109th Meeting of the Board of Directors
10.30am, Thursday, 6 October 2016
Maple Room
Pinewood House
Pinewood Place
DA2 7WG

AGENDA
ITEM

ACTION

PRESENTED BY

ENC

1

Apologies for absence

To note

Andy Trotter
Chairman

-

2

Minutes of the Board of Directors’ Meeting held
st
on 1 September 2016

To agree

Andy Trotter
Chairman

1

3

Matters arising
• Actions tracker – new and outstanding
actions

To note

Andy Trotter
Chairman

2

4

Chief Executive update

To note

Ben Travis
Chief Executive

3

5

Integrated dashboard

To note

Ben Travis
Chief Executive

4

6

Operational Performance Report

To note

Helen Smith
Deputy Chief Executive

5a&b

Steve James,
Non Executive Director/
Ify Okocha, Medical Director

6

7

Quality Committee report

To note

8

Care Quality Commission update

To note

Ben Travis
Chief Executive/ Ify Okocha,
Medical Director

7

Refreshments break

9

Risk Committee report
• Risk Management and Legal Services
Annual Report 2015-16

To note

Jo Stimpson,
Non Executive Director

8a&b

10

Business Committee report
• Finance report
• Monitor Q2 declaration

To note

Jo Stimpson, Non Executive
Director /Jazz Thind
Director of Finance

9a&b
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109th Meeting of the Board of Directors
10.30am, Thursday, 6 October 2016
Maple Room
Pinewood House
Pinewood Place
DA2 7WG

AGENDA

10

11

Please note there is no item 11 enclosure 10.

12

South London Forensic Partnership

To agree

Jazz Thind
Director of Finance

11a&b

13

Audit Committee report

To note

Archie Herron, Non Executive
Director

12

14

Workforce and Learning Development
Committee report
• Band 5 recruitment campaign report

To note

James Kellock, Non Executive
Director

13

15

Council of Governors update

To note

Andy Trotter
Chairman

14

16

NED report - Board Visits

To note

Andy Trotter
Chairman

15

17

Transforming Care for people with learning
disabilities and/or autism

To note

Lorraine Regan
Clinical Director, Adult Mental
Health and Learning Disability

16

Lunch break 1.30pm (including opportunity for
flu immunisation)
18

CM inquiry report

To note

Tariq Hussain, Independent Chair

17

19

Green Parks House inquiry report

To note

Tariq Hussain, Independent Chair

18

ANY OTHER BUSINESS
QUESTIONS FROM THE PUBLIC
DATE OF NEXT MEETING
The next Board of Directors Meeting will take place on:
Thursday 3 November 2016 at 10.30am
Maple Room, Pinewood House
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Board of Directors
6th October 2016

Item
Enclosure

2
1

Item from

Minutes of the Board of Directors Meeting held on 1st
September 2016
Andy Trotter, Chair

Attachments

Minutes of the Board of Directors Meeting 1st September 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

108th Meeting of the Board of Directors
Thursday 1 September - Maple Room, Pinewood House
Board of Directors
Andy Trotter
Archie Herron
James Kellock
Jo Stimpson
Stephen Dilworth
Seyi Clement
Steve James
Helen Smith
Ify Okocha
Jane Wells
Jazz Thind

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

In attendance
Iain Dimond
Michael Witney
Janna Maxfield
Sally Bryden
Susan Owen

Service Director Adult Mental Health and ALD Services
Director of Therapies
Head of Workforce
Associate Director of Corporate Affairs and Trust Secretary
Risk Manager (Minutes)

Members of the Council of Governors in attendance
Andrew Waite
Appointed Governor, Mencap

Action
1

Apologies for absence and declarations of interest
Ben Travis, Chief Executive
Simon Hart, Director of HR and Organisational Development
Conflicts of interest – none declared

Noted

2

Minutes of last meeting
The minutes of the last meeting were approved as an accurate record.

Approved

3

Matters arising
Noted
Page 1, item 3: Some concerns have now been raised about the relocating the Bromley CLDT to the
Queen Mary’s site. This will be discussed at the Council’s Scrutiny Committee
Page 1, item 3: The Trust has received a formal letter from the Pensions Regulator, confirming that our
alternative payscale offer is legal. The scheme has been suspended, but the Board had previously
agreed to revisit this in the Autumn. Other trusts are now considering similar schemes.
Page 1, item 3: Board visits to corporate teams are being arranged.
Page 4, item 7: A section on managing cultural issues will be added to the Uniform and Dress Code
Policy. Board visits will be used to check that staff are adhering to the standards. Non-compliance
would be treated as a disciplinary matter.
Page 5, item 11: Dr Israel Adebekun has been appointed as the Safer Working Guardian and has asked
to meet with the Board in November 2016.
SB
Page 5, item 12: Of the total administrative staff agency spend in July 2016, 43% was on trust
headquarters and 57% clinical services.
Page 5, item 12: A meeting regarding the Workforce Race Equality Scheme Action Plan is due to be
held later this month.
Page 6, item 16: The timetable for the SEEC report is now to report to the Business Committee in
October and the Board in November.
SH
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Action
4

Chief Executive update
Bracton Centre incident: On 17 July 2016, two staff members at the Bracton Centre sustained serious
injuries in an incident involving a patient. The patient also started a small fire on the ward. The patient
was remanded to HMP Elmley and has been charged with two counts of attempted homicide and one
count of arson with attempt to endanger life. The staff members were admitted to Kings College
Hospital; both have now been discharged home and are expected to make a full recovery. All staff and
patients affected by the incident have been offered individual support. The trust has co-operated fully
with the Health and Safety Executive investigation and we taken forward actions relating to: violence
and aggression risk assessment; simplifying reporting of incidents; closure of kitchens and removal of
all metal knives; procedures for care planning. We are required to respond to the HSE by 18 September
2016. A Board inquiry has been convened, chaired by Simon Hart.
SC – The information given to NEDs immediately following the incident was too brief.
JS – Could the HSE take any further action?
HS – We will prepare a full briefing. The HSE could prosecute the trust, but we are working closely with
the inspector and she is satisfied that we are responding. She will take into account the changes we
have made during the investigation.
IO – The CQC have also written to us about this incident and we have sent our response.
SJ – The Bracton Centre is proud of their self-catering model and it is thought to lead to better
outcomes. We need to take a measured view.
JK – Have we received such a notice from the HSE before?
HS – This is the first time that the trust has been in this position.
JK – Are there any risks relating to how we provide care in prisons?
IO – We will share the learning from this into other settings. We have taken some immediate actions
including closing the kitchens and will continue to review practice once the internal inquiry is
complete.
SJ – There needs to be a clear policy on care planning on a service by service basis.
Action agreed that NEDs would receive an update on the HSE response and the correspondence with
HS/SB
the CQC and be kept appraised of developments.
Princess Royal University Hospital (PRUH) A&E incident
A patient not previously known to the trust assaulted a number of staff at the PRUH A&E department
on 23 August 2016. There were no serious injuries sustained. The patient was admitted to the Tarn on
s2 of the Mental Health Act. Kings College Hospital will lead the investigation and Oxleas will support
this.
Junior doctors industrial action
Junior doctors have announced a series of five-day strikes, the first of which will be from 12 September
to 16 September 2016. JM and IO are meeting with medical colleagues to ensure that there is
appropriate medical cover during the week.
CQC inspection report
The CQC inspection report will be published on 13 September 2016 and our Quality Summit will take
place on 29 September. This will be in three parts: 1) presentation of CQC findings; 2) the trust’s
response; 3) NHS Improvement. AT asked that NEDs are given full details of the plans for the day.
SB

5

Integrated dashboard
Noted
For July 2016, family and carers support (item 7) has the lowest score to date and the reasons for this
are being explored. Scores for the Friends and Family Test (item 7) have decreased in specific area, eg
school nursing and it believed this is linked to commissioning changes. FFT scores in AMH and Forensic
services are also low. The RAG thresholds for bed occupancy (item 19) have been adjusted to align with
the London wide Lumin project. Green is less than 100%, amber is 100% to 105% and red is over 105%.
Performance for secondary healthcare screens in prisons (item 23) is improving. For 48 hour follow-up
(item 24), work continues to address data quality issues. A new indicator on compliments received
(item 11) has been added. It was noted that the numbers of serious incidents (line 26) should be four
Level 4 incidents and one Level 5 incident in July 2016.
Vacancies
This continues to be a challenge. Thirty candidates from the major recruitment campaign earlier this
year have now started work. Some posts were offered to students yet to qualify and whilst the trust is
making every effort to remain in contact with these, some have not responded. The trust is intending
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to hold recruitment events on a directorate basis and candidates appreciate these being held at the
weekend. Recruitment processes are being refined to ensure a balance between safe recruitment and
time to recruit. This is closely monitored by the HR department.
AT – Do we have confidence in HR processes?
JM – These are as swift as they can be whilst ensuring safety. We are exploring a ‘passport’ system for
staff recruited from neighbouring trusts. We do withdraw some offers where standards are not met.
ID – We make judicial use of waivers where appropriate.
JS - Is it correct that 25 out of 78 candidates are still awaiting checks?
JM – Half of these are not responding. SH will bring a paper on the recruitment campaign outcomes
and learning to the next board meeting.
Finance
A letter outlining the trust’s financial recovery plans has been sent to all staff and this will be followed
up with FAQs. Agency use is our biggest cost pressure. Some areas rely on this, but services will need
to demonstrate that agency staff use is critical to patient needs. All non-pay expenditure must be
signed off by senior management.
AT – What is our position regarding the recruitment of back office staff?
JT – This will be discussed at the next Executive Team. Agency spend will have to be justified.
AT – There must be a focus on reducing costs in central services.
IO – We will have to be careful of where we cut back on central support as front line staff would need
to pick up the work.
JS – All directorates must be clear of their contribution to reducing spend.
JK – We should look at where we can make savings on hospitality by using our own facilities instead of
external venues.
AH – We can also consider property disposals.
JT – We are also looking as to work collaboratively with other trusts to make savings.

SH

6

Operational performance report
Noted
A temporary definition for the delayed transfers of care indicator has been agreed. There is a gap
between patients being clinically ready for discharge and having a plan of where they will be discharged
to and we are being encouraged to work with local authorities to address this. We are confident that
we are meeting DH requirements. We are reviewing changes to skill mix. In terms of tender activity,
20 beds have been decommissioned at Eltham Community Hospital and four neuro-rehabilitation beds
have been decommissioned at Meadowview. We have participated in joint clinical reviews with
Greenwich CCG to understand the impact of decommissioning the Falls and Malnutrition services. The
CCG has asked us to submit a revised proposal for a reduced service. We have received official
notification of the contract award for the 0-19 nursing service and the new Greenwich therapy service
in the Children and Young Peoples Directorate. Mobilisation for both services will be complex and
challenging. MSK services in Greenwich have been awarded to Circle Health, who have approached us
to discuss working in partnership. SJ – Do we get feedback on our bids so we can understand the
scoring?
HS – As we were a subcontractor in this bid, we will not receive this directly but we can ask.
SD – How are questions related to the closure of The Source being managed?
SB – Where this is a commissioning decision, we are working with commissioners to respond to these.

7

Referral to Treatment (RTT) waiting times in AHP and psychological therapies services
Noted
The trust is committed to understanding and reducing RTT times. The data we are required to submit
centrally to DH is: IAPT services 75% receive treatment within six weeks and 95% within 18 weeks; EIP
at least 50% treated within two weeks; and 92% of patients on a non-admitted consultant pathway
seen in 18 weeks. For all other services we have set an internal target of 95% in line with the NHS
Constitution. In general, the trust performs well against these targets. There are no breaches in older
peoples, adult community or forensic and prisons services. Action plans are in place in adult mental
health. A national plan has been developed for CAMHS and extra funding made available. We are
exploring how services are delivered, for example offering group therapy, changing skill mix and
utilising trainees. By the end of the year, it is planned that the following services can move to a
stretch target of 13 weeks: older persons mental health (excluding memory services), adult community
health services and forensic and prison services.

Page 3 of 9

Action
AH – How much of the delay is due to DNAs?
HS – DNA or cancellation by the patient would not be counted, but this is not always captured
correctly, so this would impact on how waiting times are calculated.
SC – Are we able to identify those who are waiting excessive times?
MW – We can identify these individually.
IO – We can bring this report to the Board more frequently.
MW – Data is reported in the dashboard to the Executive Team every month.
It was agreed than an updated report on implementing stretch targets and excessive waiting times
would be brought to the Board at the end of the year.

HS

8

Management of bed occupancy in adult mental health services
Noted
Bed occupancy remains a challenge for all London mental health trusts and was a key issue raised in the
CQC feedback. Since February 2016, occupancy has been over 100%, including those waiting for a bed.
There are a number of patients who take leave as part of their treatment plan. Patients on leave have
not been counted in the occupancy charts presented in the report. Bromley has the highest occupancy
rates and Bexley the lowest. The challenges are throughput, patients staying 60 to 90 days, access to
housing and demands on the Home Treatment Team and Community Mental Health Teams. The
additional sleepover beds at Oxleas House and Green Parks House have been included in our bed base.
Where patients are allocated a bed in an area of the opposite gender, a risk assessment is undertaken
and additional staff booked if appropriate. An audit of waiting times on a single day was undertaken.
Three patients waited less than two hours for a bed and three patients waited between 13 and 18
hours. As a result of a previous Board inquiry, the trust admits patients directly from A&E. It may be
that we need to review this in light of the effect this has on the ward. The occupied bed days five year
view shows that Bromley is under-catered for on a referral per bed basis, ie there are not enough
commissioned beds. Oxleas has the third lowest MHA admission rate in the country. It is not clear
why this is the case; it may indicate that our threshold for admission is lower, or that that we are
admitting patients for a short period who in other places, would access other forms of crisis support.
Further work to understand this is being undertaken. We are working with trusts across London to
understand how they deal with similar pressures. Demand on community teams is increasing and our
conversations with CCGs will include a focus on resources for Home Treatment Teams. Consultants are
being asked to take a lead on managing UEAs.

9

Quality Committee report
It has been agreed that the Quality Committee will oversee the RiO workstream and will ensure that
clinicians are involved in this. A technical solution for ensuring that 48 hour follow-up is adhered to is
being developed. The trust is subject to 12 regulatory inspections. The new format for the Quality
Report focuses on the six key questions agreed by the Quality Committee. 20% of patients on our
caseload were seen in July 2016. 53% of patients were seen within two weeks. We received feedback
from 1923 patients. There were 23 formal complaints, which accounts for 0.08% of the caseload. The
revised Care Planning Policy will be launched as an e-book and each directorate will be asked to
develop their own response. The EIP benchmarking audit showed that standards are being met. An
audit of prescribing sodium valproate for bipolar showed that prescribing practice is not high and that
appropriate information on the teratogenic risks is given to women of child-bearing age. As at 12
August 2016, 1.70% of discharged patients had a pair of scores with at least one outcome measure.
Patient Experience Report
The patient experience report gives a flavour of both positive and negative comments received. There
are many more positive comments than are shown in the report. The negative comments provide a
focus for issues to be addressed. Improvements have been made in response to these, such as the
establishment of an HIV support group and avoiding early morning visits in older people’s services.
Measuring carers’ satisfaction is a challenge and a survey on this is to be undertaken. The Friends and
Family Test score is below 90% for the first time. The trust has set a target for complaints to be
responded to within 32 days and we are developing proxy measures of learning from complaints.
Improvements with completing actions are being made. Bexley and Bromley have set a carers CQUIN
and we are confident that we will achieve this. A support network engagement tool has been
developed. The results are recorded on RiO but clinicians must engage patients in the conversation.
We are working towards enabling carers to participate in the ward round to ask questions.
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Noted

Action
SJ – What do we need to do to improve complaint responses?
ID – There is a high volume of complaints in the adult mental health directorate. There is more rigour
on directorate review and sign-off. The investigating officer is required to draft the response letter and
complete a report and action plan. The same rigour is applied to informal complaints.
MW – This rigour has led to an improvement in the quality of responses.
AT – Is devolving this to directorate the best way of managing this?
MW – The directorate is in the best position to understand the issues raised.
10

Medical revalidation report
Dr Deborah Brooke has been appointed Lead Appraiser. An internal audit will be undertaken to test
the robustness of our internal systems.
JK – Do we use 360° feedback?
IO – This must be used every five years, including feedback from patients and team feedback.
AH – Are we satisfied with the SARD system?
IO – This continues to meet our needs.
SJ – How often do appraisals result in a plan for improvement?
IO – Appraisals must not be used for performance management. This must be addressed outside the
appraisal and the outcomes fed in.
JS – Would the appraiser and the supervisor be the same person and would performance be picked up
in supervision?
IO – The supervisor would not undertake the appraisal and it would be expected that supervision
should be used to address performance.

Noted

11

Safeguarding children annual report
Noted
The Annual Safeguarding Children Report outlines progress against the aims of the Oxleas Safeguarding
Children Strategy for the period April 2015 to March 2016 and describes how we fulfil our
responsibilities in relation to Section 11 of the Children Act 2004. Our key focus for 2016/17 is to
ensure that we have internal confidence in capturing data to monitor safeguarding.
SC – We should work more closely with the third sector. Is the designated doctor vacancy in Greenwich
a cause for concern?
JW – This role sits within the CCG. We do have internal named doctors.

12

Infection control annual report
Noted
The Infection Prevention and Control Annual Report describes the progress made against the objectives
in the Infection Prevention and Control 2015-2016 workplan. Excellent progress was made against the
objectives in work plan for 2015-2016 with three objectives being carried over to the following year: an
audit of safety sharps devices, the formulation of a web based process for the recording of
unannounced and monthly audits and a review of Datix categories to improve and clarify the process
for reporting incidents in relation to infection prevention.
SD – Do hand hygiene audits include visitors?
JW – They cover staff hand hygiene only but we can consider this.
JK – Do you get enough information from services?
JW – Response are usually positive and we follow up those who do not respond.
JS - Has the practice of the community nurse regarding wound care been followed up?
JW – This was an agency staff member and this has been addressed.
SD – What is the position with the cleaning contract at HMP Belmarsh?
JW – This is improving.

13

Risk Committee report
The report from the Risk Committee was noted.

14

Business Committee report
The Committee were updated on NHSI distributing further Sustainability and Transformation funding.
The original operational plan was submitted to NHSI with a £1.1m surplus of which £0.1m was ST
funding. An additional tranche of £1.48m funding has been released to the Trust increasing the 16/17
surplus to £2.58m. The STF has been ring fenced and improves the position of all providers and will
stabilise the sector wide position. If the Trust fails to meet its financial plan and does not achieve 92%

Noted
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for the RTT access standard target all ST funding will be withheld. The Committee noted that at the end
of period 3 the Trust reported a deficit of £149k (after STF) which was £19k behind plan. There are
overspend pressures in the Adult Community Services and Adult Mental Health Directorates. In ACS,
this is due to demand on the district nursing service, equipment use and the wheelchair service.
Services have been given the message that they need to management within staffing establishments.
The key question for the Board will be how we use our provisions. Greenwich CCG has confirmed it has
appointed a firm to undertake an audit of all overseas patient charges. All those verified as true and fair
will be settled. Kings College Hospital have continued to pay £1m of outstanding debts each month.
This agreement expires in September 2016 and a new payment schedule is being negotiated.
SJ – We are under pressure in a number of areas. We must have a nuanced response. We should
target resources now to ensure that we are in a better place for the future. The Executive Team should
consider where we should invest.
JT – Non-recurrent reserves have previously been used for patient care. We need to rethink how we
use these.
15

Finance ‘reset’
Noted
Over the past weeks, there has been a series of announcements by NHS Improvement (NHSI) and NHS
England (NHSE) on measures that are designed to introduce greater control and stability in the provider
sector’s finances. The ‘Strengthening financial performance and accountability in 2016/17’ known as
the finance ‘reset’ document summarises these, including special measure for CCGs and a move to a
two year planning cycle.
SD – Oxleas has a control total of £2.6m.
JT - £1.6 m of this is STF funding. We have to achieve a surplus of £1m to receive STF funding. STF
monies can’t be used to transform services as they flow through to the bottom line control total.

16

STP consolidation
NHS Improvement has set out its expectations regarding Back Office, Pathology and Unsustainable
Services across a STP footprint. We will respond to this from a South East London perspective.
JK – Are there any unsustainable services in the trust?
JT – We will need to have a wider discussion on this.

Noted

17

Single oversight framework consultation
This sets out how organisations will be monitored in the future. The Board will need to be mindful of
how this will be incorporated into the Integrated Dashboard Report.
JK – How are we coping with the pace of change?
HS – We are managing this at present.

Noted

18

Finance recovery letter
This was covered under item 5.

Noted

19

Finance integrated exception report
This was covered under item 5.

Noted

20

South London Forensic Collaboration
The draft Memorandum of Understanding has been signed and an interim governance structure is in
place. It has been decided that the learning disability component must be kept separate. JT said that
the trust was relying on the repatriation of patients into Atlas House, so the trust needs to understand
the reasons for this and the implications

Noted

21

Workforce and Learning Development Committee report
The Safer Working Guarding has been appointed. Plans will be put into place to ensure appropriate
cover during the junior doctors’ industrial action. The results of the staff Friends and Family Test were
similar to last year. The 2016 National Staff Survey will be sent to all staff. The Health and Wellbeing
Strategy has been approved.

Noted

22

Council of Governors update
The Annual Members Meeting will be on Saturday 17 September 2016 at Townley Grammar School.

Noted
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23

NED report – Board visits
JK – Older Persons Mental Health Wards: I have received a positive email from Estelle Frost to confirm
that all actions have been completed.
AH – Time to Talk – Greenwich IAPT: A positive example of a self-referral service.
SC – Atlas House: Not all staff are aware of the bonus scheme. Staff do not always have the full client
profile and history. The alarm system sometimes does not always work. Care and Treatment Reviews
take much time and this means that staff are working under pressure.
SD – HMP Belmarsh: There has been a constructive meeting at HMP Belmarsh to take forward issues
previously raised.
AH – Bracton Centre: Patients are offered ‘vaping’ as an alternative to cigarettes. There is new
evidence to suggest that this is more dangerous than smoking.
IO – This will be reviewed.
JS – Adult Community Services: District nurses often have to deal with aggressive patients. There needs
to be an organisational response to this.
AT presented the six monthly report that gave assurance that action had been taken in response to the
issues raised through the board visits.

Noted

24

Any other business
None raised

Noted

25

Questions from the public
None raised

Noted
Next meeting of the Board of Directors
Thursday 6 October 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

EIP – Early Intervention in
Psychosis

AfC – Agenda for Change

CLDT – Community
Learning Disability Team

ESR – Electronic Staff
Records

AHP – Allied Health
Professional

CNST – Clinical Negligence
Scheme Trust

ETP – Electronic Transfer
of Prescriptions

ALBs – Arms Lengths
Bodies

CPA – Care Programme
Approach

ALD – Adult Learning
Disabilities

CPC – Cost Per Case

FCPN – Forensic
Community Psychiatric
Nurse

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

ECT – Electro Convulsive
Therapy
EI – Early Implementer

FOI – Freedom of
Information

CPN – Community
Psychiatric Nurse
CRB – Criminal Records
Bureau
CRE – Cash Releasing
Efficiency
CRHTT – Crisis and Home
Treatment Team
C&YPS – Children and
Young People’s Service
CQC – Care Quality
Commission
CQUIN – Commissioning
for quality and innovation

KPI – Key Performance
Indicators
KSF – Knowledge and
Skills Framework
LAS – London Ambulance
Service
LD – Learning Disability

HEE – Health Education
England

LHC – Local Health
Community

HID – Hospital Integrated
Discharge Team

LSP – Local Service
Provider

HIMP – Her Majesty’s
Inspectorate of Prisons

LTC – Long Term
Condition

HR – Human Resources

MAPP – Multi Agency
Protection Panel

HTT – Home Treatment
Team
HV – Health Visitor

CAS – Central Alerts
System

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

ICT – Information
Communication
Technology

CASH – Contraception and
Sexual Health

DH – Department of
Health

CBT – Cognitive
Behavioural Therapy

DN – District Nurse

CCG – Clinical
Commissioning Group

ISA – Information Sharing
Agreement

LGBT – Lesbian, Gay,
Bisexual, and Transgender

ICP – Integrated Care
Pathway

DNA – Did Not Attend

IM&T – Information
Management and
Technology

HCA – Health Care
Assistant

DADL – Domestic
Activities of Daily Living

CAPA – Choice and
Partnership approach (a
new way of managing
referrals into CAMHS)

IMHER – Integrated
Mental Health Electronic
Record

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

ECR – Electronic Care
Records
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MCA – Mental Capacity
Act
MDA – Multi-disciplinary
Assessment
MDO – Mentally
disordered offender
MDT – Multidisciplinary
team
MEWS – Modified Early
Warning Score Tool
MH – Mental Health
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

PDP – Personal
Development Plan

SAP – Single Assessment
Process

PDR– Personal
Development Review

SCG – Specialist
Commissioning group

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

SDS – Service
Development Strategy

PEAT – Patient
Environment Action Team

SLR – Service Line
Reporting

PFI – Private Finance
Initiative

SMs – Service Managers

SLaM – South London &
Maudsley NHS Trust

SN – School Nurse

PICU – Psychiatric
Intensive Care Unit

SPD – Safety, Privacy and
Dignity

POMH – Prescribing
Observatory for Mental
Health

SI – Serious Incident
TDA – NHS Trust
Development Authority

PRUH – Princess Royal
University Hospital

TSA – Trust Special
Administrator

PSA – Personal Safety
Awareness

TUPED – Transfer Under
Present Employment

QEH – Queen Elizabeth
Hospital

UEAs – Uncontracted
Emergency Admissions

OOHs – Out of Hours

QMS/QMH – Queen
Mary’s Hospital Sidcup

OPD – Outpatients
Department

QRP – CQC Quality and
Risk Profile

OPM – Office for Public
Management

QSIP – Quality and Safety
Improvement Plan

OPMH – Older Peoples’
Mental Health

RAG – Red/Amber/Green

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

VTE – Venous
thromboembolis

RC – Responsible Clinician
RCA – Root Cause Analysis
RGN – Registered General
Nurse
RM – Risk Management
RMN – Registered Mental
Nurse
RMO – Responsible
Medical Officer
RPST – Risk Pooling
Scheme Trust
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Board of Directors
6th October 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
No

Action raised
(Board date)

Action closed
(Board date)

Item

Action details

Action for

Bring forward to

Report under

61 01/09/2016

RTT waiting times

An updated report on implementing stretch
targets and excessive waiting times would be
brought to the Board at the end of the year.

