areas for improvement. We are on target for Safeguarding Children training. There has been an
improvement in compliance for completion of monthly infection control audits. The commencement of
the flu vaccination campaign is imminent and ten champions have been identified in each directorate.
Safe staffing
The review of safe staffing undertaken by KPMG was awarded a rating of amber/green (significant
assurance with minor improvements). Recommendations for improvement relate to undertaking a
quarterly review, developing Standard Operating Procedure to responsibilities of different staff groups,
a review of weekend working and development of a dashboard.
DM – Why are the number of sections under the Mental Health Act going up?
JW – We are exploring the reasons for this.
SF – We need to audit to understand the context behind the figures.
SC – Does the policy on assessing and preventing the deterioration of people with enduring mental
illness take into account the learning from the AD incident?
IO – AD was not a deteriorating patient in that sense.
9

Compliance Report
Noted
Following anonymous concerns raised about bed availability, the CQC asked the Trust for further
assurance on a number of areas. Critical issues were around hosting and guesting arrangements. A full
response has been sent to the CQC and a new bed management policy has been developed to provide
staff with guidance on how bed pressures should be managed. This is monitored closely through the
daily bed state and incident reports. The CQC Project Group held its fourth meeting on 11 August 2015
with a focus on the effectiveness domain. Areas of further focus were identified in relation to care
planning, risk assessments, consent and evidencing that actions from clinical audits have been
completed. By the end of the year, 52 peer reviews will have been completed. The programme of
preparation workshops also continues.
SC – Is there a cost implication in implementing the actions on bed pressures?
IO – There will be some costs in making three additional rooms fit for purpose such as anti-ligature
work. There is also the cost of purchasing private beds, but there will be some occasions when none
are available.
SF – Until July, we took the view that it was preferable for people to be slept out on rehabilitation units,
but we recognise that this has patient experience implications. The number of sleepovers has gone
down but there is an increase in the use of private beds.
DM – We need to do more work on understanding why we have more voluntary patients compared to
other trusts. Acute beds should not be used as respite care.
IO – This is not just a concern for in-patient services. This is a whole systems issue.
ID – This is reflected in the action plan. There are some actions that community teams have been asked
to undertake and these are monitored weekly by the senior management team. A high number of
voluntary patients is not necessarily a negative indicator as we should use the least restrictive practice.
SF – We have focused on bed occupancy, which is the end point. We need to understand where the
demand is coming from.

10

Serious incident reports – AD and TB
BT presented the two reports on Goddington Ward incidents which occurred in April 2015. The report
from a third incident in June 2015 will be presented to the Board of Directors in October, together with
a review of overarching themes.
AD – 8 April 2015
AD was a 25 year old man who died on 8 April 2015 after being hit by a train. A coroner’s inquest will
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be held in November 2015. As AD had been discharged from Goddington Ward on the day of his death,
a Level 5 inquiry panel was established to consider the care and treatment he had received from the
Trust. The Panel was chaired by the Director of Finance who presented the findings to the Board. The
panel concluded that there were no root causes and that his death could not have been predicted or
prevented. The panel made eight recommendations:
1. When patients disclose physical symptoms, the impact of these symptoms must be taken into
consideration in risk assessment and care planning. If staff are not familiar with particular
symptoms and they do not resolve, they should make every attempt to seek further general or
specialist medical advice.
2. On admission, a clear plan should be drawn up by the clinical team with the patient regarding the
purpose of the admission, and the care and treatment that the patient is to receive. This should
include a clear summary of the patient’s risks and how these are to be mitigated.
3. Clinicians to ensure that there is protected therapeutic engagement time of one hour per day
(NICE CG136) so that assessment of risk and mental state is ongoing throughout a patient’s
admission.
4. All staff are reminded of the importance of the information and perspective that families and
carers can bring. Families and carers should be listened to and their perspectives carefully
considered when assessing a patient and planning their care. This should be achieved through
embedded learning events, quality newsletters, and discussions during supervision.
5. Ward staff read and ensure that they implement the Oxleas guide: ‘Confidentiality: A common
sense guide for carers, family and friends’.
6. When patients do not consent to carers attending ward round and carers are on the ward, the
doctor leading the ward round must meet with the carers and invite them to contribute.
7. For patients re-admitted within 28 days of discharge from inpatient services, the admitting ward‘s
clinical team must have a case discussion with the discharging clinical team.
8. All staff are reminded of the importance of recording relevant information onto the clinical
system. Views of carers and families should always be recorded as these assist with the
assessment and treatment of patients. Handover meetings should also be recorded on the
system.
TB – 8 April 2015
TB was a 48 year old man who died on 9 April 2015 following an overdose of prescribed medication,
alcohol and blood-loss as a result of self-harm. The coroner’s inquest returned a verdict of suicide.
As TB was on leave from Goddington Ward on the day of his death, a Level 5 inquiry panel was
established to consider the care and treatment he had received from the Trust. The Panel was chaired
by the Director of Finance who presented the findings to the Board. The panel concluded that there
were no root causes and that his death could not have been predicted or prevented. The panel made
six recommendations:
1. Every patient must be assessed in a consultant led multidisciplinary review on admission and at
least weekly thereafter; and following this, a clear care plan and risk assessment should be
formulated.
2. The practice of granting ‘escorted’ leave to voluntary patients should cease. If clinicians are
concerned about the appropriateness of a patient leaving the ward unaccompanied, detention
under a section should be considered.
3. When a patient is on the ward voluntarily, a clinician initiates a conversation with the patient prior
to leaving the ward to assess the patient’s plans, intentions, and mental state – in essence, a risk
assessment prior to the patient leaving the ward and what should happen if the patient doesn’t
return. This should be for each time the patient leaves the ward and this should then be recorded
in RiO.
4. A set of minimum standards are established for the medical staffing establishment and job plans
on adult acute inpatient wards.
5. A requirement is established that care co-ordinators attend ward rounds. Where this is not
possible consideration to the use of alternative technology should be sought.
6. All patients on the ward at any time must have their own room (ie their own personal space).
Furthermore, the panel recommends that no sleepovers take place outside of acute units.
Action plans have been developed for both incidents. These mostly relate to re-iterating good practice.
The one new process relates to recommendation 7 from the AD incident. The Trust Carers Lead has
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been asked to engage with staff to support them to understand the experience of being a carer.
JK – Why is it necessary to introduce minimum standards and job plans?
IO – The pattern of work varies. We need to bring consistency to this.
JK – Some of these recommendations appear to be what should already be expected practice.
IO – People have different interpretations and we need to reduce this.
11

Well-led review action plan
Approved
The Trust will adopt the revised governance structure as recommended in the Well Led Review from
October 2015. These changes require new terms of reference for the Quality Committee, Risk
Committee and the Workforce, Learning and Development Committee. Each of the committees will
have two NED representatives. The Terms of Reference for the Audit committee and the Business
Committee are unchanged. These changes also alter the reports that will be received by the Board.
The key elements of the KPI Report and Compliance Report will be incorporated into the Quality Report
and the Risk Committee Report. The report from the Director of Service Delivery will continue to
highlight developments in service directorates and will also address any operational performance
issues. Consideration has been given to whether a change in the date of Board meetings would
materially improve the quality or timeliness of data in Board reports. Advice from colleagues in
informatics is that this would not make a significant difference and it is proposed that Board meetings
continue to be on the first Thursday of each month. A timetable for reporting and NED attendance will
be agreed outside the meeting.
AH – The Quality Committee Terms of Reference should make reference to value for money. The Board
should receive a report every month. The Director of Informatics should be included in the
membership for the Risk Committee. For all three committees, the quorum should also identify the
senior staff who must be in attendance for the meeting to take place.
SJ – The Terms of Reference should also say that we will judge ourselves against our own standards as
well as those of others.
Pending these amendments, the Terms of Reference were approved by the Board of Directors. These
SF, IO and
will be presented to the next meeting of each committees. An update on the Well-led Review action
SH
plan will be presented to the Council of Governors in September 2015.

12

Council of Governors update
The Annual Members Meeting will be held on 30 September 2015. Six new governors (three public,
one service user/carer and two staff) will formally join the Council of Governors. The Nominations
Committee will interview candidates for non-executive director posts on 9 September 2015. The next
meeting of the Council of Governors is on 17 September 2015.

13

Updated constitution for Oxleas NHS Foundation Trust
Approved
The Constitution has been updated to reflect the changes agreed at the July meeting of the Board of
Directors:
• removal of any references to dissolved entities and time expired provisions eg Audit Commission,
the Strategic Health Authority
• noting that Board meetings are now in public
• adding the Fit and Proper Persons Test (for Governors and Directors)
• removing and updating references to our Patients’ Forum and other changes within the
organisation.
These changes were approved by the Board of Directors. Further changes that will affect the powers or
duties of the Council of Governors will be taken to the Annual Members’ Meeting on 30 September for
members to vote on. These proposals are to adopt new model election rules and change our staff
constituencies to reflect our directorate structure.

14

Audit Committee update
Noted
The Audit Committee met on 25 August 2015. All recommendations from internal audits are
progressing well. The Committee received the internal audit on safe staffing levels. The report from
the local counter-fraud specialist focused on minor frauds. A recent fraud awareness survey identified
some areas for further improvement. Over 90 day debt stands at £3.6m and more resources have been
put into place to resolve this. The Committee also received a number of policy updates.
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Business Committee update
The Trust has received a letter from Guy’s and St Thomas’ Trust confirming their agreement to proceed
with the provision of renal services on the Queen Mary’s site. Approval from their partner Diaverum is
expected imminently.

16

NED report – Board visits
Noted
DM – HIV Team: Impressed with the work of the team which has a high caseload. Three quarters of
patients also have mental health needs and many have no resource to public funds. There was a plea
for more resources. There was no formal link between Adult Mental Health and Forensic Services and
this has been followed up with service directors.
Falls, rehabilitation and neuro team: A positive visit. The teams are under pressure due to demands on
their service. The team said they need more administrative support to ensure RiO is kept up to date
and this will be reviewed.
AT –Tall Trees: There are some issues with damp. Some equipment needs to be replaced and the use
of purchasing cards is being explored to address this. There were some questions around who the
service is aimed at.
The Older Persons Service (TOPS): No concerns identified.
AH – HMP Rochester and HMP Cookham Wood: ‘New ways of working’ continues to cause difficulties
with health service staff having access to patients. There are also some ICT issues as the computers are
provided by the prison service. Eight staff are sharing one computer. Solutions such having a link to
staff homes are being explored. Staff perform well against these pressures. HMP Thameside: A
number of agency staff have now joined the Trust Bank. Some concerns were raised about the time
taken to process patients. Teams are working hard to make improvements. John Enser has identified
funding to improve ICT.
SJ – Day Treatment Team, Erith: This was a good team but staff were anxious about the future and the
move to Sidcup. The team were frustrated that they could be used more to keep people out of
hospital. There is a signage issue on the site.
SF on behalf of JK – Paediatric Speech and Language Therapy Summer School: This team run courses to
help children aged 4 with speech language impairment prepare for mainstream school. Patient
feedback has been very positive and staff are keen to make more use of technology.
DM on behalf of Paul Ward - Short Term Intervention Team: Staff expressed concern about change and
the introduction of hot desking.

17

Capital Investment Committee
The following items have been considered by the Capital Investment Committee.
Stage 3 fees for the redevelopment of QMH
The Stage 3 fee has been agreed with GalifordTry at £813,440.37 plus VAT, which relates to the full
design and procurement of the works. Our cost managers, Turner and Townsend, have reviewed the
activity schedule and have recommended this as value for money. The activity schedule has been
assessed and includes adequate resources to deliver this phase of the scheme. Due to the need for
approval by the end of August, the Capital Investment Committee approved the Stage 3 fee up to the
submission of the Guaranteed Maximum Price (GMP). The Board agreed to ratify this decision.
Refurbishment of Highpoint House
This project provides the opportunity to improve the building to enhance the internal environment for
the benefit of patients. Young people who use the services will be involved in agreeing the detailed
design to ensure the building is child focused. Services will be decanted to the Memorial Hospital
whilst the work takes place. The Board approved expenditure of £1,785,000 capital to refurbish
Highpoint House and the award of the associated construction contract.

Approved

18

Quarter 4 Annual Plan ratings
Monitor completed its review of our one-year operational plan and Q4 submission and has confirmed a
continuity of service risk rating of 4. No concerns were raised in relation to the operational plan.

Noted

19

Monitor Revised Risk Assessment Framework
Noted
In August 2015, Monitor published its updated Risk Assessment Framework. This introduces a ‘financial
sustainability risk rating, a new 2* rating and a value for money governance measure. All foundation
trusts will be required to submit monthly financial information.
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Finance Report
Noted
As at the end of Month 4, the Trust has achieved a surplus of £50k against a plan of £0.25m. The
current position includes the release of £173k of non-recurrent funding. The Trust is aiming to achieve
a surplus of £1m and expects to break even. The Trust has received £5m PDC from the Department of
Health for the re-development of QMH. High agency staff usage continues to account for overspends.
Under the new Monitor Risk Assessment Framework, the Trust scores 3.0 which denotes ‘emerging or
minor concern potentially requiring scrutiny’ with potential enhanced monitoring. We are comfortable
with this rating as there are no major adverse consequences. There has been a 10% increase in bank
staff usage, which is a positive indicator of a reduction in agency staff usage. Weekly pay has been
introduced for bank only staff but this has not been taken forward for substantive staff undertaking
bank shifts due to issues in the way in which tax deductions are calculated. The pilot on matching bank
pay rates to substantive pay rates will be rolled out to all staff on the bank. Monitor have issued
guidance on caps on nurse agency spend and the Trust is working through the data to understand our
position. The outcome of this analysis will be reported to the Business Committee and then to the
Board.
SC – Is there a sense of whether agency spend is decreasing?
BT – It is higher compared to last year. Nursing staff spend is broadly the same.
SF – This has reduced slightly in recent months.
SC – Will the swing towards using Bank staff have an impact?
BT – Yes. Agency staff cost 30% more.
SH – There is a financial incentive for people to work through agencies as they can earn up to £10 per
hour more. There is also a supply issue with our own Bank staff.
AH – Is the £4.8m income not yet invoiced higher than normal?
BT – This is related to year end and NCAs.
JK – Is there an option to deploy non-recurrent support at year end?
BT – We have substantial provision and have taken a prudent view. We do have some flexibility. This
would be a discussion for the Board.
SF – We have our quarterly conference call with Monitor next week. Our position is that we are
unlikely to meet the plan but will break even. There is a risk that this could trigger closer monitoring.

21

Staff Partnership Report
Noted
The report produced by the Partnership Team gives an overview of the feedback from staff raised in
focus groups, meetings and floor walks between October 2014 and March 2015. It also details the
significant amounts of organisational change that the Partnership Team has supported over this period.
There have been 12 focus groups and 19 organisational change consultations.
DM – The report mirrors findings from Board visits, such as concerns about hot desking. What can we
do to support staff?
WL – Clinical staff understand the need for hot desking, but administrative staff do not see this in the
same way. We need to think about how teams communicate with each other and how we can ensure
that staff continue to feel part of a team.
SF – There is a good dialogue with senior staff but the feedback is less positive for local managers.
AT – Can we make more use of social media?
WL – This has a place, but people use a range of media.
SB – We could also consider using the team briefing approach.
JK – Was bullying and harassment raised as an issue?
WL – This is not a widespread concern but there are pockets of people feeling under pressure.
SC – What can we do to improve middle management?
SH – We are running a management development programme. This has been well received by staff and
the trainer is also giving positive feedback on the issues raised.
SH, SB and
WL – This is a good programme but attendance is not part of the essential skills set.
SH, SB and WL were asked to develop an action plan in response to concerns raised.
WL

22

Workforce Report
Sickness absence has improved by 1% compared to last year. The vacancy rate has remained stable
overall, but there are still a high number of vacancies in Adult Community Health Services, particularly
in the intermediate care units and for Band 5 RGNs. There are also some issues in Adult Mental Health
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relating to the quality and supply of Band 5 RMNs. Solutions to address these concerns will be brought
to a future Board meeting. PDRs are above the 80% threshold overall, but Adult Community Health
Services remain at 73%. Mandatory and Essential Skills training compliance remains high. Directorates
continue to work towards all staff having a recorded supervision session every six weeks. There are five
tribunals outstanding against the Trust and four members of staff are currently suspended from duty.
For the Quarter 1 staff Friends and Family Test, some of the qualitative comments correlate with
concerns raised in the Staff Partnership Report, ie change, demands on services and hot desking. There
were no concerns relating to bullying and harassment. The results indicate that our values are well
embedded in the organisation.
JK – Is there an explanation for why Older Persons Mental Health services have achieved the best
results?
SH – This is a smaller directorate so there is more opportunity for contact with the service director. The
directorate has also established its own local induction.
23

Workforce Race Equality Scheme Action Plan
The Workforce Race Equality Scheme was agreed by the Board in April 2015 and the action plan has
been agreed with the BME network.
JK – What has been done to communicate the message that abuse of staff by patients is unacceptable?
SH – Posters are being designed.

Noted

24

Chief Executive update
SF met with David Behan, Chief Executive of the CQC on 2 September and this was a positive meeting.
Oxleas BME network is to host ‘An audience with Baroness Lawrence’ on 21 September 2015 at the
Marriott Hotel.

Noted

25

Any other business
None raised

Noted

26

Questions from governors and the public
SBro – Oxleas cannot solve the issues relating to agency staff usage alone. Is the solution to make
agency work less attractive or bank work more attractive?
SH – We need to be able to make a comparable offer by highlighting benefits such as access to training
and career development.
BT – This requires a whole systems response.

Noted

Next meeting of the Board of Directors
st
Thursday 1 October 2015 at 2.00 pm
Room 4, Memorial Hospital
rd

I confirm that the minutes of the Board of Directors meeting of 3 September 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)

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

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

HIMP – Her Majesty’s
Inspectorate of Prisons

IM&T – Information
Management and
Technology

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

PRUH – Princess Royal
University Hospital
PSA – Personal Safety
Awareness
QEH – Queen Elizabeth
Hospital
QMS/QMH – Queen
Mary’s Hospital Sidcup
QRP – CQC Quality and
Risk Profile

TDA – NHS Trust
Development Authority
TSA – Trust Special
Administrator
TUPED – Transfer Under
Present Employment
UEAs – Uncontracted
Emergency Admissions
VTE – Venous
thromboembolis

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

Page 11 of 11

Board of Directors
1st October 2015
Agenda item

Matters arising

Item from

Dave Mellish, Chair

Attachments

Front Sheet only

Item
Enclosure

3
2

Summary and Highlights
This is a verbal item.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Board of Directors
1st October 2015
Agenda item

Integrated Dashboard

Item from

Ben Travis, Acting Chief Executive

Attachments

Integrated dashboard

Item
Enclosure

4
3

Summary and Highlights

Introduction
Further to recommendations in Deloitte's Well Led review, we have been working on an integrated
performance dashboard, the purpose of which is to produce a single document that pulls together the most
important metrics for the Board. The attached dashboard is still work in progress and there are some blanks, but we
hope that this is sufficient to stimulate a good level of discussion.
Key features
The dashboard contains four main sections: the first reflects the view of our regulators, with the others comprising
the key indicators from the Board's Quality, Business, and Workforce sub-committees. It is proposed that these subcommittees determine which indicators should be included in the Board dashboard, and that this is then reviewed by
the sub-committee on a quarterly basis.
Each directorate will have its own dashboard, that will set out their key metrics, many of which will mirror the
metrics in the Board dashboard. These will be a key part of the Directorate senior management team's agenda, with
action plans for any red ratings being overseen by the executive team on a monthly basis. These action plans will be
documented in the minutes of the executive team meetings, which the Board has sight of.
We need to discuss how far the dashboard replaces some of the information that is regularly reported to the Board.
For this month, the quality, workforce, and finance reports all contain the same data as in previous months, and we
have included the KPI report that the Board is accustomed to receiving as an appendix to the Board papers.

Changes to risk register

New risks identified

Recommendations
The Board is asked to discuss

Previous
rating

New rating

Rating

Performance Integrated Dashboard

1 N/A CQC

CQC Rating
Monitor Governance Risk rating
Monitor Financial Risk rating

lead

Q3 14/15 Q4 14/15

Apr-15 May-15

Jun-15

Jul-15 Aug-15 Sep-15

Board
Board

4

4

3

3

4

Apr-15 May-15

Jun-15

3

3

lead

4

100%

IO

99.29%

98.57%

97.30% 100.00%

98.80%

95.90% 97.50%

100.00%

IO

91.18%

94.29%

86.70% 100.00% 100.00%

73.30% 100.00%

95%

HS

96.40%

97.01%

91.10% 96.60%

94.30%

98.70% 98.70%

Psychosis Early Intervention services- New cases (cumulative)
Data Completedness (Mental Health)

<7.5%
95%
97%

HS
HS
HS

7.40% 4.90% 3.80%
106.25% 111.72% 111.72%
99.50% 99.60% 99.50%

4.50%
107.40%
99.50% 99.50%

May-15

Data Completedness- Community

50%

HS

95.47%

94.00%

97.53% 97.64%

97.72%

95.56% 89.94%

Sep-15
Sep-15

MH CPA Service user reviews after 12 months
MH CPA Service user reviews after 6 months

95%
95%

HS
HS

99.90%
97.14%

99.90%
97.46%

99.90% 99.90%
96.30% 95.70%

99.90%
97.60%

99.80% 99.70%
96.50% 95.30%

Quality Committee- Clinical Effectiveness

4 Mth CCG

May-15

5 Mth CCG

May-15

Ensure patients detained under the MHA are provided with info as statedrecorded on Rio (S132)
Ensure consent to treatment is obtained from clients assesed and detained
under the MHA (S58)

6 Qtr Monitor

Sep-15

CPA 7 Day follow up (Discharge from Inpatient setting)

7 Qtr Monitor
8 Qtr Monitor
9 Qtr Monitor

Jun-15
May-15
May-15

10 Qtr Monitor
11 Qtr Monitor
12 Mth Trust

% Delayed Transfer of Care

Comments

Board

Target

Info Assurance

Metric Type

Reported

2 Mth Monitor
3 Mth Monitor

No

View from our regulators

Target

Info Assurance

Metric Type

Reported

No

Detailed Report

Q3 14/15 Q4 14/15

2.42% 10.86%
105.21% 105.73%
99.50% 99.50%

1

Jul-15 Aug-15 Sep-15

Risk rating for the current quarter is on track as we
have met the target in July and August
Board agreed risk rating of 3 is acceptable

Comments
There were 4 out of 159 patients for whom there is no
evidence of information being provided

4.70%

109.38%

Target equates to 256 cases each month

This is an aggregate figure for RTT Referals, Treatment
and Patient ID as submitted in the CIDS return
1 Breach each in CMH and IC and 4 breaches in
Forensics

Target

lead

90%
90%
90%
90%
90%
90%
TBD
TBD
<95%

MW
MW
MW
MW
MW
MW
MW
MW
HS

lead

Info Assurance

Metric Type

Enough information about care and treatment
Involved in decisions about care and treatment
Treated with dignity and respect
Family and carer supported
Quality of life imporved as a result of care received
Friends and Family Test (Recommend)
Friends and Family Test (Not Recommend)
Number of complaints received
Adult Acute Bed occupancy (excluding leave)

Target

Info Assurance

Metric Type

No

Reported
Reported

No

13 Mth Trust
14 Mth Trust
15 Mth Trust
16 Mth Trust
17 Mth Trust
18 Mth Trust
19 Mth Trust
20 Mth Trust
22 Mth Trust

Quality Committee- Patient Experience

Quality Committee- Access and Waiting Times

23 Qtr Monitor Jul-15 CRHT Gatekeeping
24 Mth Trust
Sep-15 RTT 18 week waiting times for AHP
25 Mth Trust
May-15 Psychological therapies 18 week RTT pathway
26 Mth Trust
May-15 Adult Mental Health IAPT 18 week RTT pathway
Maximum time of 18 weeks from the point of referal to treatment in aggregate27 Qtr Monitor Aug-15 incomplete care pathway

95%
95%
95%
95%
92%

HS

Q3 14/15 Q4 14/15

41
99%

41
107%

Q3 14/15 Q4 14/15
100.00% 100.00%
94.10% 98.70%
95.70% 95.00%
95.80% 94.30%
100.00% 100.00%

2

Apr-15 May-15 Jun-15
97.0%
97.0%
97.0%
97.0%
99.0%
99.0%
94.0%
90.0%
98.0%
94.0%
91.0%
90.0%
3.0%
3.0%
13
14
16
110% 106% 110%

Apr-15
100.00%
97.40%
93.00%
96.70%

May-15
100.00%
98.40%
94.80%
93.30%

99.80% 99.90%

Jul-15 Aug-15 Sep-15
97%
96%
99%
92%
94%
91%
1%
13
12
110% 108%

Comments
Data currently collected every other month
Data currently collected every other month
Data currently collected every other month
Data currently collected every other month
Data currently collected every other month
Data currently collected every other month
Target to be agreed
Target to be agreed
See AMH service delivery report for detail

Jun-15 Jul-15 Aug-15 Sep-15 Comments
100.00% 100.00% 100.00%
98.60% 98.70% 98.80%
93.80% 93.10% 93.60%
94.60% 95.40% 96.7
100%

99.40% 99.70%

Target

lead

IO
JW
JW
JW
JW
JW
JW

Workforce and Development Committee

Target

lead

Info Assurance

Metric Type

100%
TBD
TBD
93%
100%
100%
0

PDR Rates

80%

SH

35 Mth Trust

Info Assurance

CCG
May-15 48 hr discharge follow up for patients with history of self harm
Trust
No of incidents (1-3)
Trust
No of Serious incidents (4-5)
Trust
Safety Thermometer - % of patients who are harmfree
DH
Safe staffing levels- Registered (Actual against planned)
Safe staffing levels- Unregistered (Actual against planned)
DH
Monitor
Meeting the MRSA objective (Number of Outbreaks of MRSA)

Metric Type

No

Reported
Reported

No

28 Qtr
29 Mth
30 Mth
31 Mth
32 Mth
33 Mth
34 Qtr

Quality Committee- Patient Safety

Q3 14/15 Q4 14/15

Apr-15 May-15 Jun-15

97.06% 100.00%
2560 2615
14
16
91.70% 92.20%
109% 107%
110% 110%
0
0

97.80% 95.10% 93.30%
829
936
930
10
5
7
92.62% 91.57% 91.17%
105% 107% 107%
116% 116% 111%
0
0
0

Q3 14/15 Q4 14/15

Apr-15 May-15 Jun-15

89.00% 84.00%

83.00% 84.00% 84.00%

Jul-15 Aug-15 Sep-15 Comments
39 patients required a 48 Hr FU. There were 5 breaches
of which 3 were due to Oxleas staff not following
94.20% 92.30%
process.
1160 902
Target to be agreed
4
5
Target to be agreed
91.46% 93.14%
109% 107%
113% 112%
0
0

Jul-15 Aug-15 Sep-15 Comments
All directorates compliant in August 15. Quarterly
86.00% 87.00%
figures are end of quarter numbers.

