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1

Apologies for absence and declarations of interest
Colleen Harris, Board Advisor
Conflicts of interest – none declared

Noted

2

Minutes of last meeting
Page 2 – Remove comment regarding collection of out of hours data.
Page 5 – The comment regarding Greenwich CLDT should be attributed to SC.
Pending these amendments, the minutes of the meeting on 3 March 2016 were approved as an
accurate record.

Approved

3

Matters arising from the minutes of the last meeting
Page 2: IO said that the recommendation of the Crisp Report is that the Race Equality Standard should
be led be NHS England and NHS Improvement.
Page 3: A report from the Mortality Surveillance Group is to be presented under Item 9.
Page 4: SH said that 55 out of 783 HCA shifts were filled by qualified nursing staff from the Trust Bank
as this was more cost effective than agency HCAs. A full report will be presented to the Workforce
Committee.
Page 4: HS said that CT scan results are now being provided on a more timely basis but this is creating
additional administration. Alternative providers are being explored.
Page 8: An audit of direct care time in nursing is to be presented to the next meeting of the Board of
Directors.
Board action tracker – outstanding actions
IO gave an update on educational input at Atlas House, in response to a question raised by SC at the
February 2016 Board. Whilst all service users at Atlas House are over 18 years of age, they do have the

Noted
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Action
opportunity to continue with educational activities.

4

Chief Executive Update
Noted
Planning Round
A South East London Sustainability and Transformation Plan is to be presented to NHS England at the
end of June 2016. The senior responsible officer is the chief executive of Guys and St Thomas’. All NHS
providers, commissioners and some local authorities are represented. Michael Witney is the clinical
lead for Oxleas. The report from this work will be shared with the Board of Directors.
South East London Forensics proposal
Oxleas is working with South London and Maudsley and South West London and St Georges to improve
the patient pathway. Oxleas have expressed an interest in being a vanguard for this work.
Mental health stock take
Dr Derek Tracey attended a meeting with commissioners to present our work on patient outcomes.
This was positively received and we are arranging a visit to further showcase this work. We are also
being encouraged to undertake some work on moving away from block contracts for specific services,
such as dementia and early intervention.
Financial position
The Trust is working towards a position of break-even. There is an on-going debate on controlled
totals. A third of trusts have rejected the proposal and a further third have accepted but with
conditions. The deadline has been extended to allow time to resolve whether the deficit should sit with
providers or commissioners, ie commissioners to provide more funding than they can afford or
providers do not receive sufficient funds.
CQC visit preparation
The CQC visit will commence on 25 April 2016. The preparation has been a positive process, with a
particular focus on care planning and embedding learning. A recent NHS Improvement league table
cited Oxleas as the second best trust in the country for embedding learning.
Junior doctors strike
The most recent strike action affected 33 doctors. There was sufficient notice of action so clinics were
re-arranged accordingly to ensure that patient care was not affected.
JS – What is the timescale to see changes from the transformation work?
BT – The work will conclude by early June and we would hope to see the benefits by October 2016.
SJ – We have implemented considerable transformation changes in our adult mental health services.
Are further changes likely to be imposed on us?
BT – The plan will echo the work we have done.
HS – Our locality network has been adopted as a model.
SJ – If Oxleas is to be a vanguard, it is important that we develop a strategic relationship with third
sector providers.
AH – Does the move away from block contracts link to Payment by Results?
BT – There is a connection, but we need to ensure that this make sense to the Trust. This will be taken
forward through the Business Committee.
SD – How will the financial deficit affect our debtors?
BT – This could make the position more challenging, but we write off very few debts.
SD – What is the timescale for resolution?
JT – Contracts must be signed by 18 April 2016. There is an arbitration option if this deadline is not
met.

5

Risk Committee update – corporate risk register
Noted
The new risk relating to Greenwich CCG financial pressures will be picked up in Part II, as will the other
financial risks relating to CREs and contracting. The Clinical Effectiveness Group will review risks
relating to care planning. The Trust recognises that there is always more we can do to further improve
practice. The risk relating to recruitment, bed occupancy, agency staff costs and supervision will be
covered under the Integrated Dashboard item. The risk relating to embedding learning will be retained
as a high risk until June 2016 to ensure that improvements have been sustained. For the risk relating to
data accuracy, each service directorate has been asked to develop an action plan and this will be
reviewed during the Annual Plan review in May 2016.
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JK – The risk relating to care planning has remained as high for a number of years. What evidence is
there that this is improving?
IO – There are a number of strands relating to care planning. We are confident that engaging service
users in their care plan is well embedded. The other issues relate to ensuring a link between care plans
and risk assessments, recording and ensuring that RiO is developed to fit practice. The CEG will review
the risks.
ATr – Goddington Ward have developed some innovative ways for care planning. We need to make
sure this can be reflected on RiO.
SJ – The Quality Committee has identified six key quality priorities which will drive how we take this
forward. We need to be able to translate good practice onto RiO.
ATr – The Board should spend more time on this at the next meeting.
6

IO

Integrated Dashboard Report
Noted
The following exceptions were noted.
• No 7: Delayed transfers of care (DTOC) have increased in Bexley. We are having conversations with
the local authority to resolve this and we will monitor closely in the meantime. This is a common
problem for all mental health service, but it is unusual for Oxleas to have a DTOC rate this high. The
work we have been undertaking with Bexley Council will be brought to a future Board of Directors
meeting.
• No 22: The February 2016 score for the Friends and Family Test should be 91%. The position in
adult mental health services is improving.
• No 29: The psychological therapies RTT 18 week pathway indicator should achieve 95% by next
month.
• No 31: 48 hour follow up of high risk patients following discharge is improving.
• No 33: The increase in the number of serious incidents in January appears to be an outlier as no
patterns have been identified.
• No 40: Sickness absence has increased over the winter but there are no areas of concern.
AH – The psychological therapies RTT target should be reduced to 15 weeks.
HS – The majority of patients are seen within six weeks. There are a small number of teams who
struggle with capacity issues.
BT – Oxleas has always regarded the 18 weeks as a ceiling rather than a target.
ATr – Where has the indicator derived from?
HS – This is a national target.
SC – Can we drill down to further detail?
HS – We can report on a team by team basis.
Consent to Treat under the Mental Health Act
There was one breach out of 15 patients. This was because the patient was discharged whilst on leave.
IO said that had the patient been on the ward, he felt assured that consent would have been obtained.
The consultant has written to the patient to apologise.
JK – Until February 2016, we have never reached 100% for explanation of rights. Is the message getting
through?
IO – The data is based on an audit of records to check that there has been a conversation with the
patient. This needs to be put into context of acuity levels. Some patients are on short term sections
and are too ill to engage with the process.
SJ – Are there IT solutions that will enable clinicians to be reminded?
IO – Hashim Reza, the clinical lead for RiO, will bring a workplan to the Quality Committee.
ATa – Consent to treatment is an on-going process. The main area of concern is with renewals, not first
treatment.
ATr – We need to ensure that there is assurance through the Quality Committee.
Bed occupancy
As of today, bed occupancy is just under 101%. UEAs have reduced. We have reviewed the metrics
recording occupancy. Sleepover beds are to be included in the ward baseline so we can benchmark
against other trusts. The measure on the Integrated Dashboard will remain the same so we can
capture pressure on the wards. Bromley CCG have agreed our business case for additional funding.
Supervision
Supervision rates are improving slowly. Directorates need to move from a reactive to a proactive
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position by ensuring that supervisions are booked in advance.
AH – Corporate teams must lead by example.
SC – Forensic services have never reached the target.
SH – The main outlier is prisons services as they started from a low baseline.
JK – Supervision has been on the risk register since 2012 and the situation needs to improve.
ATr – This target must be achieved by all directorates and the Executive Team need to take the
appropriate action to ensure this happens.
Vacancies
It can take several months for prison service staff to take up post due to security clearance. Staff are
deployed elsewhere in the meantime. With regard to agency cost, the next tier of reductions take
effect from 1 April 2016. Some agencies have refused to comply a which affects the usage of agencies
outside the framework. Monitor have been alerted to this.
JS – We should expect to see vacancies reduce as staff take up post.
JW – Recent recruitment events have shown that there is an appetite for prison service nursing.
SH – Across all services, 93 offers of employment have been made. The campaign has been successful
and there is an opportunity to learn lessons about the recruitment process.
JS – Are there sufficient nurses in training to meet future demands?
JW – This remains a challenge. It will take two to three years for current demands to be met.
JS – Are there any issues with an ageing workforce?
SH – This does have an impact.
JT – Some agencies are challenging the rate caps. An event has been organised to discuss this and
Oxleas will send representation.
IO – This affects staff groups other than nursing.
SC – Has the rotation scheme progressed?
SH – This was very popular. It is fully recruited, with a waiting list.
7

Operational Performance Report
Noted
Systems resilience remains a key priority and we are working closely with our partners to implement a
better pathway. There is a high level of tender activity. Current tenders include Greenwich MSK (prime
contractor model), Contraceptive and Sexual Health services (CASH), Greenwich Universal Children’s
Services and Childrens Therapies Services. An interim review of the adult mental health service model
has been completed by Oxford Brookes University and a dashboard is being developed. In Forensic
Services and Prison Services, processes to manage ‘legal highs’ is starting to have an impact, but
disturbances in HMP Rochester have had an impact on healthcare.
AH – Are the agency staff costs net or gross?
JT – These are the gross costs. Monitor do not count funded posts.
SD – We need to obtain a better understanding of this.
SC – Is a more detailed breakdown available?
HS – This is included on page 44 of the papers. Recruitment events have been successful and we are
making changes to the skill mix.
SJ – Will the smoking ban in prisons have an impact?
HS – The trust supports this, but this remains a challenge.
IO – This has been in place at the Bracton Centre for over year.
JT – The Bracton Centre has provided e-cigarettes to support patients with smoking cessation.

8

Quality Committee Report
There is one amber indicator to note on the integrated dashboard for February 2016. There was one
breach out of 58 patients requiring 48 hour follow up. It has since been confirmed that the patient is
safe. The Trust has achieved both the national and local physical health CQUINs for 2015/16 so the
Trust will receive the full year incentives of £507,562 and £1,100,412 respectively. NHS England have
published the proposed national CQUINs for 2016/17. The CCGs are keen for the Trust to continue
with the CQUIN related to the physical health needs of patients. Local indicators may include
addressing the physical health of staff so we will need to resolve how this is taken forward.
Patient Safety
There were seven serious incidents in February 2016, including one which will be investigated at Board
level. The Safety Thermometer report shows a 91% harm free care rate. As at the end of February
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2016, there have been 779 days without an avoidable grade 4 pressure ulcer acquired in Oxleas care.
The Trust achieved 100% compliance on S132.
JS – Is there any feedback on the fall that caused severe harm?
JW – This could be a data entry error and this is being checked. Harm Free Care is a ‘point in time’ data
collection.
SC – Where any of the avoidable pressure ulcers acquired in Oxleas care?
JW – The report includes only pressure ulcers acquired in Oxeas care.
ATr – Do we know why the use of S136 is increasing?
IO – This is a general pattern. It is not clear whether this is due to an actual increase in the number of
people requiring the section or police practice.
9

Mortality Surveillance Group Report
Noted
A Mortality Surveillance Group has been established to have oversight of learning from deaths. The
current challenge is ensuring that we capture all deaths, particularly in prison services and people on an
end of life care pathway. The Trust has always learned from deaths of people using our learning
disability services. The Trust will work with Directors of Nursing and Medical Directors in other trusts
and a Darzi fellow has been appointed to support this work.

10

Ward Safety Report
JW gave a presentation on safe staffing levels. It was noted that Oxleas is not an outlier and we have
established appropriate safe staffing levels. Keith Hurst has been commissioned to train staff on using
staffing tools and we have observed shifts to understand practice.
SJ – What is the role of the modern matron?
JW – The roles of the modern matron includes oversight of the organisation of the wards, line
management of the ward managers and signing off rosters. They should be a visible presence on the
wards.
SJ – Do patients receive protected engagement time?
JW – We can audit this. We have had no recent reports of this not taking place.
SJ – Are staff being pulled from other activities to facilitate 1:1 observations?
JW – Ward managers are expected to plan shifts to avoid this.
JW – The analysis focuses on numbers, not the quality of staff.
IO – Nurse re-validation and appraisal will help to identify quality concerns.
HS – It is pleasing to see that most patients report that wards feel safe and have enough staff but we
need to understand the reasons why a small percentage report that this is not the case.
SC – Are we working to make the difference between planned and actual more even?
JW – This tends to be due to vacancies and sickness absence.

Noted

11

Suicide Review
IO gave a presentation on a review of suicides in Oxleas NHS Foundation Trust, which occurred
between April 2014 and September 2015. The main challenge to reducing suicide is maintaining a
balance between positive risk management and over defensive practice, bearing in mind that
predicting who will commit suicide and when at an individual level is very difficult.
SD – With regard to rapid access to care, how quickly would people be seen?
HS – Urgent referrals would be seen on the same day. We are working with GPs to improve their
practice in making urgent referrals. All GPs have been given the telephone numbers of our Primary
Care Plus consultants. In the new adult mental health model, patients move onto a care pathway
immediately. The service evaluation will provide evidence of how this is working.
SJ – Does the Board need to provide a supportive message to clinicians on making defensive decisions?
IO – We will consider how to take this forward.
HS – The National Staff Survey showed that Oxleas is top nationally in our cluster for the fairness of
incident reporting procedures.
SH – This has been consistent over a number of years.
JK – How well does Bexley, Bromley and Greenwich compare to other boroughs with regard to the
number of suicides of people who have had no contact with mental health services?
IO – We do not have this data.
SC – Can we drive down the suicide rate?
IO – We can set an internal target. We would need to consider if this should be a stretch target. Some

Noted

Page 5 of 11

Action
of inquires have found that exemplary care was provided to people who had taken their own life.
BT – We can have an aspiration of a ‘zero suicide’ policy. There is always more we can do.
HS – This is a useful prompt to encourage partners in public health to work with us.
JS – Are there issues of confidentiality when patients say that they do not want family or friends
involved?
IO – We would try to engage with as wide a network as possible and consider how this can be achieved
without breaching confidentiality.
12

Progress report on DDS incident and Goddington overview report action plan
Noted
Following the Board Level Inquiry into the incident that occurred in June 2015 involving patient DDS,
the panel made one recommendation, which were reported to the Board of Directors in October 2015.
DDS was an informal patient who took his own life while on leave from the ward. Whilst the panel
found no root causes, it was recommended that the practice of granting ‘escorted’ leave to informal
patients should cease and if clinicians are concerned about the appropriateness of a patient leaving the
ward unaccompanied, detention under a section should be considered. In response to this, staff have
been provided with training and a leaflet has been developed for informal patients. The change of
practice was audited in January 2016 with positive results. This audit will be repeated in May 2016.
Goddington Ward overview action plan
Following three incidents on the ward between April and June 2015, a report was completed to look at
common themes and learning. This report made three additional recommendations.
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 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 two weeks.
A plan was developed to put these recommendations into action and all actions expected to be
completed by this point have been undertaken. For recommendation 3, the modern matron is
expected to ‘act down’ until robust arrangements have been made.
SC – For the DDS recommendation, have we seen a shift in the use if the Mental Health Act and are
their cost implications?
IO – This is more of a practice issue. We can look at this is more detail. We have more informal
patients compared to other trusts, but also a higher conversion rate.
IO
JS – Does the Board of Directors receive any further progress updates.
BT – The Board would receive a further update on any uncompleted actions.
HS – The Patient Safety Group also follows up actions.

13

Council of Governors update
The Council of Governors last met on 17 March 2016. Feedback from governors has been very positive
and the proposed introduction of dedicated time within the formal Council of Governors to hold NEDs
to account welcomed.

Noted

14

NED report – Board visits
AH – Some Bromley staff have commented that the Dartford postcode and telephone number in the
recent recruitment campaign was a deterrent and they assumed that the posts were based in Dartford.
SJ – The Childrens Therapy Service is an excellent team. The Erith District Nursing team commented
that they felt isolated from local partnership working as some of the support networks have been
removed.
ATr – The s17 leave chart in Goddington Wards needs to be clear on whether leave is escorted or
unescorted.
SC – Bromley social workers said that the transfer to Oxleas was being protracted.
BT – I have met with the local authority and have asked them to agree a time plan. I will write to ask
them to state their commitment to proceed with the transfer.

Noted

Senior Independent Director appointment
The Nominations Committee met on 24 March 2016. It was proposed that Steve James is appointed as

Approved

15
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the Senior Independent Director when Anne Taylor retires. The Board of Directors approved this
decision. This will be taken to the Council of Governors’ meeting in June to note.
16

2016/17 planning
Our Operational Plan was submitted to Monitor on 8 February 2016 and we have responded to
Monitor’s comments. We remain committed to submit a controlled total surplus of £1.1m. There are
some concerns with Greenwich CCG on funding overseas patients and we have made provision in
2016/17 to mitigate this.
JS – The plan does feel overly confident.
JT – This can be discussed further outside the meeting.

17

Quarter 4 Monitor Declaration
Approved
As part of Monitor’s assessment of governance of NHS foundation trusts, on a quarterly basis, the
Board is required to respond ‘confirmed’ or ‘not confirmed’ to the following statements.
• For finance, that the Board anticipates that: the Trust will continue maintain a financial sustainability
of at least 3 over the next 12 months; and the Trust’s capital expenditure for the remainder of
2015/16 will not materially differ from the amended forecast.
• For governance, that it is satisfied that plans in place are sufficient to ensure on-going compliance
with all existing targets (after the application of thresholds) as set out in Risk Assessment
Framework; and a commitment to comply with all known targets.
• The Board confirms that there are no matters arising in the quarter requiring an exception report to
Monitor which have not already been reported as per the Risk Assessment Framework.
• The number of subsidiaries included in the finances of Q4 return is nil.
The Acting Chief Executive Officer and the Acting Director of Finance will sign off, on behalf of the
Board, the submission due to Monitor by 30th April 2016. Any deviation from the above will be
reported to the Board in May.

18

Well led review action plan
The majority of actions are complete and plans are in place for those that are amber. Terms of
reference will be reviewed by new chairs of sub-committees.

Noted

19

Business Committee update
The Business Committee noted the letter from NHS Improvement offering NHS providers the ability to
access additional help with improving their finances, under a new financial improvement programme.
The Business Committee agreed that we would not be requesting such support at this point as we are
confident of achieving our savings plans and delivering the ‘control’ total for 2016/17. As at February
2016, the Trust was on track with the financial plan. The Year End audit is now in progress. NHS
Improvement has published new rules for trusts and foundation trusts on agency expenditure which
supersedes all previous guidance. Oxleas has been selected as one of 20 NHS trusts to participate in a
DH assessment of our balance sheet. PricewaterhouseCoopers have been assigned to lead our review.
This will not influence our accounting treatments. Debts of £400k are overdue from Kings College
Hospital by 97 days. It was noted that this was a timing issue and Kings are not disputing the charges.
AH will write to the Chair of the Audit Committee at Kings.
SC – Is there a mechanism to report back if we will not meet the agency cap?
JT – We report back to Monitor.
BT – There are no significant implications for the Trust.
JS – Have Guys and St Thomas’ signed the Kidney Treatment Centre contract?
JT – Terms are being agreed.

Noted

Audit Committee update
All actions from the internal audit recommendation tracker have been completed on time. The
Committee received two internal audit reports – cyber security and medical devices – both of which
received an outcome of significant assurance with minor improvements. The Internal Audit Plan for
2016/17 was agreed. The Audit Committee confirmed to internal auditors KPMG and external auditors
Deloitte that their contracts were extended to June 2018.
Trust Seal
Following the Board's delegation of monitoring the use of the Trust Seal to the Audit Committee, it was

Noted

20
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agreed that usage of the Seal is reported to Audit Committee annually together with a list in date order
with contract details. This will reduce items to the Board and permit more detailed oversight into usage
of the Seal.
21

Workforce and Learning Development
An action plan has been developed in response to the issues of harassment and bullying by patients
and carers and violence to staff by patients and carers. This has been discussed by the Adult Mental
Health Medical Advisory Committee, the Nursing Executive Council and the Allied Health Professionals
Board. The action plan will be agreed by professional leadership groups and the Workforce Committee.
Training has been provided to managers in addressing unconscious bias. The Trust has commissioned
an external expert to review the Trust responses to the Workforce Race Equality scheme. A report will
be submitted to the Workforce Committee at the conclusion of his review

22

Band 5 recruitment campaign
Agreed
As part of the Band 5 recruitment campaign, the Trust offered candidates a choice of payscales;
standard NHS terms or the option to receive a higher rate of take home pay in lieu of contributions to
the NHS pension scheme. The aim of the scheme was to address shortages of band 5 nursing staff in
both community and mental health services, with the specific intention of attracting nurses back to the
NHS from agencies. Both options were identical in cost to the Trust. The scheme attracted media
attention, plus criticism from unions. The Pensions Regulator has confirmed that they are satisfied that
the scheme is legal and that we are not offering inducement. However, the union position is that if the
scheme were to be replicated in other trusts, this could undermine the national scheme; it encourages
staff to forego long term financial security for immediate gain; and the Trust failed to follow the Agenda
for Change rules by considering recruitment and retention premia first. If the Trust were to offer a
premia, this would create a £3.2m cost pressure and, whilst there would be some savings in reduced
agency spend, this would not offset the full amount. It is not yet known how many of the 93 new
appointments will take up the offer, but it is not expected to be a large number. However, in light of
the impact on our relationship with unions it is recommended that the Trust should close the scheme
at the end of the recruitment campaign, but honour to those it has already been offered to. JW said
that she had sought the views of nursing colleagues. They were grateful to the Board for finding a
solution to nurse recruitment and felt that this had a positive impact on the campaign. There was a
sense that unions were being overly critical and opting for the scheme was a personal choice.
However, they felt that large number of staff would not leave the pension scheme and staff would see
it as a short term option to pay off debts. There was a minority view that the Trust should be seen to
promote the security of a pension scheme. It was also commented that the Trust should consider
alternative benefits such as subsided accommodation.
ATa – The Trust should honour this for people it has already been offered to.
SC – It has been confirmed that the scheme is not illegal. We should allow people to have the choice.
JK – What are the implications of a dispute with the unions?
SH – There is a potential for strike action, but this is unlikely.
BT – The recruitment campaign has been successful but we would not wish to be in dispute with
unions. We should close the scheme to new entrants, evaluate in September 2016 and as a Board, take
a view on the next steps.
IO – The aim of the scheme was to attract agency staff who would not be members of the NHS Pension
Scheme.
SH – 55% of applicants were from outside the NHS. Some were students who had never had a
substantive post.
IO – I would agree with the recommendation. The NHS has other benefits to offer, such as access to
training and development.
SC – The scheme was the Trust’s response to ensuring we could recruit enough staff to deliver care. It
was right to explore all options.
AH – Will this recommendation satisfy the unions?
SH – It will satisfy some. Unions do not wish to see other trusts making the same offer.
SC – Other organisations are already aware of this. We could lose staff to other trusts. We should
review the scheme in six to 12 months and cease if it has not been successful.
JK – I support the recommendation that we should close the scheme and honour to those it has been

Page 8 of 11

Noted

Action
offered to.
JS – I agree with this position.
JW – This offer was just one variable. We should evaluate other strands. It may have been insignificant
in attracting staff to Oxleas.
The Board agreed that the scheme would be suspended for the time being. The Board will receive a
report in October 2016 and take a further view then.
23

Any other business
JK – Can the Board receive a paper on RiO benefits realisation?
SC – Has there been any progress on offering subsidised accommodation to staff?
SH – This has not yet been taken forward but will be considered by the Workforce Committee
IO – The Trust has hosted a visit from Jeff Cass from Seattle on the benefits of eliminating waste. This
was a very positive event.

24

Questions from governors and the public
None raised.
Next meeting of the Board of Directors
Thursday 5 May 2016 at 10.30 am - Maple Room, Pinewood House
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Noted

Jargon buster
This jargon buster is a glossary of acronyms and abbreviations.
It is intended that we will update this on a regular basis but we will also agree standards to reduce jargon usage.
If you feel there are more that should be included on the list please email sally.bryden@oxleas.nhs.uk
ACS – Adult Community
Services

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

CBT – Cognitive
Behavioural Therapy

DN – District Nurse
DNA – Did Not Attend
ECR – Electronic Care
Records

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

MCA – Mental Capacity
Act

HV – Health Visitor

MDA – Multi-disciplinary
Assessment

ICT – Information
Communication
Technology

DH – Department of
Health

KSF – Knowledge and
Skills Framework

HTT – Home Treatment
Team

DADL – Domestic
Activities of Daily Living

CASH – Contraception and
Sexual Health

KPI – Key Performance
Indicators

MAPP – Multi Agency
Protection Panel

ICP – Integrated Care
Pathway

CAS – Central Alerts
System

ISA – Information Sharing
Agreement

HR – Human Resources

CQUIN – Commissioning
for quality and innovation

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

CCG – Clinical
Commissioning Group

HIMP – Her Majesty’s
Inspectorate of Prisons

IM&T – Information
Management and
Technology

MDO – Mentally
disordered offender
MDT – Multidisciplinary
team

iFox – Trust Business
Information System

MEWS – Modified Early
Warning Score Tool

IGG – Information
Governance Group

MH – Mental Health

IGT – Information
Governance Toolkit
IMHER – Integrated
Mental Health Electronic
Record
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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
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Board of Directors
5th May 2016
Agenda item

Matters arising

Item from

Andy Trotter, Chair

Attachments

Board Tracker

Item
Enclosure

3
2

Summary and Highlights
The Board tracker lists actions from previous Board meetings.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Board of Directors Action Tracker
Action raised
(Board date)

Item

Action details

Action for

03/09/2015

RTT analysis

SJ asked what assurances there are that
treatment continues to be provided after the
initial appointment. Plans for gathering this
data to to be presented to a future Board

Helen Smith,
31/03/2016
Ify Ockoha and
Michael Witney

03/09/2015

Service Delivery

Bring forward to

Report under

Action closed
(Board date)

Comments

Quality and
performance

31/03/2016

Outcomes data and existing
routine monitoring will
help the Board to
understand treatment
success rates and also the
areas where there may be
delays to on-going
treatment.

SJ asked if newly recruited prison health care
Simon Hart
staff could be offered work in other areas of the
Trust whilst prisons service clearance checks are
completed
Governance Board JK asked that a new overarching risk relating to Ify Okocha
the CQC inspection is opened

02/10/2015

Matters arising

02/10/2015

SH reported that this
arrangement is already in
place

02/10/2015

Risk Committee

02/10/2015

This risks has been added
to the Corporate Risk
Register

03/09/2015

Well-led Review

Chairs of Board Committees to present new
Ben Travis, Ify
Terms of Reference to committees for approval Okocha and
Simon Hart

02/10/2015

Matters arising

03/09/2015

Staff Parnership
Report

To develop an action plan in response to the
concerns raised in focus groups

Simon Hart

03/03/2016

Workforce report

04/02/2016

This was also raised at the
Feb 2016 meeting. A
report is being presented
to the March 2016 meeting

01/10/2015

Quality and
Performance
Report

JK asked about a point of clarification on the
Hazelwood MHA report in relation to patients
seeing their doctor every two weeks

Ify Okocha

05/11/2015

Matters arising

05/11/2015

IO reported that this is
being followed up by the
lead consultant

01/10/2015

Patient Experience AH asked what is being done to address high
Michael Witney 05/11/2015
update
DNA rates in the MSK service, eg text reminders

Matters arising

05/11/2015

BT reported that text
messaging is being used in
MSK and there are plans to
extend this further

03/09/2015
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New Chairs to review
Committee TORs

Board of Directors Action Tracker
Action closed
(Board date)

Action raised
(Board date)

Item

Action details

Action for

Bring forward to

Report under

01/10/2015

Service Delivery

JK and DM commented that the 'good news'
items should be included in every report

Helen Smith

03/12/2015

Operational
Performance Report

05/11/2015

Arrangements for
Operational Performance
Reporting have been
agreed with HS

01/10/2015

Finance Report

AH asked that if the financial margin were to
reduce, could the Monitor rating drop to 2.4

Jazz Thind

05/11/2015

Matters arising

05/11/2015

01/10/2015

Staff Performance
Award

A trustwide communication to be sent out to
Simon Hart
advise staff that the performance award will not
be made this year

05/11/2015

Matters arising

05/11/2015

JT reported that if the Trust
had a deficit of £1.2m, the
Monitor rating could drop
to 2.4.
A memo sent to all staff by
Dave Mellish

05/11/2015

Integrated
Dashboard

AH asked that the dashboard includes crossreferences to the relevant paper, so Board
members can more easily identify gaps

Ben Travis

03/12/2015

Integrated Dashboard 14/01/2016

Completed

05/11/2015

Quality and
performance

Full paper on CQC preparations to be presented Ify Okocha
to the Board

14/01/2016

Quality and
performance

14/01/2016

Main agenda item at the
January and February 2016
Board meetings

05/11/2015

Quality and
performance

JK asked that the Mental Health Act data used
includes the summary of whether patients
admitted under s136 were already known to
the Trust and when their last contact was.

14/01/2016

Quality and
performance

14/01/2016

Reported to the Board that
this will be inclued in
Annual Clinical Audit Plan

05/11/2015

JW Level 5 report

A progress update on the recommendations to Iain Dimond
be brough to the Board in six months

05/05/2016

JW action plan
update

05/05/2016

Included in May 2016
Board papers

14/01/2016

Quality and
performance

JW to bring back a report to provide assurance Jane Wells
that the Trust learns from pressure ulcer
incidents

04/02/2016

Quality and
performance

04/02/2016

Detailed pressure ulcer
report presented to
February 2016 meeting

14/01/2016

Safe Staffing

To consider reviewing the risk relating to safe
staffing

04/02/2016

Risk Committee

04/02/2016

Risk included in Corporate
Risk Register

Jane Wells

Jane Wells
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Comments

Board of Directors Action Tracker
Action raised
(Board date)

Item

Action details

Action for

Bring forward to

Report under

Action closed
(Board date)

14/01/2016

Workforce report

SH to provide an update on the steps the trust
is taking to reduce unconscious bias and how
managers respond to low grade performance
issues

Simon Hart

07/04/2016

Workforce report

07/04/2016

04/02/2016

Integrated
Dashboard

Explanation of Rights under s132 of the MHA. Ify Okocha
IO reported that there are some practice issues.
A review of the data to be presented to the
March meeting of the Board of Directrs

03/03/2016

Integrated Dashboard 03/03/2016

IO reported that work to
improve compliance has
been undertaken on the
wards

04/02/2016

Quality Report

It was noted that there were some concerns
Ify Okocha
about how the extra beds on The Tarn are being
used. To be discussed further outside the
meeting

03/03/2016

Matters arising

03/03/2016

IO reported that Mary
Seacole beds are no longer
being used for sleepovers

04/02/2016

Quality Report patient safety

JK asked for the reason for the high number of
moderate harm incidents reported from Adult
Community Health Services

Jane Wells

03/03/2016

Matters arising

03/03/2016

JW reported that these ar
due to transfers back to
acute hospitals

04/02/2016

Quality Report patient safety

SC asked for clarification on how many grade 2 Jane Wells
avoidable pressure ulcers occurred in our care

03/03/2016

Matters arising

03/03/2016

JW clarified reporting
arrangements for both
avoidabable and
unavoidable pressure

04/02/2016

NED report - Board Atlas House raised concerns about length of
Jazz Thind
visits
time to purchase low value items. JT to check
that team is aware that they can use petty cash
or have access to a purchasing card

03/03/2016

Matters arising

03/03/2016

JT reported that the team
have been reminded of
processes

04/02/2016

NED report - Board SC asked if there is any educational input for
visits
service users at Atlas House. IO to follow up
with Clincial Director

Ify Okocha

03/03/2016

Matters arising

07/04/2016

Whilst all service users at
Atlas House are over 18
years of age, they do have
the opportunity to

04/02/2016

Staff Parnership
Report

An executive response to the concerns raised in Simon Hart
the Staff Partnership Report is to be brought to
the next meeting of the Board of Directors.