Helen Smith

01/12/2016

RTT waiting times

60 01/09/2016

Integrated
Dashboard

SH will bring a paper on the recruitment
campaign outcomes and learning to the next
board meeting.

Simon Hart

06/10/2016

Workforce report

06/10/2016

Included on agenda for October 2016

59 01/09/2016

Chief Exec report

NEDs to receive details of the plans for the
Quality Summit

Sally Bryden

06/10/2016

Matters arising

06/10/2016

This has been actioned

58 01/09/2016

Chief Exec report

NEDs to receive an update on the HSE response Helen Smith
and the correspondence with the CQC and be and Sally
kept appraised of developments.
Bryden

06/10/2016

Matters arising

06/10/2016

This has been actioned

57 01/09/2016

Workforce report

Dr Israel Adebekun to be invited to meet with
the Board in November 2016

Sally Bryden

03/11/2016

Workforce report

Not due until November 2016

56 07/07/2016

Workforce report

For the Board to receive an update report on
SEEC

Simon Hart

03/11/2016

SEEC update

55 07/07/2016

Workforce report

For the Board to receive a more focused action Simon Hart
plan frpm the Workforce Race Equality Scheme
report

TBA

Workforce report

The report will be presented to
September Formal Executive, then the
October Business committee and then
to the November board
A meeting regarding the Workforce
Race Equality Scheme Action Plan is
due to be held later in Septemner

43 09/06/2016

Chief Exec report

Level 5 incident inquiry report

TBA

06/10/2016

Level 5 incident
report

37 05/05/2016

CB inquiry report

Progress report on actions, including actions
from the overarchig Goddington Ward report
to be brough to the Board in six months

TBA

03/11/2016

CB action plan update

34 07/04/2016

Band 5 pay offer

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

Simon Hart

06/10/2016

Workforce report

Page 1 of 2

Comments

Not due until December 2016

06/10/2016

Included on agenda for October 2016

Not due until November 2016

06/10/2016

Included on agenda for October 2016

Board of Directors Action Tracker
No

Action raised
(Board date)

Item

Action details

4

03/09/2015

Well-led Review

Chairs of Board Committees to present new
Ben Travis, Ify 06/10/2016
Terms of Reference to committees for approval Okocha and
Simon Hart

Action for

Bring forward to

Page 2 of 2

Report under
Matters arising

Action closed
(Board date)

Comments
New Chairs to review Committee TORs.
Complete by October 2016

Board of Directors
6th October 2016
Agenda item

Chief Executive update

Item from

Ben Travis, Chief Executive

Attachments

Front sheet only

Summary and Highlights
This is a verbal item.

Recommendations
To note.

Item
Enclosure

4
3

Board of Directors
6th October 2016

Item
Enclosure

Agenda item

Integrated dashboard

Item from

Ben Travis, Chief Executive

Attachments

Integrated dashboard and exceptions reports

5
4

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

RTT Waiting
Bed Occupancy
Safe Staffing
Vacancies

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Integrated Performance Report - August 2016
S.No

Committee

Reported

Origin

Info
Assurance

Metric
Code

View from our regulators

CQC

08 Aug 2016

10348

CQC Rating

Board
Board

1

N/A

2

Monthly

Monitor

08 Jul 2016

10349

Monitor Governance Risk Rating

3

Monthly

Monitor

12 Aug 2016

10350

Monitor Financial Risk Rating

Reported

Origin

Info
Assurance

Metric
Code

S.No

Committee

Target

Exec
Lead

Q3 15/16

3

Q4 15/16

3

Apr-16

May-16

Jun-16

Jul-16

Aug-16

3

3

3

3

3

4

Board

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

Target

Exec
Lead

Q4 15/16

Apr-16

May-16

Jun-16

Jul-16

Aug-16

4

Quality

Monthly

DH

04 Jul 2016

10341

4 Must Dos - Treated with dignity and respect

>90%

IO

99.2%

99.0%

98.9%

98.8%

98.8%

98.8%

5

Quality

Monthly

Trust

04 Jul 2016

10337

4 Must Dos - Family and carer supported

>90%

IO

92.8%

93.0%

88.9%

91.1%

88.2%

91.1%

6

Quality

Monthly

Trust

04 Jul 2016

10338

Quality of Life Improved as a result of care received

>90%

IO

96.1%

94.0%

94.0%

99.1%

93.4%

96.0%

7

Quality

Monthly

Trust

04 Jul 2016

10339

FFT - % recommended

>90%

IO

93.1%

93.0%

91.5%

88.8%

82.9%

92.3%

8

Quality

Monthly

Trust

04 Jul 2016

10340

Friends and Family Test (FFT) - % not recommended

<10%

IO

2.0%

2.0%

1.6%

3.1%

3.5%

2.9%

Info
Assurance

Metric
Code

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

Target

Exec
Lead

Q3 15/16

Q4 15/16

Apr-16

May-16

Jun-16

Jul-16

Aug-16

<7.5%

HS

3.7%

6.0%

4.2%

4.7%

4.4%

5.1%

4.2%

S.No

Committee

Reported

Origin

Comments - Aug 16

The year end target was revised to 4 (previously 3) in June 2016,
due to the additional funding received via STF (£1.480m). This
flows straight through to the bottom line surplus with no
associated cost. The YTD revised risk rating is 3 and we are on
plan.

Comments - Aug 16

Comments - Aug 16

9

Quality

Quarterly Monitor

18 Aug 2016

10514

% Delayed Transfer of Care.

August information was manually validated as being accurate by
the business offices.

10

Quality

Monthly

Trust

24 Aug 2016

10528

Number of Complaints Received

IO

68

78

22

29

30

25

25

11

Quality

Monthly

Trust

24 Aug 2016

10529

Number of Compliments Received

IO

242

273

120

154

99

147

80

12

Quality

Monthly

Trust

04 Jul 2016

10335

4 Must Dos - Enough information about care and treatment

>90%

IO

97.8%

97.0%

98.2%

97.0%

96.1%

97.7%

This percentage represents those who answered "Definitely" or
"To Some Extent" out of all answers provided.

13

Quality

Monthly

Trust

04 Jul 2016

10336

4 Must Dos - Involved in decisions about care and treatment

>90%

IO

97.7%

97.7%

97.4%

95.4%

94.0%

95.5%

This percentage represents those who answered "Definitely" or
"To Some Extent" out of all answers provided.

14

Quality

Monthly

Trust

01 Aug 2016

10026

Referral to treatment for Allied Health Professionals (AHP)

>95%

HS

98.4%

98.8%

99.0%

98.6%

98.6%

98.3%

98.5%

Consistent performance against this target is being maintained.

15

Quality

Monthly

Trust

01 Aug 2016

10024

Referral to treatment for Psychological Therapies (PT)

>95%

HS

91.2%

93.9%

93.9%

91.8%

87.9%

82.1%

81.0%

Please refer to the exception report detailing the reasons behind
the red performance, along with the steps that are to be taken to
ensure improvement within this area.

This number comprises Local and Formal complaints.

Following continued increases in waiting times a recovery action
plan has been completed and will be submitted with the Board
report.
16
S.No

Quality
Committee

Quarterly Monitor

12 Jul 2016

10248

Referral to treatment for incomplete care pathways

>92%

HS

99.1%

98.9%

98.7%

99.3%

98.6%

95.8%

97.1%

Reported

Info
Assurance

Metric
Code

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

Target

Exec
Lead

Q3 15/16

Q4 15/16

Apr-16

May-16

Jun-16

Jul-16

Aug-16

Origin

17

Quality

Quarterly Monitor

13 May 2016

10314

CPA 7 Day follow up (Discharge from Inpatient setting)

>95%

HS

99.6%

98.8%

95.6%

98.7%

99.0%

97.4%

97.5%

18

Quality

Monthly

16 Jun 2016

10342

Adult Acute Bed occupancy (excluding leave)

<100%

HS

106.0%

102.5%

106.0%

103.0%

103.3%

105.7%

105.7%

Trust

Comments - Aug 16

Please refer to the exception report detailing the reasons behind
the red performance, along with the steps that are to be taken to
ensure improvement within this area.
Discrete RAG Rating for this metric: Green: <100%, Amber: 100% 105%, Red: >105%. Target was adjusted from <95% to <100% May
2016 onwards. The new target has been retrospectively applied to
previously reported months.

19

Quality

Monthly

Trust

02 Aug 2016

10433

Adult Acute Bed occupancy (excluding leave and adjusted for
sleepover activity)

<100%

HS

20

Quality

Monthly

Trust

25 Jul 2016

10463

OPMH Acute Bed occupancy (excluding leave)

<100%

HS

21

Quality

Monthly

Trust

13 Jun 2016

10343

Adult Community Intermediate Care Bed Occupancy

85-95%

HS

Report Run Date: 22 Sep 2016 03:20 PM

100.2%

101.0%

99.0%

102.7%

100.6%

102.3%

91.0%

101.0%

95.0%

97.0%

94.3%

89.7%

86.8%

89.0%

90.9%

93.0%

92.0%

91.0%

91.9%

89.2%

Page-1

RAG rating changed (May 2016) to align with Adult Acute Bed
Occupancy (Excluding Leave) metric (Green: <100%, Amber: 100%
- 105%, Red: >105%) Not all sleepover information is currently
captured on RIO, work is on-going to clean historic data.
4 Neuro rehab beds closed on RiO and backdated to the 1st July
2016. CK

Integrated Performance Report - August 2016
S.No

Committee

Reported

Origin

Info
Assurance

Metric
Code

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

Target

Exec
Lead

Q3 15/16

100.0%

Q4 15/16

Apr-16

May-16

Jun-16

Jul-16

Aug-16

99.7%

100.0%

100.0%

100.0%

100.0%

100.0%

89.1%

93.9%

90.9%

91.4%

85.8%

22

Quality

Quarterly Monitor

01 Aug 2016

10101

CRHT Gatekeeping

>95%

HS

23

Quality

Monthly

Trust

19 Jul 2016

10446

Prisons (Number of Secondary Screens Completed in the First 72
Hours against Number of Receptions)

>98%

HS

24

Quality

Monthly

Trust

11 Aug 2016

10011

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

>100%

IO

97.7%

97.1%

98.1%

98.0%

98.8%

97.1%

100.0%

25

Quality

Monthly

Trust

01 Jul 2016

10355

No of incidents (1-3)

N/A

JW

948

1050

1,109

1,135

1,228

1,232

1,151

26

Quality

Monthly

Trust

11 Jul 2016

10356

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

N/A

JW

5

8

14

9

11

16

7

27

Quality

Monthly

Trust

04 Jul 2016

10447

Incidents of Grade 3 and 4 Pressure Ulcers

N/A

JW

2

2

6

2

1

28

Quality

Monthly

DH

04 Jul 2016

10351

Safe staffing levels- Registered (Actual against planned)

>100%

JW

102.0%

104.7%

104.0%

105.0%

105.0%

Comments - Aug 16

The current process for capturing Gatekeeping is under review.
The logic behind the metric is also under review. The manual
report is showing 100% compliance.
Whilst the indicator is Amber we remain ahead of our planned
trajectory which is 86% for September, 89% for October, 91% for
November and 95% for December.
Revised 48hr follow up metric is currently being revised and is in
final testing. The revised
metric will also include a 48hr follow up tracker which will support
reduced breaches.
There is no target for this KPI as we want to encourage reporting
of incidents and therefore not set an upper limit. Quarterly
Figures represent a 3 month average of all incidents received.
As with level 1-3 Incidents, there is no target for this KPI as we
want to encourage reporting of incidents and therefore not set an
upper limit. Quarterly Figures represent a 3 month average of all
incidents received.
This information will be added on a quarterly basis after PU Panel
review of RCAs (data for the most recently reported month will
hence not be included in this report).

101.8%

89.2%

Please refer to the exception report detailing the reasons behind
the red performance, along with the steps that are to be taken to
ensure improvement within this area.
This metric is one part of two mandatory returns to the
Department of Health, which are made on a monthly basis. We
are planning to create our own internal definitions to provide a
more useful measurement of safe staffing.

29

Quality

Monthly

DH

04 Jul 2016

10352

Safe staffing levels- Unregistered (Actual against planned)

30

Quality

Monthly

Trust

08 Aug 2016

10448

Medication errors

31

Workforce &
Development

Monthly

Trust

23 May 2016

10334

32

Workforce &
Development

Monthly

Trust

01 Jun 2016

33

Workforce &
Development

Monthly

Trust

34

Workforce &
Development

Monthly

Trust

S.No

Committee

Reported

Origin

>100%

JW

107.0%

107.3%

107.0%

109.0%

109.0%

109.7%

106.1%

This metric is the second part of two mandatory returns to the
Department of Health, which are made on a monthly basis. We
are planning to create our own internal definitions to provide a
more useful measurement of safe staffing.

N/A

IO

67

63

73

65

69

67

49

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. 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.

Vacancy Rate (Trustwide)

<14%

SH

10.4%

12.4%

12.4%

13.0%

13.3%

13.8%

13.8%

These figures represent a high level of nursing vacancies.
Quarterly figures are as at the end of each quarter. Independent
RAG rating for this metric: Green < 14%, Amber 14% - 17%, Red
>17%

10344

Vacancies - Exceptions AMH (Inpatient, Rehab & Crisis)

<14%

SH

17.5%

19.1%

18.3%

22.7%

24.3%

25.6%

24.6%

Please refer to the exception report detailing the reasons behind
the red performance, along with the steps that are to be taken to
ensure improvement within this area.

01 Jun 2016

10345

Vacancies-Exceptions ACH

<14%

SH

15.6%

15.1%

15.1%

15.3%

15.8%

16.3%

15.0%

Vacancies with ACH continue to fluctuate around the 15% mark
month by month.

01 Jun 2016

10445

Vacancies - Exceptions Prisons

<14%

SH

20.8%

23.0%

26.6%

23.4%

20.0%

20.0%

22.0%

Please refer to the exception report detailing the reasons behind
the red performance, along with the steps that are to be taken to
ensure improvement within this area.

Info
Assurance

Metric
Code

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

Target

Exec
Lead

Q3 15/16

Q4 15/16

Apr-16

May-16

Jun-16

Jul-16

Aug-16

Comments - Aug 16

35

Quality

Monthly

Trust

25 May 2016

10323

Ensure patients detained under the MHA are provided with info as
stated-recorded on Rio (S132)

>100%

IO

96.0%

98.9%

100.0%

100.0%

98.2%

100.0%

100.0%

All patients who were required to be provided with relevant
information pertaining to the Mental Health Act section they were
on, received the appropriate information.

36

Quality

Monthly

Trust

25 May 2016

10325

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

>100%

IO

97.6%

97.9%

100.0%

100.0%

100.0%

100.0%

100.0%

All patients who were required to provided consent to treatment,
pertaining to the Mental Health Act section they were on,
provided the appropriate consent.

Report Run Date: 22 Sep 2016 03:20 PM

Page-2

Integrated Performance Report - August 2016
S.No

Committee

Reported

Origin

Info
Assurance

Metric
Code

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

Target

Exec
Lead

Q3 15/16

Q4 15/16

Apr-16

May-16

Jun-16

Jul-16

Aug-16

Comments - Aug 16

74.9%

47.7%

63.0%

74.4%

66.7%

56.1%

This measure represents a combination of those waiting at the
end of the reporting month and those patients who commenced a
EIP package of care within the month. Note that the methodology
of capturing this information within our RiO system will be
changed significantly from next month (was made simpler and
clearer for the user) - information was manually validated within
the EIP team.

37

Quality

Quarterly Monitor

19 Aug 2016

10388

Early Intervention in Psychosis (EIP)

>50%

JW

38

Quality

Quarterly Monitor

09 Aug 2016

10324

Data Completeness: Mental Health Identifiers

>97%

HS

99.5%

99.5%

99.5%

99.5%

99.5%

99.4%

99.4%

The figures represent completeness for the following indicators
for each patient who is included in the Mental Health Services
Dataset for the reporting month: 1. NHS Number, 2. DOB, 3.
Postcode, 4. Gender, 5. GP, 6. CCG (all present against each
patient record).

39

Quality

Quarterly Monitor

10 Aug 2016

10444

Data Completeness: Outcomes of patients on CPA

>50%

HS

82.7%

74.7%

74.6%

73.7%

73.5%

72.3%

71.8%

This figure represents, of all patients who were on CPA at any
point during the reporting month, those who had their: 1.
Accommodation Status, 2. Employment Status, 3. HONOS
Assessment, recorded within last 6 months.

40

Quality

Quarterly Monitor

04 Jul 2016

10320

Data Completeness - Community

>50%

HS

82.5%

81.2%

100.0%

80.9%

79.8%

85.6%

82.6%

The figures represent completeness for the following indicators
for each patient who is included in the Community Information
Dataset for the reporting month: 1. Data Completeness: Referral
to Treatment (RTT), 2. Data Completeness: Referral Information,
and 3. Data Completeness: Patient Identifiers.

41

Quality

Monthly

Trust

15 Aug 2016

10322

MH CPA Service user reviews after 6 months

>95%

HS

93.6%

95.1%

96.1%

95.3%

93.6%

94.6%

94.7%

All CPA Review information was sent to the directorates for review
and validation once per week during September (reflecting
August's data).

42

Quality

Monthly

Monitor

15 Aug 2016

10102

CPA formal review within 12 mths

>95%

HS

99.7%

99.8%

99.9%

99.9%

99.9%

99.2%

99.1%

As per the 6 Month CPA Review measure, all CPA Review
information was sent to the directorates for review and validation
once per week during September (reflecting August's data).

43

Quality

Monthly

Trust

05 Jul 2016

10359

Prisons: % of clients with a care plan set up within 2 weeks of
assessment

>95%

HS

96.3%

80.0%

93.9%

97.0%

100.0%

The CPA process in our Kent prisons is now long established and
consistently achieves the target of greater than 95%. The drop in
performance relates to the recent addition of Greenwich data. We
are currently however, exceeding the anticipated trajectory, which
was / is as follows:- June 16 83-85%, July 16 85-88%, August 16 8891%, Sept 16 91-94%, October 16 94-96%

44

Quality

Monthly

Trust

16 May 2016

10390

Adult Community Health: EDD date within 24 hours of admission to
the unit

>90%

HS

98.3%

98.7%

98.5%

97.9%

45

Quality

Monthly

Trust

Outcomes measures (to be added)

TBD

IO

46

Workforce &
Development

Monthly

Trust

Productivity Measures(to be added)

TBD

SH

47

Workforce &
Development

Monthly

Trust

Publication of Staff Roster (6 weeks in advance of shifts)(to be added)

TBD

SH

S.No

Committee

Reported

Origin

94.2%

92.5%

91.3%

This data is now being reported in the Director of HR's Workforce
Report which is considered on a monthly basis at the Formal
Executive Meeting.

Info
Assurance

Metric
Code

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

Target

Exec
Lead

Q3 15/16

Q4 15/16

Apr-16

May-16

Jun-16

Jul-16

Aug-16

Comments - Aug 16

48

Workforce &
Development

Monthly

Trust

19 Aug 2016

10353

Staff Personal Development Review (PDR) Completeness

>80%

SH

91%

91%

93%

91%

91%

91%

91%

Represents position at the end of each month. Quarterly figures
represent the performance as at the end of each quarter.

49

Workforce &
Development

Monthly

Trust

19 Aug 2016

10354

Supervision Completeness

>80%

SH

63%

74%

88%

74%

82%

81%

75%

Discrete RAG Rating for this metric: Green: >79%, Amber: 75% 79%, Red: <75%.

50

Workforce &
Development

Monthly

Trust

23 May 2016

10333

Sickness Rate

<4%

SH

4.5%

4.6%

3.9%

4.3%

4.5%

4.5%

3.9%

Discrete RAG Rating for this metric: Green: <4.0%, Amber: 4.0% 6.0%, Red: >6.0%.

51

Workforce &
Development

Monthly

Trust

01 Aug 2016

10331

Bank Costs as % of pay spend (All professions)

>7%

SH

5.6%

6.1%

5.1%

5.5%

5.6%

6.4%

6.1%

Discrete RAG Rating for this metric: Green: >7%, Amber: 5% - 7%,
Red: <5%.

52

Workforce &
Development

Monthly

Trust

12 Jul 2016

10332

Agency costs as % of pay spend

<8%

SH

10.2%

11.6%

10.5%

10.2%

10.4%

10.0%

10.3%

Discrete RAG Rating for this metric: Green: <8%, Amber: 8% - 11%,
Red: >11%.

53

Business

Monthly

Monitor

12 Jul 2016

10326

Surplus - Year to Date (£m)

>1.1

JT

0.1

-0.1

-0.3

-0.1

-0.2

0

54

Business

Monthly

Monitor

12 Jul 2016

10327

Cash Position (£m)

>47

JT

85

81

82.9

75.4

77

70.4

Report Run Date: 22 Sep 2016 03:20 PM
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Discrete RAG Rating for this metric: Green: On plan or exceeding
plan, Amber: Below plan, Red: Deficit.
Discrete RAG Rating for this metric: Green: Exceeding plan,
Amber: On plan, Red: Below plan.

Integrated Performance Report - August 2016
S.No

Committee

Reported

Origin

Info
Assurance

Metric
Code

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

Target

Exec
Lead

Q3 15/16

Q4 15/16

Apr-16

May-16

Jun-16

Jul-16

Aug-16

Comments - Aug 16

55

Business

Monthly

Trust

12 Jul 2016

10328

Capital Expenditure - Year to Date (£m)

>37

JT

16.1

1.6

4.3

7.6

9.7

11.3

Discrete RAG Rating for this metric: Green: On plan, Amber: Below
plan, Red: Exceeding plan.

56

Business

Monthly

Trust

01 Aug 2016

10330

CRE Plans 16/17 (£m)

>8.1

JT

6.8

5.1

4.3

4.7

4.7

4.7

Of the total £8.1m, £3.0m is related to the local efficiency
requirements from commissioners. Plans to the value of £7.8m full
year effect have been developed. Data excludes 'high' risk plans.

Please see individual metric documents for RAG ratings
Information Assurance
Metric template/specification not signed off
Metric is in development/ and or partially
signed off
Metric fully signed off by all business
owners

Report Run Date: 22 Sep 2016 03:20 PM
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EXCEPTIONS REPORT: KPI 15 Clients on a Psychological therapies 18 week RTT pathway - Clients Waiting at end of month
Waiting times for psychological therapies have been rated amber for a number of years. In recent months the impact of increased vacancies has reduced
capacity and increased waiting times. Reduced waiting times improve the experience of the patient and clinical effectiveness.

