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Board of Directors
9th June 2016

Item
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1

Item from

Minutes of the Board of Directors Meeting held on 5th May
2016
Andy Trotter, Chair

Attachments

Minutes of the Board of Directors Meeting 5th May 2016

Agenda item

Summary and Highlights

Changes to risk register

New risks identified

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

Previous
rating

New rating

Rating

105th Meeting of the Board of Directors
Thursday 5 May 2016 - Maple Room, Pinewood House
Board of Directors
Andy Trotter
Archie Herron
James Kellock
Jo Stimpson
Stephen Dilworth
Seyi Clement
Steve James
Ben Travis
Helen Smith
Ify Okocha
Jane Wells
Jazz Thind
Simon Hart

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

In attendance
Dr Androulla Johnstone
Sally Bryden
Susan Owen

Chief Executive, Health and Social Care Advisory Service (for item 7)
Associate Director of Corporate Affairs and Trust Secretary
Risk Manager (Minutes)

Members of the Council of Governors in attendance
Fola Balogun
Service user/carer: childrens
Rob Imeson
Public: Greenwich
Action
1

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

Noted

2

Minutes of last meeting
Item 4: Amend sentence to read that the Year End audit starts on 25 April 2016.
Pending these amendments, the minutes of the meeting on 7 April 2016 were approved as an accurate
record.

Approved

3

Matters arising from the minutes of the last meeting
Noted
Item 4: It was noted that the comments on the break-even financial position related to 2015/16.
Item 5: An update from the Quality Committee will be covered under item 7. The risks relating to care
planning will be reviewed at the Clinical Effectiveness Group meeting on 6 May 2016.
Item 12: The audit of MHA practice has been deferred due to CQC preparations. IO said that whilst the
trust admits more people informally, we have a higher conversion rate. The greatest burden of work
relates to patients on section 2 (admission for assessment) due to appeals. SJ asked if the Act should
have been used at the point of admission, instead of admitting informally. IO said that this is an
independent decision, made by the Approved Mental Health Practitioner (AMHP). HS said that the
trust is becoming an outlier in terms of informal admissions and conversions. The outcome of a
IO
workshop for doctors and AMHPs will be brought to the Board of Directors.
Item 14: The transfer of Bromley social workers to Oxleas remains unresolved. The trust need to
understand the financial implications. HS said that a possible solution is for the trust to host the service
without taking on the financial responsibilities.
Item 17: There was no significant deviation from the Monitor declaration presented to the April 2016
meeting of the Board of Directors. Financial targets were achieved. As part of the review of the Quality
Accounts, Deloitte have reviewed the Delayed Transfer of Care (DTOC) indicator. Deloitte would expect
a different methodology to be used and whilst there are some variations the trust remains compliant
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Action
with the target of less than 7.5%. From quarter 1 of 2016/17, the trust will report using the new
method and we are seeking advice from an expert. JS asked if there were any concerns with other
indicators. BT said that KPMG have been asked to undertake a comprehensive review.
Item 19: The trust is awaiting a response from Kings regarding outstanding debts.
Item 22: SH said that unions have indicated that they are no longer in dispute with Oxleas, following
our decision to suspend the Band 5 alternative payscale. A formal letter from the Pensions Regulator
on the scheme is expected in due course.
4

Chief Executive update
Junior doctors strike
No issues arose from the strike action on 26 and 27 April 2016. Thanks were given to consultants who
covered shifts. NHS England have asked trusts to prepare for further action. It is anticipated that this
could be a pre-cursor to the consultants contract later in the year,
AH – Can we move away from Agenda for Change and have local contracts?
SH – Funding for training places would be withdrawn if we did this.
South East London Sustainability and Transformation Plan
The South East London Sustainability and Transformation Plan is due by 30 June 2016. The work being
undertaken in South East London has been noted as an exemplar. The timescales are ambitious and all
NHS providers, commissioners and most local authorities are involved. The aims are to improve
productivity and streamline care pathways.
SJ – Whilst collaboration is important, we need to be careful about how we do this.
BT – We are working more closely with SLAM and SWLSTG.
SD – What is the feedback from other trusts?
BT – Historically, there has been more competition between acute trusts.
AH – We have a diverse range of property, which puts us in a good position.
Contract round
All contracts have been signed with the exception of Greenwich CCG. The CCG will not be looking for
local efficiencies, with the exception of Atlas House. We have said that any increase in CREs must be
offset by decommissioning.
JK – Has the contract for the Kidney Treatment Centre been signed?
BT – This has not yet been signed by Guys. There are no issues; the delay is related to the service
contract with their private provider.
CQC inspection
The CQC inspection took place during the week beginning 25 April 2016. Over 90 inspectors visited
teams across the trust and overall, this was a positive experience. Some teams were disappointed not
to be included. The draft report is expected at by the end of June 2016 and we will have ten days to
comment on factual accuracy. This will be followed by a quality summit to discuss the findings. At the
informal feedback, the Head of Inspection said that staff were found to be caring, welcoming and
engaged. Examples of good practice were noted. Issues raised included:
• Privacy and dignity in the Oxleas House s136 suite – this has been addressed
• Awareness of prone restraint – we will review incidents and provision of training
• Safety of 15 year old on Millbrook Ward – this has been escalated and a level 4 investigation will be
undertaken. It was noted that is an exceptionally difficult case.
• Lines of sight for staff in Bracton seclusion suite – this will be reviewed
• End of Life Care Lead – as noted in our policy, this is the Chief Executive
• Ligature points in communal in-patient areas and community settings – we will seek expert advice
and review the policy
• Fire extinguishers in locked cupboards in Atlas House – this was undertaken in response to an
incident where a fire extinguisher was used as a weapon. We will seek a formal opinion from the
London Fire Brigade.
SD – We should make an effort to see the teams who were not visited by the CQC during our
programme of Board visits.

Noted

5

Integrated Dashboard Report
The Board received two versions of the report. It was agreed that structuring this around the CQC key
domains was a helpful format. The majority of indicators are green. With regard to medication errors

Noted
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(Item 38), the trust would expect to see good reporting of low level incidents and few serious incidents.
The errors reported will relate to prescribing, dispensing and administration.
SD – How is the severity level decided?
IO – This is based on the level of harm to the patient.
JW – This can also depend on the medication. Some will be high risk.
JK – With regard to 48 hour follow up (item 33), the target was only just achieved.
IO – There were three breaches out of 60 patients and these were followed up individually with
clinicians.
JS – It this related to paperwork or process?
IO – It is a manual system. We do need an electronic solution.
BT – Now that we have control over RiO, we need to move forward with this.
IO – A list of proposed RiO developments is to be presented to the Quality Committee.
Bed occupancy
There has been a high level of demand in Older People’s Mental Health Services and this is reflective of
the pressures across London. The directorate has instigated similar processes to those used in adult
mental health. Overall bed occupancy is at 103% using our own methodology and is under 100% using
NHS benchmarking methodology. There has been an increase in the use of private sector placements
and escalation processes are being used to good effect. Housing officers are being invited to ward
rounds to improve discharge planning and we are reviewing the allocation of care co-ordinators. We
are developing business cases to expand the capacity of liaison teams and Bromley CCG have agreed to
this.
Supervision
As at 25 April 2016, all directorates have achieved the target of 80%. This level of performance needs to
be sustained and additional guidance has been issued.
AT - We must ensure that underperformance is directly addressed with outliers.
Vacancies and agency costs
Band 5 posts offered are now being taken up. The recruitment campaign is being reviewed. The
additional challenge is to reduce the use of agency staff. Some agencies are refusing to comply with
price caps and we are exploring joint working with other organisation to bring pressure on noncompliant agencies. Bank staff in the intermediate care unit and forensic services have been offered an
additional payment for completing 12 or more shifts.
JS – Is there further capacity for our bank staff to undertaken more shifts?
SH – Only within the working time directive regulations.
HS – We can encourage more of our existing staff to join the Bank.
SH – There is one agency that has control over the supply of prison healthcare staff. This is a tight
market. We have been more successful in negotiating with agencies around medical staff.
AH – Is some of this related to poor planning?
SH – There are elements relating to rostering practice and planning leave.
6

Operational performance report
The Board of Directors noted the report and were invited to raise questions and comments by
exception.
JK – In terms of adult mental health bed occupancy, are we adjusting to the national approach?
HS – It is not a national requirement to submit this formally, but we do contribute to benchmarking.
We have been more rigourous approach and we are not an outlier.
JT – It is open to interpretation on how this is operationalised. The challenge is to achieve consistency.
SJ – We need to understand the ratio of the number of beds compared to the number of people on the
ward.
HS – This is how we have always report on our own dashboard so the Board has that assurance.
AH – In relation to Market Street, would Royal Greenwich expect the property to be used by a new
provider.
HS – We are confident in the bid we have submitted.

7

CB inquiry report and action plan
Noted
Dr Androulla Johnstone, Chief Executive, Health and Social Care Advisory Service and independent chair
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Action
of the inquiry panel, presented the report. 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. 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 an item of clothing.
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.
When conducting the inquiry, the panel were careful not to use the benefit of hindsight. No root
causes were identified, but panel found areas for improvement relating to the following points:
• Whilst the diagnosis was reasonable and correct, more work could have been done on formulation.
A full history needs to be taken to ensure that a picture can be formed.
• One of medication dosages was high, which could have increased CB’s agitation.
• The risk assessment template on RiO lends itself to a ‘cut and paste’ approach, so to format needs to
be reviewed.
• Review of medical staffing arrangements – much of the work was delegated to the Associate
Specialist. The panel notes that all staff said that they felt that the staffing levels were appropriate.
• Care planning was good at the start of CB’s admission but was not reviewed after a first attempt at
serious self-harm.
• Clinical recording was weak. Much of this was done by junior doctors in the ward round and this
was not always validated or recorded. Records were not always robust in terms of the rational for
decision making.
• In line with the recommendation from the overarching report into the deaths of AD, TB and DD,
there needs to be a review of the care and treatment available to patients with personality disorder.
Jackie Craissaiti has been commissioned to look at the pathway and the way forward is clear.
• Family relationships intensified as result of this incident and the health of some family members
suffered as a result, so working with families could be improved.
Areas of good practice were noted by the panel. At the time of the incident, CB had been on 15
minutes observation. The week before the incident, CB seemed to improve and was engaging in ward
activities. He had a good track record of asking for help so the level of observation was decreased from
close observation to every 15 minutes. Based on his presentation and the information available, this
was a reasonable and appropriate decision. The level of engagement was found to be outstanding and
the lessons had clearly been learnt from previous incidents. The resuscitation processes were
commended by the panel as these were found to be robust and streamlined.
IO – The consultant and associate specialist have been moved to different wards to break the pattern of
delegation. An audit of consultant practice is being undertaken to ensure that this does not happen on
the new ward. A locum consultant is in place on Goddington Ward.
HS – A new ward manager is also in post.
JK – The report states that CB saw seven different doctors. Would this be typical?
IO – Some of these would be out-of-hours or junior doctors. He was seen once by the consultant. The
quality of work by medical staff was good.
AH – Do the 15 minutes observations follow a set pattern or are they varied?
HS – They should be varied, but this can be a challenge. Being under close observation can also be
difficult for the patient.
SJ – It would be useful to understand how we are changing our practice in relation to the involvement
of families.
IO – Diagnostic formulation needs to take account of all issues. We need to make a point on how
consultant leadership can make a difference.
SC – In relation to the RiO risk assessment template, how will this be taken forward?
IO – We have to make RiO more useful to clinicians. This will be taken forward through the Quality
Committee.
JW – There are also some practice issues in relation to safety planning and mitigation.
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IO – Risk planning has been reviewed by Quality Managers. We need to continue with this.
JK – Do you have any advice on how Oxleas conducts investigations?
AJ – Oxleas clearly invests a lot of resource in this and I enjoyed working with the panel. The trust
should review its processes against NHS England guidance and more resources are needed.
The Board also received an addendum to the overarching report, which was developed following the
three incidents which occurred on Goldington Ward in April 2015 and June 2015. This outlined the
findings in keeping with the other cases and the new findings as outlined above.
AT – What are the next steps in terms of this progress being reported back to the Board?
BT – This will be brought back in six months to give assurance that the actions have been completed.
JS – Are recommendations put into the context of the case when these are rolled out?
IO
BT – This goes in line with our work on embedding learning. We have developed a number of case
studies which are shared with staff.
IO – This is the first incident where we have identified issues in relation to recording and junior doctors.
This needs to be addressed with consultants.
SJ – We should use supervision to check that recording has been done correctly.
IO – This is already an expectation. We need to use a range of methods to emphasise this and check
that it happens.
8

Progress report on JW incident and STEIS 2015/25968
HS presented updates to the actions plans for these incidents.
JW
All actions have been completed within timescale. Staff have received a copy of the zoning policy and
zoning practice is discussed. It is now embedded practice for patients to be contacted whilst on leave
and this is being audited. In relation to staffing levels taking account of ward activities, data for an
audit is being collected.
STEIS 2015/25968
This incident has been anonymised as there is an on-going court case. The evaluation of the new
community mental health pathways was fed back in February 2016 which led to a task and finish group
to address actions needed to ensure the service meets expected outcomes. These groups concluded in
April 2016. Drug and alcohol protocols have been shared with staff. An embedding learning event was
well received. Drug and alcohol service information is routinely discussed with all new staff as part of
local induction.
JK – Is there an equivalent feedback process for level 4 incidents?
JW – This takes place through the Patient Safety Group and is recorded on Datix.
SJ – Is there enough resource to deliver the recommendations in light of the reorganisation in adult
mental health?
BT – We have commissioned Oxford Brookes University to undertake an evaluation. The evaluation
team will talk to staff as part of this.
HS – The directorate has increased management capacity for embedding learning from complaints and
incidents. We have look at capacity on a team by team basis. Some have high caseloads and we have a
plan to address this.
JW – The directorate does need more support with undertaking investigations. The directorate has the
highest number of investigations and this does impact on timeliness and quality.

9

Quality Committee report
Noted
All quality goals for 2015/16 were achieved. Our Quality Priorities for 2016/17 were discussed at the
last Quality Committee and simplified quality goals into six objectives. Specific goals will be attached to
each objective.
1. Ensure we meet our promise
2. Ensure we involve families, carers and significant others
3. Ensure we deliver effective personalised care planning to every patient
4. Ensure we put the safety of our patients first and avoid or eliminate harm
5. Ensure we provide services and deliver care in line with national guidelines and best practice
6. Ensure we implement and routinely measure clinical outcomes
JK – The potential for working with other organisations needs to be captured.
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SD – This could be covered under objective 5.
SJ – This gives us an opportunity to focus on what we think is important. There needs to be a
discussion on what is reported.
BT – Quality updates will be reported to the Board through these objectives. KPIs will be attached to
each. These will be discussed at our Board strategy day in June.
Patient Safety
Seven serious incidents were reported in March 2016. The deterioration from a grade 3 to a grade 4
pressure ulcer appears to be avoidable and this will be confirmed at the next meeting. For the safety
thermometer, the total number of Oxleas patients who were harm free for March 2016 was 94.07%.
All teams except the Greenwich Intermediate Care Unit submitted data for March 2016. Using the
Mazars proposed categorisation tool, 16 deaths not already reported as serious untoward incidents
were reported from 29 January 2016 until 25 February 2016 were presented to the Mortality Group.
An audit of direct care time was carried out. We will re-audit in May 2016 and continue to build a
greater understanding of direct care time on wards, through triangulation with the direct time, acuity
and dependency and quality review using Hurst tools on three adult mental health wards.
Patient Experience Group
Much work is taking place across all directorates. During January and February 2016, feedback was
received from 1600 people. Across the whole of the financial year 2015/16, over 10,000 pieces of
feedback have been received. We tend to score well on the community health Friends and Family
Test, achieving 97% compared to 95% nationally. For the mental health Friends and Family Test, we are
below the London and national average. This could be due to the way in which the question is framed.
Website comments have been generally positive.
AT – Can we compare ourselves to other trusts providing prison healthcare?
MW – The question is not mandated for prison healthcare but is included in the overall figures for
trusts that do ask this.
BT – All mental health trusts ask the same question. We need to understand the why our service users
answer differently.
SD – Do we collect the views of non-Oxleas prison staff?
SH – This is not formally collected.
AT – How is the website monitored?
MW – This is done through the communications team and concerns are followed up with the relevant
service director.
AT – How are social media platforms such as Twitter used?
SB – Twitter is monitored by the communications team and issues responded to. People are directed to
our PALS service for a more personal and confidential discussion.
SJ – Whilst it is positive that we respond to complaints swiftly, we need to do more than provide
training to address staff attitude.
MW – The service directorate has been asked to review this action.
HS – To put this into context, this was a very challenging patient.
JK – Please can we have an update for the next Board?
JK – How do we get assurance that complaints have been addressed appropriately?
MW – There is a set process. Actions are recorded on Datix. Complaints can refer to the Ombudsman
if they are dissatisfied with the response.
AT – We should undertake review of a random sample of files.
SH – Complaints relating to staff are also picked up through HR processes. We can check with
professional bodies were there are restricted practice issues.
BT – We do take complaints seriously. I will usually ask for further information and amendment prior
to signing responses.
JS – Do we pull together themes from both incidents and complaints?
SJ – This should sit with the Quality Committee.
10

JW

MW

MW and
JW

Nursing Care Strategy
Approved
Out new Nursing Care Strategy has been developed over six months and will be launched at the Nursing
Conference on 12 May 2016. The key focus is on delivering excellent nursing care through three
workstreams of patient and staff experience, clinical outcomes and effective use of resources. The
Strategy will be presented in the form of an interactive book with embedded videos and will be
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available on all desktop PCs. The strategy will dynamic and refreshed annually with work stream
outcomes clearly defined every year. The Board of Directors approved the Nursing Care Strategy.
11

Council of Governors update
The Board of Directors noted the Council of Governors update.

12

NED visits – Board visits
Noted
SH – Tall Trees and TOPS: Teams are very positive, motivated and caring, but the staff at Tall Trees said
that they felt less involved due to their location at the far end of the building.
JS – Market Street: Issues relating to maximizing use of the building have been picked up with Rachel
Evans.
JK – Bridgeways: No major concerns were raised, but there were some general issues relating to
accommodation.
SD – Prisons healthcare: There was good evidence of treatment showing progress and an excellent
mentoring programme is in place.
AT – Goddington Ward: Staff were concerned about recruitment but CQC feedback was good. The
depth of experience of long-serving staff was obvious.
SJ – Health visiting teams at Fairfield and Brookhill: Staff were anxious about tendering activity and
raised some issues relating to i-pads.
AH – Bromley locality team: Patients were happy with the service. Staff reported that the battery life
on i-pads is low. Technology is not exploited enough. HS said that the ICT team are tracking i-pads that
are not being used. Rostering is not be used to the best effect. Medical staffing issues have been
addressed with IO.
BT said that the legacy of the CQC visit is that the visibility of senior staff is appreciated by teams. SH
said that corporate teams would appreciate similar visits. SH to circulate how the functions are
organised to inform this.
SH

13

Annual report and Quality Report - Delegation of approval of the annual report 2015/16 and Quality Approved
Accounts
The text of the Annual Report 2015/16 needs to be submitted to Monitor by 27 May 2016. This is prior
to the next meeting of the Board of Directors on 9 June 2016. Therefore, it is proposed that approval
for the document is delegated to the Audit Committee meeting on Tuesday 24 May 2016. 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. The Board agreed to delegate authority in this matter to
the Audit Committee

14

Business Committee updated
The Board noted the on-going dialogue with Greenwich CCG , who are seeking £4m of efficiencies, part
of which will be supported by non-recurrent resources. There are also on-going discussions regarding
overseas invoices and these have involved the Department of Health. We are awaiting feedback on
four tenders: Contraception and Sexual Health – Royal Borough of Greenwich (RBG); Integrated
Children’s Service – RBG; Bromley Employment Recovery – Bromley CCG; and support to South East
London (experience of victims and survivors of child sexual abuse) – IICSA. The Business Committee
agreed not to proceed with a bid for Bexley IAPT. It was noted that Care Plus are going into liquidation
and there are on-going discussions with regard to the lease of Oakwood Drive. Since the Board papers
were published, we have been advised that Conamar are unable to deliver the contract for parking at
QMH. We are now discussing with an alternative provider, but are likely to pay more for this service.
The Committee noted the unprecedented financial pressures facing both Adult MH and Adult CHS.
Their respective finance meetings are focusing on financial recovery with an aim 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.
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As at the end of Month 12, we have delivered a surplus of £87k. Our financial risk rating is 3. The
external auditors will be on site for three weeks. Agency use within the month of March spiked and is
linked partly to missing invoices, but data also shows usage to cover staff sickness, annual leave and
additional observations.
JS – Will there be an overspend if it continues?
JT – This is being modelled now. Monitor will ask us to report against the cap.
BT – We will need to be minded of the financial risks of forming an integrated care provider
organisation. We will have a full conversation at the Board awayday.
It was agreed that SC would join the programme board and that a Bexley governor would also be
invited to join.
15

Workforce update
Noted
Sickness absence for the year was 4.08%. The trust goal was to achieve a target of 4% or less. The
overall rate was impacted by higher than usual levels of sickness absence in January and February,
primarily due to cold and flu. 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 trainees. Oxleas has five FY1 medical staff who 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. This will be followed by a review of the financial impact. A Guardian for Safe Working is to
be appointed.

16

Any other business
None raised.

17

Questions from governors and the public
None raised.
Next meeting of the Board of Directors
Thursday 9 June 2016 at 10.30 am - Maple Room, Pinewood House
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Jargon buster
This jargon buster is a glossary of acronyms and abbreviations.
It is intended that we will update this on a regular basis but we will also agree standards to reduce jargon usage.
If you feel there are more that should be included on the list please email sally.bryden@oxleas.nhs.uk
ACS – Adult Community
Services

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

HIMP – Her Majesty’s
Inspectorate of Prisons

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

ISA – Information Sharing
Agreement
KPI – Key Performance
Indicators
KSF – Knowledge and
Skills Framework
LAS – London Ambulance
Service
LD – Learning Disability
LGBT – Lesbian, Gay,
Bisexual, and Transgender
LHC – Local Health
Community
LSP – Local Service
Provider
LTC – Long Term
Condition

HR – Human Resources

MAPP – Multi Agency
Protection Panel

HTT – Home Treatment
Team

MCA – Mental Capacity
Act

HV – Health Visitor

MDA – Multi-disciplinary
Assessment

CQUIN – Commissioning
for quality and innovation

ICP – Integrated Care
Pathway

DADL – Domestic
Activities of Daily Living

ICT – Information
Communication
Technology

MDT – Multidisciplinary
team

iFox – Trust Business
Information System

MEWS – Modified Early
Warning Score Tool

IGG – Information
Governance Group

MH – Mental Health

CAS – Central Alerts
System

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

CASH – Contraception and
Sexual Health

DH – Department of
Health

CBT – Cognitive
Behavioural Therapy

DN – District Nurse

CCG – Clinical
Commissioning Group

IM&T – Information
Management and
Technology

DNA – Did Not Attend
ECR – Electronic Care
Records

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

MHA – Mental Health Act
MH MDS – Mental Health
Minimum Dataset
MHRA – Medicines
Healthcare and products
Regulatory Agency

MHRN – Mental Health
Research Network
MSK – Musculo-skeletal
Services
NAC – Nursing Advisory
Committee
NCC – National
Consortium of Colleges
NEDs – Non-executive
Directors
NHSLA – NHS Litigation
Authority
NICHE – National Institute
for Health and Care
Excellence
NIHR - National Institute
for Health Research
NPSA – National Patient
Safety Agency
NSF – National Service
Framework
OOHs – Out of Hours
OPD – Outpatients
Department
OPM – Office for Public
Management
OPMH – Older Peoples’
Mental Health
PEEP – Personal
Emergency Evacuation
Plan
PQQ - Pre Qualification
Questionnaire

SDS – Service
Development Strategy

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

SLaM – South London &
Maudsley NHS Trust

PEAT – Patient
Environment Action Team
PFI – Private Finance
Initiative

SMs – Service Managers
SN – School Nurse

PICU – Psychiatric
Intensive Care Unit

SPD – Safety, Privacy and
Dignity

POMH – Prescribing
Observatory for Mental
Health

SI – Serious Incident

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

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

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

PADL – Personal Activities
of Daily Living

RMN – Registered Mental
Nurse

PALS - Patient Advice and
Liaison Service

RMO – Responsible
Medical Officer

PEG – Patient Experience
Group

RPST – Risk Pooling
Scheme Trust

PD – Personality Disorder
PDP – Personal
Development Plan

SAP – Single Assessment
Process

PDR– Personal
Development Review

SLR – Service Line
Reporting

SCG – Specialist
Commissioning group
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Board of Directors
9th June 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 Committee
report

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 Committee JK asked about a point of clarification on the
report
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 Committee Full paper on CQC preparations to be presented Ify Okocha
report
to the Board

14/01/2016

Quality Committee
report

14/01/2016

Main agenda item at the
January and February 2016
Board meetings

05/11/2015

Quality Committee JK asked that the Mental Health Act data used
report
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 Committee
report

14/01/2016

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

05/11/2015

JW Level 5 report

05/05/2016

JW action plan
update

05/05/2016

Included in May 2016
Board papers

14/01/2016

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

04/02/2016

Quality Committee
report

04/02/2016

Detailed pressure ulcer
report presented to
February 2016 meeting

14/01/2016

Safe Staffing

04/02/2016

Risk Committee

04/02/2016

Risk included in Corporate
Risk Register

Jane Wells

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

To consider reviewing the risk relating to safe
staffing

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 Committee
report

07/04/2016

03/03/2016

Integrated
Dashboard

Mortality data to be included in the Patient
Safety Report

Jane Wells

07/04/2016

Quality Committee
report

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 Committee
report

Data being reviewed to
establish size and
frequency of the problem
and consequent cost
impact. A report will go to
the May Workforce
Committee
Not due until July 2016

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 Committee
report

05/05/2016

Included in Quality item in
Board papers

07/04/2016

Risk Committee
update

Focused discussion on quality priorities and care IO
planning risks

05/05/2016

Quality Committee
report

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

Meeting taking place early
June

Board of Directors Action Tracker
Action closed
(Board date)

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 Committee
report

07/04/2016

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

BT

TBA

TBA

Meeting requested with
Bromley Council CEO

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

Not due until October 2016

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

05/05/2016

Matters arising

The outcome of a workshop for doctors and
IO
AMHPs on MHA practice to be brought to a
furture Board of Directors.
CB inquiry report
Progress report on actions, including actions
TBA
from the overarchig Goddington Ward report to
JW progress report Update on how the Trust will ensure the
JW
AMHLD directorate are supported in terms of
the volume of incidents they investigate

TBA

Quality Committee
report

03/11/2015

CB action plan update

09/06/2016

TBA

05/05/2016

Quality Committee Update on the action taken to address the
report
complaint relating to staff attitude

09/06/2016

Matters arising

The specific allegation
relating to shoving was not
substantiated and a review
showed that the issue had
been dealt with
appropriately.

05/05/2016

Quality report

09/06/2016

Quality Committee
report
Matters arising

Report being collated for
future Board

05/05/2016
05/05/2016

05/05/2016

MW

Update on how we will pull together themes
JW and MW
from incidents and complaints
NED report - Board Circulate how coporate functions are organised SH
visits
to faciltate planning of visits to corporate teams
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09/06/2016

Comments

Not due until November
2016
Short term support is in
place. A longer term
solution is being
developed.

Board of Directors
9th June 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
9th June 2016

Item 5
Enclosure 4

Agenda item

Risk Committee update

Item from

Ben Travis, Acting Chief Executive

Attachments

Corporate Risk Register as at May 2016

Summary:

Corporate Risk Register
The Risk Committee met on 17 May 2016 and focused on a review of all risks on the Corporate Risk
Register. The outcome of this discussion is attached and key exceptions are summarised below.
There are five high risks that relate to exceptions in the March 2016 iteration of the Integrated Dashboard,
so these will remain on the Corporate Risk Register until resolved. These are highlighted in the first column
of the attached report.
•
•
•

1221 – Managing in-patient demand in acute adult mental health
1235 – Supervision uptake
1213, 1217 and 1166 – three linked risk relating to recruitment, agency staff costs and quality
impact of temporary staff

For the two risks relating to care planning (1160 - involving service users and 1162 - linking care plans to
identified risks) it was agreed that they should remain on the Corporate Risk Register as moderate and high
risks respectively. The Quality Committee will have a focus on completing the mitigation plans by the end
of the year.
The risk relating to financial challenges in NHS Greenwich (1302) was increased. The risk relating to learning
from incidents and complaints (1210) was reduced, but it was agreed that it should remain on the
Corporate Risk Register until there is evidence that mitigation plans have had a sustained impact.
Directorate Risk Report – Older Persons Mental Health Services
The Risk Committee received the Risk Register from the Older Persons Mental Health Directorate. The
directorate has three high risks relating to bed occupancy, data accuracy on RiO and ensuring that care
plans meet identified risks. Robust mitigation plans are in place for all three risks.
Other exceptions to note
The Risk Committee reviewed and made changes to the Terms of Reference for the Risk Committee.
Changes to existing risks
1302: 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.

Previous rating
(C x L)
HIGH (12)
(3 x 4)

New rating
(C x L)
SIG (16)
(4 x 4)

1210: Processes for evidencing learning from incidents and complaints are not
consistent across the Trust. This means that the Trust may not embed and
sustain learning, so issues may not be addressed and re-occurrence not prevented

Recommendations

For the Board of Directors to note.

HIGH (12)
(3 x 4)

MOD (9)
(3 x 3)

o
Initial rating and date
Current rating as at May 2016
opened
Opened
Risk level Consequence Likelihood Rating Risk level
(initial)
(current)
(current) (current) (current)

Risk level
(Target)

Date target Risk Committee action agreed 17 May 2016
rating to be
achieved

01/11/2011

High

Major (4)

Possible
(3)

12

High

Moderate

31/03/2017 This is a long standing financial risk and is likely to
remain at high rating for at least this year. It was
agreed that the Risk Committee would receive an
update every six months when the full Finance Risk
Register is presented.

Workforce and 18/02/2014
Learning
Development
Committee

High

Major (4)

Possible
(3)

12

High

Low

31/12/2016 As this remains an exception on the Integrated
Dashboard sit was agreed that this should remain
on the Corporate Risk Register until resolved. It was
agreed that this would be merged with 1163 to
create a single risk relating to recruitment and
retention of staff. This risks is linked to risks 121
and 1166.

High

Low

31/03/2016 It was agreed that risk should be remain on the risk
register but be re-worded so it reflects particular
issues with the understanding and adhering to the
NHS Improvement definition of the DTOC indicator.
It was also agreed that a new risk relating to
productivity should be considered through the
Workforce Committee workstreams

Responsible
Group

Target Risk Rating

ID

Description

1216

There is continued pressure in the sector Business
and it is likely that commissioners will be Committee
attempting to significantly reduce contract
values to try an mitigate the impact of
funding reductions and cost pressures
associated with their financial position

1213
(IGD)

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

1220

Data may be entered into the RiO system Information
late or data may be missing leading to
Governance
inaccuracies in Trust KPIs and other
Group
metrics. This may affect our Monitor Risk
Rating for Governance and invite further
scrutiny of metrics included in Monitor’s
Risk Assessment Framework

17/03/2015

High

Major (4)

Possible
(3)

12

1217
(IGD)

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

21/07/2015

High

Major (4)

Possible
(3)

12

High

Moderate

30/11/2016 This is linked to risk 1213 and 1166 and is also an
Integrated Dashboard exception, so would remain
on the CRR until resolved.

1166
(IGD)

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

Workforce and 21/07/2015
Learning
Development
Committee

High

Major (4)

Possible
(3)

12

High

Low

31/12/2016 This is linked to risk 1213 and 1217 and is also an
Integrated Dashboard exception, so would remain
on the CRR until resolved.
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Initial rating and date
Current rating as at May 2016
opened
Opened
Risk level Consequence Likelihood Rating Risk level
(initial)
(current)
(current) (current) (current)

Target Risk Rating

ID

Description

Responsible
Group

1221
(IGD)

If the Trust is unable to manage in-patient
demand through effective bed
management, admission avoidance and
crisis care, there is a risk that occupancy
will continue to be above commissioned
bed days. This main concern is on patient
experience. There is a lesser financial
impact due to increased use of private
beds or additional staff on our own wards

Directorate
Senior
Management
Board

01/10/2015

High

Moderate (3)

Likely (4)

12

High

Low

31/03/2016 This remains an exception on the Integrated
Dashboard so it is recommended that it should
remain on the Corporate Risk Register until
resolved.