03/03/2016

Workforce report

03/03/2016

A report on this was
included in the papers for
the March 2016 meeting
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Comments
Addressed in workforce
paper to April Board

Board of Directors Action Tracker
Action raised
(Board date)

Item

Action details

Action for

Bring forward to

Report under

Action closed
(Board date)

03/03/2016

Chief Exec report

CH asked if we can look further into the Race
Equality Standard mentioned in the Crisp
Report

Ify Okocha

07/04/2016

Matters arising

07/04/2016

IO reported that this is not
an action for the Trust; it is
for NHS England and NHS
Improvement to set
standards for mental health
services and pilot them
from April 2017

03/03/2016

Chief Exec report

Mortality Review Group to bring a full report to Jane Wells
the April meeting of the Board of Directors

07/04/2016

Quality and
performance

07/04/2016

03/03/2016

Integrated
Dashboard

Mortality data to be included in the Patient
Safety Report

Jane Wells

07/04/2016

Quality and
performance

07/04/2016

A report from the Moratlity
Review Group was
presented to the April
Included on agenda for
April 2016 Board meeting

03/03/2016

Integrated
Dashboard

Andy Trotter asked that the workforce group
looks at solution to using trained nurses to
cover HCA roster gaps

Simon Hart

07/04/2016

Matters arising

07/04/2016

03/03/2016

Serious incident
update

BT asked that an update on the Carers Strategy Michael Witney 07/07/2016
is presented to the July meeting

Quality and
performance

Data being reviewed to
establish size and
frequency of the problem
and consequent cost
impact. A report will go to
the May Workforce
Committee
This action is not due until
July 2016 Board meeting

07/04/2016

Matters arising

An audit of direct care time is to be presented
to the next meeting of the Board of Directors.

JW

05/05/2016

Quality and
performance

05/05/2016

Included in Quality item in
Board papers

07/04/2016

Risk Committee
update

Focused discussion on quality prioties and care IO
planning risks

05/05/2016

Quality and
performance

05/05/2016

Included in Quality item in
Board papers

07/04/2016

Integrated
Dashboard

Work on managing DTOC with Bexley Council to HS
be brought to a future meeting

TBA

Integrated Dashboard
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Comments

Board of Directors Action Tracker
Action raised
(Board date)

Item

Action details

Action for

Bring forward to

Report under

07/04/2016

DDS action plan

Review of MHA practice, including use of the
Act and conversion rate from informal to
detained patients

IO

TBA

Quality and
performance

07/04/2016

NED report - Board Update on plans for transfer of Bromley ALD
visits
social workers to Oxleas

BT

TBA

TBA

07/04/2016

Band 5 pay offer

For the Board to receive a further report and
take a view on next steps

SH

06/10/2016

Workforce report

07/04/2016

AOB

AF

TBA

TBA

07/04/2016

AOB

For the Board to receive a report on RiO
benefits realisation
Update on subsided accommodation for staff
from Workforce Committee

SH

TBA

Workforce report
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Action closed
(Board date)

Comments

Not due until October 2016

Board of Directors
5th May 2016
Agenda item

Chief Executive update

Item from

Ben Travis, Acting Chief Executive

Attachments

Front Sheet only

Item
Enclosure

4
3

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
5th May 2016

Item
Enclosure

Agenda item

Integrated Performance dashboard

Item from

Ben Travis, Acting Chief Executive

Attachments

Integrated dashboard and exceptions reports

5
4

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

Adult Acute bed occupancy
Supervision
Vacancies and agency costs

An additional version of the integrated dashboard utilising CQC domains is included for discussion.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

1 N/A CQC
2 Mth Monitor

CQC Rating
Monitor Governance Risk rating

4 Mth Trust

May-15

5 Mth Trust

May-15

6 Qtr Monitor

Sep-15

CPA 7 Day follow up (Discharge from Inpatient setting)

Lead

Oct-15

Nov-15

Dec-15

Jan-16 Feb-16

Mar-16

4

Board

4

Q1 15/16 Q2 15/16

3

3

3

3

Oct-15

Nov-15

95.6%

97.6%

3

3

3

Dec-15

Jan-16 Feb-16

Mar-16

94.7%

96.6% 100.0%

100.0%

lead

Quality Committee- Clinical Effectiveness
Ensure patients detained under the MHA are provided with info as
stated-recorded on Rio (S132)
Ensure consent to treatment is obtained from clients assessed and
detained under the MHA (S58)

Q1 15/16 Q2 15/16

100%

IO

98.7%

97.4%

100%

IO

95.6%

91.0%

92.3%

100.0%

100.0% 100.0%

93.8%

100.0%

95%

HS

93.9%

97.4%

100.0%

98.6%

100.0% 100.0%

96.4%

100.0%

% Delayed Transfer of Care
7 Qtr Monitor
8 Qtr Monitor

Jun-15
May-15

Psychosis Early Intervention services- New cases (cumulative)

9 Qtr Monitor

May-15

10

Monitor

<7.5%
95%

HS
HS

5.3%
109.9%

4.3%
108.3%

3.2%
108.2%

3.2%
107.4%

4.7%
5.8%
6.9%
106.6% 105.1% 105.6%

5.3%
103.9%

Data Completeness: Mental Health Identifiers

97%

HS

99.6%

99.5%

99.5%

99.5%

99.5%

99.5%

99.6%

99.5%

Data Completeness: Outcomes of patients on CPA

50%

HS

85.4%

84.2%

83.7%

82.9%

81.4%

74.7%

74.7%

74.7%

11 Qtr Monitor

May-15

Data Completeness- Community

50%

HS

97.6%

85.7%

85.0%

84.1%

78.3%

83.7%

80.3%

79.5%

12 Mth Trust
13
Monitor

Sep-15

MH CPA Service user reviews after 6 months
CPA formal review within 12 mths
Prisons: % of clients with a care plan set up within 2 weeks of
assessment (Kent & Greenwich)
Adult Community Health: EDD date within 24 hours of admission to the
unit

95%
95%

HS
HS

96.5%
99.9%

95.1%
99.7%

94.1%
99.5%

93.0%
99.4%

93.8%
99.3%

95.5%
99.6%

94.5%
99.9%

95.2%
99.8%

95%

HS

97.0%

98.0%

98.0%

96.0%

97.0%

96.0%

90%

HS

98.0%

92.0%

97.0%

97.4% 100.0%

97.6%

14 Mth Trust
15 Mth Trust

16 Mth Trust

Outcome measures- To be added

Comments

Board
Board

Target

Monitor Financial Risk rating

Info
Assurance

Metric
Type

Reported

3 Mth Monitor

No

View from our regulators

Target

Info
Assurance

Metric
Type

Reported

No

Integrated Performance Report March 2016

96.2%

95.8%

Our Monitor Plan was to achieve a risk rating
of 4 in 15/16 and we are monitored on our
achievement against this however, the Board
have agreed that achieving a risk rating of 3 is
acceptable

Comments

Our Q4 submission to Monitor has been
revised from 5.1% to 5.9% this has been
discussed with Monitor. Jan, Feb & Mar data
has been adjusted accordingly.
Target equates to 256 cases each month
The figures show completeness for the
following indicators. 1. NHSNo 2.DOB.
3.PCode 4.Gender 5.GP 6. CCG
Q4 figure is 74.7%
This is an aggregate figure for RTT Referrals,
Treatment and Patient ID as submitted in the
CIDS return.
All CPA breaches were sent to directorates for
review on 4th Apr, 13th Apr. AMH (ICR=100%)
(CMH= 94.61% 79 Breaches) (ALD=100%),
Forensics (96% 5 Breaches), OMPH (97% 9
Breaches), CAMHS (93% 3 Breaches)

6 measures are being considered for reporting
and, if agreed, data will start to be reported in
quarter 2

1

22 Mth Trust
23 Mth Trust
24 Mth Trust

IO
IO
HS

43/25
107%

36/33
108%

<95%

HS

111%

107%

HS
HS

98%

HS

Quality Committee- Access and Waiting Times

Llead

90%
N/A
<95%

Target

Metric
Type

Friends and Family Test (Recommend/Not Recommended)
Number of complaints received
Adult Acute Bed occupancy (excluding leave)
Adult Acute Bed occupancy (excluding leave + adjusted for sleepover
activity)

85%95%

Jul-15
Sep-15

CRHT Gatekeeping
RTT 18 week waiting times for AHP

95%
95%

HS
HS

Community Bed Occupancy - GICU/Meadowview (Excluding Leave)
Prisons: Number of secondary screens completed in the first 72 hours
against number of receptions

28 Mth Trust

Reported

IO
IO
IO
IO
IO

<95%

27 Mth Trust

No

90%
90%
90%
90%
90%

OPMH Acute Bed occupancy (excluding leave)

26 Mth Trust

29 Qtr Monitor
30 Mth Trust

4 Must Do's -Enough information about care and treatment
4 Must Do's-Involved in decisions about care and treatment
4 Must Do's - Treated with dignity and respect
4 Must Do's - Family and carer supported
Quality of life improved as a result of care received

Info
Assurance

25 Mth Trust

Quality Committee- Patient Experience

Lead

Trust
Trust
Trust
Trust
Trust

Target

17 Mth
18 Mth
19 Mth
20 Mth
21 Mth

Info Assurance

Metric Type

Reported

No

Integrated Performance Report March 2016

31 Mth Trust

May-15

32 Qtr Monitor

Aug-15

Psychological therapies 18 week RTT pathway
Maximum time of 18 weeks from the point of referral to treatment in
aggregate-incomplete care pathway

Q1 15/16 Q2 15/16

Jan-16 Feb-16
99%
98%
99%
92%
97%

Mar-16
97%
98%
99%
93%
95%

Dec-15
97%
96%
99%
91%
94%

94%/3%

93%/2%

10/15
108%

19/10
106%

10/14
103%

15/5
102%

19/6
102%

19/10
103%

109%

105%

102%

101%

100%

99.7%

See Exception Report
OPMH sometimes admit patients to Oaktree
and Holbrook stepdown beds. A further
metric will be developed to reflect this
occupancy for next month's report.

89%/5%

91%/4%

85%

100%

102%

103%

101%

99.0%

87%

89%

92%

85%

92%

90%

90%

Q1 15/16 Q2 15/16
100.0% 100.0%
98.1%
98.8%

Oct-15
100.0%
98.3%

Nov-15
100.0%
98.7%

Dec-15 Jan-16 Feb-16
100.0% 100.0% 99.2%
98.2% 98.8% 98.9%

Mar-16
100.0%
98.6%

92%
86%

95%

Comments

Nov-15

Oct-15
94%
95%
98%
93%

95%

HS

93.9%

90.7%

88.3%

92.1%

93.6%

94.3%

94.8%

92.7%

92%

HS

99.9%

99.4%

99.5%

98.2%

98.8%

98.8%

99.1%

98.7%

Figures relate to Formal/local complaints.
See Exception Report

Goal is to be between 85% and 95%
Data validation and target to be agreed by
Quarter 2 2016

Comments

Teams below 95% target: Bexley Adapt 87.5% (6 Breaches); Bromley East and West
Adapt (23 Breaches) 87.2%; Greenwich East,
West and ICMP - 88.4% (17 breaches); Bex
CAMHS Adolescent and Generic - 88.3% (3
breaches).

2

Target

Lead

100%

IO

34 Mth Trust

No of incidents (1-3)

N/A

JW

898

35 Mth Trust

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

N/A

JW

7

36 Mth Trust

Incidents of Grade 3 and 4 Pressure Ulcers

N/A

JW

2

37 Mth DH

Safe staffing levels- Registered/Unregistered (Actual against planned)

100%/
100%

JW

38 Mth Trust

Medication errors

N/A

IO

Workforce and Development Committee

Lead

39 Mth Trust

PDR Rates

80%

SH

84.0%

40 Mth Trust

Supervision

80%

SH

41 Mth Trust

Sickness rate

<4%

Vacancies (Trustwide)
Vacancies - Exceptions AMH (Inpatient, Rehab & Crisis)
Vacancies - Exceptions ACHS
Vacancies - Exceptions Prisons
Bank Costs as % of pay spend ( All professions)

44 Mth Trust

No

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

Target

Info
Assurance

Metric
Type

Reported

Integrated Performance Report March 2016
33 Qtr Trust

May-15

Quality Committee- Patient Safety

Q1 15/16 Q2 15/16
95.5%
92.6%

107%/
110%

Oct-15
100.0%

Nov-15
95.9%

Dec-15
96.8%

989

949

922

974

1105

990

1043

5

7

3

4

6

7

7

3

2

4

1

1

3

TBA

104%/
113%

104%/
111%

102%/
107%

104%/
108%

105%/
107%

105%/
107%

Dec-15

89.0%

90.0%

91.0%

91.0%

92.0%

92.0%

90.0%

61.0%

68.0%

71.0%

70.0%

63.0%

72.0%

77.0%

72.0%

SH

3.6%

3.5%

4.4%

4.3%

4.5%

4.8%

4.9%

4.1%

14%
14%
14%
14%
>7%

SH
SH
SH
SH
SH

11.3%
8.8%
22.4%

12.1%
18.4%
19.4%

4.3%

5.3%

11.7%
18.0%
17.8%
18.1%
5.9%

10.4%
16.6%
16.6%
19.0%
5.6%

10.4%
17.5%
15.6%
20.8%
5.6%

12.4%
19.0%
15.0%
21.6%
5.9%

12.4%
18.9%
15.3%
23.7%
5.9%

12.4%
19.3%
14.9%
23.7%
6.6%

Agency costs as % of pay spend

<8%

SH

11.0%

12.0%

11.8%

12.1%

10.2%

10.3%

11.8%

12.8%

45 Mth Trust

Productivity Measures

TBD

SH

46 Mth Trust

Publication of Staff Roster (6 weeks in advance of shifts)

TBD

SH

Trust
Trust
Trust
Trust
Trust

Info
Assurance

Nov-15

Metric
Type

Oct-15

Reported

85

No

59

Q1 15/16 Q2 15/16

80

Mar-16
95.0%

56

42a Mth
42b Mth
42c Mth
42d Mth
43 Mth

67

103%/
108%

Jan-16 Feb-16
98.0% 98.2%

49

59

Jan-16 Feb-16

Mar-16

Comments
60 patients 3 breaches
There is no target for this KPI as we want to
encourage reporting of incidents. Quarterly
Figures are a 3 month average.
This data will be added quarterly after PU
Panel review of RCAs
These metrics are a mandatory return to the
DOH. We are looking to create our own
definitions with more meaningful data.
All incidents reported are Level 1-3 Severity.
There have been no level 4 or 5 incidents since
we started reporting on this data last
September. Quarterly figures are a 3 month
average.

Comments
All directorates compliant in March 16.
Quarterly figures are end of quarter numbers.
See exception report. Key: Green > 79%,
Amber 75%-79%, Red < 75%.
Quarterly figures are end of quarter numbers.
High level of nursing vacancies within these
figures. Quarterly figures are end of quarter
numbers. Green < 14%, Amber 14% - 17%,
Red >17%
See exception reports
See exception reports
Key: Green > 7%, Amber 5% -7%, Red < 5%
See exception report. Key: Green < 8% , Amber
8%-11%, Red >11%
Productivity Measures to be agreed by June
2016
HR Investigating logistics of obtaining this
data. Reporting expected June 2016

3

Lead

47 Mth Monitor

Surplus - Year to Date (£m)

1

JT

0.1

48 Mth Monitor

Cash Position (£m)

83.5

JT

49 Mth Trust
50 Mth Monitor

Capital Expenditure - Year to Date (£m)
CRE Plans 15/16 (£m)

18.8
6.8

JT
JT

No

Business Committee

15/16
Target

Info
Assurance

Metric
Type

Reported

Integrated Performance Report March 2016
Q1 15/16 Q2 15/16

Oct-15

Nov-15

Dec-15

Jan-16 Feb-16

Mar-16

0

0.0

0.1

0.0

0.1

0.1

0.1

86.8

86.9

87.6

87.4

84.8

88.4

91.4

85.0

13.4
6.2

5.7
7.5

6.8
6.9

9.1
6.9

10.8
6.8

12.4
6.5

12.5
6.8

16.1
6.8

Comments
On plan or above = Green; Breakeven or above
= Amber, Deficit = Red.
On plan or above = Green; Within 15% of
target = Amber; More than 15% away = Red
On plan = Green; Behind = Amber;
Exceed = Red

As a consequence of NHS Greenwich CCGs
significant financial challenges the turnaround
team are insisting on taking a further £3-4m of
savings. If agreed this will increase our CRE
target to £8m but the additional requirement
could be met from a number of changes being
discussed with the CCG. However, we have
highlighted to the CCG that we are not in a
position to deliver services at a loss and we
will be expecting agreements to be put in
place which give assurance on the future
arrangements of existing contracts. March
value includes schemes being discussed with
Greenwich CCG to achieve local efficiencies.
51 Mth Trust

CRE Plans- 16/17 (£m)

8.0

JT

4.1

4.3

4.2

4.8

4.4

5.7

Key - All areas except where noted in comments section
More than 5% away from Target
Within 5% of target
Meeting Target

4

Lead

Q1 15/16 Q2 15/16

Oct-15

Nov-15

Dec-15

Jan-16 Feb-16 Mar-16

4

Board

4

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

Target

Lead

4 Must Do's - Treated with dignity and respect
4 Must Do's - Family and carer supported
Quality of life improved as a result of care received
Friends and Family Test (Recommend/Not Recommended)

90%
90%
90%
90%

IO
IO
IO
IO

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

lead

3

3

3

3

3

3

3

Q1 15/16 Q2 15/16

Oct-15
98%
93%
93%
91%/4%

Nov-15

Dec-15
99%
91%
94%
89%/5%

Jan-16 Feb-16 Mar-16
99%
99%
92%
93%
97%
95%
94%/3% 93%/2%

Q1 15/16 Q2 15/16

Oct-15

Nov-15

Dec-15

Jan-16 Feb-16 Mar-16

% Delayed Transfer of Care
8 Quality
9 Quality
10 Quality
11 Quality
12 Quality

Qtr
Mth
Mth
Mth
Mth

Monitor
Trust
Trust
Trust
Trust

Jun-15

Sep-15

13 Quality

Mth Trust

May-15

14 Quality

Qtr Monitor

Aug-15

4 Must Do's -Enough information about care and treatment
4 Must Do's-Involved in decisions about care and treatment
Number of complaints received
RTT 18 week waiting times for AHP

Psychological therapies 18 week RTT pathway
Maximum time of 18 weeks from the point of referral to treatment
in aggregate-incomplete care pathway

Comments

Board
Board

Target

Info Assurance

Trust
Trust
Trust
Trust

Metric Type

Target

Info
Assurance

Monitor Financial Risk rating

Info Assurance

Metric Type

Reported
Mth
Mth
Mth
Mth

Committee

4 Quality
5 Quality
6 Quality
7 Quality

View form or regulators
CQC Rating
Monitor Governance Risk rating

Mth Monitor

Committee

No

Metric Type

N/A CQC
Mth Monitor

3

No

Reported

Committee

1
2

Reported

No

Integrated Performance Report February 2016 CQC V2

<7.5%
90%
90%
N/A
95%

HS
IO
IO
IO
HS

5.3%

4.3%

14/9
98.1%

12/11
98.8%

3.2%
94%
95%
10/15
98.3%

3.2%

19/10
98.7%

4.7%
97%
96%
10/14
98.2%

5.8%

15/5
98.8%

6.9%
5.3%
99%
97%
98%
98%
19/6
19/10
98.9% 98.6%

95%

HS

93.9%

90.7%

88.3%

92.1%

93.6%

94.3%

94.8%

92.7%

92%

HS

99.9%

99.4%

99.5%

98.2%

98.8%

98.8%

99.1%

98.7%

Our Monitor Plan was to achieve a risk rating of 4 in 15/16 and we are
monitored on our achievement against this however, the Board have
agreed that achieving a risk rating of 3 is acceptable

Comments

Comments
Our Q4 submission to Monitor has been revised from 5.1% to 5.9% this
has been discussed with Monitor. Jan, Feb & Mar data has been adjusted
accordingly.

Figures relate to Formal/local complaints.
Teams below 95% target: Bexley Adapt - 87.5% (6 Breaches); Bromley
East and West Adapt (23 Breaches) 87.2%; Greenwich East, West and
ICMP - 88.4% (17 breaches); Bex CAMHS Adolescent and Generic - 88.3%
(3 breaches).

1

17 Quality

Trust

CPA 7 Day follow up (Discharge from Inpatient setting)
Adult Acute Bed occupancy (excluding leave)
Adult Acute Bed occupancy (excluding leave + adjusted for
sleepover activity)

18 Quality

Trust

OPMH Acute Bed occupancy (excluding leave)

19 Quality
20 Quality

Mth Trust
Qtr Monitor

21 Quality
22 Quality

Mth Trust
Qtr Trust

23 Quality
24 Quality
25 Quality

Mth Trust
Mth Trust
Mth Trust

26 Quality

27 Quality

Mth DH

Mth Trust

Workforce &
28 Development Mth Trust
Workforce &
28a Development Mth Trust
Workforce &
28b Development Mth Trust

Sep-15

Jul-15

May-15

Community Bed Occupancy - GICU/Meadowview (Excluding Leave)
CRHT Gatekeeping
Prisons: Number of secondary screens completed in the first 72
hours against number of receptions
48 hr discharge follow up for patients with history of self harm
No of incidents (1-3)
No of Serious incidents (4-5) (excluding pressure ulcers)
Incidents of Grade 3 and 4 Pressure Ulcers
Safe staffing levels- Registered/Unregistered (Actual against
planned)

Lead

Info Assurance

Metric Type

Reported

Qtr Monitor
Mth Trust

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

Target

15 Quality
16 Quality

Committee

No
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Oct-15

Nov-15

95%
<95%

HS
HS

93.9%
107%

97.4%
108%

100.0%
108%

98.6%
106%

<95%

HS

111%

107%

109%

105%

102%

101%

100%

99.7%

<95%

HS

92%

95%

85%

100%

102%

103%

101%

99%

85%-95%
95%

HS
HS

86%
100.0%

87%
100.0%

89%
100.0%

92%
100.0%

98%
100%

HS
IO

95.5%

92.6%

100.0%

95.9%

N/A
N/A
N/A
100%/
100%

JW
JW
JW

898
7
2

989
5
3

JW

Q1 15/16 Q2 15/16

107%/
110%

104%/
113%

Dec-15

Jan-16 Feb-16 Mar-16

100.0% 100.0%
103%
102%

85%
92%
100.0% 100.0%

96.8%

98.0%

96.4% 100.0%
102%
103%

90%
90%
99.2% 100.0%

98.2%

95.0%

949
922
974
1105
990
1043
7
3
4
6
7
7
2
4
1
1
3
TBA
104%/
103%/
102%/
104%/ 105%/ 105%/
111%
108%
107%
108%
107%
107%

Comments
See Exception Reports
See Exception Reports
OPMH sometimes admit patients to Oaktree and Holbrook stepdown
beds. A further metric will be developed to reflect this occupancy for
next month's report.
Goal is to be between 85 and 95%

Data validation and target to be agreed by Quarter 2 2016
60 patients 3 breaches.
There is no target for this KPI as we want to encourage reporting of
incidents. Quarterly Figures are a 3 month average
This data will be added quarterly after PU Panel review of RCAs
These metrics are a mandatory return to the DOH. We are looking to
create our own definitions with more meaningful data.

67

56

59

85

80

49

59

All incidents reported are Level 1-3 Severity. There have been no level 4
or 5 incidents since we started reporting on this data last September.
Quarterly figures are a 3 month average.

11.3%

12.1%

11.7%

10.4%

10.4%

12.4%

12.4%

12.4%

High level of nursing vacancies within these figures. Quarterly figures
are end of quarter numbers. Green < 14%, Amber 14% - 17%, Red >17%

SH

8.8%

18.4%

18.0%

16.6%

17.5%

19.0%

18.9%

19.3%

See exception reports

SH

22.4%

19.4%

17.8%

16.6%

15.6%

15.0%

15.3%

14.9%

Medication errors

N/A

IO

Vacancies (Trustwide)

14%

SH

Vacancies - Exceptions AMH (Inpatient, Rehab & Crisis)

14%

Vacancies - Exceptions ACHS

14%

2

Mth Trust

May-15

30 Quality
31 Quality

Mth Trust
Qtr Monitor

May-15
May-15

32 Quality
33 Quality

Qtr Monitor
Monitor

May-15

34 Quality

Qtr Monitor

May-15

35 Quality
36 Quality

Mth Trust
Monitor

37 Quality

Mth Trust

38 Quality

Mth Trust

39 Quality
Mth Trust
Workforce &
40 Development Mth Trust
Workforce &
41 Development Mth Trust

Sep-15

Llead

29 Quality

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

Target

Info Assurance

Metric Type

Reported

Committee

No
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100%

IO

98.7%

97.4%

95.6%

97.6%

100%
95%

IO
HS

95.6%
109.9%

91.0%
108.3%

92.3%
108.2%

100.0%
107.4%

Data Completeness: Mental Health Identifiers
Data Completeness: Outcomes of patients on CPA

97%
50%

HS
HS

99.6%
85.4%

99.5%
84.2%

99.5%
83.7%

99.5%
82.9%

99.5%
81.4%

99.5%
74.7%

99.6%
74.7%

99.5%
74.7%

The figures show completeness for the following indicators. 1. NHSNo
2.DOB. 3.PCode 4.Gender 5.GP 6. CCG
Q4 figure is 74.7%

Data Completeness- Community

50%

HS

97.6%

85.7%

85.0%

84.1%

78.3%

83.7%

80.3%

79.5%

This is an aggregate figure for RTT Referrals, Treatment and Patient ID as
submitted in the CIDS return.

Ensure patients detained under the MHA are provided with info as
stated-recorded on Rio (S132)
Ensure consent to treatment is obtained from clients assessed and
detained under the MHA (S58)
Psychosis Early Intervention services- New cases (cumulative)

MH CPA Service user reviews after 6 months
CPA formal review within 12 mths
Prisons: % of clients with a care plan set up within 2 weeks of
assessment (Kent & Greenwich)
Adult Community Health: EDD date within 24 hours of admission to
the unit

95%
95%

HS
HS

95%

HS

90%

HS

Productivity Measures

TBD

SH

Publication of Staff Roster (6 weeks in advance of shifts)

TBD

SH

Outcome measures- To be added

Q1 15/16 Q2 15/16

96.5%
99.9%

96.2%

95.1%
99.7%

95.8%

Oct-15

Nov-15

Dec-15

Jan-16 Feb-16 Mar-16

94.7%

96.6% 100.0% 100.0%

100.0% 100.0% 93.8% 100.0%
106.6% 105.1% 105.6% 103.9%

94.1%
99.5%

93.0%
99.4%

93.8%
99.3%

95.5%
99.6%

94.5%
99.9%

95.2%
99.8%

97.0%

98.0%

98.0%

96.0%

97.0%

96.0%

98.0%

92.0%

97.0%

97.4% 100.0%

97.6%

Comments

Target equates to 256 cases each month

All CPA breaches were sent to directorates for review on 4th Apr, 13th
Apr. AMH (ICR=100%) (CMH= 94.61% 79 Breaches) (ALD=100%), Forensics
(96% 5 Breaches), OMPH (97% 9 Breaches), CAMHS (93% 3 Breaches)

6 measures are being considered for reporting and, if agreed, data will
start to be reported in quarter 2
Productivity Measures to be agreed by June 2016
HR Investigating logistics of obtaining this data. Reporting expected June
2016

3

Lead

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

Target

Info Assurance

Metric Type

Reported
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PDR Rates

80%

SH

84.0%

89.0%

90.0%

91.0%

91.0%

92.0%

92.0%

90.0%

Mth Trust

Supervision

80%

SH

60.3%

68.0%

71.0%

70.0%

63.0%

72.0%

77.0%

72.0%

See exception report. Key: Green > 79%, Amber 75%-79%, Red < 75%.

Mth Trust

Sickness rate

<4%

SH

3.6%

3.5%

4.4%

4.3%

4.5%

4.8%

4.9%

4.1%

Quarterly figures are end of quarter numbers.

Mth Trust

Bank Costs as % of pay spend ( All professions)

>7%

SH

4.3%

5.3%

5.9%

5.6%

5.6%

5.9%

5.9%

6.6%

Key: Green > 7%, Amber 5% -7%, Red < 5%

Mth Trust
Mth Monitor

Agency costs as % of pay spend
Surplus - Year to Date (£m)

<8%
1

SH
JT

11.0%
0.1

12.0%
0

11.8%
0.0

12.1%
0.1

10.2%
0.0

10.3%
0.1

11.8%
0.1

12.8%
0.1

48 Business
49 Business
50 Business

Mth Monitor
Mth Trust
Mth Monitor

Cash Position (£m)
Capital Expenditure - Year to Date (£m)
CRE Plans 15/16 (£m)

83.5
18.8
6.8

JT
JT
JT

86.8
13.4
6.2

86.9
5.7
7.5

87.6
6.8
6.9

87.4
9.1
6.9

84.8
10.8
6.8

88.4
12.4
6.5

91.4
12.5
6.8

85.0
16.1
6.8

51 Business

Mth Trust

CRE Plans- 16/17 (£m)

4.5

JT

4.1

4.3

4.2

4.8

4.4

5.7

No

Mth Trust

Comments
All directorates compliant in January 16. Quarterly figures are end of
quarter numbers.

Workforce &
42 Development
Workforce &
43 Development
Workforce &
44 Development
Workforce &
45 Development
Workforce &
46 Development
47 Business

Q1 15/16 Q2 15/16

Oct-15

Nov-15

Dec-15

Jan-16 Feb-16 Mar-16

See exception report. Key: Green < 8% , Amber 8%-11%, Red >11%
On plan or above = Green; Breakeven or above = Amber, Deficit = Red.
On plan or above = Green; Within 15% of target = Amber; More than 15%
away = Red
On plan = Green; behind = Amber; exceed = Red
As a consequence of NHS Greenwich CCGs significant financial
challenges the turnaround team are insisting on taking a further £3-4m
of savings. If agreed this will increase our CRE target to £8m but the
additional requirement could be met from a number of changes being
discussed with the CCG. However, we have highlighted to the CCG that
we are not in a position to deliver services at a loss and we will be
expecting agreements to be put in place which give assurance on the
future arrangements of existing contracts. March value includes
schemes being discussed with Greenwich CCG to achieve local
efficiencies.