KPI Data
Target
>95%
Waiting

Effectiveness of Actions to Date

Q3

Q4

Apr-16

May-16

Jun-16

Jul-16

Aug-16

91.2%

93.9%

93.9%

91.8%

87.9%

82.1%

80.9%

Existing actions have not been able to improve waiting times to above
95%. The Directorate has developed a recovery action plan to drive the
improvement of this indicator with improvements expected in October
data (November reporting).

Future Actions and monitoring process

The Directorate has agreed a detailed recovery plan with the Trust Board in August which is expected to drive improvement from October when progress will be reviewed. A summary of actions
is provided below:
Reduced vacancy rates:
•
A number of posts are due to start in October / Direct communication with training courses and specific reference within ads to welcome current trainees.
•
Now recruiting counselling psychologists wherever possible as opposed to just clinical psychologists.
•
Interim support using underspend – fixed term post in Bromley where RTT pressure is most acute
•
Proposal to over recruit to ensure no vacancies
Maternity Leave Cover:
•
Ensure maternity leave cover does not reduce capacity as therapist winds down their case load. Proposal to use psychology underspend to extend maternity cover from 1 year to 18
months.
Modelling demand and capacity:
•
The Directorate business office will work with clinical leads to model demand and capacity using IAPT methodology (Length of stay, group capacity, step up rate, and demand by
modality). Using this data the appropriate number of groups, treatment packages, core interventions (low intensity interventions) can be agreed.
•
Routine review of care standards reports to ensure staff are meeting job plans.
Increasing group capacity
•
Locum staff to support RTT and permanent staff to support development of the core interventions programme.
•
Develop a nursing strategy for practice development/psycho social interventions.
•
Recruitment of the right nursing skill mix for delivering psycho social interventions.
•
Action plan to be owned by team managers.
Increase number of trainees
•
There has been a reduction in the number of trainees / placements whilst contractual / HR arrangements with trainee providers have been resolved. These issues have largely been
resolved with a placement co-ordinator in post. This will support an increase for the next in take in Sept 2017.
IT development

Lead Board Director: Helen Smith

Initial Improvement expected in October Data

EXCEPTIONS REPORT: KPI 18 Adult Acute Bed Occupancy (excluding leave)
Adult Acute Bed occupancy has been above 100% for a number of years with sleepover beds and private sector beds regularly used. Reducing occupancy to
below 95% improves the experience of the patient on the ward.

KPI Data
Target <100%
Occupancy

Effectiveness of Actions to Date

Q3

Q4

Apr-16

May-16

Jun-16

Jul-16

Aug-16

106.0%

102.5%

106.0%

103.0%

103.3%

105.7%

105.7%

This KPI should be considered alongside KPI 19 – bed occupancy
adjusted for sleepovers which reported 100.6% in July. Bed escalation
measures across BBG have made progress in Greenwich however bed
pressures remain in Bromley due to through put and housing pressures.

Future Actions and monitoring process
Following the CQC inspection bed occupancy has been given a significant risk rating (5x5) and a revised action plan has been drafted to address the
recommendations made by the CQC. A separate Board report on occupancy details the Directorate actions to reduce bed occupancy. A summary of
these actions I contained below:
•
•
•
•
•
•
•
•

Temporary contract with ELFT to procure 12 beds - Increased capacity through additional beds in OH and GPH.
New set of operational and quality bed management rules and KPIs to monitor and prevent mixed sex breaches and patients waiting
Development of business cases for review at CQC quality summit 24/7 HTT, inpatient waiting areas
Launch of next day follow up clinic in October
Benckmarking other Trusts for best practice bed management
Launch of the consultant admission dashboard
Reducing informal admissions – actions have been agreed to reduce the number of informal admissions including SPR sign off of all
admissions, improving gatekeeping and alternative to admissions
Improving throughput – monitoring of number of patients who are ready for discharge to reduce in built delays in the system. A weekly
meeting with local authority and CCG leads is being arranged.

Lead Board Director: Helen Smith

December 2016

EXCEPTIONS REPORT: KPI 28 (Safe Staffing Levels – Registered (Actual vs Plan))
The 89.2% is considered due to be largely a data error.

KPI Data
Target
>100%

Effectiveness of Actions to Date

Q3

Q4

Apr-16

May-16

Jun-16

Jul-16

Aug-16

102.0%

104.7%

104.0%

105.0%

105.0%

101.8%

89.2%

Rosters baselines being reviewed and changes being made to the
planned staffing.

Future Actions and monitoring process
The 89.2% is largely due to a data error. Greenwich intermediate care unit has reduced its beds from 40 to 20. The staffing levels are being reviewed but the roster has
not yet been adjusted. The new roster baseline staffing establishment will be agreed by the head of nursing and adjusted on the roster this week (data fill shows 41%,
69.9%, 50% and 55%). All the acute adult acute mental health wards also changed their establishments on e-roster to reflect a new establishment which increased the
baseline to 5 staff on an early shift, 5 staff on a late shift and 3 staff on a night shift. The planned numbers were based on new roster template baseline establishment
but there was one calendar week based on the previous baseline establishment which skewed data reporting. As a result all are showing less actuals than planned.
Actions are being taken to check whether there is a clinical safe staffing issue on any specific areas which needs addressing: Weekly monitoring is in place – forensic
wards are highlighted as having high variations to planned staffing numbers. Datix reports of safe staffing being reviewed – there were 13 datix safe staffing reports in
August (this is lower reporting than July n=20, June n=23, May n=19, April n=26 and March n=2. Temporary staffing ability to cover shifts being reviewed.
There have been lower cover rates in August so will be closely monitored.
Biannual safe staffing report for October Trust board includes national benchmarking and Hurst detailed analysis. This data reveals that our adult acute qualified nurse
staffing is similar to the national mean. However, this data reveals that in our older adult wards, our medium secure wards and our PICU, the qualified nurse staffing is
lower than the national and warrants further exploration which will be taken forward through the safe staffing group.

Lead Board Director: Jane Wells

Estimated time to resolve: 1 month

EXCEPTIONS REPORT: KPI 32 – Vacancies (Exceptions AMH and Prisons)
Vacancies – Trust wide, AMH – Inpatient Rehab & Crisis, Prisons. Inability to recruit staff substantively places a greater reliance on bank and agency staff with both cost and
quality implications.

KPI Data
Target
<14%
AMH
Prisons

Effectiveness of Actions to Date

Q3

Q4

Apr-16

May-16

Jun-16

Jul-16

Aug-16

17.5%
20.8%

19.1%
23.0%

18.3%
26.6%

22.2%
23.4%

23.3%
19.6%

24.3%
20.0%

23.9%
21.7%

Nursing vacancies remain high in both directorates noted on the exception report. Vacancy rates
for qualified nursing staff are particularly acute in these areas. Additional posts have been added to
the AMH establishment as an identified cost pressure and are reflected in the numbers. Use of nonframework agencies and shifts outside of the price cap remain high for medical and prison agency
shifts.

Future Actions and monitoring process
General
•
The Brookson VAT scheme went live on 25 April for Medical Staff allowing us to recover VAT on agency staff costs currently not recoverable. The scheme will go live for AHP’s
in Q2.
•
Roll out of SLA for all agencies used by the trust – SLA due to go live alongside the new Monitor / CPP framework in October.
•
Exploring joint working with SLAM and other MHS trusts to bring joint pressure on non-compliant agencies.
•
Exploring joint working to pressurise agencies as part of OHSEL joint working.
•
Review of invoice accuracy by HR & Finance – 800 invoices spot checked, findings are that worker charge rates are accurate. Identified overcharge in mileage rates by two
agencies which have been addressed.
•
Where we have recruited newly qualified nurses we continue to promote their starting in unqualified capacities whilst their studies/registration is completed – at present 6 are
employed in this capacity.
Prisons
•
A second Prison & Forensic nurse recruitment day planned for September.
•
There are 53 WTE vacant positions of which all are being actively recruited to, and 28 candidates are undergoing their pre-employment checks.
•
Further development around internal nursing rotation schemes. Forensic and Prison Scheme fully subscribed.
IR&C
•
Since the trustwide campaign we have successfully recruited 14 external Band 5s, with a further 4 starting in September. An additional 29 Band 5s are at pre-employment
check stage. If all candidates at offer stage commence, the remaining vacancy factor will be 12 posts (figures based on current vacancy of 36.98WTE).
•
Plans are underway for a November recruitment and selection day.
•
A further recruitment selection day has taken place which has resulted in the offer of 11 Band 2 HCAs, with 5 additional candidates pending interview in September.
All of the above actions will be monitored via the Recruitment and Retention subgroup of the Workforce & Learning Development Committee. The impact of the above will be
incremental and set against a very competitive market place as a result of a shortage of qualified nurses.

Lead Board Director: Simon Hart

Estimated time to resolve: Mar-17

Board of Directors
6th October 2016
Agenda item

Board operational performance report

Item from

Helen Smith, Deputy Chief Executive

Attachments

a) Board operational performance report
b) Board Brief

Summary:

Item
Enclosure

The operational performance report identifies the top issues of concern that will be the
focus of each directorate management team in the coming month.
The issues noted in the report are as follows:
Directorate
Older person’s mental
health

Issues
Delayed transfers of care
Vacancies
Bank and Agency
Training DNA
Adult community
Directorate financial position
services
Tender activity
Children & young people Tender activity
Increased focus on finance
Current dashboard red areas
Adult mental health
RTT
Bed occupancy
Directorate financial position
Adult learning disability Atlas House
Queen Mary Hospital Move
Forensics & Prisons
Nursing pressures

Recommendations

The Board is asked to note the operational performance report.
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5a&b

Board Operational Performance Report
6 October 2016
Older person’s mental health services
1. Delayed transfers of care (DToC)
The OPMH wards continue to operate within capacity. The delayed discharge rate reduced
to 10.4% in August (July, 14%). As at 21 September, the number of DToC clients has
reduced from 13 to 4 since July. Four of our five longest stayers are now ready for
discharge, all are waiting for suitable care home placements.
Discussions recently have taken place with NHSE regarding the applied definition of DToCs
in mental health. The directorate is now recording ‘fit for discharge’ dates in Rio, where
appropriate. The current position demonstrates that 12 clients are FFD, 4 of which are actual
DToCs. This has been validated by our bed manager as a true position which enables us to
focus on planning (internally and externally) to maximise acute bed capacity and reduce
acute length of stay.
Mitigation plans
• DToC performance and action planning is reviewed at each CCG contract meeting, as
are FFD cases.
• Delayed discharge meetings continue to be held weekly; these are working well with
good stakeholder involvement.
• An internal bed management meeting every Thursday ensures all inpatients have robust
discharge planning care plans.
• Teleconference weekly meetings are now in place with Bexley CCG and Council to
agree delayed discharges and action plans. We have plans to implement a similar
process in Bromley & Greenwich.
• Our bed manager attends the Bromley placement panel.
2. Vacancies
The directorate has seen an increase in vacancies between July and August; currently
16.57% (Trust 13.27%). As at 13 September, 26 posts (20.8wte) are in the recruitment
process of which 18 have reached the stage of interview or beyond. The remaining 8 have
adverts open.
Mitigation plans
Inpatient ward managers have commenced their Band 5 recruitment campaign which
incorporates development of Band 4 positions on each ward
3. Bank and Agency
All inpatient units remain rated ‘GREEN’ for agency spend and agency value.
No formal agreement exists with Lewisham & Greenwich Trust (LGT) regarding
responsibility for funding 1:1 care of Oxleas patients using their A&E or inpatient facilities.
This discussion is being held at senior finance level in both organisations, to agree costs and
protocols with QEH and also PRUH for Scadbury Ward.
4. Training DNA
The directorate is reporting a 36% training DNA rate for August; this is the highest in the
Trust, the trust average is 18%. The directorate has requested more information at team
level and will develop an action plan to improve performance.
1

Mitigation plans
• An action plan to be developed at the next OPMH Workforce Development Group
meeting (7th October)
• Initial discussions to take place with team and service leads at the OPMH Senior Staff
Away Day on 26th September

Adult community services
1. Directorate financial position
Band 5 vacancies and our high use of agency staff remains a key focus for the directorate.
Our Bexley services remain more overspent than our Greenwich services, with overspend to
meet the demand on district nursing services, operating at almost 250% against plan, as a
major factor.
Mitigation plans
• All recruitment to vacant posts, can now only be approved through our weekly directorate
management meeting. A payment incentive is in place for substantive staff working bank
shifts on intermediate care units and in district nursing to reduce the reliance on agency
staff.
•

Good progress has been made in achieving savings related to decommissioning, and
these service reductions have improved our in-year financial position through a reduced
reliance on agency staff, particularly in intermediate care.

•

A full analysis of Bexley district nursing activity has been undertaken. This has identified
tasks that could be undertaken more cost effectively; this work has been shared with
commissioners and may result in different mechanisms of service delivery.

August position
• Expenditure in August exceeded the budget by £135k. The position is similar to 2015/16,
however, this year includes the CRE target, and so in reality is an improvement.
•

General trends have seen nursing agency use reduce and allied health professionals’
agency increase – we have particular challenges in recruiting to specialist therapy roles.
We are offering an incentive for hard to recruit to posts, but the reality is that there is
more demand than supply in some roles. Agency use in district nursing reduced in
August, with the Bexley spend at the lowest rate this financial year.

We have a recovery plan to improve our financial position which is monitored weekly by the
directorate core management team.
2. Tender activity
We have participated in the clinical reviews with Greenwich CCG to understand the impact
of decommissioning the Falls and Malnutrition services. This led to the CCG reviewing their
decision to decommission the whole service and we have submitted revised proposals. We
have not had a formal response.
The formal consultation with staff at The Source has concluded and we are looking at
redeployment opportunities for two staff. The service closed on 30 September 2016.
MSK services in Greenwich were awarded to Circle Health. Circle see our physiotherapy
work growing over the five year contract period and we are negotiating with them.

2

Our contraceptive and sexual health services were successful in the recent bid and we are in
the mobilisation phase for the new service. CASH will continue to be delivered from Market
Street however, the increase in commissioned activity will require additional clinic rooms.
The new service starts on 1 October 2016.
A small number of staff are TUPE transferring to us from Lewisham & Greenwich Trust. Our
Community HIV Service will be provided by Lewisham & Greenwich Trust as part of the new
sexual health service contract. As a result, two members of our staff will TUPE transfer to
Lewisham & Greenwich Trust.

Children & young people’s services
1. Tender activity
The directorate is mobilising new service models in both Greenwich 0-19 and Greenwich
Therapies.
Work has commenced for both Bexley and Bromley 0-19 and Bromley specialist tenders.
Mitigation plans
• A mobilisation programme manager is now in post and overseeing the mobilisation
workstreams.
• Greenwich CCG and RBG want to negotiate regarding changes to the service model in
the therapies service; this has led to the staff consultation currently being put on hold.
• Initial modelling has been completed for Bexley 0-19 to establish our response to the
tender. internal service model meetings taking place for specialist services in Bromley
2.
Increased focus on finance
The monthly overspend is continuing to reduce and August is the lowest to date. An issues
log is being maintained to address finance adjustments required.
3.
•
•

•

Current dashboard red areas
Crisis plans – the performance on this indicator has dropped slightly in August but teams
have been provided with the relevant information to update their records so we are
expecting an improvement in September.
Child protection medicals within 24 hours: two-thirds of children were seen within 24
hours. The breaches were due to difficulty in contacting carers. This has been red for 2
months due to the unusually high demand in July – there has been no compromise to
patient safety.
RTT waiting times in CAMHS – actions have been completed as per the last board report
and there has been an improvement in the overall performance in August.

Adult mental health (AMH)
1. RTT
Waiting times for psychological therapies continue to be above expected levels due to a variety
of factors including increases levels of demand, vacancy rates, long term sickness and
maternity leave.
Target
>95%
Waiting

Q3

Q4

Apr-16

91.2%

93.9%

93.9%

May16
91.8%

Jun-16 Jul-16
87.9%

82.1%

Aug16
80.9%

Mitigation plans
3

The directorate has agreed a recovery plan with the Trust Board and begun to implement the
actions. It is anticipated that waiting times will improve from October (November reporting).
The action plan includes:
• Reduced vacancy rates – a number of new staff are due to start in October
• Maternity leave cover will now be extended to 18 months using vacancy underspend and
maternity cover funding scheme. This will ensure that maternity leave does not reduce
capacity as the therapist winds down her caseload.
• Modelling demand and capacity – in October, the IAPT business manager will support
clinical leads in all psychological therapy services to model demand and capacity using
IAPT methodology (length of stay, group capacity, step up rate, and demand by
modality). Using this data the appropriate number of groups, treatment packages, core
interventions (low intensity interventions) can be agreed.
• Increase the number of trainees from Sept 2017
2. Bed occupancy
Following the CQC inspection, a detailed action plan has been developed to reduce the
pressure on bed occupancy. The aim of the action plan is to achieve:
1. No mixed sex breaches
2. Beds are kept open for patients for 24 hours from point of leave or AWOL
3. Patients are admitted to a bed within their borough
4. No patients will wait on a ward without a bed
Inpatient Occupancy against Commissioned Beds (CCG)
140%
130%
120%
110%
100%
90%
80%
70%
60%
50%

Inpatient Occupancy
(CCG) Discounting Leave
CCG Bexley

Aug-16

Jul-16

Jun-16

May-16

Apr-16

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Inpatient Occupancy
(CCG) Discounting Leave
CCG Bromley
Inpatient Occupancy
(CCG) Discounting Leave
CCG Greenwich

UEA usage dropped in September.

4

3. Financial management
A detailed action plan is now in place and managed through routine financial recovery
meetings with modern matrons and ward managers with progress monitored by the
Directorate FRP group.
Bank and agency spend has reduced however over spend has increased. In June and July
(£77k and £70k respectively) of non-recurrent support was used to support the position
(actual variance was £245k and £145k respectively).

Adult learning disabilities services
1. Atlas House
The directorate is making good progress to fill beds with non BBG patients. Discussions
continue with South London Forensic Partners to progress discussions around reproviding
part of Atlas House into ALD low secure. A decision on the future viability of Atlas House will
be made by the end of the financial year.
2. Queen Mary Hospital move
Bexley community learning disability is moving to the newly refurbished team base in QMH
on 3 October. The work to move the Bromley team continues and it is hoped that they will
move to QMH in November.

Forensic & prison services
Nursing vacancies
The directorate continues to experience pressures to recruit nurses albeit with a marginal
improvement in our inpatient services and primary care services at HMP Thameside.
5

Within the Bracton Centre, the position has slightly improved over the last month, with an
overall vacancy rate of 18%. For band 5 nurses the vacancy rate is 30%. The positive
movement is as a result of new HCAs, with some band 5s joining following qualification.
The directorate has a planned recruitment day on 30 September. Eighteen individuals have
been invited for interview (17 RMNs) many of whom already are qualified and looking for a
new opportunity.
Overall the position in the Greenwich prison cluster continues to improve, with the exception
of pharmacy. As previously reported, we have stopped the use of agency nurses in Isis and
most of Belmarsh prisons (with the exception of unplanned constant watches), and in
Thameside the use of agency is restricted to primary care only. This position has been
supported by the recent enhanced nurse bank rate, which has been extremely well received.
Mitigation plans
•
It is hoped that the impact of the Trust initiative with a local Housing Association
offering affordable accommodation will attract staff from outside of the area.
•
The Nursing directorate, supported by HR are considering apprenticeship schemes for
entering nursing
•
The director and service managers continue to meet monthly to monitor recruitment.
•
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.

6

Children and Young People’s Services
Public Health Services (Health Visiting and School Nursing)
Greenwich 0 to 19 integrated public health services, service commenced on 1 September,
for a contract to March 2020. Five super clinics in each of the 5 Children’s centre areas
opened on the same day. Staff moves to 5 bases from 11 have started and will be complete
by end of November.
School aged immunisation services in Bexley previously delivered by Bexley Universal
services have been awarded to Hounslow and Richmond following a tender process which
we were not able to enter unless as a prime contractor for several boroughs.
Public health services tender applications in both Bromley and Bexley are expected in the
next two weeks. Both will be with significant cost savings particularly within the 5 to 19
school nursing provision in Bexley.
We are working with CAMHS to submit a perinatal mental health bid response by mid
September.
We had a team of 12 nurses providing an interactive healthy eating session at this years
AMM.
We have another successful award of Queens nurse in our Greenwich school nurse team,
Frances Adam.
CAMHS
Bromley CAMHS
LB Bromley has withdrawn (in December 2014 and April 2016) all funding from Specialist
CAMHS in Bromley resulting in a 22% reduction in clinical staffing. Since December 2014,
there has been an increase of 12% in demand and the service delivered 35% clinical output
beyond service capacity. The CCG agreed with our proposal to fund an additional 5.6 (wte)
clinical posts, using Transformation Plan funding. We are now recruiting to those posts.
The CCG is currently engaged in a broad stakeholder consultation which will shape a new
strategic plan for children and young people services for emotional wellbeing and mental
health. It is possible this may lead to changes in service specifications and or a procurement
process.
Greenwich CAMHS
The service has completed the final stage of mobilisation following the successful
procurement process in 2015. Of note, the service negotiated an extensive clinical in-reach
service in which CAMHS clinicians from the MDTs in-reach to children’s social care teams,
the YOS, schools and children’s centres. We plan to review and audit the impact of the
clinical in-reach during the Autumn term, but initial indications are that the service is highly
valued and has established a presence across a broad range of community services.
Specialist Children’s Services
Bexley specialist children’s services have now moved into the new Acorns unit on the Queen
Mary’s Site. The move and the fit of services has gone well.
Bexley Speech and Language Service

Catering staff at Colyer’s Special School 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
SLT has trained the catering staff in the use of symbols and Nicky Teoh is teaching sign
language for the lunch menu for the catering staff to use with the pupils

Greenwich Speech and Language Service
The Speech and Language Therapy team worked with Autism Outreach to successfully
complete the Autism Education Trust standards at an ‘established’ level. This is a guide for
schools to best support children with Autism Spectrum Disorder within an educational
setting. This may include implementing a new practice, initiating a new school policy or
completing direct interventions with the children.
The Therapy and school team will share their experiences with other schools to offer an
opportunity for the standards to be rolled out in other settings.
Bluebell Summer Party
The team at Bluebell had a very successful Summer Party with 15 children and families
attending. This year children staying at Demelza (Children’s Hospice) on the Wensley site
also joined in. Children and families all enjoyed the day which included an entertainer,
numerous activities and a visiting ice cream van which was enjoyed by all!
Music Therapy
Transitions work within Willow Dene School, led by Nicolette O'Neill, for their new secondary
provision has involved working with the students to compose their very own song about
being in year 7. The students will take this song into their secondary provision and the
therapists will continue to develop the song with the students incorporating their ideas and
experiences in the new stage of their educational life.
Music Therapy also provided an important aspect of the input at the Speech and Language
therapy transition summer group and the young people chose to work on the song "Once I
was seven years old".
Sarah Hadley has written a chapter for a book entitled "Collaboration and Assistance in
Music Therapy" which will be launched in December 2016. Her chapter "Who Knows me
Best?" is an overview of her 30 years of practice embedded within the community setting as
well as describing whole service clinical collaborative working model for the Oxleas Music
Therapy Service.
Whole School Training
Following discussion with the Head of Willowdene School, Kate Medhurst devised a training
programme for September to update staff in the management of:
• Asthma
• Epilepsy
• Giving Medication
• Enteral feeding -this included naso- gastric ,gastrostomy and Jejunostomy feeding

•
•

Emergency Buccal Midazalone
Management of Shunts

The Head Teacher emailed the team to say “a massive thank you for the training this
afternoon. It worked really well and provided such high quality training all areas. We feel
very positive about this move”.

Board of Directors
6th October 2016
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Quality Committee Report

Item from

Steve James, Non Executive Director
Ify Okocha, Medical Director
Trust Quality Objectives Progress Report

Attachments
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Summary and Highlights
This Quality report provides the August 2016 update on the following areas:
• Quality Committee’s report against the 6 priorities
1. Key exceptions from the Integrated Dashboard (REDS)
Quality Committee Indicators:
There are no red Quality Committee indicators to note on the integrated dashboard
2. Quality Committee Indicators
The enclosed Quality report provides a highlighted summary against the 6 quality objectives
1. Our patient promise
2. Family and Carer/Support Network Involvement
3. Personalising care planning
4. Patient safety first
5. Evidence based/best practice
6. Clinical outcomes

Recommendations
For the Board of Directors to note.