1210

Processes for evidencing learning from
Executive Team 17/11/2015
incidents and complaints are not
consistent across the Trust. This means
that the Trust may not embed and sustain
learning, so issues may not be addressed
and re-occurrence not prevented

High

Moderate (3)

Possible
(3)

9

Moderate

Low

30/06/2016 This risk appears on both the Patient Safety and
Patient Experience Risk Register and both these
groups have a focus on ensuring learning is
embedded. The Risk Committee agreed to reduce
the rating to a moderate risk but recommended that
it should remain on the Corporate Risk Register until
the independent review has been completed and
the CQC report received. The Executive Team were
asked to consider how the trust will gain assurance
on this risk, for example the changes that we would
expect to see.

1302

NHS Greenwich CCG faces significant
Business
financial challenges with high rate of staff Committee
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

Major (4)

Likely (4)

16

Significant

Moderate

15/03/2016
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Risk level
(Target)

Date target Risk Committee action agreed 17 May 2016
rating to be
achieved

31/03/2017 This is a new risk identified in March 2016, so will
remain on the CRR/BAF for this year at least. The
rating was increased from high to significant.

Board of Directors
9th June 2016

Item
Enclosure

Agenda item

Integrated Performance dashboard

Item from

Ben Travis, Acting Chief Executive

Attachments

Integrated dashboard and exceptions reports

6
5

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

Adult Acute bed occupancy
Prisons: care plans
Supervision
Vacancies and agency costs
CRE plans

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

CQC Rating
Monitor Governance Risk rating

Lead

4

Lead

Board

90%
90%
90%
90%

IO
IO
IO
IO

lead

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.

2

Target

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)
Info Assurance

Trust
Trust
Trust
Trust

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

Q1 15/16 Q2 15/16

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

Apr-16

3

3

3

3

Q1 15/16 Q2 15/16

Nov-15

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

Jan-16

Q1 15/16 Q2 15/16

Nov-15

Dec-15

Jan-16

3

3

3

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

Feb-16

Mar-16

Apr-16

% Delayed Transfer of Care

11 Quality
12 Quality

Mth Trust
Mth Trust

Jun-15
4 Must Do's -Enough information about care and treatment
4 Must Do's-Involved in decisions about care and treatment
Sep-15

Number of complaints received
RTT 18 week waiting times for AHP

Mth Trust

May-15

14 Quality

Qtr Monitor

Aug-15

Clients on a Psychological therapies 18 week RTT pathway - Clients
Waiting at end of month
Maximum time of 18 weeks from the point of referral to treatment in
aggregate-incomplete care pathway

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)

Reported

Metric Type

Sep-15

15 Quality
16 Quality

Committee

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.

No

Info Assurance

13 Quality

Qtr Monitor
Mth Trust

19 Quality
20 Quality

Mth Trust
Qtr Monitor

21 Quality

Mth Trust

22 Quality

Qtr Trust

23 Quality
24 Quality

Mth Trust
Mth Trust

25 Quality

Mth Trust

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

<7.5%
90%
90%

HS
IO
IO

5.3%

4.3%

3.2%

4.7%
97%
96%

5.8%

N/A
95%

IO
HS

42/25
98.1%

36/33
98.8%

19/10
98.7%

10/14
98.2%

15/5
98.8%

6.9%
99%
98%

5.3%
97%
98%

4.2%
97%
98%

19/6
19/10
98.9%
98.6%

20/3
99.0%

>95%

HS

93.9%

90.7%

92.1%

93.6%

94.3%

94.8%

92.7%

93.9%

92%

HS

99.9%

99.4%

98.2%

98.8%

98.8%

99.1%

98.7%

98.7%

Mar-16

Apr-16

Lead

Qtr Monitor
Mth Trust
Mth Trust

Target

8 Quality
9 Quality
10 Quality

Comments

Board
Board

Target

Info Assurance

Reported

Metric Type

Monitor Financial Risk rating

Metric Type

Committee

No

Mth
Mth
Mth
Mth

Reported

No

Committee

Mth Monitor

Quality
Quality
Quality
Quality

View form or regulators

Target

Info
Assurance

Metric
Type

N/A CQC
Mth Monitor

3

4
5
6
7

Reported

Committee

No
1
2

Nov-15

Dec-15

Jan-16

Feb-16

95%
<100%

HS
HS

93.9%
107%

97.4%
108%

98.6%
106%

100.0%
103%

100.0%
102%

96.4%
102%

100.0%
95.6%
103% 106%

<100%

HS

111%

107%
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102%

101%

100%

99.7% 101.0%

<95%

HS

92%

95%

100%

102%

103%

101%

99%

95%

85%-95%
95%

HS
HS

86%
100.0%

87%
100.0%

92%
100.0%

85%
100.0%

92%
100.0%

90%
99.2%

90%
100.0%

93%
100.0%

98%

HS

100%

IO

95.5%

92.6%

95.9%

96.8%

98.0%

98.2%

95.0%

98.1%

N/A
N/A

JW
JW

898
7

989
5

922
3

974
4

1105
6

990
7

1043
7

1043
11

N/A

JW

Q1 15/16 Q2 15/16

89%

2

3

4

1

1

3

1

0

Our Monitor Plan is to achieve a risk rating of 2 in 2016-17 Q1 and we have
monitored our achievement against this target. Risk rating for the current
quarter green.

Comments

Comments
Our Q4 submission to Monitor was revised from 5.3% to 5.9% prior to
submission this has been discussed with Monitor. Jan, Feb & Mar data has
been adjusted accordingly.

Figures relate to Formal/local complaints.
Teams below 95% target: Bromley East Adapt 81% (13 breaches); Bromley
West Adapt 86% (11 breaches); Greenwich Rehab 0% (1 person); Gre West
Adapt (13 Breaches) 72%; Bexley CAMHS Adolescent 92% (1 breach) Bexley
CAMHS Generic (3 breaches); Bexley CAMHS Neuro 91% (1 breach); GCAMHS
EIT Schools 86% (1 breach).

Comments

See Exception Reports
See Exception Reports. Not all sleepover infoprmation captured on RIO, work
is ongoing to clean historic data. Source: MH dashboard.
OPMH sometimes admit patients to Oaktree and Holbrook stepdown beds. A
further metric will be developed to reflect this occupancy for the June report.
Goal is to be between 85 and 95%

The directorate has plans to meet the target by Dec 2016

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, Mar figure still
being confirmed(JW) . March figure - 1 avoidable, but panel not until Monday.
Data is always a month delayed.

26 Quality

Mth DH

27 Quality
Workforce &
28 Development
Workforce &
29a Development

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

100%/
100%

JW

Mth Trust

Medication errors

N/A

IO

Mth Trust

Vacancies (Trustwide)

14%

SH

107%/
110%

104%/
113%

103%/
108%

102%/
107%

104%/
108%

105%/
107%

105%/
107%

104%/
107%

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. Awaiting data. The KPI is not RAG rated as we
are encouraging greater openness and reporting of medication errors. This will
be tracked on the integrated dashboard as a number not a target

67

59

85

80

49

59

11.3%

12.1%

10.4%

10.4%

12.4%

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%
See exception reports

17.5%

19.0%

18.9%

19.3%

18.3%

Mth Trust

Vacancies - Exceptions ACHS

14%

SH

22.4%

19.4%

16.6%

15.6%

15.0%

15.3%

14.9%

15.1%

Workforce &
29c Development

Mth Trust

Vacancies - Exceptions Prisons

14%

SH

19.0%

20.8%

21.6%

23.7%

23.7%

26.6%

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

Apr-16

30 Quality

Mth Trust

May-15

31 Quality

Mth Trust

May-15

32 Quality

Qtr Monitor

33 Quality
34 Quality

Qtr Monitor
Qtr Monitor

May-15

35 Quality

Qtr Monitor

36 Quality

Qtr Monitor

37 Quality

NEW

Ensure patients detained under the MHA are provided with info as statedrecorded on Rio (S132)
Ensure consent to treatment is obtained from clients assessed and
detained under the MHA (S58)
Early intervention in psychosis (EIP): people experiencing a first episode
of psychosis treated with a NICE-approved care package within two
weeks of referral

100%

IO

98.7%

97.4%

97.6%

94.7%

96.6%

100.0%

100.0%

100.0%

100%

IO

95.6%

91.0%

100.0%

100.0%

100.0%

93.8%

100.0%

100.0%

37.5%

64.70%

74.29%

95.00%

47.7%

Finalised April figure. This target replaces the old metric relating to the
number of new EI cases.
The figures show completeness for the following indicators. 1. NHSNo 2.DOB.
3.PCode 4.Gender 5.GP 6. CCG. Data not yet available.
Q4 figure is 74.7%

Q1 15/16 Q2 15/16

TBA

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%
82.9%

99.5%
81.4%

99.5%
74.7%

99.6%
74.7%

99.5%
74.7%

74.6%

May-15

Data Completeness- Community - RTT

50%

HS

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

May-15

Data Completeness- Community - Referrals

50%

HS

89.7%

87.4%

85.9%

86.6%

84.7%

84.5%

85.4%

88.1%

Qtr Monitor

May-15

Data Completeness- Community - Treatment

50%

HS

97.5%

86.0%

69.8%

70.4%

69.7%

69.8%

70.7%

71.3%

38 Quality
39 Quality

Mth Trust
Monitor

Sep-15

95%
95%

HS
HS

96.5%
99.9%

95.1%
99.7%

93.0%
99.4%

93.8%
99.3%

95.5%
99.6%

94.5%
99.9%

95.2%
99.8%

96.1%
99.9%

40 Quality

Mth Trust

95%

HS

98.0%

98.0%

96.0%

97.0%

96.0%

80.0%

41 Quality

Mth Trust

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

90%

HS

96.2%

95.8%

92.0%

97.0%

97.4%

100.0%

97.6%

97.3%

Figure for RTT as submitted in the CIDS return.

All CPA breaches were sent to directorates for review on 3rd May, 9th May.
AMH (ICR=100%) (CMH= 95.9% 59 Breaches) (ALD=100%), Forensics (95.6% 6
Breaches), OMPH (98.3% 5 Breaches), CAMHS (85% 6 Breaches)

See exception report

Productivity Measures

TBD

SH

Productivity Measures to be agreed by June 2016

Mth Trust

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

TBD

SH

HR Investigating logistics of obtaining this data. Reporting expected June 2016

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

This is the first outcome measure to be added. Future measures are
anticipated in the coming months as the outcomes project develops.

Lead

Info Assurance

Mth Trust

Metric Type

Mth Trust

Target

Workforce &
45 Development
Workforce &
46 Development

Comments

Outcome measure 1 - number of patients who have a paired score (i.e.
more than one score within a given treatment period) on a PROM scale as
a proportion of number of patients who are using services that are
appropriate for outcomes collection.

Reported

No

42 Quality
Workforce &
43 Development
Workforce &
44 Development

May-16

See exception reports

Llead

16.6%

Target

18.4%

Info
Assurance

8.8%

Metric
Type

SH

Reported

14%

Committee

Vacancies - Exceptions AMH (Inpatient, Rehab & Crisis)

No

Mth Trust

Workforce &
29b Development

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

These metrics are a mandatory return to the DOH. We are looking to create
our own definitions with more meaningful data.

Mth Trust

PDR Rates

80%

SH

84.0%

89.0%

91.0%

91.0%

92.0%

92.0%

90.0%

93.2%

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

Mth Trust

Supervision

80%

SH

60.3%

68.0%

70.0%

63.0%

72.0%

77.0%

72.0%

87.5%

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

Q1 15/16 Q2 15/16

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

Apr-16

Workforce &
47 Development
Workforce &
48 Development
Workforce &
49 Development

Mth Trust

Sickness rate

<4%

SH

Mth Trust

Bank Costs as % of pay spend ( All professions)

>7%

SH

4.3%

5.3%

5.6%

5.6%

5.9%

5.9%

Mth Trust

Agency costs as % of pay spend

<8%

SH

11.0%

12.0%

12.1%

10.2%

10.3%

11.8%

50 Business

Mth Monitor

Surplus - Year to Date (£m)

1.1

JT

0.1

0.0

0.1

0.1

0.1

-0.1

51 Business
52 Business

Mth Monitor
Mth Trust

Cash Position (£m)
Capital Expenditure - Year to Date (£m)

47
37

JT
JT

87.4
9.1

84.8
10.8

88.4
12.4

91.4
12.5

85.0
16.1

81.0
1.6

On plan or above = Green; Breakeven or above = Amber, Deficit = Red. Less
than planned deficit for the quarter. A planned deficit for this month,
therefore no exception report required - April 2016.
On plan or above = Green; Within 15% of target = Amber; More than 15% away
= Red
On plan = Green; behind = Amber; exceed = Red

53 Business

Mth Trust

CRE Plans- 16/17 (£m)

8.6

JT

4.3

4.2

4.8

4.4

3.0

4.3

£3.7m of £8.6m is the local efficiency requirement. FYE plans of £8.3m (£4.3m
Low risk; £0.8m medium risk; £3.2m high risk)

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

3.6%

3.5%

4.3%

4.5%

4.8%

4.9%

4.1%

3.9%

Quarterly figures are end of quarter numbers.

6.6%

5.1%

Key: Green > 7%, Amber 5% -7%, Red < 5%. Figures include all professions

12.8%

10.5%

Key: Green < 8% , Amber 8%-11%, Red >11% .

Quality

Adult Acute Bed occupancy (excluding
leave)

Prisons: % of clients with a care plan set
up within 2 weeks of assessment (Kent
& Greenwich)

Current
Month

Indicator

Target

Responsible Committee

<100%

106%

95%

80%

Lead Board Director
Impact and detail of breach/potential breach

See AMH service delivery report for detail

The drop in performance this month relates to the
inclusion of Greenwich prisons data.

Proposed Action

See AMH service delivery report for detail
The management and audit process for CPA in the Greenwich cluster
that we inherited was far more ad-hoc and it has taken time to
establish a robust approach with the teams. The new systems for
recording have recently been delivered and staff are now trained to
use them, we therefore expect this to see a continuing improvement
over the coming months.
We would expect a trajectory of the following over the next six
months:- June 16 83-85%, July 16 85-88%, August 16 88-91%, Sept
16 91-94%, October 16 94-96%
Our December timeframe gives the time to ensure the processes and
reporting are embedded for our Greenwich prisons

Workforce & Development

Supervision

Vacancies (Trustwide)

Vacancies - Exceptions AMH (IR&C)

Vacancies - Exceptions Prisons

Business

CRE Plans 16/17 (£m)

80%

14%

Current
month

Current
month

8

87.5%

Improvements in all areas, Adult Mental Health
Community Services the worst performer at 61%
compliant. Quarterly figures are end of quarter numbers

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

Estimated Time
to Resolve

Apr-16

Helen Smith

Dec-16

John Enser

Mar-16

Simon Hart

High level of nursing vacancies within these figures.

While overall the Trust figure is green it has been included in the
exception report because a number of areas are giving cause for
concern.Actions to improve nurse recruitment include early
interviews and offers to students, weekend recruitment, enhanced
benefits, different pay offers, nurse rotation schemes and a trust
advertising campaign focused on band 5 nursing recruitment
Nov-16

Simon Hart

18.3%

The is the overall vacancy rate for the sub-directorate
however nursing vacancies remain high at 17%

See above. Recent weekend recruitment of student nurses resulted
in 20+ offers of employment although individuals will not start till
1st/2nd quarter of 16/17. 39 candidates being processed by
recruitment currently.

Nov-16

Simon Hart

26.6%

The is the overall vacancy rate for the sub-directorate
however nursing vacancies within the Greenwich Prison
cluster are a particular issue. Overall nursing vacancies
within prisons are 31%

See above. There are 45 vacancies in prisons. 29 candidates are
awaiting security clearance or going through recruitment checks The
Forensic and Prison rotation has also proved very popular and
candidates are being processed

Nov-16

Simon Hart

Draft proposals were shared at the quarter 2 CRE quality and annual
plan meetings in November, it was agreed further detailed work
needed to be undertaken over the next quarter to firm up these
plans and assess the ambitiousness of the savings assigned.

Dec-15

Jazz Thind

10.4%

4.3

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

Board of Directors
9th June 2016

Item
Enclosure

Agenda item

Operational Performance Report

Item from

Helen Smith, Deputy Chief Executive

Attachments

a) Operational Performance Report: 9th June 2016
b) Board brief
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6a&b

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
Adult community
services
Children & young people

Issues
Bed occupancy
Bank and agency spend

Directorate financial position
Tender activity
Tender activity
Directorate financial position

Recent Children’s Commissioner’s Review
Adult mental health

Bed occupancy
Directorate financial position
Service redesign update

Adult learning disability

Atlas House
Referral to treatment waits

Forensics & Prisons

Nursing pressures
Directorate financial position
South London repatriation plan for secure services

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

Board Operational Performance Report
9 June 2016
Older person’s mental health services
1. Bed occupancy
The directorate continues to experience a high level of demand for acute inpatient beds and
presentations to commissioning placement panels continue to cause delays in discharges from the
acute wards.
• April acute bed occupancy excl. leave & Oaktree Lodge beds: 98% (Feb: 97%, Mar: 94%)
• April acute bed occupancy incl. leave & Oaktree Lodge beds: 103% (Feb: 101%, Mar: 98%)
Mitigation plans
• Temporary use of our 4 additional step down beds on Holbrook Ward. Bexley and Bromley
continue to show an interest in contracting these beds and the directorate are working with the
local authorities to progress this.
•

Continue temporarily to use vacant beds in Oaktree Lodge fully to meet this demand.
Discharge destination agreed for the acute patient occupying a bed (waiting funding
agreement as of 19 May 2016).

•

Bexley social care who have agreed to fortnightly attendance at CMHT MDT meetings. Rota in
place.

•

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 safely to staff shifts on our 4 inpatient
units. Shepherdleas and Scadbury have been rated red due to budget variance in March.
Mitigation plans
• Scadbury and Holbrook wards have over-recruited to a B5 post to reduce bank and agency
spend.
•

The directorate has received £126,103 for cost pressures on Scadbury and Shepherdleas
wards.

•

In May, there have been no one-to-one observations on Scadbury as of 19 May 2016; in April,
only 4 agency shifts were booked for this function.

•

Shepherdleas Ward is regularly reviewing patients that require observations (and as of 19 May
2016, have 1 patient requiring level 3 observations). In April, the booked agency shifts were
mainly to cover one-to-one observations for patients transferred to Queen Elizabeth Hospital.

•

The directorate continues with its monthly bank and agency monitoring meeting to provide
assurance to the directorate in respect of:
• Controls around the booking of bank and agency staff
• Safe staffing
• Recruitment
• The effective use of the Healthroster
• The number of patients on observation on the ward
• Use of performance management data by key ward staff
1

Adult community services
1. Directorate financial position
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. 21% of our pay expenditure is on agency staff.
Generally speaking our Bexley services are far more overspent than our Greenwich services.

Agency £
600000
500000
400000
300000

Agency £

200000
100000
Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

Apr

0

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.
•

Planned and expected commissioning changes will reduce the directorate’s reliance on agency
staff due to service changes resulting in whole time equivalent staffing reductions. Seventeen
beds will have closed by the end of May, reducing the need for agency staff.

•

All recruitment to vacant posts, with the exception of qualified nursing posts in intermediate
care and district nursing, have to 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. It is
recognised that the overspend rate is likely to continue at broadly similar levels in the first
quarter. The position is expected to improve as service changes are implemented, including
the planned reduction in agency use in intermediate care.

2. Tender activity
MSK services in Greenwich: have been put out to tender and the service will terminate on 17
October 2016. We currently provide community physiotherapy, community MSK and surgical
podiatry as part of our Greenwich MSK service. Total income for the service is c£1.2m per annum.
A market event was held in March and significant financial savings are being sought. The
submission date for PQQ and ITT is 3rd June 2016. The model proposed in Greenwich is similar to
that in place in Bexley, although Kings have decided not to bid for the contract. We are in
2

discussions with LGT regarding a partnership approach to this bid, although they would be the
prime contractors.
Contraceptive and sexual health services (CASH): were put out to tender earlier this year. Our bid
was submitted jointly with LGT, who led on the corresponding genito-urinary (GU) service tender,
which we supported. The implications should both organisations be successful, would be the
transfer of five staff from LGT to our CASH team and 2 of our Community HIV team joining the
LGT GU service.
The contract value has increased by c£350k per annum, but additional activity is expected to flow
from the existing service based at Queen Elizabeth Hospital, estimated at an additional 6,300
attendances each year. The contract will be awarded for five years. The planned start date is 1
October 2016.

Children & young people’s services
1. Tender activity
Greenwich 0 – 19 years universal services: we verbally have been informed that the
recommendation is for the service to be awarded to Oxleas. This decision was published on RBG’s
website on 18 May 2016, with ‘standstill’ until the first week of June.
Greenwich children’s therapies services: the interview took place on 26 May 2016 and we are
awaiting the outcome.
Child health information services (CHIS): GSTT have withdrawn from leading a SEL consortium bid
to deliver this service. We are in discussions with organisations in southwest London to explore a
South London-wide bid. This tender does not include all the components of our CHIS team,
resulting in a gap in health visitor administrative support for new births and specialist services for
special needs co-ordination.
2.
Directorate financial position
The April overspend is higher than anticipated. We are identifying the top areas of priority and
working with Finance to ensure budget statements and income assumptions are correct.
3.

Recent Children’s Commissioner’s Review

On 28 May 2016, the Children’s Commissioner’s ‘lightening review’: Access to Child and Mental
Health services 2016, was published and received some nationwide publicity.
The headlines from this recently released report stated:
“Some children’s mental health services are failing children with life-threatening conditions.
•

28% of referrals for children’s mental health support are turned away

•

14% of children with life-threatening mental health conditions are being turned away
from treatment

•

Children and young people on mental health waiting lists for up to 200 days

•

35% of trusts restrict access to children who miss appointments”

Within Oxleas CAMHS, around 20% of referrals do not meet the criteria for our services. Wherever
possible, we signpost referrers or families to more appropriate services for support.
No child with a life-threatening mental health condition is turned away from treatment and no child
who requires emergency or urgent treatment is put on a waiting list. For less urgent circumstances,
3

waiting times are within 12 – 18 weeks. Eighteen weeks is the national target, in Oxleas, we have
aimed at 12 weeks although maintaining this is increasingly difficult.
The average waiting time to first appointment is 9 weeks (median of 7 weeks). Currently there is
one young person who has waited more than 18 weeks for their first appointment. There are some
specialist services where, having received some treatment, young people are waiting up to 6
months (occasionally longer) for follow up treatment. In these circumstances, young people will
have been seen by CAMHS practitioners and will have support while waiting.
We do not restrict access to children who miss appointments. Where children miss a number of
appointments we have a specific protocol which includes attempts to contact children, families and
referrers about why appointments are being missed and an assessment of risk and need. If
children do leave the service (either in a planned way or if they are discharged), we have a process
to by-pass the usual re-referral process and restore access, if this occurs within 6 months.
The service will review this report and its recommendations to see if there are any concerns to be
addressed or suggestions which can be implemented.

Adult mental health (AMH)
1. Bed occupancy
Despite considerable progress in Greenwich, there remains pressure on beds due to a slowdown
in throughput in Bromley. In addition, further work is required with wards to ensure the sleepover
adjusted report is at or below 100%.
Target
<95%
Excl.
Leave
Sleepover
adjusted

Q4

Q1

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

Apr-16

107%

108%

106%

103%

102%

102%

103%

105%

111%

107%

105%

102%

101%

100%

99.7%

101.5%

UEA usage has increased in April, particularly in Bromley.

YTD UEA Expenditure
(Including Tarn
Overperformance)

Cost
- £k

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

Variance
After Risk
Share
Adjst - £k

(Fav) / Adv

(Fav) / Adv

(24)

Female PICU - Total

12

49

(37)

Male PICU - Total
PICU (Female + Male) - Total

44

8

37

12

56

57

(0)

(12)

Acute - Total

89

5

84

32

PICU (Female + Male) + Acute Total

145

62

84

20

Mitigation plans
The following bed escalation plans are in place:
• New sleepover adjusted occupancy metric and improve leave and sleepover recording. A new
weekly audit is now in place to improve data quality in this area.
•

The new crisis and admission avoidance data set will start in July
4

•

We have secured approval for expansion of the liaison and HTT in Bromley (£330k)

•

We await 3 additional sleepover beds in GPH

•

Review of top 100 admissions is now underway; the aim is to identify recommendations for
changes in practice

•

A review of informal admissions is planned in an awayday in early June

The AMH bed management meeting have agreed the following 3 high priority actions in Bromley:
I.
Escalate housing issues; a meeting is planned with CCG and Local Authority leads.
II.
Improve patient CCO allocation and reduce waiting times from inpatient services. The
directorate will monitor waiting times in bed management meetings. RiO development work
is required to allow the directorate formally to monitor this KPI.
III.
Identify named clinicians for inpatient assessments and UEA review to improve throughput.
2. Directorate financial position
Managing inpatient budgets remains the biggest challenge and progress has been made with the
development of a financial recovery plan for 2016/17.
There has been a decrease in overspend during April, with bank and agency spend falling. Our
remaining overspend is attributable to unmet CRE (CRE plans to be delivered later in 16/17) and
inpatient over spend. The directorate has completed the development of the financial recovery plan
and is now prioritising the roll out of monitoring and governance with wards.
Mitigation plans
The directorate is in the trust finance taskforce and has agreed the following plans:
•

Cost pressure bid for staffing at 5-5-3 level has been agreed, with conditions that a number of
assurance measures are put in place to deliver the financial recovery plan.

•

A financial recovery trajectory has been agreed and meetings with modern matrons have taken
place to make clear the expectations for delivery. Letters will be sent to staff outlining
responsibility for delivery with regard to the 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, use of specialling, income, UEA
usage and actions to address variances. Routine reporting will start in June.

•

Plans to develop income including developing Tarn income generation will rely on completion
of the additional sleepover beds in Green Parks House.

•

An invest to save bid for a role to maximise NCA income will be completed for June.

•

The directorate continues to work with HR to reduce vacancy rates on the ward. There have
been a number of successful recruitment days and the directorate is holding a further
recruitment day in June. We will develop a recruitment plan for the next 12 months.

•

CRE plans in 2016/17 for inpatient rehabilitation redesign are making progress. The directorate
has been asked to bring forward plans for delivery and will agree robust timescales by the end
of May.

3. Service redesign update
The directorate is focussing on a number of areas post redesign of the community mental health
services.
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Work is required to ensure compliance against the 14 day waiting time standard. April offered
appointment waiting timescales are detailed below.

Bexley
Bromley
Greenwich

2 weeks offered
51%
33%
76%

4 weeks offered
56%
76%
94%

6 weeks offered
92%
95%
98%

•

A review of capacity and demand is taking place, in line with the IAPT development programme
which led to significant access improvements.

•

We are developing live iFox waiting time reports.

In addition, we have the following actions in place
• A new metric has been 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. The metric is currently being tested by the business office and informatics.
• Teams have been sent a manual report to review cases that are not within target and develop
action plans.
• Capacity and demand are being reviewed to ensure appropriate capacity across PCP / ADAPT
and ICMP.
•

Differences in interpretation of the service model arising from implementation have been
mapped out in the task and finish workshops which have now finished; the process of moving
towards a standardised model of care is underway.

•

We have a programme to more fully engage GPs in the PCP model.

•

A review of the service model by the Institute of Public Care, Oxford Brookes University, will be
completed later in the summer. IPC also are developing a service evaluation framework, with
associated dashboard; this work began in May.

Adult learning disabilities services
1. Atlas House
For 16/17, Greenwich CCG have reduced the number of beds commissioned at Atlas House and
they no longer plan to reinvest into community services.
Mitigation plans
Option 1 – retain one half of the unit, equating to 6 beds. This will continue to provide local beds for
local users, reduces reliance on large volumes of ECR activity and improves safety and quality.
One side of the unit would be mothballed. This will allow us to reintroduce additional capacity if
required as part of the Transforming care programme objectives.
Option 2 – retain half of the unit as an assessment and treatment unit and offer the other half for
NHSE specialist commissioning services (forensic LD). This would allow us to provide local LD
forensics beds, which can be difficult to find.
Option 3 - seek alternative funding sources from other CCG’s within our local Transforming care
partnership.
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2. 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 89% in April. The breaches in AHP
RTT waiting times across ALD remain a challenge, with increases in demand outstripping capacity
and a number of vacancies within the service.
Mitigation plans
• The directorate has established temporary screening and treatment clinics to support service
users until vacancies are filled over the coming months.
•

Waiting lists are being renewed and reprioritised by the team manager.

•

Agency OT are being sought to provide interim support in Bromley.

•

A review of the model of service delivery will take place at the awayday in June.

Forensic & prison services
1. Nursing pressures
The directorate continues to experience vacancies in our inpatient services and Greenwich
prisons, although we have plans in progress to tackle this issue. In the Bracton, currently we have
34 posts awaiting start dates, out of 41 vacancies. Within the Greenwich prison cluster, following
the additional 10 posts committed by the commissioner from April, there are 40 vacancies, of which
18 are under offer and other positions are in the process of being advertised.
Clinically the Bracton settled although there are two patients (1 male and 1 female) that have
required long term segregation which is staff intensive. A further female patient has been
supported whilst in hospital at Darenth Valley.
Mitigation plans
• The director and service managers continue to meet monthly to monitor recruitment
campaigns.
•

Within the inpatient services, changes are being made to skill mix, which we anticipate will
assist the overall position through the introduction of support practitioners.

•

The directorate has supported the trust weekend recruitment campaigns, and has been
pleased to note the considerable interest by both general and mental health nurses interested
in working in these areas

2. Directorate financial position
At month 1, the directorate had a £41k deficit made up of a number of contributing factors,
although the largest factor is the use of bank & agency staffing. The SMT are focussed on bringing
the directorate back into financial balance as early as possible.
Mitigation plans
• An AC panel is planned for 22 June, if successful, appointments particularly to the prison posts
will make a substantial positive impact on medical costs.
•

3.

The service manager for the Greenwich prisons cluster is discussing with her operational
managers, the possibility of ceasing to use agency staff from July/August. Similar discussions
also are taking place within the inpatient services, with the exception of cover for the support of
patients in external hospitals.
South London repatriation plan for secure services
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Work is taking place with SLaM, SWL&StG and NHSE to work up proposals for the repatriation of
patients from a multiple of private sector beds which are spread across the country, to South
London. The numbers involved are circa 150 -175 and requiring a mixed service provision both in
terms of levels of security and clinical need.
A project board involving the three CEOs and regional director of commissioning for NHSE has
been established, including the three Service and clinical directors. A project manager, David Monk
has been appointed and we are looking to bid to become an NHS Vanguard; if successful, this may
attract some supporting finance.
Mitigation plans
• An “open book” approach would help ensure both financial equity and that no single partner
becomes a major beneficiary.
•

By bringing the three senior management groups together in the work streams, it is hoped that
we will be able to work through the cultural differences that exist amongst the three trusts.

•

A review of the patients currently placed in the private sector is identifying service gaps and
opportunities that can be worked up over the next few months. This is important work in terms
of improving the care offered to patients and the majority of families will support their relatives
coming back into local services.
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Board Brief – June 2016
1. Bromley CAMHS
In December 2014, there was a disinvestment in CAMHS by the LB Bromley which resulted
in a reduction in clinical staffing of 19%. In the following year, there was an increase in
accepted referrals of 4%. This meant that the service delivered an additional 23% clinical
output when compared with the commissioned activity prior to December 14.
Activity data has since indicated that the increase in referrals is showing an upward trend.
Comparison of the period April 14 - March 15/April 15 - March 16, shows an increase of
12.9% in accepted referrals. In April 2016, there was a further reduction in clinical staffing as
a result of the LB Bromley deleting the seconded CAMHS social work post. The service now
has a reduction in clinical staffing of 22.7%, is servicing an additional 12.9% demand and is
therefore delivering 35.6% clinical output beyond service capacity.
We met with the CCG to raise our concerns and discuss possible solutions. This resulted in
an allocation of additional funding from the CAMHS transformation funds for the Tier 2.5
service to be suspended, and for this service only to accept Tier 3 cases from June 2016.
We have also been invited to submit proposals ( up to £300k) for additional staffing. We are
cautiously optimistic this will be accepted, albeit for one year while further discussion takes
place with the CCG.
2. Bexley and Greenwich CAMHS at OPD
In April, we engaged a company called 'Creative Connections' to co-produce some art work
with young people and their parents/carers who were visiting CAMHS. The artists worked at
the Out Patients Department at the Memorial and throughout the day, engaged young
people in telling their stories about their 'journey into and through CAMHS'. The result is a 30
foot long art work which tells their stories. It attracts a lot of interest and generates
discussions with young people who come to CAMHS and has been universally enjoyed by
staff and service users (and the CQC!).
3. Pressure from high demand for Tier 4 beds.
There is continued pressure in the system regarding young people who are acutely unwell,
many subject to the Mental Health Act, who present to A&E requiring an emergency
response and are assessed as needing a Tier 4 bed. We experience extreme difficulty in
accessing these beds for our young people. In Bromley, there has been a 37% increase in
one year in emergency presentations to the PRUH and a 60% increase in the number of
young people requiring Tier 4 beds during an 18 month period.
Discussions continue with local and national commissioners.
4. Headscape Greenwich - data
From April 2015 to March 2016, there were 8482 visits to the website.
62% of users were aged between 13-15 years
41% accessed the site via a link promoted on another site; 34% by direct access and 22%
via a search engine.
The most viewed issues were: generalised anxiety, depression, conduct disorder, self-harm,
ASD (autistic spectrum disorder), family difficulties, OCD, social phobia, ADHD, eating
disorders.
Devices used: Phone/tablet 30%; Desktop 70%
Universal services May 2016
1. Tender

Greenwich 0 to 19 integrated public health services, went out to tender in January 2016, we
were informed that we had been successful on 20th May. The award is for 3 to 5.5 years.
The service specification and financial envelope (£8.4m) has demanded a considerable
service redesign. The implementation project plan timeline will be 18 months to 2 years.
•
•
•
•
•
•

Within the new service we will establish 5 large service bases which will act as local
health hubs, with virtual integration with CAMHS and Specialist services.
Highpoint House will become a youth focussed building housing CAMHS, specialist and
public health teams
Establishment of a direct telephone line and later a dedicated children’s communication
team (a development of our SPA plans).
We have arranged to sub contract with two local providers, Charlton Athletic Youth Trust
and Lewisham and Greenwich Trust to offer a range of local services.
Baby clinics will be streamlined to offer a more comprehensive offer, and nursery nurses
will lead drop-in weighing clinics and a 3 to 4 year ‘transition to school’ programme.
Development of mobile working, use of e-Redbook, and a number of new App and
virtual contact initiatives have been included in the model.