Key - All areas except where noted in comments section
More than 5% away from Target
Within 5% of target
Meeting Target

4

EXCEPTIONS REPORT: KPI 24 Adult Acute Bed Occupancy
Adult Acute Bed occupancy has been above 100% for a number of years with sleepover beds and private sector beds regularly used. Reducing occupancy to
below 95% improves the experience of the patient on the ward.

KPI Data
Target
<95%

Q4
107%

Q1
108%

Oct-15
108%

Nov-15
106%

Effectiveness of Actions to Date
Dec-15
103%

Jan-15
102%

Feb-15
102%

Mar-15
103%

Bed escalation measures across BBG continue to improve occupancy
rates. The Directorate is now undertaking weekly audit of leave
recording to ensure accuracy of reporting which is also contributing to a
fall in reported occupancy rates.

Future Actions and monitoring process

•
•
•
•
•
•

•
•

Bed escalation procedures now in place across the trust, with twice daily whole system teleconferences chaired by the Service Director or Associate Director.
A review of governance structures for bed management has been completed and three borough based monthly meetings have been set up. This will improve
decision making and collaboration across the care pathway. A taskforce is overseeing the action plans across the 3 boroughs.
Issues with recording of leave in Greenwich have been identified and have over inflated occupancy levels. A new weekly monitoring /audit system has been
implemented and is already showing results.
The Directorate and IMT have reviewed sleepover recording practices against other Trusts and with NHS benchmarking. In order to be comparable with other
Trusts an additional metric which adjusts for sleepovers is being developed. This will be completed in April.
3 extra beds have been opened in Oxleas House to accommodate sleepovers. A completion date for an additional 3 beds in Green Parks House is to be
confirmed.
A new crisis and admission avoidance data set has been published. Further work is required to refine the data set and Informatics are reviewing resource
arrangements to deliver this work. The data set will place greater emphasis on admission and crisis avoidance and will support the review of the new
community service model.
Emphasis on enhancing senior clinical leadership in bed management care pathways with Consultants attending weekly bed management meetings.
Business cases have been submitted to our CCGs to expand liaison and crisis capacity with £330k of recurrent investment being approved in Bromley however
Greenwich and Bexley business cases have stalled due to a number of factors (NHSE guidance on liaison, commissioning capacity and the Greenwich CCG crisis
review).

Lead Board Director: Helen Smith

Estimated time to resolve: July 2016

EXCEPTIONS REPORT: KPI 40- Supervision
Supervision: Regular supervision of staff allows individuals to receive support and guidance, prioritise work and for performance issues to be
addressed. Failure to provide regular supervision may directly impact the quality and safety of care provided.
KPI Data
Target

Q1
15/16
61%

80%

Q2
15/16
68%

Oct15
71%

Nov
-15
70%

Effectiveness of Actions to Date
Dec15
63%

Jan15
72%

Feb15
77%

Mar
16
72%

The trust supervision compliance has continued to fluctuate at or below the
80% target. The focus on supervision completion prior to the CQC visit has
ensured all bar one area is compliant however this will need to be sustained
for the Board to be confident that the standard is being met on an on-going
basis. Additional guidance has been sent out as to what constitutes
supervision along with a campaign via The OX and One Oxleas. A pop up on
computer login was implemented to encourage recording by staff.

Future Actions and monitoring process

•
•
•

•
•

On-going review by Workforce Group
On-going review by Executive and Directorate
Senior Management Team
Performance Management if individual
managers where necessary by directorate
teams
Supervision compliance is part of peer review
process for CQC preparation
(near) Real -time reporting available to all staff
on ifox.

Supervision Compliance by Directorate - 25-04-2016
Compliant
Directorate
(green)

Average compliance
(%)

277 ALD

123

21

85

277 Adult Community Services

575

79

88

277 Child & Adolescent MHS

127

16

89

277 Children & Young People Service

560

75

88

277 Corporate

324

26

93

277 Forensics

292

45

87

277 OA

291

20

94

277 Prisons

145

44

77

277 WAA (CMHS)

317

70

82

277 WAA (IR&C)

364

45

89

3118

441

89

Totals

Lead Board Director: Simon Hart

Required
(red)

Estimated time to resolve: July 2016

EXCEPTIONS REPORT: KPI’s 41 & 43 – Vacancies & Agency Costs
Vacancies – Trust wide, AMH – Inpatient Rehab & Crisis, ACS & Forensics - Prisons. Inability to recruit staff substantively places a greater reliance on bank and agency staff
with both cost and quality implications.
KPI Data

Effectiveness of Actions to Date

Target

Q1

Q2

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

Trust

14%

11.3%

12.1%

11.7%

10.4%

10.4%

12.4%

12.4%

AMH IR&C
Forensic
-Prisons
ACHS

14%

8.8%

18.4%

18.0%

16.6%

17.5%

19%

12.41
%
18.9%

18.1%

19.0%

20.8%

21.6%

23.7%

23.7%

14%

22.4%

19.4%

17.8%

16.6%

15.6%

15.0%

14.9%

Agency
Costs

<8%

11%

12%

11.8%

12.1%

10.2%

10.3%

15.33
%
11.8%

14%

19.3%

The vacancy rate remained static in March at 12.4%. Nursing vacancies
remain high in all three directorates noted on the dashboard. Vacancy
rates for qualified nursing staff are particularly acute in all of these areas.
The overall vacancy rate for the ACHS directorate has continued to slowly
improve.
Use of non-framework agencies and shifts outside of the price cap have
increased subsequent to the price cap reduction in April. Agencies
providing staff to niche areas e.g. prisons are reluctant to comply.

12.8

Future Actions and monitoring process

•
•
•
•

th

Band 5 recruitment multimedia and Recruitment campaign commenced on 4 January 2015, * Alternative pay scales/ Pension opt out choice introduced for
band 5 Nurses. 93 posts offered. All candidates offered jobs also offered bank positions as well. Campaign to be evaluated in May/June
Further directorate level recruitment campaigns to be run using the good practice identified from the trust campaign
Further development around internal nursing rotation schemes. Forensic and Prison Scheme fully subscribed
The Brookson VAT scheme went live on 25 April for Medical Staff allowing us to recover VAT on agency staff costs currently not recoverable. The scheme will
go live for AHP’s in Q2
Roll out of SLA for all agencies used by the trust – SLA complete will go live alongside new Monitor / CCS framework in July
Review of all non-framework bookings to reduce volume and cost
Bank only staff to be able to access all points on pay grade to encourage more bank usage to be implemented in July 2016
Adult community intermediate care staff/ selected forensic wards/District Nursing are offered £200 additional payment for every 12 bank shifts worked
Acuity payment agreed as additional incentive for local consideration
Exploring joint working with SLAM to bring joint pressure on non-compliant agencies
Exploring joint working to pressurise agencies as part of OHSEL joint working

•
•
•
•
•
•
•
•
All of the above actions will be monitored via the Recruitment and Retention subgroup of the Workforce & Learning Development Committee. The impact of the above
will be incremental and set against a very competitive market place as a result of a shortage of qualified nurses

Lead Board Director: Simon Hart

Estimated time to resolve: Nov 2016
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Summary and Highlights
The operational performance report identifies the top issues of concern that will be the focus of each
directorate management team in the coming month.
The issues noted in the report are as follows:
Directorate
Older person’s mental
health

Issues
Bed occupancy
Bank and agency spend
Increase in the uptake of supervision

Adult community
services
Children & young people

Directorate financial position
Tender activity
Tender activity: universal services
Tender activity: specialist children’s services
Current dashboard reds

Adult mental health

Bed occupancy
Directorate financial position
Service redesign update

Adult learning disability

Referral to treatment waits
Atlas House

Forensics & Prisons

Nursing pressures
Abuse of legal highs
Level of disturbance in the Bracton Centre

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

Board Operational Performance Report
5 May 2016
Older person’s mental health services
1. Bed occupancy
The directorate continues to experience a high level of demand for acute inpatient beds. This
position is complicated in Bexley where there is no integrated social care resource within the
community services.
•
•

March acute bed occupancy, excl. leave & Oaktree Lodge beds: 94% (February: 97%)
March acute bed occupancy, incl. leave & Oaktree Lodge beds: 98% (February: 101%)

Mitigation plans
•

Bexley and Bromley continue to show an interest in contracting our 4 additional beds on
Holbrook Ward and the directorate are working with the local authorities to progress this.

•

Continue temporarily to use vacant beds in Oaktree Lodge to fully meet this demand.

•

Bexley social care have agreed to closer working, including fortnightly attendance at
CMHT MDT meetings. A rota is in place.

•

We have introduced bed management weekly teleconferences and continue with
delayed discharge planning meetings.

2. Bank & agency spend
The directorate continues to rely on use of temporary staffing (bank and agency) to safely
staff our 4 inpatient units. Whilst significant success has been achieved in recruitment to
vacant posts, establishing a regular, substantive workforce remains a challenge in OPMH.
Furthermore, there is a continued need for additional staff to support 1:1 and escort needs of
our client group which cannot be met within establishments. Shepherdleas and Scadbury
has been rated red due to budget variance in March.
Mitigation plans
•

The trust band 5 nurse recruitment campaign resulted in 4 vacancies being filled across
our wards.

•

Scadbury and Holbrook wards have over recruited to one band 5 post to reduce bank
and agency spend.

•

Shepherdleas Ward is regularly reviewing patients that require observations; this has
resulted in a reduction of patients requiring level 3 observations.

•

The directorate continues with its monthly bank and agency monitoring meeting to
provide assurance to the directorate in respect of:
o Controls around the booking of bank and agency staff
o Safe Staffing
o The effective use of the Healthroster
1

o
o

The number of patients on observation on the ward
Use of performance management data by key ward staff

3. Increase in the uptake of clinical supervision
Our supervision rates during the month of March dropped from 77% in February to 69%.
Previously, although we had not reached the 80% target, we had been making progress
each month.
Mitigation plans
•

We have asked the team mangers to review their supervision structures to ensure there
are enough supervisors available in each team with capacity to ensure every member of
the team receives at a minimum supervision every 6 weeks.

•

Supervision rates are discussed at the directorate team performance meetings.

•

During the month of April, all staff members who are in work have been asked to ensure
their supervision is up to date and that there are dates in place for future supervision
sessions.

•

Service managers have increased their oversight on uptake during April, asking for
confirmation that supervision sessions have been booked and when taken place, that
this is recorded.

Update: as of 21 April 2016, the directorate has reached 91%.

Adult community services
1. Directorate financial position
The year-end directorate position was an over spend of £2.2m.
Band 5 vacancies and our high use of agency staff in our two intermediate care units and
district nursing remains a key focus for the directorate. This has grown because we have
opened more beds (19 in total since April 2015) and because our district nursing activity has
increased and we require more staff than our budgeted whole time equivalent to deliver a
safe service and meet referral numbers. 21% of our pay expenditure is on agency staff.

Agency £
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300000

Agency £
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100000
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Incidents and complaints have not increased and there is no evidence that this is impacting
unduly on patient care but it is the single biggest factor in driving the directorate’s adverse
financial position. Our Bexley services account for £1.8m of the total overspend.
Mitigation plans
•

A payment incentive has been offered to substantive staff working bank shifts on
intermediate care units and in district nursing to reduce the reliance on agency staff. Our
expenditure on bank increased by £35k in March. Agency spend in the last quarter was
£1.37m, a reduction from £1.53m spent in quarter 3.

•

All recruitment to vacant posts, with the exception of qualified nursing posts in
intermediate care and district nursing, can now only be approved through our weekly
directorate management meeting.

•

The directorate is working on a revised financial plan to take account of the internal CRE
target, local efficiencies and reduced expenditure on bank and agency staff and non-pay.
This will be presented to the Business Committee in May 2016.

2. Tender activity
There have been a number of discussions with commissioners about community services,
which has led to the need to respond to a significant number of requests for data. It has also
occupied a significant amount of management effort. This has been particularly prevalent in
our services in Greenwich, where we are seeking to contribute positively towards the
extremely challenging financial position.
Specific known service changes include:
•

We have received notice from Bexley CCG on the bedded element of our neuro
rehabilitation contract. These four beds are on Meadowview and have increasingly been
used flexibly to support our systems resilience work. Occupancy of the beds for neurorehabilitation patients is 53% year to date against a commissioned target of 80%
(although in reality the beds have been occupied with intermediate care / flex criteria
patients). We are working through the detail of the implications, since the beds are
supported by the community neuro-rehabilitation team as well as staff on the ward. We
are working with the CCG regarding the level of disinvestment relating to these beds.
There are 8.5 wte band 5 nursing posts associated with the delivery of the bedded
element of the neuro contract. We have slightly more than 8.5 wte band 5 vacancies on
the ward and therefore these vacancies can be deleted from the establishment with no
impact on staff.

•

Bexley CCG has also given us notice on our diabetes pathway. 4.5 wte posts are
affected by this change. These posts are podiatrists and specialist nurses. We are
working through the detail of this notice as there are some inaccuracies in the wte
establishment to be released and the clinical breakdown of sessions between those
spent delivering patient education, versus face to face complex patient care and support.

•

MSK services in Greenwich have been put out to tender. A market event was held in
March and it is clear that significant financial savings are being sought, although the
detail has not been released. We currently provide community physiotherapy,
community MSK and surgical podiatry as part of our Greenwich MSK service.
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The model proposed in Greenwich is similar to that in place in Bexley. This is a prime
contractor model and in Bexley, we deliver this as a partner to King’s College Hospital
NHS Foundation Trust. This is a successful service with low waiting times and excellent
levels of patient satisfaction. We are working with local partners on the bid.
•

Our contraceptive and sexual health services (CASH) were put out to tender earlier this
year. We were shortlisted and attended for interview with the commissioner, the Royal
Borough of Greenwich, in March. Our bid was developed jointly with LGT, who were the
lead on the corresponding GU service tender, which we supported. The implications for
us should both organisations be successful would be the transfer of some staff from LGT
to our CASH team (5 x wte) and our Community HIV Team joining the LGT GU service
(2 x WTE).
We attended a second clarification interview on 22nd April 2016 and expect to hear
whether our bid was successful by the end of May 2016. The planned service start date
is 1st October 2016.

Children & young people’s services
1. Tender activity: universal services
The bid for Greenwich 0-19 service was submitted on 7 March and we presented on
17 March. There have been two clarification questions to the trust. RBG have informed us
that they will announce their decision at the beginning of May.
Bexley local authority has proposed a £500k reduction in the contract value from 2017 – it
has been confirmed that savings will be achieved via a tender process – likely to commence
in September 2016.
2. Tender activity: specialist services
The current position has now changed with a requirement from Greenwich CCG to
contribute to the deficit in Greenwich. The CCG unexpectedly have put the children’s speech
and language therapy, OT and physiotherapy services into the OT service tender being led
by RBG. The tender was published on 12 April.
Mitigation plans
•

Prepare proposals for contribution to savings required

•

Develop new service offer for therapies service: project meetings in place

Current dashboard red areas
• Smoking status: overall performance is 83% (February performance was 68%).
• Goal based outcomes reviews: overall performance is 55.3%. Data cleansing is currently
taking place to ensure reviewed goals are linked to assessment goals – it is expected
that once the cleansing has taken place performance will increase.
• LAC initial assessments are now both at 100%.

Adult mental health (AMH)
1. Bed occupancy
Occupancy rates have increased slightly in month following a surge in demand. However
progress has been made with reporting occupancy which is adjusted against sleepovers i.e.
the occupancy is recorded against where the patient slept thus including the sleepover bed
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capacity (6 additional bedrooms) in the overall capacity. This adjusted measure is used
nationally and is in line with NHS benchmarking reporting. Using this methodology
occupancy is reported below 100% for the first time which is largely due to improvements in
the data quality of bed occupancy to ensure leave and sleepovers are recorded correctly.
All adult acute beds:
Apr 15

May 15

Jun 15

Jul 15

Aug 15

Sep 15

Oct 15

Nov 15

Dec 15

Jan 16

Feb 16

Mar 16

113.4%

110.5%

110.3%

109.6%

107.6%

105.5%

108.6%

105.8%

102%

102%

100.7%

102.7%

Mar 16

All adult acute beds adjusted for sleepovers
Apr 15

May 15

Jun 15

Jul 15

Aug 15

Sep 15

Oct 15

Nov 15

Dec 15

Jan 16

Feb 16

113.1%

109.9%

109.2%

107.7%

107.1%

105.8%

108.6%

105.3%

102.1%

101.8%

100.3%

99.7%

UEA usage remains lower than previous month with the service working well to bring back
service users from UEA placements when beds become available.
The table below shows that reduced demand for UEAs has reduced the risk share to £112k
in March.
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YTD UEA Expenditure
(Including Tarn
Overperformance)

Cost
- £k

Variance
YTD Plan
Before
- £k Risk Share
Adjst - £k

Variance
After Risk
Share
Adjst - £k

(Fav) / Adv

(Fav) / Adv

(136)

Female PICU - Total

435

586

(151)

Male PICU - Total

229

92

137

(37)

PICU (Female + Male) - Total

664

678

(14)

(173)

Acute - Total

471

61

410

285

PICU (Female + Male) + Acute Total

1,136

740

396

112

Mitigation plans
•

Bed escalation procedures remain in place to good effect in Greenwich. These include twice
daily whole system teleconferences chaired by the associate director and weekly borough
based bed management meetings attended by consultants.

•

A review of current throughput pressures in Bromley is underway. All patients with a current
length of stay above 60 days are being reviewed and housing issues escalated to relevant
stakeholders.

•

An awayday is planned to review the practice of informal admissions in the context of the
benchmarking data. The awayday will involve clinical leadership to develop action plans to
reduce avoidable admissions.

•

Progress has been made with improving the quality of occupancy rate data to ensure sleep
overs and leave is recorded accurately. An additional occupancy metric is now in place that
adjusts occupancy rates for sleepovers to ensure occupancy is against the bed the patient
slept in. The business office is working with ward teams to ensure occupancy rates for this
metric is reported at or below 100%. This metric is in line with national reporting practice
(NHS Benchmarking).

•

Work to develop the inpatient and crisis dashboard has restarted and the work will be
completed by June. The data set will place greater emphasis on admission and crisis
avoidance and will support the review of the new community service model.

•

Business cases have been submitted to our CCGs to expand liaison and crisis capacity with
£313k of recurrent investment being approved in Bromley; however, Greenwich and Bexley
business cases have stalled due to a number of factors (NHSE guidance on liaison,
commissioning capacity and the Greenwich CCG crisis review).

2. Directorate financial position
There has been a significant increase in the overspend in March which has been due to a
rise in bank and agency spend attributable to increased observation levels. Managing
inpatient budgets remains the biggest challenge and progress has been made with the
development of a financial recovery plan for 2016/17.
Bank and agency spend
Bank and agency spend has increased in March, following increased levels of level 3
observations.
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B&A
Nurse Agency
Nurse Bank
Grand Total

Apr-15
121,546
222,428
343,974

May-15
140,532
220,051
360,583

Jun-15
215,018
182,895
397,913

Jul-15
175,705
194,344
370,049

Aug-15
96,875
227,208
324,083

Sep-15
117,782
342,791
460,573

Oct-15
103,287
285,864
389,151

Nov-15
100,196
279,846
380,042

Dec-15
88,945
272,248
361,193

Jan-16
75,722
281,670
357,392

Feb-16
97,241
278,710
375,951

Mar-16
Total
165,918 1,498,766
334,117 3,122,172
500,035 4,620,938

Mitigation plans
The directorate has made progress with finance to develop a financial recovery plan for
2016/17:
•

A financial recovery trajectory has been developed. Further work is required with ward
managers and modern matrons to provide assurance against delivery of the
assumptions before sign off in May.

•

A cost pressure bid has been submitted in March 16, for increased resources to allow
the wards to recruit substantive staff to a 5-5-3 shift model (currently 4-4-3). This will
allow the wards to absorb level 3 observations within budget and avoid the need to use
agency staff. The bid will be reviewed following sign off of the financial recovery plan.

•

A financial dashboard template has been completed with RAG rating for wards
containing budget variance, bank and agency usage, WTE plan vs actual (inc bank and
agency), use of specialling, income, UEA usage and actions to address variances. This
will begin in May and wards will be closely monitored for compliance using this tool.

•

We have plans to develop income including developing Tarn income generation and an
invest to save bid for a role to maximise NCA income.

•

There have been a number of successful recruitment days which will support a reduction
in vacancy rates from 19% to 12%, although it may be some weeks before all staff
recruited are in post.

3. Service redesign update
The community service redesign is now moving to business as usual. A number of work
streams will continue within the locality business meetings and other directorate structures:
•

Small differences in the implementation of the service model, team by team, have been
mapped out in the task and finish workshops and the process of moving towards a
standardised model of care is underway. IPC (Oxford Brookes University) are reviewing
the effectiveness of the new model.

•

Engagement of GPs in the primary care plus (PCP) service.

•

Streamlining RiO processes – progress has been made with developing PCP RiO and
iFox reporting requirements. ADAPT and intensive care management pathway (ICMP)
requirements will be developed in the coming months. The dashboard development is
due to begin in April.

•

The directorate is also ensuring that all patients have attended contacts in line with Trust
standards following the redesign.

Mitigation plans
• A new metric is being developed for teams to review compliance against the Trust
standard for contact. It is expected that 90% of CPA patients will be seen every 2
weeks and 95% of non CPA every 3 months.
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• Teams have been sent a manual report to review cases that are not within target and
develop action plans.
• Medical caseloads are being reviewed to ensure appropriate capacity across PCP,
ADAPT and ICMP.

Adult learning disabilities services
1. Referral to treatment (RTT) waits
Progress has been made with RTT with psychology now standing at 100% of patients
waiting under 18 weeks, whilst AHP has moved from 86% in Feb to 88% in May.
The breaches in AHP RTT waiting times across ALD remain a challenge, with increases in
demand outstripping capacity and a number of vacancies. Plans to reduce inpatient activity
and reinvest in community teams have been affected by Greenwich CCG plans to disinvest
due to significant CCG cost pressures.
Mitigation plans
The directorate has explored temporary staffing, however the relevant skills and experience
required cannot be found through agency support. Over recruitment has also been
discussed to keep vacancy rates at 0% however the turnover of staff in ALD is not high
enough to support this.
The directorate has established temporary screening and treatment clinics to support service
users until vacancies are filled over the coming months. We are also exploring additional
support from an RBG OT which we will part-fund for 9 months with the sole remit of clearing
the RTT waiting list.
2. Atlas House
In this year’s contracting round, Greenwich CCG have reduced their number of
commissioned beds at Atlas House from 7.5 to 3. This has placed a number of stresses on
the service:
• Lack of phased approach
• No increase in community capacity to prevent admission
• Financial uncertainty over ability to replace lost income with other non BBG contracts
Mitigation plans
A number of mitigating actions are being explored. These include seeking alternative funding
sources from other CCGs within our local Transforming Care Partnership; exploring working
with NHS England to offer a service to forensic LD service users; reducing the size of the
unit and combining inpatient and day service activity on the Atlas house site.

Forensic & prison services
1. Nursing shortages (Greenwich Prisons & Bracton inpatient services)
The directorate continues to experience shortages of nurses particularly in our inpatient
services and the Greenwich Prisons. Within the entire Greenwich cluster at the end of March
there were 32.12 vacancies (23.29%), of these vacancies, 20 wte were under offer.
From the 1 April, commissioners have funded a number of additional posts as a result of the
increase in the nominal role at HMP Thameside and the additional administration
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requirements; they also agreed to fund two specialist practice development nurses. The
establishment has risen by 5 x band 5 nurses and 3 x band 3 admin officer posts, with the 2
practice development posts, the total establishment is now 147.91 wte.
The position in the in-patient services, has improved since the last report with all band 5
posts now appointed to, although a number are student nurses who are unable to start until
September.
Mitigation plans
•

The director and service managers continue to meet monthly to monitor recruitment
campaigns.

•

Within the inpatient services, changes are being proposed which formally will be
consulted on in May/June; we anticipate the proposed change will assist the overall
position through the introduction of support practitioners.

2. Abuse of “legal highs” (non prescribed substances - NPS)
There are persistent difficulties being experienced in relation to the continued abuse of so
called “legal highs” in a number of the Kent prisons. HMP Rochester continues to be the
prison of highest concern, although there were also a significant number of drugs were found
during a lockdown search at HMP Swaleside.
An explanation for the current challenges around the supply of NPS was provided by a
national substance misuse specialist. He suggested a proposed change in legislation due to
come into force in April but now delayed, would have significantly impacted on the supply
chain. As a result, outlets which legally have been able to supply these drugs are off loading
supplies prior to the proposed changes. Prisons, secure hospitals and similar institutions are
viewed as good populations to target, as the value remains high due difficulties in detection
and the individuals within them are not easily able to source their drugs of choice.
Mitigation plans
•

Training continues to be provided to staff in the recognition and care/management of
patients who are believed to have taken NPS.

•

At the Bracton we continue to work with Kent Police in trying to identify individuals and
where appropriate will take action against individuals

•

Trained drug sniffer dogs attend the Bracton periodically

•

Continue to provide training for staff on how to manage patients who are presenting with
an intoxication profile

•

Educational literature has been made available to both staff and patients

3.
Level of disturbance in the Bracton centre
The unit is much more settled than the high levels of disturbance pre and post the Christmas
period; however, two patients (one male and one female) are posing continued challenges to
the service due to their extreme behaviours, i.e. violence and serious self harming. The
former has led to some injuries to staff and challenges in maintaining staff morale; the selfinjurious behaviour has necessitated protracted periods of supported segregation from the
main ward and has included the need for acute medical intervention.
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Mitigation plans
•

During the period of disturbance we have an increase profile from senior staff

•

We await the outcome of a referral to the Women’s high secure services

•

Staffing across the in-patient services is reviewed on a daily basis.
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Board Brief – May 2016
Adult Community Services
Bexley MSK
Our Bexley MSK service, which we have provided as a sub-contractor to King’s College
Hospital NHSFT since May 2014, is now performing consistently well after a difficult first
year. Since the autumn, we have been meeting and exceeding the challenging contract
targets of our physiotherapy teams seeing 95% of urgent referrals within 10 working days of
receipt of referral, and 90% of routine patients within 20 working days of receipt of referral.
In addition to this very rapid access, the service receives excellent feedback from patients.
From 163 responses to our recent Friends and Family Test, 99% of patients attending clinics
at Queen Mary’s Hospital would recommend the service and 100% of patients attending
Erith Hospital.
In January, we took over the booking of first appointments into our physiotherapy service
from a third party provider; this has further eased bookings into our clinics.
ESCAPE programme
The Bexley MSK team was commissioned by Bexley CCG to deliver ESCAPE (Enabling
self-management and coping with arthritic knee pain through exercise). The rehabilitation
programme, held at both Queen Mary’s Hospital and Erith and District Hospital, has been
developed specifically for chronic knee pain (CKP) which affects around four million people
in the UK.
The most common cause is osteoarthritis and around 20% of the population visit their GP
each year to seek treatment for CKP, with physiotherapy being the most common treatment.
The ESCAPE programme was developed specifically for CKP; patients not only have knee
pain, but may also suffer from distress, disability, anxiety, depression and reduced quality of
life.
Under the MSK team, six groups of patients were invited to attend ESCAPE classes twice a
week, for six weeks. Patients were over 50 and with CKP for more than six months, with
confirmed or likely diagnosis of osteoarthritis and physically able to do the rehabilitation
exercises. Each class starts with a discussion around a specific topic including goal setting,
drug management, healthy eating and managing flare-ups, followed by a 40-minute exercise
circuit.
Results taken from the six groups showed that the 48 patients who completed ESCAPE all
reported improvements after the course when compared to before. They better understood
pain management and enjoyed the group sessions which gave them motivation to keep
going. Many had also built in regular exercise into their lives. The study showed that
ESCAPE can improve function and understanding of self-management by integrating
education and advice with a supervised exercise programme.
Central access team
Calls to our central access team (CAT) continue to increase. In January 2015, before the
service relocated to a purpose built call centre at Goldie Leigh, 6365 calls were received.
25% of these calls were abandoned before being answered.