Trust Quality Objectives
Progress report
Dr Ify Okocha
Medical Director, Trust Quality Lead
October 2016

Oxleas Quality Overview – August 2016/17
Overview
Month

June

July

August

Total no of patients open to Oxleas

153,120

152,167

150,051

Total no of patients seen in the reporting month

31,926

29,957

29,049

Total no of patients discharged in the reporting
month

12,516

14,038

12,077

Total no of patients referred

-

10,707

10,465

Patient Experience
No of patients giving feedback in the reporting
month (July/August data)

1,966

1,923

1,639

No of patients who have complained in the reporting
month

21

23

25

No of patients who have given compliments in the
reporting month

120

147

99

Friends & Family Test

89%
3%

83%
4%

87%
3%

– Recommend
– Not

Recommend

Patient Safety
No of Incidents (1-3)

1235

1181

1,044

No of Serious Incidents - Level 4

3

4

2

- Level 5

1

1

0
2

Oxleas caseload – August 2016/17
We see 20% of BBG Population

Frequency of contact with Oxleas
Clinicians in August

3

Proportion of caseload seen in August 2016

F&P

OPMH

CYP

AMHLD

ACH

In Contact

201 (67%)

1846 (47%)

8656 (8.6%)

4580 (49%)

13766 (39%)

Caseload

298

3924

101090

9277

35462

Objective 1 – Our Patient Promise

Quality Objectives

Quality Objective 1:
Ensure we meet our
patient promise

Quality Objective 2:
Ensure we involve
families, carers and
people important to our
patients

Quality Indicators
To ensure 90% of patients surveyed are reporting that their
carer/family has been supported
To ensure 90% of patients surveyed are reporting that they have
been provided with enough information about their care and
treatment
To ensure 90% of patients surveyed are reporting that they have
been involved in decisions about their care and treatment
To ensure 90% of patients surveyed are reporting that staff
treated them with dignity & respect
To ensure 90% of patients surveyed are reporting that they
would recommend our services to friends and family if they
needed similar care and treatment
To ensure that less than 5% of patients surveyed are reporting
that they would not recommend our services to friends and
family if they needed similar care and treatment
To ensure 90% of patients surveyed are reporting that they have
been helped as a result of the care and treatment they have
received
Number of formal complaints received
Number of informal complaints received
90% of complaint responses closed within 30 days
90% of actions completed on Datix
Number of young carers identified
Number of patients with the engagement tool completed on RiO

May 2016
89%

June 2016
91%

July 2016
88%

Aug 2016
90%

98%

97%

96%

97%

97%

95%

94%

95%

99%

99%

99%

99%

92%

89%

83%

87%

2%

3%

3%

3%

94%

93%

93%

95%

21
9
55%
81%

20
10
50%
76%

18
7

13
12

*

Objective 2 – Family & Carer Involvement
• Ongoing roll-out of Support Network Engagement Tool to identified
services
• Website for Young Carers in development – aim for October 2016 go-live

Objective 3 – Personalised Care Planning
Rule of effective personalised care planning
1

The care planning process starts at first contact, initial appointment or on admission. It should clearly identify care
needs, agree goals taking into account what matters to the service user and begin to address clear risk
management for identified risks

2

The service user, their family and/or their support networks should be engaged collaboratively in the care planning
discussion.

3

If the service user lacks capacity, established by undertaking a capacity assessment, then a best interest
assessment should be undertaken to determine the capacity of the client.

4

The care plan is the core document for care delivery for each service user and is supported by assessment tools.
The information contained within it should ensure that holistic, safe and effective care is provided.

5

Each Service user should have only one active multidisciplinary care plan in place. Clinical staff are responsible
for the elements that they input into the care plan.

6

The working care plan should be in place once the initial assessments have been completed and updated
following subsequent assessments.

7

8

The care plan should use language that the Service user understands with no abbreviations or use of jargon.
The care plan should record the agreed goals, interventions including risk management plans, the service users
and or their support networks view and an agreed review date.

Rules of effective personalised care planning cont.
9

A plan for discharge must be discussed with the service user, their family and/or support network and drawn up
as soon as possible after referral or commencing treatment with the service/team.

10

The care plan remains a live document and should be reviewed and updated at any time the service user’s
wishes or care needs change, or as goals are achieved.

11

Clinical staff are accountable for ensuring that care plans are reviewed within set time periods. At a maximum,
review of the care plan should not exceed 6 months.

12

The care plan should be offered or made available to each Service user and/or their support network, in a
format that they can understand.

13

The progress notes should not be used as a substitute to record the care plan.

Objective 3 – Personalised Care Planning
• Personalised care planning policy agreed at the 27th September
Strategic Care planning group meeting
• Servelec have confirmed that Care planning CH and Care
Planning MH can be merged without clinical risk . This will
happen on the 12th of November.
• AMH CEG setting up a multi professional care planning strategic
group with service user input to oversee directorate
improvement.
• Care Planning Audits for identified risks and service user
involvement to commence on the 3rd of October.
• ACS directorate to hold a collaborative personalised care
planning event with Year of Care on 29th of November

Objective 4 – Safety First
Quality Indicators

Service Area
applicable to

Apr-16

May16

Jun-16

July -16

Aug
2016

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

Mental Health
Services

96%

99%

99%

97%

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

Mental Health
Services

no data

98%

97.5%

97%

Maintain no incidences of MRSA bacteraemia cases (QSIP)

All Oxleas Services

100%

100%

100%

100%

100%

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

All Oxleas Services

100%

100%

100%

100%

100%

To ensure 80% of staff are compliant with level 1 safeguarding children
learning expectations

All Oxleas Services

98%

98%

98%

98%

100%

To ensure 80% of staff are compliant with level 2 safeguarding children
learning expectations

All Oxleas Services

95%

95%

95%

96%

100%

To ensure 80% of staff are compliant with level 3 safeguarding children
learning expectations

All Oxleas Services

90%

90%

90%

89%

To ensure 80% of staff compliant with safeguarding adults learning
expectations

All Oxleas Services

98%

98%

98%

98%

Mental Health
Services

97%

96%

96%

97%

97.8%

All services

100%

100%

100%

100%

100%

91%

92%

91%

93%

93%

Ensure 95% of clients on CPA have a recorded crisis plan on RiO. (QSIP)
To ensure that there are no avoidable grade 4 pressure ulcers
To ensure that above 95% patients are harm free in safety thermometer
(Harm free care SU2S)
To ensure that 85% of deteriorating patients are escalated as per MEWs
protocol (Harm free care SU2S)**

Community and
Older adults
All inpatient
services

97.5%
100%

Quarterly
audit

To ensure that 100% of patients and families receive a duty of candour letter
within 10 days of incident*

All services

7/9

4/5

3/4

0/2

1/1

To ensure 100% CAS alerts are closed within 28 days (Safety Compliance)

All services

100%

82%

100%

100%

100%

To ensure that 100% of incidents are reported to NRLS within 28 days (Safety
compliance)

All services

90%

100%

100%

100%

100%

To ensure that all RCA investigations are completed within 60 days to CCG
45 day internal (Safety compliance)****

All services

11%

0%

33%

0%

0%

To ensure that we meet the trajectory for training 80% staff in level 2
PREVENT by 2017/18 (Safeguarding adults)***

All services

0%

0%

0%

0%

0%

Objective 5 – Evidence Based/Best Practice
Jul-16

Aug-16

2016/2017
Target

Jun-16

Clinical
Effectiveness

2016/2017 Performance

May-16

Mental
Health

Indicator
Code

Apr-16

Quality
Service Type
Domain

CE4.1MH

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

84.7%

84.7%

85.5%

89.9%

86.3%

80%

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

99.4%

99.0%

99.6%

99.4%

100.0%

95%

92.3%

100.0%

84.2%

92.3%

90%

95.6%

94.6%

97.3%

98.0%

95%

0.0%

94.9%

97.5%

96.0%

95%

98.0%

93.0%

90.9%

100.0%

99%

Mental
Health

Clinical
Effectiveness

CE5.1MH

Community
Health

Clinical
Effectiveness

CE1.1 CH

Community
Health

Clinical
Effectiveness

CE1.2 CH

Community
Health

Clinical
Effectiveness

CE1.3 CH

Community
Health

Clinical
Effectiveness

CE1.4 CH

Full Description

ACS: Patients with COPD referred for
pulmonary rehab to be screened for anxiety 78.6%
and depression.
C&YP (Universal) Babies discharged from
95.4%
hospital to have received a new birth visit
by 14 days of birth.
C&YP (universal): Completion of one year
100.0%
checks by 14 months
C&YP (Specialist):Audiology - Percentage of
100.0%
patients waiting under 6 weeks for a
diagnostic assessment

Objective 6 – Clinical Outcomes
Percentage of discharged patients with a pair of scores continues to
increase.

Board of Directors
6th October 2016
Agenda item

Care Quality Commission Update

Item from

Ben Travis, Chief Executive
Ify Okocha, Medical Director

Attachments

Front sheet only

Item
Enclosure

8
7

Summary and Highlights
CQC Quality Summit
The Quality Summit took place on the 29th of September 2016 where the CQC Head of Inspection
Pauline Carpenter presented key findings from the inspection and Ben presented the Trust
response to those findings.
The 2nd half of the event was chaired by NHS Improvement and focused on what support the trust
can get from our commissioners and key stakeholders on meeting the pressures on beds.
CQC Action Planning
Our priority since publication of the core service reports is on action planning and ensuring we have
plans in place to meet the requirement notices and breaches in regulations. Specific focus has been
on the ‘must’ actions requirement notices and the AMH Inpatient, Crisis, Forensic & Prisons and CYP
Community core services have presented their action plans to the oversight group for discussion
and agreement. Directorates have also been tasked to have plans in place for the ‘should’ actions.
The trust has been given one month following the quality summit to submit its action plans to CQC
for review and monitoring. A meeting will be held with the London inspection team in December
2016 to discuss our progress in meeting the actions set.
10 key principles have been agreed for the Acute Inpatient Services to ensure we are compliant at
re-inspection and the trust Bed Management Policy will be revised to reflect these principles.
It’s also been agreed that the Board will receive the following metrics monthly. These will be
monitored by the Executive Team and Michael Witney will visit wards weekly to check assurance.
a. How long patients are kept waiting for a bed. Measure against 2 hour slots, ie 0 to 2 hours; 2
to 4 hours; 4 to 6 hours; 6 to 8 hours; over 8 hours.
b. Number of breaches of the principles.
c. Bed occupancy by community consultant.
All directorates have been asked to ensure that risks raised in the CQC reports are included in
directorate risk registers.
CQC Regulation – Requirement to display ratings
Following our CQC inspection and the publication of our final inspection reports on 13 September
2016, we are required to display our ratings at Pinewood and in both inpatient and community

settings. We have up to the 4th of October to display. This regulation also applies to displaying our
rating on the Oxleas website.
Ratings are to be displayed at the main entrance to premises where we provide services in relation
to a regulated activity. Additionally, where some patients may not have access to the main
entrance, for example a locked ward, the ratings will be displayed on a notice board in the ward.
A programme has been put together, led by the Quality and Governance team, to facilitate the
display of ratings. The majority of inpatient units already have ratings displayed and community
teams will have their ratings displayed by the 4th of October.

Recommendations
For the Board of Directors to note.

Board of Directors
6th October 2016

Item 9
Enclosure 8 a&b

Agenda item

Risk Committee report

Item from

Jo Stimpson, Non Executive Director

Attachments

a) Corporate Risk Register
b) Risk Management and Legal Services Annual Report 2015-16

Summary:
Corporate Risk Register and Board Assurance Framework

The Risk Committee met on 20 September 2016. Changes to the Corporate Risk Register and Board
Assurance Framework are as listed below.

Changes to existing risks
1196: Bed Management – there is a risk that inpatient demand will continue to be above available
capacity with patients waiting for a bed which will effect patient experience
This risk was increased to a significant (25) risk in light of this being the highest priority action from the CQC
inspection report. A number of short term actions have been agreed including freeing capacity by 3 pm
each day, additional beds commissioned from ELFT, increased scrutiny and senior management oversight.
Long term solutions include exploring options for a 24/7 Home Treatment Team and considering opening an
additional ward at Green Parks House.
1164: The National Quality Board has set clear responsibilities for trusts in relation to ensuring safe
staffing levels. There is a risk that relying on data of average fill rate of planned and actual shift cover for
registered and unregistered staff that areas of concern may be masked so we are not always able to
identify areas to focus on
This risk has been reduced from a moderate (9) risk to a moderate (6) risk in light of the progress made
against the action plan
1182: If the Trust were to receive an outcome of ‘requires improvement’ or ‘inadequate’ from a CQC
inspection, this would impact on the Trust’s reputation and could also trigger a governance concern
under the Monitor Risk Assessment Framework
This risk has been closed and replaced with three new risks as listed below.

New risks

Six new risks were agreed for escalation to the Corporate Risk Register
1463: There is a risk that the trust may not implement all actions in readiness for CQC re-inspection by
Spring 2017. This means that the trust would not be able to turnaround the rating from 'requires
improvement' to ‘good’.
This has been opened as a new risk to replace risk 1182. The initial proposed risk rating is consequence = 5,
likelihood = 2, risk rating = HIGH (10). The likelihood rating of 2 is proposed as the trust is confident it can
achieve the action plan. This will be mitigated through a detailed and closely monitored CQC Action Plan.
1464: There is a risk that the CQC do not find sufficient evidence to award an outcome of ‘good’. This

Summary:

means that the trust would remain at the rating of "requires improvement" until at least the next full reinspection.
This has been opened as a new risk to replace risk 1182. The initial proposed risk rating is consequence = 5,
likelihood = 3, risk rating = SIGNIFICANT (15). The likelihood rating of 3 is proposed the re-inspection will be
a challenging process and we cannot easily predict how the CQC will approach this. This will be mitigated
through a detailed and closely monitored CQC Action Plan an remaining in contact with the CQC to
understand the re-inspection process.
1465: Following the outcome of 'requires improvement' from the CQC inspection of April 2016, there is a
risk that this will impact on the reputation of the trust. This could impact on staff morale and also on our
position regarding income generation opportunities and bids/tenders.
This has been opened as a new risk to replace risk 1182. The initial proposed risk rating is consequence = 4,
likelihood = 3, risk rating = HIGH (12). The likelihood rating of 3 is proposed, as although our stakeholders
are supportive, the longer term effects of the rating are not yet clear. This will be mitigation through
communication with staff and stakeholders and highlighting the numerous positive findings in the reports.
1451: There is a risk that the trust could be prosecuted and convicted under the Health and Safety at
Work Act, following the incident at the Bracton Centre on 17 July 2016. This could impact on the
reputation of the trust and also result in financial penalties
This has been opened a new risk following the HSE investigation into the incident at the Bracton Centre.
Although we have complied with the improvement notice, the risk of prosecution under the Health and
Safety Act remains. To mitigate this risk, the trust continues to co-operate with the investigation and has
also taken legal advice.
1452: The HSE investigation into the incident at the Bracton Centre found that our violence and
aggression risk assessment for Burgess was not sufficient. There is a risk that the risk assessments for
other services may not be adequately completed or actioned, impacting on the safety of staff, patients
and visitors
This has been opened in response to the HSE improvement notice. If the trust does not implement this, and
a similar incident were to re-occur, there would be significant consequence for the trust. A new risk
assessment template has been developed in response to this and will be implemented Trustwide.
1466: If ligature risks are not identified and acted on, there is a risk to patient safety through self-harm or
suicide.
This has been opened in response to the CQC requirement notice as an action to be implemented across all
mental health services. Initial proposed risk rating is consequence 5, likelihood = 3, risk rating = significant
as the CQC highlighted this as a safety concern across a number of core services. A ligature risk
management group has been established to oversee implementation of the new risk assessment tool.

Local risk registers – CQC requirement

The Risk Committee also agreed a proposal to implement local risk registers, as required by the CQC. This
will be piloted in the AMHLD directorate in October 2016 before being rolled out Trustwide by December
2016.

Service Directorate risks

The Risk Committee received the risk register reports from the Adult Mental Health and ALD Directorate
and Children and Young People’s Directorate. Both services have opened a number of new risks in response
to the CQC requirement notices and have action plans in place.

Changes to existing risks
1196: Bed Management – there is a risk that inpatient demand will continue to
be above available capacity with patients waiting for a bed which will effect
patient experience
1164: The National Quality Board has set clear responsibilities for trusts in
relation to ensuring safe staffing levels. There is a risk that relying on data of
average fill rate of planned and actual shift cover for registered and unregistered
staff that areas of concern may be masked so we are not always able to identify
areas to focus on
1182: If the Trust were to receive an outcome of ‘requires improvement’ or
‘inadequate’ from a CQC inspection, this would impact on the Trust’s reputation
and could also trigger a governance concern under the Monitor Risk Assessment
Framework

Previous rating
(C x L)
SIG (16)
(4 x 4)
MOD (8)
(4 x 2)

MOD (6)
(3 x 2)
Decreased

MOD (8)
(4 x 2)

Closed and
replaced with
three new
risks

New risks
1463: There is a risk that the trust may not implement all actions in readiness for CQC reinspection by Spring 2017. This means that the trust would not be able to turnaround the rating
from 'requires improvement' to ‘good’.
1464: There is a risk that the CQC do not find sufficient evidence to award an outcome of ‘good’.
This means that the trust would remain at the rating of "requires improvement" until at least the
next full re-inspection.
1465: Following the outcome of 'requires improvement' from the CQC inspection of April 2016,
there is a risk that this will impact on the reputation of the trust. This could impact on staff
morale and also on our position regarding income generation opportunities and bids/tenders.
1451: There is a risk that the trust could be prosecuted and convicted under the Health and
Safety at Work Act, following the incident at the Bracton Centre on 17 July 2016. This could
impact on the reputation of the trust and also result in financial penalties
1452: The HSE investigation into the incident at the Bracton Centre found that our violence and
aggression risk assessment for Burgess was not sufficient. There is a risk that the risk
assessments for other services may not be adequately completed or actioned, impacting on the
safety of staff, patients and visitors
1466: If ligature risks are not identified and acted on, there is a risk to patient safety through
self-harm or suicide.

Recommendations

For the Board of Directors to note.

New rating
(C x L)
SIG (25)
(5 x 5)
Increased

New rating
(C x L)
HIGH (10)
(5 x 2)
SIG (15)
(5 x 3)
HIGH (12)
(4 x 3)
HIGH (12)
(4 x 3)
SIG (15)
(5 x 3)
SIG (15)
(5 x 3)

Corporate Risk Register and Board Assurance Framework - as at 22 September 2016
ID

Description

Responsible Group Handler

Opened

1196

Bed Management – there is Directorate Senior Dimond, Mr Iain 30/09/2013
a risk that inpatient demand Management Team
will continue to be
above available capacity with
patients waiting for a
bed which will effect patient
experience

Consequence Likelihood
(current)
(current)

Rating
Risk level
(current) (current)

Last review
date

Review date Mitigation

Due date

Critical (5)

25

15/09/2016

15/12/2016 Development of inpatient demand recovery

31/12/2015 31/12/2015

Certain (5)

Significant

Done date

Risk level
(Target)
Moderate

Date target
rating to be
achieved
31/03/2017

Moderate

31/12/2016

Moderate

31/03/2017

plan including; bed management policy,
admission avoidance and crisis care strategies,
crisis care concordat implementation
New guidance issued and responsibility placed
with bed managers
Engagement with CCG crisis review and agree
action plan with the CCG and local authority

Short Term:

31/10/2016

•Free up a bed on each ward by 3pm using
additional capacity to allow for overnight
admissions and prevent patients waiting for a
bed using additional bed capacity commissioned
from ELFT
•Increased scru+ny through development on
RiO to report on bed waiting times
•Visit NELFT, ELFT and SWLSG to review bed
management best practice, particularly how
patients are supported when waiting for a bed,
and develop options appraisal following
benchmarking
•Develop senior clinical leadership around bed
management and out of office hours admissions
– all admissions without a bed to be referred to
SPR for review
•Development of CORE24 to support improved
decision making – implement Bromley and
secure funding from Bex / Greenwich
•Next day HTT follow up clinic
•Increased commissioned beds from Bromley
•Increased bed numbers in GPH and OH (3 on
each site)
•Reduced DToC – working with local authori+es
and CCGs to reduce delays that slow down
through put

Long Term:

1451

1466

Evans, Mrs
Rachel

12/09/2016

If ligature risks are not
Trust Patient Safety Evans, Mrs
identified and acted on, there Group
Rachel
is a risk to patient safety
through self-harm or suicide.

20/09/2016

There is a risk that the trust
could be prosecuted and
convicted under the Health
and Safety at Work Act,
following the incident at the
Bracton Centre on 17 July
2016. This could impact on
the reputation of the trust
and also result in financial
penalties

Health and Safety
Committee

Major (4)

Possible (3) 12

High

12/09/2016

07/12/2016 This will be mitigated by continuing to co-

31/12/2016

operate with the HSE investigating and ensuring
appropriate legal support. An appropriate
communications plan will also be put into place
to respond to any media interest.

Critical (5)

Possible (3) 15

Significant

20/09/2016

Page 1 of 6

15/11/2016

ID

Description

1294

NHS Greenwich CCG faces
Trust Business
significant financial challenges Committee
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. Level of
efficiency savings required on
16/17 Greenwich contracts
are substantially higher than
previously anticipated and
this may alos impact in 17/18

Thind, Mrs Jazz 04/03/2016

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

Thind, Mrs Jazz 01/11/2011

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

Thind, Mrs Jazz 21/07/2015

1216

1217

Responsible Group Handler

Opened

Consequence Likelihood
(current)
(current)

Rating
Risk level
(current) (current)

Last review
date

Review date Mitigation

Due date

Major (4)

16

19/07/2016

20/12/2016 Ensure local efficiencies are linked to

30/09/2017

Moderate

Date target
rating to be
achieved
31/03/2017

31/03/2017

Moderate

31/03/2017

31/03/2016 05/07/2016

Moderate

30/11/2016

Likely (4)

Significant

Done date

Risk level
(Target)

decommissioning
Parity of Esteem argument being used to
protect MH contracts

Major (4)

Possible (3) 12

High

19/07/2016

20/12/2016 The Trust is continuing to strengthen its
relationships with Commissioners and GPs in
order to ensure that it is in a position of
influence and also identify threats/
opportunities early.
We are actively engaged in cross sector work
and looking at opportunities to provide systems
leadership
Greater transparency of CRE plans with
commissioners to highlight consequences on
services of reduced funding
Clearer with Commissioners that efficiencies
above the national requirement will mean look
at decommissioning

Major (4)

Possible (3) 12

High

19/07/2016

20/12/2016 All managers are tasked with reviewing all
agency staff working in their areas as a matter
of priority, and the correct process for booking
and authorising agency staff has been reenforced.

Monitor guidance is being adhered to and SLAs 31/03/2016
continue to be reviewed inorder to ensure
agreements tie up with rate cap with defined
expectations on accountability and compliance.
Ongoing monitoring of usage of off-framework
agencies and non-compliance with rates set out
in Monitor guidance.

05/07/2016

Staff who have been unsuccessful in their
30/06/2016
application for substantive posts are considered
for recruitment to the Trust Ban

05/07/2016

Task force set up and sign off of invoices
escalated to senior management levels

30/06/2016 05/07/2016

Additional resources deployed to support staff 30/06/2016
in setting up rosters and using the system
effectively to ensure greater understanding the
capability of e-rostering as an effective staff
planning tool

This is an area of focus for the Trust Board and
action plans and updates are now regularly
scrutinised
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05/07/2016

30/06/2016 05/07/2016

ID

Description

Responsible Group Handler

Opened

Consequence Likelihood
(current)
(current)

Rating
Risk level
(current) (current)

Last review
date

Review date Mitigation

Staff who have been unsuccessful in their
application for substantive posts across all
professions are considered for recruitment to
the Trust Bank.

Due date

Done date

Risk level
(Target)

Date target
rating to be
achieved

Moderate

31/03/2017

Low

31/12/2016

30/09/2016 05/07/2016

Greater focus and monitoring of bookings
supported by bank staff and where this has not
been possible, understanding why this is the
case.
Agreed agency monitoring process. Tier system 01/04/2016
set up, task force regime avaiable to focus on
high spending teams/wards. Invoice sign off set
at a level that provides greater oversight.
Additional resources in place to support staff in 30/09/2016
setting up and scheduling rosters on a 6 week
cycle, and undertanding the capability of the erostering system as an effective staff planning
tool.

05/07/2016

05/07/2016

All mitigation actions identified for this risk have 31/01/2017
been implemented and are now embedded as
on-going controls. These include: reenforcement of processes for booking agency
staff; managers supported to improve rostering
practice on e-roster; adherence to NHS
Improvement caps and monitoring of offframework use; encouraging recruitment to
staff Bank; task force for service with high
agency spend; direct engagement of agency
staff to allow recovery of VAT.