2. Bexley health visiting service
We have remodelled to establish 8 large teams in Bexley from the original 16 small teams.
3. Bexley CASH (sexual health) services.
This small service originated from a school nurse offer, providing drop in CASH sessions for
young people up to 25 years in 4 local clinic bases. We are in discussion with the
commissioner and our Greenwich CASH service to transfer the service to Greenwich. This
will improve the service to Bexley residents and provide a more comprehensive sexual
health offer.
4. Infant Feeding
Bexley health visitors, led by our infant feeding advisor Hazel Jones, are to be inspected by
Unicef on 1 June. We hope to achieve level 2 accreditation for the Baby Friendly initiative,
and would be on target to achieve level three in 2017.
5. Nursing awards
Two specialist nurses in health visiting have been awarded excellence awards at the recent
Oxleas Nursing Conference in May 2016.
Jen Baker specialist HV for parental mental health won the award for Nursing Excellence.
Jen both demonstrates and promotes excellence in nursing care, by her compassionate,
understanding and knowledgeable approach. She works directly with families experiencing
mental health difficulties and has up-skilled the UCS health visitor (HV) workforce by sharing
knowledge and modelling excellent practice.
Jen has developed and produced guidance and training which has updated and enhanced
the UCS standards and guidance for health visitors, and provided them with the skills to
deliver individualised, outcome focused care to families in need.
Karen Laffar Specialist Health Visitor for Domestic Violence and Abuse won the award for
Nursing safety. Karen is a positive role model, demonstrating conscientious, high quality
health visiting through direct clinical work and support to health visitors and other colleagues.
In the space of a year in her post, she has mapped DVA services across Greenwich and
effected an increase in knowledge and skills across the workforce, and between
organisations to improve services and support to local families. Her work has ensured that
there is recognition of the importance of Oxleas health visitors work with troubled families.

6. The Queens Nursing Institute Award (a national nursing charity since 1887)
Ellen Shelly, assistant service manager in Greenwich Universal Services, recently has
become a Queen’s Nurse. This prestigious title is awarded to nurses who demonstrate a
commitment to high standards of practice and patient centred care, learning and leadership.
Queens’s nurses, benefit from developmental workshops, bursaries and networking
opportunities. Applicants must provide substantial evidence of excellent practice and
testimonials from service users and colleagues.
Specialist Children’s Services
1. Speech and Language Support for Looked after Children
Bexley children’s speech and language therapy was commissioned to provide 18 months of
dedicated support to Looked after Children, working with the education LAC team. The
impact of the service has been positive for the young people.
The inclusion manager told us:
“The speech and language therapist was very efficient and approachable. She got her report
back very promptly and arranged for speech and language therapy assistant to provide
support which has been excellent. Her sessions were always well prepared and engage
even our most challenging children. She emailed and spoke regularly to myself the inclusion
leader and with the special educational needs teaching assistant We would like to work with
the speech and language assistant again and wish this service was available to more of our
children not just Looked After Children.”
2. Improving choices for children with Autism
The catering staff at Colyers Special School in Bexley have joined in training to use
communication symbols at lunchtime to enable the students to understand choices and to
express their preferences at lunchtime. The students have autism and learning needs.
Sarah Wardrop has trained the catering staff in the use of symbols and has developed a
symbol system. Nicky Teoh is teaching sign language for the lunch menu for the catering
staff to use with the pupils.
3. Bexley Looked after Children’s Team are improving information for the team working
alongside the child and foster carers
The nurses and psychologists working in Bexley are offering consultations to social workers,
foster carers and any professionals working with a Looked after Child to improve outcomes.
The team offer a range of physical and emotional health options to help support placements
and educational placements.
The team have found that the increased accessibility to health colleagues by social workers
and foster carers has enabled the group to consider the holistic needs of the child; this is
anticipated to improve long term outcomes.
4. Greenwich End of Life support
When a five year old child suddenly deteriorated our Physiotherapy lead, Vicky Lambert,
responded immediately to a call from her mother for support to enable her to travel to the
tertiary hospital for an assessment. Vicky adapted equipment to enable her to be transported
safely that afternoon. Sadly the assessment concluded that she was palliative and she
returned home.
Wendy Faulknall, the child’s lead nurse visited immediately. Wendy was due to leave the
Trust that week but decided she would stay, as she had been the child’s lead nurse for
several years. Wendy was with the family when the child died and ensured they were fully
supported.

Board of Directors
9th June 2016
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Agenda item

Quality Committee Report

Item from

Ify Okocha, Medical Director

Attachments

a) Oxleas NHS FE Quality objectives and indicators 2016/17
b) Clinical Effectiveness Group Meeting Minutes – 6 May 2016
c) Patient safety and safe staffing update

Summary and Highlights
1. Key agenda items
The quality committee’s 6 priorities and indicators for measuring progress against each of them
The quality report (which is part of the annual report)
Feedback from quality committee subgroups: PEG, PSG and CEG
KPMG audit reports on data quality and care planning
Crisis pathway for personality disorder project and parameters for measuring success of the project
Membership and frequency of meetings
2. Quality Committee Indicators
The proposed indicators for each quality priority and the responsible quality committee subgroup are
enclosed (enclosure a). These consist of data we currently report in our board integrated dashboard, QSIP,
CQUIN, annual quality report and clinical audit program. A few are new indicators, particularly patient safety
subgroup indicators that may need additional work to determine how best to report. The board is invited to
comment.
3. Trust CQUIN Update – Quarter 1, 2016/17
We have agreed CQUINs with Bromley CCG for our mental health and LD services. Bexley CCG have agreed to
adopt 2 of the local Bromley CQUINs (Carers and Staff Health & Wellbeing strategy CQUINS) and Bexley have
decided not to have a specific district nursing CQUIN.
CQUINs have also been agreed for our Forensic, Greenwich Prisons and Specialist Children’s Contracts.
Quarter 1 will be used to understand and agree processes for implementation and reporting and progress
reports on achievement will be provided as part of the Quality committee report at each quarter.
4. Compliance and Regulatory Update
CQC Update
Following our CQC inspection in April, we received additional data requests from the inspectors and the
latest count is 383. Listed below is a table which summarises the number of requests by core service area
and directorate.

CQC Core service

Requests

MH – Comm – Older People

61

CHS - Children, Young People & Families

51

MH – Wards - Forensic

50

CHS - Adult

34

MH – Comm – Crisis /place of safety

33

MH – Comm – Learning Disability

28

MH – Comm - Adults

25

CHS - Inpatients

23

MH – Wards – Learning Disability

19

MH – Wards – Adult / PICU

18

CHS - End of Life Care

13

MH – Comm – Specialist CYP

10

Pharmacy

8

Other - Governance 1

3

Other - Workforce Race Equality Standard

2

Other - Governance

2

Other - Governance 3

2

Other - Governance 2

1

Grand Total

Directorate

383

Requests

Adult Mental Health and LD

123

Adult Community

70

Older People

61

Children and Young People

61

Forensic

50

CQC head of inspection said they may make unannounced visits in the 2 weeks following the main
comprehensive inspection but no visit took place. We have had 2 Mental Health Act visits to Kelsey ward
and Holbrook ward.
Following the initial feedback, we have collated a response for each of the 7 areas identified in order to
provide further information and assurance to the CQC prior to the receipt of their draft report later this
month (June 2016).
The 7 areas are:
• End of life Board level representation
• Ligature points in communal inpatient areas and community health settings
• The practice of having fire extinguishers in locked cupboards
• Privacy and dignity of patients who use S136 suite in Oxleas House
• Differing awareness of staff/lack of understanding of prone restraint
• Line of sight in Bracton seclusion rooms (Heath and Burgess wards)
• Concerns regarding the safety of a 15 year old on the age appropriate bed on Millbrook ward.
The response is available to the board on request.

5. Clinical Effectiveness Update

The minutes of the Clinical Effectiveness Group meeting of 6 May 2016 are enclosed (enclosure b). I
wish to draw attention of the board to audits of care planning as this underpins the trust’s values
and commitment to improving lives and providing high quality care. These audits were reported
within the last three months.
KPMG’s Internal audit of care planning
KPMG (January 2016) audited the trust processes for care planning and gave a ‘significant
assurance’ rating at the conclusion of their work.
Areas of good practice identified include
- All service users who require a care plan had one in place
- Care planning is discussed at all trust wide and local clinical effective group meetings
- Promoting service user engagement with and ownership of the care plan.
- Annual audit of care plans and recently introduced monthly audits
- Review of care plan policy
- Standards on reviewing care plans
Areas for development
- Consistent use of specific sections in RiO for recording family or carer involvement
- Sending care plans to the service user and a copy to their GP
- Timely review of care plans and clarity about outcomes expected from care plan
interventions.
- Consistently recording progress against agreed care plan goals or outcomes.
They made low priority recommendations that will be incorporated into the work of the care
planning working group led by two transformation managers.
Trust-wide Care Planning Audit
. The annual trust-wide care planning audit measures the extent to which we adhere to local and
national standards of care planning, through auditing the electronic patient record (RiO) of patients.
The standards against which we audited records were in the following areas:
• Risk management
• Quality of care planning
• Crisis, relapse and contingency planning
• Care review
110 auditors audited 1118 cases from 77 teams.
Summary of findings
What we do well
Risk Assessment
• Although the number of records with a risk summary has not substantially changed (see
below), the quality of risk summaries for patients who are not on CPA have improved
compared to 2014, with better recording of the details and context of risk.
•

There has been an increase in the proportion of risk summaries updated following risk
incidents (from 81% in 2014 to 84% in 2015) for patients not on CPA

•

There is marginal improvement in the formulation of risk management plans for medium to
high risks (47% in 2014 to 60% in 2015), although this needs to improve further.

Care Planning
• There are improvements in the personalisation of RiO care plans for patients who are on
CPA with improved use of plain language (79% in 2014 to 90% in 2015) and use of the
patient’s words (77% in 2014 to 82% in 2015). There is much better documentation to
evidence instances where clinicians have been unable to obtain the client’s view or input
into the care plan (18% in 2014 to 65% in 2015).
• Over half (55%) of the total audit sample had a ‘My Crisis Plan’ on RiO, and in 80% of these
the patient contributed to the plan. In about 60% of these there were advance statements
or preferences made by the patients. This is a new area of RiO that staff began to use in the
last year; Forensic services are using My Crisis Plan with the majority of their patients.
CPA reviews
• The majority of CPA reviews undertaken include the client’s view (83%) and where
appropriate, the carer’s view (79%).
What we can improve
Risk Assessment
• The trustwide results suggest that when medium to high risks are identified for patients on
CPA, these are not routinely addressed in the care plan, with figures dropping to 77% in
2015 compared with 82% in 2014 (Despite this overall decrease, improvements have been
made in this area in some directorates for both CPA and non CPA patients)
• There is a similar trend for patients who are not on CPA, with overall only 63% of care plan
letters reviewed containing a summary of risk compared with 67% in 2014.
Care Planning
• RiO care plans for patients on CPA are not always reviewed on time (86% in 2014 to 71% in
2015) and old RiO care plans for CPA patients are not routinely being closed on
discharge/transfer from teams (81% in 2014 to 58% in 2015).
• Recording of the provision of information for patients about CPA, mental health problems
and medication including side effects on CPA has overall declined since 2014 (from 70%
provision in 2014 to 56-67% in 2015)
CPA reviews
Not all patients are receiving a CPA review within 6 months (88% in 2015, 96% in 2014), and there is
evidence in just over half (52%) that a pre CPA review meeting took place.
CPA audit results have been discussed at all directorate Clinical Effective Groups and newsletters
outlining key findings have been discussed in teams along with directorate action plans.
The strategic care planning group is reviewing the audit process and considering whether smaller
focussed audits e.g., monthly would result in sustained improvements. Also, we are exploring how
to sustain based leads or champions that we introduced earlier in the year.

Risks
1349: Care plans are not recorded in the recommended
places and therefore may not be readily available for the
delivery of care. Clinicians may not offer patients care that
is in line with the agreed care plan and also that risks may
not be immediately available to clinicians.
1350: Care plans are not always reviewed and therefore
might not reflect the current needs of the patient. This
means that clinicians may not know what the current risks,
needs and treatment are for the patient.
1160: Service users and carers may not always be
sufficiently involved in the care planning process. This
means that they may not effectively engage in the care and
treatment.
1162: Care plan interventions for clients with identified
medium to high risks are not always evident. This means
that clinical risks may not always be managed, impacting on
patient outcomes and safety.

Recommendations
For the Board of Directors to note.

Consequence Likelihood
(Current)
(Current)

Risk level
(Current)

Moderate (3)

Possible (3)

Moderate
(9)

Moderate (3)

Possible (3)

Moderate
(9)

Moderate (3)

Unlikely (2)

Moderate
(6)

Moderate (3)

Possible (4)

High (12)
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Oxleas NHS FT Quality Objectives and Indicators 2016/17

Quality
Objective

Quality Indicator

To ensure 90% of patients surveyed are reporting that their
carer/family have been supported

Quality
Objective 1

Ensure we
meet our
patient
promise*

Service Area applicable to

How we will monitor,
measure and report
progress

Quality Domain

All Oxleas Services

To ensure 90% of patients surveyed are reporting they have
been provided with enough information about care and
treatment

All Oxleas Services

To ensure 90% of patients surveyed are reporting that they
have been involved in decisions about their care and
treatment

All Oxleas Services

To ensure 90% of patients surveyed are reporting that staff
have treated them with dignity and respect

All Oxleas Services

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

All Oxleas Services

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

All Oxleas Services

These indicators form
our Trust ‘6 must ask’
questions in our
patient experience
surveys that are
carried out across all
teams.
These will be
monitored by the Trust
Patient Experience
Group and monthly by
the Trust Quality
Committee. Detailed
progress will also go to
the board of directors
every three months

Patient
Experience

Monthly monitoring by
Quality committee and
board through the
integrated dashboard
*To explore categorising complaints into the 4 patient promise ( “must do”) headings and adding a fifth heading of failure to deliver care in line with clinical policy
or guidelines
Ensure 100% of patients detained under the MHA are
provided with information as stated - recorded on RiO (S132).
(QSIP)
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Quality
Objective
Quality
objective 2
Ensure we
involve
families, carers
and people
important to
our patients

Quality Indicator

To ensure 80% of patients have their support network
identified and noted within their care record (QSIP)

Service Area applicable to

How we will monitor,
measure and report
progress

All Oxleas Services

Reports from RiO and
audit of records.

Develop a Children and Young Carers’ Resource Pack

All Oxleas Services

No of young carers identified (QSIP)

All Oxleas Services

To ensure 95% of our patients will have a recorded care plan
on RiO (QSIP)*

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

Quality Domain

Patient
Experience

Reports from RiO and
clinical audit of records
All Oxleas Services

.
Quality
objective 3
Ensure we
involve
patients in
planning their
care and they
have a care
plan that is
personal to
them

To ensure 95% of our patients on CPA will receive a 6
monthly review (QSIP)

Ensure consent to treatment is obtained from 100% clients
assessed and detained under the MHA (S58). (QSIP)

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

These indicators are
on the board
integrated dashboard
and will be monitored
by the Trust Quality
Committee
Clinical
Effectiveness
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Quality
Objective

Quality Indicator
*To specifically, ensure that the client’s views are recorded in
these care plans and that crisis plans are completed using
My crisis plan, where applicable

Service Area applicable to

All applicable Mental Health
teams

To ensure 95% of patients on CPA are followed up within 7
days of discharge from hospital (QSIP)

Mental Health Services

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

Mental Health Services

Maintain no incidences of MRSA infections (QSIP)

All Oxleas Services

Quality
objective 4

Maintain no more than 6 incidents of Clostridium Difficile
reportable infections(QSIP)

All Oxleas Services

Ensure we put
the safety of
our patients
first

To ensure 80% of staff are trained in level 1 safeguarding
children
To ensure 80% of staff are trained in level 2 safeguarding
children
To ensure 80% of staff are trained in level 3 safeguarding
children
To ensure 80% of staff are trained in safeguarding adults
Ensure 95% of clients on CPA have a recorded crisis plan on
RiO. (QSIP)
To ensure that 95% of patients on CPA are followed up within
7 days of discharge form hospital (Harm free care SU2S)
To ensure that 100% of patients admitted to hospital
following an episode of self-harm are followed up within 48
hours of discharge (Harm free care SU2S)

All Oxleas Services

How we will monitor,
measure and report
progress

Quality Domain

Rio reports and clinical
audit
These indicators will
be monitored by the
patient safety group,
trust quality committee
and some are on the
trust board integrated
dashboard and will
therefore be monitored
by the board also.

Patient Safety

All Oxleas Services
All Oxleas Services
All Oxleas Services

Mental health services
Mental health services
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Quality
Objective

Quality Indicator

Service Area applicable to

To ensure that there are no avoidable grade 4 pressure
ulcers (Harm free care SU2S)
To ensure that above 95% patients are harm free in safety
thermometer (Harm free care SU2S)
To ensure that 100% of deteriorating patients are escalated
as per MEWs protocol (Harm free care SU2S)
To ensure that 90% of patients and families receive a duty of
candour letter within 7 days of incident (Harm free care
SU2S)
Maintain no incidences of MRSA (Infection Control)

All services

Maintain no more than 6 incidents a year of Clostridium
Difficile reportable infections (Infection Control)
To ensure 100% CAS alerts are closed within 28 days
(Safety Compliance)
To ensure that 100% of incidents are reported to NRLS within
28 days (Safety compliance)
To ensure that all RCA investigations are completed within
45 days (Safety compliance)
To ensure that all actions from investigations are uploaded
onto datix on time (Safety compliance)
To ensure that we meet the trajectory for training 80% staff in
level 2 PREVENT by 2017/18 (Safeguarding adults)
To ensure that 80% of staff are trained in level 1
safeguarding (Safeguarding children)

Community and Older adults

How we will monitor,
measure and report
progress

Quality Domain

Manual reports and
audit of records

All inpatient services
All services

All services
All services
All services
All services
All services
All services
All services
All services

For the future:
Quality indicators to be developed for:
• Reducing physical restraint (no force first)
• Reducing violence and aggression to staff
• Reducing medication risks
• Reducing suicides
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Quality
Objective

Quality Indicator

Service Area applicable to

We will engage in national audits that permit benchmarking
such as POMH UK and the NHS Benchmarking network in
2016/17
• Mental Health Benchmarking
• CAMHS Benchmarking
• Secure Services Benchmarking
• Community Services Benchmarking
• LD Services Benchmarking

All Oxleas Services

Quality
objective 5

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

All Oxleas Services

Ensure we
provide care in
line with
national best
practice and
guidelines

•
•

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

Percentage of delayed discharges as a percentage of
admitted clients. (less than 7.5%) (QSIP)

How we will monitor,
measure and report
progress

Quality Domain

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

Clinical
Effectiveness

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

Through presentation
of completed NICE
guideline clinical audits
presented to trust and
directorate CEG and
clinical teams

Bedded Services

Data on trust board
integrated dashboard
and also monitored by
the trust CEG and
quality committee

Clinical
Effectiveness
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Quality
Objective

Quality Indicator

To ensure 80% recording of smoking status of patients.
(recorded at 1st assessment, at CPA review and on hospital
admission) (QSIP)

Service Area applicable to

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

Mental Health Services

90% of patients with COPD referred for pulmonary rehab to
be screened for anxiety and depression. (QSIP)

Adult Community Services

95% of babies discharged from hospital to have received a
new birth visit by 14 days of birth. (Universal children’s
services) (QSIP)

Universal Children Services

To ensure 95% completion of one year checks by 14 months
(Universal children’s services) (QSIP)

Percentage of ICD10 coded clients on LD and/or Autistic
spectrum diagnosis. (QSIP)

Quality Domain

Mental Health Services and
CAMHS Adolescent Teams

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

How we will monitor,
measure and report
progress

Universal Children Services

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

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

Clinical
Effectiveness

Mental Health Services
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Quality
Objective

Quality Indicator

To ensure 95% of patients discharged from inpatient wards
have a primary diagnosis recorded on RiO. (QSIP)

Service Area applicable to

How we will monitor,
measure and report
progress

Quality Domain

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

Clinical
Effectiveness

Mental Health Services

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

Quality
objective 6
Ensure we
routinely
measure clinical
outcomes (how
our care makes
a difference to
patients

Agreed Oxleas Clinical Outcomes:
• AMH – Core-10, CANSAS,
• OPMH – HoNOS, CORE-10, CG1 (Clinical Global
Impressions)
• Forensic – Locus of Control, Core-10
• ACS – PH-Q9 and EQ-5D-EL (quality of life pre and
post intervention)
• ALD – HoNOS LD, TOMS (therapy outcome measure)
and HEF (Health Equality Framework)
• CYP – Goal based outcomes, SDQ and Chi-ESQ
To ensure 80% of clients have a Goal Based Outcome
Assessment recorded in RiO (QSIP)
To ensure 80% of clients who have a Goal Based Outcome
Assessment have had a review as recorded in RiO (QSIP)

All Oxleas Services

CAMHS

CAMHS

Outstanding indicator: Audiology - Percentage of patients waiting under 6 weeks for a diagnostic assessment (Specialist children services) Target
= 99%
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CLINICAL EFFECTIVENESS GROUP
Friday 6 May 2016
1.00pm – 3.30pm
Boardroom, Pinewood House
Present

Ify Okocha
Peter Stevens
Lesley French
Jane Harris
Kemi Omisore
Lorraine Regan
Carol Paton
Anthony Davis
Daniel Daka
Susan Owen
Rhoda Iranloye
Michael Witney
Joe Nhemachena
Hashim Reza
Maninder Heire
Helen Jefford
Daniel Chikanada
Item
1
2
3

Medical Director (Chair)
Consultant Clinical Psychologist and CEG Lead for Forensic services
(Item 4)
Clinical Director and CEG lead for Children and Young People’s services
Head of Psychological Therapies and CEG Lead for Adult Mental Health
services
Quality and Governance Manager for Older People’s services (For
Monica Crugel)
Clinical Director for Adult Mental Health & Learning Disability Services
Chief Pharmacist (Items 4, Enc 2c and 9, Enc 7a)
Research & Knowledge Manager (Items 6 and 7)
Care Planning Transformation Manager – Care Planning (Item 5)
Risk Manager (Item 8)
Associate Director for Quality & Governance
Director of Therapies and Executive lead for Patient Experience
Head of Quality and Compliance
Consultant Psychiatrist & Clinical Director for Informatics
Senior Quality & Audit Facilitator (Item 9 Enc 7c and minutes)
Pulmonary Rehabilitation Lead (Item 9 Enc 7b)
Healthcare Operational Manager, HMP Thameside

Subject
Apologies for absence
Jane Wells, Sandra Baum, Sarah Burchell, Abi Fadipe, Gloria Yu, Monica Crugel.
Minutes of last meeting
The minutes of the meeting held on Friday 26 February 2016 were agreed as an
accurate record.
Matters arising from the minutes of the last meeting not on the agenda
Page 4 – Clinical Audits: Trustwide Care Planning Audit
JN - The action allocated to MC to explore whether a face to face pre CPA meeting
was a standard should be for DD to discuss at the care planning steering group
meeting.
Page 10 - NICE Guidance & Quality Standards
No representation from the Adult Community Services (ACS) Directorate - AD to
follow up relevance of the following NICE Guidance for ACS:
PGS42
CG79
NG23
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Action

4

DIRECTORATE FEEDBACK AND REGULAR SUBGROUP UPDATES

1) Directorate feedback – Forensic and prison services
a) Forensic services - An overview of the forensic services was presented by PS.
CQUINS: 2015/16
•
Passed national CQUIN for improving physical health - 100%
compliance of 28 cases sampled.
•
Other CQUINS: Met but still to be confirmed
• Involve service users in collaborative risk assessment and
management
• Supporting service users to stop smoking
• Carer strategies
2016/17 - Currently, 2 are proposed. Both are two year projects:
•
Recovery colleges
•
Reducing restrictive practice
NICE Guidance & Quality Standards
• 52 'core' - leads allocated to 32. 20 to review at the next Clinical
Effectiveness Group meeting
• 43 'primary' - of which 7 require review.
• Positive Practice Prompts now completed for Self-harm, Violence and
Aggression, Service User Experience, Psychosis.
New Policies development and implementation within OPMH:
• Completed: Falls, Just Checking Policy/Telecare Policy, DNAR, Covert
administration of medication, Consent to treatment
• Ongoing: Bed Rails Policy, End of Life
Outcome measures
• 703 Locus of Control and CORE 10 forms returned (mid-April ‘16)
• 20 sets of paired (pre and post) forms:
o
small shift external to internal LoC
o
small reduction in Core 10 score
• Questionnaires and patient feedback system transferring to RIO in May
2016
Physical health in Mental Health
• New physical health lead, Dr Bianca Igna and Physical Health Oversight
Group (PHOG) has been re-established.
• Ongoing work – CQUINs, care planning, gym/sports hall programmes,
smoke-free service.
The redesign of psychological therapies, which is now complete (£87k saved),
was discussed. Also discussed were Mental Health Act compliance (100%
compliance in Section 132, Section 58 and an audit of T2 and T3 forms also
showed 100% compliance), Quality Network feedback and care planning reaudit results. There are on-going discussions around remuneration for non-
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medic Responsible Clinicians.
b) Prison Services – An overview of Kent Prisons (HMP Swaleside, HMP Elmley,
HMP Standford Hill, HMP Maidstone, HMP Blantyre House, East Sutton Park,
HMP Rochester, HMYOI Cookham Wood) was presented by DC.
• Projects in-place considering smoking cessation arrangements and
establishment of Smoking free units within the prisons. Smoke free wing at
HMP Maidstone.
• HMP Rochester is a pilot site for the Quality Network - Accreditation by the
Royal College of Psychiatry. Accreditation took place on the 21st April 2016.
• New eye sight/hearing test available for all receptions in HMYOI Cookham
Wood
• Medical alert bracelets being piloted in HMYOI Cookham Wood
• Long Term Conditions clinics in operation at all prisons
• Review of all PPG and associated PGD underway
• Women's health promotion work undertaken at East Sutton Park
• HMP Maidstone, staff won the Governors recognition award
• Emotional Well-Being project won Sheriff of Kent award
• Healthcare have delivered mental health awareness training for prison
officers, particularly those working in Inpatient and Segregation areas.
An overview of the Greenwich Prison Cluster (HMP Thameside, HMP
Belmarsh, HMP/YOI Isis) was given.
• Projects in-place considering smoking cessation arrangements and
establishment of Smoking free units within the prisons. Patients with long
term conditions are encouraged and given priority to reside in these areas.
• HMP Belmarsh is a pilot site for the Quality Network - Accreditation by the
Royal College of Psychiatry. Accreditation took place on the 21st April 2016.
• AAA, Bowel Cancer and Retinal Screening are underway or being arranged
across the three prisons.
• Pulmonary rehabilitation is being set up at HMP Belmarsh, in conjunction
with HMP Rochester.
• X-Ray’s for TB screening is in its final set up stages at HMP Belmarsh.
• Long Term Conditions clinics in operation at all three prisons. Currently
working on policies incorporating NICE guidelines to govern these clinics.
• HMP Belmarsh Inpatients team won the Governor’s Team of the Year
award.
• Joint working arrangements are in-place with HMP Thameside
management, Healthcare Inpatients and Substance Misuse Team, to
manage patients abusing psychoactive substances and raise awareness of
the dangers in the prison.
• Healthcare arranging mental health awareness training for HMP Thameside
prison officers, particularly those working in Inpatient and Segregation
areas.
• Healthcare will be providing opiate overdose awareness training to HMP
Thameside prison staff at monthly shut down training sessions.
• Partnership arrangements also in place with HMP Thameside management
ensuring improved monitoring, coordination and care of social care eligible
identified offenders with support from Care workers and Trusted Prisoner
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Orderlies.
A strategic Action Plan for the Greenwich Prison Cluster was enclosed and this
was discussed. Health care across Kent is divided into 3 contracts, each has a
completed Health Needs Assessment (HNA) and an associated Health
Improvement Plan (HIP). HMYOI Cookham Wood has a detailed work plan for
the year based on the Royal College standards.
All areas have been tasked with reviewing policies to ensure they are fit for
local need.
CQUINs
The 2015/16 CQUINs were met. There are 3 CQUINs for 2016/17 around staff
health and wellbeing, Prison based delivery of National Screening Programmes
and Prison based management of long term conditions.
2) Medicines Management
The following Medicines Management overview was presented by the Chief
Pharmacist. Over the last year, we have actively contributed to the work of the
Area Prescribing Committee, the 12th Edition of our prescribing guidelines was
published, and the pharmacy team has supported a number of quality
improvement and research projects. Significant progress has been made with
embedding systems and structures to improve medicines safety.
There continue to be considerable challenges with providing a pharmacy service at
QMH and a decision will be taken this year about whether the Trust pharmacy
service will be centralised on the QMH site.
A new wholly owned subsidiary company, Oxleas Prison Services (OPS) has been
established. OPS currently provides pharmacy services to the Kent and Greenwich
clusters of prisons.
We have been successful in our tender for a new medicines optimisation service in
Bromley borough and are currently in the ‘mobilisation phase’.

All CREs have been met for 2015/16.

5

ACTIONS: It was agreed that the medicines on discharge audit will continue, and
will be discussed at the next Medicines Management meeting with a thought to
reduce data collection to once a month as opposed to weekly as it is currently
done.
Care Planning & Engagement
There was a great deal of training for staff ahead of the CQC inspection.
In January 2016 KPMG carried out an internal audit reviewing the processes in
place for care planning at Oxleas NHS Foundation Trust. A ‘significant assurance’
rating was given.
Areas of good practice identified include
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MH
CP

-

Promoting service user engagement with and ownership of the care plan.
Auditing of care plans
Reviewing care plan policy
Standards on reviewing care plans

Areas for development
- Sending care plans to the service user first and their GP second
- Outcomes based care planning
- Reviewing care plans in a timely manner
- Updating progress notes following intervention
Recommendations have been made but have not been identified as high or
medium priority.
Following a meeting with KPMG to finalise the Draft report this will then be
presented at the audit committee.
The strategic care planning group continues to meet and last met on 12 April 2016.
The discussion involved a focus on-going care planning work plan including training.
Care planning training has been delivered and RiO transformation workshops are
scheduled.