36 Mth Trust
37 Mth Trust
38 Mth Trust

Supervison
Sickness rate
Mandatory Training Rate

80%
<4%
80%

SH
SH
SH

58.00% 62.00% 61.00% 64.00% 65.00%
50.00% 58.00%
4.31% 4.12%
3.81% 3.46% 3.41% 3.32% 3.42%
>80%
92.70% 91.81% >80% >80% >80% >80%

39 Mth Trust

Vacancies

TBD

SH

14.15% 12.34%
3

11.90% 12.40% 11.30%

12.10% 12.63%

Quarterly figures are end of quarter numbers. All
directorates have local action plans to meet the 6 week
target. Uptake reviewed by Board, Exec and Trust
Workforce Committee
Quarterly figures are end of quarter numbers.
Quarterly figures are end of quarter numbers.
High level of nursing vacancies within these figures.
Quarterly figures are end of quarter numbers.

40 Mth Monitor

Financial Efficiency- Surplus (£m)

41 Mth
42 Mth
43 Mth
44 Mth

Cash Position (£m)
Capital Expenditure (£m)
CRE Plans 15/16 (£m)
CRE Plans- 16/17 (£m)

Monitor
Trust
Monitor
Trust

lead

15/16 Target

Info Assurance

Metric Type

Reported

No

Business Committee

Q3 14/15 Q4 14/15

Apr-15 May-15

Jun-15

Jul-15 Aug-15 Sep-15

1

JT

1.6

2

0.0

0.0

0.2

0.1

-0.1

83.5
18.8
6.8
8

JT
JT
JT
JT

83
9.7
6.2

86.8
13.4
6.2

88.4
0.7
7
1.5

85.7
1.4
7
1.5

82.4
2.4
7.3
2

88.2
3.3
7.3
2.3

87.7
4.7
7.4
2.3

Comments
On plan or above = Green; Breakeven or above =
Amber, Deficit = Red. Position includes release of
£173k non recurrent funding.
£5m of central capital funding for QMH received in July
Includes £1.5m of medium risk
Further work being undertaken to close gap in plans

Key
More than 5% away from target
Within 5% of target
Meeting Target

4

Performance Integrated Dashboard

Quality

48 hr discharge follow up for patients
with history of self harm

Target

Responsible
Committee Indicator

Current
Month

Exceptions Report

100%

Adult Acute Bed occupancy (excluding
leave)
<100%

93.0%

48 hour follow up (FU) of patients admitted
following self-harm/suicide attempt. 39
patients required 48 hour FU in August
(Greenwich 18, Bexley 10 and Bromley 11).
There were 3 ‘true breaches’ due to process
not being followed by Oxleas staff and 2
breaches outside of staff control. This is 7.7%
under the 100% target and is the 5th month
where this indicator has been RAG rated red

108%

See AMH service delivery report for detail

80%

65.0%

CRE Forecast 16/17 (£m)

1

8

Face to face meetings will be held with staff to
review procedures

Responsible
Group

Nov-15

AMH Directorate
DMT

TBA

AMH Directorate
DMT

ACS and Forensics remain low at 48 & 47%
respectively. Quarterly figures are end of
quarter numbers

Mar-16

All Directorate
DMT

-0.1

The board is comfortable with a financial risk
rating of 3 and delivery of a break even position
in 15/16. However, if we do report a deficit
there is a question mark as to our financial
sustainability and will make breakeven in future
years even more challenging

Senior oversight on agency spend to remain in
place e.g. authorisation of agency invoices by
Associate Directors or Service Managers; weekly
task force meetings with Deputy CEO. Greater
scrutiny to be applied to 3 Directorates focussing
on cost drivers and the actions being taken to
reduce spend.

Mar-16

All

2.3

We may not deliver our financial plan which
would impact our financial risk rating. This may
result in further scrutiny by Monitor

Directorates to generate further proposal to
reduce gap in plans

Dec-15

All

Business
Financial Efficiency- Surplus (£m)

Proposed Action

See AMH service delivery report for detail
All directorates have local action plans to meet
the 6 week target. Uptake reviewed by Board,
exec and Trust workforce Committee. This
includes discussion at DMT and other
professional group meetings

Workforce &
Development
Supervision

Impact and detail of breach/potential
breach

Estimated
Time to
Resolve

5

Board of Directors
1st October 2015

Item 5
Enclosure 4a-d

Agenda item Quality and Performance Report
Item from

Ify Okocha, Medical Director

Attachments a) QSIP Dashboard

b) 48 Hour Timeline Report
c) Patient Experience Summary and Report
d) Patient Experience Group Highlight Report – September 2015

Summary
This Quality and Performance report provides the August update on the following areas:
• Key Monitor Performance targets
• QSIP & CQUIN
• Patient Safety
• Compliance and Regulatory Update
1. Key Monitor Performance Targets 2015/16
Metrics
Register ref.

M10243

Last
Tested:

Aug -15

M10248

Last
Tested:

May -15

M10108
M10109
M10110
M10111
Last
Tested:

May-15

M10014

1. Meeting the MRSA objective (Number of outbreaks of MRSA).
Target: 0 Outbreaks
Trust Actual: 0 Outbreaks (No Change)
2. Maximum time of 18 weeks from the point of referral to treatment in aggregate
(patients on an incomplete care pathway – Bexley & Greenwich Community Health
Services).
Target: 92%
Trust Actual: 99.7% Within 18 Weeks (+0.3%)
3 Breaches
3. 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): 85.5% (-5%)
Community Actual (Treatment Activity Information): 85.4% (-6.3%)
In August 2015, the following potential additional indicators performed as follows:
Patient Identifier Information: 99.6% (No Change)
4. Care Programme Approach clients followed up within seven days of discharge
from inpatient setting
Target: 95%
Trust Actual: 98.7% Followed-up (No Change)

Summary

Last
Tested:

Aug-15

M10102
Last
Tested:

June-15

M10002
Last
Tested:

Jul -15

M10101
Last
Tested:

May-15

M10030
M10112
M10113
M10114
M10115
M10116
M10117

1 Breach in Inpatient & Crisis which was validated as true breaches by the Business
Office.
5. Care Programme Approach clients having a formal review within 12 months.
Target: 95%
Inpatient & Crisis: 98.2% Breaches: 1 (+0.1%)
Community Mental Health: 99.9% Breaches: 1 (-0.1%)
Older Adults: 100% Breaches: 0 (No Change)
ALD: 100% Breaches: 0 (No Change)
Forensic: 97.3% Breaches: 4 (-1.1%)
CAMHS: 100% Breaches: 0 (No Change)
Trust: 99.7% Reviewed (-0.1%)
6. Minimising delayed transfers of care (Delayed Discharges).
Target: Under 7.5%
Trust Actual: 4.5% Clients Delayed (-0.2%)
7. 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)
8. Meeting commitment to serve new psychosis cases by early intervention teams
Target: 95% (256 Individual Cases
Trust Actual: 107.4% (275 individual cases) (-2%)
9. 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)

2. Quality & Safety Improvement Plan 2015/16 (QSIP)
The 2015/16 QSIP for Mental Health, Learning Disability and Community Health Services covers 25 indicators.
Our August 2015 (month 5) achievement is shown below:
Indicator RAG Rating
Red (>6% below target)
Amber (1-5% below
target)
Green (target achieved)
Total

No
1

%
4%

5

20%

19
25

76%
100%

Red Indicators (>5 % from target)
There is 1 red indicator to note for the month of August 2015
• PS1.2MH – 48 hour follow up (FU) of patients admitted following self-harm/suicide attempt.
39 patients required 48 hour FU in August (Greenwich 18, Bexley 10 and Bromley 11). There were 3 ‘true
breaches’ due to process not being followed by Oxleas staff and 2 breaches outside of staff control. This is
2

Summary

7.7% under the 100% target and is the 5th month where this indicator has been RAG rated red due to Oxleas
staff not following agreed process. Please see summary table below:

Borough

Bexley

Bexley

Bromley

Greenwich

Greenwich

Discharge
Date

07/08/2015

13/08/2015

04/08/2015

11/08/2015

10/08/2015

ID

Details

Status

SL

BREACH: By the time HTT received the
referral it was already a breach (received
12.8.15). Consulted with Modern Matron who
advised that HTT contact client's aunt. This
call was made and Aunt advised client was in
Spain with her family.

MM

BREACH: By the time HTT received the
referral it was already a breach (received
17.8.15) as Islington had declined the referral.
Numerous attempts were made to contact
client but were unsuccessful. Staff spoke with
a support worker of the residential unit where
client resides on 19.8.15 and they confirmed
he is safe and well.

SP

Various calls made without success on 5.8.15.
T/C on 5.8.15 from husband HTT asked him to
get client to ring us. Another attempt to contact
on 7.8.15 by t/c was unsuccessful. On 8.5.15
unannounced home visit made by staff 4 days
after discharge and client was seen.

JM

Many attempts to contact client on 12/08/15 by
telephone without success. Text sent asking
client to call HTT. T/C made on 13.08.15 with
no answer. Unable to carry out out home visit
as client is of NFA. On 13.8.15 HTT referred
client back to ward as he was not contactable.

Breach (outside of staff
control)

CT

Many attempts made by telephone to contact
client. Called B&B where she resides and was
informed she was not in. Called Police and
requested welfare check but was informed
Police no longer carry out welfare checks.
Unable to make contact with client. According
to RiO no contact made with client to date.

Breach (outside of staff
control)

True Breach (due
process not followed)

True Breach (due
process not followed)

True Breach (due
process not followed)

Amber Indicators (<5% from target):
The 5 amber quality indicators are:
• PE1.1 MH – Carer details recorded on RiO: This is under the 95% target by 1.3%, with ICR, CAMHS and ALD
showing a red position for the month.
• CE2.1MH – Patients detained under the MHA are provided with information as stated - recorded on RiO
(S132): There were 4 out of 159 patients for whom there is no evidence of explanation of rights being
provided – one s5(2) on Camden, a s136 who was asleep and staff unable to explain rights and 2 patients on
CTO in Bexley Recovery and Bromley AOT teams.
• PS2.2MH – No of reportable C.Difficile infections: There are 2 C Diff infection incidences reported – one on
Scadbury ward and the other at Meadowview.
• PE1.3CH – Care plans on RiO for District Nursing teams: This is under target by 4.4%; the total case load in
August was 5532 of which 4735 had care plans on RiO. On-going work continues by the directorate to
cleanse the data and to ensure the data provided reflects the ‘true’ DN caseload.
• CE1.3CH – Completion of one year checks by 14 months: There was 1 child out of 10 where the check was
not completed within the agreed timeframe.
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3. Trust CQUIN Update – Month 5, 2015/16
A summary of our CQUIN performance is shown below, a quarterly dashboard will be provided for Quarter 2
reporting in November.
CQUINS

No of
Quality
Indicators
7

Bromley CCG Mental Health & LD

Greenwich & Bexley CCG – Mental Health &
LD

Progress against Quality Indicator Goals
August 2015/16 position
6 Achieved
1 amber status
• Improving Physical Health –Cardio
metabolic assessments
2 Achieved

3

1 amber
• Improving Physical Health –Cardio
metabolic assessments
Forensic NHSE
Early Years - NHSE

4

Achieved

1

Achieved

Greenwich CCG – Community Health Services

No CQUINs agreed

Bexley CCG – Community Health Services

No CQUINs will be given by the CCG

Total

15

3.1 CQUIN Areas of Risk/Focus
NHS England National CQUIN – Cardio metabolic assessment and treatment for patients with psychoses
This will remain an amber risk until our internal snapshot audits begin to show an improved position however
additional support has been provided to the EI teams to ensure accurate recording on RiO and phlebotomy
clinics are being provided in the community.
Ongoing training and awareness is being provided to the Inpatient wards with proposed additional funds to aid
accurate update and recording on RiO.

Patient Safety Update – Jane Wells
Level 1 to 3 Incidents
In August 2015, 963 level 1 to 3 incidents were reported.
Level 1-3
2015/16
2014/15

Apr15
867
902

May15
976
826

Jun15
934
930

Jul15
964
1154

Aug15
963
935

Sep15

Oct15

Nov15

Dec15

Jan16

Feb16

Mar16

915

905

810

822

925

776

871

Total
4702
10206

Level 4 to 5 Serious incidents
In August, 5 level 4 to 5 incidents were reported. Four will be investigated by the directorate as level 4 incidents
and one as a level 5 Board Level Inquiry. The panel members for the Board Level Inquiry Panel are:
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Jane Wells; (Chair) Director of Nursing
Dr Liam Dodge; Consultant Forensic Psychiatrist
Justine Trippier; Consultant Nurse
James Kellock; NED
Eimear Mallen; Governor
Apr15

May15

Jun15

Jul15

Aug15

Reported in month

10

5

7

4

5

2014/15 for comparison

10

6

5

3

2

Completed in month (Sent
to CCG)

3

4

4

5

3

2014/15 for comparison

4

5

9

5

3

Month

Sep15

Oct15

Nov15

Dec15

Jan16

Feb16

Mar16

Total
31

2

4

3

1

3

3

7

49
19

2

2

6

8

6

1

3

54

Inquiry completion timescales
The table below show completion timescales for inquiries in progress and completed for August 2015,
measured by date submitted to the CCG.
Measure

Level 4

Level 5

Total

No of investigations due in August 2015

3

0

3

No of investigations completed in August 2015

3

0

3

2

0

2

1

0

1

4

1

5

0

0

0

•

Number completed in time

•

Number completed overdue

Number in progress as at 31/08/2015
•

Of these, how many are running overdue

Safety Thermometer
Data from 685 patient contacts was collected.
Summary: The total number of Oxleas patients who were harm free for August 2015 was 93.14%, an
improvement on July 2015. This month saw an increase in the number of patient’s data collected a total of 685
patients. 2 forums did not submit data for August 2015.
Key messages
•
Of these 685 patients, 638 patients were harm free (93.14%)
•
The percentage of Oxleas patients who had new harms was 2.63%
•
47 patients experienced a harm, 18 of whom experienced new harms
•
All 47 patients had only one harm , this month there were no multiple harms
•
There were 11 new pressure ulcers – eleven Category 2 and NO Category 3
•
There were a total of 4 harmful falls, 3 low harm and 1 moderate harm.
•
There were 3 new catheter acquired UTI.
•
There were no VTE’s reported
Six month summary: This is the number of patients who have experienced a harm including old harms (Old
harms = acquired outside the Trust)
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Patients

Harm Free

One Harm

Two Harms
0

Three
Harms
0

Four
Harms
0

August 2015

685

638 (93.14%)

47 (6.86%)

July 2015
June 2015
May 2015
April 2015
Mar 2015
Feb 2015
Jan 2015

574
793
581
346
599
522
603

525(91.46%)
723(91.17%)
532(91.57%)
317(92.62%)
543(90.65%)
493(94.4%)
554(92%)

48(8.36%)
64 (8.07%)
47(8.09%)
26 (7.51%)
43(7.2%)
27(5.2%)
48(8%)

0
6 (0.76%)
2(0.34%)
3(0.87%)
0
2(0.4%)
1(0.2%)

1(0.17%)
0
0
0
0
0
0

0
0
0
0
0
0
0

New Harms

18 (2.63%
8(1.39%)
13 (1.64%)
12(2.07%)
5(1.45%)
13(2.2%)
12(2.3%)
14(2.3%)

Mental Health Act
In August 2015, there were 159 new sections. Year to date, there have been 803 sections, compared to 657 for
the same period last year. Explanation of Rights (s132) was recorded for 97% of patients. For 146 patients, the
explanation was recorded correctly and for 9 patients, the evidence was found elsewhere on RiO. Consent to
Treat under s58 was in place for 100% (15 out of 15) new sections. There were five sections that expired in July.

No of new sections – month on month comparison
Month

April

May

June

July

August

September

October

November

December

January

February

March

Total

2015/16

150

162

161

171

159

2014/15

128

103

132

158

136

166

158

127

135

168

128

125

1664

2013/14

113

137

124

160

121

125

130

107

122

157

97

129

1522

2012/13

107

118

102

101

127

129

115

130

114

113

123

119

1398

September

October

November

December

January

February

March

Total

803

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

April

May

June

July

August

2015/16

35

39

41

40

39

2014/15

26

23

32

32

31

43

50

42

34

42

26

25

406

2013/14

22

37

38

34

27

23

38

18

30

27

18

32

344

2012/13

22

24

23

18

23

21

22

21

16

26

15

21

252

Jan-15

Feb-15

Mar-15

Total

194

S136 as a percentage of all new sections
Month

Apr-14

May14

Jun-

Jul-

14

14

2015/16

23%

24%

25%

23%

25%

2014/15

20%

19%

20%

20%

20%

25%

30%

30%

20%

24%

20%

20%

23%

2013/14

19%

27%

31%

21%

22%

18%

29%

17%

25%

17%

19%

25%

23%

2012/13

21%

20%

23%

18%

18%

16%

19%

16%

14%

23%

12%

18%

18%

Aug-14

Oct-

Sep-14

14

Nov-14

Dec-14

24%

Use of s136 – Place of Safety
Of the new sections this month, 39 were s136. Year to date, there have been 194 new sections compared to
144 for the same period last year. These involved 37 patients; two patients were detained under s136 on more
than one occasion during the month. The use of s136 accounted for 25% of all sections in August 2015, which is
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starting to show an increase compared with the average for 2014/15. The demographic breakdown of the s136
patients in July 2015 is below. The names of all patients detained under s136 are forwarded to HoN, Adult
MHLD for review of previous contacts and crisis plans.
Gender

Ethnicity

Male

19

Female

20

Age

Any other group

<18

1

Asian or Asian
British
Black or Black
British

3

4

18-29

18

3

30-39

5

Not Known

1

40-49

9

Other

1

50-59

2

White

29

60-69

1

70-79

1

Borough of patient address

Day of week

BEXLEY CARE TRUST

5

Monday

6

BROMLEY PCT

11

Tuesday

7

GREENWICH TEACHING PCT

13

Wednesday

6

HASTINGS AND ST LEONARDS PCT

1

Thursday

4

KENSINGTON AND CHELSEA PCT

2

Friday

7

NEWHAM PCT

2

Saturday

5

OLDBURY AND SMETHWICK PCT

1

Sunday

4

SOUTHERN NORFOLK PCT
(blank)

1
3

Compliance & Regulatory Update – Dr Ify Okocha
Regulatory update
The CQC Project Group last met on 8 September with a focus on the Caring Domain. No specific areas of actions
were identified but directorates and teams were asked to ensure that any gaps identified from the ‘Caring’ selfassessment checklist are highlighted and focused on as required.
34 peer reviews have been completed in the new style of inspection (21 of which took place after 1 April 2015).
17 further reviews have been scheduled to take place by December 2015. Out of the 34 peer reviews, majority
have achieved a ‘good’ rating, 5 sites have been assessed as ‘requires improvement’ but no sites have been
assessed as inadequate.
We will continue to undertake in-depth peer reviews until we receive our notification notice from CQC. From
January 2015, the focus will be on peer review action plans and rapid improvement visits.
Quality and Governance managers will be delivering further workshops across the Trust from 18 September
2015; approximately 500 staff have booked for the new dates.
Mental Health Act Visit Reports
Since the last report to the Board, four new Mental Health Act Visit reports have been received.
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Norman Ward: Visited 3 September 2015, report issues 23 September 2015
At the previous visit on 17 December 2014, the ward was asked to take action in relation to ensuring that the
documentation relating to patients’ detention was available on the ward by uploading it to the electronic
patient record. At this visit, it was noted that the papers for one patient who had been admitted five days
previously had not yet been uploaded.
Generally, patients spoke positively about their experience of being on the ward, although it was noted that
none of the four patients they visitors spoke to had a copy of their care plan. Patients gave mixed reports of
how safe they felt on the ward. None of the female patients on the ward wished to be interviewed. The
visitors also picked up a cleanliness issue in that birds has been able to come into the ward through a high
window.
Actions were identified in relation to:
• Ensuring that patients are involved in care planning and that the care plan addresses matters that
directly related to the patient’s mental illness and detention in hospital.
• Ensuring that patients are not allocated a room in the corridor of the opposite sex unless there is a
clinical emergency.
• Ensuring that patients are explained their rights under s132 of the Act.
• Review of an apparently ‘blanket rule’ that patients were not permitted to see visitors in their
bedrooms.
The report also expressed concern that there is no female PICU within Oxleas and there is no provision for
female only in-patient accommodation across the whole of the trust. The visitor was concerned that this may
limit the Trust’s ability to respond to the needs of female patients whose history and personal circumstances
require particular sensitivity to matters relating to their gender.
Ivy Willis House – Closed unit: Visited 21 August 2015, report issued 3 September 2015
Actions from the last visit on 15 January 2014 had been addressed.
The four patients interviewed spoke positively about their treatment and all said that they felt safe. Patients
reported that the enjoyed activities and valued having authorised leave to visit shops, visit their families and
take part in trips organised by staff.
Actions were identified in relation to:
•

•

Ensuring that when a patient is to be in the legal custody of a friend or relative during s17 leave, then
that person understands and accepts the consequent responsibility.
Ensuring that treatment is given under s62 only when it meets the strict legal tests for emergency
treatment (the visit found that one patient had been receiving treatment authorised under section 62
for over two months despite the treatment falling within the scope of section 58.)
Ensuring that patients are explained their rights under s132 of the Act.

•

Ensuring that care plans have sufficient detail and cover all aspects of the patients care.