1177

1166

Not achieving the savings as a Trust Business
result of reductions in
Committee
contract values would have a
negative impact on the
recurrent deliverability of our
operational financial plan and
raise questions about our long
term sustainability.

Thind, Mrs Jazz 22/10/2014

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

Hart, Mr Simon 21/07/2015

Trust Workforce
and Learning
Development
Committee

Major (4)

Possible (3) 12

High

19/07/2016

20/12/2016 All services asked to create plans for 16/17 and 30/06/2016
beyond

Major (4)

Possible (3) 12

High

19/07/2016

21/09/2016 Modern Matrons to be responsible for signing
off rosters and requests for agency staff.
Increased senior management oversight for
teams that have high agency staff usage.
The local induction checklist modified to ensure
that managers are prompted to take action
where poor performance or conduct is noted.
Temporary staff included in supervision
arrangements - Staff on long term placements
(ie more than three months) are treated as
substantive staff and should receive supervision
every six weeks and this is recorded on NHS
Learn
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31/12/2016

ID

Description

Responsible Group Handler

1213

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

Trust Workforce
and Learning
Development
Committee

Hart, Mr Simon 18/02/2014

Not all staff receive a
supervision session at least
every six weeks as set out in
the trust Supervision Policy.
This may prevent
performance issues from
being identified and followed
up in a timely manner

Trust Workforce
and Learning
Development
Committee

Hart, Mr Simon 28/03/2012

1235

1212

1220

1167

Directorate Senior
Numerous benefits in the
Management Team
Project Business Case may
not be fully realised or
measurable until at least 6
months
live.
This
CDG01 -post
Datago
may
be entered
Clinical Data
into the RiO system late or
Governance Group
data may be missing leading
to inaccuracies in Trust KPIs
and other metrics. This may
affect our Monitor Risk Rating
for Governance and invite
further scrutiny of metrics
included in Monitor’s Risk
Assessment Framework

Opened

Consequence Likelihood
(current)
(current)
Major (4)

Rating
Risk level
(current) (current)

Possible (3) 12

High

Last review
date

Review date Mitigation

Due date

19/07/2016

21/09/2016 On-going recruitment activity to target specific

31/12/2016

Low

Date target
rating to be
achieved
31/12/2016

31/07/2016

Moderate

31/07/2016

30/09/2016

Low

31/07/2016

Low

31/03/2016

Moderate

31/03/2017

Done date

Risk level
(Target)

areas. A number of solutions are being
explored to promote Oxleas as an employer of
choice, with initiatives to attract and retain high
calibre staff
•Key focus on recruitment of Band 5 nursing
staff and a range of schemes are being used to
incentivise staff to apply for these posts,
including an alternative pay scale for Band 5
nurses that is equivalent to agency rates. Staff
accessing this offer will not be a member of the
NHS pension scheme. Instead the Trust will
directly pay staff the money that would have
paid into the NHS Pension Scheme on their
behalf.
•Student recruitment day November 2015. 20
student nurses offered posts conditional on
qualification. Further selection days planned for
January and February 2016
•Major recruitment campaign planned for
January 2016

Moderate (3)

Likely (4)

12

High

19/07/2016

21/09/2016 Raising awareness and training on recording
supervision

Furzer, Ms
Alison

Furzer, Ms
Alison

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

17/11/2015

Moderate (3)

Unlikely (2) 6

Moderate

17/05/2016

15/11/2016 Allocate benefits listed in Business case to
ownership of correct workstream lead

17/03/2015

Major (4)

Possible (3) 12

High

15/09/2016

Use surveys, and staff and patient experiences

30/09/2016

21/09/2016 Directorates and corporate teams will use the

30/11/2016

Validation Dashboard to check figures
submitted to Board of Directors on a monthly
basis. This dashboard will also record where this
activity has happened and act as assurance that
validation is taking place.
Integrated dashboards to be developed to drill
down to patient level information.

20/05/2014

Moderate (3)

Possible (3) 9

Moderate

17/05/2016

15/11/2016 •Building leadership skills within services to
support the implementation of new
technologies
•Reflect expectations in policies and procedures
•Use new technologies to support role redesign
•Recruit the right people with the right skills to
deliver the ICT strategy
•Clear communication of benefits to service
delivery
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31/03/2017

31/03/2017

ID

Description

Responsible Group Handler

1164

The National Quality Board
Nursing Executive
has set clear responsibilities Committee
for trusts in relation to
ensuring safe staffing levels.
There is a risk that relying on
data of average fill rate of
planned and actual shift cover
for registered and
unregistered staff that areas
of concern may be masked so
we are not always able to
identify areas to focus on

Opened

Wells, Mrs Jane 20/05/2014

Consequence Likelihood
(current)
(current)
Moderate (3)

Rating
Risk level
(current) (current)

Unlikely (2) 6

Moderate

Last review
date

Review date Mitigation

20/09/2016

15/11/2010 Put in place a procedure to ensure that a regular 30/09/2016

Due date

Done date

Low

quarterly review of the staffing against the
templates is completed by the Safer Staffing
Committee. This review should identify
situations where the baseline is not appropriate,
and temporary staff are systematically used to
meet safe staffing requirements. Regular review
should help establish a more accurate template
and baseline
A Standard Operating Procedure is developed
which should clarify available guidance and
roles and responsibilities of different staff
groups. This should then be used as part of the
future template reviews to ensure that
management are able to see risk arising from
inadequate staffing levels independently from
financial risk.

31/12/2015 09/03/2016

A threshold for variations in the ratio of
30/09/2016
registered to unregistered nurses from the
planned level is set, and that where variations
occur above this level, that appropriate review
of the actual outturn against the proposed plan
is conducted and, if required, care impact
assessments are completed.
Confirm with ward managers on a sufficiently
30/09/2016
regular basis that the planned staffing levels are
reasonable and that systems are designed and
put in place to monitor and adjust levels where
there are variances above set thresholds. We
recommend that where there is a significant
variance between actual and planned staffing
levels that action plans are put in place to
rectify this
Other medical professionals should be included 31/12/2016
within the template, and also be considered as
part of the quarterly reviews of the templates
Complete a level of analysis to understand
whether the reduction in staff across the Trust
which occurs at weekends is justified in all
cases. Consider whether the drop in nursing
staff at weekends is compensated for by an
increase in other healthcare professionals.

30/09/2016 08/09/2016

The Trust should consider reporting the top
31/12/2015
three themes within lower level incidents with
an analysis of incident numbers within each
theme. Initial discussions with management
have identified the three main themes as being
sleepovers, violence and aggression towards
staff and patient falls
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Risk level
(Target)

31/12/2015

Date target
rating to be
achieved
30/09/2016

ID

Description

1210

Processes for evidencing
Executive Team
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 reoccurrence not prevented

1160

1162

Responsible Group Handler

Opened

Wells, Mrs Jane 17/11/2015

Service users and carers may Trust Clinical
Okocha, Dr Ify
not always be sufficiently
Effectiveness Group
involved in the care planning
process. This means that they
may not effectively engage in
the care and treatment

Care plan interventions for
Trust Clinical
Okocha, Dr Ify
clients with identified risks
Effectiveness Group
are not always evident. This
means that clinical risks may
not always be managed,
impacting on patient
outcomes and safety

Consequence Likelihood
(current)
(current)
Moderate (3)

Rating
Risk level
(current) (current)

Possible (3) 9

Moderate

Last review
date

Review date Mitigation

Due date

20/09/2016

15/11/2016 The Executive Team have agreed the following

30/09/2016

Low

Date target
rating to be
achieved
30/09/2016

31/03/2017

Low

31/12/2016

Low

31/12/2016

Done date

Risk level
(Target)

actions to ensure that embedding learning is
taken forward
•Regular quality newsletters to highlight and
share learning
•Embedded learning events (trustwide and
local)
•Quality and Governance Managers to support
directorates with developing logs of embedded
learning
•Use of the Quality agenda at team meetings
which discuss incidents and complaints and how
to embed practice
•Additional administrative resource agreed

01/11/2012

Moderate (3)

Unlikely (2) 6

Moderate

12/08/2016

14/10/2016 Care planning transformation manager to
deliver face to face personalised care planning
awareness training sessions for teams to
support service user involvement in care
planning.

10/08/2015

Moderate (3)

Likely (4)

12

High

12/08/2016

Local CEG's to oversee improvement in each
directorate ensuring that care planning is
discussed on their Agenda.

28/04/2017

Revised policy and guidance by Care planning
transformation manager will support clinicians
practice and empower greater service user
involvement

31/10/2016

14/10/2016 Care planning training to be delivered by care

31/03/2017

planning transformation manager to include
care planning for identified risks and effective
recording on RiO

Team Managers and care plan leads to utilise
supervision checklist / care plan and risk
assessment audit tool to monitor compliance .
Question 4 asks' for medium to high risks is
there a corresponding care plan /care plan
letter?'
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Introduction
This report provides an overview of risk management activity for the year 2015-16. Part I provides an overview
of the risk profile at the start and end of the year. Part II describes changes to risk management processes
during 2015/16 . Part III gives an overview of legal services activity, covering claims management and legal
services expenditure.

Part I – Risk profile 2015-16 overview
1

Corporate Risk Register and Board Assurance Framework

The purpose of the Corporate Risk Register and Board Assurance Framework (CRR/BAF) is to describe the risks
that could impact on the achievement of our objectives and provide the Board of Directors with assurances
they are being effectively controlled. The Corporate Risk Register and Board Assurance Framework is a
standing item at every meeting of the Risk Committee and is reported to the Board of Directors at the Board
meeting immediately following each Risk Committee.

1.1

Corporate risk register profile at start, mid-point and year end

The tables and graphs below illustrate the number of risks on the Corporate Risk Register and Board Assurance
Framework at the start and end of the year, plus the mid-year position. These show that the highest risk
position was March 2016, when high and significant risks combined made up 55% of the overall risk profile
compared to 32% at the start of the year and 33% at the mid-point.
Corporate risk register – number of risks and % by level at start, mid-point and year end
Risk level
Low
Moderate
High
Significant
Total

No
0
13
4
2

April 2015
% of total
0%
68%
21%
11%
19

No
0
15
8
0

Sept 2015
% of total
0%
65%
35%
0%
23

March 2016
No
% of total
1
5%
8
40%
11
55%
0
0%
20

The scoring methodology below provides another means of illustrating this. Each risk level has been assigned a
weighting score on a scale of 1 to 4, which has then been multiplied by the number of risks. The highest
weighting score for significant and high risks combined was in March 2016.
Corporate risk register – risk weighting analysis
Risk level

Weighting score

Overall weighting
April 2015

Sept 2015

March 2016

Low

1

0

0

1

Moderate

2

26

30

16

High

3

12

24

33

Significant

4

8

0

0

Total score

46

54

50

Score for sig and high combined

20

24

33
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Corporate risk register – risk profile by number at start, mid-point and year end

Corporate risk register –risk profile by % at start, mid-point and year end
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1.2

Significant and high corporate risks

This section provided a more detailed analysis of significant and high risks on the corporate risk register.
1.2.1 Significant and high corporate risks at start of year and progress made in year
Both the significant risks were reduced to high risks. These were 1177 (achieving savings) and 1216 (reduction
in contract values). All high risks at the start of the year remained high at year end with the exception of 1218
(competitive tenders), which was reduced to a moderate risks and risk 3.4 (tender activity in the Children and
Young People’s Directorate), which was de-escalated from the Corporate Risk Register as it was felt that it was
adequately managed through the Children and Young People’s local risks register.
Risk rating (C x L)
Risk description
1213: 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

1333: There is a risk that Oxleas will lose services to
other providers during the tender process for
Bexley Prime Contractor, Greenwich CAMHS and
Greenwich Specialist Children’s Services. This
would result in significant financial challenges, both
within the C&YP directorate and at corporate level
1177: Not achieving the savings as a result of
reductions in contract values would have a
negative impact on the recurrent deliverability of
our operational financial plan and raise questions
about our long term sustainability

1216: There is continued pressure in the sector and
it is likely that commissioners will be attempting to
significantly reduce contract values to try to
mitigate the impact of funding reductions and cost
pressures associated with their financial position

1218: 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.

Year start
April 2015
HIGH (12)
(4 x 3)

Year end
March 2016
HIGH (12)
(4 x 3)


HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

De-escalated
Nov 2015

SIG (16)
(4 x 4)

HIGH (12)
(4 x 3)


Commentary
This was first identified as a risk in February 2014
and has remained a high risk due to the
challenges of recruiting and retaining staff in a
competitive environment. A number of initiatives
were taken forward to promote Oxleas as an
employer of choice, with a focus on Band 5
nursing staff. As at year end, recruitment
campaigns resulted in 80 offers being made.
However, vacancy rates remain high in adult
mental health and prisons healthcare, so this has
been retained as a high risk.
This was first accepted onto the Corporate Risk
Register in May 2014 due to the number of
strategically important tenders in the CYP
directorate. It was de-escalated in November
2015 due to progress made. This remains an area
of focus for the C&YP Directorate and is reported
to the Risk Committee twice a year as part of the
rotational reporting
This was first identified as a risk in October 2014.
It was reduced to a high risk by the Board of
Directors in May 2015 as the plan for 2015/16
was between the best and mid case scenarios.
Consideration had been given to increasing this
risk for 2016/17, but in the context of the
planning round, the trust is in a more favourable
position than previously envisaged

SIG (16)
(4 x 4)

HIGH (12)
(4 x 3)


HIGH (12)
(4 x 3)

MOD (8)
(4 x 2)

Tolerated
Jan 2016
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The Risk Committee has recognised this as a long
standing financial risk and is likely to remain at a
high rating during 2016/17.
This was first identified as a risk in November
2011. The Trust continues to strengthen its
relationships with Commissioners and GPs in
order to ensure that it is in a position of influence
and also identify threats/ opportunities early.
The Risk Committee has recognised this as a long
standing financial risk and is likely to remain at a
high rating in 2016/17.
This was first identified as a risk in November
2011 due to the volume of market testing. The
risk was reduced to a moderate risk in July as
commissioners looking at other models for
tendering services and was tolerated in January
2016.

Risk rating (C x L)
Risk description
1220: Data may be entered into the RiO system
late or data may be missing leading to inaccuracies
in Trust KPIs and other metrics. This may affect our
Monitor Risk Rating for Governance and invite
further scrutiny of metrics included in Monitor’s
Risk Assessment Framework

Year start
April 2015
HIGH (12)
(4 x 3)

Year end
March 2016
HIGH (12)
(4 x 3)


Commentary
This was first identified as a risk in March 2015, in
response to concerns about data accuracy. The
remained a high risk at year end, but it was
recommended that this should be re-worded so it
better reflects particular issues with the
understanding and adhering to the NHS
Improvement definition of the DTOC indicators.

1.2.2 Significant and high corporate risks escalated in year
Five new high risks were escalated to the Corporate Risk Register during 2015/16, all of which remain as high
risks at year end.
Risk description
1162: Care plan interventions for clients with
identified risks are not always evident. This means
that clinical risks may not always be managed,
impacting on patient outcomes and safety

1217: 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

1166: 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

Initial rating
and date

Year end
March 2016

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

May 2015



HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

July 2015



HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

July 2015



Commentary
Initially rated as a moderate risk, this was
accepted as a high risk on the Corporate Risk
Register in May 2015 as the annual Care Planning
Audit identified this as an area where more focus
is needed, particular for non-CPA/low risk service
users. A detailed care planning transformation
workplan was put in place to mitigate this risk,
including training and directorate level care
planning and engagement groups.
This was identified as a risk due to the concern
about the financial impact of high agency staff
usage. A task force was established to identify
services with the highest areas of spend and the
trust continues to ensure that agency caps are
adhered to. A number of incentives were put into
place to encourage substantive staff to undertake
Bank shifts, so as to reduce reliance on agency
staff.
This is linked to risk 1213 and 1166 and is also an
Integrated Dashboard exception, so would remain
on the CRR until resolved.
This was identified as a risk due to concerns about
the quality impact of agency staff. Induction
processes for temporary staff were tightened and
an audit was conducted by KPMG to ensure that
agencies are complying with NHS Employers
recruitment standards. A number of incentives
were put into place to encourage substantive staff
to undertake Bank shifts, so as to reduce reliance
on agency staff.
This is linked to risk 1213 and 1217 and is also an
Integrated Dashboard exception, so will remain
on the Corporate Risk Register/BAF until resolved.
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Initial rating
and date

Year end
March 2016

1221: 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

HIGH (12)
(3 x 4)

HIGH (12)
(3 x 4)

Oct 2015



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

HIGH (12)
(3 x 4)

HIGH (12)
(3 x 4)

Nov 2015



1235: Not all staff receive a supervision session at
least every six weeks as set out in the trust
Supervision Policy. This may prevent performance
issues from being identified and followed up in a
timely manner
1294: 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. Level of efficiency savings
required on 16/17 Greenwich contracts are
substantially higher than previously anticipated
and this may alos impact in 17/18

HIGH (12)
(3 x 4)

HIGH (12)
(3 x 4)

Jan 2016



HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

March 2016



Risk description

1.3

Commentary
This was identified as a risk due to high levels of
in-patient demand in Adult Mental Health
services, which had also been picked up by the
CQC. Mitigation actions included: development
of inpatient demand recovery plan including; bed
management policy, admission avoidance and
crisis care strategies, crisis care concordat
implementation; new guidance issued and
responsibility placed with bed managers;
engagement with CCG crisis review and agree
action plan with the CCG and local authority;
monthly Complaints review via PEG to ensure
patients experience is analysed and action plans
updated; admission diversion clinics. This remains
an exception on the Integrated Dashboard and
will remain on the Corporate Risk Register/BAF
until resolved.
This was identified as a high risk as it was felt that
more work needed to be embedded to show that
the trust learns from incidents and complaints.
This was reduced to a moderate risk in May 2016,
but will remain on the Corporate Risk Register
until there is further assurance from the CQC
inspection report and the outcome of a current
independent inquiry.
This risk was escalated to the Corporate Risk
Register in January 2016, to align as not all
services were achieving and sustaining the target
that 80% of staff must have recorded supervision
at least every six weeks.
This was identified as a high risk because 2016/17
negotiations have required £2.5m of in year
savings (£3.5m full year effect). Heads of Terms
agreement indicates future intentions on local
efficiencies. In May 2016, this was increased to a
significant risk.

Overview of all Board Assurance Framework risks as at year end

An overview of all risks on the Corporate Risk Register/BAF as at March 2016 is included as Appendix 1.
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2

Governance sub-group risks

Each governance sub-group is responsible for maintaining its own risk register. Progress against existing risks
and any new or emerging risks are reported to the Risk Committee as per the schedule below.
Standing item at every meeting
• Quality Committee
o Clinical Effectiveness Group
o Patient Experience Group
o Patient Safety Group
• Workforce and Learning Development Committee
• Information Governance Group
• Health and Safety Committee
• Emergency Planning, Preparedness and Resilience Group
Rotational reporting from September 2015 – each to be received twice a year
• Finance Risk Register
• Informatics Risk Register
• Estates and Facilities Risk Register

2.1

Governance sub-group risk register profile at start, mid-point and year end

The tables and graphs below illustrate the number of risks across all governance groups at the start and end of
the year, plus the mid-year position. As with the Corporate Risk Register, these show that the highest risk
position was March 2016, when high and significant risks combined made up 25% of the overall risk profile
compared to 11% at the start of the year and 24% at the mid-point.
Governance group risk registers – number of risks and % by level at start, mid-point and year end
Risk level
Low
Moderate
High
Significant
Total

No
4
63
6
2

April 2015
% of total
5%
84%
8%
3%
75

No
11
58
22
0

Sept 2015
% of total
12%
64%
24%
0%
91

March 2016
No
% of total
9
10%
57
65%
22
25%
0
0%
88

Using the same methodology as in section 1.1, the risk weighting score was equal as at September 2015 and
March 2016.
Governance group risk registers – risk weighting analysis
Risk level
Low
Moderate
High
Significant
Total score

Weighting score
1
2
3
4

Overall weighting
April 2015
4
126
18
8
156

Sept 2015
11
116
66
0
193

March 2016
9
114
66
0
189

Score for sig and high combined
26
66
66
Governance group risk registers – risk profile by number at start, mid-point and year end
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Governance group risk registers – risk profile by % of at start, mid-point and year end
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2.2

Significant and high governance group risks

This section provided a more detailed analysis of significant and high risks governance group risks.
2.2.1 Significant and high governance groups risks at start of year and progress made in year
Both the significant risks and three of the six high risks at the start of the year were also included on the
Corporate Risk Register. The commentary on these risks is included in section 1.2; these are:






1177 – Business Committee: Achieving CREs
1216 – Business Committee: Reduction in contracts values
1218 – Business Committee: Competitive tendering
1213 – Workforce Committee: Recruitment and retention
1220 – Informatics: Data accuracy

The other three high risks identified by governance sub-groups at the start of the year are summarised in the
table below.
Risk rating (C x L)
Risk description
1265 - Patient Experience Group: Complaints
investigations by services do not always meet
required quality standards. This means that
actions to address concerns may not be correctly
identified.

1237 - Safeguarding adults: Processes for the
application of the Mental Capacity Act (MCA) are
inconsistent. This means that patients may not be
treated under the appropriate legal framework, so
there is a risk of infringement of human rights

SGA5 - Safeguarding adults: The Trust has not set
requirements for the high level reporting of
safeguarding adults data. This means that there is
no central oversight of alerts and referrals so
trends may not be identified and addressed

Year start
April 2015
HIGH (12)
(3 x 4)

HIGH (12)
(4 x 3)

Year end
March 2016
MOD (6)
(3 x 2)


This was first identified as a high risk in January
2016 due to concerns raised about the timeliness
and quality of complaints investigations. The
Head of Patient Experience worked with
directorate colleagues to ensure investigations
and response letters are more robust. This was
underpinned by additional training.

HIGH (12)
(4 x 3)

The risk was reduced to moderate in September
2015 as there was good assurance that
improvements had been made. This continues to
be monitored by the Complaints Team.
This was first identified as a risk in May 2011 and
increased to a high risk in August 2014 as a review
of specific cases have found that people do not
always use or that they use the MCA incorrectly.
This is also a theme identified from CQC Peer
Reviews.



HIGH (12)
(3 x 4)

Commentary

CLOSED
Replaced with
risks 1240 and
1411
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This remained a high risk as at year end, but was
reduced to a moderate risk at the May 2016
meeting of the Safeguarding Adults Committee in
light of improved performance.
This was first identified as a high risk in May 2014
as there was no central process for collating
safeguarding adults data.
This has since been replaced with separate risks
relating to safeguarding adults leadership and
data collection systems for safeguarding adults

2.2.2 Significant and high corporate risks escalated in year
Five of the high risks identified in year were also escalated to the Corporate Risk Register. The commentary on
these risks is included in section 1.2; these are:






1162 – Clinical Effectiveness Group: Care plans linked to risk assessments
1217 – Business Committee : Financial impact of high agency staff usage
1166 – Workforce Committee: Quality impact of high agency staff usage
1210 – Executive Team: Embedding learning from incidents and complaints
1235 – Workforce Committee: Supervision uptake and recording

The other 15 high risks identified by governance sub-group during 2015/16 are summarised in the table below.
Initial rating
and date

Year end
March 2016

1247 - Patient Safety: The trust cannot provide
assurance that appropriate training in medical
devices is delivered in all directorates. If
equipment is used incorrectly, this may impact on
patient and staff safety
1248 - Patient Safety: If the Trust does not apply
the Duty of Candour consistently across the Trust,
then we will not be able to demonstrate that we
are applying the principles of transparency,
openness and honesty. This could impact on our
reputation and compliance with CQC requirements

HIGH (12)
(4 x 3)

MOD (8)
(4 x 2)

July 2015



HIGH (12)
(4 x 3)

MOD (8)
(4 x 2)

July 2015



1254 – Nursing Executive: If a bank nurse fails to
revalidate, then they are unable to practice. This
will impact on staffing levels which will impact on
quality and safety. This will possibly have a
financial implication if Agency Nurses are used as
this will be at an increased cost
1415 - ICT Strategy Group: Oxleas Rio is now
configurable locally, the previous central contract
meant this was managed by BT. The Trust now has
to introduce an ongoing process of managing
change, and then implementing it, which is highly
likely to need additional staffing resource.