6

ACTION: Following a discussion around changes to RiO, IO asked HR and DD to
bring a workplan at the next Quality Committee showing the list of changes that
clinicians would like to see made.
Nice Guidance & Quality Standards
AD presented NICE Guidance for February and March 2016 asking members to
agree if the guidance is considered relevant to services within the trust, and if so
whether it is Core, Primary or other.
The group agreed the following:
February 2016
Antenatal and Post natal Mental Health (QS115)
Core: AMH, CYP
Primary: F&PS
Domestic Violence and abuse
Primary: ACS, AMH, C&YPS, F&PS, LD, OPMH, IPH
Healthcare – Associated Infections (QS113)
Primary: ACS, AMH, C&YPS, F&PS, LD, OPMH, IPH
Sunlight Exposure: Risk and Benefits (NG34)
Primary: ACS, AMH, C&YPS, F&PS, LD, OPMH, IPH
Transition from Children’s to Adults Services for young People using health or social
care services
Core: AMH, C&YPS, LD
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DD

March 2016
Anaphylaxis (QS119)
Primary: ACS, AMH, C&YPS, F&PS, LD, OPMH, IPH
Community Engagement Improving Health and Wellbeing and Reducing Health
Inequalities (NG44)
Core: LD
Primary AMH, C&YPS
Medicines Optimisation (QS120)
Primary: ACS, AMH, C&YPS, F&PS, LD, OPMH, IPH
Preventing Excess Winter Deaths and Illness associated with Cold Homes
Primary: ACS, AMH, C&YPS, F&PS, LD, OPMH, IPH
Updated Guidance:
AD presented the updated policies to the group, this guidance had previously been
discussed and categorised as "Core", "Primary" or "Other" and held the same
categories. The chair asked AD to review the ratings of all the updated policies.
New NICE Cabinet Guide
The revised NICE cabinet dashboard was discussed and agreed.
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NICE Implementation Policy
ACTION: The NICE implementation policy will be revised and presented back to the
next meeting. The NICE Policy Flowchart was discussed and agreed.
Research and Development
AD presented the current research. It was noted that research projects presented
were mental health focused. AD stated that there were more research projects
due which covered community health services.
Risk Register
Care Planning and Engagement
Two new risks have been identified in relation to care planning and engagement
and mitigation plans have been developed by the Clinical Transformation Manager
for Care Planning.
• 1349: Care plans are not recorded in the recommended places and therefore
may not be readily available for the delivery of care. Clinicians may not offer
patients care that is in line with the agreed care plan and also that risks may
not be immediately available to clinicians. The agreed rating is (3x3).
•

1350: Care plans are not always reviewed and therefore might not reflect the
current needs of the patient. This means that clinicians may not know what
the current risks, needs and treatment are for the patient. Rating is (3x3).

There was a discussion around whether the following risk should fall under
Medicines Management;
1258: If the standards in the Nurse Dispensing Policy are not followed, there is a risk
that patient may be administered incorrect medication impacting on patient safety
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and effectiveness of treatment.
ACTION: It was agreed that the risk should be reviewed by the Adult Mental Health
directorate.
Clinical Audit
1) Clinical Audit
National Chronic Obstructive Pulmonary Disease (COPD) Audit Programme
HJ presented. Oxleas participated in the first national audit in pulmonary
rehabilitation services looking at resources, organisation and attendance.
39 patients from Oxleas consented to participating in this audit.
What we do well:
• 89% patients attending pulmonary rehabilitation have never been
hospitalised versus 69% nationally.
• 100% of pulmonary rehabilitation patients had a discharge exercise plan
versus 73% of patients nationally.
• Greenwich patients wait an average of 54 days from referral to enrollment
versus 76 days nationally.
Where we can improve:
• Greenwich pulmonary rehabilitation does not perform any practice test
walks on assessment. Patients can improve on their second walk test
(learnt response) providing more accurate measure.
• No assessment of muscle strength is tested despite providing resistance
training
• 62% of patients referred to PR did not complete the programme compared
with 29% national average.).
Recommendations
• Perform 2 exercise tests where appropriate to remove the learned effect.
• Look at measuring strength routinely at assessment.
• Ensure that we remain a flexible and adaptable pulmonary rehabilitation
service so that all patients have the opportunity to complete a course in
pulmonary rehabilitation.
Ensure that when capacity allows (staff dependent), the 3rd venue is up and
running - offering pulmonary rehabilitation locally to central Greenwich residents.
Prescribing for ADHD in Children, Adolescents and Adults (POMH)
Members were asked to note this audit.
Method
• Oxleas participated in the POMH re-audit of the quality of prescribing for
ADHD. Samples were submitted from our community paediatric, CAMHS
and adult services.
• A questionnaire/audit tool was sent to Trusts for audit of current patients
with a clinical diagnosis of ADHD, whether or not they were currently
prescribed ADHD medication.
• 59 Trusts participated in this re-audit, submitting data for 6,109 patients
from 359 clinical teams. Demographic, clinical and service-related data
were collected for each patient.
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Standards assessed
1. Before starting drug treatment, children, adolescents and adults with ADHD
should have a full assessment, including:
a. Heart rate and blood pressure (recorded as a centile in children)
(NICE CG72, recommendations 1.5.4.1 & 1.7.1.3)
b. Height and weight (recorded on a growth chart in children) (1.5.4.1 & 1.7.1.3)
c. Cardiovascular risk (1.5.4.1 & 1.7.1.3)
d. Substance misuse risk (1.5.4.1 & 1.7.1.3)
2. Weight, heart rate and blood pressure should be measured within 3 months of
starting treatment (1.8.4.2 & 1.8.4.6).
3. In all patients, ADHD treatment should be reviewed at least annually, using
standardised rating scales (derived from NICE CG72, recommendations 1.8.4.1).
4. Height and weight should be measured every 6 months in children and young
people, and recorded on a growth chart (1.8.4.2).
5. Weight should be recorded every 6 months in adults (1.8.4.2).
6. Heart rate and BP should be measured every 3 months (recorded as a centile in
children) (1.8.4.6).
Adult services:
Compliance with the audit standards in adult mental health at baseline and reaudit, nationally and in Oxleas
• Little has changed since the baseline audit, particularly with respect to ongoing physical health checks which remains an area of improvement.
• HR/EK have agreed the contents of a physical health screening form and
are currently negotiating the inclusion of this document on RIO.
Child and Adolescent Mental Health Services (CAMHS):
Compliance with the audit standards in CAMHS at baseline and re-audit,
nationally and in Oxleas
• The service has a champion who has worked hard to disseminate the
findings from the baseline audit, and encourage change. Notable progress
has been made, particularly in the documentation of on-treatment physical
health checks.
• The use of growth and centile charts remains some way from the audit
standards; the lack of availability of such charts with RIO remains an issue.
A request to include these has been accepted by the RIO team but not
considered to be high priority so a few more months of delay is likely
Community paediatric services:
Compliance with the audit standards in paediatric services at baseline and reaudit, nationally and in Oxleas
• The service continues to fare well with respect to pre-treatment screening
and health checks but the monitoring of maintenance treatment remains
some way from the standards.
• The issue relating to lack of standardised access to growth and centile
charts also applies to these clinical teams.
ACTION: CP asked each directorate to consider local action plans from this audit in
directorate Clinical Effectiveness Groups.
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Leads

Proposed Trustwide Audit Programme 2016/7
The proposed 2016/17 audit programme was discussed. There were 26 audits on
the programme.
- It was agreed for the Consent to Treatment audit for adult mental health services
to be removed from the Trustwide planner.
- The Section 136 audit was removed from the Trustwide planner
- Pressure Ulcer Audit has been added to the directorate list and removed from the
Trustwide planner.
- The NICE frailty audit to be put on hold until consultation with with Gloria Yu.
- The Rapid Tranquilisation audit was removed from Trustwide planner (covered by
the POMHS Audit).
ACTION: MH to contact Gloria to discuss the frailty audit.
Any Other Business
IO said that 6 quality priorities had been agreed. Some will be delegated to groups
like Clinical Effectiveness, Care planning steering, patient safety and outcomes.

MH

IO informed members that the Trustwide Quality Committee will now be held
monthly taking the original CEG slots. This means that CEG dates will be revised.
ACTION
IO discussed the need for a CEG leads meeting to ensure that the directorate
Clinical Effectiveness Groups workplans are aligned with the requirements of the
Trust CEG.
ACTION: CEG leads meeting to be arranged for an hour after each formal CEG
meeting.
Date of next meeting
1st July 2016
11.30 – 2.00 pm
Boardroom, Pinewood House
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Patient Safety monthly report – April 2016
Jane Wells, Director of Nursing
Summary:
Incidents
There were 11 serious incidents from in April 2016
1. On 1 April 2016 a 36 year old woman known to Bexley ADAPT was found deceased at home by her
mother who reported that she thought her daughter had taken an overdose. Awaiting post mortem
and toxicology results.
2. On 1 April 2016 a 29 year old man known to Bromley West ICMP died after choking on a lid of a
bottle.
3. On 8 April 2016 a 47 year old woman known to Greenwich East ICMP hung herself at home.
4. On 8 April 2016 a 54 year old man known to Greenwich West ADAPT set fire to his flat and was
charged with arson with intent to endanger life.
5. On 9 April 2016 a 15 year girl was admitted to Millbrook.
6. On 11 April 2016 a 21 year old male known to Bromley Crisis and Home Treatment Team attacked his
father from behind using a bread knife. Father sustained 18 stitches to his lower chin.
7. On 13 April 2016 a 53 year old woman known to Bexley EIP stepped in front of a train at Charing
Cross Tube and died as a result of her injuries.
8. On 19 April 2016 a 31 year old male hung himself in a public place. This man had been discharged
from Shrewsbury Ward on 24 February 2016.
9. On 24 April 2016 a 73 year old woman on Greenwich Intermediate Care Unit had an un-witnessed fall
and fractured her neck of femur.
10. On 27 April 2016 an 84 year old woman known to Bexley Older Adults CMHT died in hospital
following an unsuccessful welfare check the previous day.
11. On 28 April 2016 a 49 year old man known to Greenwich East ICMP was found deceased at home
with evidence of alcohol consumption.
Incident reporting trend

For the year 2016/17, 1086 a total of level 1 to 3 incidents have been reported, compared to 878 for the same period
2015/16 and 930 for the same period 2014/15. The graph below depicts that as a trust we have increased on our
reporting over the years.

Summary:
The Adult Mental Health and Learning Disability, Adult Community and Forensic and Prison Service Directorates
remain the highest reporters.

Adult Mental Health and Learning Disability
Services
Adult Community Health Services
Children and Young People
Corporate Services
Older People's Mental Health
Forensic and Prison Services
Total

Level 1

Level 2

Level 3

Total

183

124

68

375

75

140

63

278

71

21

9

101

6

1

1

8

62

43

19

124

135

37

35

207

532

366

195

1093*

*please note that the total in the severity column above differs from the total number of incident reported. The reason
for this is that some incidents may contain more than one severity level causing the discrepancy.

Safety Thermometer
Summary: The total number of Oxleas patients who were harm free for April 2016 was 91.07%. All forums
submitted data for April 2016.
Key messages
• Of the 683 patients data was collected for, 622 patients was harm free (91.07%)
• 61 patients experienced a harm, 13 of whom experienced new harms (1.90%)
• There were 7 new pressure ulcers – three category 2, three Category 3 and one Category 4
• There were a total of 6 harmful falls, 4 low harm, 1 moderate harm and 1 Severe.
• There were 0 new catheter acquired UTI.
• There were no VTE’s reported
Pressure Ulcers
•
•
•
•
•
•
•
•

There were a total of 122 pressure ulcers of which 66 were acquired in Oxleas care. There were no
Grade 4 pressure ulcers reported in April 2016.
Pressure Ulcer Prevention strategy (PUPS) champions agreed to be SU2S Pressure Ulcer (PU)
champions as well. A meeting was held on 19/4/16 with good attendance
Agreed an improved process for reporting Grade 3 pressure ulcers to CCGs; all pressure ulcers agreed
to be avoidable at panel now StEIS'd immediately after panel.
Now working closely with safeguarding lead QEH to track PUs and reduce number of safeguarding
alerts – process working well
Attended Community of Practice event and working on the PU Communities of Practice
SSKIN implemented across DNs – more discussions and increased usage
PU audit results just received – report being written
Safety thermometer report being fed back at ACS PSG, this is then fed back to ACS Quality Board.

Summary:
Mental Health
In April 2016 there were 162 sections.
Number of new sections (rolling 12 month comparison)
Number of new sections (rolling 12 month comparison)
Month

April

May

June

July

August

Sept

Oct

Nov

Dec

Jan

Feb

March

Total

2016/17

162

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

Feb

March

162

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

Total
31

2016/17

31

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

There were 22 MHA incidents in April 2016, 19 of which related to absconding incidents. Of these 8 involved
patients absconding from wards/units; 5 were patients who absconded whilst on escorted leave and 6 were
patients who failed to return from unescorted leave at the appropriate time.
Mortality and surveillance
The mortality and surveillance committee met on 5 May and received a detailed presentation from MaryAnne Bruce and Peter Finn, Directors Mazars. This meeting was well attended by clinical directors. The
meeting focused on learning from Southern Health how directorates will review their deaths and report to
the committee. The March mortality data will be reviewed in April with the April mortality data.
Weekly staffing reports
Attached are reports for the last two months showing ward by ward above and below staffing.
Inquests
There are currently 27 inquests open. In April 2016 four inquests were heard:
1) AD was a 25 year old man who died from the injuries caused by the impact of being hit by a train. The inquest was
heard before the Senior Coroner for Bedfordshire and Luton over 2 days.
Ten trust reports were submitted to the coroner as well as preventing future death submissions and a full clinical

Summary:

record. Four staff were required to attend as witnesses and were represented by the Patient Safety Team. Witnesses
called were an associate director, nurse from Goddington Ward, SpR from Goddington Ward and Consultant
Psychiatrist from Norman Ward. The coroner was satisfied on hearing evidence that the action plan had been
completed but has written to the CQC with concerns that individual clinicians may not have sufficiently reflected. A
copy of the letter to the CQC has yet to be received by the Trust to conform content.
2) GM was a 22 year old girl who hanged herself at in a private PICU. The inquest was heard before the Senior Coroner
for the Eastern Area of Greater London over 10 days. Four reports were submitted to the coroner as well as a full
clinical record. Two staff were required to attend as witnesses and were represented by a Barrister from Sergeants
Inn due to the conflicting evidence submitted by other parties. These conflicts were recognised at the pre inquest
hearing attended by Patient Safety. The witnesses who attended were the consultant psychiatrist from the Tarn and
the escorting nurse from Betts Ward.
3) DY was a 52 year old woman who died from the injuries caused by the impact of being hit by a train. The inquest
was heard before the Senior Coroner for Oxfordshire for one day. The pre inquest review was attended by Patient
Safety which resulted in no Trust staff being required to attend as witnesses.
4) BK was a 62 year old man who died from the injuries caused by the impact of being hit by a train. The inquest was
heard before the Senior Coroner for Southwark for one day. Two reports were submitted and no staff were require to
attend.

Above staffing levels by ward

% of shifts with numbers above planned and
RAG
<10% Green, 11-19% Amber, >20% Red

Ward

Week beginning
th
7 March

Week beginning
th
14 March

Week beginning
st
21 March

Week beginning
th
28 March

Week beginning
th
4 April

Week beginning
th
13 April

Week beginning
th
20 April

Week beginning
th
27 April

Atlas House

48%

57%

38%

48%

19%

14%

0%

5%

Avery

14%

19%

14%

5%

38%

33%

43%

62%

Barefoot Lodge

0%

0%

0%

0%

0%

5%

10%

10%

Betts

5%

5%

9%

24%

19%

5%

10%

14%

Birchwood

0%

0%

5%

29%

19%

14%

38%

Bluebell House

39%

39%

28%

22%

33%

38%

19%

28%

Burgess

10%

0%

0%

0%

0%

0%

5%

29%

29%

19%

43%

48%

48%

86%

Crofton
Danson

52%

43%

62%

43%

43%

66%

33%

52%

GICU

0%

5%

0%

0%

0%

0%

0%

0%

Goddington

0%

0%

0%

0%

0%

0%

0%

5%

Greenwood

43%

66%

38%

29%

0%

19%

19%

14%

Hazlewood

57%

24%

14%

71%

10%

29%

38%

71%

Above staffing levels by ward

% of shifts with numbers above planned and
RAG
<10% Green, 11-19% Amber, >20% Red

Heath

76%

76%

52%

38%

33%

52%

52%

86%

Holbrook

24%

14%

81%

0%

14%

33%

24%

14%

Ivy Willis House
closed
Ivy Willis House
open
Joydens

0%

0%

0%

0%

0%

0%

0%

0%

0%

0%

9%

0%

0%

5%

0%

5%

33%

5%

6%

0%

0%

10%

Lesney

38%

38%

71%

86%

57%

29%

29%

62%

Maryon

5%

14%

19%

10%

38%

43%

66%

52%

Meadow View

0%

0%

0%

0%

33%

0%

5%

57%

Millbrook

81%

43%

33%

38%

38%

100%

90%

90%

Norman

48%

24%

19%

0%

5%

14%

19%

10%

Oaktree Lodge

76%

76%

66%

91%

95%

43%

86%

76%

Scadbury

95%

43%

33%

33%

48%

52%

33%

33%

Shepherdleas

95%

52%

9%

33%

29%

90%

24%

24%

Shrewsbury

43%

38%

43%

52%

71%

76%

48%

52%

Somerset Villa

0%

5%

9%

5%

14%

10%

19%

19%

Tarn

24%

48%

71%

91%

71%

19%

66%

62%

Below staffing levels by ward

% of Shifts with staff numbers below planned and
RAG
<10% Green, 11-19% Amber, >20% Red
Ward

Week beginning
th
7 March

Week beginning
th
14 March

Week beginning
st
21 March

Week beginning
th
28 March

Week beginning
th
4 April

Week beginning
th
13 April

Week beginning
th
20 April

Week beginning
th
27 April

Atlas House

0%

0%

5%

5%

10%

5%

0%

0%

Avery

10%

0%

0%

14%

0%

0%

0%

0%

Barefoot Lodge

0%

0%

5%

19%

14%

0%

5%

0%

Betts

10%

10%

0%

0%

5%

5%

5%

0%

Birchwood

0%

0%

0%

0%

0%

0%

0%

Bluebell House

6%

0%

0%

17%

6%

0%

0%

0%

Burgess

29%

14%

14%

43%

38%

14%

19%

29%

14%

5%

0%

10%

5%

5%

Crofton
Danson

0%

0%

0%

0%

0%

0%

0%

5%

GICU

19%

52%

33%

24%

29%

19%

29%

19%

Goddington

5%

0%

0%

0%

0%

0%

5%

5%

Greenwood

0%

0%

0%

10%

0%

10%

10%

10%

Hazlewood

0%

0%

0%

5%

5%

0%

10%

0%

Heath

0%

5%

9%

9%

19%

10%

5%

0%

Holbrook

29%

19%

0%

19%

14%

5%

14%

14%

Below staffing levels by ward

% of Shifts with staff numbers below planned and
RAG
<10% Green, 11-19% Amber, >20% Red
Ivy Willis House
closed
Ivy Willis House
open
Joydens

14%

33%

14%

14%

14%

14%

14%

19%

24%

14%

0%

10%

29%

14%

33%

5%

10%

19

19%

29%

5%

5%

Lesney

10%

0%

14%

0%

5%

0%

0%

0%

Maryon

0%

9%

5%

0%

0%

0%

5%

0%

Meadow View

33%

19%

19%

14%

0%

19%

24%

5%

Millbrook

0%

0%

5%

0%

0%

0%

0%

0%

Norman

0%

5%

5%

5%

0%

0%

0%

0%

Oaktree Lodge

0%

0%

0%

0%

0%

0%

0%

0%

Scadbury

0%

0%

0%

10%

0%

0%

0%

5%

Shepherdleas

0%

5%

5%

0%

0%

0%

5%

0%

Shrewsbury

0%

0%

0%

0%

0%

0%

0%

0%

Somerset Villa

19%

19%

19%

5%

14%

5%

5%

0%

Tarn

5%

0%

9%

0%

0%

0%

0%

0%
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Summary and Highlights
In line with the “Hard Truths Commitment to Safer Staffing” published in March 2014, the
Director of Nursing is required to recommend staffing levels for each shift on every ward,
and the Trust Board is required to review and approve the establishments. This should be
reviewed by the Trust Board at least every six months. We have agreed to submit safe
staffing biannual reports to the Board in June and December.

Changes to risk register

New risks identified

Recommendations
The Board is asked to note

Previous
rating

New
rating

Rating

Safe Staffing Biannual Report
May 2016
Background
In line with the “Hard Truths Commitment to Safer Staffing” published in March 2014, the
Director of Nursing is required to recommend staffing levels for each shift on every ward,
and the Trust Board is required to review and approve the establishments. This should be
reviewed by the Trust Board at least every six months. We have agreed to submit safe
staffing biannual reports to the Board in June and December.

National guidance update
In the last 24 months there has been a number of guidance letters distributed to providers
following the announcement in June 2015 that safe staffing would no longer be led by the
National Institute of Clinical Excellence (NICE).
Letter dated 11 June 2015 from Jane Cummings Chief Nursing Officer highlighted reasons
for a wider approach than NICE’s work to safe staffing in mental health, urgent and
emergency care, and learning disability and community services:
• To take into account all staff involved, not just nurses
• Many care settings are not in hospital and span organisational boundaries
• It is about how much time nurses spend with or supporting patients
• There is no one-size fits all approach for new models of care, there will be no
identikit approach to the mix of staff we need
• Need for career progression for non-registered staff, nurse retention and flexible
working
• Unlike in acute care wards, there is little research evidence about what safe staffing
looks like in other settings.
Letter dated 4 August 2015 from Jane Cummings, Chief Nursing Officer and Dr Mike Durkin,
NHS Improvement, announced that safe staffing plans will be led by the new body, NHS
Improvement, working with the Chief Nursing Officer. It highlighted that the next steps
would:
• improve patient experience
• Improve effective and safe clinical outcomes of our patients
• Achieve an improved efficiency and productivity in every pathway of care and
staffing guidance.
The most recent guidance is the Letter dated 13 October 2015 to Chief Executives from the
Trust Development Agency, Monitor, NHS England, CQC and NICE states that providers
should be able to demonstrate that they are able to ensure safe, quality care for patients
and that they are making the best use of resources. It goes on to stress that it is important
to look at staffing in a flexible way which is focused on the quality of care, patient safety and
efficiency rather than just numbers and ratios of staff. The letter stresses that a 1:8 ratio is
a guide not a requirement; and that trusts are responsible for ensuring that they get the

balance right by neither under-staffing nor over-spending, and are able to secure the right
complement of clinical staff to meet local patient need and circumstances.

Key risks to safe staffing - recruitment and retention of band 5 nurses
In May 2016 we had 225 registered nurse vacancies in Oxleas. There were circa 100 band 5
nurses recruited in the 2016 band 5 recruitment campaign. Some have started but 17 have
either dropped out or not satisfied employment checks. The campaign will be evaluated in
September.
Funding changes have led to the nursing bursary ceasing and there will be an introduction of
fees for nursing courses at Universities in 2017, with student nurses paying for their preregistration training in England. A new band 4 nursing associate role is also in development
nationally offering an alternative route into nursing. The impact of these changes is not yet
known but we are working closely with our academic partners.
Restrictions on the NHS recruiting nurses from overseas have been temporarily lifted after
warnings that a crisis is looming. In May 2016, nurses remain on the Government’s shortage
occupation list, which means nurses from outside the European Economic Union can be
recruited.
Steps being taken to address the issue of recruitment
•
•
•

A Capital Nurse programme led by London directors of nursing working with Health
Education South London and Higher Education Institutes is looking at recruitment
and retention.
A subgroup of the Oxleas workforce committee is focusing on recruitment and
retention as a priority.
There has been a successful trust-wide recruitment campaign, including a high
profile advertising campaign. The Forensic Directorate are moving forward with
plans for a Band 5 nurse rotational scheme starting in autumn 2016.

Safe staffing performance
The UNIFY data regarding staffing levels are collated monthly. The March 2016 data is
presented in the biannual report. A summary of weekly data for each inpatient ward has
been presented in appendices.
Highlight report
•

The safe staffing report explains how well Oxleas wards are doing in achieving the
recommended staffing levels in March 2016. This is known as the fill rate and is split
down further in the appendices to the report, showing the fill rates for each ward
showing registered nurses and health care assistants separately for day and night
1

shifts. The staffing levels are bespoke for each ward based on review of literature
and clinical judgement.
•

Summary for March 2016
o Directorate fill rates are maintained above our agreed threshold of 80% with
a Trust average fill rate of 104%. The highest average fill rate was for the
Older Adults Directorate (111%).
o Fill rates below 80% were noted for RN on days on Burgess (79%)
o Fill rates below 80% were noted for HCAs on Somerset Villa (68%), Bluebell
House (70%), Burgess (62%), Danson (66%)
o Fill rates below 80% for RNs on nights was Ivy Willis Open (76%)
o There were no fill rates below 80% for HCAs on nights.
o There was an exceptionally high fill rate for HCAs on nights on Shepherdleas
(196%) due to increased acuity on the ward.
o The highest proportion of agency use was on GICU.

•

Safe staffing incidents are reported via Datix as “Shortage of Staff”. 40 short staffing
incidents were reported in the month of March 2016. Overall, the majority of the
reports were submitted from forensic services.
Safe staffing incidents in March 2016 were raised by:
 Avery= 1
 Barefoot Lodge= 2
 Burgess= 1
 Crofton= 1
 GICU= 1
 Heath= 2
 HMP Elmley= 1
 HMP Thameside= 1
 Holbrook= 5
 Joydens= 5
 Lesney= 3
Meadow View= 3
 Millbrook= 1
 Oaktree Lodge= 3

•
•
•

Adult mental health inpatients have had staffing cost pressure funding agreed.
Prison inpatient units will be included in the UNIFY safe staffing reports from April
2016 onwards.
The safe staffing committee will be quarterly to review safe staffing performance.
Weekly reports are currently complied regarding safe staffing, and these are RAG
rated for staffing over, or under, planned levels. Our internal monitoring will be
augmented by also capturing data regarding the number or 1:1, 2:1 and 3:1
observations on each shift.

Hurst Analysis
2

We have commissioned Keith Hurst to conduct an independent safe staffing analysis of
three of our acute mental health wards: Maryon Ward, Milbrook Ward and Norman Ward.
Keith Hurst is an internationally acclaimed expert regarding safe staffing. As part of the
analysis we have been collected data gathered from ward observations, a total of 18 shifts
including nights. This data will be analysed and compared to the national data set that Keith
Hurst has accumulated. This data will give a breakdown of the proportion of time our ward
staff spend engaged in various activities.

Weekend staffing
Staffing levels drop at weekends. We are currently engaged in auditing the reduction in
staffing at weekends, and considering what impact this has on care.

An audit of patient and staff views: Do you feel safe? Is the ward safe? & Are
there enough staff?
We conducted a survey of staff and patients in December 2015, a copy of which is attached.
We are planning to repeat this survey in the next month, and this will give us an opportunity
to compare our results.

Appendices
1.
2.
3.
4.

March 2016 UNIFY data summary
Fill Rate by Directorate- March 2016
Shift data by type of staff member- March 2016
An audit of patient and staff views: Do you feel safe?/Is the ward safe? & Are
there enough staff? December 2015
5. Weekly safe staffing reports for March 2016
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1 March 2016 UNIFY data summary
SHIFTS (E-rostering)

Daytime

Night-time

Directorate
314 - REHABILITATION
420 - PAEDIATRICS
700- LEARNING DISABILITY
710 - ADULT MENTAL ILLNESS
712 - FORENSIC PSYCHIATRY
715 - OLD AGE PSYCHIATRY

Registered
Planned Actual
%
619
583
94%
59
100
169%
130
161
124%
1692
1877
111%
1136
1204
106%
644
619
96%

Care
Planned Actual
638
648
100
78
232
305
1476
1629
1332
1161
744
897

%
102%
78%
131%
110%
87%
121%

Total

4280

4522

104% 1485

Directorate
314 - REHABILITATION
420 - PAEDIATRICS
700- LEARNING DISABILITY
710 - ADULT MENTAL ILLNESS
712 - FORENSIC PSYCHIATRY
715 - OLD AGE PSYCHIATRY
Total

4544

106%

ESR Information DEC
Est FTE FTE Actual FTE Vacant
64
36
28
17
16
1
31
27
4
288
226
62
221
184
37
112
100
11
733
589
144

4718

Registered
PlannedActual %
232
232
100%
25
31
124%
29
34
117%
688
697
101%
263
273
104%
248
242
98%
1509

Registered / Unregistered
Reg' Unreg' Other
NK
409
278
0
0
16
43
0
0
76
108
0
0
767
827
0
0
345
383
0
0
210
440
0
0
1823 2079
0
0

Total

Care
Planned Actual
232
230
25
31
58
82
522
568
466
561
341
377

102% 1644

1849

%
99%
124%
141%
109%
120%
111%

Registered
Planned Actual
851
815
84
131
159
195
2380
2574
1399
1477
892
861

%
96%
156%
123%
108%
106%
97%

112%

5765

105% 6166

6053

Temp Staffing Information - Shift Cover Reasons
Vacancy Sickness Leave Training Acuity
0
0
0
0
0
2
7
0
0
0
194
12
6
0
1
67
1
2
0
0
595
19
22
2
146
97
31
3
3
23
955
70
33
5
170

Planned
870
125
290
1998
1798
1085

Care
Actual
878
109
387
2197
1722
1274

%
101%
87%
133%
110%
96%
117%

6567

107%

Ward Cover (mth)
Staff Coverage < 80%
0
1
0
4
5
0
10

4

2 Fill Rate by Directorate- March 2016

Fill Rate - By Directorate (Hours) - Unify
99%

92%

102%

Adult Children & Forensic &
Community Young
Persons
People

111%

Older
Adults

104%

104%

Adult
Trust
Mental
Average
Health and
Learning
Disabilities

5

3 Shift data by type of staff member- March 2016
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4. An audit of patient and staff views: Do you feel safe?/Is the ward safe? & Are
there enough staff?
16 wards and units were visited on 30th and 31st December, including every acute admission
mental health ward, the intermediate care units, the Tarn, the older adults bedded
units/wards and a forensic unit. 101 people were spoken to, including members of staff
(n=65) and patients (n=36).
Patients

Do you feel safe?/Is the ward safe?
40
35
30
25
20

Do you feel safe?/Is the
ward safe?

15
10
5
0
Yes

No

Are there enough staff?
30
25
20
15

Are there enough staff?

10
5
0
Yes

No
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Do you feel safe?/Is the ward safe?

%

Yes

35

97

No

1

3

Are there enough staff?
Yes

26

74

No

9

26

The one patient who reported that they did not feel safe stated this was due to “seedy
characters” (other patients).

Feedback on care:
Greenwood
“Care is fine.”
“They are a good team. Care is ok.”
GICU
“I am happy with my care.”
“The nurses are alright.”
Norman Ward
“Ten out of ten, my care is good.”
“My care is ok.”
“My care is fine. The staff are nice.”
Goddington Ward
“There is too much care, the staff won’t let me leave.” (A detained patient.)
“The nurses are approachable.”
“Good care.”
“Happy with care.”

8

Scadbury Ward
“Staff are very kind.”
Lesney Ward
“Happy with care.”
“Staff are lovely.”
“Sometimes not enough staff on night”- although the patient reported the ward was a safe
environment.
“Happy with care.”
“Staff are a credit to their jobs.”
Shrewsbury Ward
“I have been looked after.”
“I am happy with my care.”- However, the patient expressed dismay that she had at first
been admitted to a bed in the male end of the ward. This had been rectified by the time I
spoke to her.
Avery Ward
“Staff very good.”
Shepherdleas Ward
“Happy with care.”
Tarn
“Safety is at an all-time high.”
Meadow View
“They are all very good. They are great. The nurses are fantastic.”
“Care is good.”
“Care is very good. Nurses do their best, despite being pushed to the limit.”
“Nice people, who can’t do enough for me.”
Betts Ward
“Staff are doing their very best.”

9

Staff

Do you feel safe?/Is the ward safe?
70
60
50
40

Do you feel safe?/Is the
ward safe?

30
20
10
0
Yes

No

Are there enough staff?
50
45
40
35
30
25
20
15
10
5
0

Are there enough staff?

Yes

No

10

Do you feel safe?/Is the ward safe?

%

Yes

60

92

No

5

8

Are there enough staff?
Yes

46

71

No

19

29

Five members of staff reported that they did not feel the ward was safe. They gave the
following reasons for this:
1. “Things are finely balanced. Staff are always working to their maximum and there
are fluctuating levels of actuity.”
2. “A patient attacked a member of staff today. Safety depends on levels of acuity.”
3. “Sometimes we are short staffed, and we need more staff.”
4. “There are not enough staff on nights.”
5. “Night time is not safe.” They cited that their ward frequently had to give up staff to
cover sec136 and 1:1 on other wards.
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Ward

Safe staffing weekly reporting- Week beginning 29/2/16

Number/% of shifts
Below
Number/% of
Above
Narrative re: RAG red and amber RAG ratings, including
with staff
planned shifts with staff planned implications for care when below and what was done to
numbers below planned RAG
numbers above RAG
mitigate; and reasons for staffing above planned levels
planned
<10%
<10%
Green
Green
11-19%
Amber

11-19%
Amber

>20%
Red

>20%
Red

Atlas House

0/0%

12/57%

Avery

0/0%

2/10%

Barefoot Lodge 0/0%

4/19%

Betts

0/0%

6/29%

Birchwood

0/0%

0/0%

Bluebell House

0/0%

0/0%

Burgess

8/38%

1/5%

Increase in observation level. A patient is on 2:1 and two are on 1:1

Extra staff booked for Level 3 observations.
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Crofton

0/0%

17/81%

Increase in ward activity and nursing observations

Danson

0/0%

13/62%

Increase in ward activity and nursing observations

GICU

No data

Goddington

0/0%

0/0%

Greenwood

1/5%

3/14%

Hazlewood

0/0%

6/29%

Heath

0/0%

17/81%

Holbrook

3/14%

1/5%

Ivy Willis
House closed

3/14%

0/0%

No temporary staff available on Wednesday, Thursday and Friday

Ivy Willis
House open

4/19%

0/0%

Unable to get temporary staffing to cover Tuesday, Wednesday,
Thursday and Friday early shifts

Joydens

1/5%

3/14%

Lesney

0/0%

3/14%

Maryon

0/0%

5/24%

Meadowview

9/43%

0/0%

On Wednesday there was staff sickness, but the ward was settled thus
cover was not sought. There were 4 HCAs on Thursday due to a
planned escort.