February 2016 was our busiest month to date, with 9809 calls received. Despite these
higher call levels our performance has improved, with only 9.7% of calls abandoned during
quarter 4.
HIV support group
Our support group for women living with HIV celebrated its first anniversary in March 2016.
The group was set up by our community HIV/AIDS team to enable women with HIV to make
friendships, manage their day-to-day lives and receive useful information. The team was
seeing many women who were isolated and suffering from the effects of stigma that HIV
brings, as well as trying to cope with a new diagnosis and managing their medication.
The women who attend are different ages and from diverse backgrounds. They are at
different stages physically and mentally with their HIV disease. Some are newly-diagnosed
and others have been diagnosed for many years, but many are still not able to
psychologically function on a day to day basis without their HIV affecting their lives. Many
have other issues such as mental health problems, drug and alcohol problems, suffer
domestic violence and have comorbidities that impact on their ability to manage their HIV.
The group meets on the first Thursday of every month at Erith Health Centre, from 11am to
3pm. The team provides refreshments and usually has a guest speaker. Speakers have
included:
• London Fire Brigade - fire safety
• Psychologist - difficult relationships and sex
• Practice nurse - menopause
• Food Chain - cookery demonstration on how to cook cheap nutritious recipes
• Time to Talk - mental health services
• Pharmacist - educating women about antiretroviral medication (HIV meds)
• Positively UK (HIV Charity) - workshop about empowering women and stigma
GP Fellowship
We have worked with Bexley CCG to develop GP Fellowship roles to encourage newly
qualified GPs to continue to work in the area following completion of their training.
Successful applicants will work across primary care, Bexley & Greenwich Hospice, in adult
community services and within a strategic capacity at the CCG. Two such posts will be
advertised in May 2016, with the intention that further roles will be recruited to dependent on
the success of the scheme.
Positive feedback and donations
We continue to receive incredibly positive feedback regarding our services via the comments
page of the website. Of the last 20 comments posted on the website, 10 related to adult
community services. All of them were positive, with The Source and our sexual health and
gynaecology services receiving multiple mentions.
Two charitable donations were received from patients using our services in April. A patient
donated £1000 following treatment received from our Bexley MSK service, with a further
£100 donated by a patient of our cardiac rehabilitation service shortly before she died. Both
of these payments have been added to our charitable funds.
Presentation at national rehabilitation services event
Keith Soper, service director, and Hannah Tomkins, lead therapist at Meadowview,
presented at a national rehabilitation event organised by NHS England in April. As part of
the presentation Keith shared a video made by a patient explaining their experience of
receiving care on the unit and Hannah detailed how the unit meets the recently published
commissioning guidance for rehabilitation services.
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Exceptions:
This Quality and Performance report provides the March 2016 update on the following areas:
• Quality Committee Indicators
• Compliance and Regulatory Update
• Patient Safety Update
1. Key exceptions from the Integrated Dashboard (REDS)
Quality Committee Indicators:
There are no red indicators Quality Committee indicators note on the integrated dashboard
2. Quality Committee Indicators
Amber (1-5% below target)
There is 1 amber indicator to note on the integrated dashboard for the month of March 2016
• Indicator 31 – Patients with history of self-harm to receive 48 hour follow-up following discharge:
60 patients required a 48 Hr FU (Bexley 28, Bromley 14, and Greenwich 18). There were 3 breaches where staff did not
follow agreed process i.e. referral not made to HTT for follow up or the referral has not been picked up by HTT.
There was one other breach which was out of staff control (Betts ward) where staff had made numerous attempts to
contact the patient but were unsuccessful.
3. Trust CQUIN Update – Quarter 4, 2015/16
A summary of our CQUIN performance for full year 2015/16 is shown below. All CQUINs were achieved for 2015/16.
CQUINS
No of
Progress against Quality Indicator Goals
Quality
Quarter 4 position
Indicators
Bromley CCG Mental Health & LD
10
10 Achieved
Greenwich & Bexley CCG – Mental Health
& LD
Forensic NHSE

4

4 Achieved

4

Achieved

Early Years – NHSE

1

Achieved

Total

19

4. Quality Accounts 2015/16
Each year, we are required according to regulations to publish our Quality Accounts and submit to Department of
Health, Monitor and the NHS Choices website. We are currently in the process of finalising the Quality Accounts for
2015/16.
The Quality Accounts has 4 defined areas:
Part 1 – The Chief Executive statement on the quality of our services
Part 2 –provides an overview on our quality priorities for improvement and covers the following:
• A review of how we performed against 2014/15 quality priorities
• Further in-depth detail on certain indicators has been provided for the reader (this is a mix of areas where we
have done well, and areas that require further improvement and what we have done or will do to bring about
positive improvement )
• In addition our quality improvement priorities for 2016/17 is described, linked to the 3 quality domains of
patient experience, patient safety and clinical effectiveness; with an explanation on how we will monitor,
measure and report progress.
• This section of the Quality accounts is also where we have to provide statements of assurances from the Board
on key areas stipulated by the Department of Health and Monitor. These cover: clinical audits, participation in
clinical research, our agreed CQUIN goals with commissioners, registration status with CQC, clinical coding and
data quality.
• our performance as a trust against the Monitor Risk framework and other key national priorities in line with the
national outcomes framework
Part 3 - This section showcases other areas of good practice that are aligned either to the 3 quality domains, our trust
values and the trust 4 must dos. An update is also given on our sign up to safety plan, national staff survey, national
patient survey results, complaints, Equality & Diversity and our process for Duty of Candour.
Part 4 – includes feedback from stakeholders
Department of health guidance state that we must send a draft copy of our quality accounts to our stakeholders for
comment prior to publication (commissioners; local healthwatch and overview and scrutiny committees). The aim is to
circulate a draft copy of the Quality Accounts to our stakeholders on the 6th of May.
Our Quality Priorities for 2016/17 were discussed at the last Quality Committee and we have proposed to simplify how
we categorise our trust quality goals into 6 objectives.
Quality objective 1 – Ensure we meet our promise
Quality objective 2 – Ensure we involve families, carers and significant others
Quality objective 3 – Ensure we deliver effective personalised care planning to every patient
Quality objective 4 – Ensure we put the safety of our patients first and avoid or eliminate harm
Quality objective 5 – Ensure we provide services and deliver care in line with national guidelines and best practice
Quality objective 6 – Ensure we implement and routinely measure clinical outcomes
The section of the Quality Account describing these objectives and their aligned indicators is enclosed.
5. Patient Safety Update – Jane Wells
Incidents
There were 7 serious incidents in February 2016 and 7 in March 2016
• On 3 March 2016 a 95 year old female inpatient on Meadow View sustained a fractured neck of femur following
a witnessed fall.
• On 10 March 2016 a 72 year old woman known to Bexley Older Peoples Home Treatment Team was found
drowned next to a river.
• On 11 March 2016 an 82 year old man known to Greenwich district nurses had a pressure ulcer on his sacrum
that has deteriorated from a grade 3 to a grade 4. Confirmation if this was a Trust acquired pressure ulcer will be
determined at the pressure ulcer scrutiny group on 19 April 2016.
• On 17 March 2016 a 59 year old woman known to Bexley Home Treatment Team took a non-fatal overdose of

•
•
•

prescribed medication.
On 17 March 2016 a 69 year old woman known to Bexley Home Treatment Team took a non-fatal overdose of
medication and later died in hospital on 23 March 2016.
On 17 March 2016 a 39 year old man known to Greenwich West ICMP was charged with GBH and possession of
a bladed article following the attack on a 25 year old man.
On 18 March 2016 a 60 year old woman inpatient on Lesney Ward fell and fractured her right neck of femur.

Safety Thermometer
Summary: The total number of Oxleas patients who were harm free for March 2016 was 94.07%. All forums except one
submitted data for March 2016, which was Greenwich Intermediate Care Unit.
Key messages
•
Of the 675 patients data was collected for, 635 patients was harm free (94.07%)
•
40 patients experienced a harm, 10 of whom experienced new harms (1.48%)
•
There were 7 new pressure ulcers – three category 2, four Category 3 and zero Category 4
•
There were a total of 4 harmful falls, 2 low harm, 2 moderate harm and 0 Severe.
•
There were 0 new catheter acquired UTI.
There were no VTE’s reported
Pressure Ulcers
There were a total of 54 pressure ulcers reported in March 2016, 25 in Bexley and 29 in Greenwich. There were no
Grade 4 pressure ulcers that were acquired in Oxleas in March 2016.

Borough

Total
Number
of
patients
with
pressure
ulcers
(All
grades)

Grade
1

Deteriorated
Grade 1 - 2

Acquired in Oxleas Care
Deteriorated Grade Deteriorated
Grade 1 - 3
2
Grade 2 - 3

Grade
3

Deteriorated
Grade 3 - 4

Grade
4

Total
number

Bexley

56

0

0

0

22

2

0

1

0

25

Bromley

0

0

0

0

0

0

0

0

0

0

Greenwich
Total

47
103

2
2

1
1

0
0

16
38

4
6

5
5

1
2

0
0

29
54

Mental Health Legislation
In March 2016 there were 155 new sections. During 2015 - 16 there have been 1866 new sections, compared to 1664
for the previous year. Explanation of rights at the start of detention (s132) was recorded for 100% of patients. For 146
patients the information was recorded correctly, seven patients had the information recorded elsewhere in RiO. An
authorisation for treatment under the MHA (s58) was in place for 100% of patients. There were two sections that
expired.
Number of new sections (rolling 12 month comparison)
Month

April

May

June

July

Aug

Sept

Oct

Nov

Dec

Jan

Feb

March

Total

2015/16

150

162

161

171

159

160

158

170

150

151

119

155

1866

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

Use of section 136
No of s136 place of safety – month on month comparison
Month

April

May

June

July

Aug

Sept

Oct

Nov

Dec

Jan

Feb

March

Total

2015/16

35

39

41

40

39

43

52

43

36

34

31

37

481

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

Of the new sections this month, 37 were s136. In 2015 - 16, there have been 481 new sections compared to 406 for the
last year.
Mortality Surveillance summary
Using the Mazars proposed categorisation tool below; 16 deaths that were reported from 29 January 2016 until 25
February 2016 that were not StEIS reportable were presented to the Mortality Group.
Expected Natural (EN1)
A group of deaths that were expected to occur in an expected time frame. E.g. people with terminal illness or perhaps in
palliative care services. These deaths may not be investigated but could be included in a mortality review of early deaths
amongst service users. These deaths are unlikely to be preventable.
Expected Natural (EN2)
A group of deaths that were expected but were not expected to happen in that timeframe. E.g. someone with cancer or
liver cirrhosis but who dies earlier than anticipated.
These deaths should be reviewed and in some cases would benefit from further investigation. Some may be
preventable.
Expected Unnatural (EU)
A group of deaths that are expected but not from the cause expected or timescale E.g. some people who misuse drugs,
are dependent on alcohol or with an eating disorder.
These deaths should be investigated. Some may have been preventable
Unexpected Natural (UN1)
Unexpected deaths which are from a natural cause e.g. a sudden cardiac condition or stroke.
These deaths should be reviewed and some may need an investigation. Some of these deaths may have been
preventable.
Unexpected Natural (UN2)
Unexpected deaths which are from a natural cause but which didn’t need to be e.g. some alcohol dependency and
where there may have been care concerns.
These deaths should all be reviewed and a proportion will need to be investigated. Likely to be preventable.
Unexpected Unnatural (UU)
Unexpected deaths which are from unnatural causes e.g. suicide, homicide, abuse or neglect.
These deaths are likely to require investigation and are likely to be preventable

Child Death Overview Panel Procedures (CDOP)
Expected
natural
EN2
1
0
0
0
2
0
0
0

Expected
unnatural
EU
0
0
0
0
0
0
0
0

Unexpected
natural UN1

Unexpected
natural UN2

AMH
OPMH
PRISON
FORENSIC
ALD
CAMHS
CYP
ACS

Expected
natural
EN1
0
0
0
0
1
0
2
3

0
1
0
0
0
0
0
0

TOTAL

6

3

0

1

Recommendations
For the Board of Directors to note

PENDING
DECISION

1
0
0
0
0
0
0
0

Unexpected
Unnatural
UU
0
0
0
0
0
0
0
0

1

0

5

0
0
1
0
0
0
4 (CDOP)
0

2.6 Our Quality improvement priorities for 2016/17
Our purpose is to improve lives by providing the best quality health and social care for service
users and their carers. Our trust core values of partnership, learning, excellence, having a user
focus, being responsive and ensuring safety underpin this goal.
Each year we make every effort to work in partnership with our service users’, carers, members,
staff and commissioners to identify what our quality priorities should be. An example of this are
the public meetings we hold in each of our boroughs of Bexley, Bromley and Greenwich to give
feedback on progress against our quality goals and invite opinion about potential areas of priority
in the coming year. These meetings took place in February 2016 with a total attendance of 161
people.
This year we have taken on board the feedback that proposes we make it easier for the public,
staff and members to understand our quality goals; so for 2016/17 we have set out our 6 main
quality objectives:
Quality objective 1 – Ensure we meet our promise
Quality objective 2 – Ensure we involve families, carers and significant others
Quality objective 3 – Ensure we deliver effective personalised care planning to every patient
Quality objective 4 – Ensure we put the safety of our patients first and avoid or eliminate harm
Quality objective 5 – Ensure we provide services and deliver care in line with national guidelines
and best practice
Quality objective 6 – Ensure we implement and routinely measure clinical outcomes

2.6.1 Quality objective 1 – Ensure we meet our patient promise
This objective meets our ‘4 must do’ priorities for every staff and forms the foundation of our
patient experience goals. We will measure our achievement of this objective with the following:
•
•
•
•
•
•

Proportion of patients reporting that their carer/family have been supported
Proportion of patients reporting they have been provided with enough information about care
and treatment
Proportion of patients reporting that they have been involved in decisions about their care
and treatment
Proportion of patients reporting that staff have treated them with dignity and respect
Proportion of patients reporting that they would recommend our service to friends and family
if they need similar care or treatment
Proportion of patients reporting that their quality of life has improved as a result of the care
and treatment that they have received

2.6.2 Quality objective 2 – Ensure we involve families, carers and significant others
Partnership working with the whole support network of a patient is essential to improving the
outcomes for the patient and the aim of quality objective 2 is to cultivate excellent partnership
working. Oxleas has launched a new carers and support network strategy which takes into
account our wider range of services; helping us to identify and meet the needs of carers in our
community health services as well as in our mental health and learning disability service.
Families, friends and carers tell us they want to play an active part in the patient’s support
network and be connected in a meaningful way to clinicians and patients and we have therefore
put forward a quality goal that meets this requirement. Furthermore, we will have an additional
focus on young carers and this will include details of our obligations to children and young
people, what support they might need, details of information available for children and young
people, and details of local young carers projects. We will monitor our attainment of this
objective with the following measures:
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•
•

Making sure a patient’s support network is identified and noted within their care record as
part of assessment
Develop a ‘Children and Young Carers’ Resource Pack.

2.6.3 Quality objective 3 – Ensure we deliver effective personalised care planning to every
patient
One of our key priorities over the last few years is enhancing care planning and this also forms
one of our trust ‘4 must dos’. We have done a lot of work in the organisation to ensure that users
of services are involved in discussions about their care, understand it and that this it tailored to
their specific needs. Where possible we ensure each user has a copy of their care plan. We
continue to maintain a focus on this as a priority for 2016/17. In addition to seeking feedback
from users of services about this we will measure our achievement of this objective with the
following:
•
•

95% of our patients will have a recorded care plan on RiO – applicable to all Oxleas services
95% of our patients on CPA will receive a 6 monthly review (applicable to our MH, LD and
Prison services).

2.6.4 Quality objective 4 – Ensure we put the safety of our patients first and avoid or
eliminate harm
In June 2014, we joined the ‘sign up to safety’ national campaign and its five campaign pledges:
• Put Patient Safety First
• Continually Learn
• Share
• Collaborate
• Be Supportive
Keeping in line with the pledge, we have provided further detail about our ‘sign up to safety plan’
in section 3 which explains what other strategies we have put in place to meet this goal. We will
continue to use the following indicators as evidence of our progress:
•
•
•
•

95% of patients on CPA are followed up within 7 days of discharge from hospital
100% of patients admitted to hospital following an episode of self-harm are followed up
within 48 hours of discharge
Maintain no incidences of MRSA infections
Maintain no more than 6 incidents of Clostridium Difficile reportable infections

This quality objective also includes safeguarding our patients. The Care Quality Commission has
a fundamental standard on safeguarding which states that ‘children and adults using services
must be protected from abuse and improper treatment’. This goal is relevant to all Oxleas
services and we will, amongst other ways, measure our progress by ensuring most staff have
received safeguarding:
•
•
•
•

80% of staff are trained in level 1 safeguarding children
80% staff are trained in level 2 safeguarding children
80% of staff are trained in level 3 safeguarding children
80% of staff are trained in safeguarding adults
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2.6.5 Quality objective 5 – Ensure we provide services and deliver care in line with
national best practice and guidelines
One of our Trust values is to ensure excellence in all that we do. One of the ways that we can be
a centre of excellence is to ensure that we provide services and deliver care in line with national
best practice and national guidelines. We will do this by:
•
•

Engaging in national audits that permit benchmarking such as POMH UK and the NHS
Benchmarking network
Routinely use NICE guidelines & quality standards and audit our practice and services
against these standards

National best practice also means we have to focus on improving the physical health of our
patients with serious mental illnesses (SMI). Patients with SMI like schizophrenia, bipolar
disorder and schizoaffective disorder die about 15-20 years earlier than the general population
due to an increased risk of treatable physical health conditions such as diabetes and coronary
heart disease. It is estimated that there is an excess of over 40,000 deaths in this group that
could be reduced if they received the same healthcare interventions as the general population.
Our measure of this objective is:
•

To participate in the national programme of improving the physical health of patients with
SMI and achieve the set targets of comprehensive cardio-metabolic risk assessment
using the Lester Tool and interventions in patients at high risk.

2.6.6 Quality objective 6 – Ensure we implement and routinely measure clinical outcomes
In our quality account in 2014/15 we raised the question of ‘how do we know patients get better
as a result of the care and treatment we have provided?’ and we reported on the goal based
measures project that our CAMHS services had implemented as a way of measuring clinical
outcomes. We also ask our patients if their quality of life has improved as a result of the care
and treatment they have received. This year, we would like to take this one step further and
have set ourselves the following goal in 2016/17
•

Each Oxleas directorate will pilot and implement at least one set of clinical outcomes
measurement as a normal way of practice.

2.6.7 Summary table of Quality Objectives 2016/17
Our Quality objectives fall under the umbrella of the 3 quality domains of patient experience,
patient safety and clinical effectiveness. Our priority areas have been influenced by our public
forums, our engagement with our local and national commissioners through our quality
meetings, our council of governors, patient groups such as Healthwatch, feedback from patient
experience surveys and lessons learned from incidents. We also engage with staff via away
days, staff meetings and annual planning events and they have contributed to our trust service
development strategy and quality improvement initiatives.
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Quality Objective

Quality Objective 1
Ensure we meet our
patient promise

Quality objective 2
Ensure we involve
families, carers and
significant others

Quality objective 3
Ensure we deliver
effective
personalised care
planning to every
patient

Quality Indicator

Service Area
applicable to

90% of patients reporting that their
carer/family have been supported

All Oxleas
Services

90% patients reporting they have
been provided with enough
information about care and
treatment
90% of patients reporting that
they have been involved in
decisions about their care and
treatment
90% of patients reporting that
staff have treated them with dignity
and respect

All Oxleas
Services

All Oxleas
Services
All Oxleas
Services

90% of patients reporting that
they would recommend our
service to friends and family if they
need similar care or treatment

All Oxleas
Services

90% of patients reporting that their
quality of life has improved as a
result of the care and treatment
that they have received

All Oxleas
Services

60% of patients to have their
support network identified and
noted within their care record

All Oxleas
Services

We will develop a Children and
Young Carers’ Resource Pack

All Oxleas
Services

95% of our patients will have a
recorded care plan on RiO –
applicable to all Oxleas services

All Oxleas
Services

95% of our patients on CPA will
receive a 6 monthly review
(applicable to our MH, LD and
Prison services).

Mental Health
(AMH,
OPMH,CAMHS
& LD)
Forensic &
Prisons

How we will
monitor, measure
and report
progress

Quality Domain

These indicators
form part of our
Trust ‘6 must ask’
questions in our
patient experience
surveys. These will
be monitored by the
Trust Patient
Experience Group
and monthly by the
Trust Quality
Committee

Patient Experience

These indicators will
be monitored by the
Trust Patient
Experience Group
and monthly by the
Trust Quality
Committee

Patient Experience

These indicators will
be monitored
monthly by the Trust
Board and the Trust
Quality Committee

Clinical
Effectiveness

Quality Objective

Quality objective 4
Ensure we put the
safety of our
patients first and
avoid or eliminate
harm

Quality objective 5
Ensure we provide
services and deliver
care in line with
national best
practice and
guidelines

Quality objective 6
Ensure we
implement and
routinely measure
clinical outcomes

Quality Indicator

Service Area
applicable to

95% of patients on CPA are
followed up within 7 days of
discharge from hospital

Mental Health
Services

100% of patients admitted to
hospital following an episode of
self-harm are followed up within 48
hours of discharge

Mental Health
Services

Maintain no incidences of MRSA
infections

All Oxleas
Services

Maintain no more than 6 incidents
of Clostridium Difficile reportable
infections

All Oxleas
Services

80% of staff are trained in level 1
safeguarding children
80% staff are trained in level 2
safeguarding children
80% of staff are trained in level 3
safeguarding children
80% of staff are trained in
safeguarding adults

All Oxleas
Services
All Oxleas
Services
All Oxleas
Services
All Oxleas
Services

We will engage in national audits
that permit benchmarking such as
POMH UK and the NHS
Benchmarking network in 2016/17

All Oxleas
Services

We will routinely use NICE
guidelines & quality standards and
audit our practice and services
against these standards

All Oxleas
Services

We will participate in the national
programme of improving the
physical health of patients with
SMI and achieve the set targets of
comprehensive cardio-metabolic
risk assessment using the Lester
Tool and interventions in patients
at high risk.

Mental Health
Services:
Inpatients, EIP
and Community
Mental Health
Teams

Each Oxleas directorate will pilot
and implement at least one set of
clinical outcomes measurement as
a normal way of practice.

All Oxleas
Services

How we will
monitor, measure
and report
progress

Quality Domain

These indicators will
be monitored
monthly by the Trust
Board, and the Trust
Quality Committee

Patient Safety

These indicators will
be monitored by the
Trust Clinical
Effectiveness Group
and the monthly
Trust Quality
Committee

Clinical
Effectiveness

This will be
monitored by Trust
Clinical
Effectiveness Group
and the monthly
Trust Quality
Committee

Clinical
Effectiveness
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Patient Experience Board Report – May 2016
Michael Witney, Director of Therapies
Patient Experience feedback from trackers and surveys
For the two months that is covered by this report we have received responses from 1,639
people across our service areas. The total number of responses we have received to our "6must ask" questions over the last financial year is just short of 10 thousand.
Included in this report is the outcome of a small number of responses we received from
service users in the Kent Prisons.
Overall the Trust position, in aggregate, based on the feedback received indicates that most
patients have reported a positive experience of care in Oxleas, as is detailed in the Trust
summary table.
However, when considering the directorate performance in more detail, AMH/ALD
Directorate is below target in relation to support offered to carers and the FFT, and Forensic
and Prisons are below the Trust target in relation to quality of life and FFT. Older peoples
services too have not met the Trust target in relation to the quality of life question.
Friends and Family Test
For community health services, Oxleas has continued to perform at the top end of trusts
across London and nationally, with many services receiving a 100% “recommendation to
friends and families”. Overall, community health services, in aggregate, achieved a
recommend score of 97% which is above the London score of 95%.
For mental health and ALD, at 81% of service users reporting that they would recommend
the services, we are slightly below the London rate of 84%. This is possibly in part due to 2
service areas not having submitted data and a further fall in the rate of recommendation for
our acute inpatient services. It is also worth noting in the report the 3 service areas in
mental health where we have exceeded the Trust agreed target for “do not recommend” to
friends and families (Acute inpatients, Forensic and community mental health).
Website comments
Included in the report is a table collating all the website comments for Oxleas for the
financial year 2015-16. This includes comments placed on our Oxleas website, NHS Choices
and Patient Opinion. While most of the website comments tend to be negative in content,
50% of the comments received for ACH were rated as positive, and 17 % were rated as
positive for AMH. Oxleas staff have responded to 99% of comments, sometimes within a
day of the comment being left, or sooner.
Complaints
21 complaints were received in January 2016, of which 16 were formal. For the year 201516, we received a total of 175 formal complaints, which represents an 18% increase in
formal complaints compared with the preceding year.

In January 2016, the most commonly upheld issues of complaint related to attitude and
behaviour, communication and clinical care.
In terms of learning from complaints, much work has been done on datix in completing
actions in relation to upheld complaints. We now have 68% of actions showing as
completed in datix.
Finally, in relation to referrals to the ombudsman, as previously reported there remains only
1 referral for the year to the end of January 2016. We are still awaiting the outcome from
one referral to the ombudsman for the year 2014-15.

oxleas.nhs.uk

Patient Experience Group (PEG)
Highlight Report

Date:

March 16

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.
Guidance has been provided to directorate PEG leads to aid consistent reporting:
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

Website Comments

‘You said, we did’

Bexley Rapid Response
“Upon telephoning you whilst highly emotional you were able to calm us
down and deal with everything we needed to care for mum correctly”
“Your promptness and efficiency in appointing professional carers & providing
us with the equipment we really needed was excellent”
“We truly have had a rough year caring and trying to get answers with mums
illness, however, our dealings with yourself and the service within you work
was a pleasure. Everything was professional and dealt with straight away, a
real pleasure”
Greenwich Falls Team - Users have commented that the service has been to a
high level but they have had to wait too long to receive it. These are reducing
but continue to be commented on.
Bexley CHRT – Not seeing patients who have had falls fast enough
Greenwich Falls Team- reviewing team efficiency and demand and capacity to
manage team waiting list.
Bexley CHRT – Starting a pilot for falls clinics to see fallers within 7 working
days. Work in progress, plan to start in May 2016. Also falls group has now
started at Erith Hospital. 6 week course for Bexley residents with falls risk /
history.
 Meadowview - Carer Support Group re introduced on the 26th February.
Now less formal and advertised as ‘Afternoon Tea at 2pm & come and
meet the team’ We had a fantastic response. 14 patients’ and their
relatives attended. Staff in attendance to support patients/carers included
nursing, therapy & social care team.
 ACS Embedded Learning event delivered 28th January 2016.
 Bexley CHRT – continue to ensure all treatment plans are set jointly with
patient and encourage involvement of family/carers where indicated.
Number of comments received on the Trust website in January & February
2016: Five
Last comment left: District nursing – failed to keep appointment and failed to
keep patient informed, patient was 30 weeks pregnant and caused
unnecessary stress.
Second to last comment left: CASH clinic – despite a brief wait the service and
staff worked well.
Meadow view - You said that you don’t always know who to speak to if you
have a problem. So we now have posters displayed clearly outside each bay
and room which includes the name of the consultant, matron, unit manager
and named nurse. We also display the nurse, hca, therapist and social care
2

team members who are looking after you on a day to day basis.
Greenwich Falls Team: You said our waiting lists were too long. So we have
reduced our waiting times by over 50% over the past 3 months.

1.2 Adult Mental Health Directorate
1.2.1 Adult Learning Disabilities Sub-Directorate
Main areas of
positive feedback

Key Areas of
concern

Greenwich CLDT - “The learning disability team help me a lot, I would tell my
family about CLDT”.
Bromley CLDT – “Very loving and caring staff though X cannot speak properly
but his pleasure and expression show that he likes them and our observation is
that all of them like and love X too” (carer comment).
Telephone system at Bromley has not been working properly for past couple of
months, has been reported many times (LBB estates issue). Service users,
carers’ etc. cannot get through, get cut off or put on hold for lengthy periods.
Formal complaint received when a father had to drive to Yeoman House to
change an appt. for his daughter as he could not get through on the phone.

Priority actions
It’s good to complain - LD event being held on 12th April & CQC
representatives will be in attendance.
 SUE lead for LD attended Atlas House Quality meeting to resolve issues
with menus on the ward (service users plan weekly menu, but this was not
being followed by staff).
 Service users now have a complaints form they can complete if they do not
want to talk in person.
Number of comments received on the Trust website in January & February
2016: None

Any further
comments

Website Comments

‘You said, we did’

Last comment left: None
Second to last comment left: None
Atlas House - You said you wanted to go and see Star Wars at the cinema. So
we took you to the cinema to see Star Wars.
You said you wanted to celebrate pancake day. So we made pancakes on the
ward.

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

Main areas of
positive feedback

Patient representation via Research Net is working well.
Goddington ward – “I felt very safe here. My needs were met and the care has
allowed me to practice managing my stress levels in healthy ways”
Bexley Day Therapy Service – “The staff are very friendly and caring and show
no judgements and have respect and dignity”
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Key Areas of
concern

1. Research Net have identified that demonstrating learning from incidents
does not always get to service users/there’s a perception that “nothing
happens” with complaints.
2. Complaints continue to heavily involve communication and attitudes,
which are core mental health staff competencies.
1. Research Net have been tasked to work with Derek Tracy on ways that we
might, with due reference to confidentiality, better disseminate patient
experience to service user groups.

Priority actions

Any further
comments

2. Lived experience practitioners are being appointed to many AMH teams.
This, with on-going EBCD, is felt to be critical in assisting the broader
concept of attitude and communication amongst staff.
PEG group are inviting teams to attend directorate meeting to share the
patient experience work that is happening within their teams

Number of comments received on the Trust website in January & February
2016: Nine

Website Comments

Last comment left: Referral by GP for suicidal patient and when she attended
AMH site she was told to go home & wait for a phone call which she never
received.
Second to last comment left: Patient has been attempting to contact
psychiatrist for four weeks without success. Currently not on medication (with
BPAD diagnosis) and feels there is no support for her.
None

‘You said, we did’

1.3 Children & Young People’s Directorate

Main areas of
positive feedback

Key Areas of
concern

Universal: “Sue made me feel happy”.
“You made all of us feel happy and we are looking forward to a very happy
2016. I cannot tell you how thankful I am for your kind visit, patience and help
in a difficult time”.
CAMHS – “I felt like no matter the situation I had someone to talk to who
wouldn't judge me. It means a lot to me. I don't know where or what I would
be doing if I didn't have this support”.
“Understanding my worries about my daughter. Really listening to me and
giving me advice”.
Childrens Diabetes nursing team - ‘Very helpful and friendly staff. Every step
and any change is always explained, team are always just a phone call away’
'Everyone has been friendly and informative since my daughter was diagnosed.
‘Any questions I have had have always been answered’.
CAMHS - “Waiting times between appointments because for young people
with a MH issue then a few extra weeks can make a huge difference”.
“I feel that the rooms (OPD) aren't very welcoming”.
“In the waiting area (OPD) there should be more posters as to what services
they provide”.
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Priority actions

Any further
comments

CAMHS - While we are waiting for recruitment to be completed we have
employed a number of agency staff to address issue of waiting times. We
will continue to monitor this.
 Waiting room at OPD is due to be moved and made more welcoming. CYP
currently working on posters for waiting room area.
 Continue to develop ‘you said …we did’.
 PEG reps to email locality leads and operational managers regularly to
ensure feedback is sent in and responded to.
 Ensure all parts of the Directorate are aware that we will be collecting
feedback every day for the whole month of March.
Participation worker has started to visit schools and baby clinics in order to
involve more people in telling us about our services and make our PEG visible.

Number of comments received on the Trust website in January & February
2016: One
Website Comments

‘You said, we did’

Last comment left: SPA team – unable to make an appointment despite
numerous requests
Second to last comment left: None
Continence clinic - You said six monthly follow up appointments were too
long. So we have introduced a three monthly telephone clinic follow up
appointment.
You said professionals lost contact once a child completed their autism
assessment. So we contact all parents for a telephone follow up. In addition,
children with complex needs have a face to face follow-up.
CAMHS - You said it is too quiet in the waiting room at OPD and requested a
radio. So we are in the process of procuring a licence for the radio.

1.4 Forensic & Prison’s Directorate
“The care I have received on Danson is good. I feel that safe on the ward, I can
approach the staff at anytime of need. I'm now looking forward to my
Discharge”.
Main areas of
positive feedback

“My treatment has been good and most of the staff I have worked with have
been good and fair to be. My primary nurse is amazing. Thank you all”.
“I'm getting out here soon”.
Not all teams are responding and learning from patients feedback

Key Areas of
concern

Priority actions

Any further
comments



All wards to ensure that there is slot in their staff meeting to discuss
patient’s feedback.
Managers to keep a log of changes made to practice to evidence learning
taking place following patient’s feedback.

Currently working on patient discharge survey – awaiting feedback from
Bracton Service User forum.
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Number of comments received on the Trust website in January & February
2016: None
Website Comments

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

‘You said, we did’

1.5 Older People’s Directorate

Main areas of
positive feedback

Key Areas of
concern

IHTT – “the team were very good, phoned or called around every day. I had a
bit of bother with getting some services when my husband came out of
hospital, but they visited and got lots of things going for me. Recovery would
have taken a lot longer if they were not coming round and getting involved”.
Holbrook – “Brilliant caring staff. The staff are friendly, always ready to help,
informative and always give their time to answer any questions. My dad seems
very settled and staff always takes time to speak to him kindly and by his
name. Our experience is that the staff are highly competent in dementia care.
The negative is the current lack of privacy when visiting and coping with other
patients”
 Firming up the processes of embedded learning across the directorate.
 Revising the terms of reference and representation of teams in the PEG in
light of the restructuring that has been taking place in the CMHTs across
the three boroughs.