•

Hazelwood: Visited 26 August 2015, report issued 10 September 2015
Actions from the last visit on 5 March 2015 had been addressed.
The visitors observed positive interaction between the staff and patients. Five patients were interviewed and
feedback was positive. Patients talked about the activities they participated in and said that they saw their
doctor once every fortnight and felt that, on the whole, staff listened to their views about care and treatment.
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Actions were identified in relation to:
•
•
•
•

Ensuring there are sufficient qualified staff. On 18 shifts in the three weeks prior to the visit there was
only one qualified member of staff on duty.
Use of s62. On two forms authorising treatment under section 62, it was not clear from the record that
the patient’s situation justified the use of section 62.
A room on the ward was used for seclusion. It did not meet all the requirements for seclusion rooms
set out in the Code of Practice
Ensuring that rights are explained under s132 when detentions are renewed or there are changes to
rules about treatment (ie not just on admission).

Shepherdleas Ward: Visited 24 August 2015, report issued 10 September 2015
The last visit was on 20 March 2014 when concerned were raised about female patients being allocated rooms
on the male corridor. This was also found to be the case at this visit. This visit also identified concerns with
discharge planning in that there was little evidence of discharge planning being recorded in the care plans or
nursing notes.
The visitors met with four detained patients. They observed a calm atmosphere on the ward throughout the
visit. They saw patients engaging in activities and observed positive interaction between staff and patients.
Actions were identified in relation to:
•
•
•
•
•
•

Ensuring that patients are not allocated a room in the corridor of the opposite sex unless there is a
clinical emergency.
Ensuring that consent to treat is correctly assessed and recorded.
Ensuring that renewals are actioned in a timely manner. For one patient, there was a gap of five days
between the end of the 28 days of detention under section 2 and the commencement of section 3.
Ensuring that rights are explained under s132 and that the information is repeated if the patient does
not understand in the first instance.
Ensuring that patients are involved in planning their care.
Ensuring that patients do not receive medication without the correct authorisation

Recommendations
For the Board to note.
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Quality and Safety Improvement Plan (QSIP) Dashboard Overview - 2015/2016
Month-on-Month Performance Change Key
Improvement on
Previous Month

Reduction on
Previous Month

No Change on
Previous Month

14/15
294

14/15
405

906

46

98

186

263

308

733
(average 61 per
month)

14/15
763

14/15
886

14/15
906

Dec-15

ALD

14/15
184

14/15
658

CAMHS

14/15
125

14/15
594

Forensic

14/15
70

95%

14/15
556

Older People

2014/15
Comparison

Mar-16

93.7%

Feb-16

94.4%

Jan-16

94.1%

Nov-15

93.3%

Oct-15

92.7%

Sep-15

93.8%

14/15
486

CMH

PE1.2 MH

Ensure that 65% of
carers registered for
CPA clients on RiO as at
the end of March 2015
have been offered a
carers assessment by
31st March 2016

Aug-15

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

Jul-15

Patient Experience

PE1.1 MH

Jun-15

Mental Health

Patient Experience

Full Description

May-15

Mental Health

Quality Domain

Current Month Performance

87.7%

93.6%

97.0%

96.9%

84.5%

88.6%

2015/2016
Target

Apr-15

Service Type

2014/2015
Baseline
(March 2015)

ICR

2015/2016 Performance
Indicator
Code

30

12

3

0

Patient Experience

PE2.1 MH

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

99.2%

99.0%

99.1%

99.4%

99.6%

99.4%

95%

100.0%

99.5%

99.3%

100%

95.1%

100.0%

Mental Health

Patient Experience

PE2.2 MH

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

97.5%

97.5%

97.7%

97.9%

98.0%

98.0%

95%

94.6%

98.7%

98.4%

97.3%

90.3%

97.1%

Mental Health

Patient Experience

PE2.3 MH

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

97.5%

96.3%

95.7%

97.6%

96.5%

95.3%

95%

91.8%

96.2%

99.3%

85.5%

86.2%

92.7%

Mental Health

Patient Safety

PS1.1 MH

All clients discharged
on CPA receive a followup within 7 days.
NATIONALLY
MANDATED

96.5%

91.1%

96.6%

94.3%

98.7%

98.7%

95%

98.3%

100.0%

100.0%

Mental Health

Patient Safety

PS1.2 MH

Mental Health

Clinical Effectiveness

CE1.1 MH

CE1.2 MH

Mental Health

Clinical Effectiveness

0.0%

39 patients required a 48
Hr FU. There were 5
breaches of which 3 were
due to Oxleas staff not
following process. Further
detail on Front sheet

100.0%

97.8%

95.1%

93.3%

94.2%

92.3%

100%

92.3%

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

100%

100%

100%

100%

100%

100%

95%

100%

100%

100%

100%

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

1.1%

1.1%

1.1%

1.1%

1.1%

1.2%

No set target

0.0%

1.2%

0.0%

1.6%

1

Commentary

833
(average 70 per
month)

Mental Health

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

CH Child

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

CH Adult

Performance Colour Key

100%

3.1%

Quality and Safety Improvement Plan (QSIP) Dashboard Overview - 2015/2016
Month-on-Month Performance Change Key
Reduction on
Previous Month

No Change on
Previous Month

95.9%

97.5%

100%

Mental Health

Clinical Effectiveness

CE2.2 MH

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

90.5%

86.7%

100.0%

100.0%

73.3%

100.0%

100%

Mental Health

Clinical Effectiveness

CE3.1MH

Percentage of delayed
discharges as a
percentage of admitted
clients.

4.9%

7.6%

6.1%

5.2%

5.8%

4.9%

Less than
7.5%

4.0%

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

83.4%

82.8%

82.4%

83.5%

83.5%

83.7%

80%

98.1%

99.8%

100.0%

99.8%

100.0%

99.6%

99.1%

95%

96.5%

N/A

97.9%

100.0%

98.1%

97.8%

96.8%

80%

Clinical Effectiveness

Mental Health

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

Mental Health

Clinical Effectiveness

CE5.2MH

Percentage of clients
who have a Goal Based
Outcome Assessment
recorded in RiO

Dec-15
2

CH Child

98.8%

CMH

100.0%

ICR

97.3%

Mar-16

Aug-15

98.4%

Feb-16

Jul-15

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

Jan-16

Jun-15

CE2.1 MH

Nov-15

May-15

Clinical Effectiveness

Oct-15

Apr-15

Mental Health

Sep-15

Quality Domain

CH Adult

Current Month Performance
2015/2016
Target

Service Type

Mental Health

Full Description

2014/2015
Baseline
(March 2015)

Older People

2015/2016 Performance
Indicator
Code

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

Commentary

There were 4 out of 159
patients for whom there is
no evidence of
information being
provided

6.2%

4.0%

82.9%

83.8%

95.4%

99.7%

98.8%

100.0%

11.5%

62.4%

91.1%

100.0%

96.8%

7.7%

CAMHS teams 17.6%
under target (174 out of
279 patients do not have
their smoking status
recorded)

Quality and Safety Improvement Plan (QSIP) Dashboard Overview - 2015/2016
Month-on-Month Performance Change Key
Reduction on
Previous Month

No Change on
Previous Month

Mental Health

Clinical Effectiveness

CE5.3MH

Percentage of clients
who have a Goal Based
Outcome Assessment
Reviewed as recorded
in RiO

N/A

11.0%

11.3%

11.1%

22.4%

80%

CH Child

CH Adult

Older People

CMH

2015/2016
Target
ICR

Mar-16

Feb-16

Dec-15

35.1%

Jan-16

Current Month Performance

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

Full Description

Jun-15

Quality Domain

May-15

Service Type

2014/2015
Baseline
(March 2015)

Apr-15

2015/2016 Performance
Indicator
Code

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

Agreed Trajectory:
Quarter 1 - 15%
Quarter 2 - 30%
Quarter 3 - 60%
Quarter 4 - 80%

35.1%

CAMHS have achieved
month 5 milestone of 33%

Mental Health &
Community 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

0

0

0

Mental Health &
Community Health

Patient Safety

PS2.2 MH
PS1.2 CH

Number of reportable
CDIFF infections Applicable to all Oxleas

0

0

0

0

1

2

0

0

0

1

0

0

0

1

0

Community Health

Patient Experience

PE1.1 CH

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

95.4%

94.9%

93.9%

95.0%

95.2%

95.3%

95%

95.3%

Community Health

Patient Experience

PE1.2 CH

ACS: Ensure patients
have care plans
recorded on RiO Bedded Units (Meadow
View & GICU)

97.1%

95.3%

97.4%

100.0%

98.5%

99.2%

95%

99.2%

Community Health

Patient Experience

PE1.3 CH

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

84.6%

84.0%

83.5%

84.9%

85.4%

85.6%

90%

85.6%

Community Health

Clinical Effectiveness

CE1.1 CH

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

91.3%

87.5%

100.0%

96.3%

100.0%

100.0%

90%

100.0%

Community Health

Clinical Effectiveness

CE1.2 CH

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

93.4%

93.2%

92.7%

99.3%

98.5%

98.7%

95%

98.7%

Community Health

Clinical Effectiveness

CE1.3 CH

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

98.0%

86.1%

100.0%

96.2%

97.0%

90.0%

95%

90.0%

CE1.4 CH

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

99.4%

95.4%

96.0%

96.0%

97.7%

100.0%

99%

100.0%

Community Health

Clinical Effectiveness

Commentary

3

1 in Scadbury and 1 in
Meadowview

MSK, HIV, Specialist foot
and Healthy Ageing teams
excluded

1 breach out of 10
patients.

48 HR FOLLOW UP TIMELINE REPORT – AUGUST 2015
Discharge: 07/08/2015 Patient Initials: SL - Bexley TRUE BREACH
Date
Time
Action
Recorded on
RiO
08/08/15
12.51
Client came back to ward to collect personal belongings that had been left.
Client’s new mobile number given to ward and also Aunt’s mobile number
who client is staying with until she goes to Spain.
11/08/15

13.23

Written in notes that 48hr follow up is required and to be carried out by
Bexley HTT/CAMHS?

12/08/15

15.51

48hr FU telephone call – spoke to Aunt who confirmed client is currently in
Spain.

28/08/15

11.53

Client called stating that she was back from Spain

Discharge: 13/08/2015 Patient Initials: MM - Bexley (Islington client) TRUE BREACH
Date
Time
Action
Recorded on
RiO
14/08/15

15.58

Notes on Rio state that a 48hr Follow Up is required

17/08/15

16.15

Call placed to Islington Home Treatment Team to determine if client had
been contacted for 48hr follow up, as it is not clear if a referral was made.
Islington HTT rejected the referral as he is in 24hr supported accommodation.
Called placed to Bexley HTT to advise and Modern Matron confirmed he
would ask someone to call client.

16.27

Calls made to 4 different numbers but no contact made. Messages left.

18.04
19.20

Attempts made to contact client without success. Message left.
Spoke with Support Worker in residential unit who confirmed he will ask
client to call back within 30 mins

20.28

Spoke to support worker who gave staff client’s mobile number. Called this
number and left a message.

18.12

Tried client’s mobile but was switched off. Spoke with Manager of unit who
confirmed client is a resident and he was safe and well. Seen by CCO today
and no concerns were raised.

18/08/15

19/08/15

No further entries on RiO
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Discharge: 04/08/2015 Patient Initials: SP - Bromley TRUE BREACH
Date
Time
Action
Recorded on
RiO
04/08/15

19.52

Notes state that client was discharged from ward today and 48hr follow up
has been arranged.

05/08/15

11.31

Telephone calls made to client and husband both went to voicemail.
Messages left.

05/08/15

14.42

Telephone call received from client’s husband explaining current situation at
home. Client’s husband informed staff that when he gets in from work he will
contact HTT again so they can speak with client.

07/08/15

12.19

Telephone calls made again to client and husband without success. Messages
left.

20.47

Unannounced home visit but no-one home. Message left for client to contact
HTT. Telephone call then received from client’s husband who said they were
out when HTT visited. He confirmed client was safe and with him. HTT
requested to speak with client but she did not want to talk to anyone.
Husband confirmed he is aware of emergency contacts or can go to A&E if
needed. Following team discussion it was agreed to discharge from HTT
caseload.

13.10

Unannounced home visit by HTT. Husband stated client was well. Client came
down from upstairs and when asked why she did not respond to HTT calls she
stated she did not feel like taking to anyone.

08/08/15

No further action from HTT

Discharge: 11/08/2015 Patient Initials: JM - Greenwich
Date

Time
Recorded on
RiO

BREACH (OUT OF STAFF CONTROL)

Action

11/08/15

06.42

Client left the ward as he needed to report at police station for his bail
conditions. Client gave staff his mobile number.

12/08/15

04.10

Client had not returned to the ward, staff tried to make contact but was
unsuccessful. Client details circulated to police. At approximately 1.30 client
rang the ward and said he had been phoning the ward since the afternoon to
inform them he was going to his brother’s in North London and would not be
back to the ward till the morning.

14.15

Client remains out of the ward and no contact made.

18.56

Client remains out of the ward at this time.

01.44

Contacted client on his mobile and client confirmed he was still in North
London as he had no money for transport. He confirmed he was fine and
would contact the ward tomorrow.

13/08/15
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14/08/15

15/08/15

19.58

Client remains off the ward.

03.40

Contact made with client who stated he was still in North London as he still
did not have any money for transport. He also said he had been trying to ring
the ward but there was no answer. Client remains informal on general
observations.

12.00

Notes confirm that client is to be discharged has he has been mentally stable.

12.25

Greenwich Home Treatment Team confirm receipt of 48hr follow up from
ward

11.35

Attempted to contact client but no answer and no facility to leave message.

12.58

Another attempt made to contact client but unsuccessful. No facility to leave
message.

14.13

Successful contact with client who reported he was fine. Discharged from
GHTT

Discharge: 10/08/2015 Patient Initials: CT – Greenwich BREACH (OUT OF STAFF CONTROL)
Date

Time
Recorded on
RiO

Action

10/08/15

20.46

Notes state 48hr follow up completed and passed to HTT, stating client would
like telephone contact.

11/08/15

19.11

Attempted to contact client, no answer, message left for client to contact
HTT.

12/08/15

16.01

Called client mobile but did not get a reply. Called B&B and spoke to staff
who knocked on client’s door but reported that client was not in but is
expected to return tonight. Called Police but client did not meet criteria for
missing person and Police informed staff that they do not do welfare checks
anymore. Discussed with team and agreed not to visit due to risks of violence
and history of client. Further telephone call made at 9.15pm but client had
not returned.

13/08/15

16.16

Notes state that staff tried for the final time to contact client but did not
answer phone.
SIT team have attempted contact since this breach but were unsuccessful.
They did speak to Beresford Project who confirmed client was seen by them
th
on 4 September.
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Board of Directors – 1st October 2015
Patient Experience Summary and Report
Michael Witney, Director of Therapies

Patient Experience feedback from trackers and surveys
Over the last two months we have received responses from 1,689 people across our service areas.
Overall the Trust position in aggregate, based on the feedback received indicates that most patients
have a positive experience of care in Oxleas, as is detailed in the Trust summary on page 7 of the
report.
However, when considering the directorate performance in more detail, as is already known,
support for families and carers fell below expectations in some areas. However, all areas have
increased or maintained their scores in the last two months in this area.
Feedback provided by service users in our Forensic inpatient services has improved, but still not
reaching Trust targets in all areas. In the Forensic highlights report on page five of the report we see
recent positive feedback that the forensic CPN team received.
Complaints
As this report will be taken the Trust Board as part of the quarterly reporting, this report is based on
the first quarter of 2015.
A total of 43 formal complaints were received by the Complaints Office for the period 1 April to 30
June 2015.
 16 (37%) related to Adult Community Services
 14 (33%) related to Adult Mental Health & Learning Disabilities

6 (14%) related to Older Persons

4 (9%) related to Children and Young Persons

2 (5%) related to Forensic & Prison Services

1 (2%) related to Corporate Services

Concerns raised:
From the 43 complaints received, a total of 144 issues were raised, of which 76 issues were
upheld/partly upheld (53%); 62 issues were not upheld and 6 indeterminate.
Clinical care (n = 36), attitude and behaviour (n = 32) and communication (n = 19) continue to
be the most frequently raised issues.
Parliamentary and Health Service Ombudsman
 There have been no complaints referred to the Ombudsman since 1 April
 Of the 12 Oxleas complaints received by the Ombudsman in 2014/15, 7 were not upheld and 5
are still awaiting a decision.
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11

16

12

14

9
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Complaints Actions identified
A total of 96 actions were identified from closed investigations in Q1. 21 of these actions have
been completed on Datix (across all Directorates). 75 actions remain incomplete.
Friends and Family test (FFT)
A summary of the FFT scores for February to June 2015 submitted to NHS England is provided on
page 9 of the PEG Highlight Report. A copy of the FFT data for July and August is listed on page eight
of the report.
Adult Community Health as a directorate has continued to maintain a 90% and above score for
recommending our services. In June 2015 all submission groupings are 90% or above for
recommending the service.
By comparison, as has regularly been the case, mental health services users are less likely to
recommend the services. However, Adult Mental Health the number of people recommending the
services has seen an increase over the months, and has maintained a score of positive
recommendation by 85% of patients since April 2015.
Website comments
Included in this PEG Report is a table collating all the website comments for Oxleas since January
2014, including Oxleas website, NHS Choices and Patient Opinion. While the website comments
tend to be negative in content, 39% of comments received for ACH were rated as positive, and 23%
were rated as positive for AMH. Most comments have been responded to, whether positive or
negative.
Community Mental Health Service User Survey Results 2015
Quality Health conducted the 2015 Mental Health Community Service User survey, on behalf of 48
Mental Health Trusts and Community Interest Companies with mental health functions this year,
including Oxleas. The Trust received a 24% response rate (compared to 28% in 2014).
The results of the survey comparing our performance with last year, and also comparing ourselves to
the average scores for all 48 Trusts who conducted this survey, are presented. Also presented is a
table that displays the comparative/ benching marking data against the 48 Trusts and whether we
are comparatively in the upper or lower 20%. We are still awaiting the London comparison report
from Quality Health which normally comes later in the year.
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Below are the key points from the survey results benchmarked against our performance last year
and how we compare nationally:
Areas where Oxleas performance improved in 2014 – 2015
 Crisis care – Increased percentage in two of three questions in this section (knowing who to
contact out of hours and the percentage of people who have contacted person/team at time of
crisis). Oxleas is above the national percentage for knowing who to contact out of hours.
 Other areas of life – Increased percentage in two of ten questions in this section (supported by
MH staff to take part in local activities and given information by MH staff about getting support
from people who have experience of same mental health needs). Oxleas is above the national
percentage for people who were given information by MH staff about getting support from
people who have experience of same mental health needs
Areas where Oxleas performance declined in 2014 – 2015
 Organising your care – Percentage has decreased in two of the three questions in this section
(knowing who is in charge of your care and how well does this person organise care and services
needed).
 Planning your care – Percentage has decreased in two of three questions in this section (agreed
what care you receive and involvement in agreeing what care you will receive). Oxleas is below
the national percentage for the agreed what care will be received.
 Reviewing your care – Percentage has decreased in one question in this section (formal meeting
to discuss how care is working)
 Crisis care – Percentage has decreased in one question (did you get the help you needed at time
of crisis)
 Other areas of life – Percentages have decreased in five of the ten questions in this section
(help/advice with physical health needs, help/advice with finding support for work, help/advice
with finding support for finding/keeping accommodation, involving family/someone close as
much as you wanted and do staff know what is important to you in your life). Oxleas is below
the national percentage for help/advice with finding support for finding/keeping
accommodation.
 Overall – Percentage decreased in overall experience of care.
Below are the key points from the benchmarking table:
Areas that fall in the lower end of the ‘lower 20%’
Health and Social Care workers - Given enough time to discuss needs and treatment
Planning your Care - Involvement in agreeing care to be received
Treatments – Involvement in deciding treatments and therapies to use
Action plans for the AMH and OPMH Directorates have been drafted to address these areas of lower
performance. These action plans were at the most recent Trust PEG. Quality Health has been
invited to the next Trust PEG in November to present the findings of the survey.
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Patient Experience Group (PEG)
Highlight Report

Date:

September 2015
0

1. Directorate Patient Experience overview
Each Directorate has a Patient Experience Group which oversees and reviews patient
experience activities that take place across the directorates.
Detailed below is a summary update provided by each directorate PEG lead:

1.1 Adult Community Health Directorate

Main areas of
positive feedback

Key Areas of
concern

Priority actions

Any further
comments

Complaints and
Compliments

Bexley CAR – “I had a fall indoors and lost confidence to go out alone,
the doctor asked for a 3 wheel walker for me, Mandy Goodrich came
and assessed me and provided me with a walker, she was very helpful
and precise. I can now go out alone and have got my confidence back. I
am really grateful to Mandy”
MSK ICATS - Patients satisfied with care and especially, advice given to
them to enable them to manage their condition better.
MSK ICATS - DNA rate increased over last 6 months from 12% to up to
20%
MSK ICATS - Training of team to ensure patients are reviewed if not
improving at an early stage to prevent DNAs and increase satisfaction.
MSK ICATS - Recruiting for more staff as had vacancy at 8a level for a
year now. Managing well but recruiting to this will make things easier.
Bexley CAR - Team to continue to ensure all treatment plans / goals are
set jointly with patients and encourage involvement of family / carers
where indicated. Reviews of notes / care plans in supervision sessions to
ensure this.
Number of complaints received in the directorate from April to June
2015: 14
Number of compliments received from April to June 2015: 78
Number of comments received on the Trust website in July and August
2015: Six

Last comment left: Family member frustrated with lack of action when
wrong size of incontinence pads delivered (despite a number of phone
Website Comments
calls)

‘You said, we did’

Second to last comment left: Referral from hospital to district nursing
service sent three times but no contact made. When contact was made
with Central Access team the family were told to contact GP.
Bexley Community Health Rehab - You said - your family do not receive
information on how to contact the team. We are now developing an
information sheet to be given out at assessment with contact details.
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1.2 Adult Mental Health Directorate
1.2.1 Adult Learning Disabilities Sub-Directorate

'Because I have always found this service helpful. I can trust them'.

Main areas of
positive feedback

Key Areas of
concern

'Such a lovely, friendly helpful team. Great support offered. Many
thanks on behalf of XX'
Difficulty in getting qualitative feedback from service users (previously
tried using OPEQ (Oxleas Patient Experience Questionnaire) about their
experience of services.
To explore training service users in ALD to carry out OPEQ interviews.

Priority actions

Any further
comments

Complaints and
Compliments

None at this time

Number of complaints received in the directorate from April to June
2015: None
Number of compliments received from April to June 2015: 21
Number of comments received on the Trust website in July and August
2015: None

Website Comments

Last comment left: None
Second to last comment left: None
None to report

‘You said, we did’

1.2.2 Inpatients, Rehab & Crisis & Community Mental Health Sub-Directorates

Main areas of
positive feedback

Key Areas of
concern

Have established service user representation (6) at the PEG
National survey had areas of positive performance, including access to
Out of hours crisis care
Patient outcome measurement pilot proceeding well
Community patient survey results were worse than last year, and
benchmarked in the bottom 20% in several domains, including around
physical health, quality of out of hours advice, involvement of carers,
involvement in care plans, employment and accommodation.
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Priority actions

Any further
comments

Complaints and
Compliments

Result of Mental Health Community Service User survey disseminated to
teams
Action points on survey results
 Physical health post-CQUIN
 Training on out of hours advice line skills
 Orgainising a carers learning event
 AMH redesign predicted on joint working and care planning
 Redesign will also improve equity of access to
employment/accommodation resources
Pilot novel web interface for a single team (Bromley Day Treatment
team) to see if this assists patient experience
A lack of adequate carer-voice and representation in AMH; survey
response showed us performing very poorly with service user sense of
carer involvement. We are planning a regular series of learning events
to showcase good examples of Oxleas practice, to have carer and
service users present at these, and to disseminate learning across the
directorate.
Number of complaints received in the directorate from April to June
2015: 14
Number of compliments received from April to June 2015: 8
Number of comments received on the Trust website in July and August
2015: Three

Last comment left: Requesting information about moving to Bexley and
Website Comments getting support from MH services

‘You said, we did’

Second to last comment left: Service user feels that they are not being
supported enough. She feels her psychiatrist and psychologist do not
listen.
Ivy Willis House
You said you would like to be more independent and taking
responsibilities (on the ward). So we have introduced a helping hand
lunch where service users prepare lunch with staff supervision.