2-3 patients in general hospital . Six less patients on the ward.

Extra staff booked due to an increase in acuity.

Wednesday, Thursday and Saturday- Agency staff did not attend,
leaving the ward short staffed. Monday and Sunday- unable to cover

13

RN shifts via bank or agency. Monday- unable to cover the HCA
position due to a cancellation made by an agency.

Millbrook

2/10

3/14

Monday and Thursday short staffed due to short notice cancellation
by temporary staff. Extra RNs booked for ward rounds.

Norman

0/0%

5/24%

Extra staff booked for ward rounds, escorts and groups. Monday and
Saturday- extra staff booked due to manage increased level of acuity.

Oaktree Lodge

0/0%

18/86%

Increased level of observations.

Scadbury

0/0%

20/95%

Shepherdleas

0/0%

16/76%

Shrewsbury
Somerset Villa
Tarn

Extra staff were required for an increased number of service users on
observations, and a number of service users who had to be escorted
to Queen Elizabeth’s Hospital.

Data incomplete
5/24%

0/0%
Data incomplete
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Weekly safe staffing report- March 2016

1

th

Week beginning 7 March
Ward

% of Shifts with
staff
numbers below
planned and
RAG
<10% Green
11-19% Amber
>20% Red

% of shifts with
numbers above
planned and
RAG
<10% Green

Narrative re: RAG red and amber RAG ratings, including implications for care when below and
what was done to mitigate; and reasons for staffing above planned levels

11-19% Amber
>20% Red

Atlas House

0%

48%

Extra staff booked due to increased levels of observations, including a 2:1.

Avery

10%

14%

Extra staff booked due to sleep over.

Barefoot Lodge

0%

0%

Betts

10%

5%

Birchwood

0%

0%

Bluebell House

6%

39%

Extra staff booked due to 1:1 care and admissions

Burgess

29%

10%

Not able to find temporary staff to cover shortages of staff.

Crofton

No data

1

Percentages rounded to the nearest number
9-5 staff show as 0.5 on Early and Late shifts NB if <1 person over or under staffing not included in analysis
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Danson

0%

52%

GICU

19%

0%

Goddington

5%

0%

Greenwood

0%

43%

Extra staff booked due to increased levels of observations.

Hazlewood

0%

57%

Extra staff booked due to increased levels of acuity.

Heath

0%

76%

Extra staff booked due to 2 patients being in general hospital requiring nurse escorts.

Holbrook

29%

24%

Not able to find temporary staff to cover shortages of staff.

Ivy Willis House
closed
Ivy Willis House
open
Joydens

14%

0%

24%

0%

Lesney

10%

38%

Maryon

0%

5%

Meadow View

33%

0%

Millbrook

0%

81%

D&V outbreak on the ward resulting in staff sickness, and also a reduction in patients on the
ward due to ward and bay closures.
Extra staff booked for CAMHS client who was on 2:1. Extra observations.

Norman

0%

48%

Extra staff booked for increased levels of observations.

Oaktree Lodge

0%

76%

Scadbury

0%

95%

Staffing levels reduced due to lower levels of patients

Not able to find temporary staff to cover shortages of staff.
No data
Extra staff booked due to increased levels of observations.

Extra staff booked for increased levels of observations and increased numbers of dementia
patients on the ward.
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Shepherdleas

0%

95%

Section 3 patient in Queen Elizabeth’s Hospital.

Shrewsbury

0%

43%

Extra staff booked for increased levels of observations and sleep overs.

Somerset Villa

19%

0%

Unable to find temporary staff to cover shortages.

Tarn

5%

24%

Extra staff booked due to an increase in observations.
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Weekly safe staffing report- March 2016

2

th

Week beginning 14 March
Ward

% of Shifts with
staff
numbers below
planned and
RAG
<10% Green
11-19% Amber
>20% Red

% of shifts with
numbers above
planned and
RAG
<10% Green

Narrative re: RAG red and amber RAG ratings, including implications for care when below and
what was done to mitigate; and reasons for staffing above planned levels

11-19% Amber
>20% Red

Atlas House

0%

57%

Extra staff booked due to increased levels of observations, including a 2:1.

Avery

0%

19%

Extra staff booked to cover ward round.

Barefoot Lodge

0%

0%

Betts

10%

5%

Birchwood

0%

0%

Bluebell House

0%

39%

Burgess

14%

0%

Crofton

14%

29%

Extra staff booked due to increased levels of observations.

2

Percentages rounded to the nearest number
9-5 staff show as 0.5 on Early and Late shifts NB if <1 person over or under staffing not included in analysis
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Danson

0%

43%

Extra staff booked due to increased acuity.

GICU

52%

5%

Staffing levels reduced due to lower levels of patients.

Goddington

0%

0%

Greenwood

0%

66%

Extra staff booked due to increased acuity.

Hazlewood

0%

24%

Showing extra staff due to a member of staff being on a phased return to work.

Heath

5%

76%

Extra staff booked due to 2 patients being in general hospital requiring nurse escorts.

Holbrook

19%

14%

Missing data for one day. Two separate records of agency RNs not attending for work, leaving
the ward short staffed.

Ivy Willis House
closed
Ivy Willis House
open
Joydens

33%

0%

14%

0%

10%

33%

Extra staff booked due to increased acuity.

Lesney

0%

38%

Extra staff booked due to increased levels of observations and patients at Queen Elizabeth’s
Hospital.

Maryon

9%

14%

Meadow View

19%

0%

Millbrook

0%

43%

An agency RN and HCA did not attend for shifts. There was a reduction in the number of
patients on the ward.
Extra staff booked due to increased levels of observations and patients being in general hospital.

Norman

5%

24%

Extra staff booked due to increased levels of observations.

Oaktree Lodge

0%

76%

Scadbury

0%

43%
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Shepherdleas

5%

52%

Shrewsbury

0%

38%

Extra staff booked for increased levels of observations and sleep overs.

Somerset Villa

19%

5%

Unable to find temporary staff to cover shortages.

Tarn

0%

48%

Extra staff booked due to increased levels of observations.
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Weekly safe staffing report- 2016

3

Week beginning 21/3/16
Ward

% of Shifts with
staff
numbers below
planned and
RAG
<10% Green
11-19% Amber
>20% Red

% of shifts with
numbers above
planned and
RAG
<10% Green

Narrative re: RAG red and amber RAG ratings, including implications for care when below and
what was done to mitigate; and reasons for staffing above planned levels

11-19% Amber
>20% Red

Atlas House

5%

38%

Increased level of observations (2:1 and 1:1).

Avery

0%

14%

Extra staff due to patients in A&E.

Barefoot Lodge

5%

0%

Betts

0%

9%

Birchwood

0%

5%

Bluebell House

0%

28%

Burgess

14%

0%

Crofton

5%

19%

Data for one shift absent.

Extra staff due to 1:1 care.

Extra staff due to increased levels of observations.

3

Percentages rounded to the nearest number
9-5 staff show as 0.5 on Early and Late shifts NB if <1 person over or under staffing not included in analysis
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Danson

0%

62%

Extra staff due to increased levels of observations.

GICU

33%

0%

Staffing levels reduced due to lower levels of patients.

Goddington

0%

0%

Greenwood

0%

38%

Hazlewood

0%

14%

Heath

9%

52%

Extra staff due to increased levels of observations, including a 2:1.

Holbrook

0%

81%

Extra staff due to increased levels of observations.

Ivy Willis House
closed
Ivy Willis House
open
Joydens

14%

0%

0%

9%

19%

5%

Lesney

14%

71%

Maryon

5%

19%

Meadow View

19%

0%

An agency RGN did not attend one shift.

Millbrook

5%

33%

Increased level of observations due to a CAMHS client.

Norman

5%

19%

Oaktree Lodge

0%

66%

Extra staff booked on early and night shifts due to an income generation bed with a Lewisham
patient who requires 1:1.

Scadbury

0%

33%

Additional night staff agreed in service Performance meeting. Aim to reduce bank an agency.

Extra staff due to increased escorts.

Extra staff due to increased levels of observations and patients in Queen Elizabeth’s Hospital.

22

Shepherdleas

5%

9%

Shrewsbury

0%

43%

Extra staff booked for 1:1 and to cover DSN role at night.

Somerset Villa

19%

9%

Unable to find temporary staffing to cover shortages in staffing.

Tarn

9%

71%

Extra staff due to increased levels of observations.
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Weekly safe staffing report- 2016

4

Week beginning 28/3/16
Ward

% of Shifts with
staff
numbers below
planned and
RAG
<10% Green
11-19% Amber
>20% Red

% of shifts with
numbers above
planned and
RAG
<10% Green

Narrative re: RAG red and amber RAG ratings, including implications for care when below and
what was done to mitigate; and reasons for staffing above planned levels

11-19% Amber
>20% Red

Atlas House

5%

48%

Extra staff booked due to 1 x 2:1 and 2 x 1:1 observations.

Avery

14%

5%

Barefoot Lodge

19%

0%

Short staffed due to staff sickness.

Betts

0%

24%

Extra staff booked for increased observations.

Birchwood

0%

29%

Extra staff booked to cover the role of Unit Coordinator.

Bluebell House

17%

22%

Extra staff booked for 1:1 care

Burgess

43%

0%

Shortages of staff due to staff sickness.

Crofton

0%

43%

Extra staff booked for increased observations.

4

Percentages rounded to the nearest number
9-5 staff show as 0.5 on Early and Late shifts NB if <1 person over or under staffing not included in analysis
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Danson

0%

43%

Extra night staff booked due to an increased level of observations.

GICU

24%

0%

Unable to cover staff shortages with bank or agency.

Goddington

0%

0%

Greenwood

10%

48%

Shortages due to not being able to find cover.

Hazlewood

5%

29%

There was a phased return for a member of staff, and this accounted for an increase in the
number of staff.

Heath

9%

71%

Extra staff booked for increased observations. There was a patient on 2:1 observations.

Holbrook

19%

38%

Ivy Willis House
closed
Ivy Willis House
open
Joydens

14%

0%

10%

0%

19%

5%

Lesney

0%

86%

Maryon

0%

10%

Meadow View

14%

0%

Unable to cover staff shortages with bank or agency.

Millbrook

0%

38%

Extra staff booked due to increased level of observations and a CAMHS admission to the ward.

Norman

5%

0%

Oaktree Lodge

0%

91%

Extra staff booked due to increased level of observations.

Scadbury

10%

33%

Additional night staff agreed in service performance meeting. Aiming to reduce bank an agency.

Unable to cover staff shortages with bank or agency.

Extra staff booked due to patients at Queen Elizabeth’s Hospital and increased levels of
observations.
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Shepherdleas

0%

33%

Extra staff booked due to a patient in Queen Elizabeth’s Hospital.

Shrewsbury

0%

52%

Extra staff booked due to increased level of observations.

Somerset Villa

5%

5%

Tarn

0%

91%

Extra staff booked due to increased level of observations.
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Board of Directors
9th June 2016

Item
Enclosure

10
9a&b

Agenda item

Volunteering Strategy

Item from

Estelle Frost, Service Director, Older People Mental Health
Services
a) Volunteering services strategy document
b) Summary leaflet

Attachments

Summary and Highlights
The centralised Volunteering Service was created in 2014 with the primary objective of creating a
volunteering strategy. The strategy applies to all forms of volunteering within Oxleas.
Key Objectives:
• Maximising benefits to Oxleas services, service users, carers, families and the local
population through effective recruitment and deployment of highly valuable volunteers
• Ensuring robust governance arrangements in all areas of volunteering
Directorate engagement meetings took place across the Trust (March-April 2016) in order to build
support, awareness and contribution to the strategy. Following feedback from the above meetings
and the informal executive the below changes have been made to the document:
•
•
•
•

Document has been re-worded to ensure that it encapsulates the children and young
people’s perspective (where appropriate) e.g. return to work replaced by finding work
Page 19 : Strategic Action plan- table has been added to display current volunteering
placements, capacity and future projections over the life of the strategy which demonstrates
the intended direction of travel
Page 28: Resource requirements have been identified and outlined in the document as areas
for attention to facilitate the projected growth in volunteer placements
Page 30-41: Appendix 1 (Work Plans) has been added to provide a detailed breakdown of
specific actions and milestones for each specific area of volunteering

Recommendations
To agree.

Oxleas NHS Foundation Trust
Volunteering Strategy

2016- 2020

Scope
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Version
Issue Date
Review
Next Review Date

Trust-Wide
Volunteering Services
Japleen Kaur- Head of
Volunteering Services
Stephen Francis- Business and
Service Improvement Manager
Version 1.0
2016
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2017
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Oxleas NHS Foundation Trust
Volunteering Strategy

Our Vision

“To ensure that the volunteering service is professional, organised, with a
consistency of process around governance and is efficient in order to provide
the volunteers with an opportunity where they feel valued, are able to access it
easily and have a meaningful experience which is mutually beneficial to the
volunteer and the Trust”.
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Foreword
E.g. Volunteering has played a key role in the service delivery and development of
Oxleas NHS Foundation Trust for many years and I have seen for myself the impact
that our volunteers have on our service users, their families and staff and the
incredibly valuable contribution that they make.
As a healthcare provider we want to ensure that we contribute to the wider health
and wellbeing of our community and there is a great deal of research to show that
maintaining good relationships and links is a key to our mental well-being.
Volunteering allows this to happen by building and strengthening the links with the
local community and Oxleas and its staff and patients. It also allows individuals to
learn new skills, to build on their networks thereby reducing loneliness and giving
them a feeling of making a difference.
What may seem like a small gesture can have a huge impact on service users lives,
be it by assisting them to access groups in the community, providing pampering
sessions on the wards, having a friendly face welcome them at reception, assisting
other patients on the pathway to recovery by using their lived experience or
delivering conferences on service users as researchers.
All our volunteers are unique in what they bring to the organisation and we have
individuals who have been volunteering for over 20 years at the Queen Mary’s
Hospital site. But every volunteer is valuable, and all contributions are welcome.
This strategy is not just about maximising the potential of volunteers at Oxleas but is
also about highlighting and recognising the contributions of volunteers and making
sure that we are using the vast array of skills and talents that are available to us. We
want to see more volunteers across a range of departments and directorates and for
Oxleas to become a beacon for NHS volunteering and for our service users and staff
to know that they are benefitting from the enhanced support that volunteers can
provide.

CEO
Estelle Frost
2016
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Volunteering Strategy

Executive Summary
Almost every aspect of Oxleas benefits from volunteers. These include the physical
environment of our service users, the hospitals they access, and the activities they
engage in whilst on the wards right up to the communities they live in.
On a national level volunteering also impacts on the delivery of many Government
initiatives delivered across a range of policy areas. This four year strategy hopes to
create a strong policy context to the conditions which will enable volunteering to
flourish in Oxleas NHS Foundation Trust and ensure its impact on our service users
and members of the public is maximised.
The strategy lays out the aims and objectives in terms of developments in the
volunteering services that are planned over the next four years, alongside which a
strategic action plan on how these objectives will be delivered.
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CONTEXT
•

Organisation

Oxleas NHS Foundation Trust is in South East London. We provide a wide range of
health and social care services, specialising in community health, mental health and
learning disability services. We provide care for people of all ages and work closely
with a variety of partners to ensure that our services are well integrated and wideranging. We have a workforce of around 3,500 people including many highly skilled
health and social care professionals. We have over 125 sites in a variety of locations
across the London Boroughs of Bexley, Bromley and Greenwich and into Kent. Our
services include a range of physical health services to adults and children in the
community in the boroughs of Bexley and Greenwich. These range from health
visitors working with the very young to district nurses and therapists meeting the
physical health needs of older people. We have been the main provider of specialist
mental health care in Bexley, Bromley and Greenwich for more than ten years and
have developed a comprehensive portfolio of services in community and hospital
settings. We also provide specialist forensic mental health care across South East
London and in Kent Prisons. We also provide adult learning disability services in
Bexley, Bromley and Greenwich.
In Oxleas we also have a long standing (over 20 years), strong history and ethos of
volunteering for both our service users and members of the public. Volunteering is
an essential part of the many services that Oxleas provides and it is estimated that
we currently have approximately 400 volunteers across the Trust.
Volunteers are widely recognised as a powerful tool for promoting healthy
communities as well as the improvement of healthcare services (Social action for
health and wellbeing, 2011).
•

Definition of a Volunteer

The citizenship survey which was conducted in 2010 defines a volunteer as follows:
“A volunteer is someone who gives unpaid help through groups, organisations or
clubs entirely for the benefit of others or the environment”.
The above definition refers to both formal (carried out with, or under the auspices of
an organisation/group) and informal volunteering (carried out outside the
organisation, often at neighbourhood level but outside, or in addition to, the
immediate family). The above definition encompassed the widest spectrum of activity
for example, arts, sports, faith and spirituality, education, youth, environmental,
health, and community development.
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The emphasis of the definition is also based on the fact that it is of a voluntary
nature, is unpaid and is a matter of choice. From the organisations perspective,
volunteers can enhance the work of the Trust, but they cannot replace paid
workers.
There is a need to have a strategic approach to the promotion and development of
volunteering across the Trust. Therefore, the need to develop a strategy in order to
create a strong policy context which will outline the parameters that will enable
volunteering to flourish and to ensure that its impact in Oxleas can be maximised.
This strategy will determine the framework for volunteering activity in Oxleas for the
next five years. This will enable more people to be involved in volunteering in a way
which helps to enhance the services we currently provide. It will allow best practice
for the management of volunteers, delivering a personally rewarding experience for
every volunteer in line with their personal goals. It represents a step change in how
we recruit volunteers and how our volunteering services are integrated with a fresh
approach to branding, technology, role design, staff engagement, community
engagement and communications so that our volunteer recruitment is targeted,
scalable and sustainable in the long term and that the outcomes are more
measurable.
It hopes to consolidate and increase the impact of volunteering, for the benefit of the
service users, carers, staff and other stakeholders.
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VISION
•

Our Vision Explained:

Oxleas NHS Foundation Trust’s vision for volunteering is:
“To ensure that the volunteering service is professional, organised, with a
consistency of process around governance and is efficient in order to provide
the volunteers with an opportunity where they feel valued, are able to access it
easily and have a meaningful experience which is mutually beneficial to the
volunteer and the Trust”.
The vision is underpinned by the following values:
Fairness and Equity: It should be open to everyone including our service users,
volunteering enhances community links. The process of recruitment needs to be
equitable and easy to access for all volunteers.
The importance of choice: Volunteering is a matter of individuals giving up their
time for free and there should be no compulsion to take part.
Mutual benefit: Volunteering is a shared experience. It is rewarding and of benefit
to the volunteer by assisting them to build on their skills, confidence and extending
their social and employment networks. It is also of benefit to Oxleas as it enhances
the quality of the service we deliver and has a positive impact on patient experience
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DRIVERS FOR CHANGE; why do we need a Volunteering Strategy?
External Drivers
•

•

•

Kings Fund Volunteering Health and Social Care- securing a Sustainable
Future 2013; calls for more evidence for the impact of volunteering on patient
experience, patient safety, clinical effectiveness and wider social value of
organisations in their communities.
Social Value Act 2012; legislates that NHS organisations must consider how
the procurement of services will improve economic, social and environmental
wellbeing of an area. It recognises the health and wellbeing outcomes of
volunteering for volunteers including improved self-esteem, employability, and
civic engagement.
Department of Health Vision Strategic for Volunteering 2011; a call to
action to all health and social care organisations to promote volunteering as
an opportunity to enhance quality, reduce inequalities and improve outcomes
in health, public health and social care.

Internal Drivers
•

Trust Objectives- volunteering supports the overall aims of the Trust in terms
of patient experience and service user carer involvement. The delivery of the
strategy would further strengthen and embed this ethos. It will also help to
increase the recruitment and engagement of further members through
volunteering.
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Where we are now
Oxleas NHS Foundation Trust supports an average population of around 400
volunteers; this is in line with the national average (Kings Fund, 2013).

Project

Active

Volunteer to Work
Scheme
Mainstream
Queen Marys Hospital
ResearchNet
Nonviolent Resistant
(NVR) Parent
Volunteers
Alternative Therapies
Peer support Trainees
Total
Alternative
Therapies
1%

Other providers

116
73
50
31
15
4
13
302

Overall
Total

69

69

371

Distribution of Volunteers at Oxleas NHS Foundation Trust
Peer Support Trainees
4%

Non violent Resistant
Parents
4%

ResearchNet
8%

Other Providers: Guys,
Kings, Darent Valley
and Independent
19%

Queen Marys
13%
Volunteer to work
scheme
31%
Mainstream
20%
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The current staffing and resource arrangements that support volunteering have been
through some changes in November 2014 when mainstream volunteering projects
and service user volunteering projects were brought together under the Older People
Mental Health Directorate. This was key in order to deliver an integrated service,
which would deliver value in terms of the financial cost-benefit ratio and would
maximise the quality and impact of volunteering by ensuring a consistency in
service.
Stephen Francis
Business and Service
Improvement Manager

Japleen Kaur
Head of
Volunteering Services
Charnjit Gill

Lynn Jones

PA to Volunteering
Services

Voluntary Services
Co-ordinator

Linda Sanders
Voluntary Services
Manager

Julie Langford
PA to the Voluntary
Services Manager

Deborah Goodson
V2W Co-ordinator

Leanne Leakey Admin
Assist to the V2W
Co-ordinator

Mark Hamilton
Assistant to
Voluntary Services

Structure of Volunteering Services Team 2015
According to the Kings Fund (2013) recent findings for every 1pound that is spent on
volunteering there is a benefit of 11pounds received by the Trust. However, the
value of volunteering should not be quantified solely in financial terms. In fact it
would be a risk to the integrity and definition of volunteering to assume that the only
value of volunteering lies in saving costs or, worse still, replacing staff posts.
This strategy therefore is based on the imperative to maximise the quality and impact
of volunteering, along-side the importance of delivering a cost-efficient infrastructure
for the management, recruitment and retaining of volunteers.
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What our volunteers currently do- As of 1st January 2016 there are 20 different
volunteering projects running across Oxleas. These represent the wide variety of
roles available for our volunteers and range from ‘meeters and greeters’ to service
user researchers.
When our volunteers commence their placements there is a mutual commitment on
both sides to provide them with a placement that will last at least for six months and
that the volunteers will contribute to a minimum of three hours per week.
To give you an example, our volunteers at Queen Mary’s Hospital for the Year
2015/2016 contributed a total of 16,979 hours (Appendix 1).
Therefore, if we were to assume that our volunteers give an average of 3 hours per
week (we know that some are contributing far more) we estimate that Oxleas
volunteers contribute almost 5,000 hours per month, 54,000 hours per year,
representing a significant and invaluable resource to the Trust.
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Aims and Objectives

The volunteering strategy aims to set out a strategic framework for volunteer
development and management across the Trust in a sustainable and innovative way.
To achieve this, the strategy will:
•
•
•
•

•

•
•

Set out the strategic aims, objectives and key performance indicators for
volunteering over the next five years
It will define how these objectives are to be achieved by comparing what is
currently in place with what is envisaged with the future
It will define high quality volunteering
Identify the case for new roles and or projects where volunteering will directly
improve the quality of the patient experience and complement our overall
outcomes
Identify some targeted directorates or services for volunteering to ensure that
opportunities are optimised in each area and reflect service user
demographics
Identify the leadership, resources and infrastructure that is required to deliver
this work
Champion a culture that welcomes volunteering as an integral part of Oxleas
and the way we deliver our services

Objectives
We will achieve our vision through a set of five key objectives that are as follows:
Objective 1: Recognising the Value and Promoting the Benefits of Volunteering
Objective 2: Increasing Accessibility and Greater Visibility
Objective 3: Enhancing the Experience of Volunteers
Objective 4: Supporting and strengthening the current Infrastructure
Objective 5: Delivering the Strategy
These key objectives were determined and agreed upon via a consultation process
with the volunteering services team and form the overarching objectives for the

13

Oxleas NHS Foundation Trust
Volunteering Strategy

strategy. These are expanded upon and explained further in the following
paragraphs. For each of these objectives key actions have also been identified.

Objective 1: Recognising the Value and Promoting the Benefits of Volunteering
Volunteers form an integral part of the services that Oxleas NHS Foundation Trust
offers to its service users. There needs to be a widespread recognition across the
Trust for the value that volunteers bring to the organisation through their positive
contribution.
Volunteering provides an important opportunity for people of all ages to develop
skills, gain confidence, improve their social network, and even improve their
employment prospective. Volunteering can also provide an opportunity to get
experience of a chosen career pathway. Or it can allow you to help decide whether
you want to try a new career or to maintain your skills following redundancy or
retirement.
A range of legislation impacts upon volunteering such as safeguarding vulnerable
groups, health and safety legislation etc. Volunteering is also impacted by policy on
issues such as welfare benefits, immigration and youth work. There is a need for
policy makers to give consideration to protecting volunteering from the unintended
negative consequences of legislation or policy changes.
What we have done:
•
•
•

Offering volunteers training opportunities before and during placements
Holding an annual event for volunteers to celebrate their achievements
Holding seasonal social networking lunches and other engagement events

What we will do:
•
•
•
•
•
•
•

Build service user and public recognition for volunteering
Recruit more volunteers; focusing on areas that are currently lacking
Measure the impact that volunteer involvement has on the volunteers and the
Trust and ensure that there is a wide dissemination of this information
Continue to hold an annual Volunteers event day
Encourage placement supervisors to nominate volunteers for recognition
awards
Partner with external agencies to build on the social capital of volunteers
Continue to represent volunteering on a national level via our links with
Volunteering England in order to influence policy makers in a positive way
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Objective 2: Increasing Accessibility and Greater Visibility
We need to provide clear information in a variety of styles and formats about
volunteering opportunities in the Trust in order to recruit new volunteers. We need to
have a consistency in approach for the recruitment process across all volunteering
projects.
Volunteering should be open to everyone, regardless of age, disability, gender,
sexual orientation, religion, race or where they live. It can be an excellent way of
developing better links with the community and the Trust.
Research conducted by the Volunteer Development Agency in 2007 shows that
volunteering has a role to play in bringing different communities together, yet it is
sometimes not as inclusive as it can be. The evidence shows that while levels of
volunteering by young people are going up, people over 65 are least likely to
volunteer.
Individuals with disabilities are also under-represented in volunteering as are those
from black and minority ethnic communities, new migrants, asylum seekers,
refugees and people from the lesbian, gay, bisexual and transgendered communities
may also encounter barriers in engaging in volunteering. Diversity in volunteering is
a strength and good practice places a strong emphasis on volunteering being open
to everyone.
What we have done:
•
•
•
•

We have made reasonable adjustments for those who are unable to access
our application process, especially in the Learning Disability Directorate
We offer support and guidance to all our volunteers ( service users/carers,
members of the public) through the recruitment process
The volunteer to work scheme is specifically created for service users with
mental health issues and learning disabilities
We have increased the number of volunteers over the age of 65 via
Researchnet

What we will do:
•
•

Ensure that everyone has the opportunity to volunteer for the Trust and that
volunteers are representative of the diversity of the community we serve.
Ensure that the recruitment process is consistent across all the volunteering
projects and in line with current governance policies both local and national
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•
•
•
•

Have greater visibility amongst staff, service users and members of the public
by utilising various methods of communication
Work with colleagues in the learning disability team to ensure that documents
are available in the easy read format
Publicise all volunteering opportunities that are available via a pack for staff
and prospective volunteers
To make available good, quality information regarding all volunteering projects
on the intranet and internet through the communications department

Objective 3: Enhancing the Experience of Volunteers
The recruitment process for volunteers should not be overly bureaucratic. It should
nurture the desire of people to help and get involved while ensuring that this is done
in a framework of good practice which supports and protects both the volunteer and
the organisation. There is a need to develop the skills of the individuals managing
the volunteers. These skills in recruiting and supporting volunteers need to be
embedded within the organisation to ensure that every volunteer has a meaningful
experience.
The Trust needs to continue to develop the training that it offers to the volunteer,
accredited or otherwise, to enable volunteers to develop their skills such that they
can carry out their tasks in a more fulfilling way.
Volunteers need to be engaged in meaningful activity which is enjoyable, rewarding
and effective both for the individual and the Trust. We need to be responding to the
individual’s interests and passion by creating opportunities that are varied, flexible,
responsive to their skills and well managed. The Trust should look to extend the
range of roles available and to ensure that they challenge the boundaries of what
activities can be done by the volunteers. Greater diversity in roles will lead to a more
diverse volunteering population and a greater number of volunteers.
For members of the public who have other commitments e.g. work, home but still
want to volunteer for the Trust, we should be able to develop greater flexibility and
offer opportunities during evenings, or weekends or virtually by working on projects
from home or online.
What we have done:
•
•

We offer a Trust Volunteers Induction for all our volunteers as a welcome
introduction into the Trust
Further training is offered to all our volunteers throughout the year, either face
to face or via e-learning
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•

•

Volunteer placements have been created with Associate members of Oxleas
NHS Foundation Trust in order to increase the variety of placements that we
are able to offer
Created a volunteers committee with representation from local volunteer
centres, in order to share good practice

What we will do:
•
•
•
•
•
•

•

Improve on our existing volunteer management practices
Further increase the number and variety of the volunteering opportunities that
the Trust is able to offer
Further encourage and support the development of skills by volunteers by
offering them more training opportunities and placements
Extend the scope of volunteering opportunities with our associate members
and other partner organisations
Engage and support the placement supervisors to ensure that they are able to
offer a valuable experience to the volunteers
Create a forum/network for all volunteers where they are able to share their
experiences (both positive and negative) to constructively influence
developments
Conduct a training needs analysis via supervision and support session data
and create a bespoke training package for all volunteers

Objective 4: Supporting and strengthening the current Infrastructure
A high quality, robust volunteering infrastructure will play a key role in ensuring the
successful delivery of a volunteering strategy. The current infrastructure is bolstered
by other services across the Trust and has many interfaces including HR, Learning
and Development, IT, staff and service users etc.
The volunteering infrastructure needs to be able to provide access to good quality,
consistent information. These should be in line with Trust policies and procedures
and be focused on meeting the overall goals and priorities of the organisation and
also reflective of National policy.
What we have done:
•
•
•

The various volunteering streams have been brought together under the
OPMH directorate
There is now a Head of Volunteering Services overseeing the merged
voluntary services team
The expanded team regularly meets to share experiences, review operational
and service performance and plan for delivery of the service core objectives
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•
•

Governance structure i.e. regular supervisions have been strengthened by the
creation of a supervision and support session form
Risk from volunteers ( if applicable) is recorded via a risk assessment form
prior to the commencement of the placement and reviewed regularly

What we will do:
•

•
•
•
•
•

Continue to provide an effective and robust infrastructure to support
volunteering by ensuring that the interface between various services is
consistent
Create a central database of all the volunteers across the Trust to ensure that
this is monitored centrally and will allow us to activity monitor more effectively
Follow guidelines set by Volunteering England in terms of policy and
procedures required for a robust volunteering programme
Review the volunteers policy in line with the recent changes and update as
required
Ensure that we follow national guidelines in terms of the governance
structures required for volunteers
Record risk both to and from the volunteers via the risk assessments and
create a risk register to manage risk better

Objective 5: Delivering the Strategy
Focus on achieving Volunteering excellence, volunteering is well supported and
recognised by the Trust and is seen to be a fundamental and well embedded support
service in the way that Oxleas delivers its core services.
What we have done:
•

Reviewed the resources available in order to deliver the strategy including;
o Volunteering Services staffing
o Active Projects
o Finance/Budgets
o Networks (internal and external)

What we will do:
•
•

Deliver the strategy in an effective and accountable way reflecting its cross
cutting nature across various directorates
Create a comprehensive strategic action plan to deliver the strategy
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Strategic Action Plan
All of these objectives will be used to design a programme of work which will support
the implementation of the Trust Volunteering Strategy. A strategic action plan which
will be a live document is being developed to manage this programme of work
throughout the life of the strategy.
Below is a table that we saw earlier to reflect our current figures but also takes into
account our aspirations for the future and is reflective of the growth envisaged for the
volunteering services team. The aspiration figures are based on an average of our
current demand i.e. requests received to create further placements. Why these are
aspirations and not projected targets is due to some constraints on our current
capacity for e.g. we would like to see the success of the NVR projects replicated in
each borough and increase the volunteers to 45 ( 15/borough) however this is
currently not possible due to a lack of placement supervisors being available.