HIGH (12)
(4 x 3)

LOW (4)
(4 x 1)

Oct 2015


Tolerated

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

Oct 2015



Risk description

1249 – Patient Safety: The trust may not embed
and sustain learning from serious incidents.
Recommendations and actions may not be
implemented and then reviewed after the action
plan has been signed off

HIGH (12)
(3 x 4)

HIGH (12)
(3 x 4)

Nov 2015



Page 11 of 32

Commentary
This was reduced to a moderate risk in January
2016 as all directorates had identified top 10
medical devices and development of
competencies was near completion.
Peer reviews found that not all staff were aware
of the Duty of Candour requirements. This was
reduced to a moderate risk in January 2016 as
compliance significantly improved. Audits are
carried out by patient safety team to check duty
of candour has been implemented where
appropriate. A duty of candour awareness video
produced. All staff received duty of candour
leaflets
This was identified as a short term risk before
nurse validation processes were embedded. By
year end, the risk was tolerated as monitoring via
e-roster identified that there were no significant
gaps in compliance.
The volume of existing requests for change to the
system and complexity of some of the
configuration work to make system changes.
Project funding is in place for 2016/17 to manage
changes required. This will be reviewed mid
2016/17.
This remained a high risk at year end but was
reduced to a moderate risk in May 2016.
Initially opened as a moderate risk in July 2015,
this was increased to a high risk in November
2015 as this was identified as a priority area for
the trust. Mitigation actions include a programme
of embedding learning events and additional
support in service directorates and further
development of the functionality of DatixWeb for
tracking and monitoring

Initial rating
and date

Year end
March 2016

1264 – Patient Experience: Processes for
evidencing learning from formal complaints are not
consistent across the Trust. This means that issues
may not be addressed and re-occurrence may not
be prevented

HIGH (12)
(3 x 4)

HIGH (12)
(3 x 4)

Nov 2015



1289 - Workforce Committee: Employment
agencies may supply agency staff who are not
compliant with NHS recruitment standards or
required standards of training, this may place
patients and other staff at risk

HIGH (12)
(3 x 4)

HIGH (12)
(3 x 4)

Nov 2015



1240 - Safeguarding Adults: If the Trust does not
ensure that there is sufficient senior oversight and
leadership for safeguarding adults, there is a risk
that the Trust will not meet its statutory obligations
under the Care Act and that patients will be at risk
of harm.

HIGH (12)
(3 x 4)

HIGH (12)
(3 x 4)

Dec 2015



Risk description

1270 - Health and Safety Committee:
Arrangements for ensuring the safety of lone
working are not always implemented and recorded
by teams, so the trust may not have assurance of
staff safety during or at the end of a shift. This
means that the Trust may not be able demonstrate
that it is meeting its duty of care obligations in the
event of an incident
1300 - Infection Control Committee: The
standards of cleanliness within the healthcare unit
at HMP Belmarsh do not meet the NHS national
standards of cleanliness. There is a risk of crossinfection and a risk of non-compliance with Health
and Social Care Act (code of practice for infection
prevention)
1301 - Infection Control Committee: If we do not
have adequate strategies in place around
antimicrobial prescribing, there is a risk of
inappropriate prescribing of antibiotics, which
impacts on patient safety and experience. There is
also a risk that we will be non-compliant with
criterion 3 of the Code of Practice

HIGH (12)
(3 x 4)

HIGH (12)
(3 x 4)

Dec 2015



HIGH (12)
(3 x 4)

HIGH (12)
(3 x 4)

Jan 2016



HIGH (12)
(3 x 4)

HIGH (12)
(3 x 4)

Jan 2016



Commentary
Initially opened as a moderate risk in July 2015,
this was increased to a high risk in November
2015 as this was identified as a priority area for
the trust. Mitigation actions include a programme
of embedding learning events and additional
support in service directorates and further
development of the functionality of DatixWeb for
tracking and monitoring
An audit of one agency demonstrated significant
compliance failings for the majority of agency
staff provided. KMPG undertook a full audit of
other agencie in March 2016, which provided
positive assurance.
The risk was reduced to moderate in May 2016
There were a number of issues that need to be
addressed in terms of staffing resource, training
uptake, policy and procedure and performance
monitoring to ensure that the Trust is able to
meet statutory obligations under the Care Act.
Actions to reduce the risk included review of
policy and procedures and recruitment of
additional staff.
This remained a high risk a year end but was
reduced to moderate in June 2016.
An NHS Protect audit of November 2015 gave a
rating of red for the standard relating to the
protection of lone workers. The mitigation plan is
to ensure that all teams have appropriate systems
for checking and monitoring the safety of lone
workers, underpinned by additional training. It is
expected that the risk should reduce by
September 2016.
Unannounced audits by IPC team did not meet
standards. The sub-contracted is not remitted to
clean within bay areas of health care. To mitigate
this risk, the cleaning service contract is being
reviewed.
Gaps identified in benchmarking exercise that
indicated that there needs to be increased
oversight antimicrobial prescribing activities. A
working group has been established to take
forward the action plan, including monitoring use
of antimicrobials, training and establishing a
formal arrangement with microbiology support.
This remained high at year end, but was reduced
to a moderate risk in April 2016
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Initial rating
and date

Year end
March 2016

1280 – Quality Committee: Following the
independent inquiry into deaths at Southern
Health Care NHS Trust we may not be sighted on all
expected and unexpected deaths. This means that
the trust may not identify and share learning, there
is also a reputational risk, if the Trust were to
become the subject of media interest.

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

Feb 2016



1379 – Clinical Data Governance Group: The Trust
submits a number of datasets to external
organisations including CCGs, NHS England, and
HSCIC. These datasets are then available publicly.
In some cases these data are used by regulators for
example as the source for ‘intelligent monitoring’
for CQC inspections. From April 2016 the MHSDS
will be used to track some Monitor KPIs nationally,
such as EIP waiting times. If the data is inaccurate it
could trigger performance concerns. Poor data
quality could also be seen to be a proxy for poor
governance at the Trust and affect the Monitor risk
rating for governance
1411 - Safeguarding adults: If the Trust does not
develop robust informatics systems to accurately
capture the data required to give assurances about
safeguarding of adults and their families. We are
therefore not able to accurately report on the
safeguarding needs and actions being taken to
safeguard our patients and their families
1344 - Safeguarding children: If the Trust does not
develop robust informatics to accurately capture
the data required to give assurances about
safeguarding of children and their families. We are
therefore not able to accurately report on the
safeguarding needs and actions being taken to
safeguard our patients and their families
1299 – Safeguarding children: Due to difficulty in
covering the Bexley MASH Nursing post, we are
unable to fulfil information sharing commitments
in the Bexley MASH. This means that information
sharing is delayed, so a robust timely assessment of
a child need may not be made, so a child may be
put at risk.

HIGH (12)
(3 x 4)

HIGH (12)
(3 x 4)

Feb 2016



HIGH (12)
(3 x 4)

HIGH (12)
(3 x 4)

March 2016



HIGH (12)
(3 x 4)

HIGH (12)
(3 x 4)

March 2016



HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

March 2016



Risk description

Commentary
This was identified as a risk in recognition of the
criticism and media interest following Southern
Health report. In response, the trust established a
Mortality Surveillance Group to ensure that there
are robust systems for collecting, analysing and
learning from the data.
The risk remained high at year end, but was
reduced to moderate in April 2016 as the Trust
has established a systematic approach to learning.
Not all datasets are reviewed by directorates prior
to submission. The Performance Team have
conducted internal testing of dataset scripts and
HSCIC Data Quality Notices are shared with
business offices every month with the CDG
papers.

The trust currently relies on manual data
collection. A working group has been set up to
have oversight of the development of the
solution. The SGA team will work with RiO clinical
transformation to identify and implement a RiO
solution and with business informatics to develop
and implement a reporting solution.
The trust currently relies on manual data
collection. Arrangements have been made for the
SGC team to meet with clinical transformation
monthly. New forms will be developed and staff
will be provided with training on how to use
these.
This was identified as high risk due to long term
absence and vacancies. As an interim measure,
Bexley MASH have been advised to contact the
Oxleas Named Nurse for Bexley or the Oxleas
Greenwich Safeguarding Team. Also, they have
the traditional avenue of getting data direct from
the relevant healthcare team. Plans have been
made to fill the recruitment gaps.
This remained a high risk at year end but was
reduced to low in July 2016 as recruitment gaps
had been filled.
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3

Service directorate risk registers

Each service directorate is responsible for maintain its own risk register. Progress against existing risks and any
new or emerging risks are reported to the Risk Committee on a rotational basis. The table below shows the
reported schedule for 2015/16. From September 2016, the schedule was changed to that each directorate
reports to the Risk Committee twice a year (ie two reports at every meeting). The exception was January 2016,
when only one directorate reported due to annual leave.
Service directorate risk reporting schedule 2015-16
Date

Directorate reports

May 2015

Forensic and Prison Services

July 2015

Adult Community Health Services

September 2015
November 2015

3.1

Adult Mental Health and Learning Disability Services
Children and Young Peoples Services
Forensic and Prison Services
Older People’s Mental Health Services

January 2016

Adult Community Health Services

March 2016

Adult Mental Health and Learning Disability Services
Children and Young Peoples Services

Snapshot of service directorate risk profile as at 14 July 2016

As service directorate risk registers are were held locally in the ‘legacy’ word format in 2015/16, it has not been
possible to produce detailed analysis as at the start, end and mid-point of the year. This will be possible for
2016/17 as risk registers are now centrally recorded on DatixWeb. The table and charts below provide a
snapshot of risks across all service directorates.
Directorate

Low

Moderate

High

Significant

Totals

AMHLD

0

0%

16

62%

6

23%

4

15%

26

OPMH

0

0%

16

84%

3

16%

0

0%

19

F&P

0

0%

12

86%

2

14%

0

0%

14

ACS

1

5%

14

67%

3

14%

3

14%

21

CYP

0

0%

12

63%

6

32%

1

5%

19

Totals

1

1%

70

71%

20

20%

8

8%

99

The Adult Mental Health and Learning Disability Directorate (AMDLD) has the highest risk profile, with high and
significant risks combined accounting for 38% of all risks.
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Service directorates – risk profile by number as at 14 July 2016

Service directorates – risk profile by % as at 14 July 2016
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3.2

Service directorate risks rated significant as at July 2016

A summary of all service directorate risks rated as significant is given in the table below. Emerging themes are:






Challenges of meeting CREs
Impact of potential service changes in Adult Learning Disability services
Recruitment and retention
Risk of losing services during tendering
In-patient bed demand

Directorate
Adult Mental
Health and ALD

Adult
Community
Health Services

Children and
Young Peoples
Services

Risk description
1185: CRE targets are going to prove very challenging due to size of teams and historical
underinvestment. This could lead to a deduction in the quality and service provided
1190: Day service review may result in changes in service model for which funding is not
available. This may mean that the service will close.
1189: The current model for Atlas House may not provide a sustainable service model
with a reduction in beds and post Winterbourne recommendations. Reliance on ECR
income will increase as commissioners reduce beds. Whether this is sustainable is closely
linked to decisions being made nationally about the future of assessment and treatment
services.
1196: Bed Occupancy – a risk that inpatient demand will continue to be above
commissioned bed days
1282: There is a risk that the Directorate will not achieve allocated CRE targets in 2015/16
and 16 /17 therefore this may cause a financial pressure for the trust
1283: The directorate is currently overspending, which will impact on delivery of trust
surplus. The over-spend is driven by vacancies, temporary staff expenditure and
equipment costs.
1316: here is a risk that permanent staff cannot be recruited to deliver the service. This
means that the directorate may not be able to deliver a safe and high quality service,
impacting on patient experience and safety.
1333: There is a risk that Oxleas will lose services to other providers during the tender
process for Greenwich Universal and Specialist Services
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Risk rating
(C x L)
SIG (20)
(5 x 4)
SIG (20)
(5 x 4)
SIG (20)
(5 x 4)
SIG (16)
(4 x 4)
SIG (16)
(4 x 4)
SIG (16)
(4 x 4)
SIG (15)
(3 x 5)
SIG (16)
(4 x 4)

Part II – Risk management processes
4

Changes made to risk management processes in 2015/16

4.1

Risk Committee

During 2015/16, the following changes were made to risk management processes.
In line with the recommendations of the Deloitte Well-led Governance Review, the Governance Board was
renamed as Risk Committee. The Terms of Reference were reviewed so as to remove the overlap with other
governance sub-groups. The Compliance Board was disestablished and the functions split between the Risk
Committee and the Quality Committee.
Reporting arrangements into the Risk Committee were reviewed. The Information Governance Group, Health
and Safety Committee and Emergency Planning and Preparedness Group (EPPR), which previously reported
into the Compliance Board, now report to the Risk Committee. The Finance Risk Register, Informatics Risk
Register and Estates Risk Register are now received by the Risk Committee twice a year. Each service
directorate will be required to report to the Risk Committee twice a year. These changes took effect from
September 2016. From May 2016, the Risk Committee is chaired by a non-executive director, another
recommendation so as to add a greater degree of independence.
Board of Directors

Audit Committee

Quality Committee

Risk Committee

Each service
directorate to report
risk register 2 x pa

Health and Safety
Committee

4.2

Business Committee

Workforce
Committee

Finance, informatics
and estates to report
risk register 2 x pa

Emergency
Planning and
Preparedness

Automated risk management system

Information
Governance Group

During 2015/16, the trust moved away from using word based risk registers to a single automated system for
risk management. This was another recommendation from the well led review. The Risk Register module for
DatixWeb was purchased to provide a solution for this. All governance sub-group risks registers were
transferred to DatixWeb by the end of March 2016 and service directorates were tasked to transfer directorate
risk registers by July 2016. As well as making risk registers more time-efficient to manage, the reporting
capabilities of DatixWeb allow for real time thematic analysis across all risks registers
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Part III – Legal services overview
Oversight of the legal services function falls within the remit of the Risk Manager. This section provides an
overview of legal services activity for the year 2015/16, covering claims management and legal expenditure.

6

Claims management

6.1

Claims received by type and directorate – three year trend

All claims against the trust are reported to our indemnity insurers, the NHS Litigation Authority (NHSLA), who
deal with some of the administrative aspects, advise on liabilities that should be admitted and bear the
financial risks, excluding mandatory excesses. However, legal liability remains with the trust. Claims are
categorised by three schemes: employers liability, public liability and clinical negligence.
During the year 2015/16, the trust received 21 new legal claims. These are summarised by type and by
directorate in the tables below
NHSLA scheme
Employers liability
Clinical Negligence
Public liability
Total

2013/14
11
3
6
20

2014/15
12
7
8
27

2015/16
5
10
6
21

Total
28
20
20
68

Directorate
Adult Mental Health and ALD
Forensic and Prison Services
QMH site claims
Adult Community Health
Older People's Mental Health
Children and Young People
Totals

2013/14
8
1
6
1
3
1
20

2014/15
11
8
5
2
1
0
27

2015/16
8
5
1
3
1
3
21

Total
27
14
12
6
5
4
68

The number of claims in received in 2015/16 has decreased compared to the previous year. This appears to be
due to receiving fewer claims from adult mental health/ALD, forensic and prisons and the Queen Mary’s
Hospital site. There are no particular trends relating to the increase in claims from Adult Mental Health and
ALD in 2014/15. The increase in claims in the Forensic and Prisons Directorate from 2015/16 appears to be due
to the acquisition of prison health care services.
Some benchmarking data comparing Oxleas to other London mental health and/or community trusts is
provided in Appendix B.

6.2

Current claims profile – snapshot as at 4 July 2016

As at 4 July 2016, the trust has 40 open claims. These are summarised by scheme below. The number differs
from the 68 shown in the table above as many of the cases received in previous years have been closed.
NHSLA scheme
Employers liability
Clinical Negligence
Public liability
Total

No of claims
15
13
12
40
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6.3

Claims by scheme and incident type 2013/14 to 2015/16

The tables below summarises claims received of the past three years by NHSLA scheme incident type. The
most frequent type of employers liability claim is assault on a staff member by a patient. The most frequently
raised public liability claim is slip, trip or fall. The most frequently raised clinical negligence scheme is delayed
or inappropriate treatment.
Employers Liability

No

Assault on staff by patient

14

Slip, trip or fall

9

Manual handling

4

Accidental burns

1

Total

28

Public liability

No

Slip, trip or fall

10

Illegal detention

5

Wilful damage caused by patient

2

Death in custody

2

Equipment failure

1

Total

20
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Clinical negligence

No

Delayed/ inappropriate treatment

11

Death of patient

3

Assault on patient by patient

2

Failure to monitor physical observations

1

Medical device left in situ

1

Medicines side effects

1

Death in custody

1

Total

20

Note: Two of the ‘death in custody’ claims appear under the public liability scheme and one under the clinical negligence
scheme. This is because deaths in custody can be brought under the Human Rights Act or civil procedure rules (resolution
of clinical disputes). NHSLA rules dictate that those brought under the Human Rights Act fall within the public liability
scheme and those brought under the civil procedure rules fall within the clinical negligence scheme.
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6.4

Outcome of claims by type

The tables and graphs below summarise the outcome of claims by type and the date the claim was received.
Whilst the graphs suggest that the trust admits liability on the majority of claims, those classed as ‘other
outcome’ are not admissions. When this category is combined with ‘deny’, the results are more encouraging.
The exception is with public liability claims, where the balance is in favour of admissions.
Employers liability

13/14

14/15

15/16

Total

Closed by NHSLA due to lack of developments

1

0

0

1

Liability admitted

3

4

4

11

Liability denied

4

4

1

9

Liability transferred to another organisation

1

0

0

1

Settled without admitting liability

0

1

0

1

Under investigation

2

3

0

5

Totals

11

12

5

28

Deny + other outcome = 43%
Admit = 39%
Under investigation = 18%

Public liability

13/14

14/15

15/16

Total

Court dismissed / struck out

0

0

1

1

Liability admitted

4

3

2

9

Liability denied

2

3

2

7

Under investigation

0

2

1

3

Totals

6

8

6

20

Deny + other outcome = 40%
Admit = 45%
Under investigation = 15%
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Clinical negligence

13/14

14/15

15/16

Total

Claim withdrawn by claimant

0

1

1

2

Closed - Statute barred

0

1

0

1

Closed by NHSLA due to lack of developments

0

0

1

1

Liability admitted

1

2

1

4

Liability denied

1

0

0

1

Liability transferred to another organisation

1

0

0

1

Settled without admitting liability

0

1

0

1

Under investigation

0

2

7

9

Totals

3

7

10

20

Deny + other outcome = 35%
Admit = 20%
Under investigation = 45%

6.5

Detailed analysis of claims

Some detailed analysis of claims against the trust is included as Appendix B.
•
•
•
•
•

B1 – Number of claims compared to other London mental health and/or community health care trusts
B2 - claims where liability was admitted and/or settlement paid in 2015-16
B3 - claims where settlement was agreed with no admissions made in 2015/16
B4 – claims defended in 2015/16
B5 – new claims received in 2015/16

Page 22 of 32

7

Legal service expenditure

7.1

Summary of legal services expenditure 2015/16

The table and pie chart below summarise expenditure on legal services for the year 2015/16. From April 2015,
the professional fees budgets for estates, employment law and coroner’s inquests was transferred to the
respective directorates. The budget for all other legal advice is held by the Quality and Governance directorate
and managed by the Risk Manager.
Type

2015/16 spend

NHSLA clinical negligence premium

£201,890

NHSLA third party liability (employers and public liability) premium

£288,949

NHSLA property expenses premium

£8,054

Top-up property insurance premium

1

£57,465

Professional fees - inquests

£108,867

Professional fees - HR

£79,774

Professional fees - estates

£33,571

Professional fees - everything else
NHSLA excess fees

£64,066

2

£19,533

Total

£862,169

• Note 1: As the NHSLA property expenses scheme provides indemnity up to £1m only, the trust has additional building
and contents insurance through a commercial insurer to cover the full value of the estate. The top up insurance also
includes contract works insurance for projects on the estates capital programme not covered by other schemes.
• Note 2: The trust is liable for the first £10,000 of employers Liability claims, the first £3,000of public Liability claims
and first £20,000 property expenses claims. There is no excess for CNST claims.

The total cost of professional legal advice was £286,278, which accounts for 33% of the total. Some further
narrative on this is given on the following page.
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7.2

Professional fees

Oxleas uses two firms for professional legal advice. Capsticks provides the majority of advice, with the one
exception being estates legal advice (leases, PFI issues) which is provided by Bevan Brittan. The Patient Safety
Team directly instructs some barristers for inquests advice.
The range of advice provided by Capsticks includes:
•
•
•
•
•
•

Employment law (budget held by HR)
Coroners inquests (budget held by Nursing)
Mental Health Act and Mental Capacity Act
Court of Protection
Judicial reviews
Foundation Trust governance

•
•
•
•
•
•

Information governance
Media issues
Intellectual property
Medicines Act
Contracts
Other ad hoc legal advice

There are a limited number of senior staff across the trust who can instruct Capsticks directly. All other staff
would be expected to channel requests for professional advice the through the Legal Services function, with
the exception of estates legal advice, which is managed through the Estates and Facilities Directorate.
Although Legal Services does make every effort to ensure that Capsticks are instructed only when necessary,
there are often circumstances where it would be unreasonable or detrimental to the trust’s position to refuse
access to Capsticks. Such circumstances include Court of Protection cases and Judicial Reviews, which tend to
be costly instructions.
Some examples of where advice was given in-house so Capsticks did not need to be instructed are given below:
•

A clinician has been asked to write a report about a patient for the Court and wants their opinion to be
‘legally checked’. Legal Services would suggest that the clinician discusses this in supervision with their
professional lead in the first instance as Capsticks would be unable to comment on a clinician’s opinion. It
is very rare that such requests come back to Legal Services for further advice.

•

A clinician has been asked to attend Court to give evidence because a patient under their care is the
Defendant or is the victim of a crime. The clinician wants legal advice on what they can say. Capsticks
would be unable to give specific advice in this respect as this could be seen as coaching a witness. Legal
Services would provide a general advice note about conduct when giving evidence in Court, which has
been provided free of charge by Capsticks.

•

A clinician receives a letter from a solicitor who is representing one of our patients. The solicitor is asking
for an opinion on whether their client is fit to plead. The clinician tells us they met the patient only once,
several weeks ago, to carry out an initial assessment. The clinician wants advice on how they should
respond as they feel they are not in a position to comment on their fitness to plead. Legal services would
first check that the patient has given permission for their records to be disclosed - most solicitors would
include the Form of Authority from the patient with the letter. We would advise the clinician to write a
letter setting out the circumstances in which they met the patient and explain that for this reason they
cannot comment on the specific question asked.

Most registered healthcare professionals also have the option of asking their professional body or medical
defence union for legal advice, but no reasonable request for advice from Capsticks would be refused.
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Appendix A – Corporate Risk Register as at March 2016
Initial rating and date
opened
ID

Description

1216

There is continued pressure in the sector and it is likely that commissioners will be
attempting to significantly reduce contract values to try an mitigate the impact of
funding reductions and cost pressures associated with their financial position
Not all staff receive a supervision session at least every six weeks as set out in the
trust Supervision Policy. This may prevent performance issues from being
identified and followed up in a timely manner
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
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
The National Quality Board has set clear responsibilities for trusts in relation to
ensuring safe staffing levels. There is a risk that relying on data of average fill rate
of planned and actual shift cover for registered and unregistered staff that areas of
concern may be masked so we are not always able to identify areas to focus on
There are cultural challenges to embedding new technologies into “business as
usual”. If these are not addressed, the Trust will not be able to deliver the planned
efficiencies in service delivery
There is a risk that the significant change process in Adult Mental Health will affect
quality and performance of the service
Not achieving the savings as a result of reductions in contract values would have a
negative impact on the recurrent deliverability of our operational financial plan and
raise questions about our long term sustainability. Based on the most up to date
position, the target is set at £4.5m, however, we are yet to finalise contract
negotiations for 2016/17. BUT given all Service Directorates, with the exception of
ALD, are overspent the ability to make efficiencies becomes more challenged as we
will need to reduce the overspend and deliver savings recurrently.
There is a risk that service expansion from bids and tenders will put additional
pressure on services. This also impacts on the ability of directorate management
teams and corporate teams to provide management support
Data may be entered into the RiO system late or data may be missing leading to
inaccuracies in Trust KPIs and other metrics. This may affect our Monitor Risk
Rating for Governance and invite further scrutiny of metrics included in Monitor’s
Risk Assessment Framework
If we are not able to recruit and retain nurses with the right skills, competence
and values they will not be able to meet patients care needs

1235
1160
1213
1164

1167
1222
1177

1215
1220

1163

Current rating as at March 2016

Risk level
(initial)

Consequence
(current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

01/11/2011

High

Major (4)

Possible
(3)

12

High

28/03/2012

Moderate

Moderate (3)

Likely (4)

12

High

01/11/2012

Moderate

Moderate (3)

Unlikely
(2)

6

Moderate

18/02/2014

High

Major (4)

Possible
(3)

12

High

20/05/2014

Moderate

Moderate (3)

Possible
(3)

9

Moderate

20/05/2014

Moderate

Moderate (3)

Possible
(3)

9

Moderate

26/08/2014

Moderate

Moderate (3)

9

Moderate

22/10/2014

Significant

Major (4)

Possible
(3)
Possible
(3)

12

High

17/03/2015

Moderate

Moderate (3)

Possible
(3)

9

Moderate

17/03/2015

High

Major (4)

Possible
(3)

12

High

20/05/2015

Moderate

Major (4)

Unlikely
(2)

8

Moderate

First opened

Initial rating and date
opened
ID

Description

1166

If the Trust cannot reduce the use of temporary staff to fill recruitment gaps and
roster gaps, there is a risk that this will impact on quality, safety and patient
experience
The 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
Care plan interventions for clients with identified risks are not always evident. This
means that clinical risks may not always be managed, impacting on patient
outcomes and safety
If the Trust were to receive an outcome of ‘requires improvement’ or ‘inadequate’
from a CQC inspection, this would impact on the Trust’s reputation and could also
trigger a governance concern under the Monitor Risk Assessment Framework
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
The co-incidence of replacing the Trust Chair at the same time as the Chief
Executive’s leave of absence creates a risk to the Board achieving its medium term
plan. This could impact on the reputation of the Trust and invite additional scrutiny
from Monitor and other regulators
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
Numerous benefits in the RiO Project Business Case may not be fully realised or
measurable until at least 6 months post go live. This means that the Trust may not
make the best use of the system to deliver transformational change
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.