1.3 Children & Young People’s Directorate

Main areas of
positive feedback

Bexley Specialist services:
SALT: “The service was excellent and I would recommend you to
anyone. You would never know that he had a problem with talking. We
have been able to use the techniques that you showed us to help him
when he has difficulties saying new words.”
Bexley CAMHS generic team:
“CAMHS has been a godsend-without their support my son would not
have gotten his ASD diagnosis and learnt practical ways to manage his
anxiety from the group.”
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Key Areas of
concern

Priority actions

Feedback not being consistently received from all areas of our Bexley
Specialist Community Services.
No consistent representation from Bromley CAMHS.
No Family ResearchNet representation yet.
Meeting arranged to set up regular representation on PEG from Family
ResearchNet.
CAMHS feedback now being provided in a more systematic way.

Any further
comments

Complaints and
Compliments

Website Comments

‘You said, we did’

Young people don’t like the waiting room at Highpoint House. A
questionnaire has been distributed to all who use it asking what they
would like to see changed/improved.
Number of complaints received in the directorate in April to June
2015: Three
Number of compliments received in April to June 2015: 56
Number of comments received on the Trust website in July and August
2015: None
Last comment left: None
Second to last comment left: None
CAMHS Participation Group
You said - that you want senior clinicians to visit the group. So Teresa
Bailey (Consultant Child Psychotherapist) is going to attend the next
group.

1.4 Forensic & Prison’s Directorate

Main areas of
positive feedback

Key Areas of
concern

Priority actions

“Have had a good experience and a pleasant time under the care of the
NHS Trust”
“Really helpful, I wouldn’t have been able to do it on my own, I am
happy about the service.”
“My CPN has been very helpful, even in matters that do not relate to
her work description i.e. supporting me to find work and when I lost my
baby”
“My CPN tells me a lot about my treatment and we talk about things,
great service.”
Primary nurses not having regular meetings with allocated patients on
the ward.
Highlight (above) with team leaders to prioritise meetings with allocated
patients.
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One of the wards is piloting a new initiative around inviting the Chair
of the ward community meeting to attend staff meeting for 10
minutes to discuss ward issues.
 Agreed in the last Local PEG meeting that minutes from ward
community meeting to be displayed on the ward and emerging
themes to be discussed in staff meeting.
 The Chair from the community meeting at Burgess has attended the
most recent local PEG and gave feedback about the ward.
Number of complaints received in the directorate in April to June
2015: None


Any further
comments

Complaints and
Compliments

Number of compliments received from April to June 2015: Two
Number of comments received on the Trust website in the last 2
months: One

Website Comments

‘You said, we did’

Last comment left: Family member concerned about physical health
since moving to Bracton centre.
Second to last comment left: none
Danson – You said - the ward colours were dull. We have included
service users on the ward to pick new colours for the refurbishment.
Burgess – You said - you wanted to spend more time with staff. We
have introduced PET time for two hours in the day (AM & PM), the
office is closed and all staff engage with patients.

1.5 Older People’s Directorate
Shepherdleas ward
“The staff are patient with elderly people”
Main areas of
positive feedback

Key Areas of
concern

Priority actions

Day Therapy Service
“Very caring of my needs”
“I had all the help that I needed and more, and kindness. A safe place to
come and interact with people has given me confidence again”
Low response rates for return of feedback.

Staff members encouraged to remind patients and carers at every
opportunity to give us feedback.
Improve how we capture “You Said... We did…”
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Any further
comments

Complaints and
Compliments

None

Number of complaints received in the directorate from April to June
2015: Six
Number of compliments received from April to June 2015: 19
Number of comments received on the Trust website in July and August
2015: One

Website
Comments

‘You said, we did’

Last comment left: Staff not informing family about changes to
meetings set at care home of family member and rescheduled without
consulting family about availability to attend.
Second to last comment left: None
Day Therapy Service (South)
You said - you would like a relaxation group each day. We have now set
up a relaxation group that is run on a daily basis.
You said - you would like information on how to cope with anxiety and
panic. We now have laminated patient advice cards that people can
carry with them and use.
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2.0 Directorates and Trust wide Position Trend Table – July & August 2015
ACS

AMH –
Learning
Disability

AMH

C&YP

Forensic &
Prisons

OPMH

Trust wide
position

Enough information about care
& treatment

99%

96%

95%

97%

97%

94%

97%

Involved in decisions about care
& treatment

98%

98%

95%

96%

93%

97%

96%

Treated with dignity & respect

100%

98%

97%

99%

97%

100%

99%

Family & Carer supported

95%

98%

87%

96%

83%

93%

92%

Quality of life improved as a
result of care

95%

98%

93%

94%

84%

87%

94%

Family &
Friends Test

Recommend %

97%

81%

82%

94%

72%

88%

91%

Not Recommend %

1%

6%

8%

3%

16%

0%

1%

620

56

401

493

81

38

1689

Response Numbers
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3. Friends and Family Test Scores - July and August 2015
Data Submission Groupings
Community Inpatient Services (CH)
Community Nursing (CH)
Rehabilitation & Therapy Services (CH)
Community Healthcare Other (CH)
Children and family services (CH)
Specialist Services (CH)
Secure and Forensic Services (MH)
Secondary Care Community Services (MH)
Mental Health Other (MH)
CAMHS (MH)
Acute Services (MH)
Primary Care

FFT Recommend %
89%
95%
85%
100%
98%
97%
80%
85%
81%
84%
79%
88%

FFT Not Recommend %
5%
1%
0%
0%
0%
0%
12%
1%
6%
6%
10%
6%

8

86%

3
(6)

rd

32
(45)

96%
th

82%

26 (54
)

83%

43
(51)

th

5
(9)

rd

th

5
(6)

82%
86%

18
(33)
th
28
(47)

th

3
(4)
nd
2
(8)

th

4
(9)

36
(53)

rd

th

CAMHS

90%
74%

Rehab and therapy services

100%

Community health other

100%

Children and family services

97%

Specialist services

91%

st

1
(71)
st
1
(93)
st
1
(71)
th
28
(71)
st
71
(80)

47
(67)

th

4
(8)

st

1
(12)
st
1
(14)
st
1
(6)
rd
3
(10)
th
12
(15)

th

No data
98%
100%
91%
100%

th

36
(91)
st
1
(71)
th
70
(80)
st
1
(85)

th

4
(14)
st
1
(8)
th
11
(12)
st
1
(13)

90%

60 (68)

84%

86 (91)

98%

29 (93)

100%

1 (87)

99%

26 (83)

91%

85
(93)

th

th

th

st

th

th

rd

3
(3)

68%

May

th

6
(8)
th

10 (13)
nd

2
(14)
st
1
(8)
rd
3
(10)
th
11
(13)

66
(69)

th

7
(8)

97%
98%
100%

th

th

6
(13)
rd
3
(14)
nd
2
(6)
st
1
(13)

65
(97)
th
46
(94)
th
28
(77)
st
1
(83)
No data

th

2
(8)

34
(52)
th

8
(31)
th
8
(18)

nd

nd

rd

3
(5)
rd
3
(3)

June

86%
95%

2
(3)
st
1
(9)

th

London

100%

92%

th

6
(17)

th

National

Community nursing services

th

62%

London

5
(8)

rd

3
(4)

National

st

London

London

41
(65)

th

15
(19)

62%

Community Health FFT
March
April
National

National

95%

th

4
(4)

% rec

% rec

Community inpatient
services

th

17
(18)

20
(32)
th
24
(51)

% rec

23%

% rec

rd

3
(4)

London

th

6
(14)

National

67%

February

Submission groupings

93%

92%

% rec

Secure and forensic services

% rec

nd

nd

% rec

2
(4)
nd
2
(8)

London

th

London

nd

82%

15
(27)
nd
22
(52)

% rec

2
(7)

% rec

rd

23
(50)

95%

National

90%

rd

June
London

Secondary care community
services

3
(4)
th
4
(9)

May
National

75%

th

London

Acute services

26
(29)
th
34
(52)

April

National

86%

London

Primary care

National

Submission groupings

% rec

February

Mental Health FFT
March

National

4. NHS England FFT Comparisons

90%

60
(69)

th

7
(9)

100%
94%
100%
95%

st

1
(96)
th
69
(93)
st
1
(79)
th
45
(87)

th

st

1
(14)
th
9
(13)
st
1
(9)
th
8
(11)

No data

9

th

48
(75)
th
59
(129)

85%
96%

85%

nd

2
(16)

97%

th

7
(12)
rd
3
(16)

48
(75)
th
46
(129)

th

% rec

% rec

London
th

7 (12)

85%
97%

London

th

National

5
(10)
th
8
(16)

National

94%

th

55
(70)
th
86
(124)

% rec

% rec
80%

June
London

th

May
National

98%

4
(10)
nd
2
(15)

London

Oxleas – Community Health

th

49
(69)
th
36
(116)

April

National

82%

London

Oxleas – Mental Health

March

National

Trust position

% rec

February

th

5
(12)
rd
3
(15)

47 (79)
rd

33 (135)

th

The numbers in brackets in the tables is the total number of reporting trusts/teams nationally and for London.

5. Website comments

Website comments (January 2014 - August 2015)
Directorates
Adult Mental Health
Adult Learning Disability
Adult Community Health
Children & Young People
Forensic & Prisons
Older People's Mental Health
Totals

Oxleas
website

NHS Choices Patient Opinion

Positive

Negative

General comments
% Responded to
/ Info requests

43

13

1

13

31

13

96%

1

0

0

0

0

0

100%

40

1

0

16

23

2

90%

9

0

0

2

4

3

100%

2

0

0

0

0

1
1

0
0

50%

1

1
0

100%

96

14

1

32

60

19

94%
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6. Complaints report summary
6.1 Formal complaints
Month
Complaints received
2014/15 for
comparison
Complaints closed
2014/15 for
comparison

Apr15

May
-15

Jun
-15

Jul
-15

Aug
- 15

13

14

16

13

12

16

10

9

12

6

13

13

17

19

10

16

19

11

11

9

Sep
- 15

Oct
-15

Nov
-15

Dec
-15

Jan
-16

Feb
-16

Mar
-16

Total
(YTD
)
68

15

15

10

16

9

13

17

148
72

13

11

16

12

14

9

13

154

A total of 43 formal complaints were received by the Complaints Office for the period 1 April to 30 June
2015.







16 (37%) related to Adult Community Services
14 (33%) related to Adult Mental Health & Learning Disabilities
6 (14%) related to Older Persons
4 (9%) related to Children and Young Persons
2 (5%) related to Forensic & Prison Services
1 (2%) related to Corporate Services

Formal complaints received measured against patient contacts/bed days (figures for April and May) – *
Data for June is not yet available. Due to recent RiO changes, the technical team are working through
changing all the current report queries affecting mental health data.

Number of contacts/bed days
Complaints received as a %

AMH

ACS

OPMH

CYPS

Forensic

35777
0.03

66596
0.01

9613
0.03

25356
0.01

9021
0

Concerns raised:
From the 43 complaints received, a total of 144 issues were raised, of which 76 issues were
upheld/partly upheld (53%); 62 issues were not upheld and 6 indeterminate.
Clinical care (n = 36), attitude and behaviour (n = 32) and communication (n = 19) continue to be the
most frequently raised issues.
Actions identified
A total of 96 actions were identified from closed investigations in Q1. 21 of these actions have been
completed on Datix (across all Directorates). 75 actions remain incomplete.
Parliamentary and Health Service Ombudsman



There have been no complaints referred to the Ombudsman since 1 April
Of the 12 complaints received by the Ombudsman in 2014/15, 7 were not upheld and 5 are still
awaiting a decision.

11

6.2 Local complaints
We now record and report on all written complaints received within the Trust including local
complaints. Within Quarter 1, 36 Local complaints were received comprising of:
•
•
•
•
•
•

22 = AMH & LD
4 = Adult Community
6 = CYP
2 = Forensic
1 = OPMH
1 = Corporate

The top three issues raised were Clinical Care (Lack of support), Attitude and Behaviour (Rude,
inappropriate comments, lacking empathy) and Communication (Failure to share information)
6.3 PALS
There were 389 contacts received by PALS in Quarter 1.
•
•
•
•
•
•

170 = AMH & LD
129 = ACS
30 = Corporate
27 = Forensic
19 = C&YP
14 = OMPH

There were a total of 464 issues raised. The top three issues were 93 = Clinical Care, 67= information
and 59 = Access and waiting.

7. Community Mental Health Service User Survey 2015
Results from the 2015 MH Community Service User survey 2015 have been released by Quality Health. A
summary of the results are provided below.
 Response rate 2015 – 24% - No of respondents – 196 (AMH – 112, OPMH – 84)
 Response rate 2014 – 27% - No. of respondents – 223 (AMH – 137, OPMH – 85)
Areas to note:
 This summary gives comparison to the 48 Mental Health Trusts and Community Interest Companies
with mental health functions that were surveyed by Quality Health. Importantly, this comparative
data does not take account of all the trusts surveyed as some have used other companies.
 Percentages are calculated after excluding respondents that did not answer that particular
question.
 All percentages are rounded to the nearest whole number. When added together, the percentage
for all answers to a particular question may not total 100% because of this rounding.
 Rating comparison is based on a movement of 5% or more and only on responses with ‘Yes
definitely’ and ‘Yes, to some extent’.
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5% or better

within a range of 5%

Category

Indicator description

Care and
treatment
Health and
Social care
workers

Organising
your care

Planning
your care

Reviewing
your care

Crisis care

Treatments

Other areas
of life

5% or worse
Oxleas
2014

Oxleas
2015

Changes
from
2015/14

All
Trust
2015
78%

Seen often enough for your needs

79%

79%

People you saw listen carefully to you

95%

92%

94%

Given enough time to discuss your needs
and treatment
Understanding of how mental health
needs affect other areas of your life
Have you been told who is in charge of
organising your care
Do you know how to contact this person if
you have a concern
How well does this person organise your
care and services you need
Agreed what care you will receive

88%

84%

88%

89%

88%

87%

80%

75%

76%

95%

97%

97%

94%

89%

92%

80%

71%

77%

Involvement in agreeing what care you will
receive
Does this agreement take personal
circumstances into account
Meeting in last 12 months to discuss how
care is working
Involvement in discussion about how care
is working
Decisions made together during this
discussion
Know who to contact out of hours

96%

91%

93%

93%

94%

93%

79%

74%

72%

96%

94%

93%

96%

92%

93%

79%

75%

68%

Have you tried to contact person/team if
your condition was getting worse
Did you get the help you needed

31%

36%

39%

88%

78%

75%

Receiving medication for mental health
needs
Involvement in decisions about which
medication you receive
Given information about new medication
in a way you could understand
In last 12 months have staff checked with
you about how you are getting on with
your medication
In last 12 months have you received any
treatment or therapies that didn’t involve
medication
Involvement in decision about what
treatment or therapy to use
Help/advice in finding support for physical
health needs
Help/advice in finding support for financial
advice or benefits

84%

81%

84%

89%

87%

88%

86%

87%

85%

74%

74%

78%

46%

49%

47%

91%

88%

91%

67%

62%

64%

60%

58%

57%

Comparison
to other
Trusts (2015)
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Overall

Help/advice with finding support for
finding/keeping work
Help/advice with finding support for
finding/keeping accommodation
Has someone from MH supported you in
taking part in an activity locally
Has someone from MH involved a member
of your family or someone else close to
you as much and you would like
Have you been give information by MH
staff about getting support from people
who have experience of the same mental
health needs as you
Do MH staff understand what is important
to you in your life
Do MH staff help you with what is
important to you in your life
Do MH staff help you feel hopeful about
the things that are important to you
Overall rating of a score of 7 and above
(scale 0 – 10)
Dignity and respect

60%

54%

53%

61%

44%

57%

54%

62%

58%

83%

77%

75%

46%

57%

51%

85%

80%

82%

81%

78%

80%

78%

79%

78%

67%

61%

63%

94%

93%

93%

Additional information from survey results
Category

Care and
Treatment

Organising
your care

Changes in
who you see

Indicator description/ responses

Oxleas
Oxleas
2014
2015
When was the last time you saw someone from MH Services
In the last month
52%
39%
1 – 3 months
23%
33%
4 – 6 months
15%
18%
7 – 12 months
8%
5%
More than 12 months
1%
4%
Overall, how long have you been in contact with MH Services
Less than 1 year
20%
20%
1 to 5 years
36%
45%
6 to 10 years
14%
8%
More than 10 years
28%
23%
I am no longer in contact with MH services
2%
3%
Don’t know / can’t remember
3%
5%
Person in charge of your care
CPN
20%
15%
Psychotherapist/counsellor
10%
8%
Social worker
5%
5%
Psychiatrist
17%
17%
Mental health support worker
8%
10%
GP
9%
12%
Another type of health or social care worker
2%
3%
Don’t know
5%
2%
In the last 12 months, have the people you see for your care or services changed
Yes
46%
43%
Yes, but this was because I moved home
2%
2%
No
49%
50%
My care has started but not changed
3%
4%

All Trust 2015

51%
25%
15%
7%
2%
17%
39%
12%
30%
2%
3%
21%
5%
7%
17%
10%
10%
4%
4%
43%
2%
52%
3%
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Don’t know / not sure
6%
7%
8%
What impact has this had on the care you receive
It got better
31%
30%
25%
It stayed the same
53%
46%
46%
It got worse
16%
23%
29%
Not sure
9%
9%
11%
Did you know who was in charge of organising your care while this change was taking place
Yes
54%
55%
55%
No
46%
45%
45%

Demographics
 55% respondents were female and 45% male.
 Highest percentage of respondents fell into the 66+ age band (45%) for Oxleas.
 79% of respondents were categorised under English/Welsh/Scottish/Northern Irish/British category
grouping.
 73% of respondents completed the questionnaire themselves, with 18% completed by friend or relative
of the service user.
Benchmarking indicators
Category

Top 20%
Intermediate 60%
Indicator description

Lower 20%

Oxleas
2014

Oxleas
2015

Definitely or to some extent felt that they were listened to carefully

83%

80%

Definitely or to some extent given enough time to discuss your needs
and treatment
Definitely or to some extent understood how mental health needs
affect other areas of life
Told who is in charge of organising their care and services

77%

69%

73%

67%

81%

75%

Know how to contact person in charge of organising care

95%

95%

Care and services organised very well or quite well

83%

79%

Definitely or to some extent agreed what care will be received

63%

57%

Definitely or to some extent involvement as much as wanted in
agreeing what care will be received
Definitely or to some extent agree that care takes into account
personal circumstances
In last 12 months had formal meeting to discuss care

77%

68%

77%

75%

82%

71%

Definitely or to some extent involved as much as wanted to be in
discussion how care is working
Definitely or to some extent felt that decisions were made together

74%

76%

77%

77%

Changes in who
you see

Care stayed the same or got better

85%

75%

Knows who is in charge of your care while change was taking place

57%

57%

Crisis care

In a crisis know who to contact out of hours

79%

77%

Definitely or to some extent got the help from out of hours team

65%

62%

Health and Social
care workers

Organising your
care

Planning your
care

Reviewing your
care

Benchmark
position
2015
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Treatments

Other areas of life

Overall

Definitely or to some extent involved as much as wanted in decisions
about which medication received
Definitely or to some extent given understandable information
prescribed medicines
Medicines have been reviewed in the last year

69%

70%

71%

69%

73%

72%

Definitely or to some extent involved in deciding treatments or
therapies to use
Definitely or to some extent given advice with finding support for
physical health needs
Definitely or to some extent given about finances or benefits

74%

68%

51%

44%

48%

44%

Definitely or to some extent given advice about finding or keeping
work
Definitely or to some extent given advice about finding or keeping
accommodation
Definitely or to some extent supported you in taking part in a local
activity
Definitely or to some extent involved a family member or someone
close to them
Definitely or to some extent given information about getting support
from people who have the same needs
NHS MH services always or sometimes understand what is important
to users
NHS MH services always or sometimes help with what is important to
users
NHS MH services always or sometimes help users feel hopeful about
things that are important
Definitely or to some extent seen often enough for their needs

42%

35%

47%

32%

42%

43%

70%

61%

33%

39%

65%

56%

61%

56%

60%

56%

65%

61%

User rating of their experience

70%

68%

Always or sometimes treated with dignity and respect

81%

78%
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Service Delivery Report
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Helen Smith, Deputy Chief Executive and Director of Service
Delivery
a) Board Service Delivery Report
b) ALD RTT Waiting Lists

Attachments

Summary and Highlights
One of the recommendations from Deloitte’s Well Led review, was to put in place integrated
reporting to the board, to capture the salient issues impacting on the performance of the
organisation.
To this end, it is proposed that the Board receives two reports: an integrated board dashboard
(presented by the Acting Chief executive); and a service delivery report.
It is proposed that the service delivery report detail the top three issues of concern for each
directorate, including a description of the issue and mitigation plans.
The attached report was presented to the Formal Executive on 22 September 2015. The format had
not at that point, been finally agreed, so the board is asked to note that the content of this report
has a degree of variability that will not occur in future reports.
Given the potential for duplication with the directorate briefing, it is proposed that the directorate
briefing is presented to every third board and that it focuses on a general summary of directorate
events and developments within that period.
Each month, a detailed analysis of RTT waits within a directorate is presented to the board; this
month, the report is on the RTT waits for the adult learning disabilities (ALD) service. This is
presented at the end of the board service delivery report.
Please note that for this month, the KPI front sheet that the board previously has received is
attached in the ‘For Information’ papers.

Recommendations

The Board is asked to approve:
The new format for the board service delivery report
That the directorate briefing is presented every third board meeting
Note the RTT report into ALD services

Board service delivery report
Older person’s mental health services
1. Service change programme implementation
There will be structural and operational changes taking place across all of our communitybased services, effective from 1 October. This will allow us to roll out the primary care plus
model and to extend opening hours into the evening. This will involve changes to team
bases. We are closely monitoring service standards, data quality and core activities to
ensure they are not negatively affected by the changes. The consultation regarding changes
to the group therapy programme and merging our home treatment teams closed in August.
These changes will allow us to deliver more focused treatments and more out of hours
interventions in people’s homes to prevent admission.
Mitigation plan
The change is being monitored in the following ways: a fortnightly meeting with staff; the
regular multi-agency stakeholder group; a small basket of outcome measures to monitor
changes in service throughput, inpatient and crisis activity and activity in primary care plus;
regular service user and carer open meetings to receive feedback on the changes.
2. Greenwich OPMH service reviews
Meetings have taken place with Greenwich commissioning leads, initially relating to the
Better Care Fund allocation (£490k), which are informing their service delivery intentions and
will result in the submission of a commissioning intentions paper for current OPMH services
early in October.
Our senior staff are engaged in 2 service reviews led by Greenwich CCG to identify service
requirements in relation to the crisis pathway (includes WAA services) and memory services,
which will influence their commissioning intentions from 16/17.
3. Holbrook ward agency staff use
Under the new process for agency & consultancy costs, the directorate has been working
with the trust Taskforce to reduce agency usage. By the end of July, usage had reduced
significantly and the directorate’s rating moved to amber; the directorate has a follow up
meeting with the Taskforce at the end of October to monitor progress.