Project
Volunteer to Work Scheme
Mainstream
Queen Marys Hospital
ResearchNet
Nonviolent Resistant (NVR)
Parent Volunteers
Alternative Therapies
Peer support Trainees (Pilot
underway)
Psychology/Psychotherapy
Volunteer
Hospital to Home Scheme
(Pilot)*
Volunteering for Education
(Pilot)*
Volunteer Apprenticeships*
Total

Current
Volunteers/Placements

Current
Capacity

Year 4
Capacity

4
13

10
15

4

8

10
Subject to
evaluative
15

116
73
50 (Oxleas only)
31
15

133
80
60
45
10

To be set up

6-8

To be set up

6-8

2
308

6
379

325
233
100
45
40

Subject to
evaluative
Subject to
evaluative
Subject to
evaluation
767
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Resource Requirements
The above projections are based on our current demand for example the V2W
scheme is approached to create a new placement 3 times a week, therefore our
project aspires to create roughly 40 placements a year which would mean a total of
325 by 2020.
The resource requirements for the Year 4 aspirational capacity are based on
1) Placement vacancies: Current placements being always occupied
2) Staff Time: Availability of staff members to take on the role of a placement
supervisor in order to support the volunteer
3) HR: Capacity of HR to be able to recruit further volunteers
4) Volunteer Expenses: Trust volunteering budget would need to be reassessed in order to ensure that with the increased capacity and new projects
being set up, we are still able to cover volunteers expenses
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Please note that the below action plan provides key milestones for the tasks that
need to be achieved and therefore covers a span of two years. However, a more
thorough action plan is set year on year by each team with set time frames within
which the above milestones have to be achieved (Appendix 1).

Priority
Links with Objective 2&3
Identifying what
volunteers and the Trust
needs
• Identify roles that will
utilise the skills of the
volunteers
• Target areas where
volunteers are required
in the Trust
• Continue to create
bespoke volunteering
projects

March 2016-18
•

•

•

•
•
•
•

Actions

Hold 6 monthly open days
for volunteers to attend
and see what roles are
currently available to
them
Continue to hold
forum/group sessions
with volunteers in order
to ensure that their
experience of
volunteering is positive
Build on internal links
within our directorates in
order to improve systems
for identifying
volunteering needs across
the Trust
Implement bespoke roles
e.g. Lived Experience
Practitioner Volunteers
Scope and pilot the
Hospital to Home Scheme
Create a library of
volunteer role
descriptions
Precise and up to date
data to be made available
on the Trust intranet on
what volunteering
projects are currently
available

March 2018-2020
•

•

•

•

Refine
volunteer roles
in line with the
established
needs and
opportunities
that have been
identified
Embed ethos of
volunteering in
directorates
that are
currently
lacking
Continue to
scope further
opportunities
with external
organisations
especially for
the V2W
scheme
Ensure that
volunteering is
considered as a
key priority in
the annual
planning
process for the
Trust

Measurement/
Outcomes
2016-2020
• New volunteering
placements have
been created in line
with the feedback
received from the
focus groups and the
open days
• Bespoke projects
have been set up to
reflect the needs of
the directorates
2018-2020
• Volunteering
database is an
accurate reflection of
the Trust’s needs
• Volunteering is part
of the annual plan
• New placements
have been created
with external
organisations
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Links with Objectives 3&4
Volunteer Management
• Enhance recruitment
data about volunteers
goals and aspiration and
what is available to them
in line with the above
• Better system to match
volunteers to
appropriate roles
• Use of technology (
database) for the
management and
mobilisation of
volunteers
• Availability of better data
for activity monitoring
i.e. number of volunteers,
time and progress
• Management of inactive
volunteers, reengagement plans,
reasons why they
became inactive

Links with Objectives 1,2,3&4
Volunteer Recruitment
• Harness communication
channels to extend
recruitment to new and
hard to reach audiences
• For priority volunteering
roles, target recruitment
to appropriate audiences
• Maintain the consistency
and safety of the
application process
• Engage external
organisation including
voluntary, community
sector, education and
local businesses as
sources of recruitment
• To ensure that HR

•
•

•
•

•

•
•

•

•
•

To put in place a database
for volunteer
management
Establish a base-line
number of active
volunteers thereby
providing recruitment
targets year-on-year
Offer alternative options
for inactive volunteers
Act on suggestions
provided in exit
interviews of inactive
volunteers for reengagement
To utilise the activity
monitoring data in order
to increase financial input
into the Trust wide
volunteering budget

•

To take on and complete
a branding exercise for
volunteering in Oxleas
To design and develop a
volunteering brochure
and other recruitment
material
Launch a targeted
recruitment campaign
with at least 2 open days
annually
Continue to use NHS jobs
as the primary online
recruitment method
Continue to use
stepchange as a way of
tracking the volunteers
recruitment status

•

•
•

•

•

To have in place
an annual
volunteer
satisfaction
survey in place
Review of the
Volunteering
policy
Scope and
implement a
light touch
appraisal
system with a
personal
development
focus for the
volunteers

2016-2020
• Evaluate the
database that is being
used for volunteer
management with
the help of the
volunteers, staff,
service users and
carers
• Track and monitor
the activity data for
progress checks and
substantial evaluation
• Receive further
funding from
directorates based on
the activity
monitoring
2018-2020
• Achieve a high
volunteer satisfaction
survey response
• Increased volunteer
retention
• Staff will be satisfied
with the type of
volunteers that are
being matched to
their placements

Confirm at least
2 joint
volunteering
and funding
partnerships
with partner
organisations
Continue to
celebrate
National
volunteering
week and use
this platform to
recruit future
volunteers
Recruit further
volunteers
through current

2016-2020
• Our volunteers
diversity will reflect
the patient
population we service
and the communities
we live in
• By 2017 we will have
500
2018-2020
• We will have jointly
funded projects
running with our
partner organisations
• By 2020 we will have
over 800 volunteers
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colleagues feel well
supported during the
volunteering recruitment
process
Increase the visibility of
volunteering to drive
recruitment
Reflect our core values:
Having a user focus,
Excellence, Learning,
Being responsive,
Partnership and Safety

•

Links with Objectives 1,2 &3
Creating a Volunteering
Culture
• Continue to provide a
clear definition of
volunteering and its role
in Oxleas
• Engage staff in both
clinical and non-clinical
roles across the Trust to
involve volunteers
• Continue to celebrate our
successes internally and
communicate this better
externally
• Enhance volunteer’s
roles as a key component
in supporting the
strategic aims of the
Trust.

•

•
•

•
•

•

•

•

•

•

To advertise for hard to
reach sections of the
community by engaging
with external partners
To collate all volunteering
role profiles
Update the trusts website
( internal and external)
with information on
volunteering projects and
potential volunteers
To have a central
recruitment point for all
expressing an interest in
volunteering at QMH, in
conjunction with the
other providers and hand
over governance of nonOxleas volunteers
Prepare presentations
and present at various
directorate meetings in
order to increase staff
understanding and
awareness around
volunteering
Provide training for
placement supervisors at
least twice annually to
increase the skills
required for effective
managements and
supervision of volunteers
Run workshops for
placement supervisors to
deal with specific issues
around volunteering
Roll out volunteers polo tshirts and other unique
visible uniforms to
increase the visibility of
volunteers
Identify a volunteering
champion in the council of
governors

•

•

•

•

•

volunteers by
implementing a
community
based
campaign
Pilot the
hospital to
home scheme
with local
providers
Review and reforecast
recruitment
targets based
upon need and
capacity

Staff induction
days to include
a session on
volunteering
Continue to
provide training
for placement
supervisors,
and target
directorates for
new
placements
Increase the
number of
council of
governors
supporting and
championing
volunteers to 5

2016-2020
• Volunteers are
included in team
meetings and are
sharing their
knowledge in the
teams
• All staff are aware of
volunteers and how
they can be recruited
• All staff will feel
supported to
effectively manage
and supervise
volunteers
2018-2020
• Volunteers are a
visible part of the
patients experience
• A volunteering
constituency has
been established in
the council of
governors
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Links with Objectives 1 &3
Volunteer Learning and
Development
• Standardise and enhance
the Trust volunteers
induction
• Empower volunteers to
progress in their roles
proportionate to their
skills, knowledge and
experience
• Utilise support and
supervision meetings to
identify future
development for
volunteers
• Enable knowledge
exchange amongst
volunteers and staff
• Develop and deliver a
training package for all
volunteers based on a
needs assessment
• Actively seek
opportunities for
external and accredited
training provision

•

Links with Objectives 4&5
Evaluation for
Improvement
• Use existing patient
experience data to
demonstrate impact of
volunteering
• Harness the volunteers (
in particular service user
volunteers) unique
insights as a drive to
improving patient care
• Understand the

•

•

•
•

•
•

•

•

•

Trust-wide induction
training is made available
for all volunteers, to be
delivered across the Trust
sites
Create a volunteers
handbook with key
information, policies,
procedures and resources
for volunteers
Introduce a 3 yearly
induction refresher for all
volunteers
Launch a volunteering
learning and development
programme, with training
sessions running
throughout the year
Ring fence part of the
volunteering budget for
training
Focus on specialist
training for certain
volunteers e.g. dementia
ward volunteers,
accessible training for ALD
volunteers
To ensure that volunteers
use their supervision and
support sessions to
identify further
development needs by
recording this on the
database

•

Produce an annual
volunteering impact
report to cover key facts,
figures, case studies, in
order to demonstrate the
impact of volunteering in
Oxleas
To create and conduct a
volunteer satisfaction
questionnaire and to have
a response rate greater
than 60%
Establish further

•

•

•

•

Explore and
develop multimedia training
options for
volunteers e.g.
action learning
Pilot a train the
trainer
approach for
volunteers
Identify
learning that
can be shared
by service user
volunteers and
staff to be
trained by
volunteers

2016-2020
• Volunteers feel safe,
and well supported
while carrying out
their roles under the
policies and
procedures of
volunteering
• Patient experiences
are enhanced
through volunteers
who are well trained
2018-2020
• Volunteers progress
and specialise in their
role all in line with
their personal goals
• Oxleas is recognised
as an NHS
volunteering
organisation which
knows the
contributions that the
volunteers make and
is committed to
investing in them

Further embed 2016-2020
mechanisms for • The impact of
volunteers
volunteering on
influence to
patient experience
improve
can be demonstrated
patients
with reliable data
experiences
• Oxleas recognises the
and outcomes
impact of
e.g. “Volunteers
volunteering on
you said we
patient experience by
did”
continuing to support
the infrastructure
Annual
volunteering
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experience of staff
engagement with
volunteers
•

•

Links with Objectives 1& 2
Model organisation for
Excellence in Volunteering
• Communicate both
internally and externally
the quality and impact of
volunteering in Oxleas
• To be recognised locally
and nationally as the
Trust for best practice in
NHS volunteering

•

•
•

•

mechanisms of listening
to our volunteers
feedback, with both short
term actions and long
term improvements
To create and disseminate
staff experience of
volunteers survey as a
feedback mechanism
Work with external
partners to evaluate
volunteering projects for
their impact
To ensure that policies
and procedures are
created in line with best
practice guidelines as set
by Volunteering England
To identify any gaps in
current policies around
volunteering
To share exemplar cases
of volunteering, and to
recognise length of
volunteering services
Ensure active presence of
Oxleas, in local
volunteering
organisations

•

•

•

•

•

Links with Objectives 4
Funding and Resources
• Understand our funding
and resource
requirements for the
future
• To source and
proactively compete for
funding and other
investments

•
•
•

Identify other sources of
funding currently
available
Create a directory of
organisations from whom
funding will be available
Apply for funding via
NESTA for volunteering in
hospitals project for the
hospital to home scheme

•

impact report
Demonstrate
how volunteers
have influences
incremental
changes that
have led to
improved
patient
experience and
outcomes

2018-2020
• Volunteers feel that
they have a unique
voice that drives
improvement and
shapes our outcomes

Continue to
communicate
volunteering
successes
through both
external and
internal media
Present at the
annual national
volunteering
conference
Publish a
research article
in a journal
about our
volunteering
projects
Apply for an
external reward
in recognition
of the quality
and impact of
our volunteers
Apply for
further funding
as required for
new
volunteering
initiatives

2016-2020
• We are recognised by
the local community ,
public and other
stakeholders as the
NHS trust to seek
advice from regarding
all matters of
volunteering
• Case studies are
submitted to
research projects as
evidence to support
NHS volunteering and
define best practice
2018-2020
• Our reputation for
excellence in
volunteering is well
recognised and this is
reflected by our
recruitment numbers
2016-2020
A long term solution has
been obtained for
funding new volunteering
projects
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Key Performance Indicators and Monitoring
The following key performance indicators and methods will be reported on an annual
basis and will be used to monitor the success of this strategy. As this is a living
document, our methods of reporting might evolve alongside the action plan and
programmes of work.
•

•
•

•
•

We will undertake an annual Volunteers satisfaction questionnaire to
better understand the experience of our volunteers and will aim to achieve:
o Volunteers feel that they are valued by the Trust: 90-100%
o Volunteers feel that they are achieving their personal goals: 90-100%
o Volunteers feel confident to fulfil their roles by having adequate
support, supervision and training: 80-90%
We will track and monitor our planned increase in volunteering numbers,
hours and the range of roles that are undertaken
We will utilise case studies to demonstrate improvements in patients and staff
experiences through volunteering and personal stories of volunteers
themselves
We will provide annual figures around the number of volunteer to work
candidates that are in paid employment
We will provide annual figures on the number of external organisations ( e.g.
associate members) that have engaged with us and created volunteering
placements
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Governance and Accountability
The volunteering services team is part of the Older People Mental Health
Directorate. The Head of Volunteering Services reports to the Business and Service
Improvement Manager. In order to deliver this strategy the Head of Volunteering
services will have to closely manage the interdependencies between various
departments.
A volunteer strategy implementation group will be formed and will ensure delivery of
the strategy, it will monitor the progress against the above defined performance
indicators and ensure that the strategy is reviewed annually.
Proposal will be made for a Council of Governor to champion the strategy.
The strategy will be reviewed as follows:
•
•
•

Evaluation of the strategy to be undertaken annually against its key
performance indicators
Key performance indicators to be monitored on a quarterly basis, with reports
submitted to the strategy implementation group
To undertake a gap analysis in March 2017 to ensure that existing targets are
being met and whether there is a need to amend any of the key performance
indicators
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Resourcing and Funding
Oxleas NHS Foundation Trust is currently supporting over 350 volunteers in a wide
variety of roles across the Trust. This is achieved via the Trust Volunteers Budget.
If we are to achieve a real step change in the scale, approaches and impact of
volunteering, we need to source further investment so the Volunteering Services can
grow as the strategy intends. The key resource needs in the delivery of the strategy
are likely to be allocated to further development of the volunteer’s e.g. volunteer
training and allocated to staffing for project managing upcoming bespoke projects.
Further resource needs include:
- Volunteer recruitment material and advertising
- Internal resources required for recruitment (staff resources)
- Independent evaluation of volunteering projects
- Commissioned community volunteering partnerships e.g. the Hospital to Home
scheme along with local volunteer centres
The Kings Fund report (2013) says that for each £1 that is invested in volunteering
delivers at least £11 backs, it is sensible then that investment in this area will reap
benefits to the patient, visitor, staff and Oxleas on the whole. It is however
recognised that at a time of financial constraint and cost improvement, it is essential
that any additional funding is identified from outside sources as well as core funding.
The social enterprise charity NESTA launched a £2 million “Helping in Hospitals”
fund in 2013, which is currently working with 6 NHS Hospitals with the aim to
increase investment, build capacity and increase the prominence of volunteering in
NHS hospitals.
The Voluntary sector investment programme innovation, excellence and strategic
development fund (2015-2016) has seen over 40 NHS hospital Trusts compete for
funding to demonstrate innovative management of volunteers.
Besides specifically funded projects like above, other external sources of funding
including the Health Innovation Fund (Wellcome Trust), Big Lottery Fund and smaller
grants from local council’s partnership programmes are also available.
We need to be able to gain an early advantage in bidding for these opportunities in
the future; this will be strengthened by our local links such that joint bids with
community partners can also be applied for.
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Conclusion
The Trust has demonstrated senior commitment over the past year by bringing
together various volunteering streams, this has allowed the team to strengthen and
refocus its goals jointly. As the scale and ambition of volunteering grows there will be
interdependency of the volunteering strategy with other priority areas for the trust
including community engagement. The trust has already made a financial
commitment one through the appointment of the Head of volunteering services and
also through the Trust volunteering budget.
We will continue to use the existing structures to gather a complete picture of the
volunteering needs across the trust, to focus resources, numbers and innovation in
volunteering into those areas that need them the most.
We will identify and focus on key volunteering roles that support patients, carers and
families across the Trust, and continue to support our volunteers in delivering these
roles. This support may also take the form of significant new roles such as the
hospital to home scheme, or perhaps targeting unique patient populations e.g. our
Dementia wards at Queen Mary’s Hospital or make small incremental changes that
transform the hospital environment e.g. allotment volunteers.
We will transform the way that we evaluate volunteering by demonstrating real and
important benefits for patients and carers, as well as finding ways to measure more
complex outcomes including- Staff satisfaction, Improved patient outcomes and
return on investment by utilising the Trust wide volunteers database.
Many areas of existing good practice will be consolidated in the Volunteering
strategy. Oxleas already celebrates and recognises the contribution of our volunteers
via annual events and gatherings; however, we will continue to create a climate of
opportunity to achieve more for and with our volunteers.
The Volunteering strategy 2016-2019 has clear plans, priorities and actions for
achieving the best possible model, management and mobilisation of volunteers for
Oxleas NHS Foundation Trust that will put us on the map as a leader and innovator
in NHS volunteering and attract the right individuals and resources to achieve our
potential.
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Appendix 1
Work Plan- Service User Volunteering Projects (ResearchNet, NVR, LXP) and
Trust-wide training volunteers

Volunteering Services Work Plan 2016 /17
ResearchNet, NVR, Peer Support
Key work
stream [Links
to
Volunteering
Strategy
Objectives ]
Objective 3
Training for
Volunteers and
managersTrust-wide

Key actions

Lead(s)

Timeframe

Monitoring /
Outcomes

Plan which
training is
required and
create a
schedule. Book
training with
trainers. Book
rooms, deal with
invoices, inform
managers of
training
scheduled for
this year.
Circulate for
interest, book
volunteers onto
training. Update
database

CG/Trainers

First batch
delivered by
end Nov
2016

Training is
delivered

LJ/Helen Day
May 2016
CG/JK
Feb 2017

Set up Patient
feeding training
for Meadowview
volunteers with
the SALT group
Obtain feedback
and evaluate.

Training is
delivered

CG/JK
Feb/March
2017

Evaluation
forms have
been obtained
and analysed
Training
schedule
created for
2017/18

Plan for session
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to be delivered
2017-2018
based on
evaluation and
feedback from
supervision
sessions

Objective 2 & 4
NVR Graduate
Parents

Objective 2 & 4
Researchnet

Objective 2 & 4
Researchnet
(ALD)

To liaise with
CG/PB/JK
Pete Brown the
new lead
replacing
Elisabeth
Heismann.
Update him with
our processes
and
requirements for
the NVR parents
and new recruits.
Continuing
assisting
members with
expense claims
and training
offers.
To liaise with all
CG/LJa/Rnet/JK
Rnet Managers,
ensuring all
supervisions and
other data is
updated on the
volunteers
Database.
To assist with the
recruitment
process.
Attend monthly
operational
groups
ALD
CG/NS
commencing a
new
Researchnet
Group led by
Nikolaos Sarras

May 2016
and ongoing

Receiving
supervisions
and updating
database and
possibly
recruiting
more NVR
Parents

Ongoing

Database
updated and
volunteer fully
recruited.

June 2016 (
complete
first
recruitment
batch)
and on-

Rnet
members
recruited and
on-going
support
provided to
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Objective 1 & 3
V-event

Objective 2 & 4
Pamper
Therapies

Objective 2 & 4
Lived
Experience
Practitioner
Posts
(Peer Support)

(Wendy Oneill’s
replacement). To
assist them with
the recruitment
process and
liaise with NS to
ensure all
policies and
procedures are
adhered to.
Assisting with
CG/VST
any tasks
required for Vevent being held
on 29th June/6th
July. Task:
design leaflet
and distribute
and also inform
communications
to advertise on
the intranet once
venue confirmed
To recruit more
CG/LJ/JK
volunteers in line
with the head
volunteers (Liz)
request. JK will
need to confirm
with Kaye Jones
and other
managers
whether the
demand is there.
To assist with
Expense claims
and any other
issues relating to
their roles.
Awaiting dates
CG/DGr/JK
and details of
jobs and
volunteering
roles of the LXP
posts. Volunteers
undertook 10
weeks training in

going

the lead.

July 2016

Event is
complete,
feedback
gathered. Debriefing
meeting is
complete.

On-going

More
volunteers
recruited
Continue to
provide
assistance
with travel
expenses
claims

Sept 2016

Paid roles and
volunteer
roles filled
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Objective 2
Apprenticeship
placements

Objective 1,2,3
&4
Better Impact
database

Objective 2 & 4
Queen Marys
Hospital

order to apply.
Continue to
advertise and
promote where
needed. Provide
mentorship to
LXP candidate.
Awaiting update
from JK/SM with
regards to
volunteers
placements in
conjunction with
their learning at
Bromley college
for adult social
care.
Creating 2 OT
assistant
placements in
order for them to
fulfil their
learning
requirements.
Once the BI
database is
setup and a lead
is nominated, will
ensure the
database is up to
date and correct
at all times for
projects.
To assist LJ with
any support that
she may require
regards to
recruitment and
databases.
Especially the
recruitment
process for the
pre 2013
volunteers. To
clear all backlog.

CG/JK

July/August
2016

Once both
volunteers in
placements

VST

July 2016-BI
Launch

Yearly audit
July 2017

On-going

CG/LJa/LJ/JK

On-going

JK

April- July
2016

Increase in
recruitment of
volunteers
across the
QMH site

To communicate
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with 5 other
providers
regarding the
setup of a central
recruitment point
for volunteers,
this will enable a
smoother
transition for
volunteers
across the QMH
site and also
help to tighten
governance.
Set up SLA with
those providers
who are
interested in
participating.
Objective 1 & 2 To cascade
engagement
Associate
letter to AMs in
Members
Bexley and
monitor response
and update
DG/JK for further
details to recruit.
To progress
contact with the
MA’s and create
further
volunteering
placements
Objective 2 & 3 To create a plan
for a new
Volunteering for possible project.
Education (new Whereby 16 year
olds + can
Pilot)
volunteer to gain
experience in
particular field
allowing them to
access further
education e.g.
social care,
medicine –
(experience

JK/Contracts
team

CG

July-August
2016

Oct/Nov
2016

Securing
placements
with Associate
Members

To prepare
the plan by
End of Nov
2016

Offer proposal
to JK to take
forward with
managers
(SF) and HR.
If approved
compile a plan
to action
scheme.

JK

CG/JK
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required before
commencing a
degree or
qualification)
Volunteer
experience can
include first-hand
experience with
a SU and their
journey within
the trust.
This scheme will
be piloted and
consent will be
required from the
chosen SU
before the
volunteering
placement can
commence.
Subject to
rigorous risk
assessments
and checks.

Feb/March
2017

Oct 2017

Jan 2018

Evaluation and
learning from
pilot
Disseminate
findings, gain
support for roll
out in other
directorates
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Work Plan- Volunteer to Work Scheme (V2W)

Volunteering Services Work Plan 2016 /17
Volunteer to Work Team (V2W)
Key work
stream [Links
to
Volunteering
Strategy
Objectives ]

Key actions

Lead(s)

Timeframe

Monitoring /
Outcomes

Objective 1 & 3

For placement
supervisor to
liaise with other
placement
supervisors in
order to share
good practice and
have a platform to
discuss any
issues regarding
volunteers

DG/JK

End July
2016

Supervisors feel
supported and
have an avenue for
sharing practice

DG
LL- assist
in admin

August 2016
(once every 3
months
thereafter)
Nov 2016
Feb 2017
April 2017

Volunteers are
more confident in
taking up
placements, their
issues are dealt
with and relevant
support is provided

DG/VST

June 2016
Sept 2016
Dec 2016

All volunteers are
inducted prior to
commencement of
their voluntary
placement and a

E-Forum for
placement
supervisors

Objective 3
Arrange dates for
V2W Network
the V2W drop-in
Drop-in-Session sessions, meet
with volunteers
face to face and
provide motivation
and
encouragement to
take up
placements and
or deal with
issues impeding
this.
Objective 1 & 3 To deliver the
Trust induction for
volunteers and
Trust Induction
for Volunteers
cover areas like
confidentiality,
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data protection,
health and safety
etc.
Compile attendee
lists, speak/send
out letters to
volunteers.
Monitor attendee
list. Make sure
everyone in a
placement has
attended and
assist with room
bookings when
needed.
Compile feedback
and evaluate.

LL

Objective 1& 3
To create and
Basic IT training deliver a Basic IT
for all
training session to
volunteers
enable volunteers
to feel more
comfortable in
using Oxleas’s
systems.
In particular to
deliver bespoke
session for
volunteers with
LD in partnership
with the CLDT
team.
Evaluate
feedback and
tailor following
sessions for
2017/18
Objective 4
To give support
Tramshed
and advice to the
volunteers at the
Tramshed. To be
available to
provide additional
supervision to
volunteers (ALD),

DG
LL- assist
in admin

New
refresher is
sessions
delivered every 3
organised for years
2017/2018 by
Jan 2017

20th April
13th July
25th Oct 2016

Following
each session
but to be
completed by
Nov 2016

Sessions have
been delivered,
feedback received
and evaluated.

Sessions
accommodated as
per need

2016/2017
DG
To attend
Tramshed on
the last
Friday of
each month

Any queries from
volunteers dealt
with, additional
support is
provided, travel
expenses etc. are
reimbursed
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cover travel
expenses and
discuss any other
issues that might
arise.
Objective 2 & 4
V2W Reviews

2016/2017
Volunteers who
have been on the
scheme for a
while and not
applied for a
placement to
attend a review
workshop.

DG
All year
round
(quarterly
workshops)
LL

To discuss the
reasons why they
have not applied
for a placement
and help them to
find a placement

Send out
discharge letters
after each review
to volunteers and
care co-ordinators
and file all
correspondence
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Work Plan- Mainstream Volunteering (Trust-wide)

Volunteering Services Work Plan 2016 /17
Mainstream Volunteering (Trust-Wide)
Key work
stream [Links
to
Volunteering
Strategy
Objectives ]
Objective 3 & 4
Volunteer
Drivers

Objective 4
Snack Shops
(Memorial
Hospital/Oxleas
House)

Key actions

Lead(s)

Timeframe

Monitoring
/ Outcomes

Volunteer drivers
spread sheets to be
monitored and
updated daily/weekly
New minibus to be
ordered as per needs
of patients

MH/JL/LS

On-going

LS

August
2016

Keeping
drivers
informed of
their jobs for
the week
ahead, and
of any daily
changes.

Management of Shop
staff Memorial/Oxleas
regular supervision
and updates given to
Volunteers Provisions
for Memorial/Oxleas
shop to be purchased
weekly
Sandwich orders to
be emailed every
fortnight, making
adjustments as
necessary
Training for shop
Volunteers in specific
areas
Food
Hygiene/Allergens/fire
safety
Shop cleanliness to
be checked weekly
and contractors

LS/JL/MH

On-going

To replace
Trust
minibus
Updating
supervision
on database

JL/LS

LS/JL/MH

July 2016
then ongoing

LS/JL/MH
May-Oct
2016

To keep
shops
stocked
Ensure that
volunteers
are trained
and comply
with
legislation

LS/JL/MH
Cleanliness
is
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Objective 1, 2,
3&4
Volunteer
recruitment

Objective 4
Allotment
Project
Objective 1 & 2
Hospital to
Home Scheme

notified when cleaning
is not adequate
Patient, Staff and
visitors survey for
Oxleas shop to look at
gaps in the provision
and evaluate if it
could be provided
Implement changes (
if required)
Recruitment of
LS/JL
Volunteers in
particular within
elderly services and
JK/VST
Trust wide
To hold 6 monthly
open days by
advertising in the local
paper and on-line to
increase recruitment
of volunteers for both
service user and
mainstream
volunteering projects,
to enable on spot
recruitment and
promote and
advertise our
placements with other
voluntary
organisations

AugustSeptember
2016
(Survey)

Support with garden
projects eg Oaktree,
Shepherdleas,
Holbrook
To pilot a bespoke
project in the OPMH
directorate to enable
a socially supported
discharge from the
OPMH units.
Whereby volunteers
will be identified to
support patients in
their transition from
hospital back into

On-going

LS

maintained
to comply
with Trust
Policies

Oct-Nov
2016
(Feedback)
Nov 16March 2017
On-going
Fulfilling
requests
from Wards
Sept 2016
and
March 2017 Therapy
Group coordinators
Recruit an
additional
15
volunteers/
6 months

JK/Greenwich August
Volunteer
2016centre/SM
August
2017

Keeping the
gardens tidy
and patient
friendly.
Reduction in
risk of
isolation
Successful
transition
back into
their homes
Reduction in
readmissions
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their homes with the
aim to enable an
effective discharge,
and in the long term
prevent unnecessary
re-admissions.
To gather feedback
from project via
questionnaire and
patient experience,
evaluate and propose
roll out ( if outcomes
are successful).
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Appendix 2
Queen Mary’s hospital Hours 2015
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Appendix 3

VOLUNTEERING
FLOWCHART

Are you a Service user of Oxleas and have a
Care Co-Ordinator Key worker?

Yes

No
Do you want
to volunteer
for Oxleas?

Do you want to
get back to
employment by
volunteering?
Yes

Yes
No

Mainstream
Volunteering
(Internal)

Volunteer to Work
Scheme
V2W

Contact 1: Memorial Hospital
Linda Sanders/ Julie Langford
Tel: 0208 836 8510

Contact: Deborah Goodson

Email:Lin.Sanders@oxleas.nhs.uk

TeL:0208 301 9459/487

Contact 2: Queen Mary's

Email:
Deborah.goodson@oxleas.n
hs.uk

Lynn Jones

1. Ask details of CCO
2. Send V2W Leaflet to
Service User & CCO/key
worker
3. Arrange to meet face to
face
4. Send flowchart for
placement process

No

Tel: 0208 3022678 ext 3019
Email: lynn.jones@oxleas.nhs.uk
For all volunteering vacancies:
www.jobs.nhs.uk

Signpost to External
Volunteering
Volunteer Centre Bromley
www.communitylinksbroml
ey.org
0208 315 1905
Volunteer Centre Greenwich
0208 317 3817
www.volunteerscentre.gree
nwich.org.uk
Volunteer Centre Bexley
01322 524 6829
www.bvsc.co.uk

www.do-it.org.uk
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“I have gained so much through my placement with the V2W
scheme; I am learning new things everyday”

“To have this
opportunity to volunteer
means I have a reason
to get out of bed in the
morning!”

“I thought I would never get a job, I volunteered and now I am
working for Oxleas, it is such a supportive place I wouldn’t want to
be anywhere else”

“I’m enjoying giving back what I have received from
Oxleas”

“Volunteering helps to keep me connected with other
people, I have made so many friends along the way”

Our Vision
“To ensure that the volunteering service is professional, organised, with a consistency of
process around governance and is efficient in order to provide the volunteers with an
opportunity where they feel valued, are able to access it easily and have a meaningful
experience which is mutually beneficial to the volunteer and the Trust”.

Foreword
E.g. Volunteering has played a key role in the service delivery and development of Oxleas NHS
Foundation Trust for many years and I have seen for myself the impact that our volunteers have
on our service users, their families and staff and the incredibly valuable contribution that they
make.
As a healthcare provider we want to ensure that we contribute to the wider health and wellbeing of
our community and there is a great deal of research to show that maintaining good relationships
and links is a key to our mental well-being.
Volunteering allows this to happen by building and strengthening the links with the local
community and Oxleas and its staff and patients. It also allows individuals to learn new skills, to
build on their networks thereby reducing loneliness and giving them a feeling of making a
difference.
What may seem like a small gesture can have a huge impact on service users lives, be it by
assisting them to access groups in the community, providing pampering sessions on the wards,
having a friendly face welcome them at reception, assisting other patients on the pathway to
recovery by using their lived experience or delivering conferences on service users as
researchers.
All our volunteers are unique in what they bring to the organisation and we have individuals who
have been volunteering for over 20 years at the Queen Mary’s Hospital site. But every volunteer is
valuable, and all contributions are welcome.
This strategy is not just about maximising the potential of volunteers at Oxleas but is also about
highlighting and recognising the contributions of volunteers and making sure that we are using the
vast array of skills and talents that are available to us. We want to see more volunteers across a
range of departments and directorates and for Oxleas to become a beacon for NHS volunteering
and for our service users and staff to know that they are benefitting from the enhanced support
that volunteers can provide.