1217
1162
1182
1221

1211

1210
1212
1294

Current rating as at March 2016

Risk level
(initial)

Consequence
(current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

21/07/2015

High

Major (4)

Possible
(3)

12

High

21/07/2015

High

Major (4)

Possible
(3)

12

High

10/08/2015

Moderate

Moderate (3)

Likely (4)

12

High

03/09/2015

Moderate

Major (4)

Unlikely
(2)

8

Moderate

01/10/2015

High

Moderate (3)

Likely (4)

12

High

Low

Major (4)

Rare (1)

4

Low

17/11/2015

High

Moderate (3)

Likely (4)

12

High

17/11/2015

Moderate

Moderate (3)

Unlikely
(2)

6

Moderate

High

Moderate (3)

Likely (4)

12

High

First opened

17/11/2015

15/03/2016
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Appendix B – detailed analysis of claims
B1 - Claims compared to other London mental health and/or community health care trusts

The NHSLA publishes comparative data on the number of claims received by each trust. The table below compares Oxleas claims experience to other
London mental health and/or community health care trusts. The NHSLA advises that this data should not be interpreted as a league table as different
organisations face different levels of due to variations in the nature and complexity of the procedures they perform.
The NHSA combine claims under the employers liability, public liability and property expenses schedules into one figure. Comparative data for 2015/16
is not yet available.
In order to protect the confidentiality of individual patients, the NHSLA have not given figures where the number of claims received in a year was fewer
than five or the amounts paid out were lower than £5,000. This means that Oxleas figure of three clinical negligence claims in 2013/14 does not appear
on the NHSLA publication scheme.
Trust
Barnet, Enfield and Haringey Mental Health NHS Trust
Camden and Islington NHS Foundation Trust
Central and North West London Mental Health NHS Foundation Trust
East London NHS Foundation Trust
North East London NHS Foundation Trust
Oxleas NHS Foundation Trust
South London and Maudsley NHS Foundation Trust
South West London and St George's Mental Health NHS Trust
Tavistock and Portman NHS Foundation Trust
West London Mental Health NHS Trust

Clinical negligence
2013/14
2014/15
10
9
7
Not published
11
14
6
8
12
14
3
7
6
6
Not published
Not published
0
0
4
10
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Employer, public and property schemes
2013/14
2014/15
28
16
10
10
14
24
12
15
17
16
17
20
33
26
8
10
0
0
34
15

B2 - Claims where liability was admitted and/or settlement paid in 2015-16

The table below lists the claims where liability was admitted and/or the settlement was paid 2015/16. There can often be a significant gap between
these two stages and agreeing costs can be a further negotiation. For seven of these claims, the damages payment has yet to be agreed.
The trust pays an excess of £10,000 on each and every employers liability claim and £3000 for each and every public liability claim. There is no excess for
clinical negligence claims.
Directorate

Damages

Claimant
Costs

Defence
Costs

2011/12

Adult mental
health

£1

£nil

£3000

Public
liability

2013/14

Adult mental
health

£2000

To be
advised

To be
advised

Clinical
negligence

2013/14

Adult mental
health

£175,000

£65,613

£11,861

Employers
liability

2013/14

QMH site

£11,500

£10,000

£1,300

Clinical
negligence

2014/15

Prisons
healthcare

£1250

£nil

£2000

Evidence showed that prison healthcare had
authorised the stopping of the special diet, which
was subsequently re-instated.

Public
liability

2014/15

QMH site

Under
negotiation

Under
negotiation

To be
advised

NHSLA advised us to admit liability because “The
area itself poses a high risk in lower lighting
conditions and for such work one would expect to
see a risk assessment in place and documentary
evidence of the measures implemented to reduce
the risk accordingly”

Ref

Claim description

Claim type

153

Unlawful detention for two
year between August 2009
and November 2011

Public
liability

207

Unlawful detention under
the Mental Health Act for
two days.
Patient took his own life
whilst the balance of his
mind was disturbed. Claim
made by his widow
Claimant tripped over
wires across the walkway
and sustained a sprain to
left ankle and foot;
fractures to two toes; soft
tissue injury to left elbow
and tooth fracture.
The claimant's special
dietary meal pack (lactose
free and soya milk) was
withdrawn causing stress,
anxiety and poor health
Fall, slip or trip on a poorly
lit area of the QMH site,
whilst claimant was
returning to their car after
a long day shift

211

243

245

249

Claim
year
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Why liability was admitted
There where technical deficiencies in the process,
but even if these had not occurred, the claimant
would have been detained in any event. He had
suffered no compensable loss and so only nominal
damages of £1 were awarded. This has now
become a ‘test case’ (see also ref 258 below)
Investigation found that claimant had been
unlawfully detained for two days, ie not just a
technical breach.
Independent expert report found that there was a
breach of duty as staff member did not read and
act on key risk information and this materially
contributed to the deceased's suicide.
This is a QMH legacy claim. Liability was admitted
by SLHT in 2012 but passed to Oxleas following
dissolution of SLHT.

Directorate

Damages

Claimant
Costs

Defence
Costs

2015/16

Adult mental
health

Under
negotiation

Under
negotiation

To be
advised

NHSLA advised us to admit liability because the
trust is vicariously liable for the actions of the
staff member who was carrying the hot drink.

Employers
liability

2015/16

Children and
Young People

Under
negotiation

Under
negotiation

To be
advised

Caretaker permitted staff member to use a toilet
that was designated out of order due to flooding

Public
liability

2015/16

Adult mental
health

£1

£nil

£nil

Faulty equipment.
Wheelchair leg snapped
causing claimant to fall and
sustain soft tissue injury.
Medication error. Wrong
medication prescribed and
physical observations were
not monitored. Patient
suffered nausea and
dizziness as a result.
Slip, trip or fall. Staff
member slipped on a file
which had been left on the
floor of the clinical room.

Public
liability

2015/16

Adult
community

Under
negotiation

Under
negotiation

To be
advised

Recommend that we admit on a technical breach
and claimant will be offered nominal damages of
£1. The trust was able to use the same defence as
ref 153 above.
NHSLA advised us to admit liability as the trust
had supplied the wheelchair and the fault has not
been picked up in routine maintenance checks

Clinical
negligence

2015/16

Prisons
healthcare

£500

£850

£nil

The claimant had previously made a complaint to
the prison which was upheld. Minimal damages
awarded as the claimant suffered minor, shortterm harm only.

Employers
liability

2015/16

Adult mental
health

Under
negotiation

Under
negotiation

To be
advised

Assault on staff member by
patient. Patient threw hot
water on claimant's face
and body, causing
significant burns.
Fall, slip or trip. Claimant
stepped on a concrete
trench cover which gave
way causing the claimant
to fall into a hole approx
3ft deep

Employers
liability

2015/16

Forensic

Under
negotiation

Under
negotiation

To be
advised

At the time, the adjoining office was being
decorated, so the contents of the office were
being stored in the clinical room, which in
consequence was cluttered and full of
obstructions.
Water from zip tap was well above the
recommended limit

Public
liability

2015/16

QMH site

Under
negotiation

Under
negotiation

To be
advised

Ref

Claim description

Claim type

250

Accidental burns. Staff
member sustained burns
when a colleague bumped
into her, accidently spilling
a hot drink.
Slip, trip or fall. Staff
member slipped on water
in a toilet. She was unable
to call for assistance as the
call bell was broken (staff
member was a wheelchair
user)
Unlawful detention under
the MHA, for for 17 hours
and 45 minutes.

Employers
liability

251

258

259

260

264

266

276

Claim
year
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Why liability was admitted

QMH Head of Estates agreed that there were no
mitigating circumstances, so we should admit
liability.

B3 - claims where settlement was agreed with no admissions made in 2015/16

The trust agreed to settle two claims whilst making no admissions of liability. This is not usually an approach that the NHSLA recommended, but can
sometimes be agreed on an exception basis.
Ref

Claim description

Claim type

228

Claimant assaulted by
service user, sustaining
an injury to his right eye,
together with headaches
and psychological
trauma.
Claimant alleged that he
suffered serious side
effect from coprescribing of fluoxetine
(Prozac) and
methylphenidate
(Ritalin).

Employers
liability

Clinical
negligence

244

Claim
year

Claimant
Costs

Defence
Costs

£7000

To be
advised

To be
advised

£6000

£nil

£4,500

Directorate

Damages

2014/15

Adult mental
health

2014/15

Adult mental
health
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Comments
NHSLA advised us to offer a settlement without
making admissions as the evidence provided by the
ward manager was ambiguous. Had the case
proceeded to Court, it is likely that the Court would
favour the position of the claimant, so would have
had to admit liability.
NHSLA advised us to offer a settlement without
making admissions as the independent expert
evidence was unsupportive. Had the case
proceeded to Court, the trust would likely have had
to admit liability. We did attempt to instruct a
second expert report, but no suitable expert could
be found.

B4 - claims defended 2015-16

The table below lists the claims which were successfully defended in 2015/16.
Ref

Claim description

Claim type

Claim year

Directorate

Defence Costs

Why claim was defended

236

Staff member assaulted by patient whilst
on duty

Employers
liability

2014/15

Adult mental
health

£nil

237

Claimant slipped on a substance on floor
of the corridor between the toilet and
office in the ophthalmology department
of QMH
Claimant fell outside Carlton Parade
causing injury to lip and tooth
Claimant fell off an allegedly loose toilet
seat, sustaining a bang to the head and
side of face causing a concussion. Also
suffered pain in ear, back, neck, stomach
and wrist areas.
The claimant was entering the MRI
department at QMH and tripped up
some steps

Public
liability

2014/15

QMH site

£nil

Investigation showed that all appropriate risk
assessments were in place and staff member had
attended PMVA training. Incident could not have been
predicted or prevented.
Insufficient evidence to support the claim.

Public
liability
Employers
liability

2015/16

£nil

2015/16

Adult mental
health
CYP

£nil

Investigation found that the area was in a reasonable
condition and free of hazardous defects.
Insufficient evidence to support the claim

Public
liability

2015/16

QMH site

£nil

Insufficient evidence to support the claim

253
261

270

B5 - new claims received 2015/16

The table below lists all new claims received in 2015/16, including their current status.
Ref

Claim description

Claim type

Directorate

Current status

250

Accidental burns. Staff member sustained burns when a colleague bumped into her,
accidently spilling a hot drink.
Slip, trip or fall. Staff member slipped on water in a toilet. She was unable to call for
assistance as the call bell was broken (staff member was a wheelchair user)
Claimant fell outside Carlton Parade causing injury to lip and tooth

Employers liability

Adult mental health

Liability admitted

Employers liability

Liability admitted

Public liability

Children and young
people
Adult mental health

Claim initiated against Oxleas plus two other Defendants. It was not clear from the Claim
Form what the allegations of negligence against the Trust are but NHSLA suggested dealing
with as an alleged unlawful detention.
Claimant had a second inter-uterine device (IUD) inserted without previous one being
removed.
Death in custody

Public liability

Adult mental health

Court dismissed / struck
out

Clinical negligence

Adult community

Under investigation

Public liability

Prisons healthcare

Under investigation

Claimant was put on MHA s2, discharged and put back on a s2 the next day. This was
unlawful so it was invalidated and the claimant was put on a s5(2) and then s3. He was
therefore unlawfully detained for 17 hours and 45 minutes.

Public liability

Adult mental health

Liability admitted

251
253
254
256
257
258
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Liability denied

Ref

Claim description

Claim type

Directorate

Current status

259

Faulty equipment. Wheelchair leg snapped causing claimant to fall and sustain soft tissue
injury.
Medication error. Wrong medication prescribed and physical observations were not
monitored. Patient suffered nausea and dizziness as a result.
Claimant fell off an allegedly loose toilet seat, sustaining a bang to the head and side of face
causing a concussion. Also suffered pain in ear, back, neck, stomach and wrist areas.
Claimant alleges being the victim of a sexual assault by a male inpatient whilst on the ward.

Public liability

Adult community

Liability admitted

Clinical negligence

Prisons healthcare

Liability admitted

Employers liability

Liability denied

Clinical negligence

Children and young
people
Adult mental health

Slip, trip or fall. Staff member slipped on a file which had been left on the floor of the clinical
room.
Patient was not administered Parkinsons' disease medication and sustained falls on Leyton
Ward
Assault on staff member by patient. Patient threw hot water on claimant's face and body,
causing significant burns.
Particulars of Claim yet to be received but will relate to: 1) Breaches of Human Rights Act; 2)
Negligence; 3) Misfeasance in a public office; 4) Breaches of the DPA.
Oxleas are joint Defendants with SLAM. CB died on 31/08/2015 whist an in-patient at SLAM,
but some brief contact with Oxleas CAMHS.
Claimant experienced chest pain. Seen by prison healthcare. Apparent delay in treatment.
Subsequently found to have suffered a heart attack which needed surgery.
Claim relating to alleged negligent dental treatment whilst the prisoner was detained at HMP
Rochester
The claimant was entering the MRI department at QMH and tripped up some steps

Employers liability

Adult mental health

Liability admitted

Clinical negligence

OPMH

Under investigation

Employers liability

Forensic

Liability admitted

Clinical negligence

Children and young
people

Under investigation

Clinical negligence

Prisons healthcare

Under investigation

Clinical negligence

Prisons healthcare

Public liability

QMH site

Closed by NHSLA due to
lack of developments
Liability denied

Direct quote from Letter of Claim: "Loss of amenity, caused by wilful medical negligence,
leading to a breach of trust, through dishonesty, and attempting to bring into disrepute (be it
wilfully or otherwise) the medical profession."
Allegation that doctor caused the Claimant to have mental breakdown in 2000. The claimant
is now unable to cope with certain dates and numbers.
Failure to provide an adequate course of non-operative physiotherapy treatment, prior to
undertaking surgery.

Clinical negligence

Adult mental health

Under investigation

Clinical negligence

Adult mental health

Under investigation

Clinical negligence

Adult community

Claim withdrawn by
claimant

260
261
263
264
265
266
267

268
269
270
271
272
274
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Under investigation

Board of Directors
6th October 2016

Item
Enclosure

10
9a&b

Agenda item

Business Committee report (20th September 2016 meeting)

Item from

Jo Stimpson, Non-executive Director

Attachments

a) Finance report
b) Q2 Board Certifications

Summary
Key highlights from Business Committee
•

The Committee was updated on the South London Forensic project and informed that vanguard
status. The initial contract will run for 2 years, include a 12 month break clause and operate in
shadow form for the 6 months to 31/3/16. Oxleas will take the lead and hold the commissioning
budget. Further data validation is required for out of area placements.

•

The Committee was informed that the Bromley IAPT bid would be submitted at the end of the
month. The contract length is 3 years +2 and had a contract value of £2.8m.

•

The Committee noted the successful bid for the CHIS service. This is a 5 year contract and Oxleas will
be a sub-contractor to Your Healthcare, the prime contractor.
Other expected tenders in the near future:







•

Sexual Health – London Borough of Bromley
School Nursing/ Health Visitors – London borough of Bromley
0-19 Services – Bexley CCG
Community Health Services – Bromley CCG
Integrated Diabetes Service – Bromley CCG
CAMHS Services – Medway Council
0-19 Universal services – Medway Council

The Committee received an update from the Capital Investment Committee and informed that the
SEP procurement was underway with potential bidders being assessed at the end of September. It
was also agreed that an external financial advisor would be required for the SEP. BDO UK LLP were
the only organisation to respond to this tender. The Legal support element has been awarded to
Bevan Britten. The estates programme is being reviewed as any expenditure will now need to be
prioritised into one the following categories: CQC Requirements
 Queen Mary’s Hospital
 Revenue savings investment

•

The Committee were updated on a recent letter received from NHSI which set out their review of
operational plans for 2016-17. No concerns were raised but there is a clear expectation that the plan
must be delivered (finances, activity and quality).

•

NHSI rated the Trust’s 2016/17 Q1 performance : Financial sustainability risk rating – 3
 Governance – Green

•

The Committee were informed of a new single oversight framework introduced by NHSI. The
framework would be used to oversee all NHS providers and allow NHSI to identify support
requirements much earlier and tailor packages to local needs. Providers will be assessed across 5
themes (quality of care, finance and use of resources, operational performance, strategic change and
leadership/improvement capability) and will then be placed into one of four segments according to
the level of support needed. The Trust has run a shadow version of the framework with the available
information as at month 5 and believe the position would fall into segment 2:




Segment 1 - Providers with maximum autonomy
Segment 2 – Provider offered targeted support
Segment 3 – Provider receiving mandated support for significant concerns
Segment 4 – Special measure

•

The Committee was updated on the recent publication ‘Implementation of the 5 year forward view
for mental health’. It provides a blueprint for the changes that NHS staff, organisations and other
parts of the system can make to improve mental health. Areas that will see immediate action
include Perinatal services, Liaison and Diversion and other new pilot investments. The document
sets out clear deliverables and accountabilities.

•

The Committee noted that August (month 5) reported a favourable position of £12k whilst year to
date the Trust had an underlying deficit of £642k which was £141k behind plan. The favourable
monthly position was due to a number of one-off no-recurrent upsides. The actions coming out of
the CQC report will require extra resources which will need to, initially, be funded by the Trust but
the Executive will work hard with Commissioners to secure additional funding to close the gaps
identified.

•

The Committee were updated on a recent letter sent to all staff discussing the essential steps
needed to bring the Trust back into line with its cost base.

•

The Committee were informed of the request from the SEL Sustainability and Transformation Plan
programme for all providers to pay £100k each to pay for project management roles. These will lead
and provide momentum to the collaborative productivity agenda. It was felt that the value should be
re-negotiated down to take into account that Oxleas was a smaller organisation and the fact that we
would want this resource to focus on the work of the SL partnership. The return on investment may
not be sufficient.

•

The Committee asked the Executive to re-assess the 16/17 cost pressure associated with Datix Invest
to Save bid to ensure any planned savings had materialised.

Finance Report
The attached report shows that at the end of August 16 the Trust delivered an ‘underlying’ deficit before
one-off items of £642k, this is £141k behind plan. The in-month movement was a net surplus of £12k (plan
breakeven), the improvement includes a number of one-off adjustments amount to £75k.
Since closing month 5 accounts, additional funding associated with escorts and bedwatches costs for
prisoners requiring acute services (exceptional cases) has been negotiated with NHSE (YTD impact £140k),
£110k has been invoiced for quarter 1.

The revised underlying YTD position is a deficit of £0.5m (on plan).
Looking ahead:•

All Directorates are asked to assure themselves and the Executive as a whole that they are
implementing the measures to control spend. Benchmarks are being defined to measure
performance where appropriate.

•

AMH Inpatient bed usage – additional income of £258k due but has not yet accounted for will be
included in the month 6 accounts.

•

CQC action plan – additional capacity (12 beds for 6 months) has been commissioned from East
London FT. This cost will initially need to be borne by the Trust, but discussions are underway with
Commissioners regarding the issues raised by the CQC and how we develop and investment in
services to close the current gaps in in-patient and community home treatment / liaison teams.

Q2 Board Certifications
As part of the current NHSI assessment of governance of NHS foundation trusts, the board is required to
respond ‘confirmed’ or ‘not confirmed’ to the following statements on a quarterly basis.
The quarter 2 return reflecting the final position for the year is expected to reflect the following:•

For finance, that the Board anticipates that:
 the Trust will continue to maintain a financial sustainability of at least 3 over the next 12
months;
 the Trust’s capital expenditure for the remainder of 2016/17 will not materially differ from
the amended forecast.

•

For governance, that:
 it is satisfied that plans in place are sufficient to ensure on-going compliance with all existing
targets (after the application of thresholds) as set out in Risk Assessment Framework; and a
commitment to comply with all known targets;
 confirms that there are no matters (as set out in Table 3 in the attached document) arising in
the quarter requiring an exception report to NHSI which have not already been reported as
per the Risk Assessment Framework; and
 The number of subsidiaries included in the finances of Q2 return is nil.

The Chief Executive Officer and the Director of Finance will sign off, on behalf of the Board, the submission
due to NHSI in late October 2016. Any deviation from the above will be reported at the next meeting of the
Board.
The attachment provides further context to assist the Board in confirming these statements.
Board Self Certification
In addition to the above we submitted to NHS Improvement, a corporate governance statement which
confirms our compliance with the NHS Foundation Trust Code of Governance and the Risk Assessment
Framework as declared in our Annual Governance Statement within the Annual Report 2015/16, signed off
by the Board of Directors in May 2016. This is attached for information.
Recommendations
To note.

Finance Report for 5 months to 31st August 2016
Board of Directors
6th October 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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1

Position Overview
I ncom e and Ex penditure
•

We have delivered an ‘underlying’ deficit before one-off items for the five months ended 31st
August 2016 of £642k, this is £141k behind plan.

•

Our revised control total is a surplus of £2.580m, this includes £1.580m of sustainability and
transformation funding. The inclusion of this funding adjusts our YTD plan to a surplus of £116k.

Cash
•

Total cash and short term investments was £70.4m at the end of August, a £6.6m net decrease
from July, driven mainly by a £1m increase in trade receivables, capital spend of £1.7m; and a
additional weekly payment run to suppliers (£3.1m). The decrease in cash since March 16 is in
line with our cash flow forecast and accounts for increased capital expenditure during the
2016//17 financial year.

•

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

M onitor rating
•

Under the 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 full year plan. This rating system is due to be dissolved with effect from 1st October 2016 and will be replaced
by the new Single Oversight Framework segmentation regime.

CRE and contract reductions delivery
•

The CRE target for 16/17 is estimated to be £8.1m and includes savings required to manage national efficiencies (£4.9m) as well as £3.0m of local
efficiencies plus unmet CREs from 15/16.

•

Savings schemes to the value of £7.8m have been identified with £1.0m and £3.1m of these being medium and high risk respectively. The 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 in
advance of the November annual plan sessions. Local efficiencies are linked to the decommissioning of services, income generation, and the development of
the South East London Forensic pathway, the work required to realise the benefit and mitigate any impact on quality of care cannot be underestimated.

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.
The plan now includes a total of £1.580m of cash
backed STF funding. YTD this improves all
measures associated with income and
expenditure. This also impacts on liquidity but
since we score the highest rating of 4 this will
show no change.
NHSI has now, as part of their monthly review,
added a override function which means, if any
one of the four indicators on the right score 1
then the risk rating will be adjusted down rather
than rounded up.

NHSI has closed its consultation on a new Single
Oversight Framework. The proposed risk ratings will
be determined by the measures highlighted in the
table to the right.
The latest proposed changes are :1 of the existing I&E measures to be removed
2 new metrics have been added be added focusing
on Financial Control
Scores to be reversed with 1 being the ‘lowest’ risk
and 4 the ‘highest’ risk
Scoring a ‘4’ on any metric will cap the overall rating
to at most a ‘3’, triggering a concern.