Adult community services
1. Qualified nurse vacancies
Band 5 vacancies and our use of agency staff is the primary driver for the directorate’s
adverse financial position. It is most acute in our two intermediate care units and district
nursing. Active recruitment to posts is ongoing, but we have had limited success in
improving the position.
Changes to staffing ratios have been introduced following an assessment of skills of the
multidisciplinary team at Meadow View. This has reduced the historic funding gap and a
review of ‘safe staffing’ levels is underway, which may result in changes to the number of
qualified nursing staff required on certain shifts.
In district nursing, activity remains high (the first four months of the financial year we
attended almost 100,000 appointments) and we are reviewing demand and capacity within
each team, as part of the directorate’s transformation programme for district nursing. The
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vacancy rate has ranged between 15% and 22% over the last six months; this reflects the
national shortage of district nurses.
Mitigation Plan
Trust wide plans are in discussion to address this issue.
2. Outcomed appointments in district nursing
We continue to struggle with unoutcomed appointments in district nursing. Bexley teams
generally perform better than Greenwich but there is wide variation across the teams,
ranging from 49% of appointments outcomed in the Woolwich Forum to 90% in the Oval
Forum. Teams with the highest activity levels are more likely to have a greater percentage of
unoutcomed appointments, but this rule is not absolute.
Mitigation plan
This issue will be included in our work to review the caseloads of the teams and their
geographic location, supported by the wider transformation programme in district nursing.
3. Waiting times in Bexley MSK
Our Bexley MSK service has contract targets for first appointments that are stricter than the
18 week rules. We are required to see 95% of urgent patients within 10 days and 95% of
routine patients within 20 days. We have struggled to meet these local targets for a number
of reasons, many of which are outside our control and relate to how appointments are
directly booked by a third party.
In August, we saw 66 urgent patients (38% seen within 10 days) and 654 routine patients
(59% seen within 20 days). In addition, the service sees around 700 follow up appointments
each month, with clinics operating 8.00am to 7.00pm, Monday to Friday, and 8.00am to
1.00pm on Saturdays. Clinics are held at Queen Mary’s and Erith Hospitals. All patients are
comfortably seen within 18 weeks, with average waits only just above the contract targets.
Mitigation plan
We have started to receive a daily breach list which details the number of patients that could
not be booked; we are receiving notification of around 50 such patients each day, which we
are then directly booking into available slots. We agreed with the prime contractor, King’s
College Hospital NHS Foundation Trust that no financial penalties should apply this financial
year. We have a plan in place to meet the contract targets by December 2015.

Children & young people’s services
1. Service redesign
The directorate is undergoing significant service change and redesign. In CAMHS, the
Greenwich service staff consultation has closed and we are reviewing comments in
preparation of the final consultation document. It is anticipated that the service start date will
be 1 December rather than 1 October, as originally planned.
Work on the single point of access (SPA) is progressing well and the staff consultation was
launched on 7th September. A number of individual and group meetings are currently taking
place and comments are being collated.
The directorate is continuing to work with Bexley commissioners on their Alliance contracting
model in specialist services.
Agency use
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We have undertaken an analysis of the use of agency in our children’s continuing care
service. This service works with a number of highly complex children; agency staff are used
to provide packages of care that are in addition to the core service provision. This usage is
being recharged to the CCG but we need to ensure that it remains at a minimum, while not
compromise care to children.
2. RTT – CAMHS
Weekly telephone conferences are being held with team leaders to increase the focus on
RTT achievement for CAMHS in Bexley and Bromley. We expect an improvement in the
September month end reports. The trust August KPI position was 94.6%, and, at 18
September, the Ifox position is 98.2%.

Adult mental health and adult learning disabilities services
1. Community mental health redesign
The redesign implementation is on target for 28 September. Weekly locality implementation
meetings led by the new locality management teams and service managers are taking place,
involving all teams. Each work streams’ implementation plan is now well underway or
completed (estates, informatics, communications, operational policy, training). The
Programme Board, chaired by the deputy chief executive, continues to meet to oversee the
process.
In making the necessary changes to RiO, there may be a temporary impact on RTT (for up
to 2 months). This has been discussed with the director of therapies (Michael Witney). Plans
are in place to review the impact of the redesign in terms of performance, quality and
outcomes.
2. Greenwich CCG-led review of crisis services
The directorate is working with Greenwich CCG to review our crisis services. The external
consultant is completing his review and is feeding back to us in October. Discussions are
underway in through the system resilience meetings, for further investment in liaison and
HTT across BBG.
3. Occupancy rates and bed management
Overall demand for our beds remains high.
Mitigation plan
In the week beginning 21 September, we implemented the bed escalation plan, with daily
bed state teleconferences and service managers required to attend borough bed
management meetings. This has started to reduce demand by 24 September.
With the support of the medical director and deputy chief executive, the directorate has
produced a revised bed management policy. The policy has reduced the number of available
sleepover beds and this led to a short term increase in UEAs.
Mitigation plan
We are creating additional beds in GPH and Oxleas House that will be used for sleepover
purposes only and will not be considered in the overall bed capacity. The service manager
will be required to monitor the use of these beds and they will be recorded on the daily bed
state report.

ALD
The main concern remains around potential to deliver CRE in ALD.
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Mitigation plan
This will be addressed through financial planning meetings.

Forensic & prison services
1. In-patient Services
The in-patient services currently are experiencing a small cost pressure, in contrast to
previous years. There are two main contributing factors: a reduction in income generated by
admissions outside of the main contract of Foreign National patients, and a cost pressure on
the nursing budget which is linked to the opening of Kelsey ward.
Mitigation plan
We have had a number of meetings with the complex case team of Immigration Enforcement
(formally the UKBA) who have shared their data on placements and requested that we
conduct a paper review and make recommendations re individuals that may be transferred
to the Bracton to aid their eventual repatriation.
We are planning the temporary closure of Kelsey and absorbing staff back into the acute
units, with the intention of re-commissioning later. This would follow a re-profiling of the
current wards at the Bracton and changing the use of Danson from slow stream
rehabilitation to acute and the intrinsically linking Kelsey to Danson and running it as an
annex of the ward, creating economies of scale in the staffing establishment.
2. Greenwich Prisons Cluster
The services at Greenwich are generally working well post transfer to Oxleas. There are
however cost pressures relating to escorts and bed-watches (E&BWs) and the use of
agency staff. In addition, we have some concerns relating to quality of care at Thameside.
Mitigation plan
Meetings have been held with the commissioners to discuss the above. As a result, an
additional £340k has been committed this year to support some additional posts following
the formal consultation process. The commissioner has asked us for details relating to some
exceptional high cost E&BWs, and has indicated that we may receive additional monies at
the end of quarter 3.
3. Enhanced progression unit at Belmarsh
The service established in Belmarsh, is under discussion, as the Governor is wanting the
service for Cat A prisoners and to be delivered by NOMs. This is despite an evidence base
demonstrating good outcomes from the service in its current format. Commissioners and
managers/clinicians have held several meeting to try to resolve the situation.
Mitigation plan
Over the last few months, commissioners have considered whether any other prisons could
host the service. Currently both HMP Brixton and Wandsworth have expressed an interest
and negotiations are on-going to try to take this forward. Failure to find a resolution could
lead to the service being closed and staff having to be redeployed and made redundant.
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ALD RTT Waiting Lists as at 17 September 2015
AHP
As at 17th September there were 16 clients on the AHP waiting list for ALD Services who had
breached 18 weeks. The table below shows the break down by team and the longest wait in
weeks, where the longest wait is due to user error I have included the wait time for highest
real breach.
Number pts
on waiting
list
Speciality
Bexley ALD Complex
Physical Health
Bexley ALD MH
Challenging Behaviour
Bromley ALD MH
Challenging Behaviour
Greenwich ALD Long
Term Team
Greenwich ALD Short
Term/Intake Team
Greenwich ALD OT
Atlas House
GRAND TOTAL

Breaches
(Rio)

Longest
Wait in
weeks (RiO)

Total
genuine
breaches

True Wait
in weeks

%Breach

RTT
breach(92%
waiting less
than 18
weeks)

19

2

44

0

17

0

NO

20

1

32

0

17

0

NO

12

1

21

0

16

0

No

31

6

59

0

15

0

NO

25

5

27

5

27

20%

Yes

3
98

1
16

22
59

0
5

0
27

0
5.1%

NO
NO

Manual checks have confirmed that only 5 of the 16 were true breaches and the other 11
were caused by user error, they included appointments with RTT activity recorded against
the wrong referral, an incorrect outcome used 2 HCPs who are not on the list of HCPs.
Of the 5 true breaches:
They have all been allocated to the waiting list but yet to be allocated to a named HCP or
offered an appointment
Greenwich ALD Short Term/Intake Team
There are 5 clients who have been allocated to Green LD, Short OT, Clock Start on RIO but
have yet to be seen by a named HCP.

Psychological therapies team (PTT)
As at 17th September there were 3 clients on the PTT waiting list for ALD who had breached
18 weeks. The table below shows the break down by team and the longest wait in weeks,

where the longest wait is due to user error I have included the wait time for highest real
breach.
Number pts
on waiting
list
Speciality
Bromley ALD MH
Challenging Behaviour
Greenwich ALD Long
Term Team
GRAND TOTAL

Breaches
(Rio)

Longest
Wait in
weeks (RiO)

Total
genuine
breaches

True Wait
in weeks

%Breach

RTT
breach(92%
waiting less
than 18
weeks)

32

2

20

0

N/A

0%

No

21
53

1
3

18

1
1

18

4.8%
1.9%

No
No

Greenwich ALD Long Term Team
1 client has been allocated to the clock start waiting list but has yet to be allocated to an
HCP.
General Observations
There are some issues with data entry and appointments not outcomed correctly. A report
is available on IFOX which allows users to check current waiting lists on a daily basis. The
Business Office runs this report regularly and sends it out to teams to enable them to
update RIO as appropriate.
During the deep dive it was discovered that 3 clinicians had not been included in the HCP list
of approved clinicians so their activity cannot be picked up by the report.
Action: Informatics to update the HCP list for these clinicians and work with the Business
Office to ensure that this list is up to date and accurate.
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a) Summary Corporate risk register and progress update
b) Full Corporate Risk Register

Summary:
Corporate Risk Register

The Risk Committee met on 15 September 2015. One risk was reduced and one new risk was accepted on
to the Corporate Risk Register.
Reduced risk
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
This risk was reduced from high to moderate as the market appears to have settled. This reduced volatility
enables us to better anticipate programmes and budgets, and manage expectations and Trust internal plan.
Consequence reduced remains at 3, likelihood reduced from 4 to 3, risk reduced from HIGH (12) to
MODERATE (9).
New risk
1.8: If the Trust were to receive an outcome of ‘requires improvement’ or ‘inadequate’ from a CQC
inspection, this would impact on the Trust’s reputation and could also trigger a governance concern
under the Monitor Risk Assessment Framework
At the last meeting of the Board of Directors meeting on 3 September 2015, it was recommended that that
the Trust should open an overarching risk relating to the CQC inspection. This has been added to the
Corporate Risk Register at the proposed rating of consequence = 4, likelihood = 2, risk rating = MODERATE
(8). There is a low likelihood of receiving a rating of less than ‘good’, but there would be a high reputational
impact if this were to be the outcome.

Service Directorate Risk Registers

The September meeting received the Risk Registers for Adult Mental Health/ALD and Children and Young
Peoples Services.
Adult Mental Health and ALD
The directorate reported on two significant risks and three high risks.
The significant risks relate to achieving CREs in Adult Mental Health and bed occupancy. The mitigation
plan for the bed occupancy risk describes the actions to reduce admissions, with a focus on practice in
CMHTs. It was recommended that the CRE risk should reduce to a high risk as the gap of £600k had
reduced to £300k. The high risks relate to spend on bank and agency staff, relationships with GPs and CREs

Summary:

in ALD services. The directorate also reported that the risk relating to meeting targets for the IAPT (Time to
Talk) service had reduced from a high to a moderate risk as the CCG is satisfied with the progress made.
Bed occupancy risk
The Risk Committee acknowledged that it was important to recognise that bed occupancy is a priority risk
for the Trust, as the CQC have raised questions about this. The Board of Directors is asked to consider if this
risk should be escalated to the Corporate Risk Register, so as to ensure regular oversight through the Risk
Committee. A proposed wording for the corporate risk is given below.
Whilst rated as significant (4 x 4 = 16) on the AMH risk register, the Board is asked to consider if it would be
appropriate to rate this with a consequence of 3 on the Corporate Risk Register, making this a HIGH (12)
risk.
If the Trust is unable to manage in-patient demand through effective bed management, admission
avoidance and crisis care, there is a risk that occupancy will continue to be above commissioned bed
days. This most significant impact is on patient experience. There is a lesser financial impact due to
increased use of private beds or additional staff on our own wards.
Children and Young People
The directorate reported on two high risks. There were no significant risks.
The risk relating to tendering for services was reduced from a significant to high risk by the C&YP
Directorate. This is due to changes in commissioning priorities and the award of the Greenwich CAMHS
contract. The rationale for the high rating is because universal and specialist services in Greenwich are
likely to be under tender during the Autumn.
A new high risk was opened by the directorate in relation to the use bank and agency staff.

Recommendations

For the Board of Directors to consider if the bed occupancy risk should be escalated to the Corporate Risk
Register at the rating of High (12).

Corporate Risk Register – progress update for Executive Team September 2015
Objective

Risks

Initial rating
(C x L)

and acceptance
date

Previous
rating
(C x L)
June 2015

Current
rating
(C x L)
Sept 2015

MOD (8)
(4 x 2)

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

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

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 nonacutes 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

Nov 2011

HIGH (12)
(4 x 3)

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.

HIGH (12)
(4 x 3)

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

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

Director of
Finance

No change to current position. Plans have been developed to
deliver CREs of between £7.5m in 2015/16. However, it is
accepted this will remain an area of challenge and progress will
continue to be monitored at the Board of Directors.

Director of
Finance

No change to current position. 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.

Director of
Finance

Escalated to Corporate Risk Register in July 2015 in light of the
current upward trend in temporary staff usage. A RAG rating
system has been developed to identify and support teams with
the highest spend.

MOD (8)
(4 x 2)

HIGH (12)
(4 x 3)

Medical
Director

Personalising care planning training includes a focus on the risk
summary ensuring that risk incidents are linked from progress
notes to the risk summary to inform the risk assessment and that
all risks rated medium or high have a risk management care plan.
‘My crisis plan’ guidance being developed to embed
personalisation of risk management planning with advanced
statements included from the service user. Team
leads/managers to ensure that supervision explores linking risk
summaries care planning.



July 2015

Nov 2012

Current mitigations and progress update September 2015



Nov 2014

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

Owner




A trustwide rolling audit for risk assessments has been
introduced to monitor this. A clinical audit has been undertaken
in OPMH and a similar audit is planned for AMH&LD later in the
year.

Objective

Risks

Initial rating
(C x L)

Previous
rating
(C x L)
June 2015

Current
rating
(C x L)
Sept 2015

HIGH (12)
(3 x 4)

N/A

HIGH (12)
(3 x 4)

and acceptance
date
1 - Enhance quality:
offer a guarantee of
excellence for every
patient
3 – Increase
productivity: be resilient
and resourceful to
thrive in difficult times
3 – Increase
productivity: be resilient
and resourceful to
thrive in difficult times
Compliance Risk
escalated from
Information Governance
Group/Clinical Data
Governance Group

1.7: If the Trust cannot reduce the use of temporary
staff to fill recruitment gaps and roster gaps, there is
a risk that this will impact on quality, safety and
patient experience
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
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

July 2015
SIG (16)
(4 x 4)

Escalated
July 2015
HIGH (12)
(4 x 3)

May 2014
HIGH (12)
(4 x 3)


HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

Feb 2014
HIGH (12)
(4 x 3)

New risk
HIGH (12)
(4 x 3)

Owner

Current mitigations and progress update September 2015

Director of
HR and OD

A range of schemes to incentivise applicants for these posts are
being developed as part of the weekly agency review meetings as
well as between Finance and HR to present a different and more
attractive offer for staff currently working with agencies.
Some elements of the risk have reduced, due to changes in
commissioning priorities and the award of the Greenwich CAMHS
contract. There is still a high risk as specialist and universal
services in Greenwich are likely to be under tender during the
Autumn.

Director
Children’s
and Young
Persons
Director of
HR and OD

A range of schemes to incentivise applicants for these posts are
being developed as part of the weekly agency review meetings as
well as between Finance and HR to present a different and more
attractive offer for staff currently working with agencies.

Director of
Informatics

The Informatics team undertakes regular audits of data. In
addition, audits are to be undertaken on a regular basis by
directorates to ensure staff are capturing data as instructed. (E.g.
recent work on 7 day follow up, delayed discharges). The annual
internal audit by our auditors also provides additional assurance.
It is anticipated that this action should be reduced within the
next 6 months as these plans are implemented

Medical
Director

Personalising care planning training supports staff in ensuring
that the person at the centre of care planning. Co-production
with carers to enhance involvement in care planning process
being piloted with Bexley recovery and results will inform staff
guidance. Team leads/managers to ensure that supervision
explores service user involvement in care planning.
Personalising care planning draft policy developed to be brought
to Trustwide CEG for Sign off.



March 2015



Moderate risks and low risks
1 - Enhance quality :
offer a guarantee of
excellence for every
patient

1.1: Service users may not always be sufficiently
involved in the care planning process. This means
that they may not effectively engage in the care and
treatment

MOD (9)
(3 x 3)
Nov 2012

MOD (6)
(3 x 2)

MOD (6)
(3 x 2)



The results of the National Patient Survey and the CPA/care
planning audit will be used to provide assurance on this risk.

Page 2 of 6

Objective

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

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

Page 3 of 6

Risks

1.2: In adult community health services, care
interventions may not be documented in the proper
place in RiO, which makes making delivery continuity
of care difficult to achieve

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

Initial rating
(C x L)

Current
rating
(C x L)
Sept 2015

Owner

Current mitigations and progress update September 2015

and acceptance
date

Previous
rating
(C x L)
June 2015

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

Medical
Director

This risk has been reworded to focus on the documentation
aspects.
Documentation group chaired by ACS head of nursing ensuring
that inequalities in practice are addressed to minimize variability
Further personalising care training planned for ACS , two sessions
have been delivered to date. Transformation team to deliver
training on documenting care planning on RiO. Team
leads/managers to ensure that supervision ensures that there is
effective care planning taking place

Nov 2012

MOD (8)
(4 x 2)
May 2014



MOD (8)
(4 x 2)

MOD (8)
(4 x 2)



Director of
Nursing

The results of the care planning audit will be used to provide
assurance on this risk.
Review of Competency Based Recruitment. Re-validation of
nurses linked to Trust values.

Objective

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

Page 4 of 6

Risks

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

Initial rating
(C x L)

and acceptance
date

Previous
rating
(C x L)
June 2015

Current
rating
(C x L)
Sept 2015

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

May 2014



Owner

Current mitigations and progress update September 2015

Director of
Nursing

All templates have been reviewed with services and we have agreed
what the staffing arrangements should be. All templates have been
changed with the exception of Adult Mental Health Services as the cost
implications are still being finalised. This should be resolved over the
following month. The costs of the AMH inpatients units will be calculated
separately to the costs of the Tarn (PICU). The Tarn has recently reduced
from 16 to 13 beds and the head of nursing is revising the safe staffing
template.
KPMG completed an internal audit into safe staffing and awarded
(significant assurance with minor improvements. Recommendations for
improvement to be taken forward are:
1. Put in place a procedure to ensure that a regular quarterly review of
the staffing against the templates is completed by the Safer Staffing
Committee. This review should identify situations where the
baseline is not appropriate, and temporary staff are systematically
used to meet safe staffing requirements. Regular review should help
establish a more accurate template and baseline.
2. A Standard Operating Procedure is developed which should clarify
available guidance and roles and responsibilities of different staff
groups. This should then be used as part of the future template
reviews to ensure that management are able to see risk arising from
inadequate staffing levels independently from financial risk.
3. Confirm with ward managers on a sufficiently regular basis that the
planned staffing levels are reasonable and that systems are designed
and put in place to monitor and adjust levels where there are
variances above set thresholds. We recommend that where there is
a significant variance between actual and planned staffing levels
that action plans are put in place to rectify this.
4. A threshold for variations in the ratio of registered to unregistered
nurses from the planned level is set, and that where variations occur
above this level, that appropriate review of the actual outturn
against the proposed plan is conducted and, if required, care impact
assessments are completed.
5. Other medical professionals should be included within the template,
and also be considered as part of the quarterly reviews of the
templates
6. Complete a level of analysis to understand whether the reduction in
staff across the Trust which occurs at weekends is justified in all
cases. Consider whether the drop in nursing staff at weekends is
compensated for by an increase in other healthcare professionals.
7. We recommend that the Trust should consider reporting the top
three themes within lower level incidents with an analysis of
incident numbers within each theme. Initial discussions with
management have identified the three main themes as being
sleepovers, violence and aggression towards staff and patient falls.
(Recommendation 7 has been implemented)

Objective

Risks

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

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.

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

1.8: If the Trust were to receive an outcome of
‘requires improvement’ or ‘inadequate’ from a CQC
inspection, this would impact on the Trust’s
reputation and could also trigger a governance
concern under the Monitor Risk Assessment
Framework

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

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

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
3.3: 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

Page 5 of 6

Initial rating
(C x L)

Current
rating
(C x L)
Sept 2015

Owner

Current mitigations and progress update September 2015

and acceptance
date

Previous
rating
(C x L)
June 2015

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

Service
Director

Within Adult Mental Health and ALD, the service has been
working with the LA to integrate the requirements into
operational practice as part of the re-design. Other mitigation
actions include the development of a training scheme,
assessment forms updated on RiO to be Care Act compliant,
operational procedures and policies updated, to raise with the
local authority and S75 meetings and develop planning
arrangements and agreed policy.
At the Board of Directors meeting on 3 September 2015, it was
recommended that that the Trust should consider opening an
overarching risk relating to the CQC inspection. A draft risk
register entry is attached. This will be presented to the Risk
Committee on 15 September 2015 for inclusion on the Corporate
Risk Register.

March 2015

MOD (8)
(4 x 2)
Sept 2015

MOD (9)
(3 x 3)


N/A
New risk
Sept 2015

MOD (9)
(3 x 3)

May 2014
MOD (9)
(3 x 3)

May 2014

Medical
Director

New Risk
Sept 2015

MOD (9)
(3 x 3)

Director of
Informatics


MOD (6)
(3 x 2)

Aug 2013
MOD (9)
(3 x 3)

MOD (8)
(4 x 2)

MOD (6)
(3 x 2)

Medical
Director


MOD (9)
(3 x 3)

MOD (9)
(3 x 3)



Director of
HR and OD

It was agreed that this should be rated as consequence = 4,
likelihood = 2 as there is low likelihood of receiving a rating of
‘inadequate’ or ‘requires improvement’, but there would be a
high reputational impact if this were to be the outcome.
Cultural change takes time but there has been significant
movement over the last year with the increase in paperless
working and iPads. Directorates are working closely with
informatics to embed change within teams (e.g. work on iPad
deployment and docman) and over 500 staff have been trained
in the last 3 months on the use of the RiO SAF app on the ipad.
Although a number of mitigation actions are in place to
strengthen our relationship with GPs, the March meeting agreed
that this should remain on the Risk Register as it is an important
area of focus.
All mobilisation targets have been met to date.

Objective

3 - Increase
productivity: be resilient
and resourceful to
thrive in difficult times
4 - Transformational
Change: delivering best
practice services, for the
future, today
4 - Transformational
Change: delivering best
practice services, for the
future, today
4 - Transformational
Change: delivering best
practice services, for the
future, today
3 – Increase
productivity: be
resilient and resourceful
to survive in difficult
times
4 – Transformational
Change: Delivering best
practice services, for the
future, today

Page 6 of 6

Risks

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: There is a risk to the service that the significant
change process will affect quality and performance
of the service
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
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.
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

Initial rating
(C x L)

and acceptance
date

Previous
rating
(C x L)
June 2015

Current
rating
(C x L)
Sept 2015

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

March 2015
MOD (6)
(3 x 2)

MOD (6)
(3 x 2)

MOD (6)
(3 x 2)

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

HIGH (12)
(3 x 4)

MOD (9)
(3 x 3)



Aug 2011
HIGH (12)
(4 x 3)

July 2015

There are robust processes in place for assessing the capacity
risks of bidding for new services and the Trust would take a “risk
averse” position in some cases. Directorate specific risks around
managing demand and activity levels are covered in local risk
registers.
The implementation plan is being progressed and buildings being
vacated although it is challenging. All efforts are being made to
communicate the rationale to staff e.g. article in The Ox, briefing
paper for managers to support communication, meetings. Work
is commencing on a room booking system.
The Directorate is on track to implement the redesign by the end
of September 2015. Locality implementation meetings are now
well established.

Director of
Estates

Director of
Adult MH
and LD
Director of
Informatics

We successfully exited the London contract on 20 July. The
merge of our 3 databases will take place on 19th October.
Further Transformation work is planned post merge

Director of
Finance

Risk remains at Moderate rating as commissioners are looking at
other models for tendering services. Move towards
collaboration instead of competition.