CEO
Estelle Frost
2016

Where we are now

The current staffing and resource arrangements that support volunteering have been through
some changes in November 2014 when mainstream volunteering projects and service user
volunteering projects were brought together under the Older People Mental Health Directorate.
Oxleas NHS Foundation Trust supports an average population of around 400 volunteers; this is in
line with the national average (Kings Fund, 2013).
As of 1st January 2016 there are 20 different volunteering projects running across Oxleas. These
represent the wide variety of roles available for our volunteers and range from meeters and
greeters to service user researchers.

Project

Active Other providers

Volunteer to Work Scheme
Mainstream
Queen Marys Hospital
ResearchNet
Nonviolent Resistant (NVR) Parent Volunteers
Alternative Therapies
Peer support Trainees
TOTAL

116
73
50
31
15
4
13

Peer
Distribution of Volunteers at Oxleas
Support
Trainees
Foundation Trust
4% Alternative
Non violent
Therapies
Resistant
1% Parents
4%

ResearchNet
8%

Other Providers:
Guys, Kings,
Darent Valley
and Independent
19%

Queen Marys
13%
Volunteer to
work scheme
31%
Mainstream
20%

Objectives

69

371

NHS

Objective 1: Recognising the Value and Promoting the Benefits of
Volunteering
Volunteers form an integral part of the services that Oxleas NHS Foundation Trust offers to its
service users. There needs to be a widespread recognition across the Trust for the value that
volunteers bring to the organisation through their positive contribution, this should help to engage
directorates further to create innovative projects involving them. By recognizing the benefits of
volunteering we will be able to identify gaps in patient experience which volunteers can contribute
towards.

Objective 2: Increasing Accessibility and Greater Visibility
We need to provide clear information in a variety of styles and formats about volunteering
opportunities in the Trust in order to recruit new volunteers. We need to have a consistency in
approach for the recruitment process across all volunteering projects. Volunteering should be
open to everyone, regardless of age, disability, gender, sexual orientation, religion, race or where
they live. It can be an excellent way of developing better links with the community and the Trust.

Objective 3: Enhancing the Experience of Volunteers
There is a need to develop the skills of the individuals managing the volunteers. These skills in
recruiting and supporting volunteers need to be embedded within the organisation to ensure that
every volunteer has a meaningful experience. Roles should be reflective of the skills of the
volunteers and should enhance patient experience.

Objective 4: Supporting and strengthening the current Infrastructure
(including Organisational Governance)
A high quality, robust volunteering infrastructure will play a key role in ensuring the successful
delivery of a volunteering strategy it needs to be able to provide access to good quality, consistent
information. The recruitment process for volunteers should not be overly bureaucratic. It should
nurture the desire of people to help and get involved while ensuring that this is done in a
framework of good practice which supports and protects both the volunteer and the organisation.

Objective 5: Delivering the Strategy
Focus on achieving Volunteering excellence, volunteering is well supported and recognised by the
Trust and is seen to be a fundamental and well embedded support service in the way that Oxleas
delivers its core services.

Summary of Key Actions

Objectives
1

2 3 4 5

Identifying volunteering needs and what the Trust needs
- Hold 6 monthly open days for volunteers
- Build on internal links within our directorates and identify gaps in
volunteering
- Implement bespoke roles e.g. Lived experience practitioner volunteers (i.e.
AMH)
- Scope and pilot the Hospital to Home Scheme (i.e. OPMH)
- Present at various directorate meetings in order to increase staff
understanding and awareness around volunteering
Strengthening the support structures for Volunteers
- Launch a Trust-Wide database for all volunteers
- Launch a targeted recruitment campaign for hard to reach volunteers (e.g.
Forensic, BME)
- Ring fence part of the budget for Training and development and to deliver
a package that is tailored to their needs (e.g. ALD volunteers)
- To develop and implement a volunteer satisfaction questionnaire
- To have a central recruitment point for all expressing an interest in
volunteering at QMH, in conjunction with the other providers and hand
over the governance responsibilities for non-Oxleas volunteers
- To ensure that volunteers use their supervision and support sessions to
identify further development needs by recording this on the database
Communication and Marketing
- Greater visibility (Internet, Intranet, Database): To take on and complete a
branding exercise for volunteering in Oxleas e.g. volunteering brochure,
greater visibility both via in the internal and external websites
- Produce an annual volunteering impact report to cover key facts, figures,
case studies, in order to demonstrate the impact of volunteering in Oxleas
and review objectives
- Roll out volunteers polo t-shirts and other unique visible uniforms to
increase the prominence of volunteers
Relationship building both external and internal
- Set up a volunteering stakeholders forum and invite key community
partners
- To create and disseminate staff experience of volunteers survey as a
feedback mechanism
- Work with internal and external partners to evaluate volunteering projects
for their impact
- Ensure active presence of Oxleas, in local volunteering organisations
- Create a directory of organisations from whom funding might be available
for future projects

●
● ●

● ●
●
●

●
● ●

●
●
●

● ● ● ● ●
●
●
● ●

●

●

●

●

● ● ●

● ● ●
● ● ● ● ●

●

● ●

●

●

●

●

●

● ● ●

●

● ●

●

●

●
●

●

Projected growth in volunteer placements by 2020

Project
Volunteer to Work Scheme
Mainstream
Queen Marys Hospital
ResearchNet
Nonviolent Resistant (NVR) Parent
Volunteers
Alternative Therapies
Peer support Trainees (Pilot
underway)
Psychology/Psychotherapy
Volunteer
Hospital to Home Scheme (Pilot)*
Volunteering for Education (Pilot)*
Volunteer Apprenticeships*
Total

Current
Volunteers/Placements

Current
Capacity

Year 4
Capacity

4
13

10
15

4

8

10
Subject to
evaluative
15

116
73
50 (Oxleas only)
31
15

133
80
60
45
10

To be set up

6-8

To be set up

6-8

2
308

6
379

325
233
100
45
40

Subject to
evaluative
Subject to
evaluative
Subject to
evaluation
767

How to contact us
If you would like to receive a copy of the full version of the strategy please send us an e-mail on
Volunteeringservices@oxleas.nhs.uk or ring us on the number below to receive it in the post.

Volunteering Services Team
Business and Service Improvement Manager: Stephen Francis
Head of Volunteering Services: Japleen kaur, 02083019487, Japleen.kaur@oxleas.nhs.uk
Mainstream Volunteers: Linda Sanders/Julie Langford/ Mark Hamilton, 02088368510,
lin.sanders@oxleas.nhs.uk, Julie.langford@oxleas.nhs.uk, mark.hamilton@oxleas.nhs.uk
Queen Mary’s Volunteers: Lynn Jones, 0208 308 3019, Lynn.jones@oxleas.nhs.uk
Volunteer to Work Scheme: Deborah Goodson/Leanne Leakey, 0208 301 9487,
Deborah.goodson@oxleas.nhs.uk
ResearchNet, Peer Support, NVR, Alternative therapy volunteers: Charnjit Gill

Board of Directors
9th June 2016
Agenda Item

Staff Partnership Report

Item From

Simon Hart, Director of HR & OD

Attachments

Partnership Report

Item
Enclosure

11
10

Summary and Highlights
The report produced by the Partnership team gives an overview of the feedback from
staff in various focus groups, meetings and floor walks between October 2015 and March
2016. It also details the significant amounts of organisational change that the Partnership
Team have supported over this period.
The report aims to give a sense of staff morale and key staff concerns. The qualitative
data complements the national staff survey and Friends and Family findings and gives a
clear indication of the concerns and feelings of staff across the organisation.

Changes to risk register

New risks identified

Recommendations
To Note

Previous
rating

New rating

Rating

Board Report October 2015 to March 2016
Staff Partnership Half Year Trust Board Report
Introduction
This report is produced for the Trust Board on the work that has been carried out by
the Staff Partnership Team between October 2015 to March 2016 inclusive.
It aims to provide the Board with an independent view on the morale of staff and the
issues that are important to them. Our work includes holding focus groups, floor
walks, participating in the Organisational Change process, providing support to staff
during formal consultations and contributing a „Staff Partnership‟ perspective to the
corporate functions of the Trust.
In previous reports we have been able to give the Board a report from each
directorate, however this is not the case this time and we hope the report reflects the
reasons for this below.
FOCUS GROUP ACTIVITY – October 2015 to March 2016
Focus groups held totalled 33 and were held in the following areas:Mental Health/Adult Learning Disability (AMH&LD)
Goddington (HCA‟s) – Complete x1 Not included in report
Goddington (Qualified) – Outstanding x1
Norman (HCA‟s x 2) – Complete x2
Norman (Qualified x 2) – Complete x1
Betts (HCA‟s x 3) - Complete x1
Betts (Qualified x 3) – Complete x1
Lesney (HCA‟s x 3) – Complete x1
Lesney (Qualified x 2) – Complete x1
Locality Team Bexley (AHP‟s x 4) – Complete x1
Locality Team Bexley (Admin x 9) – Complete x1
Locality Teams Bromley East (Admin x 6) – Complete x1
Locality Teams Bromley East (AHP‟s x 3) – Complete x1
Locality Teams Bromley West (Admin x 8) – Complete x1
Locality Teams Bromley West (AHP‟s x 11) – Complete x1
Forensic & Prisons (Pris&For)
Crofton (Qualified x 2) – Complete x1
Crofton (HCA‟s x 3) – Complete x1
Bracton Ward Managers x 8 – Complete x2
Adult Community Services (ACS)
Meadow View (HCA‟s x 2 ) – Complete x1
1

Meadow View (Qualified) – Outstanding x1
GICU (HCA‟s x 7) – Complete x1
GICU (Qualified x 5) – Complete x1
CASH (HCA‟s x 2) – Complete x1
CASH (Admin x 4) – Complete x1
CASH (Qualified x 9) – Complete x 3
Bexley MSK (AHP‟s) – Complete x1
Bexley MSK (Admin x 6) – Complete x1
Central Access Team (Admin x 8) - Complete x3
Children and Young Peoples’ (Universal services) Directorate (C&YP)
None held here
Older Peoples Mental Health Services Directorate (OPMHS)
None held here
Introduction
The staff Partnership Team has decided to continue to present the findings from the
above focus groups under the headings „communication‟, „morale‟ and „local issues‟.
We have endeavoured to report the pertinent themes under the headings citing the
ward, unit, service or team from which they came. This approach is being trialled
following feedback and requests from our previous board reports.
Please note the Staff Partnership Team have already presented all the discussion
themes in their entirety to the directors concerned.
COMMUNICATION.
Managing Organisational Change :
Reported by: Bexley Locality Team, Bromley East & West Locality Teams (AMH &
LD),
Inadequate consultation and information sharing prior to proposals being drawn up
for consultation was reported in the above focus groups. Staff feel they have been
told to “just do it “ rather than being consulted with. It feels like the process has been
rushed.
The staff highlighted the need for managers to invite staffs‟ contributions, as they
both understood and provided the service.
Staff are not only passionate about their areas of work but enthusiastic about making
suggestions to benefit their service.

2

Some individual admin teams have been split up and merged to form others. People
are retiring prematurely because of redesign. It has been difficult to adapt to new
ways off working in their new environment. One of the teams admin has been
geographically split over three floors. Hot desking is causing problems as clinicians
are difficult to locate they don‟t use RIO or electronic diaries. This gives a bad
impression to stakeholders making enquiries.
Effective meetings:
Reported by: Betts Ward, Bexley Locality, Bromley Locality (West) (AMH & LD) ,
CASH, GICU (ACS), Bracton Team Leaders (Pris&For)
The discussion in these focus groups related to holding business, zoning, or
reflective practice meetings. Staff feel that they are able to make suggestions but
they aren‟t listened to and don‟t always receive feedback. Generally staff can add to
agenda‟s and minutes are circulated to all team members. These meeting are
clinician or case driven and staffing issues aren‟t discussed.
Staff rely on email and the intranet to receive information about the trust as a whole.
Inpatient units receive regular information by email about the unit but not the trust.
Some teams feel detached from Oxleas.
There are no peer group meetings amongst clinical staff and staff expressed that
they would find these useful.
It is felt that meetings are increasingly difficult to organise due to the demands of
their services and permanent staff shortages.
Supervision:
Reported by: Betts Ward, Bexley Locality Team, Bromley Locality Team East &
West, Lesney Ward, Norman Ward (AMH&LD), CASH, GICU, Bexley MSK (ACS)
Crofton, Bracton Team Leaders (Pris & For)
All areas reported that they had regular, meaningful supervision and this is where
staffing issues can be discussed. There is one area where staff aren‟t receiving
regular supervision but hopefully this will be rectified when vacancies are filled and
staff get established.
Training:
Reported by: Betts Ward, Bexley Locality Team, Bromley Locality Team East &
West, Lesney Ward, Norman Ward (AMH&LD), CASH, GICU, Bexley MSK (ACS)
Crofton, Bracton Team Leaders (Pris & For)
There are many training opportunities but it is difficult for staff to be released to
undertake them due to staff shortages and needs of the service.
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In house training would be beneficial to keep them up to date with new clinical
processes etc.
Leadership:
Reported by : Betts Ward, Bexley Locality Team, Bromley Locality Team East &
West, Lesney Ward, Norman Ward (AMH&LD), CASH, GICU, Bexley MSK, CAT
(ACS), Crofton, Bracton Team Leaders (Pris & For)
The majority of the staff spoken to felt valued by their immediate line manager but
that is where it stops. They feel senior managers are detached from on the ground
staff.
Some said that Senior Manager‟s expectations are set to high, and that lower level
staff are looked at to solve problems.
Teams that have experienced change/redesign don‟t feel that they had enough
support from managers and were told to “just do it”.
Staff on Crofton felt that when there is a feeling of unrest on the ward management
should up staffing levels.
Staff are sometimes unable to talk to their manager due to lack of time on both
parties.
Some staff felt they are being micromanaged and that there are inconsistencies with
management instruction.
MORALE
Workloads:
Increased and increasing workloads were reported by every one of the focus groups.
Directors will relate to the increased workloads and organisational changes to
services driven by financial constraints.
There is a feeling that extended hours working and working weekends has
contributed to low staff morale. Clinicians have less time for face to face client
contact. The telephones don‟t ring after hours and patients don‟t want to be
contacted during this period.
Crofton staff have been through a bad period and staff morale was at its lowest ebb
but it has improved immensely due to the manager and the patients being settled.
The morale in the CASH service is low due to management styles from the top
down. There are plans in place for this to improve.
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In the Bexley Locality team staff aren‟t energised which is bringing morale down.
Resentment is building in the Bromley Locality team west due to the merging of
teams.

Stress from work overload is spreading across the Trust and measures to manage
stress in the workplace are essential skills for managers to exercise.
The following management processes will contribute to maintaining staff morale in
this difficult climate of financial constraints in a „market place‟ in which often staff‟s
job insecurity is raised. Supervision, holding effective meetings both sharing
information with staff and respecting contributions from staff, holding staff away days
offering educational updates (investing in staff and staff development) and most
importantly engaging with staff in service redesign and review of
organisational/service change with staff who may identify and contribute to better
ways of working.
Staff Recognition:
Reported by: Betts Ward, Bexley Locality Team, Bromley Locality Team East &
West, Lesney Ward, Norman Ward (AMH&LD), CASH, GICU, Bexley MSK, CAT
(ACS), Crofton, Bracton Team Leaders (Pris & For)
On Crofton ward the team have a Whatsapp group and are regularly thanked by their
manager for their work.
Manager of the MSK Bexley Team appreciates and thank the staff verbally.
There is an HCA on a ward in GPH who was recognised by new joiners as being the
most helpful in providing time and support to them.
Generally staff felt that they can make suggestions and some say that they are
discussed but the majority of feedback from the focus groups was that they were
rarely acted upon.
LOCAL ISSUES
Working Environments:
Reported by : Betts Ward, Bexley Locality Team, Bromley Locality Team East &
West, Lesney Ward, Norman Ward (AMH&LD), CASH, GICU, Bexley MSK, CAT
(ACS), Crofton, Bracton Team Leaders (Pris & For)
There are many local issues relating to the changes and redesign and the majority
have been rectified or in the process of.
Many of the inpatient ward staff were concerned that the qualified staff are distant
from the patient care and rely on the HCA‟s to provide personal care for them with
5

them just administering the drugs and the remainder of their time is spent
undertaking administration tasks.
Locality teams are concerned about lighting and parking during extended hours
working and feel unsafe. Bromley locality west admin teams were having problems
not having fobs to move freely around the building which causes difficulties as they
are spread over three floors.
IT take time in issuing new and temporary staff with Smartcard and access to RIO
which puts pressure on permanent staff. The speed that RIO runs causes problems
in some locality team sites.
CASH have particular local issues ie no fresh drinking water, unable to open
windows, parking, no designated staff toilet, penalised for being of sick, drastic
differences between staff bands.
Inpatient wards have difficulty with staffing when the only permanent staff on duty
are HCA‟s it gives the impression the ward is being run by HCA‟s for the shift.
The CAT team‟s new manager is resolving all local issues and has purchased head
set‟s to assist staff with their work.
Nursing staff are relieved that the trust are actively filling band 5 vacancies.
Bexley MSK feel that where they are situated isn‟t ideal.
Reception staff feel vulnerable on some sites.
Staff Engagement:
All teams of staff complaining of lack of consultation about changes to their services,
did so with extreme disappointment that their managers did not think they could help.
All were eager to contribute to solutions.
CONCLUSION:
FOCUS GROUPS
In conclusion, the staff partnership team have highlighted the most noteworthy of
the themes discussed in this last 6 month cohort of focus groups. The two areas of
most concern are that of communication both locally and from corporate teams
leading to stress in the workplace and inadequate consultation with staff in the
process of Managing Organisational Change. In many instances we feel that senior
management make sensible judgements when solving local issues such as hotdesking – if this is not necessary in the present time then perhaps they could relax
their implementation of this.

6

There continue to be sporadic failings in holding effective, inclusive meetings with
staff. Issues raised by staff were often not seen to be addressed. Staff therefore did
not feel empowered to contribute to their working environment, lowering morale.
The “Christmas Voucher” award to all substantive staff was very much missed this
year and staff were saying they really did appreciate them and they certainly served
to raise morale, with staff feeling their contribution to the Trust had been
acknowledged.
DEVELOPMENT: STAFF PARTNERSHIP ACTIVITY
We would like to inform the Board of aspects of our role which are problematic and
those which we are developing.
Organising focus groups requires the co-operation of service/line managers and in
most instances some considerable time had been lost trying to get these organised.
One further area of concern is the lack of permanent staff – this makes it even
harder to arrange meaningful and inclusive focus groups.
The evaluation form is returned to us rarely but those that do come back have stated
the staff have valued us coming out to them and listening to their concerns/issues.
We have also changed our focus group reports to Directors. These are now colour
coded – green = positive feedback, amber = non urgent or simply lessons to be
learnt etc and red = those areas that need more urgent attention.
The colour coding can also help us to realise the scale of concerns raised when we
merge them all together demonstrating that there were more areas of concern than
positive feedback. In many cases these areas of concern could be addressed very
quickly and with simple solutions.
We have, as you have already noted, held 33 focus groups in this cohort which was
a lot more than we would normally hold. One of the reasons for this is the fact that
only 8 consultations were launched in this same period.
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Summary and Highlights
The Workforce Committee met on 11th May 2016. The following key areas were discussed
•

Audit of Nurse Supervision
An audit of the quality of nurse supervision was presented. The audit covered both qualified and
unqualified nursing staff and was able to demonstrate good assurance of both the quality and
quantity of nursing supervision. Particular areas of concern related to the uptake of supervision
amongst part time staff, especially those in community services. A similar audit for AHP staff will
be reported to the July meeting at which point a decision on the level of risk relating to the quality
of supervision will be taken.

•

KPMG Audit of Agencies
Following the local audit of a major agency carried out by the HR department in YY that found
significant compliance breaches the KPMG counter fraud team audited a further 6 agencies and
was able to report significant assurance. Only one agency fell short of the criteria set and actions
are being taken as a result. The previous high risk was lowered to a moderate risk.

•

Training Priorities and Allocations
The revised training priorities for the organisation were approved. The funding from Health
Education England has been reduced by 52% for 2016/17. The priorities are set by the Directors of
Medicine, Nursing and Therapies. Specific training programmes have been commissioned on the
basis of these priorities.

•

Management Development Programme
Following a pause prior to the CQC visit the management development programme has been relaunched. The committee reviewed the feedback on the programme to date. The content and
delivery of the training was very well received however the committee noted that not a number of
participants had not had the opportunity to discuss how to implement the learning post

attendance with their line manager. Revised guidance and information for directorate
management teams has been circulated.
Given the reduced funding the need to minimise DNA’s for training was emphasised to allow for
the most efficient use of training funds. DNA rates and guidance has been shared with all
directorate management teams for action

Changes to risk register

New risks identified

Recommendations
To Note

Previous
rating

New rating

Rating
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Agenda item

Audit Committee update

Item from

Archie Herron, Non-Executive Director – Chair of the Audit
Committee
Draft May 2016 Audit Committee minutes

Attachments

Summary and Highlights
The Audit Committee took place on 24th May and the minutes are attached.
Recommendations
To note.

Audit Committee
24 May, 2pm to 4.30pm
Pinewood House Boardroom
Archie Herron
Steve James
Jo Stimpson
Stephen Dilworth
In attendance
Matthew Hall
Ben Sheriff
Hannah Andrews
Charles Medley
Ben Travis
Jazz Thind
Richard Sydee
Rhoda Iranloye
Sally Bryden

Chair of the Audit Committee
Non-Executive Director
Non-Executive Director
Non-Executive Director
Deloitte Partner
Deloitte Audit Director
KPMG Manager
KPMG Senior Manager Counter Fraud
Acting Chief Executive
Acting Director of Finance
Associate Director, Financial Services and Assurance
Associate Director, Quality and Governance
Associate Director of Corporate Affairs/Trust Secretary

1.

Apologies for Absence
There were no apologies for absence.

2.

Minutes of the Audit Committee held on 23rd March 2016
With the following amendment, the minutes were agreed as an accurate record.

Action
Noted

Agreed

Item 11 should read All single tender waivers should go monthly to Business
Committee for discussion and return to Audit Committee quarterly.
3.

Matters Arising

Noted

Item 10 HMRC off payroll recommendations
RS informed the committee that we are still waiting for confirmation from HMRC on
any outstanding liability.
4.

Outstanding Audit Recommendations Report / Tracker
HA updated the committee that since the last meeting all high priority
recommendations have been actioned, eight new medium priority and six low priority
ones have been added. New due dates have been agreed for outstanding actions and
KPMG will ensure that future requests for extensions are justified.
AH checked that work will continue on bank and agency recommendations. HA
confirmed that an interim review will be undertaken. JT confirmed that she has

Noted

Action
discussed with Simon Hart and identified that the delay relates to resourcing and
further work will be undertaken to enable this work to take place quicker.
SJ - we need to consider whether the recommendations are realistic and, if they are,
make sure they are implemented on time.
JS – what is the process for ensuring that actions relating to recommendations get onto
other committee agendas?
BT stated that we need to consider how reports are shared and that the actioning of
recommendations is a priority.

5.

The committee stressed the need for action to be taken in response to
recommendations to meet agreed deadlines.
KPMG Audit Progress Report and Technical Update

BT

Noted

HA presented the internal audit progress report which summarised the work that has
taken place since the last committee. This included finalising reviews of care planning,
data quality and Board self-certifications, working on the administrative support review
and finalising the draft internal audit plan for 2016/17.
HA presented the technical update.
AH queried whether all contingency days had been used and HA confirmed that KPMG
had used last year’s contingency for this year’s admin review but this year’s
contingency allowance remained.

6.

The committee noted the report.
KPMG Internal Audit Reports
HA presented the three finalised reports.
Data Quality and Assurance – KMPG reviewed the trust’s processes for ensuring data
quality over 48 hour follow up and Crisis Resolution Home Treatment Team activity.
The report is graded as amber/red – partial assurance with improvements required.
The report raised six recommendations, one of which is high priority and five of which
are medium priority.
There is no way for the Trust to ensure that all who should have a 48 hour follow up
are listed as being due one.
AH questioned whether sufficiently senior staff had been involved in receiving and
responding to the report.
SJ confirmed that the issues will be discussed at May’s Quality Committee as this
approach to data quality is not acceptable. He stressed the need to be clear with staff
about what is expected within their role and that the process must be performance
managed if it is not completed properly.

JT stated that it would be useful to identify the senior lead for implementing the report
recommendations as part of terms of reference. AH will update the Board on the
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Noted

Action
report at the next meeting. BT confirmed that taking action in response to this report
will be a priority for the Executive team.

BT

SD - can we be assured that implementation dates for responding to this report do not
slip?
HA will update the report text to reflect that it wasn’t presented to March committee.
Governance: Board Self Certifications
This review was carried out as part of the 2015/16 internal audit plan and considered
the process of the quarterly submission to Monitor (now NHS Improvement). The
review gave significant assurance and raised two recommendations (one medium and
one low priority). HA said that this was a positive report which demonstrated that
there is good vetting of information going into the report.

HA

As the final submission to NHS Improvement is made after Board meetings are held, JT
assured the committee that confirmation will be given to the Board of what was
submitted and whether this differed from the draft presented to the Board.
Care planning
This report focused on the processes in place for care planning and gave significant
assurance. The review had been set up to inform the new care planning policy being
developed. The report raised four recommendations, all of which are low priority.
SJ commented that a lot of time and effort has been spent improving care planning but
much still needs to be improved particularly around planning for risk and focusing on
outcomes of care. He will take this forward with the Quality Committee. RI clarified
that this report focused on the process and confirmed that more needs to be done in
reviewing the quality of the care plans themselves.

7.

8.

BT informed the committee that a campaign aimed at staff to share and embed good
practice is being planned.
Head of Internal Audit Annual Report
HA presented the report and gave an overview of internal audit activity from 1 April
2015 to 31 March 2016. During this time, eight reviews have been completed. The
Head of Internal Audit Opinion for the year is significant assurance with minor
improvements required.
The report was received by committee.
KPMG Internal Audit Plan 16/17
HA presented the plan and updated on changes that have been made since the
discussion at the March committee. She confirmed that there will be a focus on data
quality and performance reporting. The timing of this review was discussed and it was
agreed that it would take place in quarter 2.
SD raised whether issues are shared across all non-executive directors. BT confirmed
that issues are captured in the risk register which is reviewed by Board.
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Agreed

Action

9.

The plan was agreed by the committee.
KPMG Local Counter Fraud Specialist (LCFS) Progress Report and Technical Update

Noted

CM presented the annual self-review toolkit which looks at Counter Fraud activity, and
confirmed that Oxleas is fully compliant across all the standards.
JS asked how we could improve from amber to green. CM confirmed that amber
confirms that all necessary actions have been undertaken and, in some cases, it is only
possible to get a green rating if an issue has been raised that has been responded to.
CM presented the LCFS annual report which summarises all activity over the year and
confirmed that he will update a couple of areas of inaccuracy. The report was noted.
CM also presented the pro-active review on agency checklists. It is a positive report as
the trust has been proactive in dealing with agencies and the report identifies many
areas of good practice.
JS raised an issue that had been discussed at the workforce committee about status of
employment of individuals thought to work for the agency, Pulse. CM to follow up.

CM

JS also raised consistency of billing accuracy and JT confirmed that a member of the HR
team is working within the finance team to check billing and issues will be raised with
the agency concerned.
SD raised the risk that personnel checks are not being carried out sufficiently. JT
confirmed that this is being followed up by Janna Maxfield and that prison checks have
also been undertaken.
JS queried whether the report had changed since being discussed by Workforce
Committee and will take up this issue with chair of the committee.

10.

The reports were received by the committee.
Quality Accounts
RI introduced the Quality Report and updated the committee on changes to the report
since the draft was circulated. She also presented the comments on the Quality Report
from Clinical Commissioning Groups and Healthwatch.
In part 1 of the Quality Report, it was agreed to change a phrase in the Chief Executive
statement to ‘we have endeavoured’.
The issue of clinical staff continuing to identify and record carers was discussed and RI
confirmed that Michael Witney is taking forward work on this year as part of the
Carers’ Strategy and that it will be part of the QSIP dashboard.
JS queried whether the quality targets should be included as part of the Board
dashboard? It was confirmed that these were discussed and monitored at the Quality
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JS
Agreed

Action
Committee.
RI confirmed that she has added a comment on prison and forensic FFT results to text.
The Audit Committee agreed the Quality Report subject to Deloitte opinion.
11.

Findings and Recommendations from 2015/16 Quality Report assurance review

Noted

MH presented the Deloitte external assurance review on:
• the content of the Quality Report and whether it complies with the
requirements set out in Monitor’s Annual Reporting Manual
• consistency of the report with various information sources
• Sample testing of three indicators
MH shared their findings that the Quality Report meets the key criteria. He confirmed
that Deloitte is planning to issue a qualified audit opinion in relation to the delayed
transfers of care (DTOC) indicator as they did not feel the correct process was being
followed.
BS gave a more detailed account of the DTOC indicator and why Deloitte are suggesting
issuing a qualified opinion in relation to this DTOC indicator. MH confirmed that Oxleas
approach is understandable but that a qualification for this indicator is required. SJ
stated that he felt a qualified opinion is overly penalising particularly as it was not
something that had a detrimental effect on patient care and was not within our
control. Deloitte stressed that they were auditing the process and not the outcomes
but their assessment is ‘Significant improvement required’.
RI confirmed that we had undertaken an audit of cases using the alternative
methodology which showed that we achieved the DTOC target.

12.

BS shared information on the other two indicators 7 day follow up and CAHMS Goals
Based Outcome Measures. Both DTOC and 7day follow up are Monitor targets whereas
the CAHMS target is chosen by the Governors.
The 7 day follow up is classified as ‘Requires Improvement’ and CAHMS ‘Requires
Significant Improvement’.
The report used by Informatics for the CAHMS target does not include all of the
caseload. For example around 50% of patients were excluded in December 2015.
Draft Annual Report and Accounts
SB presented the annual report text draft. Minor amendments were agreed and the
Audit Committee agreed the draft.

Agreed

JT presented the accounts and shared the key highlights. These were agreed by the
Audit Committee.
13.

External auditors report on the 15/16 external audit
MH presented the report and gave an overview of the scope of the audit and their
findings. He informed the committee that the audit is on schedule and that the issuing
of an unqualified audit opinion is anticipated.
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Noted

Action
14.
15.

Quality update
RI confirmed that all items in this section had been covered in the earlier items in
meeting.
Debtors’ report
RS presented the report and confirmed that the total debtors at end April 2016 stands
at £14.5M (of which £3.2M is covered by bad debt provision). £4.5M of this debt has
been settled since the month end.

Noted

There was a discussion of the Kings’ debt and efforts that have been made to settle
this. AH stated that if this is not settled we should start charging 3.5% per annum on
the money owed. JT confirmed that discussions are ongoing and that she is expecting a
response from Kings’ finance director this week.
RS highlighted a high volume of low value invoices relating to ex-employees and it
needs to be agreed how much resource is spent chasing this. AH requeted that any
debts for write off are brought to committee.
16.

Financial Controls Risk Register

Noted

17.

RS presented the risk register in relation to financial controls and informed the
committee that no changes are recommended at this time and the current risk rating in
relation to debt levels has been maintained.
Single Tender Actions
Noted
RS updated the committee on single tender waivers that have been submitted and
approved since the last meeting. There were 4 – 3 of which were approved by the
Business Committee and final one approved by finance director as it was urgent.

18.

SD requested that the reason for the single tender action be included in the report.

RS

Policy Update – charitable funds policy

Agreed

RS informed the committee that the standing financial procedure 5 – funds held on
trust has been reviewed and highlighted the suggested amendments.
The amendments were agreed by the committee.
19.

DH review – PWC output report

Noted

JT presented the review completed by PWC in relation to Oxleas which states that
Oxleas takes a prudent approach to accounting particularly in relation to valuation of
land and buildings and provisions.

20.

The committee noted the report.
Memorial fraud update
RS updated the committee that the confiscation hearing in the case of Brenda and
David Money has taken place and a court order was made for them to repay the
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Noted

Action
money using their assets. We are now liaising with NHSLA to agree the distribution of
the funds received.
21.

Any Other Business
Following an earlier query on conflicts of interest for governors – Richard Sydee
updated the committee that governors follow a Code of Conduct.
Next meeting of the Audit Committee
7 September – 2pm – 4pm
Maple Room, Pinewood House

I confirm that the minutes of Audit Committee held on 24th May 2016 are a true record
Signed
Archie Herron, Chair of the Audit Committee
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Attachments

a) Finance report
b) NHSI Q4 2015/16 feedback letter

14
13a&b

Summary
Business Committee Highlights
•

The Committee was updated on the overseas invoice issue with Greenwich CCG. We believe the
CCG, based on an email, have accounted for cost in their bottom line for 15/16. Payment will be
based on an audit of the charges. We continue to engage both the CCG and Department of Health
(DH) in discussions and have emailed both parties to say we will continue to invoice the CCG in 16/17
until further guidance is issued. The CCG also wish to seek legal advice but we are unclear on which
aspect.