Priority actions

Any further
comments

Encourage participation of OPMH staff in embedded learning from
complaints.
 Increase Service User representation in OPMH PEG.
 Develop feedback mechanisms from the voluntary services, which are now
under the auspices of OPMH Directorate
The texting service recently introduced into Bexley has caused some anxiety
with memory clients. It’s been halted while it’s decided whether it’s a benefit.
Suggested to contact relatives rather than the patient. However, the system
has been positively received in the CMHT.
Number of comments received on the Trust website in January & February
2016: One

Website Comments

‘You said, we did’

Last comment left: Information request about V2W scheme
Second to last comment left: None
You said that it is difficult to find parking at the Upton Centre. So we are no
longer parking in designated parking bays in the front car park on clinic
mornings and these are now reserved for service users.
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2. Trust wide Position Trend Table – January & February 2016

ACS

AMH –
Learning
Disability

AMH

C&YP

Enough information about
care & treatment

99%

94%

96%

Involved in decisions about
care & treatment

99%

100%

Treated with dignity &
respect

99%

Family & Carer supported

Quality of life improved as a
result of care
Family &
Friends Test
Response Numbers

Recommend %
Not Recommend %

Forensics

OPMH

Prisons*
(Kent)

100%

100%

92%

95%

98%

95%

98%

100%

97%

86%

98%

100%

98%

100%

100%

98%

95%

99%

93%

100%

83%

97%

100%

95%

97%

100%

90%

99%

89%

88%

61%

96%

94%

84%

82%

96%

45%

93%

57%

91%

2%

0%

8%

0%

18%

2%

19%

3%

735

38

325

471

11

59

46

1639

Trust wide
position

93%

*Prisons feedback is not included in Trust wide position as it was collected in Nov/Dec but as no report was produced for Nov/Dec above.
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3. Friends and Family Test Scores – January and February 2016
Data Submission Groupings
Community Inpatient Services (CH) (39)
Community Nursing (CH) (118)
Rehabilitation & Therapy Services (CH) (403)
Community Healthcare Other (CH) (81)
Children and family services (CH) (423)
Specialist Services (CH) (81)
Primary Care (MH) (57)
Acute Services (MH) (146)
CAMHS (MH) (26)
Secondary Care Community Services (MH) (179)
Secure and Forensic Services (MH) (11)
Mental Health Other (MH) (38)

FFT Recommend %
95%
98%
96%
100%
96%
93%
91%
73%
88%
89%
45%
84%

FFT Not Recommend %
5%
0%
1%
0%
0%
1%
2%
12%
0%
6%
18%
0%
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4. NHS England FFT Comparisons

4.1 Community Health – February 16

London

%rec (N)

National

London

%rec (N)

National

London

%rec (N)

National

London

%rec (N)

National

London

Feb-16

National

Jan-16

%rec (N)

Dec-15

London

Oxleas - CH

Nov-15

National

Trust position

Oct-15

%rec (N)

Sep-15

98%
(368)

21
(135)

3
(17)

97%
(461)

46
(143)

3
(17)

98%
(371)

23
(143)

2
(17)

97%
(385)

56
(138)

6 (17)

96%
(507)

66
(138)

6 (17)

97%
(638)

49
(138)

5 (17)

Community Health FFT
National

London

79%
(14)

72
(73)

8
(9)

75%
(8)

70
(78)

8 (9)

95%
(22)

38
(78)

3 (9)

94%
(17)

47
(79)

3 (8)

100%
(28)

1
(94)

1
(14)

98%
(66)

41
(93)

5
(13)

100%
(8)

1 (96)

1
(15)

94%
(35)

71
(102)

8 (15)

97%
(73)

57
(102)

6 (15)

100%
(45)

1
(103)

1 (16)

Rehab and therapy services

95%
(121)

64
(96)

8
(15)

99%
(180)

14
(97)

2
(14)

98%
(196)

34
(98)

4
(14)

99%
(172)

35
(99)

3 (13)

95%
(217)

71
(103)

10
(15)

97%
(186)

43
(99)

6 (15)

Community health other

100%
(77)

1
(83)

1
(7)

100%
(65)

1
(83)

1 (8)

98%
(52)

29
(81)

2
(6)

97%
(75)

34
(86)

3 (6)

100%
(35)

1 (90)

1 (7)

100%
(46)

1
(87)

1 (7)

Children and family services

98%
(127)

33
(90)

3
(14)

93%
(116)

70
(88)

12
(14)

100%
(65)

1 (91)

1
(15)

97%
(93)

36
(90)

3 (13)

97%
(114)

34
(95)

5 (15)

96%
(309)

47
(92)

7 (15)

100%
(22)

1
(93)

1
(15)

100%
(21)

1 (93)

1
(16)

87%
(46)

87
(99)

15
(16)

100%
(35)

1
(95)

1 (16)

%rec (N)

7 (7)

London

National

73
(74)

%rec (N)

75%
(12)

London

%rec (N)

9
(11)

Specialist services

National

London

69
(72)

%rec (N)

82%
(11)

Community inpatient
services
Community nursing services

%rec (N)

London

Feb-16

National

Jan-16

London

Dec-15

National

Nov-15

%rec (N)

Oct-15

National

Sep-15

Submission
groupings
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Region (Geography)

Total
Responses

Total Eligible

Percentage
Recommende
d

Percentage Not
Recommended

England (including Independent
Sector Providers)
England (excluding Independent
Sector Providers)
Selection (excluding suppressed
data)
NHS England East
NHS England Cumbria & North East
NHS England South West
NHS England North Midlands
NHS England South East
NHS England Wessex
NHS England Central Midlands
Independent Sector Provider
NHS England London
NHS England South Central
NHS England Cheshire & Merseyside
NHS England West Midlands
NHS England Lancashire & Greater
Manchester
NHS England Yorkshire & Humber

109,086

3,018,166

95%

1%

87,696

2,486,517

95%

1%

109,086

3,018,166

95%

1%

3,146
5,065
2,458
7,628
7,952
6,190
5,266
21,390
11,137
4,036
3,260
5,820
15,960

114,047
56,974
58,298
287,668
145,529
159,243
149,100
531,649
408,855
164,401
165,710
151,451
362,671

98%
98%
98%
98%
97%
97%
97%
96%
95%
95%
94%
94%
94%

1%
0%
1%
1%
1%
1%
1%
1%
2%
3%
3%
2%
2%

9,778

262,570

93%

2%

Trust Name

Total
Total
Responses Eligible

Percentage
Percentage
Recommended Not
Recommend

England (including Independent
Sector Providers)
England (excluding Independent
Sector Providers)
Selection (excluding suppressed
data)
1
LONDON NORTH WEST
HEALTHCARE NHS TRUST
2
BARNET, ENFIELD AND
HARINGEY MENTAL HEALTH
NHS TRUST
3
THE ROYAL MARSDEN NHS
FOUNDATION TRUST
4
GUY'S AND ST THOMAS' NHS
FOUNDATION TRUST
5
OXLEAS NHS FOUNDATION
TRUST

109,086

3,018,166 95%

1%

87,696

2,486,517 95%

1%

11,137

408,855

95%

2%

400

20,425

100%

0%

305

11,262

99%

0%

113

18,113

98%

1%

207

6,023

98%

0%

638

38,115

97%

0%

10

6
7
8

9
10

11
12

13
14

15

16
17

THE WHITTINGTON
HOSPITAL NHS TRUST
CROYDON HEALTH SERVICES
NHS TRUST
CHELSEA AND
WESTMINSTER HOSPITAL
NHS FOUNDATION TRUST
BARTS HEALTH NHS TRUST
HOUNSLOW AND
RICHMOND COMMUNITY
HEALTHCARE NHS TRUST
NORTH EAST LONDON NHS
FOUNDATION TRUST
CENTRAL AND NORTH WEST
LONDON NHS FOUNDATION
TRUST
LEWISHAM AND
GREENWICH NHS TRUST
HOMERTON UNIVERSITY
HOSPITAL NHS FOUNDATION
TRUST
ST GEORGE'S UNIVERSITY
HOSPITALS NHS
FOUNDATION TRUST
EAST LONDON NHS
FOUNDATION TRUST
CENTRAL LONDON
COMMUNITY HEALTHCARE
NHS TRUST

983

30,456

96%

1%

661

20,469

96%

2%

116

2,744

96%

0%

837
1,236

6,349
31,325

96%
95%

1%
3%

699

57,640

95%

1%

330

31,385

95%

2%

758

28,362

95%

1%

789

16,155

94%

1%

204

16,599

94%

2%

1,136

12,418

92%

1%

1,725

61,015

90%

5%

Qualitative comments for FFT question – February 16
Directorate
ACS
ACS

Team
CASH
Continenc
e service

ACS

GICU

ACS

Falls
prevention
Meadowvi
ew

ACS

Comment
“Staff are quite friendly and assuring and very professional”
“All my visits to the continence nurse have been very helpful. Any
problems I may have regarding my leaking bladder have been
always answered. I have always been treated with respect. A
pleasure to attend.”
“The staff has been wonderful. From the nurses, physio's,
occupational therapists especially Chloe, admin staff on reception,
tea trolley staff, cleaners and security. Couldn't have asked for
better care. Thank you very much. It has been really appreciated by
me and the while family”
“The people who work for the falls team are very polite helpful and
very nice”
“I am not 100 percent. It's little things..... The majority of staff are
lovely, but there are a few that can be a bit sharp. I know it's just

11

ACS
CYP
CYP

CYP

Greenwich
Podiatry
Audiology
CASH

Diabetes
nursing

their way, but they could come across as being kinder. It makes you
feel like a nuisance.”
“The care has been good. I have thoroughly enjoyed the activities. I
don't know what I would have done without them. I was so glad and
grateful Fen invited me. I have absolutely loved my time in the Day
Room. In fact, it has made me realise how lonely I was.”
“no waiting long and staff are very polite and friendly very pleased
with treatment from staff with my mother”
“Very accurate and prompt”
“My answer to the question is likely due to the staff being
welcoming however coming into the youth advice centre it was a
confusing system.”
“They are very helpful here and help you out with questions.”
“They are a fast service and interactive. They always check up on
you and if you have an emergency they always help you and
comfort you. They told me why it is important to change my cannula
and how it can affect me”
“Everyone has been friendly and informative since my daughter was
diagnosed. Any questions I have had have always been answered”
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4.2 Mental Health – February 16

68
(81)

9 (12)

85%
(266)

55
(84)

London

77%
(154)

National

8
(12)

%rec (N)

57
(77)

Feb-16
London

83%
(260)

National

7
(12)

%rec (N)

45
(83)

Jan-16
London

%rec (N)

86%
(209)

National

London

11
(12)

%rec (N)

National

69
(74)

Dec-15
London

%rec (N)

79%
(257)

National

London

Oxleas - MH

Nov-15

National

Trust position

Oct-15

%rec (N)

Sep-15

7 (12)

81%
(153)

64
(79)

9 (12)

Mental Health FFT
National

London

1 (3)

82%
(11)

31
(34)

3
(4)

82%
(39)

29
(39)

2 (3)

91%
(47)

31
(39)

5 (5)

90%
(10)

31
(39)

5 (5)

Acute services

74%
(117)

38
(50)

5
(8)

81%
(113)

27
(51)

4 (8)

78%
(125)

34
(48)

5
(8)

75%
(89)

36
(53)

4 (8)

76%
(88)

39
(54)

5 (8)

69%
(58)

39
(54)

5 (8)

Secondary care community
services
CAMHS

81%
(67)

48
(55)

7
(9)

97%
(58)

5
(52)

2 (9)

94%
(100)

11
(54)

1
(9)

92%
(12)

21
(55)

2 (8)

91%
(99)

28
(55)

4 (9)

88%
(80)

28
(55)

4 (9)

84%
(19)

18
(35)

4
(6)

43%
(7)

34
(35)

5 (5)

88%
(25)

16
(47)

4 (7)

No data (<5 responses)

Forensic services

76%
(17)

5
(18)

1
(5)

82%
(11)

7
(18)

1 (4)

57%
(7)

15
(24)

3 (4)

No data (<5 responses)

2
(4)

64%
(14)

10
(24)

3 (4)

%rec (N)

1
(32)

London

100%
(20)

8 (15)

National

5
(5)

%rec (N)

%rec (N)

39
(41)

London

London

86%
(37)

68%
(22)

National

London

Primary care

%rec (N)

National

Feb-16

%rec (N)

Jan-16

London

Dec-15

National

Nov-15

%rec (N)

Oct-15

National

Sep-15

Submission
groupings
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Region (Geography)
England (including Independent Sector
Providers)
England (excluding Independent Sector
Providers)
Selection (excluding suppressed data)
NHS England North Midlands
NHS England Lancashire & Greater Manchester
NHS England Central Midlands
Independent Sector Provider
NHS England West Midlands
NHS England Cheshire & Merseyside
NHS England South Central
NHS England Yorkshire & Humber
NHS England Cumbria & North East
NHS England East
NHS England South East
NHS England London
NHS England Wessex
NHS England South West

Total
Total
Responses Eligible

Percentage
Recommended

Percentage Not
Recommended

16,662

714,223

87%

5%

15,435

699,938

87%

5%

16,662
788
1,078
1,780
1,227
1,039
574
1,529
1,158
2,266
723
677
2,401
1,032
390

714,223
39,352
62,805
58,265
14,285
46,249
35,949
48,557
73,913
87,680
47,286
40,842
115,849
26,230
16,961

87%
93%
90%
89%
89%
88%
88%
88%
88%
88%
87%
86%
84%
84%
75%

5%
2%
4%
4%
3%
4%
4%
4%
4%
5%
4%
5%
6%
2%
18%

Trust Name

England (including Independent Sector Providers)
England (excluding Independent Sector Providers)
Selection (excluding suppressed data)
1
UNIVERSITY COLLEGE LONDON HOSPITALS NHS
FOUNDATION TRUST
2
TAVISTOCK AND PORTMAN NHS FOUNDATION
TRUST
3
WEST LONDON MENTAL HEALTH NHS TRUST
4
ROYAL FREE LONDON NHS FOUNDATION TRUST
5
SOUTH WEST LONDON AND ST GEORGE'S
MENTAL HEALTH NHS TRUST
6
NORTH EAST LONDON NHS FOUNDATION TRUST
7
CAMDEN AND ISLINGTON NHS FOUNDATION
TRUST
8
CENTRAL AND NORTH WEST LONDON NHS
FOUNDATION TRUST
9
SOUTH LONDON AND MAUDSLEY NHS
FOUNDATION TRUST
10 OXLEAS NHS FOUNDATION TRUST
11 EAST LONDON NHS FOUNDATION TRUST
12 BARNET, ENFIELD AND HARINGEY MENTAL
HEALTH NHS TRUST

Total
Respon
ses
16,662
15,435
2,401
1

Total
Eligible

Percentage
Percentage
Recommended Not
Recommended
714,223 87%
5%
699,938 87%
5%
115,849 84%
6%
10
*
*

61

2,214

98%

0%

49
23
122

7,536
153
7,976

98%
91%
91%

0%
9%
3%

239
139

14,006
2,628

90%
86%

4%
6%

163

19,602

85%

5%

641

32,286

82%

6%

153
220
590

8,760
11,759
8,919

81%
80%
79%

11%
8%
8%
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Qualitative comments for FFT question – February 16
Directorate
ALD

AMH

Team
Bromley CLDT

IAPT

AMH

Millbrook ward

AMH

Greenwich MHLT

AMH
Forensics

Bexley DTS
Danson ward

OPMH

Shepherdleas ward

Comment
“Emma is kind and helpful and patient with me. She explains things to me
as well. The other staff are very nice too.”
“Hello, I have based my answers on the help that I receive from Oxleas,
on my only knowledge of the hydro sessions that. I have I am a full time
wheelchair user and can only access the hydro pool in Orpington
Hosipital as it has the specialist equipment in situ that I need to enable
me to get in and out of the pool. The hydro is physio based only and I am
not able to use it with my parents. I used to have weekly sessions but due
to the high demand for hydro this has been cut dramatically. It is the only
form of exercise that I can do. I think that due to the very limited
availability of the hydro pool these sessions should be for people who are
confined to a wheelchair only, as they cannot visit any other leisure
facilities for their health and continued wellbeing.”
“my telephone call was never returned- my messages not taken
seriously, then I was dismissed. after countless times of trying for a
phone call”
“The service provided is valuable and gives a safe place to discuss issues.
The therapist I worked with was very positive and sensitive to my needs”
“Most of the staff has been very friendly and helpful. Especially James
and teke”
“Because the speed of service it would be good for more people on hand
and on (land line)”
“Because although I had to wait an incredibly long time, I was treated
very thoroughly”
“The activities take your mind off things and you learn skills to cope”
“The care I have received on Danson is good. I feel that safe on the ward,
I can approach the staff at any time of need. I'm now looking forward to
my
discharge.”
“Some of the staff are extremely good and nice and very helpful. Because
of the pressure of work, they are unable to attend to all the patients’
needs efficiently as possible. Furthermore the turnover of staff makes
efficient running of the ward very difficult.”
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5. Website comments table

Website comments (April 2015 - March 2016)
Directorate

Oxleas website

NHS
Choices

Patient
Opinion

Total
number of
comments

Positive

Negative

Neutral /
Information
requests

%
Responded
to

Adult Mental Health
Adult Learning Disability
Adult Community Health
Children & Young People
Forensic & Prisons
Older People's Mental Health

38
0
33
6
1
1

3
0
3
0
0
0

0
0
0
0
0
0

41
0
36
6
1
1

7
0
18
1
0
0

25
0
15
4
1
1

9
0
3
1
0
0

100%
100%
100%
100%

Total

79

6

0

85

26

46

13

99%

98%

16

6.0

Complaints.
1. Complaints and compliments received
There were 16 formal complaints received in January 2016 compared to 9 for January 2014. Of those formal
complaints received in January all are now complete and responses have been sent to the complainant.
There were 5 local complaints received during January 2016. There is no comparison against last year for local
complaints as they have only been routinely recorded since April 2015. All local complaints received in
January are now complete and responses have been sent to the complainants.
The rise in the number could be due to promotion of the complaints service and the ways in which it can be
accessed. Also in capturing local complaints routinely we may be dealing with issues that would previously
have been resolved by the service and therefore not recorded.

Month
Formal Complaints
Formal Complaints 2014/15
Local Complaints

Apr15
13
16
6

May15
14
10
12

Jun15
16
9
8

Jul15
13
12
8

Aug15
10
6
10

Sep15
13
15
15

Oct15
9
15
13

Nov15
20
10
9

Dec15
13
16
5

Jan16
16
9
5

Feb16
20
13
8

Mar16
19
17
10

Total
(YTD)
175
148
109

There were 88 compliments received in January.
AMH & LD

ACS

OPMH

CYPS

Forensic

1

46

12

29

0

Compliments received

Data below shows the number of complaints received measured against patient contacts/bed days
figures for January as a percentage.

Number of contacts/bed days
Complaints received as a %
Compliments received as a %

AMH & LD
17950
0.05
0.01

ACS
38132
0.01
0.12

OPMH
5596
0.03
0.21

CYPS
14868
0.01
0.19

Forensic
4762
0.02
0.00

2. Issues raised
Within the 21 complaints (16–F, 5 – L) received in January, a total of 59 issues were raised. A breakdown by
subject and directorate is shown below. *No complaints were received about Learning Disability Services
Directorate
(Total Complaints)
Clinical Care
Attitude & Behaviour
Communication
Medication
Admission & Discharge
Care Planning
Mental Health Act
Records
Service Issues
Social Care
Access & Waiting Times
Carers
Environment
Totals:

AMH & LD*
(9)
4
6
3
6
3
2
2
0
1
2
0
1
1
31

ACS
(7)

OPMH
(2)
5
2
1
2
3
1
0
1
0
0
0
0
0
15

C&YP
(2)
1
0
2
1
0
0
0
0
1
0
0
0
0
5

Forensic
(1)
2
0
3
0
0
0
0
1
0
0
1
0
0
7

Totals
(21)
0
1
0
0
0
0
0
0
0
0
0
0
0
1

12
9
9
9
6
3
2
2
2
2
1
1
1
59
17

3. Risk Rating
The data below shows the risk rating for each closed complaint.
AMH & LD

ACS

C&YP

OPMH

FORENSIC

Total

Low

0

1

0

0

0

1

Moderate

8

5

2

2

1

18

High

1

1

0

0

0

2

Significant

0

0

0

0

0

0

Total

9

7

2

2

1
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4. Protected Characteristics
The data below, taken from RiO, for January 2016, refers to the demographic details of the patient as opposed
to the complainant. Percentage for disability and sexuality against Trust caseload was not available at the time
of this report.
Characteristic

% against complaints
received

% against
Trust caseload

Ethnicity
White or White British
Black or Black British
Asian or Asian British
Mixed/Multiple Ethnic groups
Other Ethnic Group
Not stated

71%
0%
5%
9%
0%
15%

51%
10%
5%
4%
4%
26%

Under 18
18-24
25-34
35-44
45-54
55-64
65-74
75+
Not stated

9%
9%
15%
9%
19%
0%
9%
25%
5%

31%
5%
11%
9%
8%
8%
9%
19%
0%

Male
Female
Gender differs from that originally assigned at birth
Not stated

48%
52%
0%
0%

42%
58%
0%
0%

Hearing Disability
Learning Disability
Mental Health Condition
Physical Disability
Visual Disability
Long Term Physical Health Condition
Not stated/No disability

5%
0%
29%
0%
0%
0%
66%

Data not currently
available at Trust
Level

18

Bisexual
Gay man
Gay woman/Lesbian
Heterosexual/Straight
Other
Not stated

0%
0%
0%
0%
0%
100%

Data not currently
available at Trust
Level
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5. Closed Complaints
Of the 59 issues raised, all have been investigated and have outcomes. 37 issues were upheld/partly upheld ( 63%)
and 22 issues were not upheld (37%).
The subjects with the highest numbers of upheld/partially upheld were Communication, Clinical Care and Attitude &
Behaviour. A full breakdown, by subject area, is shown below:

Not upheld

Partly
upheld

Upheld

Indeterminate

Totals

Communication

1

2

4

2

9

Attitude & Behaviour

4

1

4

0

9

Clinical Care

9

2

1

0

12

Medication

8

0

1

0

9

Admission & Discharge

5

0

1

0

6

Care Planning

1

2

0

0

3

Mental Health Act

2

0

0

0

2

Records

1

0

1

0

2

Service Issues

0

1

1

0

2

Social Care

2

0

0

0

2

Access & Waiting Times

1

0

0

0

1

Carers

0

1

0

0

1

Environment

1

0

0

0

1

Totals:

35

9

13

2

59

6. Issues and themes from upheld/partly upheld complaints by month for top
three issues:
Jan 16 - Communication (6 upheld/partly upheld)
ACS (1)

 Failure to share information
Doctor failed to give an explanation as to why there were changes in the patient’s
medication or why the patient had not been sent to hospital to get her heart failure treated
correctly. Family meetings to be clearly documented with detailed discussions and
outcomes. End of life pathway patients to have structured family meeting with rationale
explained and agreed management plan.
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AMH & LD (3)

 Breach of confidentiality
Patient’s medical information was shared with his Senior Manager at work, by a staff
member at the Trust. The information was shared with MIND to expedite the referral to
ensure the patient received treatment as quickly as possible, and because no restrictions
on sharing information had been specified on the consent form. However, it would have
been appropriate for the member of staff to check with the patient before sharing the
information rather than assuming it was okay to do so. Raised with the member of staff in
supervision and extra education around information governance provided. This will also be
discussed in the team meeting so all staff can learn from this.

 Failure to share information
When patient returned from leave, the night staff left him sitting on the ward with no
update when a bed would be ready. When the patient’s partner called the main office, she
was told there was a bed ready and they were unsure why the night staff had not relayed
this information to the patient. As a result of the investigation, staff have been booked to
and compassion
training and also communications training. Both members of
 attend
Unablecare
to make
contact
staff
will
be
reviewed
regularly
Patient tried to contact his CPNinbysupervision.
telephone several times over two days as he needed
medication. The team is currently reviewing systems to ensure there is an effective and
efficient process in place to ensure messages are dealt with appropriately.
C&YP (1)

 Failure to share information
The patient’s clinical nurse failed to recommend in writing that the patient would benefit
from receiving tuition from a tutor, other than the tutor being proposed by the LA, as the
latter had an association with the school which raises anxieties with the patient. However,
this recommendation was made verbally to the parents by the patient's specialist clinical
nurse. Re-issue clinical standards guidelines to staff and discuss in team meetings.

OPMH (1)

 Failure to share information
CCO agreed to send patient information about the University of 3rd Age, but he did not
receive this in a timely manner. The investigation found a delay in getting information to
the patient and the role of CCO was unclear. Information provided to patient. Patient to
meet with staff to review care plan and role of CCO.

Jan 16 – Attitude & behaviour (5 upheld/partly upheld)
ACS (2)

 Rudeness and
 Failure to listen
Attitude and behaviour of staff in the Central Access Team was rude and upsetting. The
investigation found that staff could have spoken to the patient in a more appropriate
manner. Staff involved to attend Trust training on Communications Skills, Body Language,
and Tone of Voice. To aAgree approved statements for terminating calls when dealing with
aggressive/difficult callers.
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AMH & LD (3)

 Rudeness
When patient asked to charge his phone, he was spoken to like a child and told to go to bed
in an aggressive and abrupt manner. When waiting for a bed, the patient asked for a pillow
and duvet, which had been locked in the cupboard prior to leave. The patient was shouted
at and told that he shouldn’t have been allowed to have them in the first place. Whilst in
the office with a staff member the patient was told 'he should get off the ward because he
is an informal patient and there is nothing wrong with him'. The staff member also stated 'I
have read your file; I know you were in prison and I am not scared of you, you don't scare
me'. When the patient’s partner called the night staff to find out what had happened, a
member of staff was very rude and was shouting for the whole telephone call and
eventually put the phone down on the patient’s partner. The staff identified have been
booked to attend care and compassion training and also communications training. Both
members of staff will be reviewed regularly in supervision.
 Other
Whilst waiting for a bed on returning from leave, the patient was shoved several times by
one staff member whilst another staff member had firm grip of the patients arm. The staff
identified have been booked to attend care and compassion training and also
communications training. Both members of staff will be reviewed regularly in supervision.
 Attitude & behaviour
A member of staff could not pronounce patient’s name. Apologies were given

Jan 16 – Clinical Care (3 upheld/partly upheld)
ACS(1)

 Failure to provide appropriate treatment
Patient believed treatment by a Podiatrist resulted in an infection. There is no clinical
evidence the podiatrist caused the infection and the investigation found the podiatrist
correctly assessed and treated the foot. However, the Podiatrist did not take photographs nor
did they record a description of the appearance of the wound prior to debridement.
1. When obtaining consent to treatment, all podiatrists are to ensure they have clearly
described/defined the appearance of a wound/s, if there are concerns for deterioration,
and has documented, in the progress notes, that the patient understands the information
they have been provided.
2. Following treatment all podiatrists are to describe clearly to the patient what the outcome
of the treatment was and document they have done so in the progress notes.
3. Following consent from the patient, all podiatrists are to take a clinical photograph of all
new wounds and deteriorating wounds before and after treatment. This is to be shared
with the patient and uploaded as a clinical document to RiO.
4. All podiatrists are to ensure their care plans are patient specific, patient agreed and have
sufficient detail.
5. All patients at risk of ulceration or who have an active ulcer are to be supplied with a
(new) patient information leaflet that clearly outlines:
a) The need for debridement
b) How debridement may result in a wound being larger
c) The need to offload feet with supplied devices, such as footwear and insoles
d) How the choice to not do so can result in wound deterioration
6. All podiatrists to adhere to the department plan for peer review (to be the reviewer and the
reviewee).
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C&YP(1)

 Failure to provide appropriate treatment
Mother feels the six month delay in child receiving physiotherapy means he has not received the
help he needs. Appointment cancellation led to delay in onward referral and receipt of
physiotherapy. If a clinic is not covered due to study leave, this should be reviewed by the doctor
and the operations manager to see if it is possible to move the clinic to an alternate date.
1. Additional support with typing reports should be increased.
2. Doctors should identify all letters that need to prioritized and mark them ‘high priority’ at
the time of dictation
3. A standard apology letter should be sent informing parents and GPs of the delay for all
reports that have been waiting on the G2 system for longer than 3 weeks
4. The continued delay in typing patient reports should be recorded on the risk register and
discussed at CEG meeting.

OPMH (1)

 Assessment process
Failure of the Trust to assess husband’s needs in a timely manner. When the case was transferred
into the CMHT, the response times and actions planned fell below expectations.
1. Training and information about the processes to follow, needs to be available and the team
manager will be asked to provide this.
2. The Bromley CMHTs have recently been reorganised and management will ensure that more
robust practices are introduced to ensure cases are followed up in a timely manner, in
keeping with the level of need and risk being presented.
3. All care coordinators will be reminded of the importance of involving carers and families in
important assessments.

7. Actions identified
To date, from 1 April to 31 January, 313 actions were identified from completed investigations, with 213 (68%) being
completed on Datix (across all Directorates).

8. Ombudsman Referrals
For this year, up to January 2016, there has been one Ombudsman referral. There is one referral awaiting feedback
from the Local Government’s Ombudsman’s Office from the previous year (2014/15).

9. PALS
There were 343 contacts received by PALS in January. 198 contacts were received in relation to non-Oxleas provided
services at Queen Mary’s and Erith Hospital, or other Trusts. The breakdown by Directorate for Oxleas services is as
follows;
AMH &
LD
73

ACS

Forensic

C&YP

OPMH

Corporate

34

12

11

5

10

Of the 145 contacts relating to Oxleas services a total of 157 issues were raised. The top issues were 57 =
Information, 36 = Clinical Care and 12 = Access & waiting times and Attitude and Behaviour.
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ACS

AMH & LD

C&YP

Corporate

Forensic

OPMH

Total

Information

16

26

5

5

2

1

57

Clinical Care

11

16

4

0

5

0

36

Access & Waiting Times

3

6

2

0

1

0

12

Attitude & Behaviour

0

4

2

2

4

0

12

Communication

2

8

0

1

0

0

11

Care Planning

0

7

0

0

0

0

7

Environment

0

4

0

2

0

0

6

Medication

1

3

0

0

0

1

5

Admission & Discharge

1

2

0

0

0

0

3

Carers

0

0

0

0

0

2

2

Records

0

1

0

1

0

0

2

Safety

1

0

0

0

1

0

2

Mental Health Act

0

1

0

0

0

0

1

Transferred call to correct department

0

1

0

0

0

0

1

Accident

0

0

0

0

0

0

0

Compliment received

0

0

0

0

0

0

0

Service Issues

0

0

0

0

0

0

0

Social Care

0

0

0

0

0

0

0

35

81

13

11

13

4

157

Totals:
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Direct care time (nursing) audit results
Jane Wells, Director of Nursing

DIRECT CARE TIME
In November 2014 the Chief Nursing officer issued guidance within the document Safer Staffing,
calling for organisations to measure direct care time nurses have with their patients.
Staffing levels impact upon the ability of nursing staff to provide high quality care for their patients.
The focus on delivering safe staffing has been in response to reports that suggest nurses are not
visible enough, and are often too busy with administrative tasks to deliver direct care to patients.
This Care Contact Time Guide complements other tools available in assessing safe nurse staffing
requirements. It is important to recognise that whilst significant amounts of nursing staff time
should be spent providing direct care, there needs to be a balance. This should include an
appropriate level of time dedicated to indirect care/non-direct activities such as staff training and
appraisals.
Direct Patient time - all hands on care, patient observation, direct communication with patients,
helping with using the toilet, meal rounds, patient hygiene
Indirect Patient time - patient documentation, professional discussions, discharge planning,
communication with relatives and friends, shift handovers
Other Nursing Activity - other patient focussed activity , checking clinical equipment, staff focussed
activity - student support, training giving/receiving supervision/PDR's ward focussed activity ensuring environment is safe/clean,
Non Nursing Time - searching for items, waiting for equipment, waiting for colleagues.
The attached shows the results of the last two audits carried out on band 5 nurses in May and
December 2015.
We will re-audit in May 2016 and continue to build a greater understanding of direct care time on
wards.
In addition we will triangulate with the direct time, acuity and dependency and quality review using
Hurst Tools on 3 adult mental health wards.