Director of
Finance

Reduced by Risk Committee 15/09/2015.
The market appears to have levelled out but construction costs
have risen considerable, and project timescales tend to be longer
to enable contractors to manage shortages of labour and
materials. This reduced volatility enables us to better anticipate
programmes and budgets, and manage expectations and Trust
internal plan



Nov 2011
HIGH (12)
(3 x 4)

TBA



August 2014
MOD (8)
(4 x 2)

Current mitigations and progress update September 2015



May 2014
MOD (9)
(3 x 3)

Owner




Corporate Risk Register
Version:

30.2
Date: Sept 2015

Page 1 of 35

Risk summary
Risks devolved to Governance Sub-groups and Committees
Current rating
(C x L)

Movement

Next review

1.1: Service users and carers may not always be sufficiently involved in the care
planning process. This means that they may not effectively engage in the care
and treatment

MOD (9)
(3 x 3)



Nov 2015

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

1.2: In adult community health services, care interventions may not be
documented in the proper place in RiO, which makes making delivery continuity
of care difficult to achieve

MOD (9)
(3 x 3)



Nov 2015

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

HIGH (12)
(4 x 3)



Nov 2015

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
MOD (8)
(4 x 2)



Nov 2015

MOD (8)
(4 x 2)



Nov 2015

MOD (8)
(4 x 2)



Nov 2015

HIGH (12)
(3 x 4)



Nov 2015

Strategic priority

Risk

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

1.1 – Improve care planning through better
patient involvement

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

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

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

Page 2 of 35

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.

1.7: If the Trust cannot reduce the use of temporary staff to fill recruitment gaps
and roster gaps, there is a risk that this will impact on quality, safety and patient
experience

Strategic priority

Risk

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

1.8: If the Trust were to receive an outcome of ‘requires improvement’ or
‘inadequate’ from a CQC inspection, this would impact on the Trust’s reputation
and could also trigger a governance concern under the Monitor Risk Assessment
Framework
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

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

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

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

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 service expansion from bids and tenders 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

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

Current rating
(C x L)

Movement

Next review

MOD (8)
(4 x 2)

New risk
Sept 2015

Nov 2015

MOD (9)
(3 x 3)



Nov 2015

MOD (6)
(3 x 2)



Nov 2015
(every 4
months)

HIGH (12)
(4 x 3)



Nov 2015

MOD (9)
(3 x 3)



Nov 2015

HIGH (12)
(4 x 3)



Nov 2015



Nov 2015
(every 4
months)



Jan 2016
(every 4
months)

MOD (9)
(3 x 3)

MOD (6)
(3 x 2)

Strategic priority

Risk

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

4.2: There is a risk to the service that the significant change process will affect
quality and performance of the service

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.

4.2 - Implement the mental health redesign
programme in our adult and older person’s
mental health services.

Current rating
(C x L)

Movement

Next review

MOD (9)
(3 x 3)



Nov 2015

MOD (8)
(4 x 2)



Nov 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: Not achieving our planned surplus of £1m would see us either just breakeven
or go into deficit. This would raise questions about long term sustainability. In
order to achieve our financial plan, 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
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Current rating
(C x L)

Movement

Next review

HIGH (12)
(4 x 3)



Nov 2015

HIGH (12)
(4 x 3)



Nov 2015

Strategic priority

Risk

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

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.

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

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

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.

4 – Transformational Change:
Delivering best practice services, for
the future, today
4.3 - Agree and implement the QMH
development control plan

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

3.2 – Implement our marketing strategy

Current rating
(C x L)

Movement

Next review

HIGH (12)
(3 x 4)

Escalated
July 2015

Nov 2015

MOD (8)
(4 x 2)



Nov 2015

MOD (9)
(3 x 3)



Nov 2015

Compliance Risks (escalated through governance sub-group workstreams)
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)



July 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. 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
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
27/02/2015
19/05/2015
26/06/2015
21/07/2015
15/09/2015

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
3
3
3
3
3
2
2
2
2
2

9
9
9
9
9
9
6
6
6
6
6

MOD
MOD
MOD
MOD
MOD
MOD
MOD
MOD
MOD
MOD
MOD

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













There is poor
documentation of
instances where
the client was
unable to
participate in
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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
Reduced in light of Care Planning Audit Results

Rating accepted at Governance Board
Reviewed at CEG – no change
Reviewed at Governance Board – no change
Reviewed at Governance Board – no change

Lead
Service directorates

Complete by
End April 2014

Care Planning Lead

April 2015
Dec 2014

Medical Director

Reason for rating change

Planned frequency of review

March 2015

Mitigation actions
• Trust project lead for personalising care planning appointed
• Trust wide Personalising care planning Strategic Steering Group established
– to meet every two months
• Directorate based personalised and integrated care planning sub groups
established to oversee improvement
• Improvement initiatives to include, Co-design pilots with Research Net ,
values based practice learning sets , developing e-learning for staff and
service user co-ordinated training in person centered care
• Extending integrated care planning lessons from the Eltham Integrated
Forum and Greenwich coordinated care to other services
• Patient activation through peer support and co-design with National Voices
and Year of Care
• Launch of Supervision Policy

Risk owner

Clinical Effectiveness

Consequence

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

Responsible group

Every 2 months

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

Target
TBA – when
audit standard
has been set

their in the
development of
their care plan
(18%), or where
the client’s views
are not recorded
in their CPA
review details
(33%)

Progress – October 2014
•
The Enhancing Personalised and Integrated Care (EPIC) project continues to
focus on ensuring that all service users are better involved and feel their
care plans have taken account of their views and needs. The risk will again
be reviewed following publication of the care planning audit results in
January 2015.

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

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

Risk type

Risk source
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Compliance

Audit data

Cost of risk

Target
TBA

Priority 1 - Enhance quality : offer a guarantee of excellence for every patient
1.2
Risk description
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
27/02/2015
19/05/2015
26/06/2015
21/07/2015
17/09/2015

Care planning in community health services
In adult community health services, care interventions may not be documented in the proper place in RiO, which makes making delivery
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

Consequence
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3

Likelihood
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3

Target rating to be achieved by
Gaps in control

Record keeping practice – there is no single
standard for the Patient Held Record
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.
CQC mock visit identified that care plans did not
evidence that patients’ views were taken into
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Responsible group

Is it responsive?

Rating
9
9
9
9
9
9
9
9
9
9
9
9
9
9
9

Level
MOD
MOD
MOD
MOD
MOD
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
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
Reviewed at CEG. No change to current position
No change to current position
Reviewed at CEG. No change to current position
Reviewed at Governance Board – no change
Reviewed at Governance Board – no change

Planned frequency of review

Dec 2014

Every 2 months

Mitigation actions

Lead

Complete by

Assurance measure

Target

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.

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

PEG to monitor for care plan
issues

Care plans are reviewed
systematically.

account. There is a recognised problem with
community services RiO. The care plan template
for community RiO does not have a “client’s view”
column and this would be a useful prompt for staff

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

Existing assurances
Audit action plans monitored at Quality Board
Supervision records

Risk type

Risk source
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Target

Cost of risk

£

Priority 1 - Enhance quality : offer a guarantee of excellence for every patient
1.3

Risk issues reflected in care plan
Care plan interventions for clients with identified risks are not always evident. This means that clinical risks may not
always be managed, impacting on patient outcomes and safety
Risk Assessment Audit August 2012 identified that where a risk issue is identified, it is not always supported by an intervention
in the care plan. A review of 2012-13 Level 5 reports found shortcomings in risk assessment tools and techniques.

Risk description
Validation
CQC Domain
Date

Responsible group

Is it responsive?

Risk owner

Clinical Effectiveness

Medical Director

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










4

3

12

HIGH

4x1=4



19/05/2015
26/06/2015
21/07/2015

4
4

3
3

12
12

HIGH
HIGH

4x1=4
4x1=4




Rating accepted by Governance Board
Reviewed at CEG – no change

4

3

12

HIGH

4x1=4

17/09/2015

4

3

12

HIGH

4x1=4




Reviewed at Governance Board – no change
Reviewed at Governance Board – no change

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
27/02/2015

Target rating to be achieved by
Gaps in control

Care Planning Audit 2014, Identified
that there is lack of risk management
plans for identified medium to high
risks.
Poor recording of context of risk
including, precipitating, static and
dynamic factors.
Where care plan letters were
recorded, it was observed that risk
had not been clearly summarised.
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•
•
•
•
•
•

STORM (Skills based Training on Risk Management) to be rolled out
Trustwide - 1500 staff to be trained over three years
Adoption of best practice pro-forma already used in Trust and
associated guidance.
Rolling audits of a small sample of notes in the community team
regularly feedback to individuals in supervision and in team
meetings.
Smaller sub-group established to focus on ‘my crisis plan’ which
takes into account service user’s views in managing risk.
Learning from Older people’s mental health directorate following
CQC visit and subsequent action plan to be shared Trust wide.
E learning on ‘my crisis plan’ being developed to inform

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

Increased as this is was identified as an areas where more focus
is needed, particular for non-CPA/low risk people and in OPMH

Planned frequency of review

June 2015
Mitigation actions

Reason for rating change

Lead

Service Director
Clinical Director
Care Planning
lead

Every 2 months

Complete by

Assurance measure

Target

2014 Steering
Group Feb 2014-Dec
2014

PEG to monitor for care plan
issues

Care plans are
reviewed
systematically.

June 2015

Care planning audit 2014

Care plans all
meet clinical
standards.

personalised care planning for medium to high risks identified.

March 2015

Existing controls

Existing assurances

Target

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

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

N/A

Risk type

Risk source
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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
Validation

If nurses do not have the right skills, competence and values they will not be able to meet patients care needs
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
21/07/2013
17/09/2015

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

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

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

Existing assurances
1.4
Supervision recording on NHS Learn

Risk type

Risk source

Corporate

Director of Nursing

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




Reviewed at Governance Board – no change
Reviewed at Governance Board – no change

Planned frequency of review

March 2015

Existing controls
Nursing Strategy
Supervision Policy
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Risk owner

Governance Board

Annual Plan

Complete by
March 2014

Every 2 months

Assurance measure
Supervision records
Training completion records
Nurse appraisal records

Target
>80% compliance
with supervision
and training

Target
N/A
>80%
Cost of risk

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

Responsible group

Is it safe?

Risk owner

Governance Board

Director of Nursing

Consequence

Likelihood

Rating

Level

Target

Up/Down

20/05/2014
15/07/2014
19/08/2014
22/10/2014
18/11/2014
20/01/2015
17/03/2015

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



19/05/2015
21/07/2015
15/09/2015

4
4
4

2
2
2

8
8
8

MODERATE
MODERATE
MODERATE

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



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
No change. Some outstanding work on aligning budgets




Reviewed at Governance Board – no change
Reviewed at Governance Board – no change

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







Reason for rating change

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
1.5
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
21/07/2015
15/09/2015

Consequence
4
4
4

Target rating to be achieved by

Likelihood
2
2
2

Responsible group
Rating
8
8
8

Risk owner

Senior Management Board

Level

MODERATE
MODERATE
MODERATE

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

Up/Down
N/A



Reason for rating change
First acceptance at Governance Board
Reviewed at Governance Board – no change
Reviewed at Governance Board – no change

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 1 - Enhance quality : offer a guarantee of excellence for every patient
1.7
Quality impact of use of temporary staff
Risk description

If the Trust cannot reduce the use of temporary staff to fill recruitment gaps and roster gaps, there is a risk that
this will impact on quality, safety and patient experience

The Trust continues to experience high usage of temporary staff across most clinical services. In April and May 2015, quality
concerns raised in a smaller number of teams (based on Trust’s RAG rating criteria for targeting teams with high spend).

Validation
CQC Domain

Responsible group

Is it safe?

Existing controls
The Trust sources agency staff only from Framework agencies and would expect staff have
been through standard employment checks (DBS, professional registration etc) and have
completed basic mandatory and statutory training
Date
21/07/2015
Aug 2015
15/09/2015

Risk owner

Governance Board

Existing assurances
Temporary Staffing request a checklist for all new placements
Additional auditing of framework agencies as advised by Monitor/LPP

Consequence

Likelihood

Rating

Level

Target

Up/Down

4
3
3

3
4
4

12
12
12

HIGH
HIGH
HIGH

4x1
4x1
4x1

N/A



Target rating

TBA

Reason for rating change
First acceptance by Governance Board
Scores adjusted with agreement of Director of HR&OD
Scores adjusted with agreement of Director of HR&OD

Date target rating to be achieved

4x1=4

June 2016

Gaps in control

Mitigation actions

Lead

Complete by

Assurance measure

Target

Rostering is not always used effectively
so agency staff are booked to fill gaps

Modern Matrons to be responsible for signing off rosters and
requests for agency staff. Increased senior management
oversight for teams that meet the Amber criteria on RAG rating
system

Director of HR
and OD

TBA

Agency usage rates
E-roster KPI

<4% in all
directorates

Safer Staffing Report include
proportion of temporary staff per shift

80% of staff to
be substantive

Supply of internal Bank staff is not
sufficient to meet demand

Difficulty in recruiting to some areas, for
example Adult Community Services
Not all temporary staff receive local
induction

Risk owner
Cost of risk
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Implement solutions to make Bank work more attractive for
staff, including matching substantive pay rates and introducing
weekly pay. Bank Only package also under review prior to
recruitment campaign.

Director of
Nursing

Vacancy rates
Recruitment pipeline monitoring

On-going recruitment activity to target specific areas. A
number of solutions are being explored to promote Oxleas as
an employer of choice, with initiatives to attract and retain high
calibre staff
CQC preparation will highlight and raise awareness. Evidence of
local induction for temporary staff to be retained locally

Medical Director

Responsible group

CQC Project Group
CQC key question

Frequency of review
Safe

Every month

1.8
Risk description
Validation

Impact of CQC assessment
If the Trust were to receive an outcome of ‘requires improvement’ or ‘inadequate’ from a CQC inspection, this would
impact on the Trust’s reputation and could also trigger a governance concern under the Monitor Risk Assessment
Framework
The CQC requires that the outcome of the inspection is published at all sites. Monitor will consider the outcome of CQC
inspections and assessments when assigning a governance rating.

Existing controls
CQC project group and project plan
Date
03/09/2015
15/09/2015
Target rating

Existing assurances
Reports to project group

Consequence
4
4

Likelihood
2
2

Rating
8
8

Level
MODERATE
MODERATE

Up/Down
4x2=8


Reason for rating change
Rating proposed by Board of Directors
Rating accepted at Risk Committee

Date target rating to be achieved

4x1=4

June 2016

Gaps in control

Mitigation actions

Lead

Completion date

Assurance measure

Not all services may be fully
prepared for the assessment visit

Full project plan developed and monitored by CQC
Project Group. This identifies the actions to be taken
before,, during and after inspection.

Associate Director
of Quality and
Governance

June 2016

Reports to CQC project
group
Outcomes of peer reviews
provide evidence of
readiness for individual
teams

Teams will be supported through a programme of peer
reviews and workshops and learning from these will be
shared via the Project Group. Action plans are drawn up
following Peer Reviews and teams are supported to
address issues raised.
Risks specific to areas of compliance are monitored
through the governance structure.
Risk owner
Cost of risk
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Medical Director

Responsible group

CQC Project Group
CQC key question

Frequency of review

Every month

Safe, effective, caring, responsive, well-led

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
21/07/2015
15/09/2015

Likelihood

Rating

Level

Target

Up/Down

3
3
3
3
3

3
3
3
3
3

9
9
9
9
9

MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

3x1=3
3x1=3
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.

Reviewed at Governance Board – no change
Reviewed at Governance Board – 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

Responsible group

Is it responsive?

Governance Board

Date
20/08/13
15/10/13

Consequence
4
4

Likelihood
2
2

Rating
8
8

Level
MODERATE
MODERATE

Target
4x1
4x1

Up/Down
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
21/07/2015

3
3
3
3
3
3
3

2
2
2
2
2
2
2

6
6
6
6
6
6
6

MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

3x1
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.
Reviewed at Governance Board – no change

Planned frequency of review

December 2014

Every four 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
19/05/2015
21/07/2014
15/09/2015

4
4
4
4
4
4
4

3
3
3
3
3
3
3

12
12
12
12
12
12
12

HIGH
HIGH
HIGH
HIGH
HIGH
HIGH
HIGH

4x1=4
4x1=4
4x1=4
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
No change to risk although situation is improving

Reviewed at Governance Board – no change
Reviewed at Governance Board – no change

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
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Strategic

Annual Plan

Target

Cost of risk

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

Mobilisation targets for new contracts

Risk description

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

Validation
CQC Domain

Is it safe?

Date

Responsible group

Risk owner

Governance Board

Consequence

Likelihood

Rating

Level

Target

Up/Down

18/02/2014
20/05/2014

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



21/07/2015
15/09/2015

3
3

3
3

9
9

MODERATE
MODERATE

3x1=3
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.

Reviewed at Governance Board – no change
Reviewed at Governance Board – no change

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

Clinical Director
Service Managers

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
19/05/2015

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








4

3

12

High

4x2=8



Successful with Greenwich CAMHS but no change as impact on
management capacity and staff morale is area for concern

21/07/5015
15/09/2015

4
4

3
3

12
12

High
High

4x2=8
4x2=8




Reviewed at Governance Board – no change
Reviewed at Governance Board – no change

Target rating to be achieved by

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

March 2016

Every 2 months

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 service expansion from bids and tenders 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 service expansion, 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
21/07/2015

Consequence
3
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
3

Rating
9
9

Level

MODERATE
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
Reviewed at Governance Board – no change

Planned frequency of review

Existing assurances
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Target
3x1=3
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
21/07/2015
15/09/2015

Likelihood

Rating

Level

Target

Up/Down

3
3
3
3
3

2
2
2
2
2

6
6
6
6
6

MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

3x1=3
3x1=3
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

Reviewed at Governance Board – no change
Reviewed at Governance Board – no change

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
There is a risk to the service that the significant change process will affect quality and performance of the service
Mental health service re-design is a key priority in the 2014-16 two year operational plan.

Risk description
Validation
CQC Domains
Date
26/08/2014
19/11/2014
17/03/2015
21/07/2015
17/09/2015

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

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
Reviewed at Governance Board – no change
Reviewed at Governance Board – no change

Planned frequency of review

April 2014

? Every two months

Gaps in control

Mitigation actions

Lead

Complete by

Assurance measure

Target

Implementing a significant change
programme at a time of increasing demand
may affect quality and performance

Prorgramme Manager appointed

Business
Manager

Jan 15

Staff in post

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.

Service
Director /
Associate
Director

Jan 15

Project structures and milestones to be
set and monitored by Project Board

Project Board Sign Off

On project completion assurance will be
gained from
• National Patient Survey
• GP survey
• Quality and Performance Data

Quality and Performance
Maintained

Existing controls
Project Board established
Programme 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
19/05/2015
21/07/2015
15/09/2015

Consequence
4
4
4
4
4
4
4
4
4
4

Likelihood
2
2
2
2
2
2
2
2
2
2

Target rating to be achieved by

Rating
8
8
8
8
8
8
8
8
8
8

Risk owner

IT Strategy Group

Level
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

Target
4x1=4
4x1=4
4x1=4
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
No change to current position

Reviewed at Governance Board – no change
Reviewed at Governance Board – no change

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

There are regular discussions with the commercial
team at Servalec to ensure that issues are
escalated so the Trust can receive assurance that
these are resolved before ‘go-live’.

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 2015/16 and beyond
Not achieving our planned surplus of £1m would see us either just breakeven or go into deficit. This would raise
questions about long term sustainability. In order to achieve our financial plan, 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
The target for 15/16 is £7m, and there is a risk that this will not be delivered in its entirety with £0.7m in high and £2.1m in
medium risk. 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

Risk description

Validation

Responsible group

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
07/05/2014
19/05/2015
16/06/2015
21/07/2015
15/09/2015

Consequence
4
4
3
3
3
3
4
4
4
4

Likelihood
2
2
3
3
3
3
4
4
4
4

Rating
8
8
9
9
9
9
16
16
16
16

Level
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
SIGNIFICANT
SIGNIFICANT
SIGNIFICANT
SIGNIFICANT

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

Up/Down
NEW


4

3

12

HIGH

4x1=4



4
4
4

3
3
3

12
12
12

HIGH
HIGH
HIGH

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



Target rating to be achieved by
Gaps in control
Not all CREs identified and
fully planned at start of
financial year
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Business Committee

Lead
Director of
Finance
Deputy Chief
Executive




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
Reduced by Board of Directors as a plan is in place –
between best and mid-case scenario
Reviewed at Business Committee – no change
Reviewed at Governance Board – no change
Reviewed at Governance Board – no change

Planned frequency of review

March 2016 (for 2015/16 plans)

Mitigation actions
All services asked to create
plans for 15/16 and 16/17
based on £7m and £8m per
annum respectively











Risk owner

Complete by
March 2016

Assurance measure
Achievement against plan continues to be
monitored by the Business Committee/Executive
Team/Trust Board on monthly basis
Quarterly Service Directorate annual planning
meetings
Quarterly in-depth review by Business Committee

Monthly
Target
CREs achieved

post annual plan meetings
Existing controls
Financial support to service directorates
Monthly finance reports
Risk type
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Financial

Existing assurances
Reports to Board and Business Committee
Monitor Risk Rating
Risk source

Annual Plan

Target
N/A
Maintain 3
Cost of risk

Up to £2m

FN2

Risk description

Reduction in future contract values

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 1.9% for 15/16 in line with NHS guidance. Commissioners may look to impose additional efficiency targets for
2015/16 and future years. The impact of parity for mental health is not yet clear and the financial position of other provider may lead to
commissioners focusing savings on MH and community

Validation

CQC Outcome(s)

Responsible group

N/A

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
07/05/2014
19/05/2015
16/06/2015
21/07/2015
15/09/2015

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)







4

3

12

HIGH

MOD (8)



4
4
4

3
3
3

12
12
12

HIGH
HIGH
HIGH

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



Target rating to be achieved by

Risk owner

Business Committee

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
Reduced by Board of Directors as negotiations are complete between best and mid-case scenario
Reviewed at Business Committee – no change
Reviewed at Governance Board – no change
Reviewed at Governance Board – no change




Planned frequency of review

April 2013

Monthly

Gaps in control

Mitigation actions

Lead

Complete by

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
Deputy Chief
Executive

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

Existing assurances
Strong current financial position
Monitor Risk Rating
Risk source

Annual Plan

Target
N/A
Maintain 3
Cost of risk

Up to £6m

FN3

Agency staff

Risk description

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

Agency spend has been increasing and as the level of staffing available on the Trust bank cannot always be supplied
from the Trust Bank so using agency staff is the only option to support patient safety and mobilisation of new services.
Usage of agency staff is also a concern in some services

Validation

CQC Outcome(s)

Responsible group

Outcome 12

Risk owner

Business Committee

Date
Nov 2011
Apr 2012
Aug 2013
Jan 2014
July 2014
15/07/2014

Consequence
3
3
3
3
3

Likelihood
2
2
2
2
2

Rating
6
6
6
6
6

Level
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

Target
3x1=3
3x1=3
3x1=3
3x1=3
3x1=3

Up/Down
NEW





3

3

9

MODERATE

3x1=3



Jan 2015
16/06/2015

3

3

9

MODERATE

3x1=3



3

4

12

HIGH

3x1=3



21/07/2015
15/09/2015

3
3

4
4

12
12

HIGH
HIGH

3x1=3
3x1=3




Target rating to be achieved by

Finance Director / Director of HR and OD
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
Increased by Gov Board as agency costs are
increasing
Reviewed by DOF. No change to current position
Reviewed at Business Committee - Risk increased in
light of current upward trend in usage
Accepted onto Corporate Risk Register
No change to current position

Planned frequency of review

TBC

Monthly

Gaps in control

Mitigation actions

Lead

Complete by

Assurance measure

Target

Bookings made outside the agreed trust
process

All managers have been reviewing all agency staff
working in their areas as a matter of priority, and the
correct process for booking and authorising agency
staff has been re-enforced.