•

The Terms of Reference were reviewed and a revised draft will be shared at the next meeting.

•

The Committee discussed the content of the Heads of Terms (HoT) received from Greenwich CCG.
The document detailed the values associated with national guidance and the local efficiency
requirement. A number of discussions have taken place to agree the areas of focus which had
amounted to savings of £3.2m (full year effect). The CEOs will continue to work up the document and
a further update will be given at the next meeting of the Committee. Key considerations will include
timings, notice periods, communications strategy and future commissioning intentions.

•

The Committee noted the list of bids being considered. These included:




Healthcare in Surrey prisons (this excludes GP primary care and mental health);
Care home in Bexley;
Upcoming CAMHs services in Kent;
Child health information systems

In addition we await the outcome of:-





•

Contraception and Sexual Health – Royal Borough of Greenwich
Integrated children’s Service – Royal Borough of Greenwich
Bromley Employment Recovery – Bromley CCG
Support South East and London - IICSA

The Committee received an update form the Capital Investment Committee. The Kidney Treatment
Centre lease has been signed by us only and we envisage this being signed by Diaverum in due
course once the service contract has been agreed. The car park work contract at QMH had been
awarded to Conamar, however they withdrew their tender and negotiations have started with
Goody ranked 2 in the tender process. Members of the Committee were due to meet potential

partners on the 18th May to assess how they would work with us in a Strategic Estates Partnership
role.
•

The Committee noted that at the end of period 1 the Trust reported a deficit of £148k which was
£12k better than plan and achieved a risk rating of ‘3’. The financial pressure in clinical areas was
evident in the month 1 position but this had been offset by underspends in corporate services and
the phasing of resources held centrally. The focus is how to turn this around by the beginning of Q2.
There are sufficient savings schemes to deliver the target and these will continue to be reviewed to
assess deliverability and impact on quality. The reliance on agency staff continues and the level of
spend in month 1 has breached the monthly cap. NHS Improvement does not take into consideration
any funded agency costs and are specifically targeting gross spend.

•

The Committee noted the update on the recent DH review.

•

The Committee agreed an Invest to Save bid to develop a crisis pathway for patients suffering from
personality disorders within Adult Mental Health services at a cost of £107k over 2 years.
Other Highlights
Q4 Performance
NHS Improvement has completed its review of our Q4 (Month 12) 2015-16 submissions and based
on this work our ratings are: Financial sustainability risk rating: 3
 Governance rating: Green
Updating the Lloyds Bank Mandate
 Bank Mandate updated to reflect changes in personnel, Caroline Folley (Head of Financial
Accounts) added and the ‘panel’ structure removed to allow any 2 existing signatories to
authorise changes.

Recommendations
The Board note the highlights and agree the change to the bank mandate.

Finance Report for 1 month to 30th April 2016
Board of Directors
9th June 2016
Position overview
Monitor risk rating
Income & Expenditure
Statement of Financial Position (Balance Sheet)
Debtors and payments
Investment - Capital and Estates
Risks
Appendix 1: Operational Performance
Appendix 2: CRE
Appendix 3: Agency Analysis
Appendix 4: Provisions
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3
4
5
6
7
8
9
10
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12

1

Position Overview

I ncom e and Ex penditure
•

We have delivered a deficit before one-off items for the 1 month ended 30th April 2016 of
£148k/0.07%, which is £11k better than plan.

Cash
•

Total cash and short term investments was £81m at the end of April, a £4m net decrease from
March. This was due mainly to the in-month spend on capital of £1.6m and expected movement in
working capital at this time of the year.

•

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 scores 3, which denotes ’Emerging or minor concern potentially requiring scrutiny’ with
potential enhanced monitoring. This is in line with the plan.

CRE and contract reductions delivery
•

The CRE target for 16/17 is estimated to be £8.0m and includes savings required to manage national efficiencies as well as £3.0m of local efficiencies.

•

Savings schemes to the value of £7.6m have been identified with £0.8m and £3.4m 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.

K ey areas of focus
•

Bank & Agency (Page 4)

•

Debt (Page 6)

•

CRE plans (Page 11)

2

NHSI (formerly Monitor) Risk Rating

•

Under the Risk Assessment Framework, the Trust scores 3.0. This denotes ’Emerging or minor concern potentially requiring scrutiny’ with potential enhanced
monitoring. NHSI will be in due course consulting on a new monitoring regime.

•

To achieve a rating of 4.0 which denotes ‘No evident concerns’, the trust needed to achieve a breakeven position in-month.

3

Statement of Comprehensive Income
Surplus
•

We have delivered a deficit before one-off items for the 1 month ended
30th April 2016 of £148k/0.07%, which is £11k better than plan.

Income
•

Income is £0.3m 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; and lower than planned levels of noncontracted and ECR income.

Expenditure
•

•

Pay expenditure is £0.3m higher than planned, due mainly to continued
reliance on temporary agency staff in Prisons, Bexley Intermediate Care and
medical vacancies in community mental health services. This continues to be
a area of scrutiny through both the work of the taskforce and the greater
performance management measures being developed to hold managers to
account.
Non-pay expenditure is £0.6m 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.

4

Statement of Financial Position
Sum m ary
•

Net assets have decreased by £0.2m to £165.6m in April 16.

 Total capital spend to April was £1.6m.
 Trade and other receivables have increased by £4.4m to £21.3m in April.
• Trade receivables have increased by £1.7m compared to March 16.
• In April we had NHS accrued income (income not yet invoiced) of £2.1m. In
March all NHS income was invoiced in accordance with year end NHS
deadlines.
 Creditors (<1 yr) increased by £2.2m to £43.3m in April. This is due to an
increase in deferred income in the period of £2.5m.
 Total provisions are £11.5m, £3.2m of this relates to bad debt provisions (see
Appendix 3 for breakdown).

5

Debtors & Payments
Debt sum m ary
•

•
•

Total debt stands at £14.4m, a net increase of £1.2m from March 2016. Of this increase
£0.8m relates to Dartford & Gravesham invoices for QMH and £0.4m re QMH transitional
funding invoiced 1/4ly in advance.
Debts >90 days have increased by £1.3m to £4m in April. Of this increase £1m relates to
Kings invoices.
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. We have received a response to our letter (sent Feb 16) and a face to
face meeting is being arranged to close this down.
 £0.5m Greenwich CCG for charges related to services provided to overseas patients.
This debt is likely to increase to reflect the on-going issues with the CCG refusing to
pay any charges over and above the allocation received in 15/16. The CCG has
stated that it will audit the underlying data before making any payment. We
continue to liaise with DH on this matter and will not accept the basis on which the
CCG is refusing to pay. We envisage the CCG taking a similar position for 16/17 but
we have already informed them that charging will continue until further notice.
 £2m for KCH re charges related to QMH including £1.5m for drugs pass through
costs. The Chair of the Audit Committee and Acting DoF have raised the issue of
non-payment with counterparts at KCH. Kings acknowledge that the position is
untenable. £0.4m was received on the 19th May. Latest proposal includes a
payment of £250k per week (to address the current backlog) and also a
commitment to part settle current invoices for drugs and MSK services.
 £0.3m Community Health Partnership for soft & hard FM at ECH. Meeting scheduled
with CHP colleagues on 3rd June to go through outstanding issues.
 £0.2m medical records; we continue to chase DGT and LGT for these costs, Both
Trusts should settle this debt as requested in the TDA letter.
 £0.2 LGT – longstanding issues in relation to charges at QMH. Acting DoF has
written and spoken to counterpart at LGT making a commitment to get this
resolved over the coming month.
The team continues to focus on reducing > 90 day debt to £1m and > 60 day debt to £2m
(including the £1m > 90 days) as target for 16/17.

P aym ents
•

The public sector payments target is that 95% of invoices are paid within 30 days of
receipt of goods or a valid invoice. In April 87% of invoices by volume and 76% of
invoices by value were paid within this target.

6

Investments
Estates & I T Capital

Forecast
• Actual spend for the month was £1.6m, £0.8m below forecast. This is primarily due to underspends against QMH schemes.
•

The committee should note:
 Redevelopment of the QMH site – The Board agreed the phase 1 of the redevelopment 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. We are currently awaiting the replacement
window costs from GallifordTry which will be in the region of £0.5M
 The programme started on 18 April 16. The first handover is due September this year, for the clinical space to be used by the adult learning
disability team.
 Phase 2 – (Second & third floor of B Block and retained part of A Block) Feasibility plans continue to be developed and have been issued to for
GallifordTry to provide an updated cost plan. Meetings are being scheduled with providers to discuss the rate card and phase 2 services.
 The Kidney Treatment Centre (KTC) – The lease has been signed by ourselves and issued to Diaverum. Both Diaverum & GSTT have confirmed their
acceptance to the Agreement to Lease – signatures are being chased by estates colleagues. GallifordTry have presented the GMP for the KTC at
£2,143,895 which is £5k under the cost plan submitted in Jan 16. Overall the project will be delivered within the unchanged £2.7m budget allocated.
 Child Development Centre (F Block) – Forrest Gate started construction on the 25 April and are on programme for completing end of August 2016.
 Backlog Maintenance: Work continues with all the 2015/16 projects now complete. A budget of £1.3m has been allocated for works this year which
include surveying the remaining main plant areas to identify backlog work, demolition of the redundant diesel tanks and the fabric upgrade to the
main boiler house, the latter two projects are with GallifordTry to cost.
 Car park works and external lighting: Following the last Business Committee when the tender was approved for Conamar, the Contractor has since
withdrawn from the project as they were unable to adequately resource the scheme. Throughout the award process negotiations continued with the
second placed contractor Goody who have provided a tender of £1,063k which is just £23k above Conamar’s tender. The Capital Investment
Committee has endorsed the appointment and overall the project budget remains unchanged at £1,433k.
 Cancer Treatment Centre – Contractor is quoting 31st of May for Practical Completion, however it is more realistic that completion will be achieved in
Mid/Late June.
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Risks
Financial risks scoring 8 or above have been included in this section. 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.

Significant (16)
(4 x 4)



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

Clinical services are overspent by £631k.
Corporate Services are underspent by £43k.
The financial recovery regime has been set up for those Directorates RAG rated ‘Red’. The task force has
put in place a financial recovery plan (FRP) for Inpatient Rehab and Crisis is working with the ACS
Directorate to develop a similar financial recovery plan focusing on their key issues to be resolved,
monthly forecasts, and trajectories to reduce overspends.

CR Es:
•

Savings schemes to the value of £7.6m have been identified with £0.8m and £3.4m 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.

Significant operational variances:
Adult MH: High Risk – current overspend and risk gap in future CRE plans
• Community MH: in month £51k overspent in M1. This relates primarily to the under delivery of the CRE
target (£151k) offset by underspend due to vacancies in psychology, OT, and social workers.
• Inpatient, Rehab & Crisis: in month overspent by £122k driven by temporary staffing usage. Bank and
Agency nursing staff was used to cover vacancies & sickness and high acuity (3,461 specialling hrs.).
Income was underachieved in month by £72k, mainly due to TARN under occupancy (£41k). UEAs in
month was overspent by £16k due to high UEA referrals from Bromley.
L.D.: Low Risk
• Underspent by £25k. Income exceeded target by £43k due to 5 ECR clients in Atlas House, 2 patients are
due to be discharged in May offset by 1 new referral. Pay was underspent mainly due to vacancies in
nursing and management.
Older Adults: Low Risk
• Underspent by £13k in month, this was driven by a pay underspend mainly in CMHTs and Memory
services - A&C (8.39wte); OT (4.44wte); and Social workers (1.78wte). However Inpatients were
overspent by £7k due to bank and agency spend on Holbrook, Shepherdleas and Oaktree Lodge due to
high acuity. The Directorate is working with the wards to ensure clinician practice manages risk more
holistically rather than through observations to reduce the reliance on agency staff. NCA income was also
£17k underachieved in April.
Children & YP Services: Medium Risk – gap in CRE plans and level of in-year overspend
• £157k overspent in month. Agency costs (£244k) driven by additional costs for Greenwich Paediatric
Doctors, Bromley CAMHS and Greenwich CAMHS. No savings have yet been achieved against the 16/17
CRE (£45k April). Income under achieved by £42k April, this requires attention and the Directorate will
confirm if this is a seasonal impact only.
Community Services: High Risk – gap in future CREs plans and level of in-year overspend
• Overspent by £296k in month. One-twelfth of 16/17 CRE £246k, staffing £209k (of which agency staff
cost was £406k offset by existing vacancies), less income and non-pay underspends of £159k. A financial
recovery plan is being developed which will focus on reducing DN agency staff, ECH staff and pressure
relieving equipment costs.

Forensic & Prisons: Low Risk
• Overspend of £41k in the month. Adverse movement is mainly due to unmet
CREs and one-off costs emergency planning costs for the Bracton site.
HQ Services : Low Risk
• Central Income - £160k has been deferred in relation to income accounted for
but not yet spent on various projects.
• Other material underspends are driven by Quality, Pharmacy and Governance
(pharmacists vacancies and staff training), HR (staff training), Service Delivery
(Office expenses and vacancy), Trust Management (vacancy and office
expenses) and Therapies (vacancy and service users survey).
QMS: Low Risk
• The planned QMS full year surplus is £150k. Transitional funding of £321k has
been deferred in April bringing the net deferral in year to £0.3m. Total project
deferral amounts to £5.8m. 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.
Other Corporate
• Underspend is due primarily to reduced spend on projects offset by lower than
planned income (£160k) and central reserves that have not been allocated to
operational budgets or spent (£350k) and a budget re-phasing adjustment of
£200k to align Service budgets with the Monitor plan.
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Appendix 2 - Cash Releasing Efficiencies - 16/17 plans

•
•
•

National efficiency £4.934m.
Local efficiency £3.045m (£2.589m Greenwich CCG (part year effect); £0.456m NHSE).
16/17 CRE target includes under-achievement or over-achievement carried forward from 15/16.

10

Appendix 3 -Agency Analysis
Rolling 12 month Agency Costs and Net position

* NHS Improvement / Monitor have included Agency and Locum staff in their 2016-17 temporary staff ceiling expenditure.
The £1.813m total agency spend on A&C staff between May’15 and Apr’16 relates to:
 £0.7m for back filling vacant posts within finance, HR, Estates and other HQ services;
 £0.3m spent for project managers working on Rio Transformation in IT;
 £0.2m for one-off transitional costs for project managers working on Greenwich Prisons mobilisation;
 £0.3m for the MH Community Redesign Programme (3.0wtes to cover programme manager, project manager, and admin support; 1 vacant 8a post within IAPT service).

Agency Task Force
Monitoring of agency spend is undertaken via a three tier system:
•
•
•

Tier 1 Green Service determines its own process for agency usage
Tier 2 Amber Service Manager is required formally to sign off each roster and agency request
Tier 3 Red
Weekly taskforce meeting with corporate and service colleagues to ensure appropriate processes and practices in place. Currently three teams are
members of the weekly task force.

As at April 2016 the following teams fall within Tier 3
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Appendix 4 – Provisions
The table below sets out the provisions that the Trust held on its balance sheet at the year end, and shows the in year movement i.e. April 2016.

£m

31 March 2016 Movement YTD 30 April 2016

NCA

4.4

-

4.4

Overseas

0.7

-

0.7

Bad debt provision

3.2

-

3.2

Pensions

2.0

-0.1

1.9

Rates

0.7

-

0.7

Re-organisations

0.3

-0.1

0.2

CQUIN provision

0.2

-

0.2

Other smaller provisions

0.2

-

0.2

11.7

-0.2

11.5

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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1 June 2016
Mr Ben Travis
Acting Chief Executive / Finance Director
Oxleas NHS Foundation Trust
Pinewood House
Pinewood Place
Dartford
Kent
DA2 7WG

Wellington House
133-155 Waterloo Road
London SE1 8UG
T: 020 3747 0000
E: enquiries@improvement.nhs.uk
W: improvement.nhs.uk

Dear Mr Travis
Q4 2015/16 monitoring of NHS foundation trusts
Our analysis of your Q4 submissions is now complete. Based on this work, the trust‟s
current ratings are:



Financial sustainability risk rating:
Governance rating:

3
Green

These ratings will be published on NHS Improvement‟s website later in June.
NHS Improvement is the operational name for the organisation which brings together
Monitor and the NHS Trust Development Authority. In this letter, “NHS Improvement”
means Monitor exercising functions under chapter 3 of Part 3 of the Health and Social Care
Act 2012 (licensing), unless otherwise indicated.
The trust has been assigned a „Green‟ governance rating.
A report on the aggregate performance of all NHS providers (Foundation and NHS trusts)
from Q4 2015/16 will be available in due course on our website (in the News and alerts
section), which I hope you will find of interest.
For your information, we will be issuing a press release in due course setting out a
summary of the report‟s key findings.
We are developing the new Oversight Framework, which will be consulted on and will
replace the Risk Assessment Framework in due course.
If you have any queries relating to the above, please contact me by telephone on
02037470924 or by email (charlesohanlon@nhs.net).

Yours sincerely

Charles O'Hanlon
Senior Regional Manager
cc:

Mr Andy Trotter, Chair, Mrs Jazz Thind, Acting CFO

Board of Directors
9th June 2016

Item
Enclosure

Agenda item

2016 / 17 Financial Position & STF Allocations

Item from

Jazz Thind, Acting Director of Finance

Attachments

Letter

15
14

Summary and Highlights
The attached letter expresses thanks to the Board for accepting the financial control total
provisionally set for us in January 2016 (£1.1m which includes £0.1m from the general element of
the STF). NHSI's review of our operational plan has highlighted no specific circumstances outside
of our control that would justify a revision to this number.
The letter also confirms that NHSI has now developed its approach to redistributing some of the
general fund and allocating a proportion of the targeted element of the STF. In total £100m will
be allocated to Ambulance, Mental Health and Community providers in proportion to their total
operating revenue with a minimum allocation of £0.5m.
Our fair share under this process is £1.480m, and this will flow £1 for £1 into a revised control
total of £2.580m.
Our understanding is that the control total will continue to be linked to providers meeting the
national must dos and trajectories relevant to their services and agreement to the control total
will, the letter states, be taken into consideration when evaluating access to other funding.
We have therefore confirmed our acceptance to the revised offer and will re-submit our
operational plan if required to reflect this update. Other providers have indicated they are also
accepting the revised totals.

Recommendations
To note.

Board of Directors
10th June 2016
Agenda item

Council of Governors Update

Item from

Andy Trotter, Chair

Attachments

Front sheet only

Item
Enclosure

16
15

Summary and Highlights
Since the last board meeting, the following activities have occurred:
Governor induction
An induction session was held on 9th May for new governors joining the Council of Governors.
Several information sessions were given including presentations by Archie Herron and Ben Travis
and the new governors had an opportunity to meet service directors.
Governor Elections
The next round of governor elections will begin at the end of this month with the nominations
period opening on 24th June and will be complete for the new governors to join the Council at this
year’s Annual Members’ Meeting.
Membership Committee
The Membership Committee met on 1 June 2016. A key focus of the meeting was discussion around
this year’s Annual Members’ Meeting and progress in implementing the membership strategy.
The next Council of Governors’ meeting will be held on 16th June and governors will take part in the
Board awayday on 23rd June.

Recommendations
The Board notes the above

Board of Directors
9th June 2016
Agenda item

NED report – Board Visits

Item from

Andy Trotter, Chair

Attachments

Board visit summaries

Item
Enclosure

17
16

Summary and Highlights
Several visits have been undertaken by Board members and the attached summarises the
outcomes.
The Fairfield Centre and Brookhill Children’s Centre document is for information only as these visits
were discussed at the May Board meeting.
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

05.04.16

Service

Bromley East Locality Mental
Health Service

Attendees

Archie Herron – Non-Exec Director
Jazz Thind – Acting Director of Finance
Iain Dimond – Service Director
Lorraine Regan – Clinical Director

Brief description of service

The Bromley East Locality Mental Health Service is one of five locality teams across Bromley, Bexley
and Greenwich which form the core community service provision to adults with mental health issues
in secondary care. The team is based at Carlton Parade in Orpington and serves the eastern half of
the borough of Bromley. The team is composed of three sub-sections: Primary Care Plus, which
provides the main interface with GP’s (who are the main source of referrals); ADAPT – which is the
treatment pathway for people experiencing either anxiety, depression, personality disorder or
trauma, and ICMP – which is the treatment pathway for those experiencing some form of psychosis.
The work of the team is undertaken either in a service user’s home or in clinics or groups run at the
team base. The team is multi-disciplinary in nature – comprising of nurses, medics, social workers,
psychological therapists, occupational therapists and support and admin staff.
The team is managed by Tim Sowter, supported by two deputies – Alison Burns (acting) and Peter
Maasdorp.

Overview of visit
This was generally a positive visit and was one of the new teams set up as part of the recent MH
redesign programme.
We spoke to one patient who was complimentary of the support he was being provided and felt his
well-being would deteriorate of this was not in place. The service user did raise one concern that he
had been told by a member of staff (not his care co-ordinator) he could only receive care for a 12
month period. He was reassured that there was no fixed time line and that care was linked to his
level of need and that contact with our services would be flexed on the basis of this. He commented
the outcomes for him had been good.

The team is made up of approx. 50 staff with 50% of the staff needing to work from the base. We
met staff from all three teams. They acknowledged that is was good to be in the same building and
that the redesign was still bedding down. Depot and clozapine clinics are run from this site.
The teams are issued with I-pads but do come back to base for a number of reasons such as touching
base with peer group, making sure others know they are safe, and updating RIO records. We spoke
though in detail with the Team Manager on the reasons for this and impact on productivity and the
view is that the work to bed technology in is progressing.
Care planning and learning form incidents are key areas of focus. Each manager supervises 5-7 staff.
Supervision is in place however as with other visits there is a lot of peer group meetings etc. that
could be classified as informal supervision but is not currently captured.
Staff were aware of the upcoming CQC visit and were looking forward to presenting the good work
taking place.
A few issues were raised as per below.

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

Issues raised

Action

I-Pads
Battery life depleted very quickly when using the
‘store and forward’ element and the lack of
historical data was a hindrance.

Alison Furzer

Rostering
The admin manager (not present) had raised
concerns on the value of using rostering in a
setting such as this. The feedback was that is
hindered changes as key actions locked any
further changes.
IT
Not enough desk tops for the team.
G2Speech
Available but not being utilised.
Medical staffing in ICMP
Staffing levels raised as Consultant is due to
leave and having a GP Trainee means there is a
continual change (1/4ly). Other teams has a staff
grade as part of the core structure.
Bank
Issue raised that advertising for Bank staff lead s
people to think all jobs are in Dartford (as it
refers to Pinewood Address).

Simon Hart

Alison Furzer and Tim Sowter
Alison Furzer

Ify Okocha and Anthony Akenzua

Simon Hart

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

15 April 2015

Service

Fairfield Centre

Brookhill Children’s Centre

Attendees

Helen Smith, Stephen Whitmore, Rachel
Evans, Lesley French, Steve James

Brief description of service
Two small health visiting teams, one attached to GP Health Centre the other working in a children’s
centre.

Overview of visit
Both teams were anxious about the decision about the tender for their services. Both teams had
stable staffing and had no concerns about their staffing levels and although they were busy, the
workload was manageable.
The Fairfield team were concerned about admin cover and wanting to see if the proposed single
point of access system would help with this.
The Brookhill team said that the IPad’s did not have enough functionality.
Both models for service delivery seemed to work which demonstrated a flexibility and dedication of
the health visiting service. Both teams enjoyed the diversity of their jobs and were clearly up for the
challenge. Both teams consisted of health visitors and nursery nurses, a combination which seemed
to work well. Finally both teams were well led by a committed manager.

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

Issues raised

Functionality of IPads.

Action

Non-Executive Directors’ board visits
Date of visit

Wednesday 4
May 2016

Service

Board visit to Douglas House

Attendees

Jane wells
Alison Furzer
John Enser
Elizabeth Zachariah ( William Morris)
Apologies
Stephen Dilworth

Brief description of service
Douglas House Project (DHP) provides a residential facility and an outreach service to men who
have a diagnosis of personality disorder and a history of offending or antisocial behaviour. The
objective of the service is to achieve people's integration into the community. The project is a
collaboration between Turning Point, Oxleas and the probation service. Set up 10 years ago.
Psychology led.
William Morris centre - day project
Initially a pilot project for people with personality disorder who have difficulty in their local
communities. Attend up to 3 days a week including Sunday. Group based activities. Some people
from the Bracton also attend groups there. Psychology led. About 10 people attend a day plus
psychology outpatient attendances.

Overview of visit
DHP
We met a senior support worker Lizzie, in post for 3 years, and a new support worker, Antonio, in
post for 2 months. They explained the philosophy of the project and how it operates. There are 7
single flats plus one assessment flat. There is a community meeting on Monday and activities with a
focus on Friday including a reading group. Contact is established before people leave prison over a 6
month period to help them understand the project and what to expect and sort out housing
benefits. Most people stay 18 months on average. Only two staff on a shift. Residents were all out,
unwell or did not want to meet us.
Staff enjoy their roles, find it rewarding and gain skills. There is good supervision, 1-2 weekly for new
staff, online learning and policies.
William Morris centre - day project
We met staff including Clyde, Nurse Therapist, and psychologists. They also provide supervision to
DHP.

Team really value their contribution they make to improving lives of people with personality disorder
and where they have delivered training and raised awareness including with health visitors.
Psychology trainee really values her supervision especially as found community service users as
opposed to inpatients anxiety provoking re risk management.

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

Issues raised

DHP
Challenges - high staff turnover due to the low
wages offered by non-NHS organisations
WMC
Discuss nursing contribution to care of people
with PDs Jane and Clyde
Sometimes AMH community teams completely
pass over the care to the William Morris centre
rather than retaining a coordination role.
Some teams in AMH don't really understand
what the service does.
Risk assessments – issues of accountability
Tendency to have MDT risk assessments.
Reduction in therapists from 6 to 2 in last few
years.

Action
John Enser – to discuss

Jane Wells – to discuss
John Enser – to discuss

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

25/5/16

Service

Intensive home treatment team

Attendees

Estelle Frost
Abi Fadipe
James Kellock
(Ify Okocha – apologies)

Brief description of service

The team works across Bexley, Bromley and Greenwich supporting older people at home, as well as
“gatekeeping” admissions to the wards and facilitating early discharges from the wards. It works
with the Community Mental Health Teams.

Overview of visit

We met with the Manager and his Manager initially and then with them together with the available
members of the team (2 admin staff, 2 OTs, I psychologist, I nurse and 1 student nurse [no one
seemed sure how many members there were in the team]). Due to the nature of the team’s work
we did not meet any patients.
The team is still adjusting to the substantial re-organisation in October last year and is doing well
(morale dipped a lot but an awayday in February pulled it back up). There have been changes in
geographical reach, an increase in group work (which not all team members feel confident in
delivering [training has been provided]) and extended working hours. The team’s caseload varies
dramatically from less than 10 patients to 30 at any one time and it is tricky balancing the day work
with the crises that inevitably arise with this team’s particular group of patients. Problems with
Social Services (Bexley and Bromley) familiar from other teams impact on this team too. Staffing
vacancies (covered by Agency and Bank) present slight problems (a shortage of suitable applicants,
CMHT hours make that team more attractive) and filling the two vacancies will help. Staff
recognised the challenges having a number of part-time posts present, e.g. arranging supervision
and simply having people with the right skills available when a crisis happens, but team members
seemed supportive of each other and patient feedback (discussed at team meetings) has been good.
Parking (raised on other visits to Emerton Close) is still an issue (one patient apparently said they

wouldn’t come back because it was so bad).
While working with the CMHT has come a long way in the last six months (“handovers are less
chaotic”) there was recognition that more could be done.
The geographical changes mean staff have a lot of travelling to do and sometimes have to stay late
(or work at home) to catch up.
The team received very good feedback from the CQC inspector but they recognise there is scope to
improve quality, for example in working with the CMHT.
We discussed SIs. It was said that there had been “a lot” of Level 4s with one suicide (which had
impacted on morale)in the last six months. However the team has a high risk caseload and the
suicide rate is below the national average.
When asked what message they would like the board to hear from them directly they said “a good
team”, “organisational issues with Social Services” and “parking”.

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

Issues raised

Establishing the best use of parking spaces
Improving working between the IHTT and the
CMHTs
Trying to improve joint working with Social
Services

Action
EF
EF
EF

Template for Non-Executive Directors’ board visits
Date of visit
Wednesday 25th
May 2016

Service

Attendees

ALD – Stuart House

Seyi Clement, Simon Hart, and Lorraine
Regan

Brief description of service
Stuart House is part of the Bexley ALD team. The team provides services to client group over the age
of 18 with moderate to severe learning disabilities living in Bexley. It houses a multi-disciplinary
team comprising of psychologists, community nurses, occupational therapists, physiotherapists,
speech and language therapists and the consultant psychiatrist.

Overview of visit
It was a joy to visit the Team. They were positive and engaging. We sat briefly on one of the “Do
you understand me” group sessions, which was very interesting and watched a video recording of
some of the group members talking about medication. I note however that parking is a problem on
the site, but we were assured that this should be less of a problem when the Team relocate to QMH.
Despite this positive benefit of relocating to QMH though, one cannot but notice a slight anxiety
about the move. The Team also gave a positive feedback on the CQC inspection.

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

Issues raised

Action

1. A member of staff raised concerns about
the effect of the move to QMH on the
client group.

1.

We discussed this with Lorraine and she
assured us that the concerns have
considered in the design of the unit at
QMH to make it less oppressive and
overwhelming for the client group.

2. Some staff raised concerns over the full
functionality of the iPad. They
complained about increased failure to

2. Lorraine and I raised this at the Quality
Board and was assured that the iPad is
fully functional, but there will always be a

synchronise with their desktop. This
they said is eroding confidence in the use
of the iPad.

delay in the synchronisation, but if staff
are patient, it will synchronise. We are
also assured that a mobile RIO will soon
be launched, which will remove the need
for synchronisation.

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

26 May 2016

Service

Visit to ACS District Nurse Team
Leads Meeting held at Memorial

Attendees

Ben Travis, Jo Stimpson, Keith Soper

Brief description of service
Meeting of District Nurse team leads

Overview of visit
We spent around an hour towards the end of the team meeting.
Staff morale felt “ok” but it is clear the unrelenting demand increases seen in the Service are having
an impact. Felt that District Nursing is the “A and E of the Community” and cannot say No. The
team felt that the work with GPs and Commissioners to reveal the unnecessary demand coming
their way (perhaps by presenting a “week in the life of” should be continued and accelerated.
Morale in their teams viewed as Ok but negative about the withdrawal of the Christmas bonus and
very negative comments about it being replaced by a calendar.
Felt that the Trust wide recruitment had not been particularly positive for their teams and felt the
service had lost out by having to put their own recruitment activities on hold. Service recruitment
now getting up and going. Very positive about nurse training in the community. Some good stories
shared about success in recruiting agency staff to substantive. Discussed that some agency staff like
the freedom (eg ability to go off travelling for 3 months) and some discussion about whether we
could be more flexible to accommodate such requests.

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

Issues raised

Action

Demand

Continue and accelerate demand work with GPs
and Commissioners. Use “week in the life of”

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

26 May 2016

Service

Meadowview, QMS

Attendees

Ben Travis, Jo Stimpson, Keith Soper

Brief description of service
Intermediate Care Ward

Overview of visit
Very positive visit, strong team atmosphere
Met a number of recently recruited staff (not through recruitment campaign) who were very
positive about Oxleas (particularly induction and training).
Positive about the CQC Visit
Some issues appear to remain about the payment of the bank bonus payments but I understand
these are all in hand

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

Issues raised
None

Action

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

26 May 2016

Service

Wheelchair Services, Memorial
Hospital

Attendees

Ben Travis, Jo Stimpson, Keith Soper

Brief description of service

Provides a wheelchair service for Greenwich – supplying and fitting wheelchairs and related
equipment

Overview of visit
We were lucky enough to see a wheelchair assessment. The User, accompanied by her carer and
daughter, had recently lost a lot of weight and needed a new chair with improved back support.
This is a Rolls Royce, very personal service with an experienced team including a mechanic and our
own workshop. The User and her daughter looked very satisfied with the level of service.
However, the service is losing money and we must look for ways to reduce the deficit. One area
suggested by Keith is to withdraw the voucher scheme currently in place where we contribute to the
cost of a private cost wheelchair if the patient wishes to source a type of chair we do not provide

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

Issues raised

Action

Deficit

Continue to take action to close deficit - KS