Forensics

Forensics

Forensics

Heath

Joydens

Crofton

Birchwood

Burgess

54%

17%

32%

48%

49%

Other Nursing Activity

7%

9%

0%

12%

18%

15%

Non-Nursing Activity

3%

3%

4%

6%

2%

16%

37%

67%

9%

17%

11%

4%

WAA

WAA

WAA

WAA

WAA

WAA

WAA

WAA

WAA

Betts

24%

12%

Goddington

Indirect Care Time

43%

Norman

20%

Maryon

32%

Avery

50%

Tarn

79%

Shrewsbury

34%

Forensics

Lesney

66%

Forensics

Millbrook

Direct Care Time

Forensics

Hazlewood

Forensics

Greenwood

Forensics

No Data Submitted Kelsey

Forensics

Danson
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20%

37%

50%

Other Nursing Activity

2%

13%

4%

15%

Non-Nursing Activity

2%

11%

4%

5%

WAA

WAA

WAA

WAA

WAA

Direct Care Time

25%

49%

39%

35%

71%

Indirect Care Time

62%

28%

49%

37%

26%

Other Nursing Activity

4%

19%

10%

22%

2%

Non-Nursing Activity

9%

4%

2%

6%

0%

OA

OA

Scadbury

Holbrook

Shepardleas

OA

Oaktree
Lodge

OA

43%

33%

Indirect Care Time

50%

12%

53%

35%

Other Nursing Activity

10%

35%

4%

32%

Non-Nursing Activity

10%

4%

0%

0%

C&YP

ACH

ACH

Meadow View

48%

Eltham Hosp

30%

Bluebell
House

Direct Care Time

Direct Care Time

57%

35%

42%

Indirect Care Time

39%

54%

39%

Other Nursing Activity

4%

9%

8%

Non-Nursing Activity

0%

2%

11%

50%
No data
Submitted

54%

No data
submitted

Indirect Care Time

42%

Barefoot
Lodge

30%

Somerset Villa

55%

Ivy Willis CRU

56%

Ivy willis Open

42%

Atlas House

Direct Care Time

18%

75%

55%

81%

25%

40%

1%

0%

0%

0%

0%

5%

Forensics

Forensics

Forensics

Forensics

Burgess

Kelsey

Greenwood

Hazlewood

61.0%

Indirect Care Time

28%

36.0%

41.0%

41.0%

37%

26.0%

Other Nursing Activity

7%

14.0%

7.0%

18.0%

18%

10.0%

Non-Nursing Activity

5%

13.0%

3.0%

3.0%

14%

2.0%

WAA

WAA

WAA

WAA

30%

28.0%

9%

21.0%

9%

7.0%

WAA

WAA

WAA

43.0%

34.0%

52%

38.0%

57.0%

34.0%

56%

46.0%

28%

Indirect Care Time

51.0%

29.0%

34%

45.0%

34.0%

55.0%

36%

44.0%

64%

Other Nursing Activity

1.0%

27.0%

10%

13.0%

8.0%

4.0%

6%

9.0%

3%

Non-Nursing Activity

5.0%

10.0%

4%

5.0%

0.0%

7.0%

0%

1.0%

0%

Barefoot
Lodge

35%

32.0%

31.0%

50.0%

59%

Indirect Care Time

42%

24.0%

32.0%

27.0%

14%

Other Nursing Activity

23%

35.0%

25.0%

10.0%

12%

Non-Nursing Activity

0%

9.0%

12.0%

13.0%

2%

OA

OA

OA

OA

Holbrook

Direct Care Time

Oaktree
Lodge

Somerset Villa

WAA

Scadbury

WAA

Ivy Willis CRU

WAA

Shepardleas

WAA

Ivy willis Open

WAA

Direct Care Time

37.0%

34.0%

46%

41.0%

Indirect Care Time

54.0%

39.0%

36%

38.0%

Other Nursing Activity

7.0%

21.0%

14%

1.0%

Non-Nursing Activity

3.0%

3.0%

3%

1.0%

Meadow View

ACH

Eltham Hosp

ACH

Bluebell
House

C&YP

Direct Care Time

40.0%

26%

39.0%

Indirect Care Time

44.0%

58%

36.0%

Other Nursing Activity

1.0%

5%

9.0%

Non-Nursing Activity

0.0%

10%

16.0%

Betts

Direct Care Time

Atlas House

Lesney

WAA

44.0%

Millbrook

WAA

52%

Goddington

31%

Norman

36.0%

Maryon

49.0%

Avery

37.0%

Tarn

60%

Shrewsbury

Direct Care Time

Currently closed

Forensics

Birchwood

Forensics

Crofton

Forensics

Joydens

Forensics

Heath

Forensics

Danson
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Board Inquiry Report
Action Plan
Dr Androulla Johnstone, Independent Chair – Board Inquiry
Iain Dimond, Service Director
a) Inquiry Report
b) Action plan
c) Overarching report

Summary and Highlights
CB was a 29 year old male who was an inpatient on Goddington ward, Green Parks House from 6
October 2015 until 21 October 2015. He was admitted because of suicidal ideation. Although whilst
on the ward he made two attempts at self harm (one of them serious) in the days before his death,
he appeared to be improving.
On 21 October 2015, CB was found unconscious in his bedroom. He had used the bedroom door as
a ligature point and had suspended himself with his pyjama bottoms. Appropriate resuscitation
procedures were followed and he was transferred to the Princess Royal University Hospital; sadly,
he subsequently died on 24 October 15 from brain stem injury caused by asphyxiation.
The Inquiry considered the care and treatment of CB since his first contact with Oxleas services. This
included the quality of assessments and care planning, the extent to which each care plan was
documented and communicated to CB and his family, the quality of the treatment provided and the
extent to which this met the risks and needs identified in the care plans. The Inquiry also considered
clinical staffing levels on the ward.
The Inquiry Panel did not identify a root cause pertaining to any act or omission on the part of Trust
staff but makes a number of findings and recommendations in relation to ward practices.
The recommendations are as follows:
1. Clinicians should make every effort to draw together the psychosocial circumstances and
diagnosis as well as the risks the interplay of these bring in a formulation. Furthermore, a
management plan that addresses issues arising from these must be outlined and reviewed at
every opportunity whilst accommodating any new risks or concerns as these arise.
2. The clinical team must ensure that the documentation of meetings and discussion particularly
at multidisciplinary meetings are adequate and of a high standard. It is the responsibility of the
consultant or the most senior clinician chairing the meeting to ensure the documentation is
adequate and includes all relevant information.
3. The clinical team must ensure, wherever possible, that they seek information and involve

families, carers or significant others in care planning as expected by the Trust.
4. An overview incident analysis was conducted in November 2015 which showed Goddington
ward had a low general level of incident reporting. Training and monitoring must take place in
order to ensure practice improves.
5. The Rio risk assessment should always be used by clinical teams who should ensure it is
updated, comprehensive and permits an adequate formulation of risk and therefore
implementation of a robust risk management plan. To this end the format should also be
reviewed to ensure it is fit for purpose.
6. A qualified member of the nursing team should always attend the ward round.
7. Ward round decisions and information must be communicated both in writing (via the RIO
record) and verbally (during handovers and MDT meetings) with immediate effect to include
all members of the treating team.
8. Contemporaneous records must be made in full following all assessments and consultations
with service users – especially when changes to the care and treatment regimen are made.
9. That recommendation 1 from the Trust’s Overarching Investigation Report into the deaths of
AD, TB and DD be noted with particular regard to risk assessment and service users with
Personality Disorder. Recommendation 1 requires that “there is a comprehensive review of
the care and treatment available to patients with Personality Disorder across Oxleas”.
10. The Trust must review its internet filter system to ensure that suicide sites cannot be accessed
by service users in inpatient facilities.
11. Multidisciplinary ward rounds must be led, where possible, by the consultant psychiatrist
responsible for the patient and team. The consultant in charge of the ward must oversee all
medical practice.
12. All entries by the trainee doctor (junior doctor) must be supervised and checked. If there are
concerns about the doctor's note taking skills this must be addressed in supervision and
remedial action agreed and monitored.
13. Risk assessments must be reviewed after each serious incident and the care plan modified to
take account of any new actions needed to mitigate the risk.
14. A clear protocol should be developed to provide staff with guidance in relation to families who
are in disagreement when service users either have no capacity or who have died.
Recommendations
To note.

Private and Confidential

Board of Directors Inquiry
into the Care and Treatment of CB by Oxleas NHS Foundation
Trust

Date Commissioned: 11 November 2015
Author:
Dr Androulla Johnstone: Independent Chair
and
Bryony Robertson: Head of Patient Safety
Date:
1 April 2016

Board of Directors Inquiry: Mr CB

1. Condolences to the Friends and Family of Mr CB
1.1. The

Board of Director’s Inquiry would like to extend its condolences to the family and
friends of Mr CB. The Inquiry Panel has made every effort to address the questions and
issues raised by the family in this report.

2. Naming Conventions
2.1. The patient involved in this incident is referred to as ‘CB’ throughout this report. The
Inquiry Panel is aware that this form of address may be upsetting to the people who knew
him. However, the Panel is concerned about the family’s right to confidentiality and privacy
and using the patient’s initials provides some measure of protection in this regard.

3. Executive summary
Background
3.1. CB

was a 29 year old male who was an inpatient on Goddington ward, Green Parks
House from 6 October 2015 until 21 October 2015.

3.2. At

approximately 22.00 hours on Wednesday 21 October 2015 CB was found during
15 minute observations unconscious in his bedroom. He had used his bedroom door as a
ligature point by jamming his pyjama bottom into it and tying the other end around his
neck.

3.3. The

emergency alarm was activated and the appropriate resuscitation procedures
were followed. The London Ambulance Service (LAS) transferred CB to the Princess
Royal University Hospital where he subsequently died on 24 October 15 from brain stem
injury caused by asphyxiation.

3.4. The

Inquiry considered the care and treatment of CB since his first contact with Oxleas
services. This included the quality of assessments and care planning, the extent to which
each care plan was documented and communicated to CB and his family, the quality of
the treatment provided and the extent to which this met the risks and needs identified in
the care plans. The Inquiry also considered clinical staffing levels on the ward.

3.5. The

Inquiry Panel did not identify a root cause pertaining to any act or omission on the
part of Trust staff but makes a number of findings and recommendations in relation to ward
practices.

Findings
3.6. Diagnoses:

The Inquiry Panel, whilst identifying areas that could have been managed
better, came to the conclusion that the working diagnoses for CB were probably correct
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but that the formulation process should summarise the factors better and in a holistic way
for each patient in the further.
3.7. Medication

and Treatment: The Inquiry Panel concluded that the choice of
medication regimen for CB was not unreasonable per se; however the dosages of both the
Quetiapine and (initial dose) Sertraline were high (the Quetiapine as a result of a
medication error). CB might have benefitted from an initial lower dose of Sertraline. Other
aspects of CB’s treatment were appropriate and within NICE guidance.

3.8. Risk

Management: The Inquiry Panel concludes that any deficiencies in the risk
assessment process, in itself, did not make a direct contribution to the death of CB.
However there are several learning points for the future which were identified following
close examination of CB’s care and treatment on Goddington ward. In particular there was
a confusing RIO risk assessment format coupled with a lack of risk formulation and formal
risk management planning.

3.9. Clinical

Leadership and Staffing Levels: An unusual medical workforce
arrangement was in operation which meant that the ward Consultant by and large
delegated the medical oversight of the ward to another colleague who was the Associate
Specialist. A key finding was that the delegated work was not always up to the required
standard. No issues were found in relation to staffing levels.

3.10. Care

Planning: The fact that Mr CB’s care plan was not revised following his selfreported suicide attempt on 12 October 2015 was a significant omission. It is not possible
to determine whether any revision would have prevented CB from taking his life on 21
October 21015 as significant protective factors were in place even if they had not formally
been written down. Notwithstanding the issues set out above CB was in receipt of a set of
plans designed to meet his medium and long-term needs.

3.11. Family

Involvement: Whilst CB was alive his family should have been invited to be
more involved with his care and treatment. It is apparent that Trust staff might need
guidance about how to work with families who disagree with each other when patients
have died.

3.12. Conclusions: CB was admitted to Goddington ward because of suicidal ideation.
Although whilst on the ward he made two attempts at self harm (one of them serious) in
the days before his death he appeared to be improving. The decision was then taken to
reduce his observations from Level 3 (1:1) to Level 2 (intermittent within fifteen minute
intervals). Even though his observations were reduced several protective factors were in
play:

1. CB was still detained under the Mental Health Act for his safety.
2. CB was still on intermittent observations (within 15 minutes).
3. CB had a proven track record of summoning help and had said his intention was to do
so again if felt he would self harm whilst on the ward.
4. Staff maintained a comprehensive therapeutic programme with CB on a 24/7 basis –
which was robust and clinically appropriate.
5. Staff had developed strong therapeutic relationships with CB which had served to
support him during his admission to Goddington ward.
3.13. It is essential that the Inquiry Panel does not make conclusions based on hindsight.
Whilst CB’s levels of observation were reduced on 20 October 2015, significant proactive
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factors were in place, at no time was CB’s risk left unmanaged. The Inquiry Panel
concludes that based on the evidence presented to the treating team at the time the
decision to reduce CB’s observations was reasonable. As CB’s mental state and
behaviour were judged to be improving, without evidence that he was at imminent risk, on
balance the suicide could not have been predicted at the time it occurred.
3.14. The

Inquiry Panel concludes that staff assessed appropriately (based on the evidence
available at the time) that CB was not at significant risk on 21 October 2015 and that the
decision to reduce to 15 minute observations was reasonable, particularly as CB was not
being discharged from his MHA section, nor was his discharge imminently being
considered. Furthermore, his level of observation could have been returned to 1:1
continuous nursing observation had there been a change in his presentation or had he
informed them that the thoughts of self-harm had increased.

3.15. To have prevented his suicide on 20 October 2015 CB would have had to remain on
1:1 observations; however, as the decision to reduce observations was justified (based
upon the available clinical evidence), the Inquiry Panel concludes that the incident could
not have been reasonably prevented.

Recommendations


Recommendation No 1. Clinicians should make every effort to draw together
the psychosocial circumstances and diagnosis as well as the risks the
interplay of these bring in a formulation. Furthermore, a management plan
that addresses issues arising from these must be outlined and reviewed at
every opportunity whilst accommodating any new risks or concerns as these
arise.



Recommendation No 2: The clinical team must ensure that the
documentation of meetings and discussion particularly at multidisciplinary
meetings are adequate and of a high standard. It is the responsibility of the
consultant or the most senior clinician chairing the meeting to ensure the
documentation is adequate and includes all relevant information.



Recommendation No 3: The clinical team must ensure, wherever possible,
that they seek information and involve families, carers or significant others in
care planning as expected by the Trust.



Recommendation No 4: An overview incident analysis was conducted in
November 2015 which showed Goddington ward had a low general level of
incident reporting. Training and monitoring must take place in order to
ensure practice improves.



Recommendation No 5: The Rio risk assessment should always be used by
clinical teams who should ensure it is updated, comprehensive and permits
an adequate formulation of risk and therefore implementation of a robust risk
management plan. To this end the format should also be reviewed to ensure
it is fit for purpose.
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Recommendation No 6: A qualified member of the nursing team should
always attend the ward round.



Recommendation No 7: Ward round decisions and information must be
communicated both in writing (via the RIO record) and verbally (during
handovers and MDT meetings) with immediate effect to include all members
of the treating team.



Recommendation No 8: Contemporaneous records must be made in full
following all assessments and consultations with service users – especially
when changes to the care and treatment regimen are made.



Recommendation No 9: That recommendation 1 from the Trust’s Overarching
Investigation Report into the deaths of AD, TB and DD be noted with
particular regard to risk assessment and service users with Personality
Disorder. Recommendation 1 requires that “there is a comprehensive review
of the care and treatment available to patients with Personality Disorder
across Oxleas”.



Recommendation No 10: The Trust must review its internet filter system to
ensure that suicide sites cannot be accessed by service users in inpatient
facilities.



Recommendation No 11: Multidisciplinary ward rounds must be led, where
possible, by the consultant psychiatrist responsible for the patient and team.
The consultant in charge of the ward must oversee all medical practice.



Recommendation No 12: All entries by the trainee doctor (junior doctor) must
be supervised and checked. If there are concerns about the doctor's note
taking skills this must be addressed in supervision and remedial action
agreed and monitored.



Recommendation No 13: Risk assessments must be reviewed after each
serious incident and the care plan modified to take account of any new
actions needed to mitigate the risk.



Recommendation No 14: A clear protocol should be developed to provide
staff with guidance in relation to families who are in disagreement when
service users either have no capacity or who have died.
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ADULT MENTAL HEALTH AND LEARNING DISABILITY DIRECTORATE
PATIENT SAFETY GROUP
SERIOUS INCIDENT ACTION PLAN

Initials:
Incident date:
Team involved at time of incident:
Date of action plan:
st
CB
21 October 2015
Goddington ward, Green Parks House
27th April 2016
Brief summary of incident:
CB was a 29 year old male who was an inpatient on Goddington ward, Green Parks House from 6 October 2015 until 21 October 2015. At approximately
22.00 hours on Wednesday 21 October 2015 CB was found during 15 minute observations unconscious in his bedroom. He had used his bedroom door as a
ligature point by jamming his pyjama bottom into it and tying the other end around his neck. The London Ambulance Service (LAS) transferred CB to the
Princess Royal University Hospital where he subsequently died on 24 October 15 from brain stem injury caused by asphyxiation. The Inquiry Panel did not
identify a root cause pertaining to any act or omission on the part of Trust staff but makes a number of findings and recommendations in relation to ward
practices.
Local only

Recommendation

Action required

Due by

Lead

Recommendation 1.
Clinicians should make
every effort to draw
together the psychosocial
circumstances and
diagnosis as well as the
risks the interplay of these
bring in a formulation.

Teams need to use the
appropriate
environments such as
ward round and
handover to identify
both psychological and
social factors and their
interplay in effecting
behavior and risk.
Staff need to recognise
areas where there is
insufficient knowledge

1st July 2016

Dr Victor
Doku –
Locum ward
consultant

Furthermore, a
management plan that
addresses issues arising

Paul Graham,
Ward
Manager

How will this be
evidenced
Audit of ward round
notes to check for
evidence that social
factors had been
captured as part of the
formulation

Progress and
date

from these must be
outlined and reviewed at
every opportunity whilst
accommodating any new
risks or concerns as these
arise.

of such factors to
ensure there is
sufficient exploration of
these.
Once the management
plan is agreed this
should be reviewed in
each ward round and
handover and updated
whenever the clinical
situation changes or
new information
becomes available.

Recommendation 2: The
clinical team must ensure
that the documentation of
meetings and discussion
particularly at
multidisciplinary meetings
are adequate and of a high
standard. It is the
responsibility of the
consultant or the most
senior clinician chairing the
meeting to ensure the
documentation is adequate
and includes all relevant
information.
Recommendation 3: The
clinical team must ensure,
wherever possible, that
they seek information and
involve families, carer’s or

Audit of MDT meeting
documentation taking
sample from each
acute ward. Any issue
of concern to be fed
into the ward Business
/ Quality Meetings.

30th September
2016

Dr Derek
Tracy

Audit outcome. Minutes
Business / Quality
Meeting as required.

Responsibility of the
Consultant or senior
clinician regarding
quality of
documentation to be
highlighted at
Consultants Meeting.
A shortened version of
the families and carers
embedded learning
event is to be provided
specifically for staff on

1st July 2016

Dr Derek
Tracy

Minutes of Consultants
Meeting

30th July 2016

JFJ

Session outline and

significant others in care
Goddington ward.
planning as expected by the
Trust.
Carer’s awareness elearning training to be
undertaken by all
Goddington Ward staff
and list to be compiled
detailing completion.
Recommendation 4: An
overview incident analysis
was conducted in
November 2015 which
showed Goddington ward
had a low general level of
incident reporting. Training
and monitoring must take
place in order to ensure
practice improves.

Recommendation 5: The
Rio risk assessment should
always be used by clinical
teams who should ensure it
is updated, comprehensive
and permits an adequate
formulation of risk and
therefore implementation
of a robust risk
management plan. To this
end the format should also
be reviewed to ensure it is

Quality team to be
approached to identify
a member of staff that
can provide some datix
training and awareness
to staff at Green Parks
House.

participant list uploaded
to Datix
Paul Graham,
Ward
Manager

30th June 2016

Incident reporting to be
broken down into team
30th July 2016
based data and
reported at monthly
performance meetings.
Audit use of Rio risk
September
assessment in ward
2016
settings. Use findings to
inform review of risk
assessment.
Rio transformation
team to look at
recommendations for
changes to risk
assessments.

30th July 2016

Darren Ward,
Service
manager

List of participants

Business
office

Sub directorate
Performance meeting
minutes
Audit results uploaded on
datix

Francis
Adzinku,
Head of
nursing
Paul Graham,
Ward
Manager

Team Meeting minutes

fit for purpose.
Recommendation 6: A
qualified member of the
nursing team should always
attend the ward round.
Recommendation 7: Ward
round decisions and
information must be
communicated both in
writing (via the RIO record)
and verbally (during
handovers and MDT
meetings) with immediate
effect to include all
members of the treating
team.
Recommendation 8:
Contemporaneous records
must be made in full
following all assessments
and consultations with
service users – especially
when changes to the care
and treatment regimen are
made.
Recommendation 9: That
recommendation 1 from
the Trust’s Overarching
Investigation Report into
the deaths of AD, TB and
DD be noted with particular
regard to risk assessment

Ward Managers to be
reminded in Ward
Manager Meetings of
requirement to have a
qualified member of
staff in ward rounds.
Ward Managers to be
reminded in Ward
Manager Meetings of
requirement to have a
qualified member of
staff in ward rounds.

30th May 2016

Darren Ward,
Service
Manager

Copy of Ward Manager
Meetings

30th May 2016

Darren Ward,
Service
Manager

Copy of Ward Manager
Meetings

Ward doctors and
nursing staff to be
reminded via email of
the standards required
for good and timely
record keeping

1st June 2016

Darren Ward
and Derek
Tracy

Copy of email uploaded
to datix

Covered in Trust
Overarching Action
Plan as follows:
Whilst there is a well
understood and
implemented pathway
for personality disorder

30th October
2016

Jane Harris,
Associate
Clinical
Director

Copy of proposal to be
uploaded on Datix

Completed
A review of the
current crisis care
pathway for
patients with
personality disorder
was undertaken by

and service users with
Personality Disorder.
Recommendation 1
requires that “there is a
comprehensive review of
the care and treatment
available to patients with
Personality Disorder across
Oxleas”.

Recommendation 10: The
Trust must review its
internet filter system to
ensure that suicide sites
cannot be accessed by
service users in inpatient

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.

Informatics to
undertake analysis to
establish extent to
which this can be
achieved.

Jackie Craissati in
January 2016. This
included meetings
with clinicians in
Day Treatment and
Home Treatment
services.
Conclusions and
suggested ways
forward have been
shared and agreed
by the Directorate
SMT (Feb 2016)

01st July 2016

Alison Furzer,
Director of
Informatics

Feedback from
Informatics

The Project plan has
now been
presented to the
Medical Director by
Service Director and
Associate Clinical
Directors with
Jackie Craissati and
a cost pressure bid
is being submitted
to provide start up
resource for service
development.

facilities.
Recommendation 11:
Multidisciplinary ward
rounds must be led, where
possible, by the consultant
psychiatrist responsible for
the patient and team. The
consultant in charge of the
ward must oversee all
medical practice.

Recommendation 12: All
entries by the trainee
doctor (junior doctor) must
be supervised and checked.
If there are concerns about
the doctor's note taking
skills this must be
addressed in supervision
and remedial action agreed
and monitored.
Recommendation 13: Risk
assessments must be
reviewed after each serious

Where ward rounds are
not consultant led ward
managers and ward
doctors should identify
areas of concern and
actively bring them to
the attention of either
the covering consultant
or ward consultant on
their return.
Minimum standards for
Inpatient consultants
have now been
disseminated and these
make clear that the
consultant has
overarching mediacl
responsibility for all
patients on the wards.
Consultants need to
31st August
assure themselves of
2016
the quality of trainees
notekeeping for
trainees assigned to
them. They should
sample notes during
the weekly supervision
sessions.
Training from Daniel
Daka around linking risk
assessments to care

Dr Derek
Tracy,
Associate
Clinical
Director

Copy of standards up
loaded on Datix.

Ward
consultants

Feedback from
consultants to Director of
medical education that
will feed into appraisal.
(we will not be able to
upload this evidence due
to the confidential
nature, consultants can
give broad feedback in
consultants meetings).
Training attendance list
and audit results.

incident and the care plan
modified to take account of
any new actions needed to
mitigate the risk.
Recommendation 14: A
clear protocol should be
developed to provide staff
with guidance in relation to
families who are in
disagreement when service
users either have no
capacity or who have died.

plans.
Audit care plans
specifically in relation
to risks.
We are considering
how best to approach
this.

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.

7

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.

Addendum to the Report - dated 26 April 2016
1.1. Incident
On 21 October 2015 a fourth incident occurred when CB - a 29 year old man completed suicide
whilst on Goddington ward.
1.2. Action
A level 5 Board Inquiry was completed on 3 April 2016. The panel comprised the following:
•
•
•
•
•
•
•

Dr Androulla Johnstone, Independent Chair – CEO Health and Social Care Advisory Service
Dr Peter Jarrett, Independent Psychiatrist
Helen Smith, Deputy Chief Executive
Dr Ify Okocha, Medical Director
Simon Sherring, Associate Director of Nursing
Chris Purnell, Governor
Anne Taylor, Non-Executive Director

Assisting the panel were:
•
•

Bryony Robertson, Head of Patient Safety
Shereen Chaudry, Patient Safety Officer

1.3. Findings in keeping with the other three cases
The Inquiry Panel found that the care and treatment given to Mr CB was of a general good quality.
However the following findings were made that directly mirror those of the three cases detailed
above:
• There were difficulties in a articulating and recording care and treatment issues for Mr CB
because of his personality disorder. Personality disorder was considered to be a difficult
diagnosis to document by some members of the treating team (this was a finding in
common with both the AD and TB cases).
• Issues were identified about there not being consultant led ward rounds.
• Continuity of staffing and clinical leadership was found to be an issue.
• Family communication and engagement was not consistent.
1.4. Findings in addition to the other three cases
•
•
•
•
•

Holistic formulation of diagnostic and risk issues was weak
Incident reporting on the ward was low
Risk information was often documented poorly
Entries in the clinical record made by junior doctors should be supervised
Care plans and risk assessments should be reviewed after any significant incident

1.5. Findings that ran counter to the other three cases

•

Therapeutic interventions with Mr CB were of a good standard

Board of Directors
5th May 2016
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Agenda item

Progress report on JW/ StEIS 2015/25968 incidents action plans

Item from

Iain Dimond, Service Director

Attachments

a) JW updated action plan
b) StEIS 2015/25968 updated action plan

Summary and Highlights
Please find attached an update on progress with regard to the completion of actions for two Level 5
Incidents which took place in 2015

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

ADULT MENTAL HEALTH AND LEARNING DISABILITY DIRECTORATE
PATIENT SAFETY GROUP
SERIOUS INCIDENT ACTION PLAN
StEIS : 2015/13793
Initials: JW
Incident date:
Team involved at time of incident:
Date of action plan: 23/10/2015
Web 31315
09/06/2015
Lesney Ward/Bexley Recovery team
Brief summary of incident: JW was a 43 year old woman who was found dead in her flat on 9th June 2015 with a knife in her heart. JW had a
diagnosis of paranoid schizophrenia exacerbated by consumption of alcohol.

Recommendation

Action required

Due by

Lead

1.No patient should be placed in
the red zone for more than two
weeks without a full action plan
being put in place and reviewed by
the MDT.

1. Refresher training to all teams, using
case examples and ensuring staff have the
opportunity to explore barriers to robust
zoning and produce a plan as to how these
can be overcome.

February
2016

Practice
development
nurse

2.Zoning policy to be updated

December Practice
2015
development
nurse

How changes will
be evidenced
Training
delivered,
learning used to
refine
programme

Updated policy
Appendix 3 pp
44-45

Progress and
date
Preparation for
Mental Health
Re-Design (Oct
2016) included
case reviews
for zoning

AMH Community
Services Operational

2.All patients on extended leave
from the ward remain the
responsibility of the ward and
should be proactively contacted
regularly by ward staff to ensure

3.Post redesign operational policies to
state zoning expectations for each team

November Service
2015
manager

4.Clear standards being developed based
on training and policy updates so that
alongside the policy staff can refer to a
simple set of key standards.

February
2016

Practice
development
nurse and
service
manager

Standards
produced and
staff are able to
talk about them
as measured in
an audit in March
2016.

Evaluation of
Mental Health
ReDesign
(completion
date Sept
2016) Key
Standards to
follow.

5.Zoning practice to be a topic for
reflective practice in each team

January
2016

Reflective
practice
facilitator

Notes of
reflective
practice session
provided

Zoning
meetings are
held twice
weekly in all
teams, and
regularly
reviewed in
team meetings

The ward should aim to contact patients
on leave each day. Where this is not
possible, as a minimum standard, patients
should be contacted on the first day and in
each 48 hour period thereafter. Patients
should be asked to return to the ward for

November In-Patient
2015
Service
manager and
modern
matron

Audit use of
leave in January
2016

It is now
common
practice for
patients to be
contacted
whilst on leave.

Explicit
statements in
operational
policies

their continued wellbeing and
identify early any signs of relapse.

review after one week on leave. Use of
extended leave should only be used in
exceptional circumstances.

3.Staff should take advantage of
the knowledge that families have
in order to improve the quality of
care delivered and should make
every effort to seek this
knowledge and utilise in the
development of care plans.

Sessions with teams led by Practice
January
Development Nurses/Service Managers to 2016
explore ways of improving quality of family
and carer relationships. This should include
discussions about how much training and
support the team have had in family
inclusive practice, to identify and further
training needs.

This is
monitored by
Charge Nurses.
Audit planned
for week
commencing
2/5/2016
After
consultation
with staff an
embedded
learning event
was organized
and delivered

Practice
Development
Nurses/Service
Managers

Evidence of involvement with families and
carers should be found in:
CPA Review
Progress notes
Care Plan
Carers Assessment

4 .Patients on extended leave
from the ward remain the
responsibility of the ward and
should be discussed in the ward
round to ensure that critical
documentation is maintained and

Ward round minutes to reflect discussion
about patients on leave from the wards,
these discussions should always check
critical documentation such as leave
papers.