Finance Director
Deputy CE
HR Director

Ongoing

Workforce report and associated
measures (absence, turnover,
vacancy, bank and agency)

Within budget for
service

The Trust Bank is unable to provide staff
from all professional groups

Staff who have been unsuccessful in their application
for substantive posts are considered for recruitment to
the Trust Bank
This is an area of focus for the Trust Board and action
plans and updates are now regularly scrutinised

HR Director

On-going

Numbers of Bank Staff recruited

HR Director

On-going

Numbers of Bank Staff recruited

The Trust bank does not have sufficient staff
to cover agency shifts

Existing controls
Centralised booking process & e-rostering
Monthly usage summaries to managers
Risk type
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Financial / Quality

Existing assurances
Board reports

Risk source

Agency spend

Target
To reduce agency spend

Cost of risk

Up to £3m

FN7

Shift towards a competitive market environment
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

Risk description
Validation
CQC Domain

Responsible group

N/A

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

Risk owner

Business Committee

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
July 2014

4

2

8

MODERATE

MOD (8)



4

3

12

HIGH

MOD (8)



21/10/2014
18/11/2014
20/01/2015
19/05/2015

4
4
4

3
3
3

12
12
12

HIGH
HIGH
HIGH

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





4

3

12

HIGH

MOD (8)



16/06/2015
01/07/2015

4

3

12

HIGH

MOD (8)



4

2

8

MODERATE

MOD (8)



21/07/2015
15/09/2015

4
4

2
2

8
8

MODERATE
MODERATE

MOD (8)
MOD (8)




Target rating to be achieved by

Director of Finance
Deputy CEO & Dir of Service Delivery

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
Increased by Gov Board due to loss of UCC tender and range
of children’s services currently being tendered
No change to current position
No change to current position
Reviewed at Gov Board. No change to current position
Reviewed at Gov Board - No change due to number of public health
services being re-tendered

Reviewed at Business Committee - No change
Reduced as commissioners looking at other models for
tendering services.
Reviewed at Governance Board – no change
Reviewed at Governance Board – no change

Planned frequency of review

TBC

Quarterly

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

•

Deputy Chief Exec

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

Target

Cost of risk

Unknown

FN21

Delivery of capital programme

Risk description

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
Upturn in the construction industry means that contractors may not be able to deliver contract at price originally
tendered

Validation
CQC Outcome(s)
Date
20/01/2015
16/06/2015

Responsible group

N/A

Risk owner

Board of Directors

Consequence
3

Likelihood
3

Rating
9

Level
MODERATE

Target
3x1=3

Up/Down
N/A

3

4

12

HIGH

3x1=3



3

4

12

HIGH

3x1=3



3

3

9

MODERATE

3x1=3



21/07/2015
15/09/2015

Target rating to be achieved by

April 2014

Director of Finance

Reason for rating change
First acceptance at Governance Board
Reviewed at Business Committee - Increased by
Director of Finance in light of delays to the capital
programme at QMH
Accepted onto Corporate Risk Register
Reduced as market has settled and reduced volatility
enables us to better anticipate programmes and
manage budgets

Planned frequency of review

Every 2 months
Target

Gaps in control

Mitigation actions

Lead

Complete by date

Assurance measure

Contract terms may not be sufficient

Standard contract term being developed

Director of
Estates

April 2016

Monitoring compliance
with contract terms

Existing controls
Contracts

Existing assurances
Robust contract monitoring

Risk type

Risk source
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Financial

Target
Cost of risk

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

Responsible group

Well led

Date
17/03/2015
19/05/2015

Consequence
4

Likelihood
3

Rating
12

Level
High

Target
4x1=4

Up/Down
N/A

4

3

12

High

4x1=4



21/07/2015
15/09/2015

4

3

12

High

4x1=4



4

3

12

High

4x1=4



Target rating to be achieved by

Risk owner

Information Governance Group

Service Directors

Reason for rating change
First acceptance at Governance Board
No change. Definitions for Delayed Discharge have been
developed and to be agreed by CEG in June 2015

Reviewed at Governance Board – no change
No change at present, but should reduce within 6
months

Planned frequency of review

December 2015

Every 2 months

Gaps in control

Mitigation actions

Lead

Complete by

Assurance measure

Target

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

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.

Service
Directors

December 2015

Completeness of Trust audit
programme (to be devised)

100%

Existing controls

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

Risk type
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Compliance

Risk source

KPI data

Target
N/A

Cost of risk

Regulatory action

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
V28.1
V29.0
V29.1
V30.0
V30.1

20/05/2014
15/07/2014
26/08/2014
22/10/2014
Nov 2014
18/11/2014
20/01/2015
17/03/2015
07/05/2015
19/05/2015
26/06/2015
21/07/2015
20/07/2015

19/02/13
April 2013
16/04/13
17/04/13
June 2013
18/06/2013
Aug 2013
20/08/2013

V30.2
V31

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
FN1 and FN2 reduced by Board of Directors
Reviewed at Governance Board
1.1, 1.2 and 1.3 reviewed at CEG
Reviewed at Governance Board
1.7 score adjusted with agreement of Director of HR
and OD
New risk 1.8 added via CQC Project Group
Reviewed at Risk Committee. FN21 reduced.

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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18/02/2014

08/09/2015
15/09/2015

Board of Directors
1st October 2015

Item
Enclosure

8
7a-d

Agenda item

Serious incident report and action plan – DDS and Goddington

Item from

Ben Travis, Acting Chief Executive/Iain Dimond, Service Director
– Adult Mental Health Services
a) Board Inquiry Level 5 – DDS
b) Action Plan – DDS
c) Action Plan - Goddington
d) Overarching report

Attachments

Summary and Highlights

Attached is the Board Inquiry Serious Incident Executive Summary for DDS and
subsequent action plans for Goddington ward.
Also attached is the overarching report covering all three Level 5 incidents which took
place during the last four months, AD, TB and DDS.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Private and Confidential

Board of Directors Inquiry
into the Care and Treatment of DDS by Oxleas NHS Foundation
Trust
StEIS 2015/20442

Date Commissioned:
Author: Ben Travis
Job title: Director of Finance
Version:

1

Executive Summary

DDS was a 45 year old man who died on 11 June 2015 after being hit by a lorry on the
A21 near the Princess Royal University Hospital, Bromley. He was on one hour’s
‘unescorted leave’ from Goddington ward at the time of the incident. He had a
diagnosis of paranoid schizophrenia.
DDS lived with his wife of 15 years and their 10 year old son. His parents, who he was
close to, and his wife were all very involved in his care, and during his admission he
spent time nearly every day away from the ward with his parents and sometimes his
son.
DDS was well known to Oxleas services, having spent time as an inpatient on
Goddington ward in December 2013/ January 2014 following a suicide attempt, and
having been cared for by our community teams following discharge in January 2014.
He was admitted again to Goddington ward in March 2015 following a deterioration in
his mental state.
During the course of DDS’s stay on Goddington ward in 2015, he was the subject of
12 ward rounds, 9 of which were led by the consultant psychiatrist. He was granted
one hour’s unescorted leave at the ward round on 29 May 2015, and up until 11 June
2015 these periods of unescorted leave were taken without incident.
DDS’s discharge from the ward had been discussed and it was agreed that he would
initially move in with his parents.

The panel found that there were no root causes, and concluded that DDS’s death on
11 June 2105 could not have been foreseen; this is consistent with the view of DDS’s
parents.
The panel’s view was that the care and treatment provided to DDS was of a high
standard. Care plans were carefully drawn up and documented, in discussion with
DDS and his family. DDS’s risks were regularly reviewed and care plans updated
accordingly, and there were good levels of interaction between the ward team, DDS,
and his family.
Prior to his admission in 2015, DDS received very good support in the community from
the Home Treatment Team and then his Care Co-ordinator, and also received a
comprehensive programme of psychological therapy.
This report identifies one care and service delivery issue and one recommendation.
DDS was a voluntary patient, yet his time away from the ward with his family was
referred to as ‘escorted leave’, which is not appropriate as he was not a detained
patient. The panel’s view was that this did not have any impact on the care that DDS
received from Oxleas.

Recommendation
2

It is recommended that the practice of granting ‘escorted’ leave to voluntary patients should
cease. If clinicians are concerned about the appropriateness of a patient leaving the ward
unaccompanied, detention under a section should be considered.

3

ADULT MENTAL HEALTH AND LEARNING DISABILITY DIRECTORATE
PATIENT SAFETY GROUP
SERIOUS INCIDENT ACTION PLAN
Initials: DDS

Incident date:
Team involved at time of incident:
Date of action
11/06/2015
Goddington Ward
plan:17/09/15
Brief summary of incident: DDS was a 45 year old man who died on 11 June 2015 after being hit by a lorry on the A21 near the
Princess Royal University Hospital, Bromley. He was on one hour’s ‘unescorted leave’ from Goddington ward at the time of the
incident. He had a diagnosis of paranoid schizophrenia.

Recommendation

Action required

Due by

Lead

1.It is recommended that
the practice of granting
‘escorted’ leave to
voluntary patients should
cease. If clinicians are
concerned about the
appropriateness of a
patient leaving the ward
unaccompanied, detention
under a section should be
considered

Training for staff on use of MHA and
leave policy.
This will include capacity
assessments and risk assessments
that need to be carried out by staff
whenever a patient is leaving the
ward.
Staff must be very clear that if an
informal patient is not considered
safe to go on unescorted leave the
MHA should be applied.

30/11/15

Adrian
Dorney to
liaise with Lisa
Moylan to
arrange
training for
staff.

How changes will
be evidenced
Copy of email
communication

Progress and
date

Leave to be discussed as an agenda
item at the October Consultants
meeting.

31/10/15

20/10/15
- All Inpatient Consultant
Psychiatrists to be reminded by
email that escorted leave should not
be arranged for informal patients.

Dr Akenzua

Minutes of
Consultant
Meeting to be
provided.

Dr Tracy

Copy of email
communication.

- All ward Managers to be reminded
by email that escorted leave should
not be arranged for informal
patients.

20/10/15

Darren Ward

Copy of email
communication.

Patients leave to be audited in
January to provide assurance that
practice has changed.

28/2/15

Francis
Adzinku

Audit report to be
provided

0
ADULT MENTAL HEALTH AND LEARNING DISABILITY DIRECTORATE
PATIENT SAFETY GROUP
SERIOUS INCIDENT ACTION PLAN
Goddington ward
Incidents
Team involved at time of incidents:
Date of action
overarching report of three occurred
Goddington Ward
plan:17/09/15
recent incidents AD, TB and between April
DDS.
and June 2015
Brief summary of incident: Goddington ward is a 16 bedded adult acute mental health ward within Green Parks House, which is
located on the site of Bromley’s acute hospital, The Princess Royal University Hospital.
Prior to April 2015, there had been x level 5 incidents on Goddington ward since its opening in 1999. The following three level 5
incidents occurred between April 2015 and June 2015:
-

AD – a 25 year old man who died on 8 April 2015 having been hit by a train 4 hours after discharge from the ward

-

TB – a 48 year old man who died on 9 April 2015 whilst on leave from the ward, following an overdose of prescribed
medication, alcohol, and blood-loss as a result of self-harm.

-

DDS – a 45 year old man who died on 11 June 2015 having been hit by a lorry whilst on one hour’s unescorted leave from
the ward

Level 5 Board Inquiries have been completed for each of these incidents, and a report was produced to look at common themes
and learnings across all three incidents.
This report made an additional three recommendations:

Recommendation

Action required

Due by

Lead

1.There is a comprehensive
review of the care and
treatment available to
patients with Personality
Disorder across Oxleas.

Whilst there is a well understood
and implemented pathway for
personality disorder in the
community it is acknowledged that
the inpatient response is less
robust. In order to provide a clear
inpatient pathway we need to
review current practice and
compare this to clinical
guidance/best practice. We should
also look to learn from models
across the country that are able to
evidence good outcomes for
patients for PD. This is a significant
piece of work. We will commission a
review of our PD pathway and look
to have findings available by March
2016, we will then implement any
changes necessary.

31/3/16

Dr Derek
Tracy,
Associate
Clinical
Director

How changes will Progress and
be evidenced
date
Report on findings
of pathway
review

2) When there is a patient
who is not suited to a
general acute ward
environment, every effort is
made to find the patient a
more suitable placement.
Should this prove difficult,
the matter should be
quickly escalated to senior
managers, and if necessary,
Directors.

When a ward flags concerns that a
patient is not suitable for the ward
environment, a strategy meeting
will take place within two weeks
and involve senior managers. Next
steps will be agreed and senior
managers will maintain close
oversight until the agreed actions
have been fully implemented.
Service Managers, Modern Matrons
and Ward Managers to be advised
of requirement.

3) Recognising the pivotal
role of the ward manager,
robust interim
arrangements are put in
place as soon as it is clear
that a ward manager will be
absent for more than 2
weeks.

To develop an agreed protocol for
30/11/15
managing the absence of a ward
manager when this absence exceeds
two weeks. This may involve staff
acting up or indeed acting down.
The name of the acting manager
needs to be clearly communicated
to avoid any confusion about who is
taking responsibility for the ward.
As part of this work we will explore
the idea of having a deputy ward
manager role.

31/10/15

Adrian
Dorney,
Associate
Director

Copy of email
communication

Darren Ward, Copy of Protocol
Service
manager and
Francis
Adzinku, Head
of nursing

Oxleas NHS Foundation Trust
Overarching report to look at common themes across the three level 5 incidents related to
Goddington ward
Board of Directors, 1st October 2015

1

Introduction

Goddington ward is a 16 bedded adult acute mental health ward within Green Parks House, which is
located on the site of Bromley’s acute hospital, The Princess Royal University Hospital.
Prior to April 2015, there had been no level 5 incidents related to Goddington ward since its opening
in 2000. The following three level 5 incidents occurred between April 2015 and June 2015:
-

AD – a 25 year old man who died on 8 April 2015 having been hit by a train 4 hours after
discharge from the ward
TB – a 48 year old man who died on 9 April 2015 whilst on leave from the ward, following an
overdose of prescribed medication, alcohol, and blood-loss as a result of self-harm
DDS – a 45 year old man who died on 11 June 2015 having been hit by a lorry whilst on one
hour’s ‘unescorted’ leave from the ward

Level 5 Board Inquiries have been completed for each of these incidents, and this report looks at
common themes and learnings across all three incidents.

2

Key questions that this report will consider
•
•
•
•
•

3

Were the 3 incidents linked?
Were there systemic deficiencies in the care provided on the ward?
Were there similar issues noted across the 3 incidents?
Were there areas of good practice identified by the panel?
Is the panel making any further recommendations, over and above the recommendations
contained within the 3 separate reports?

Inquiry panel

The same panel investigated each of the 3 separate incidents, and comprised:
•
•
•
•
•
•

Ben Travis: Chair, and Director of Finance
Dave Mellish: Trust Chair
Dr Ify Okocha: Medical Director
Bryony Robertson: Head of Patient Safety
Natalie Warman: Interim Associate Director of Nursing
John Woolgrove: Governor

4

Were the 3 incidents linked?

The panel’s view was that there was not one single issue that linked all 3 incidents. The panel made
a number of recommendations about improving care moving forwards, but there was not one issue
across the 3 incidents that stood out as being the reason why the incidents occurred.

5

Were there systemic deficiencies in the care provided on the ward?

The panel did not identify systemic deficiencies in the care that was provided. Whilst the panel
found that the care in 2 of the incidents should have been better, no root causes were identified in
any of the 3 incidents.

6

Were there similar issues noted across the 3 incidents?

6.1

Understanding the difference in care provided to DDS compared to AD and TB

The panel identified a number of similar issues in the incidents involving AD and TB, but found that
the care that DDS received was of a high standard. The panel wanted to understand the sharp
contrast between the care that AD and TB received compared to the care that DDS received, and
considered the following possible explanations for this:
-

Consultant led ward rounds in the care of DDS but not AD and TB
This was discussed with members of the clinical team and they did not consider this to be a
major factor. They confirmed that the same approach is taken and the same processes are
in place regardless of which grade of doctor is leading a patient’s care.

-

Differing diagnoses
AD and TB were both diagnosed with Personality Disorders, whereas DDS was diagnosed
with paranoid schizophrenia. The clinical teams explained that it in some senses it was more
difficult to document care plans for patients with Personality Disorder. The panel were of
the opinion that the care plans for AD and TB were not sufficient to meet their clinical
needs.

The panel’s view was that diagnosis was the key factor that differentiated the care provided to DDS
and both AD and TB.
1) It is recommended that there is a comprehensive review of the care and treatment available
to patients with Personality Disorder across Oxleas.
There are recommendations in the TB report that address the issue identified regarding consultant
led ward rounds.

6.2

Impact that an exceptionally unwell patient had on the ward

DDS, TB and AD were all inpatients at the same time as a patient who required significant clinical
input. This patient required 2:1 nursing, had multiple cardiac risk factors, acute respiratory failure
on the ward, and morbid obesity. When psychotic, the patient was violent to staff which required
police attendance to the ward, did not sleep, and frequently disrupted ward based activities.
This had an impact on both staff and patients on the ward, even though additional staff were
brought onto the ward as required. The panel’s view, based on the discussions with the clinical
team, was that Goddington ward was not an appropriate clinical environment for this patient. The
panel heard that initial attempts to place this patient in a more appropriate setting were not
successful, but that after 5 months of this patient being in Green Parks House, a more appropriate
placement was found.
2) It is recommended that, when there is a patient who is not suited to a general acute ward
environment, every effort is made to find the patient a more suitable placement. Should
this prove difficult, the matter should be quickly escalated to and acted upon by senior
managers, and if necessary, Directors.

6.3

Ward manager

The ward manager of Goddington ward was on long term sick for the majority of the time that the 3
patients were on the ward. The panel’s view that the nursing staff would have benefitted from the
leadership of an experienced ward manager, particularly given the challenges in caring for the
patient referred to in section 6.2.
3) It is recommended that, recognising the pivotal role of the ward manager, robust interim
arrangements are put in place as soon as it is clear that a ward manager will be absent for
more than 2 weeks.

6.4

Involvement of carers and family

The way in which families and carers were engaged by the clinical team was not consistent. There
was regular and comprehensive communication with DDS’ family, but the same could not be said for
AD and TB. Recommendations have been made in the AD report to address this.

6.5

Pressures on beds and sleepovers

Whilst there were no recorded sleepovers on Goddington ward during AD and TB’s admissions, it
was clear that the ward was constantly busy and operating against the backdrop of considerable
pressure on beds. When the panel met with the clinical team to give feedback on the AD and TB
reports, the one recommendation that they asked the panel to consider was stopping the practice of
sleepovers. There is a recommendation regarding sleepovers in the TB report.

6.6

Therapeutic engagement

It was noted in the AD and TB inquiries that there was a lack of protected therapeutic time on the
ward; which is in contrast to DDS. There is a recommendation in the AD report to address this, and
the recommendation set out in section 6.1 of this report should also address this issue.

6.7

Care planning

Whilst the care plans for DDS were carefully formulated and documented, the panel was
disappointed with the standard of care planning for AD and TB. Recommendations have been made
in both the AD and TB reports to address this issue.

6.8

Management of leave

Even though the incident involving DDS occurred during one hour’s ‘unescorted’ leave, the panel
found that the processes and decision making regarding DDS’s leave were sound. TB’s leave
appeared to be very much left up to TB, with little clinical input or supervision.
In addition, there appeared to be confusion across DDS and TB with regard to leave arrangements
for voluntary patients, with references to ‘escorted’ leave – which is not appropriate for a patient
who is not detained.
Recommendations have been made in both DDS and TB reports to address these issues.
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Were there areas of good practice identified by the panel?

Whilst the panel identified many instances of good practice relating to DDS’s care and treatment,
this was not evident when reviewing the care of AD and TB.

7.1

Staffing levels

Staffing levels were in line with Oxleas standards for safer staffing over the course of the three
patients’ stay, and it was evident that additional staff had been brought in to care for the challenging
patient referred to in section 6.2.

7.2

Support offered by the community teams

The panel met with the care coordinators for DDS and TB and were impressed by their knowledge
and dedication. It was clear that they knew their patients well, and offered a very good level of care
and support to them.

8
Is the panel making any further recommendations, over and above the recommendations
contained within the 3 separate reports?
As set out above, the panel is making the following recommendations, in addition to those set out in
the 3 separate reports. It is recommended that:
1) there is a comprehensive review of the care and treatment available to patients with
Personality Disorder across Oxleas.
2) when there is a patient who is not suited to a general acute ward environment, every effort
is made to find the patient a more suitable placement. Should this prove difficult, the
matter should be quickly escalated to and acted upon by senior managers, and if necessary,
Directors.
3) recognising the pivotal role of the ward manager, robust interim arrangements are put in
place as soon as it is clear that a ward manager will be absent for more than 2 weeks.
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Summary and Highlights
• GSTT remain committed to the renal unit on the Queen Mary’s site, with Diaverum (3rd
party partner operating the current kidney treatment centre) now leading the detailed space
specifications discussions.
•

The Trust was successful in securing 2 contracts with Metro for the delivering sexual health
services in Greenwich. We have been informed that the Tower Hamlets CCG Community
Learning Disability Services procurement has been put on hold and await feedback on 2
other bids (Reducing Re-offending and the Pan-London Gang Exit and Resettlement).

•

The Terms of Reference of newly formed Capital Investment Committee were approved.

•

The Committee discussed our response to the David Bennett letter and agreed with the
position that we would continue to work to deliver the financial plan but did not envisage
being in a position to improve this position.

•

Monitor and the TDA have notified the Trust that agency spend has been capped at 12% in
15/16 reducing to 6% by 18/19. The Committee noted the challenges in capturing the data
to aid reporting and acknowledged the work that was underway in setting up appropriate
recording systems. These will be in place for October 15.

•

The Business Committee noted that as at 31st August 2015, the Trust delivered deficit of
£101k achieving a risk rating of 3. The underlying recurrent position deteriorated to £614k
behind plan; cash is in line with plan and the focus on reducing debt remains a priority.

•

The CEO and Deputy CEO will review Corporate and Service Directorate agency and
consultancy spend to understand the drivers for using such personnel and the future plans
to reduce this cost. The weekly task force will now review 4 teams and support services to
reduce spend where possible.

•

One new invest to save bid (Datix Proposal) was received and approved by the Committee.

Recommendations
The Board notes the key highlights.
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Position Overview
Surplus
•
•
•

We have delivered a deficit for the 5 months ended 31st August 2015 of £110k/-0.1%, which is
£441k behind plan. The current position includes the release of £173k of non-recurrent funding.
The YTD underlying recurrent position is a deficit of £284k which is £614k behind plan. This is due
mainly to high levels of agency usage.
We are still aiming to achieve our planned surplus of £1m, though recognise that this will be very
challenging. The most realistic forecast is breakeven.

Cash
•
•

Total cash and short term investments was £87.7m at the end of August, a £0.5m net decrease
from July.
The Trust continues to score a 4 for liquidity per Monitor’s financial risk rating.

M onitor rating
•
•

Under the new Monitor Risk Assessment Framework, we score 2.8 which rounds up to a rating of 3.0. This denotes ’Emerging or minor concern
potentially requiring scrutiny’ with potential enhanced monitoring.
Under the new Monitor Risk Assessment Framework the Trust Plan scores 3.5 which rounds up to a rating of 4.0 which denotes ‘No Evident Concerns’.

CRE and contract reductions delivery
•
•
•

The Trust savings target for 15/16 has now been reduced to £6.8m (previously £7.0m) due to RGB and LB Bexley not requiring the level of savings
previously anticipated.
Plans for £7.4m full year effect have been identified of which £1.5m are considered medium risk. Work continues to take place to assess the deliverability
of plans and financial ratings are continually reviewed to ensure they reflect the latest position.
The target for 2016/17 is estimated at £8.0m. Outline ideas are being generated with the expectation that firmed up proposals are available in quarter 2
for discussion at November annual plan meetings.

K ey areas of focus
•
•
•

Bank & Agency (Page 4 and 11)
Debt (Page 6)
CRE plans (Page 10)
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Monitor Risk Rating

Under the new Monitor Risk Assessment Framework, the Trust scores 2.8 which rounds up to 3.0. This denotes ’Emerging or minor concern potentially
requiring scrutiny’ with potential enhanced monitoring.

•

•

To achieve a rating of 4.0 which denotes ‘No evident concerns’, the Trust must achieve the annual planned surplus, this is currently £441k behind plan.
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Statement of Comprehensive Income
Surplus
•

The Trust has delivered a deficit before one-off items for the 5 months
ended 31st August 2015 of £110k / -0.1%, which is £441k behind plan
after factoring in non-recurrent support of £173k.