Carers Embedded
Learning Event feb 16

November Service
2015
manager and
modern
matron with
ward manager
and consultant

Evidence in ward
round minutes

Audit of ward
round minutes
to be carried
week
commencing
2/5/16

risk is assessed.
5.The Oxleas caseload zoning tool
should be reviewed in light of the
new service configurations to
ensure that patients are regularly
assessed for their risk. The tool
should be explicit as to the
frequency of zoning for specific
teams.
6. When safe staffing levels are
determined the calculation must
take into account the need to
provide a suitable level of
activities for patients.

See action plan for recommendation 1

Patient activities to be included in safe
staffing discussions, Ward managers and
senior nurses to utilize skills of ward team.
Where a gym trained staff member is on
shift time should be allocated for patients
to make use of the Gym facilities.

January
2016

AD and ward
manager

Activities audit I
March 2016

Data for
activities to be
collated by the
end of April
2016.

ADULT MENTAL HEALTH AND LEARNING DISABILITY DIRECTORATE
PATIENT SAFETY GROUP
SERIOUS INCIDENT ACTION PLAN
StEIS 2015/25968
Date of action plan:
23 October 2015

Recommendation

Action required

Due by

Lead

How changes will be
evidenced

Progress and date

1. There is better engagement

Inform all managers to
advise teams to ensure
they request reports from
relevant substance misuse
services and request their
attendance at
multidisciplinary team
meetings and reviews.

10/11/2015

Inpatient/CrisisAD,
Associate
Director

Email confirmation from
managers

Community
SP,
Associate
Director

Email confirmation from
managers

Embedded Learning
Event aimed at
improving
communication between
Oxleas and partner
substance misuse
agencies 15 January
2016

and liaison between mental
health teams and alcohol
services where they are
known to have joint service
users. It would be a minimal
expectation that alcohol
services such as Cri- Aspire,
Lifeline and the Beresford
Services are routinely
approached to submit reports
to the multi professional team
“PCP Operational Policy”
and attend multidisciplinary
and “WAA/D+A Joint
team meetings and
Working Protocols” to be
reviews.

TP Substance Misuse
Liaison email

30/01/2016

JT,
Nurse
Consultant
(Mental

Up dated
policy/protocol to be
provided

health, drugs
and alcohol)

up dated, with the specific
requirement for teams to
request reports from
relevant substance misuse
services and request their
attendance at
multidisciplinary team
meetings and reviews.
Partnership Meeting to be
arranged with relevant
substance misuse services
to agree the above.
Up dated policy/protocol to
be circulated to managers
for cascade to all staff.

2. Consultants and mental
health teams receive regular
updates in the local drug and
alcohol services and the
changes to commissioning
arrangements and
responsibilities of different
sectors.

Information and updates
from D+A Partnership
meetings on changes to D+A
service provision to be
cascaded to team managers.

3. The new community mental
health pathways are evaluated
to ensure that people with
similar presentations as TP,
that is with alcohol

Arrangements for working
with alcohol / substance
misuse service users are
included within the current
PCP Operational Policy.

Greenwich
Substance Misuse Join

Updated Protocol in
Operational Policy
appendix 1 pp39-40
AMH Community
Services Operational

15/02/2015

31/01/16

JT,
Nurse
Consultant
(Mental
health, drugs
and alcohol)
JT,
Nurse
Consultant
(Mental
health, drugs
and alcohol)

Email to be provided

Updated protocol
available on the Oxleas
Intranet and relevant G
Drives accessible to all
staff teams

Partnership meeting
minutes

D&A Embedded
Learning Event Progra

Operational policy
guidance re clients wi

dependence with care
coordination needs are
provided with the care and
services that they need and
that these form part of the
regular induction of all clinical
staff in all boroughs.

A service evaluation of the
new PCP Community health
pathways is being initiated
in November 2015

31/01/16

All Community PCP
Managers to be advised to
provide a copy of the up
dated Operational Policy to
all new staff as part of their
induction.

30/01/2016

SP,
Associate
Director

SP,
Associate
Director

Outcome of evaluation

An independent (IPC )
evaluation is in process
and will be completed in
September 2016.

Confirmation email to be
provided

AMH Community
Services Operational

New operational policy
available on the Oxleas
intranet and all relevant
internal G: drives
accessible to all staff
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Nursing Care Strategy

Item from

Jane Wells, Director of Nursing

Attachments

Nursing Care Strategy

Item 10
Enclosure 9

Summary:

Our nursing care strategy sets the direction for our “Nursing Workforce”, health visitors, health
care assistants and support workers’ priorities. This strategy is dynamic, interactive and
refreshed annually with work stream outcomes clearly defined every year. In developing our
strategy, we have engaged with as many of our nursing workforce as possible through face to
face group work and a survey. We have also had excellent support from research net and our
academic partners.
The underpinning principle in developing this strategy is to enable us to add value by focusing on
what really matters to our patients, and to our nurses, and how we then deliver what really
matters.
We have used our strategy to help develop the new national nursing framework.
Our strategy embodies the following key aims and we will deliver excellent nursing care, keeping
the needs of people at the heart of everything we do by ensuring:
•
•
•

the wellbeing of our nurses and health care support workers in the context of our
changing health care models and efficiency drivers
our nurses live our values to deliver the best clinical outcomes for our service users
the most efficient and effective use of resources and maximising job satisfaction,
motivation and competitive position through effective management of people, processes
and performance.

The strategy will be delivered through three work streams:
• Patient and staff experience
• Clinical outcomes
• Effective use of resources
The strategy will be launched on 12 May 2016 at the Oxleas Nursing Conference on International
Nurses Day. The strategy format will be an electronic flipping book with embedded videos made
by ResearchNet. It outlines the approach to be taken to achieve its intent, with work plans and
outcomes agreed for 2015 /16. The flipping book will be on all computer desk tops, intranet and
internet and links will be shared directly with staff from the Director of Nursing.

Recommendations
The Board are asked to receive and agree the strategy.

Oxleas Nursing Care Strategy
Introduction
Our nursing care strategy sets the direction for our Nursing Workforce (nurses, health visitors, health
care assistants and support workers’) priorities. This strategy is dynamic, interactive and refreshed
annually with work stream outcomes clearly defined every year.
In developing our strategy, we have engaged with as many of our nursing workforce as possible
through face to face group work and a survey. We have also had excellent support
from ResearchNet service users and our academic partners.
The underpinning principle in developing this strategy is to enable us to add value by focusing on
what really matters to our patients and service users and what matters to our nurses, and how we
deliver what really matters.
We will always ensure that every one of our nursing workforce are able to take pride in delivering
safe, effective and person centred care and have the courage and accountability to make sure that
our care for patients and service users is kind and compassionate at all times.
In order to ensure that we are able to provide compassionate, safe, effective care we need to
support nurses to care for themselves too.
This strategy aims to provide direction to all our nursing workforce to provide safe, effective care,
whilst supporting each other and living our values, developing careers now and for the future.

Our nursing care strategy
Our strategy sets out the vision and priorities, which will be refreshed annually, with the following
key aims of adding value by delivering excellent nursing care, making sure that the needs of people
who are at the heart of everything we do by ensuring:
•
•
•

the wellbeing of our nursing workforce fostering resilience to enable them to respond to
our changing health care models and efficiency drivers
our nursing workforce live our values to deliver the best clinical outcomes for our patients
and service users
the most efficient and effective use of resources and maximising job satisfaction,
motivation and competitive position through effective management of people, processes
and performance.

The strategy will be delivered through three work streams:
•
•
•

Patient and staff experience
Clinical outcomes
Effective use of resources

The strategy aims to ensure that what matters most to our patients and nurses is reflected in our
organisational priorities and individual objectives and to ensure that the professional nursing agenda

is shaping and aligning with service strategies. The strategy will be monitored and evaluated through
the nursing executive committee and via the quality governance structures to the board.

Our approach
Patient and staff experience
We are proud to know our patients and service users’ stories and what matters to them when
planning care together. We always strive for the best. We continue to capture the voice of carers
and service users through our collaborative work with Researchnet.
Patient experience is central to our 4 must do’s which are:
•
•
•
•

To increase support for families and carers
Enhance care planning
Provide better information for service users and carers
Improve the way we relate to both our service users and carers by treating them with
dignity and respect

We recognise that this is both an exciting and challenging time for nurses. We serve a growing
population and promote wellbeing as well as support people with their long term conditions and
physical, psychological and social needs throughout the life span. We are advancing clinical practice
and experiencing rapid technological developments. There is a continuous shift to more integrated
care at home and in the community building on the learning from pioneers and vanguards and
creating local care networks together. We recognise that we need to provide the right care, in the
right place, at the right time. We need to work with patient leaders and ensure all care is
personalised and empowering. We need to support our workforce to promote health and wellbeing and support resilient individuals and strong clinical teams. We want to optimise the lived
experiences of our nurses.
We are undergoing significant professional changes in respect of revalidation, education pathways
and careers, with dismantling of nursing bursaries and the introduction of nursing associate roles.
We recognise that we are balancing the requirements for increasing productivity, efficiency and new
ways of working with challenges of work-life balance and needing to be compassionate and caring to
ourselves so that we in turn can provide the best care for our patients.
Within this work stream our approach will be to support nurses to have a voice in advocating for our
patients and service users, positively shaping the developments in health and social care locally. We
will support them to test out new ways of working within our teams and also with our partners in
primary care, acute care and the third sector, as well as to work closely with patient leaders in
shaping approaches to care.
In order to support and empower nurses we will specifically ensure that reflective practice and
supervision are of an excellent quality, frequency and provide time for reflection and learning and
ensure that everyone is able to professionally revalidate on time every time. We embrace our duty
of candour and embedding learning – on occasion, we don’t always get things right but we are open
and honest and continue to reflect and learn. We want to create supportive cultures in teams.

Clinical outcomes
We want to build on compassion in practice to ensure care, compassion, communication, courage,
commitment and competence, and enable nurses to live our values (user focus, excellence, learning,
safety, responsiveness and partnership) as an Oxleas nurse. We understand that we need to reflect
on our relationships with service users and patients so that we are able to work with them to make
care much more personal and develop the best outcomes together. We also want to ensure that we
are promoting prevention and wellbeing, physical and mental health care looking after people and
communities. This will need excellent nursing leaders at all levels.
Within this work stream our approach will be to ensure that nurses are able to support patients and
service users to achieve patient focused outcomes. We will ensure safety, quality and reduce
variation.
In order to do this we need to make sure that patients get the right care in the right way and to
ensure that any variation in this care is reduced by working productively. We need to increase
efficiency, reduce waste and optimise use of technology. We need to ensure we have the staffing
and skills right in every teams. We need to evaluate, reflect and learn from how we are working.
When patient’s experience care that we are proud of we all need to shout about it, let people know
so that we recognise it and model it. We need to share our best practice through more scholarships,
nursing research and publications.
Effective use of resources
We want to develop a sustainable competent and caring workforce and ensure that we have the
right skills for now and for the future. Our nurses and health care support workers are our greatest
asset and we want to support them to provide great care.
Within this work stream our approach will be to focus on professional workforce development and
support the work of our Productivity, Efficiency and Effectiveness work group.
In order to do this we need to ensure the right systems and processes are in place and establish
opportunities for practice development for support workers, students, newly qualified nurses,
established nurses and those offering advanced practice. With our educational partners we will be
developing apprenticeships, nursing associate roles and advanced clinical practice and approved
clinician roles for nurses. We want to continue to recruit and retain the best nurses. We will also be
maximising the opportunities for nursing across a spectrum of clinical experiences including
promoting integrated nursing care within all of our communities including prisons. We want to
ensure equality and diversity for all and will support all our talented nurses to progress their careers
ensuring representation from black and ethnic minority groups.

Nursing Care Strategy
What matters

Adding value by ensuring
the wellbeing of our
nursing workforce fostering resilience
to enable our nurses to respond to
our changing health care models,
systems and efficiency drivers

Adding value by ensuring
that our nursing workforce live our values ,
delivering the best clinical outcomes for our
patients and service users

Adding value by ensuring
the most efficient and effective use
of resources and maximising nursing workforce
job satisfaction , motivation and
competitive position through effective
management of people,
processes and performance

Work Plan
SMART objectives
2016/17

Our priorities

Patient and staff
experience
Wellbeing supporting
and
caring for our people

Clinical outcomes
Leadership –
enabling culture and
living our values

Effective use of
resources –
Growing our Oxleas
workforce

Work stream 1 - Lead Janice Algar
•
•
•
•

To engage the nursing workforce in wellbeing strategies
To achieve reflective practice in all 1:1 supervisions
To achieve 100% revalidation on time during 2016/17
To implement the Culture of Care Barometer after piloting
in one Directorate (Prison & Forensic have volunteered)

Work stream 2 - Lead Simon Sherring
•
To see improvement in the application to practice of
Safeguarding and Mental Capacity
Act, demonstrated by audit and local engagement
•
To implement real time safe staffing monitoring within a year,
and for the commissioned Keith Hurst analysis of three
mental health wards to be completed.
•
For all nurse assurance visits to score above 90%
•
To achieve a minimum of 10 nursing
publications over the course of the year

Work stream 3- Lead Maggie Grainger
•
•

•
•
•

To achieve an increase in uptake of training opportunities
Strengthen the role and develop opportunities for HCSW’s
for newly qualified, established and advanced nursing
practice ,and approved clinician roles
To increase the number of our BME nursing
workforce gaining promotion
To widen access to nursing and nursing roles through
apprenticeships
For all prisons to provide student placements
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Council of Governors Update

Item from

Andy Trotter, Chair

Attachments

Front sheet only

Item
Enclosure

11
10

Summary and Highlights
Since the last board meeting, the following activities have occurred:
Governor intranet
The new governor intranet launched on 15 April 2016. For the first time, governors have access to a
wide range of information in one place to help them fulfil their role.
By-Elections
The by-election process completed on 20 April 2016 for the vacant governor positions - Bromley
Public and Staff: Forensics and prison services. The following candidates have been elected
following a member vote:
Bromley Public: Alan Ingram
Staff: Forensics and prison services: Suraj Persand

However, Alan Ingram has since advised that he is unable to take up his governor role due to ill
health. Therefore, the Bromley Public governor vacancy will be included in the Summer elections
and the position will remain vacant until the Summer election is complete. Also Bromley Public
governor Alison Spence has resigned as she is relocating.
Membership Committee
The Membership Committee met on 12 April 2016. A key focus of the meeting was discussion
around this year’s Annual Members’ Meeting, Staff Recognition Awards and Oxleas Exchange.
CQC Governor Focus Group
A wide range of governors participated in the CQC focus group for governors on 27 April 2016.
Governor engagement
Raja Rajendran, governor elect representing learning disabilities within the Service User/Carer
constituency, participated in the recent ‘It’s good to complain’ event for people with a learning
disability.
Some governors attended the Collaborative Relationships: Oxleas’ Patient Experience/ResearchNet
Conference which took place in April.
Stephen Brooks attended the Governwell Governor Focus Conference as the Lead Governor was
unable to attend.
Recommendations
The Board notes the above
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NED report – Board Visits
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Andy Trotter, Chair
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Board visit summaries
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Summary and Highlights
Several visits have been undertaken by Board members and the attached summarises the
outcomes.

Changes to risk register

New risks identified

Recommendations
The Board to note.

Previous
rating

New rating

Rating

Template for Non-Executive Directors’ board visits
Date of visit
Monday 29th
February 2016

Service
ALD – Bromley CLDT

Attendees
Seyi Clement, Simon Hart, and Iain
Dimond

Brief description of service
Bromley CLDT is the community learning disability team for Bromley. It is in transmission to being an
integrated team with the Bromley Social Service team, providing a fully integrated health and social
care service, but this transmission seems have taken longer than expected with some consequences
for staff moral on the Bromley LA side. It is located at Yeoman House, 63 Croydon Road, London,
SE20 7TS. The building is managed by a 3rd party which also has its own disadvantages which we
detail below.
The team is a fully multi-disciplinary and the type of work will include supporting people with mental
health needs, complex physical health needs, challenging behaviour and Autism. It is the only team
within the BBG which has a specialist Epilepsy Nurse, who has been kind enough to lend his
expertise across the BBG and his taking the lead in this area to develop best practice in the delivery
of care to LD service users with epilepsy.

Overview of visit
We sat through one of the senior managers’ team meeting and one can’t but be impressed by their
commitment and professionalism. Their knowledge of the service users is impressive, as is their
commitment to providing a high quality service. We were opportune to stumble across a room with
paintings by service users, which are worthy of a more glamourous setting. Consideration should be
given to establishing an Oxleas Gallery for painting of these quality.
However, one couldn’t but notice that the environment could be improved, with staff wheeling
electric heaters from room to room to keep warm. We also meet with the Bromley LA staff, some of
whom will be transferring and some of whom have decided to leave the service. We will share our
experience with the Board.

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

Issues raised

Action

1. The heating system in the property could
be improved as alluded to above.

I understand that the team may be relocating
soon, but this will be kept under review.

2. The telephony needs an overhaul, with
lines dropping and other fault, which
affect the quality of service, reported.

As this is managed by a 3rd party and no
improvement in sight, consideration will be given
by Estate to have a VOIP installed, if possible.

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

16/3/16

Service

Bexley Older Persons Community
Mental Health Team

Attendees

James Kellock, Estelle Frost, Abi Fadipe
(apologies from Ify Okocha)

Brief description of service

The team provides services to older people in the community in Bexley as well as hosting events at
Emerton Close

Overview of visit

We met 11 members of staff, and management, but no patients.
The team described itself as “very helpful”, “homely”, “people you want to work with”. It had
moved in to new premises only two months ago and inevitably there are teething problems; the
main issues being hot-desking and parking (management are talking to estates).
We discussed caseloads and job planning was said to be a help (Wendy Lyons is coming to talk to the
staff about the changes).
Primary care Plus (the Bexley model) was discussed. Staff felt there had been some successes with
this but there was some way to go. For example GPs are not clear on boundaries and the
relationship with Social Services is less good now that Social Workers are no longer integrated in the
team (unlike Greenwich). This has an impact on patients as they get stuck in hospital for longer than
is needed.
The team has introduced a late shift (12-8) to benefit patients; this is going quite well.
All staff had had supervision in the last six weeks.
The messages the staff wanted the Board to hear were “we’re efficient”, “difficulties with Social
Services” and “Board visits are a good thing – it’s good we are listened to”.

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

Issues raised

Data input takes a long time
Unclear whether this team or District Nurses are
responsible for updating patients’ physical health
records
Car parking is a problem with outsiders blocking
spaces
Relationship with Social Services could be better

Action

AF to raise with the RiO team
AF to raise with Adult Community Services
EF to raise with Estates
EF to raise with Bexley Social Services

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

31 March 2016

Service

CASH Service, Market St, Woolwich

AT, BT, JS, KS

Attendees

Brief description of service
Provides Contraception, Sexual Health and Community Gynaecology services. The Gynae service is
appointment based but the Contraception and Sexual Health (CASH) services are provided on a drop
in basis. It is a busy service.
CASH Service is currently being retendered by RBG with the outcome due soon. In the tender we are
in partnership with L&GT who, if we are successful in the tender, will take the community HIV
service we currently provide. However, other services will transfer from L&GT to Oxleas, with a net
increase in services provided by Oxleas.

Overview of visit
Very positive visit led by Jane Dickson, the Consultant in charge, who appeared to be a great leader,
very enthusiastic and with a number of ideas to improve the referral of women to the gynae services
which she felt would be a better result for both the women concerned and the commissioners. She
has already achieved quite a lot in this area and this could be a compelling case study to share with
the new personnel at Greenwich CCG.
If Oxleas win the CASH tender then more clinical space would be needed, with a more or less
permanent use of the current non-CASH treatment rooms on the ground floor in Market St (which
are only intermittently used).
We also toured the upper floors of the building which include quite a lot of (carpeted) therapy
rooms which Jane told us are used at a fairly low level. This appeared to be the case on the day
visited. This led us on to a discussion of whether we had a clear person / department responsible for
looking at the usage of our key buildings, and our ability to use them more consistently, potentially
freeing up other buildings.

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

Issues raised

Action

Initiate a review of the usage of the key buildings
in the Trust’s Estate and develop a plan to
improve utilisation, potentially freeing up other
sites for disposal / termination of leases

BT / RE

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

5/4/16

Service

Bromley Memory Service

Attendees

James Kellock + Estelle Frost (apologies
from Adi Fadipe and Ify Okocha)

Brief description of service

The service receives referrals from GPs to assess and diagnose patients with apparent memory loss.
It then starts treatment before handing patients back to their GP. Typically patients stay in the
service for up to 18 months.
Patients are assessed at Bridgeways or in their own home/ care home.
A number of patient and carer groups meet at Bridgeways.

Overview of visit

We met with the manager and then separately with eight members of staff (out of 13). No patients
were available.
The team had recently lost some members and recruitment has been difficult (a recent attempt to
secure three new staff only yielded one). It depends on Bank staff and one Agency staff member(all
of whom are very experienced)
The team seemed happy, experienced and to enjoy their work. It has recently (February) moved into
Bridgeways (where it is co-located with the CMHT and Care Home Project), a move that exceeded
expectations, although a number of issues about the accommodation are still being worked on.
Staff raised a number of issues around the accommodation but advantages from co-location were
recognised. DOCMAN was praised for speeding up letter-writing and RiO criticised for causing
unnecessary work. Seeking feedback from patients is well-established and this is shared with the
team by the manager in business meetings.
Oxleas was regarded as generally very good: some felt the move to hot-desking had not been

particularly good while others felt it had been handled well.
Staff felt well-prepared by management for the CQC inspection in April.
The messages staff wanted the Board to hear were “a good team”, “Debbie is a really good
manager”, “everyone is very helpful” and “the working environment is quite pleasant”

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

Issues raised

To review how the burden of assessing initial
referrals is shared
To see if the heating of the meeting rooms can
be improved
To find out where the video-conferencing
equipment has gone
To find out how/to whom staff can report
suggestions for improving RiO

Action
(all) EF

Template for Non-Executive Directors’ board visits
Date of visit
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5 April 2016

Service
Prison – Elmley & Swaleside (Kent)

Attendees
Steve Dillworth
Jane Wells
Alison Furzer
Elizabeth Zachariah
John Enser

Brief description of service
The Sheppey Group is an amalgamation of the three establishments, Elmley, Standford Hill and
Swaleside. Elmley is a purpose built local Prison serving all courts in the county of Kent. Swaleside is
a Category B Prison (with less turnover). Oxleas provide mental health services at the prisons
including in-reaching to the prison inpatient units.
The care at the prison is provided by a range of different providers including inpatient by IC24,
substance misuse by RAPT and a GP provider for primary care.

Overview of visit
We were introduced to the services and teams by outstanding operational and team managers
Naomi Price (Elmly) and Fananidzai Hove (Swaleside) who were both very proud of their services
and demonstrated how far they had developed since 2014. Noami commented that at the last CQC
visit there received good feedback and verbally were told they were the best prison mental health
team in the country which was a great morale boost. We also met a CQC inspector on the visit as the
prison has been inspected this week.
Elmley – recruitment has been an issue but currently only 1 band 5 and 2 band 6 nurse vacancies.
Recruitment tends to be local and a strategy of attracting and growing newly qualified staff is being
adopted through close working with Canterbury and Greenwich Universities. There is a locum
Consultant and plans to recruit a substantive consultant afoot. This will greatly strengthen the
involvement in quality and governance structures. Agency staff move between the main health care
providers in a pecking order based on rates of pay offered but tends to be the same people.
We met the clinical team, visited the inpatient unit (20 beds) and visited the Bradley resource centre
providing opportunities for art and creativity. The team have circa 250 new referrals a month. A
regular problem is that prisoners are often unable to attend for therapeutic activities because there
are not enough prison officers so they remain in cells. A letter has been written to the governor
articulating the benefits. We were shown a very comprehensive programme of group workshops
available.
Swaleside – we met the teams, visited the inpatient beds (17 single room beds although 3 were
closed due to damage) and visited the PIPE (Psychologically Informed Planned Environment) service.
This is an offender personality disorder pathway for high risk adult male prisoners with emotional,
relationship and behavioural difficulties that prevent them from completing their sentence plans.
The Pathways Service has two functions – an Engagement function and a Treatment function. The
Engagement function offers men the opportunity to live in a supportive environment where there is
a focus on interpersonal relationships, motivation to engage, group process and preparation for

treatment readiness. The Treatment function offers more intensive therapeutic support for those
prisoners who are able and motivated to address their emotional and interpersonal difficulties. The
prison officers were very happy to be involved in this initiative although not all prison officers were
involved which sometimes created tensions elsewhere in the prisons in terms of numbers of staff
allocated. We were shown a museum of photographs in the portacabin museum.
Pam Attwell and Matt (prison officer) Oxleas staff and Prison staff respectively estimated that on the
PIPE project 25% of attendees are showing remarkable progress, about 50% have improved and 25%
deselect or it doesn’t work for them.
Debbie Smith (STAR Worker) at Swaleside (Oxleas staff) has driven through the impressive and
successful emotional wellbeing Peer Mentoring programme enabling prisoners to coach and support
other. This is having great effect. We feel this may be unique in terms of a comprehensive support
model.
The main challenge faced by the teams was the fragmented arrangements of commissioned multiple
providers which require constant attention to relationship building and maintenance.
Feedback from people we met:
Neil Thomas Deputy Governor Elmley "The service and support from Oxleas is first class"
Trudy Taylor (IC24) "We have a first rate relationship with Oxleas staff"
Actions will be entered on to Board visits action tracker which will be reviewed at Board every six months

Issues raised

Action

Debbie Smith to write something up on her
programme with individual case studies on a
micro level but also aggregate data for a macro
analysis.

Jane Wells to follow up and support individuals

Jane Wells to follow up and support individuals
Naomi Price (Elmley) and Pam (Swaleside) were
asked to let us have some data treatment
outcomes if they can put this together - very
useful as evidence that what we are doing has
real impact. Anecdotally we know that it does.
Jane Wells to follow up with HR
Tim –recruitment process specifically the
references delaying appointment substantively
John Enser to follow up
Swaleside team store their milk and lunches on
the window sill as it is cold. They do not have a
fridge. Although they expressed no problem with
this, it would be a nice gesture if we could offer
to provide them with a fridge.

Template for Non-Executive Directors’ board visits
Date of visit
6th April 2016

Service
Goddington Ward, |Green Parks
House

Attendees
Andy Trotter
Lorraine Regan

Brief description of service
Goddington ward is a 16 bed working age adult acute ward located in Green Parks House, Bromley.
The ward manager is Paul Graham who is new to post (approx. 6 weeks in) and the consultant is Dr
Victor Doku, a locum who has worked in the Trust for some time but has been on Goddington Ward
since last November.

Overview of visit
We had an initial meeting with Paul and Victor who provided an extensive overview of the work
currently being undertaken to develop stronger team working. They described some of the
challenges which focussed on staffing levels and communication. We touched on how well
embedded the learning was from recent level 5 incidents responses focussed on the support being
provided to staff rather than specifics of the action plans.
We had a good discussion on the status of patients on the ward and how leave is managed including
how staff manage requests from informal patients to leave the ward.
We then met a group of four staff, two HCA’s, one staff nurse and the ward administrator. They
were open and honest about their experiences including their experience of being verbally abused
by patients. Their main area of concern was in relation to band 5 vacancies and the over reliance of
agency staff who were often unable to perform the full range of duties.
All staff reported to have regular supervision, although, acknowledged with the level of nurse
vacancies sticking to the timescales was challenging. They recognised the stability that Dr Doku had
brought to the ward and felt that he was a very team focussed Dr who showed a great deal of care
towards nursing colleagues.
We concluded the visit with a walk around the ward.

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

Issues raised

Action

Concern over lead in time for nurses recruited via Lorraine to obtain an update on recruitment from
the Saturday recruitment days as many of these
HR colleagues and share with Paul.
staff are not yet qualified and therefore start
dates are likely to be around September.

Board of Directors
5th May 2016
Agenda item
Item from
Attachments

Item
Enclosure
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Annual report and Quality Report - Delegation of approval of
the annual report 2015/16 and Quality Accounts
Sally Bryden, Trust Secretary/Associate Director of Corporate
Affairs
Front sheet only

Summary and Highlights
The text of the Annual Report 15/16 needs to be submitted to Monitor by 27th May. This is prior to
the next meeting of the Board of Directors (9th June). Therefore, it is proposed that approval for the
document is delegated to the Audit Committee meeting on Tuesday 24th May.
The annual report will be compiled to meet the requirements of the NHS foundation trust annual
reporting manual 2015/16 published by Monitor and will include the quality accounts. It will be
reviewed by our external auditors for compliance and a draft will be circulated to all Board
members for review.
Once the text has been submitted to Monitor, it will be laid out into the final document format and
printed for submission to Parliament by 24 June 2016.
Recommendations
The Board agrees to delegate authority in this matter to the Audit Committee

Board of Directors
5th May 2016

Item
Enclosure

Agenda item

Business Committee update (19 April 2016 meeting)

Item from

Jazz Thind, Acting Director of Finance

Attachments

14
13a&b

a) Finance Report
b) OHSEL Memorandum of Understanding

Summary and Highlights
Greenwich CCG
The Committee noted the on-going dialogue with the CCG and that the CCG continues to look for
£4m of local efficiencies, part of which will be supported by non-recurrent resources. Our
discussions have been linked to service changes with a shared understanding by both parties on the
how we will seek to mitigate any negative impact on quality and safety. Our latest position includes
plans for a maximum of £3.2m. The CCG and Lewisham and Greenwich Trust we understand are in
‘pendulum arbitration’.
The Committee were updated on the on-going overseas invoice issue with Greenwich CCG. The
CCG have requested that the Trust refund the gap between the allocation received and the amount
paid out. The under-allocation based on data we have seen, indicates the CCG under-reported the
costs and as consequence did not receive the correct level of funding. We have had a number of
discussions with the Department of Health (DH) on the guidance and how allocations are calculated
and are confident we are due this income. DH colleagues agree that having a ‘host’ CCG
arrangement in place is not unusual and we understand that they have explained to the CCG that it
would be in its interest to retain this function. The CCG wish to audit our charges (which we have
agreed is acceptable) and are seeking a legal review. Both DH and we have asked to be updated on
what the nature and focus of the latter will focus on.
Bids and Tender activity
The Committee received and noted an update on the tender activity.
•

•
•
•

Integrated CYP Therapies Services have been put out to tender by the CCG as part of the
wider Royal Borough of Greenwich Children’s tender. We were only notified of this post the
event and tried to influence them to reconsider the decision but this has not been
successful.
The Committee discussed and agreed we would not proceed with a bid for Bexley IAPT.
Dialogue is progressing on the Greenwich MSK tender.
The Committee noted that the Trust was awaiting feedback on the following 4 bids:
Contraception and Sexual Health – Royal Borough of Greenwich (RBG)
Integrated Children’s Service – RBG
Bromley Employment Recovery – Bromley CCG
Support to South East London (experience of victims and survivors of child sexual
abuse) – IICSA

Sustainability and Transformational Plan (STP)
The Committee were updated on the South East London STP. The main area of focus is how
the acute providers will work together in managing the activity within the resources
available. Community based care is seen as the way forward with significant savings
assigned to this.
Bexley Integrated Care provider
The Committee discussed the content of the briefing paper which summarised the proposal
to form an Integrated Care Provider Organisation; and proposes the formation of a
Programme board and associated work streams to develop a Full Business case, and move to
implementation if agreed. This paper described what an integrated health and social care
provider (ICP) would look like, the principles that will underpin its operation and the
information and other technology that will be required to enable staff to deliver the
outcomes we are seeking. The Committee agreed to the Executive progressing this work.
Capital Investment Committee
The Committee were informed that Care Plus had gone into liquidation. They currently lease
Oakwood Drive. We are exploring alternative tenants, this includes the local council and
Chiltern Support. The Trust is also looking to develop a new strategic estates partnership
with another organisation to see how we capitalise on our portfolio of properties and
develop strategies for increased commercial gain. This may yield around £10m - £15m for
the Trust in the future.
The Committee agreed to award the QMH car parking and external lighting contract to
Conamar.
Financial Recovery Plan
The Committee noted the unprecedented financial pressures facing both Adult MH and
Adult CHS. Their respective finance meetings have now been rebadged to financial recovery
meetings with a focus on delivering an outturn position that meets a defined ‘control total’.
A key issue is how we reduce costs within Adult CHS as the focus of this will be reducing the
level of agency spend in the district nursing service which will have an impact on activity
levels.
Finance Report
The Committee noted that at the end of period 12 the Trust reported a full year surplus of
£87k and that on a full year effect basis we had met our CREs target of £6.8m. The Trust
continued to maintain a risk rating of ‘3’ supported by a strong cash position. Agency within
the month of March spiked and is linked partly to prudency for missing invoices, but data
also shows usage to cover staff sickness, annual leave and additional observations.
The Committee was updated on the need to increase the 2016-17 CRE target to approx. £8m
in recognition of the discussions with Greenwich CCG on the additional efficiencies
requirements.
Other Highlights
 The Committee agreed to fund the Invest to Save bid for a CRE Project Manager
(£60k x 2yrs)
 The Committee agreed to make a recommendation to the Board of Directors to sign

the OHSEL Memorandum of Understanding. The document seeks sign-up and
agreement to exploring the collaboration opportunities and a commitment to the
joint objectives. It is not seeking sign-up to specific implementation changes.
 The Committee agreed to extend the Conceptunet and Original FM Solutions
contracts until January 2017 when the services will be re-tendered.
 The Committee signed and sealed the contract for the QMH phase 1 works.
Recommendations
The Board notes the key highlights.
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Position Overview
Surplus
•
•

•

•
•

We have delivered a surplus for the 12 months ended 31st March 2016 of £87k, which is £913k
behind the year end plan.
Achieving our planned surplus of £1.0m has been recognised as being unachievable. This takes
into account a concerted effort to minimise non-essential spend and maximise, where possible,
income across all directorates.
We carried out a revaluation of our estate, which has reduced the book value of our estate by
£3.1m. This is reflected through a £2.7m increase in revaluation reserve offset by a £5.8m charge
to the income and expenditure account.
The overall impact of the above is that we will be reporting a deficit of £5.89m.
The revaluation adjustment is a one off item and is excluded from our monitor ratings. Monitor’s
focus is on our underlying position.

Cash
•
•
•

Total cash and short term investments was £85m at the end of March 2016, a £6.3m net increase
from March 2015.
There was a decrease in cash from February of £5m which reflects increased payments to
creditors due to year end processing and a PDC payment of £1.3m.
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 the Trust Plan scores 3.5 which rounds up to a rating of 4.0 and denotes ‘No Evident Concerns’.
At 31st March 2016, under this new framework, we score a 3.0. This denotes ’Emerging or minor concern potentially requiring scrutiny’ with potential
enhanced monitoring.

CRE and contract reductions delivery
•
•
•

•

The Trust savings target for 15/16 was reduced to £6.8m (previously £7.0m) due to RGB and LB Bexley not requiring the level of savings previously
anticipated.
Plans for £6.8m full year effect were identified and all plans were delivered in line with expectations.
The target CRE target for 16/17 is estimated to be £8.5m. Savings schemes to the value of £8.8m have been identified with £1.3m and £5.8m of these
being medium and high risk respectively. Further quality impact assessment is still required on a number of schemes and the detailed narrative will be
shared at the next quarterly CRE Quality Sign Off meetings.
All services will now be asked to draw up outline plans for 2017/18. These will need to continue to be ambitious and aim to maximise savings earlier rather
than later, to ensure we are in a strong position to meet the challenge beyond 2017/18.

K ey areas of focus
•
•
•

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

•

Under the new Monitor Risk Assessment Framework, the Trust scores 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 £913k behind plan.
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Statement of Comprehensive Income
Surplus
•

•

•

We have delivered a surplus for the 12 months ended 31st March 2016 of
£87k, which is £913k behind the year to date plan. This is due mainly to
the continued pressure on bank and agency usage.
The Trust was unable to recognise a profit on asset disposal as the sales
of Colyers Lane and Murchison Avenue were not completed by 31st March
2016.
The Trust has incurred a one off £5.8m impairment charge associated
with the revaluation of our estates.

Income
•

Income is £1.0m behind plan. This is mainly due to :- additional deferred
income for projects where expenditure is behind plan or expected to be
incurred in the latter part of the year; continued reduced levels of noncontracted income in relation to Forensic Services, Ivy Willis House, The Tarn
and Kelsey Ward; offset by higher than planned income at Atlas House;
increased funding for escorts and bed watches and cost and volume activity
associated with MSK services.

Expenditure
•

•

Pay expenditure is £4.5m higher than planned, due mainly to the cumulative
spend associated with bank and agency usage across all services. The latter
has reduced as a result of the focussed efforts of the task force work but
remains an area of focus.
Non-pay expenditure is £4.5m lower than plan due to reserves held centrally
not yet allocated and the lower than planned project spend offset by the
deferral of income above and a reduction in non-essential spend.

•
•

Funded M12 YTD Agency Spend £5.5m
Unfunded M12 YTD Agency Spend £14.5m
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Statement of Financial Position
Sum m ary
£m

As at
31/03/16

As at
31/03/15 Movement

Land, Buildings & equipment
Intangible assets
Trade & other receivables (>1yr)
Non-current assets

122.9
0.1
0.3
123.3

113.7
0.0
0.3
114.0

9.2
0.1
0.0
9.3

Stocks
Trade & other receivables (<1yr)
QMH redevelopment
Working capital
Unallocated cash
Current assets

0.3
16.9
49.1
24.0
11.9
102.1

0.6
15.0
46.7
24.0
16.1
102.4

-0.3
1.9
2.4
0.0
-4.2
-0.2

Creditors (<1yr)
Provisions (<1yr)
Current liabilities

-41.1
-6.6
-47.7

-35.4
-8.8
-44.2

-5.7
2.2
-3.5

Creditors (>1yr)
Provisions (>1yr)
Non-current liabilities

-10.1
-1.9
-12.0

-10.4
-2.0
-12.4

0.3
0.1
0.4

Net assets

165.8

159.8

6.0

Public Dividend Capital
Revaluation Reserve
Income & Expenditure Reserve
Other reserves
Total taxpayers' equity

112.1
44.9
7.4
1.4
165.8

103.1
42.2
13.1
1.4
159.8

9.1
2.6
-5.7
0.0
6.0

•

Net assets have increased by £6.0m to £165.8m in year ended March 16.

 Total capital spend to March was £16.1m. Of this £5.4m has been capitalised
with the balance accounted for as ‘assets under construction’.
 The revaluation of our estate reduced the book value by £3.1m.
 Trade and other receivables have increased by £1.9m to £16.9m between April
and March.
• Trade receivables have increased by £1.4m compared to last year.
• In March we had Non-NHS accrued income (income not yet invoiced) of
£0.4m. All NHS income was invoiced in accordance with year end NHS
deadlines.
• Prepayments and other receivables have increased by £0.2m between April
and March mainly due to OCS and Interserve invoices.
 Creditors (<1 yr) increased by £5.8m to £41.2m between April to March, this is
predominantly due to an increase in our trade payables in the period (£4.5m).
 Total provisions are £11.6m, £3.2m of this relates to bad debt provisions (see
Appendix 3 for breakdown).
Monthly Cash (£m) vs Plan (since Mar '14)
100.0
90.0
80.0
70.0
60.0
50.0
40.0
30.0
20.0
10.0
0.0

Plan

Actual

F'cast
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Debtors & Payments
Debt sum m ary

•

Total debt at 31 March 2016 stood at £13.2m, a net increase of £0.9m from March 2015.
Approximately two thirds of the outstanding debt (£8.5m) relates to three organisations:
Kings, Greenwich CCG and Royal Borough of Greenwich.
Debts >90 days increased to £2.7m in March.

•

As at 28 April 2016 total debt has increased to £15m with debt over 90 days now standing at
£3.5m.

•

The over 90 days debts that are a cause for concern are noted below:
 £0.4m Royal Borough of Greenwich (RBG) MST income for specialist children services.
On 25 February Director CYP wrote to the Senior AD Children’s Services at RBG
demonstrating how the agreed funding was utilised. We have requested a face to face
meeting with the Borough to resolve.
 £0.6m Greenwich CCG (£0.3m since 31 March 2016) dispute in relation to payments for
overseas patients. This has been raised with CFO at Greenwich CCG and NHS England.
 £1.8m King’s debt (a further £0.8m moving to this category since 31 March 2016) being
held due to cash flow problems. AD FS&A is liaising with the Kings DoF to facilitate
payment. We are now not processing any payment to Kings.
 £0.3m Community Health Partnership for soft & hard FM charges at Eltham community
hospital. Non-payment is linked to our on-going discussion with CHP on charges levied to
us as we are unable to pay these without further information. Once this is made
available we anticipate this issue being resolved.
 £0.2m medical records; we are advised that the Trust Development Authority have
written to medical record debtors encouraging settlement.
 £0.2 L&G NHS Trust – Costs relating to QMH site. We are preparing a schedule of debts
due to and from L&G to ascertain the net position.

The public sector payments target is that 95% of invoices are paid within 30 days of
receipt of goods or a valid invoice. In March 84% of invoices by volume and 82% of
invoices by value were paid within this target.

1.1

Mar-16
2.3

NHS debt

10.1

8.3

10.9

Total Debt

12.3

9.4

13.2

Non NHS > 90 days

0.7

0.5

0.5

NHS > 90 days

1.9

1.6

2.2

Total > 90 days

2.6

2.1

2.7

Provision to cover this debt

3.2

3.2

3.2

Number

Value

100.00
80.00
%

•

Feb-16

2.2

Invoices paid (%) within 30 days

The team continues to focus on reducing > 90 day debt to £1m and > 60 day debt to £2m
(including the £1m > 90 days) this was not achieved by year end but remains a target.

P aym ents

Mar-15

Non NHS debt

60.00
40.00
20.00
0.00
Mar-14
Apr-14
May-14
Jun-14
Jul-14
Aug-14
Sep-14
Oct-14
Nov-14
Dec-14
Jan-15
Feb-15
Mar-15
Apr-15
May-15
Jun-15
Jul-15
Aug-15
Sep-15
Oct-15
Nov-15
Dec-15
Jan-16
Feb-16
Mar-16

•

£m
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Investments
Estates & I T Capital

Forecast
Actual spend for the year was £16.1m, which is £2m behind the revised forecast. This is primarily due to underspends against small projects less than £750k and
ICT spend.
Key highlights:
 Redevelopment of the site – the Board agreed phase 1 of the redevelopment plan at a capital cost of £21.9M on 7th April. This includes the Guaranteed
Maximum Price (GMP) from GallifordTry (Phase 1 construction & design) of £13.8M excl VAT. GallifordTry continues to perform very well, working
alongside our Estates team. They are mobilising currently, with a start on site 18 April.
 The Kidney Treatment Centre (KTC) - GSTT and Diaverum have both confirmed their acceptance to the Agreement to Lease, and reported they will be
signing their service contract by the 15th April. This will in turn enable Diaverum, as lead tenant, to sign the Agreement to Lease.
 The Children's Development Centre in F Block - The construction contract has been awarded to Forrestgate and a pre start meeting has taken place. Start
date is 25 April with completion by the end of August 2016. We are working with children, families and staff, to finalise the internal finishes. We are also
running a competition to name the new building.
 Backlog Maintenance: Backlog maintenance work continues with the replacement of the service risers in the main building to address the Water Risk
Assessment (risk of legionella). Costs have been received from GallifordTry to replace the old timber windows in B Block of c£500k – these are under
review. The next phase of backlog Maintenance works is being developed with condition surveys commissioned for the remaining plant rooms on site to
identify the remaining work required.
 Car park works and external lighting tender has been returned and is below the pre-tender estimate and our budget, a recommendation for tender award
was approved by the Business Committee. Works to start May 16 with 8 month programme.
 Cancer Treatment Centre – HTI are reporting contractual difficulties with the contractor Arien. Current completion is now anticipated as mid to late May
2016. Clinical occupation is now due to be late 2nd quarter 2016.
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Risks
Financial risks scoring 8 or above have been included in this section and reflect the ratings as at the January 16. The full Finance risk register was
presented at the January meeting of the Risk Committee and the below reflects the latest agreed risks and the ratings.

Risk theme / area
(CQC Outcome)

Risk description

Level and rating
(C x L)

Change since last
review

Cash Releasing Efficiencies
15/16 and beyond

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.

High (12)
(4 x 3)



Reduction in future
contract values

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

High (12)
(4 x 3)

Agency staff

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

High (12)
(3 x 4)




Shift towards a
competitive market
environment

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

Moderate (8)
(4 x 2)



Delivery of the capital
programme

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

Moderate (9)
(3 x 3)



Changes in commissioning
structures

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

Moderate (9)
(3 x 3)



Debt levels

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

Moderate (9)
(3 x 3)



Greenwich CCG in
Turnaround

FN23: NHS Greenwich CCG faces significant financial challenges with high rate of staff turnover. It has
appointed a turnaround director to put in place a recovery plan to rebalance its underlying financial
position. There is a risk that the level of efficiency savings required on 16/17 Greenwich contracts may be
substantially higher than previously anticipated.

High (12)
(3 x 4)

New Risk
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Appendix 1 - Operational performance
Sum m ary:
•
•
•
•

Clinical services are overspent by £3,891k.
Corporate Services are underspent by £606k.
Service directorates continue to demonstrate a slowdown in spend or an increase in income with
the exception of Adult Community Services.
The task force regime has been set up for those Directorates RAG rated ‘Red’. The task force is
working with these Directorates to develop robust financial recovery plans focussing on the key
issues to be resolved, monthly forecasts, and trajectories to reduce overspends.

CR Es:
•
•

The Trust savings target for 15/16 was 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 £6.8m full year effect have been identified with a current in year saving of
£6.0m.

Significant operational variances:
Adult MH: High Risk – current overspend and risk gap in future CRE plans
• Community MH: in month £90k overspent; £186k YE overspend. Main reasons for the in-month
overspend relate to non-pay due to:- increase of Bromley S75 provision; increased drugs costs,
increased printing; expenditure on SIMS and higher referrals for pathology.
• Inpatient, Rehab & Crisis: in month overspent by £163k; £1,505k overspent at year end. Pay
spend was overspent by £164k mainly due to unfunded bank and agency usage; the majority of
this relates to nursing and this is as a consequence of increase in observations, study leave and
sick leave. £157k of Ivy Willis Closed income, in relation to a Greenwich patient, has been
invoiced but is not being recognised as this is currently under dispute. UEA expenditure continues
to decrease (£3k in March, YTD £397k).

Forecast Outturn:
•

Year end position exceeded forecast overspend as IRC spent more on unfunded bank and agency
costs due to more observations and leave in month. Separately CMH recorded more non-pay
costs.

L.D.: Low Risk
• Underspent by £578k. Atlas House income continues to over perform (5 ECR clients at March
2016). £82k of additional income associated with 1:1 observations is under dispute and on the
basis of being prudent this has been removed from the reported positon. Pay costs in the
directorate continues to underspend mainly due to a nurse management post vacancy.

Forecast Outturn:
•

LD was £58k more underspent than forecast because of additional income generation which
include funding for the Greenwich Dementia Baseline Assessments Projects and a Health
facilitation post.

Older Adults: Low Risk
• Underspent by £52k in month, overspent by £77k at year end. The in month underspend mainly
relates to the release of additional funding including winter resilience monies related medical
agency and other costs.

Forecast Outturn:.
•

The outturn was better than expected due to additional funding covering in year spend.

Children & YP Services: Medium Risk – gap in CRE plans and level of in-year overspend
• £79k overspent in month, £533k full year. Agency costs (£60k) driven by additional costs for
Greenwich Paediatric Doctors; Bromley CAMHS and Bexley Community Nursing. Non pay costs
were also higher in month driven by small increases across a number of expenditure lines including
travel costs.

Forecast Outturn:
•

Year end position exceeded forecast for reasons above.

Community Services: High Risk – gap in future CREs plans and level of in-year overspend
• Overspent by £287k in month, £2.2m full year. The underlying run rate of approx. £230k per month
is unchanged but with additional year-end costs including Greenwich Home Oxygen invoice £60k
greater than run rate.

Forecast Outturn:
•

Year end position exceeded forecast as the district nursing service continues to exceed planned
activity resulting in high agency spend. The recovery plan relies on a significant reduction in DN
agency spend. The service are considering a number of options, these will all reduce spend,
however level of reduction in agency cost will depend on the decisions we make as an
organisation.
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Appendix 1 - Operational performance cont’d
Forensic & Prisons: Low Risk
• Underspend of £81k in the month, £15k favourable YTD. Favourable movement is mainly due to one-off income for pathology costs (£80k). Income continues to
under- perform on Kelsey ward (patient discharged 3rd week of February), TILT (83% occupancy) and Overseas patients (70% occupancy).
HQ Services : Low Risk
• Central Income - £1.2m 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, and investments in mental health not yet fully committed e.g. Dementia, Crisis Concordat role and Winterbourne.
• Other material underspends are driven by Quality, Pharmacy and Governance (pharmacists vacancies and staff training), Estates (one-off rates rebate on 5 properties
backdated to 2011 and utilities), HR (vacancies), Informatics (vacancies due to RIO secondments), Therapies (vacancy and service users survey), Service Delivery
(vacancies) and Finance (vacancies and office expenses).
QMS: Low Risk
• The planned QMS full year surplus was £150k has been achieved. Transitional funding of £220k has been deferred in March bringing the net deferral in year to £1.2m.
Total project deferral amounts to £5.5m. This is due to a reduction in PFI costs for Green parks House (negotiated after the business case was submitted), unutilised
income contingency, partial utilisation of redundancy costs and earlier than planned closure of the restaurant/opening of the new café.

Forecast Outturn:
•

Forecast values in line with plan.

Other Corporate
• Underspend is due primarily to reduced spend on projects offset by lower than planned income (£1.2m) and central reserves that have not been allocated to operational
budgets or spent (£2.6m).
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Appendix 2 - Cash Releasing Efficiencies - 15/16 and 16/17 plans

* 16/17 estimated CRE target is £8.5m.
The table above assumes any under-achievement or over-achievement in 15/16 is carried forward into 16/17.
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Appendix 3 – Provisions
The table below sets out the provisions that the Trust held on its balance sheet at the year end, and shows the in year movement i.e. April to March 2016.

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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Our Healthier South East London (OHSEL) – Collaborative Productivity
Draft Memorandum of Understanding
Purpose
The providers have agreed to work together in order to improve care for the population they serve, and
improve the financial sustainability of their organisations. This document is the draft Memorandum of
Understanding (MoU) between six providers in South East London (SEL), who have agreed to come together
under the umbrella of ‘Our Healthier South East London’ to work on designing collaborative productivity.
This MoU covers the design and planning phase for the collaboration, and will be refreshed and developed
further before moving to implementation. The MoU is intended to be signed by trust boards to ensure all
organisations agree on the principles and objectives of collaboration in this phase of work.
Introduction
The affordability challenge faced by the SEL health economy is forecast to grow from £17m in FY15 to £818m
by FY21. The affordability gap is growing because the SEL population is growing and accessing health care
more often, and the NHS’ costs are rising more than inflation across the UK economy (to which allocations are
linked). The result is that not only is the system responding to greater throughput, but also that the sum cost
of activity is growing faster than allocations.
In order to move beyond the productivity constraints of approaching the current challenges as individual
organisations, the SEL economy needs to look at not only what can be achieved through traditional
productivity gains but also at what can be achieved beyond that by looking at productivity at scale.
SEL has started the journey to building new operating and business models that dramatically reduce cost and
help manage demand. If successful, in 2020 the SEL health and care economy will be financially sustainableoperating at scale delivering population health and improved outcomes. Key to realising this ambition is robust
delivery plans for collaborative productivity and a shared commitment from all partners.
This work will focus on taking forward the five opportunities identified and detailed in the ‘collaboration
opportunities’ later in this document.
Objectives of collaboration
The main objective of collaboration is to significantly consolidate provider overhead costs.
Savings estimates from the first phase of work suggest that up to £416m in savings could be delivered
through collaborative productivity- making a significant contribution to the predicted £818m FY20/21
system affordability challenge.
In more detail the objectives of collaboration are as follows:
 Reduce costs and improve efficiency by sharing administrative and back office functions across sites,
including procurement, and rationalising collective estates.
 Develop and implement networking of clinical support services so as to protect and improve the quality of
services to patients, while making the most efficient use of the available workforce and capacity.
 Make more efficient use of the SEL healthcare workforce reducing administrative burden on frontline staff
and reducing agency spend.

 Continue to build and strengthen the collaborative culture that exists among SEL providers. This will mean
that providers consider and promote the interests of the SEL sector as a whole, in addition to fulfilling the
obligations they have to their individual organisations.
Principles of developing collaborative productivity
The collaborative productivity opportunities we have identified will require more joined-up ways of working,
and most likely, changes to current governance arrangements. Below we have outlined our approach to
working together in developing tangible plans to implement collaborative productivity initiatives:
 Delivered at pace with clear accountability; having governance arrangements, delegation procedures and
explicit leadership of each workstream to facilitate continuous progress and timely decision making.
 Each provider will act in a supportive manner exhibiting strong, strategic leadership underpinned by
shared values which should permeate from the top down to the front line.
 Recognising the sovereignty of the organisations and that Trusts are membership organisations.
 Recognising that for some members, alternative networks may offer more suitable and appropriate
opportunities for collaboration. For example, collaboration between community and mental health
providers including with their counterparts across London and the UK.
 All providers will work collaboratively on all opportunities and commit appropriate resource and funding
 In some cases, sector led decisions must take primacy over local decisions.
 Where greater levels of benefit or pace may be possible by Trust’s progressing schemes individually
appropriate compensation will be developed and considered.
 Exemptions to participation will be made formally through the governance board and be evidence based
 Implementation plans will be developed to shared savings and benefits appropriately and fairly among
the providers, and consider risks and costs collectively.
 We will be open and honest about the implications of focussing on standardisation wherever possible.
Acknowledging that this will mean having to substitute products and/or services in some instances and
restrict choice but standardisation across the sector is critical to achieving significant collaborative savings.
Key stages of work
This phase of work will be structured in three stages:
 Validation of the size (financial benefit) of each opportunity with provider check and challenge against a
functional cut of expenditure. A number of data points will be used to refine this, including Trusts’
individual Carter letters;
 Development of a shared vision, design principles, and governance arrangements to enable and drive the
collaborative efforts between providers, and development of a joint approach to accessing the investment
required to deliver the opportunities; and
 Development of a delivery roadmap for each opportunity, identifying the required capability and capacity
to deliver.
The above workstreams will turn the high-level opportunities into tangible and realistic programmes of work.
Implementation will commence from June 2016 with the aim of full benefits realisation being achieved over
the next 5 years.
The delivery roadmaps will be developed over the next 12 weeks and will reflect and feed into the
Sustainability and Transformation Plan (STP) for the SEL health and care economy. Additionally, the
roadmaps will identify appropriate levels of funding with the view to secure transformation funding through
the STP. This will involve close working with collaborative clinical initiatives, the CCGs, local authorities and
other STP partners.

Overview of the collaboration opportunities
The project has detailed five areas where collaboration opportunities can reduce spend and improve quality.
The bridge graph in Appendix 1 demonstrates how these opportunities contribute towards closing the
affordability gap.
Capitalising on collective buying power
 Consolidating the procurement function across the six providers can deliver efficiencies through product
standardisation, reductions in headcount, following best practice and increasing our purchasing power.
 Consolidating and improving Pharmacy services can deliver efficiencies through optimisation of
medicines, stock holding, aggregated supply chains and rationalised deliveries.
 In practice this may be:
a. A standardised e- catalogue across SEL with an agreed emphasis on quality and price which will
drive savings.
b. A consolidated procurement function co-located for all Trusts and able to draw on best practice.
Standardising and consolidating business support services
 Back office functions include many essential enabling services; currently they are replicated across each
Trust. Creating new shared back office function offers the opportunity to drive efficiency through
standardisation, economies of scale and alternative sourcing arrangements.
 There is also an opportunity to professionalise the support services through investment in digital
technology to reduce administrative burden on front office staff and increase clinical productivity.
 In practice this may be:
a. A Shared Service Centre, a hub and spoke model with the majority of capability sitting centrally,
joint commissioning of some functions from other providers.
b. Online self-service portals, hand-held devices and dictation software.
Optimisation of the workforce through collaborative approaches to the use of staff bank and better
management of agency staff contracts
 A more aligned and agile workforce could generate efficiency through scale and sharing investment in our
people, pooling bank staff and better managing agency contracts.
 In practice this may be:
a. An economy wide staff-bank which all providers commit resource to and create a larger and more
agile source of bank staff to cover shifts and reduce agency spend.
b. Work as a collaborative to drive down the rates of agency staff and work with commissioners to
ensure a policy is put in place where a cap on agency fees is introduced.
c. Set an economy wide strategy for how we source, select and invest in our people and pursue a
collaborative learning and development initiative.
Capitalising on collective estates, rationalising services and point of delivery
 Developing a smart, collective estate can allow us to put our estate to better use and improve access.
Sharing the estate between providers, shifting points of delivery out to the wider community and
delivering care virtually can enable this.
 This work- stream will be carried out in full collaboration with CCGs and Local Authority groups to best
understand primary and community estate. Additionally the work-stream will work alongside and hope to
complement existing initiatives, for example the devolution pilot in Lewisham.
 In practice this may be:
a. Enlisting the support of a property management company to help us make strategic decisions and
bring expertise to commercially optimise complex PFI contracts.
b. Geographical moving of both front line and back office services.
c. Investment in digital solutions to transform the way we deliver care and manage patients.
Networking clinical support services to generate economics of scale and deliver a consistently high quality
service
 Consolidating clinical support services offers the potential to improve quality, leverage greater purchasing
power, better utilise equipment, and more effective manage of both staff and patients. Operational



synergies and skills development can also occur from multidisciplinary teams working across SEL, building
on best practice and enhancing accurate diagnoses and referrals.
In practice this may be:
a. Management of facilities and their supply chains across all trusts could be outsourced to a
subsidiary company or other jointly owned body in which the trusts are the income partners.

The opportunities outlined are broad and cover a variety of critical functions. Project planning will prioritise
our focus based on a number of factors, including; the size of the saving, the ease of implementation, and
areas where we have an existing asset or ‘best practice’ within SEL.
Expectations of Project Governance
The intention of this MoU is to not disrupt internal governance of organisations, nor ask organisation to
sign-up to unnecessary risk. Through agreeing to this MoU, Boards are not pre-approving changes to be
made through collaborative productivity. Any decisions to progress the plans developed in this phase of
work will return to Trust Boards.
 Additional capacity and capability to support the pace and detail required in the development of delivery
roadmaps that, as far as possible, meet all of the requirements and concerns of providers, will be provided.
 The work will largely be driven by Trust Finance Directors on a day to day basis, but individual organisation
board approval will be required for all significant and substantive changes and decisions, recognising the
sovereignty and responsibility of each Trust. The diagram in Appendix 2 shows the team structure for this
this phase of work.
 In order for Trusts to maintain their statutory obligations they may want to specify in signing this MoU the
parameters of decision making that the board is willing to delegate to their respective FD (or other
representative) to take on their behalf.
Recommendations
This MoU will cover the design and development phase of the collaborative productivity programme, through
signing this MoU the Trusts will:




Agree to the objectives in this document and work as a collaborative to achieve these;
Agree to the principles of collaboration outlined when developing plans for implementation and
future governance; and
Agree to the broad collaborative opportunities presented and offer a commitment to work towards
making these a reality.

Signed by:

Signed on
behalf of:
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Guy’s and St
Thomas’

King’s College
Hospital

Oxleas

South London
and Maudsley

Signature:

Name:

Title:

Date:

Document control:
Document title: Memorandum of Understanding for South East London Collaborative Productivity
Date: 23 February 2016
Version: 0.7 (draft)

Lewisham and
Greenwich

Appendix 1: Closing the affordability gap - The bridge graph below shows the contribution of our strategy, Business As Usual (BAU) CIPs and provider collaboration
opportunities to the affordability gap

Estimated cost of implementation at 40% of savings total

Appendix 2: Team structure and governance

N.B. This is a time-limited working group, until 31/05/2016, who will shape deliver roadmaps for collaborative productivity opportunities and provide
collaborative productivity content to the STP.
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Summary and Highlights
The Workforce Committee has not met since the last Board meeting. It will meet on 11th May 2016.
Sickness Absence for 2015/16
The level of sickness absence for 2015/16 was 4.08%. The trust goal was to achieve a target of 4% or less.
In 2014/15 the sickness rate was 4.26%. The overall rate was impacted by higher than usual levels of
sickness absence in January and February. This increase in absence was primarily related to an increase in
the incidence of cold and flu (9% of absence in November, 17% of absence in February). The absence rate
for March has dropped to 4.09% from 4.93% the previous month.
Junior Doctor Strike Action & new junior doctor contract
Junior doctors staged a full withdrawal of labour on 26th and 27th April between 8am and 5pm on each
day. Cover for all key services was provided by consultant and middle grade medical staff. As far as
possible the normal number of clinics were also run so as to prevent backlogs developing post action. Due
to the forward planning by the clinical leads for AMH and OPMH no patients had their appointments
cancelled although some clinics were not booked for those days. There were no concerns reported on
either day of the action. Further industrial action is expected.
Details of the new contract for junior doctors have now been received. The imposition of the new contract
will be rolled out in stages. In August of this year it will only apply to Foundation Year 1 medics. Oxleas has
5 FY1 medical staff. They do not work out of hours or at weekends.
In February and April 2017 the new contract will be imposed on all psychiatry trainees, GP trainees and
paediatric trainees. There are total of 56 trainees employed by the trust in these grades.
Initial work is taking place to understand the impact of the new roster rules on both doctors and service
provision. A Guardian for Safe Working is to be appointed.

Agenda For Change Contract
A revised contract for all staff on agenda for change terms and conditions was approved by staff side in
February. The contract has been issued to all new starters since 11th February. Staff on the current
contract will be given notice of the contract change from the end of May with the new contract taking
effect in September. The new contract includes the following additional areas
• Revision of the mobility (place of work) and hours of work clauses to enable flexibility but retains
the requirement to consult
• Introduction of restricted covenants for selected staff
• Reference to conditional increments
• Reference to a duty of candour
• Introduction of prison security clearance requirement
• Reference to environmental searches
• Reference to the NHS constitution and NHS code of conduct
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Recommendations
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