•

The underlying recurrent position delivered is a deficit of £284k, which is
£614k behind plan. This is due mainly to slippage on CRE plans and
continued pressure on bank and agency usage.

Trustwide Bank and Agency Spend

Income
•

Income is £0.2m ahead of plan. This is due mainly to additional ECR
income in relation to Atlas House, Greenwich MSK service and additional
service investments offset by income deferral for projects where
expenditure is also behind plan or expected to be incurred in the latter
part of the year.

£ 000's Spent on Bank and Agency

1,800
1,600
1,400
1,200
1,000
800
600
400

Expenditure
•

•

Pay expenditure is £0.6m higher than planned due mainly to phasing of
savings plans and spend on bank and agency. For further analysis of bank
and agency, see Appendix 3.
Non-pay expenditure is £0.1m higher than plan due to net small
overspends across all services.
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Statement of Financial Position
Sum m ary
•

•

Net assets have increased by £4.9m to £164.7m between April and August.
 Total capital spend to August is £4.7m.
 Trade and other receivables have increased by £4.6m to £19.6m at the end of
August.
• In August we had accrued income (income not yet invoiced) of £4.6m. In March
we had no accrued income as all NHS income was invoiced in accordance with
year end NHS deadlines.
 Cash has increased by £0.9m to £87.7m between March and August (see below).
 Creditors increased by £4.4m to £39.8m between April to August, this is
predominantly due to an increase in our accruals of £4.6m in the period of which
£1.9m related to Estates and Facilities costs and £2m re Forensics costs (including
£0.8m for drugs).
Total provisions are £13.8m, £3.2m of this relates to bad debt provisions (see
Appendix 4 for breakdown).

Cash

Total cash and short term investments was £87.7m at the end of August, a £0.5m net increase from July. In July we received £5m of central capital funding
for QMH in line with our QMH transaction agreement.
• Our cash balance is forecast to be £83.5m as at 31 March 2016. Cash is being invested with the government banking service and national loans fund due to
the changes in the PDC calculation which came into effect on 1 April 2013.
• The Trust has not renewed its working capital facility (expired in April ’12).
•

5

Debtors & Payments
Debt sum m ary
•
•

Total debt stands at £12.2m, a net decrease of £0.1m from March 2015.
Debts>90 days have increased by £0.6m to £3.2m between March and August.

•

The over 90 days debts that are a cause for concern are noted below:
 £0.3m Royal Borough of Greenwich (RBG) MST income for specialist children
services. Oxleas invoiced RBG on the basis of clients seen, RBG disputing
payment on basis that full services were not provided. It is unlikely that we will
receive full settlement of these and we will have to negotiate. Stephen
Whitmore wrote to RBG outlining the Trust’s position on 31st July.
 £0.1m GP Practices income – GPs have not paid - arguing funding allocation
from NHS England excludes any rental payment. Partial credit notes have now
been agreed by our Estates department and the balances should be paid.
 £0.1m due from the Crown dependency of Jersey in relation to provision of
care at the Bracton Centre. Letter sent by the DoF in September.
 £0.1m Haringey CCG Jersey in relation to provision of care at the Bracton
Centre. Letter sent by the DoF in September.

The over 90 day balance includes the following debts for which good progress has been
made:
•

•

£0.7m NHS Property Services – long-standing dispute of rental invoices. Estates
Director signing SLA contract variation early Sept and payment has been agreed
shortly after.
£0.4m Greenwich CCG of which £0.3m paid September.

The AD Financial Services & Assurance is now chairing a bi-weekly debt meeting to
ensure that debts are escalated at an early stage. The team has set itself the target of
reducing > 90 day debt to £1m and > 60 day debt to £2m (including the £1m > 90
days) by the end of December.

P aym ents
•

The public sector payments target is that 95% of invoices are paid within 30 days of
receipt of goods or a valid invoice. In August 85% of invoices by volume and 83%
of invoices by value were paid within this target.
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Investments
Estates & I T Capital

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:
 The Kidney Treatment Centre project has been delayed by GSTT and Diaverum's request to reduce the space required following their review of
activity. GSTT have now confirmed their commitment to the lease.
 The Children’s Development Centre project in F Block had been delayed until first quarter 2016 awaiting the outcome of Bexley Children's
Services bid. The CCG has now informally confirmed that this service will not be tendered, therefore this project will re-commence once we
have this formally communicated to us.
 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. There has been a delay due to the remobilisation of the Procure 21 contractor. The contract award
for the work is expected to be in the first quarter of 2016 with a start on site shortly after. Construction will take 12 months.
 Cancer Treatment Centre-Delay of 3-4 weeks on this scheme. Due to open mid 2016.

Market Street
•

The Market Street scheme has now completed and staff and services have moved back to the building. We have reached a settlement regarding the
final account with the contractor.

In month 6 we will be carrying out a detailed review of the capital spend and forecast with Estates colleagues.
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Risks
Financial risks scoring 8 or above have been included in this section and reflect the ratings as at the Sept 15.
Risk theme / area
(CQC Outcome)
Cash Releasing Efficiencies
15/16 and beyond

Reduction in future
contract values
Agency staff

CQUIN achievement

Shift towards a competitive
market environment
Delivery of the capital
programme

Changes in commissioning
structures
Debt levels

Risk description

FN1: Not achieving our planned surplus of £1m would see us either just breakeven or go into
deficit. This would raise questions about long term sustainability. In order to achieve our
financial plan, 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
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.
FN4.1: The Trust failed to deliver on 2 CQUINS in 14/15. Ability to influence national targets is
limited and local CCGs are no longer looking for joint goals across the 3 boroughs. The variation
on the latter may lead to clinicians having to support a greater number of CQUINS with varied
goals and reporting. Given this complexity there is the possibility that not 100% of CQUIN
income will be achieved.
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.
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
FN22: Changes in commissioning structures mean services being commissioned from different
or new organisations. New commissioners are likely to review service delivery with the aim of
re-tendering existing service
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

Level and rating
(C x L)

Change since last
review

High (12)
(4 x 3)



High (12)
(4 x 3)
High (12)
(3 x 4)




Moderate (9)
(3 x 3)



Moderate (8)
(4 x 2)



Moderate (9)
(3 x 3)



Moderate (9)
(3 x 3)




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

Clinical services are overspent by £1,884k.
Corporate Services are underspent by £382k.
Detailed year-end forecast to be included with effect from month 6.

CR Es:
•
•

The Trust savings target for 15/16 has now been reduced to £6.8m (previously £7.0m) due to RGB and LB
Bexley not requiring the level of savings previously anticipated.
Plans to the value of £7.4m full year effect have been identified with an in year forecast saving of £6.5m.

Significant operational variances:

Adult MH: Medium Risk – current overspend and risk of not delivering £05m CRE plan
• Community MH: £205k overspent YTD. The overspend relates predominantly to unallocated CREs. Pay
expenditure exceeds budget this month as bank and agency usage has been used to fill vacancies before the
new MHRD structure goes live at the end of September. S75 budgets continue to underspend.
• Inpatient, Rehab & Crisis: overspent by £88k in month; £161k overspent YTD. The adverse movement is
related to an large increase of UEA costs. This equated to an additional 194 bed days being utilised between
July and August 15). There has been a small decrease of agency spend in month.
L.D.: Low Risk
• Underspent by £55k in August, this is in line with previous trend and is driven by continued vacancies in both
nursing and psychology posts. Active recruitment continues at the end of August there were 9 at preemployment stage and 5 with start dates. Atlas House continues to generate ECR income with an average of
4 patients in the month.
Older Adults: Medium Risk – YTD overspend and gap in future CRE plans
• Underspent by £5k in August due largely due to the continued reduction of nurse agency costs. Holbrook’s
position continues to improve, recording an in month overspend of £6k (£10k reduction compared to July).
This reflects the maintained actions being taken as part of the recovery plan and the reduced level of clients
requiring close obs.
• The underspend in community services continued in August and was due mainly to staff vacancies.. Fixed
term recruitment is under way.
Children & YP Services: High Risk – gap in CRE plans and level of in year overspend
• Overspent by £93k in month, £529k YTD. In August the Directorate recorded a cost of £40k related to a prior
year NCA debt offset by an additional £40k of Greenwich continuing care recharges. Other movements
include overspends in Greenwich Community doctor agency costs (£80k) where the most recent interviews
proved unsuccessful and the CRE gap £250k.
ACS Community Services: High Risk – gap in future CREs plans and level of in year overspend
• Overspent by £650k YTD. The main areas of overspend continues to be Bexley Pressure relieving equipment
(£200k YTD) due to higher activity levels and the increased risk associated with pressure ulcers. Additional
agency usage across District Nursing amounts to a £168k overspend reflecting a corresponding over
performance in activity of approximately 50%. Meadow View overspent by £28k in the month, (£282k YTD),
task force actions including changing the rota patterns are hoped to control this overspend.
Forensic & Prisons High Risk – YTD overspend and risk of not fully delivering CRE plans
• Overspent by £391k YTD. Greenwich Prisons reported £289k overspend YTD; with bed watches and escorts
accounting for £167k of this value, with unallocated CREs and medical equipment costs making up the
balance. There is continued under achievement of income on Kelsey Ward (2 unoccupied beds, target 4), 3
unutilised beds in the TILT service (target 18), and a decrease in overseas admissions (target 10, actual 6).

HQ services
• Central Income - £0.8m has been deferred in relation to income accounted for but not
yet spent on various projects. This includes funding for delivering the London Probation
Programme schemes, net surplus on the Greenwich prisons cluster and investments in
mental health not yet fully committed e.g. Dementia, Crisis Concordat role,
Winterbourne.
• Other material underspends are driven by Quality, Pharmacy and Governance (vacancies
and staff training), HR (training and vacancies), Nursing (vacancies, training and travel),
Therapies (vacancy and service users survey). Finance (vacancies and office expenses)
and Service Delivery (office expenses and vacancies)
QMS
• The planned QMS full year surplus is £150k. This is currently being achieved. Transitional
funding of £85k has been deferred in August bringing the total deferral in year to £0.3m.
Total project deferral amounts to £4.6m. This is due to a reduction in PFI costs for 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/opening of the new cafe.
Other Corporate
• Underspend is due primarily to reduced spend on projects offset by lower than planned
income (£0.7m) and central reserves that have not been allocated to operational budgets
or spent (£0.9m).
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Appendix 2 - Cash Releasing Efficiencies - 15/16 and 16/17 plans

* 16/17 estimated CRE target is £8.0m.
The table above assumes the £0.5m of full year overachievement in 15/16 is realised and the benefit brought forward into 16/17.
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Appendix 3 – Bank and Agency
Trustwide Bank and Agency Spend - January - August 2015
Bank

Business as Usual Agency

Funded Agency

Children and YP Services - August 15 agency costs fell by £30k, mainly due to a

reduction in activity in school based services. There is a net increase in funded
agency in month as additional continuing care hours for June and July have been
identified. This amounts to £40k and has been cross charged to Greenwich CCG.

Adult Community Services – August agency costs are £100k higher than July. £25k
£ 000s

800
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of this relates to a catch up recharge from GSTT in the Bexley Heart Failure team,
(funding available to offset). The remaining increases are in the Greenwich JET
team £20k, Bexley Care Navigation £15k required to meet on going demand.
Greenwich Intermediate Care Unit agency is still covered by additional
commissioner funding but we are very close to spending the full 40 bed monthly
allocation with 36 beds open from 26th August.

Adult MH - Inpatient agency spend has decreased for the second month, £65k

400
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0

reduction seen in August compared to July. The decrease was driven by the need
for less specialising in month and increased agency spend in in IPAT services
(£25k for the month of August) other agency usage relates to vacancies. Active
recruitment is continuing to fill vacancies permanently, however, it has been
challenging to fill all positions, especially Band 5 Psychological Wellbeing
Practitioner (PWP) posts. There is a national PWP shortage caused by a significant
number of PWPs moving to high intensity training and moving into agency work.
Nationally NHS England have commissioned double the PWP training places in
September to address this.
Learning Disabilities - The agency usage in August related to a medical agency in
Greenwich covering sickness.

Older Adults - Bank and agency expenditure continued to decrease, with majority of the reduction seen on Holbrook (£6k decrease compared to July). The reduction
is attributed to the continued effects of the recovery plan, with less clients requiring 24/7 close observation and vacant posts being filled with new substantive staff.
Forensic and Prisons – August bank and agency spend is £34k lower than July. There has been a shift with the Greenwich prisons cluster using more bank than
agency staff to cover vacancies. The Greenwich Prisons recruitment campaign has been very successful and 20 wte RGNs having been offered posts, subject to
normal checks. The directorate is expecting a general downward trend for temporary staffing spend in the coming months from appointments to substantive posts and
closure of Kelsey ward.

Corporate - This includes maternity cover in communications which commenced in April (expected to continue until September 15) and the extension of project

workers in ICT. Some of ICT agency costs have now transitioned into fixed term contract arrangements and this will lead to a reduction in actual spend. HR, Finance
and Nursing directorates are also using agency staff to cover vacancies. Additional contractors continue to support the New Rio project following the recent
implementation.
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Appendix 4 – 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. April to August
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).
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12a&b

Summary and Highlights
Sickness Absence

Sickness absence for August was 3.42% which is a marginal increase on the previous month. Sickness
remains low across the trust. Only Adult Mental Health Inpatient, rehab and crisis teams have an absence
rate of over 5%. The majority of directorates are reporting an absence rate of less than 4%.
Vacancy & Turnover
The vacancy rate has increased slightly from 12.1% in April to 12.6% in August. Adult Community Services
and Adult Mental Health Inpatient, rehab and crisis have the highest absence at 22% and 17%
respectively. These vacancies are primarily concentrated in nursing positions.
PDR Uptake
The trust has maintained overall compliance for completion of PDRs. The compliance figure has risen 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
has been affected by the transfer of Greenwich Prisons staff. Additional capacity has been provided to
support their compliance. All essential skills are above 80%.
Supervision at 24th September 2015

Directorate
277 Adult Community
Services
277 ALD
277 Child & Adolescent
MHS
277 Children & Young
People Service

Compliant
with 6
weekly
standard

Not compliant
but seen in last
3 months

Seen more
than 3
months ago

Supervision
never
logged

69%
69%

18%
22%

8%
7%

5%
2%

61%

21%

15%

3%

73%

17%

6%

4%

277 Corporate
277 Forensic & Prison
277 OA
277 WAA (CMHS)
277 WAA (IR&C)
Grand Total

61%
61%
66%
54%
69%
65%

27%
20%
26%
36%
22%
23%

8%
6%
6%
9%
8%
7%

3%
13%
2%
2%
1%
4%

ER Data :
2 members of staff are currently suspended from duty.
There is currently 1 tribunal claim outstanding against the trust.

Changes to risk register

New risks identified

Recommendations
To Note

Previous
rating

New rating

Rating

Domain

Indicator

4.15%

S10 Anxiety/stress/depression/other psychiatric
illnesses

1.
2.

S12 Other musculoskeletal problems

3.

S28 Injury, fracture

3.81%

3.41%

3.32%

5.00%

3.42%

4.50%

Sickness Absence Rates

4.00%
Proportion of Absence by Duration

16.58%
24%

10.97%

Jul-15

Jun-15

3.46%

Proportion of
Directorate's Absence

Top 3 Absence Reasons by No. Of Days Lost

Aug-15

Trust

May-15

Sickness Absence Rate

Apr-15

Mar-15

Workforce Measures - Trust
Absence

Long-Term
Medium-Term
Short-Term

43.64%
32.02%
Long-Term
24.34%

Trust

3.50%
3.00%

44%
Medium-Term

9.09%
32%

Proportion of
Directorate's Absence

Top 3 Absence Reasons by No. Of Episodes
1.

S25 Gastrointestinal problems

14.23%

2.

S13 Cold, Cough, Flu - Influenza

13.01%

3.

S98 Other known causes - not elsewhere classified

9.15%

Short-Term

12.63%

Permanent Staff Leavers - All Reasons
(Headcount)
Trust

58

42

22

37

38

54

Permanent Staff Turnover - All Reasons
Trust

Vacancy by Staff Group

Permanent Staff Leavers - Voluntary
Reasons
(Headcount)

Mar-15

Apr-15

May-15

Jun-15

Jul-15

Aug-15

15.17%

Trust

21

29

16

28

21

46

Permanent Staff Turnover - Voluntary Reasons
Trust

Aug-15

Aug-15

12.14%

Aug-15

Jul-15

11.34%

Jul-15

Jun-15

12.44%

Jun-15

May-15

11.90%

May-15

Apr-15

12.34%

Apr-15

Trust

Mar-15

Vacancies
(excluding seconded staff)

Mar-15

Vacancies, Leavers & Turnover

Add Prof Scientific and Technic Total
Additional Clinical Services Total

7.99%
12.17%

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

7.40%
12.70%
17.25%
32.94%
14.32%
16.71%

10.72%

Fire Safety Awareness

93.38%

94.10%

95.32%

Extended Basic Life Support

81.45%

83.14%

79.19%

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

94.29%
93.27%
93.82%
85.66%
95.99%
95.81%
91.62%
87.56%
87.67%

94.66%
93.36%
94.60%
86.90%
96.24%
95.94%
91.39%
88.79%
88.09%

95.52%
94.65%
93.09%
87.76%
97.03%
96.40%
93.66%
90.30%
87.91%

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

87.53%
92.76%
85.61%
93.38%

87.71%
93.26%
84.16%
92.17%

89.16%
93.08%
83.96%
92.12%

1
2
3 Core
3 Specialist

Local Induction
Directorate
Trust

Evidence
Outstanding

Local Induction
Checklist
Received

Grand Total

Performance

246

408

654

62%

Recruitment

Directorate
Trust

Current Recruitment Campaigns
in the Pipeline
Number of
WTE Vacancy
Vacancies
396.4
425

Aug-15

89.28%
94.94%
94.76%

Trust

84%

86%

87%

Supervision
Completion

Aug-15

88.07%
93.97%
94.30%

Jul-15

87.38%
93.43%
93.29%

Jul-15

Basic Life Support
Carers & Families
Dual Diagnosis

PDR
Completion

Jun-15

Aug-15

80.83%
94.81%
94.01%

Essential Skills Training

Jun-15

Jul-15

78.68%
93.91%
93.22%

Aug-15

78.26%
93.69%
92.42%

Mandatory Training

Jul-15

Breakaway
Conflict Resolution
Equality & Diversity

Jun-15

Jun-15

Mandatory Training & PDR

Trust

61%

65%

64%

Oxleas NHS Foundation Trust

Last updated

Pipeline 'Dashboard' Report with Number of Vacancies

04-Sep-15 00:00

Requisitions in progress
Directorate

Data

12 Nursing & Governance

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

14 Finance
15 Quality & Pharmacy
21 Informatics
29 Learning Disablilities
30 Inpatient, Rehab & Crisis
32 Community MH Services
34 Older Peoples MH Services
35 Forensic & Prisons
50 Children & Y.P. Services
52 Adult Community Services
Total Proposed WTE
Total Number of vacancies

Vacancies in progress
Total
1
1
1
1
1
1
1
1
1
1
2
2
7.29
8
7
7
9
9
14.2
16
7.7
9
52.19
56

Directorate
11 HR & Development

Data

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

Grand
Total
3
3
9.6
10
0.5
1
6.2
7
3.8
4
5.53
6
9.6
12
11.3
13
36.85
39
34.71
37
33.46
36
102.38
105
41.97
47
97.5
105
3
3
396.4
425

Candidates in progress
Grand Total
3
3
9.6
10
0.5
1
6.2
7
3.8
4
5.53
6
9.6
12
11.3
13
36.85
39
34.71
37
33.46
36
102.38
105
41.97
47
97.5
105
3
3
396.4
425
31.63
34

Directorate
11 HR & Development
12 Nursing & Governance
15 Quality & Pharmacy
21 Informatics
28 CAMHS
29 Learning Disablilities
30 Inpatient, Rehab & Crisis
32 Community MH Services
34 Older Peoples MH Services
35 Forensic & Prisons
50 Children & Y.P. Services
52 Adult Community Services
Grand Total

Grand Total
1
4
2
2
3
5
16
13
14
39
23
36
158
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Staff Organisational Performance Award 2015
Introduction
In five of the last seven years the organisation has decided to give all staff a one
off reward of £100 paid in vouchers. This reward was issued to all substantive
staff and all staff from social services who were seconded to the trust and are an
integral part of clinical teams. No award was made in 2011 or 2012.
This paper sets out issues for the executive to consider in respect of an award in
2015.
Rationale for the Award
The Board has made previous awards on the basis of external measures of
organisational success and provision of high quality care.
• In 2008 the critical measure used to justify the award was the Health Care
Commission rating of ‘excellent’ for both quality of care and financial
management.
• In 2009 whilst the CQC rating for quality of care dropped to ‘good’ as a
result of the patient survey results the trust was awarded the accolade of
‘Best Mental Health Provider of the year’ by the Royal College of
Psychiatrists.
• In 2010 the decision was taken on the excellent results of the patient
survey, the staff surveys and the achievement of financial targets.
• In 2013 the decision was taken for similar reasons to 2010 but included
the successful acquistion of Queen Mary’s Hospital and being shortlisted
by the HSJ for Provider of the year and HSJ staff engagement award.
• In 2014 the decision was taken on the basis of achieving its financial
targets, multiple CQC inspections and recognition by the Kings Fund and
HSJ as being one of the best NHS employers nationally.
The Case for a 2015 staff Award
•
•
•
•
•
•

Achievement of financial targets and savings in 2014/15 and a full plan for
achievement of £7.3m of CRE savings for 2015/16
Maintenance of high standards of care despite significant increases in
demand, notably in adult mental health but also elsewhere across the trust
Identified as one of 12 ‘Exemplar trusts’ for staff engagement and staff
well being
One of the top ten NHS Employers as rated by the HSJ
Staff Survey results continuing to show Oxleas to be the best mental
health & learning Disability employer in London and amongst the best
nationally for any provider
The trust has continued to win new contracts including the Greenwich
Prisons contract
1

•
•

Successful implementation of significant service changes, particularly in
community Adult Mental Health Services
Previous awards have been well received by staff and have contributed to
the overall picture of Oxleas as a good employer, as evidenced by the
national staff survey and local focus groups.

The case against
•

•

•

•

•

The CRE target is the highest that the trust has had to achieve to date and
will require considerable effort to achieve. Allocation of c.£500k of trust
funds to the staff award may not be seen as compatible with the overall
drive to achieve savings and the necessary effort required.
The trust has reduced its surplus to £1m for 2015/16 which represents a
surplus of only 0.4%. The achievement of even this level of surplus will be
extremely challenging. The narrow margin of the surplus and the reduced
likelihood of a significant in year underspend from which the award can be
made would mean that it would have to be taken from the cash reserve of
the trust.
The award has not been made to bank only staff in previous years. This
has caused some ill feeling in this group. Excluding them again when we
are trying to encourage bank working may be counterproductive. Including
them will significantly increase the cost of the award.
Local CCGs are under financial pressure and may react badly to the trust
spending ‘their money’ on non service related matters although there has
been no identifiable adverse reaction from CCGs in relation to any of the
preceding years that an award has been made.
Giving such an award in times of NHS austerity may attract adverse public
opinion, although there has been no adverse media reports in any of the
preceding years that an award has been made.

Amount of the Award
If an award is made there will be an expectation from staff that it is similar to that
of previous years, i.e. £100 of vouchers. Previous awards have always been in
the form of vouchers as this was felt to be something tangible and separate from
the payslip. A smaller award will require a reasoning to be communicated with it.
The total cost of the award to the trust, inclusive of tax is c.£550,000
Conclusion
Evidence from focus groups run by the Partnership team and elsewhere clearly
indicate that the award is highly valued and appreciated by staff and seen as a
tangible sign of recognition and thanks. It has been noted by colleagues from
other trusts in a positive fashion as well as by trade unions. Despite concerns
that CCGs and local authorities would react adversely to the award, none of

2

these concerns have materialised in any of the years it has previously been
made.
Nonetheless the very tight financial position of the organisation and the lack of
any clear in year underspend with which to fund the award would mean that to do
so would require use of cash reserves. It was the opinion of executive and
service directors that this would set an unacceptable precedent and send the
wrong organisational message and for this reason it is not recommended that an
award be made in 2015.
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