3

Statement of Comprehensive Income

Surplus
•

We have delivered a ‘underlying’ deficit for the five months ended 31st
August 2016 of £25k which is £141k adverse compared to the year to
date plan.

•

The YTD position includes one-off adjustments:- VAT refund (£148k),
HMRC ‘off payroll engagements’ (£61k - of which £50k should be
reimbursed in due course once individuals tax position is confirmed) and
£364k of releases associated with deferred income.

Income
•

Income is £0.6m 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 offset by Atlas House and MSK activity.

Expenditure
•

•

Pay expenditure is £1.2m higher than plan, due mainly to continued reliance
on temporary agency staff, with the greatest pressure in Greenwich prison
services, Greenwich C& YP services and intermediate care at Meadow View.
Non-pay expenditure is £1.6m 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
£m

As at
As at
31/08/2016 31/03/16 Movement

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

133.0
0.1
0.3
133.3

122.9
0.1
0.3
123.3

10.1
0.0
0.0
10.1

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

0.3
21.2
31.9
24.0
14.5
91.9

0.3
16.9
40.2
24.0
20.8
102.1

0.0
4.3
-8.3
0.0
-6.2
-10.3

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

-41.4
-6.5
-47.9

-41.1
-6.7
-47.8

-0.3
0.2
-0.1

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

-9.9
-1.7
-11.6

-10.1
-1.8
-11.9

0.2
0.1
0.3

Net assets

165.7

165.8

0.0

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

112.1
44.9
7.4
1.4
165.7

112.1
44.9
7.4
1.4
165.8

0.0
0.0
0.0
0.0
0.0

Sum m ary
•

Net assets have decreased by £0.1m to £165.7m at the end of August 16.

 Total capital spend to August was £11.3m.
 Trade and other receivables have increased by £4.3m to £21.2m at 31/08/16.
• In August we had NHS accrued income (income not yet invoiced) of £3.2m.
In March there was no NHS accrued income as this was all invoiced in
accordance with year end NHS deadlines.
 Creditors (<1 yr) increased by £0.3m to £41.4m.
 Provisions total £11.1m, £2.9m of this relates to provisioning of bad debt (see
Appendix 4 for breakdown).

Monthly Cash (£m) vs Plan (since Mar '15)
100.0
90.0
80.0
70.0
60.0
50.0
40.0
30.0
20.0
10.0
0.0

Plan

Actual

Forecast
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Debtors & Payments
Debt sum m ary

1.7

Aug-16
2.1

NHS debt

10.1

11.2

11.8

Total Debt

13.9

12.3

12.9

Non NHS > 90 days

0.7

0.6

0.6

NHS > 90 days

1.9

4.3

4.6

Total > 90 days

2.6

4.9

5.2

Provision to cover this debt

3.2

3.1

2.9

> 90 day debt

Non NHS

NHS

6.0
5.0
4.0
3.0
2.0
1.0

Jul-16

Aug-16

Jul-16

Apr-16

May-16

Mar-16

Jan-16

Feb-16

Dec-15

Oct-15

Nov-15

Sep-15

Aug-15

Jul-15

Jun-15

May-15

Apr-15

0.0

Jun-16

Debts Resolved: CHP (£0.4m) payment has now been received from CHP.
 RBG £0.3m (historic MST service costs) A 50:50 risk share has been agreed and credit note
and revised invoice issued 27 September 2016.
 A credit note has been issued to Haringey CCG as this has been confirmed as a duplication of
a costs covered under the NHSE contract.

Jul-16

2.2

Jun-16

•

Of this total, the over 90 days debts that are a cause for concern are noted below: KCH £2.1m (£1.1m relates to drugs recharges). The agreed repayment plan expired at the
end of September and a new payment schedule has now been supplied outlining repayments
of £1.2m per month. Oxleas DoF continues to request a further increase to £1.5m.
 Greenwich CCG 1.2m (overseas patient charges) – the CCG has confirmed it has now
appointed a firm to undertake an audit of all charges. All those verified as true and fair will be
settled. The work has not yet commenced.
 NHSPS (£0.3). Estates colleagues are liaising with NHSPS with regards to credits due to Oxleas
to enable reciprocal payments to be released.
 0.2 LGT – (parking permits, EBME and catering contracts). LGT are reviewing backup and
were expected report back at the end of August – AD Financial Services is chasing this
response.

Mar-15

Mar-15

•

Debts >90 days have increased by £0.3m to £5.2m in August. Taking into account updates post
month end, >90 day debt has reduced to £3.2m with a further £1.8m approved for payment in Oct.

£m
Non NHS debt

£m

•

Total debt stands at £13.9m, a net increase of £1.6m from March 2016.
£3.7m of this value has been settled in cash and a further £0.7m has been agreed for payment by
the end of September. Taking this into account he underlying debt position reduces to £9.5m.

A ged profile of debt
> 90 days

61-90 days

31-60 days

1-30 days

16
14
12
10

£m

•
•

8
6
4
2

1.4

The public sector payments target is that 95% of invoices are paid within 30 days of receipt of
goods or a valid invoice. In September 88% of invoices by volume and 82% of invoices by value
were paid within this target.

Aug-16

Apr-16

May-16

Mar-16

Jan-16

Feb-16

Dec-15

Oct-15

Nov-15

Sep-15

Aug-15

Jul-15

Jun-15

May-15

Mar-15
60.00
40.00
20.00
0.00

Jul-16

1.8
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Aug-16

0.5

Jun-16

1.5

Apr-16

5.2

May-16

Total > 90 days

80.00

Feb-16

1.2

Mar-16

1.7

Jan-16

0.2

Dec-15

1.5

Nov-15

4.6

Oct-15

NHS > 90 days

Value

100.00

Sep-15

0.2

Aug-15

0.1

Jul-15

0.3

Jun-15

0.0

May-15

0.6

Number

Invoices paid (%) within 30 days

Apr-15

Balance

Mar-15

Paid after
Agreed for Approved for
31.08.16 payment Sept
payment

Non NHS > 90 days

Paym ents
•

Sep-16

%

£m

Apr-15

0

The team continues to focus on reducing >90 day debt to £1m and >60 day debt to £2m (including the
£1m >90 days).

Investments
Estates & I T Capital

•

Actual spend YTD was £11.3m, £4.4m below plan. This is primarily due to underspends against QMH schemes.

•

The committee should note:

 Redevelopment of the QMH site – Phase 1; capital cost of £21.9m. GallifordTry are on programme with the construction of the ground & 1st floors of the main building and this
has been reflected with £4.6m valuation made against the contract value of £14.4m excl. VAT. With the window replacement costs approved, the GallifordTry contract value
stands at. The contractor started 18th April 16 and is due to handover OPD3 (ALD service) 16 September 2016, at the same time as closing the B Block Main entrance. We are
seeking to bring forward £0.5m of expenditure from Phase 2, to commence design work with GallifordTry for the clinical services on levels 2 & 3 thus enabling us to close A
Block earlier than planned and to make the associated savings identified in the business case.
 The Kidney Treatment Centre (KTC) – The Agreement to lease was signed on the 29 July 2016. GallifordTry commenced construction on the 29 August 2016 and are due to
complete end March 2017 with service opening end of April 17. GMP for the KTC is £2,143,895.
 Acorns (Children and Young Person’s Service) (F Block) – The service opened fully on the 5 September 2016 following the move of staff from Woodside, Murchison and Block B
at QMH to the newly refurbished building. There has been a lot of positive comments regarding the design, equipment and artwork which reflects the theme of ‘exploring
through nature’ developed by the children, carers and staff.
 Backlog Maintenance: The surveys of the all the plant rooms have completed and the scope of works developed.
 Car park works and external lighting: Goody Demolition/Datum with a contract value of £1,063k+vat started on the 6 June, have completed over 50% of the works reflected
in the valuation of £630K . Work has now started in the visitor car parks in front of Block B to improve access etc.
 Guys Cancer Centre – A firm date for completion of the building is being jeopardised by on-going disputes between HTI and Arien in relation to costs associated with items that
Arien believe to be variations and HTI believe are within the contract documents (these are not costs associated with Oxleas variations). Also there is a dispute over an
Extension of Time (for which the contractor has commenced a formal Adjudication). From a direct conversation between Oxleas and the contractor Arien have stated they will
endeavour to complete by the end of September. However from observations of current progress on site it should be anticipated that completion will not be reached earlier
than the 2nd week of October. The first round of defect inspections took place on the 22/24 August. The majority of the first floor was ready for inspection and approximately
50% of the ground floor. The fit and finish is to a good standard with only minor recurring issues needing rectification. The Trust are currently in direct communication with the
CEO of HTI to seek assurances that they are using all avenues to bring the project to a speedy conclusion. The Trust is still waiting for an updated program.
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Risks
Financial risks scoring 8 or above have been included in this section. The risks were updated at the July Risk Committee

Risk theme / area
(CQC Outcome)
Greenwich CCG in
Turnaround

Cash Releasing
Efficiencies 16/17 and
beyond
Reduction in future
contract values
Agency staff

Risk Description
1294: 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. Level of efficiency savings required on 16/17
Greenwich contracts are substantially higher than previously anticipated. This may also
impact on 17/18 as the CCG works through its plan to achieve financial balance.
1177: Not achieving the savings as a result of reductions in contract values would have a
negative impact on the recurrent deliverability of our operational financial plan and raise
questions about our long term sustainability.
1216: There is continued pressure in the health sector and it is likely that commissioners
will be attempting to significantly reduce contract values to try an mitigate the impact of
funding reductions and cost pressures associated with their financial position
1217: 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

Achievement of CQUIN 1291: There is a risk that we will not achieve 100% of the CQUIN value. This could result
income
in a loss of income

Level & Rating
(CxL)

Changes since
last review

Significant (16)
(4 x 4)



High (12)
(4 x 3)



High (12)
(4 x 3)



High (12)
(3 x 4)



Moderate (9)
(3 x 3)



Changes in
commissioning
structures

1293: 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 services.

Moderate (9)
(3 x 3)



Debt levels

1293: 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)



Shift towards a
competitive market
environment

1218: 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)



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

Clinical services are overspent by £2,527k.
Corporate Services are underspent by £137k.
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. Delivery against these plans is proving to be
challenging and to date the services have not managed to make the planned cost reductions.

CR Es:
•

Savings schemes to the value of £7.8m have been identified with £1.0m and £3.1m of these being
medium and high risk respectively.

Significant operational variances:
Adult MH: High Risk – current overspend and gap in future CRE plans
• Community MH: Underspent £176k YTD. The underspend is driven by the continued temporary vacancies
in psychological therapies. Non-pay expenditure was overspent by £28k due to one off suicide prevention
training expenses. There is a notable overspend in Greenwich medical budgets due to reliance on agency
staff, however vacancies have been filled.
• Inpatient, Rehab & Crisis: Overspent by £292k in month/£1,157k YTD. UEA overspend increased by £35k
in August resulting in £75k overspend. This was due to pressures in inpatient beds (YTD 1,595 OBDs).
The financial cost of this will be recharge through the risk share arrangements as appropriate. CRE
under-achieved by £115k as planned due to rehab inpatient redesign being expected to start yielding
savings from October.
L.D.: Low Risk
• Overspent by £7k in month; £59k YTD. The primary driver of the overspend is due to the
underachievement of CREs; gap of £163k between target and CRE plans. Additionally, Atlas house ECR
income underachieved by £2k due to the increase in income target for the additional local efficiencies
required by Greenwich CCG (YTD £44k under-achieved). The overspend was offset against underspends
in non-pay of £6k and £2k in pay.
Older Adults: Low Risk
• Underspend by £34k YTD/£25k in month, driven mainly by pay underspend driven by vacancies in OT,
psychology and A&C professions. CREs were under achieved by £21k in month but this was offset by
underspends in non-pay and NCA income overachievement.
Children & YP Services: Medium Risk – gap in CRE plans and level of in-year overspend
• £43k overspent in month (July £62k) inc. £57k under achievement of CRE plans (July £23k). Pay was
overspends have been offset by the deployment of additional transformation funding. Income under
achieved across a range of services, but this has been off set by under-spends on non-pay. Action
continues to focus on reducing printing costs.
Community Services: High Risk – gap in future CREs plans and level of in-year overspend
• Overspent by £134k in month with CREs accounting for£127k of this value. Staff costs continue to
overspend (£300k) due to agency staffing usage in District Nurses & Meadow View. A plan is in place to
stop all usage on the latter. Income and non-pay were underspent by £92k.
Forensic & Prisons: Low Risk
Overspend of £55k in the month/£124k YTD. Adverse movement in the month is mainly due to patient food
provision for Acute wards in Bracton. Due to incident in July, GCDA now provide 2 meals a day to the wards.
Drug costs have been reviewed and a more prudent position taken to reflect some concerns on the
information received. It should be noted there is an overspend in Greenwich Prisons (£226k YTD) resulting
from continued use of temporary staff to cover vacancies and escort and bed watches. The service has
presented a case to the Commissioner to recover some of escort and bed watches spend.

HQ Services : Low Risk
• Central Income - £425k 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), Therapies (vacancy and
service users survey), Service Delivery (Office expenses) and Trust Management (office
expenses)
QMS: Low Risk
• The planned QMS full year surplus is £150k and is currently on plan. Transitional
funding has been released to manage difference between costs incurred and income
received from tenants. Transitional funding support ends 16/17.
Other Corporate
• Underspend is due primarily to reduced spend on projects offset by lower than planned
income (£425k) and central reserves that have not been allocated to operational
budgets or spent (£1,800k) and central re-phasing to counteract the service spend
profile in the operational plan.
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Appendix 2 - Cash Releasing Efficiencies - 16/17 plans

•
•

16/17 National efficiency £4.880m.
16/17 Local efficiency £3.045m (£2.589m Greenwich CCG (part year effect); £0.456m NHSE).
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Appendix 3 - Agency Analysis

Admin & Management HQ spend in August 16 relates to:





£41k - vacancies within finance, HR, Estates, and other HQ services – to be reviewed by the CEO and Deputy CEO;
£15k - management vacancies within QMH site - this is funded by the QMH programme - to be reviewed by the CEO and Deputy CEO
£25k - project managers working on IT projects - to be reviewed by the CEO and Deputy CEO
£28k , £12k & £15k - vacancies in AMH, LD and C&YP Services respectively.

Agency Task Force
As at August 2016 the following teams met the criteria for Tier 3. Deputy CEO, Workforce Lead and DoF continue to support these teams to reduce or eliminate agency spend.

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.
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Appendix 4 – Provisions
The table below sets out the provisions that the Trust held on its balance sheet at the year end, and shows the in year movement i.e. April to August 2016.

Note that this value does not tie back to the provisions figure on the balance sheet as some are held in other areas of the balance sheet (e.g. the bad debt
provision is netted off against debtors).
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Q2 Board Certifications

Jazz Thind, Director of Finance
30th September 2016

Q2 NHSI Submission
• Financial Position
EBITDA
The Trust is forecasting EBITDA for the 6 months to 30th September 2016 of £2.604m / 2.14%, which in
line with our NHSI plan.
Surplus
We are on track to deliver an underlying cumulative deficit of £500k/-0.41% to quarter ending 30th
September 2016. The Board should note that we have signed up to a revised control total of £2.580m
(previously £1.1m) for the 12 months to 31st March 2017. This reflects the agreement by the Board to
accept a further allocation from the Sustainability and Transformation Fund (referred to as Tranche 2)
of £1.480m.
Cash
Forecast total cash and short term investments is £70.0m at the end of September 2016 and in line
with our plan.
NHSI Risk Rating
Under the current Risk Assessment Framework, the Trust scores 2.8 which rounds up to 3.0, this is
better than the YTD plan (2.0). This denotes ‘emerging or minor concern potentially requiring scrutiny
with potential enhanced monitoring’.
NHSI has now, as part of their monthly review, added an override function which means, if any one of
the four indicators above scores 1 then the risk rating will be adjusted down rather than rounded up.
For the Trust this will show a risk rating of 3 which is in line with the Q2 plan.
Financial Sustainability Risk Rating (estimated for Q2)

Capital Servicing Capacity Rating (times)

Liquidity Rating (days)

I&E Margin (%)

Variance in I&E Margin (%)

Risk rating (as per framework)
Risk Rating (with override)
Risk rating (Quarter 2)
Risk rating (year end)

Rating Weight

Actual

2

Plan

2

Actual

4

Plan

4

Actual

2

Plan

2

Actual

3

Plan

3

Actual
Actual
Plan
Plan

Weighted
Score

25%

0.5

25%

1.0

25%

0.5

25%

0.8

3.0
3.0
2.0
3.0

•

Elections
NHSI Risk Assessment Framework requires a quarterly report of elections held and results of byelections during quarter 2 are as below.
Elections concluding during Quarter 2
The Summer elections commenced on 24th June and concluded on 9th September, with the
following outcomes:
Public: Bromley - Stuart Dixon (2 year term)
Public: Bromley – 1 vacancy remains (1 year term)
Public: Greenwich – Gabrielle Wain (3 year term)
Public: Greenwich – Yens Marsen-Luther (1 year term)
Service User/Carer: Adult Community Health Services - Katherine Copley (3 year term)
Service User/Carer: Children’s Services - Fola Balogun (3 year term)
Service User/Carer: Learning Disability Services – Raja Rajendran (2 year term)
Service User/Carer: Older People Mental Health Services – Sonia Hylton-Mars (3 year term)
Service User/Carer: Older People Mental Health Services – Arthur Mars (3 year term)
Service User/Carer: Working Age Adult Mental Health Services – Lesley Smith (3 year term)
Staff: Older People Mental Health Services – Anna Dube (3 year term)
Staff: Working Age Adult Mental Health Services – Grace Umoren (3 year term)
List of Governors’ elections for Oxleas NHS Foundation Trust
Constituency Full name of
No. of
No. of votes
Type
constituency
candidates cast
1
2
3

Public
Public
Patient

4
5

Patient
Patient

6

Patient

7

Patient

8

Patient

9

Staff

10 Staff

Public: Bromley
Public: Greenwich
Service User/Carer:
Adult Community
Health Services
Children’s Services
Service User/Carer:
Learning Disability
Services
Service User/Carer:
Older People Mental
Health Services
Service User/Carer:
Older People Mental
Health Services
Service User/Carer:
Working Age Adult
Mental Health
Services
Staff: Older People
Mental Health
Services
Staff: Working Age
Adult Mental Health
Services

1
3
1

Uncontested
123
Uncontested

Turnout No. of
eligible
voters
10.2%
1,208
-

Date of
election

1
1

Uncontested
Uncontested

-

-

22/7/16
22/7/16

1

Uncontested

-

-

22/7/16

1

Uncontested

-

-

22/7/16

6

71

12.9%

549

8/9/16

2

74

20.8%

356

8/9/16

1

Uncontested

-

-

22/7/16

22/7/16
8/9/16
22/7/16

• Executive Turnovers
NHSI Risk Assessment Framework sets out that NHSI will use executive team turnover as one of the
potential indicators of quality governance concerns. This information is provided in the table below
including explanation for any changes during the quarter 1.
Units

Actual for Quarter
ending 31-Dec-15

Actual for Quarter
ending 31-Mar-16

Actual for Quarter
ending 30-Jun-16

Actual for Quarter
ending 30-Sept-16

Executive Directors
Total number of Executive
posts on the Board
(voting)
Number of posts currently
vacant
Number of posts currently
filled by interim
appointments
Number of resignations in
quarter
Number of appointments
in quarter

Posts

6

6

6

6

Posts

-

1

-

-

Posts

2

2

1

-

Resignations

-

1

1

-

Appointments

-

-

1

1

During quarter 2, our Acting Director of Finance Jazz Thind has been appointed as Director of Finance
having had an interim appointment in that role.

Healthcare targets and indicators
The table below sets out our indicative performance against NHSI healthcare targets and indicators for Q2 2016/17. The final submission for Q2 will reflect
the actual performance and declarations.

Declaration of risks against healthcare targets and indicators for 201617 by Oxleas NHS Foundation Trust
Annual Plan
Targets and indicators as set out in the M onitor Risk Assessment Framework

Quarter 2

Threshold or
target YTD

Risk declared

Performance

Declaration

Target or Indicator (per Risk Assessment Framew ork)

Referral to treatment time, 18 weeks in aggregate, admitted patients

i

90%

No

0.0%

Achieved

Referral to treatment time, 18 weeks in aggregate, non-admitted patients

i

95%

No

0.0%

Achieved

Referral to treatment time, 18 weeks in aggregate, incomplete pathways

i

92%

No

0.0%

Achieved

Care Programme Approach (CPA) follow up within 7 days of discharge

i

95%

No

0.0%

Achieved

Care Programme Approach (CPA) formal review within 12 months

i

95%

No

0.0%

Achieved

Admissions had access to crisis resolution / home treatment teams

i

95%

No

0.0%

Achieved

Meeting commitment to serve new psychosis cases by early intervention teams

i

95%

No

0.0%

Achieved

Minimising MH delayed transfers of care

i

<=7.5%

No

0.0%

Achieved

Data completeness, MH: identifiers

i

97%

No

0.0%

Achieved

Data completeness, MH: outcomes

i

50%

No

0.0%

Achieved

Compliance with requirements regarding access to healthcare for people with a learning disability

i

N/A

No

N/A

Community care - referral to treatment information completeness

i

50%

No

0.0%

Achieved

Community care - referral information completeness

i

50%

No

0.0%

Achieved

Community care - activity information completeness

i

50%

No

0.0%

Achieved

N/A

No

No

N/A

N/A

25/04/2016

CQC compliance action outstanding (as at time of submission)

N/A

No

No

CQC enforcement action within last 12 months (as at time of submission)

N/A

No

No

CQC enforcement action (including notices) currently in effect (as at time of submission)

N/A

No

No

Moderate CQC concerns or impacts regarding the safety of healthcare provision (as at time of submission) i

N/A

No

No

Risk of, or actual, failure to deliver Commissioner Requested Services
Date of last CQC inspection

i

Major CQC concerns or impacts regarding the safety of healthcare provision (as at time of submission)

i

N/A

No

No

Overall rating from CQC inspection (as at time of submission)

i

Requires
Improvement

N/A

Requires improvement

CQC recommendation to place trust into Special Measures (as at time of submission)

N/A

N/A

No

Trust unable to declare ongoing compliance with minimum standards of CQC registration

N/A

No

No

Trust has not complied with the high secure services Directorate (High Secure MH trusts only)

N/A

N/A

N/A

i

We have no CQC enforcement action but we have 12 requirement notices from last CQC inspection. References to "Moderate" and "Major" do not apply to Oxleas. They
only apply to Trusts that have not been inspected under CQC's new compliance framework.
Delayed Transfer of Care (DToC)
We anticipate meeting all the monitor activity targets in Q2. We are still working with NHSI on the definition of DTOC within our services but we believe that we will be
meeting the target for Q2 using either the standard definition or the locally defined definition.

Table 3 of the NHSI Risk Assessment Framework
Categories of matters which will require an exception report to NHSI.
Examples of where an exception report is required
Continuity of services
• unplanned significant reductions in income or significant increases in costs
• discussions with external auditors which may lead to a qualified audit report
• future transactions potentially affecting the financial sustainability risk rating
• risk of a failure to maintain registration with CQC for commissioner requested
services (CRS)
• loss of accreditation of a CRS
• proposals to vary CRS provision or dispose of assets, including:
cessation or suspension of CRS
variation in asset protection processes
• proposed disposals of CRS-related assets
Financial governance
• requirements for additional working capital facilities
• failure to comply with the statutory reporting guidance
• adverse report from internal auditors
• significant third-party investigations or reports that suggest potential material
issues with governance
• CQC inspections and their outcomes
• performance penalties to commissioners
Governance
• third-party investigations or reports that could suggest material issues with
financial, operational, clinical service quality or other aspects of the trust’s activities
that could indicate material issues with governance
• CQC responsive or planned inspections and the outcomes/findings
• changes in chair, senior independent director or executive director
• any never events*
• any patient suicide, homicide or absconsion (mental health trusts only)
• non-compliance with safety and security directions and outcomes of safety and
security audits (providers of high security mental health services only)
• other serious incidents or patient safety issues that may impact compliance with
the licence (e.g. serious incidents, complaints)
Other risks
• enforcement notices or other sanctions from other bodies implying potential or
actual significant breach of a licence condition
• patient group concerns
• concerns from whistle-blowers or complaints
• any significant reputation issues, e.g. any adverse national press attention

Please note there is no Enc 10.

Board of Directors
6th October 2016
Agenda item

South London Forensic Partnership (SLP)

Item from

Ben Travis, Chief Executive

Attachments

a) SLP – Executive Summary
b) SLP - Slide Pack

Item
Enclosure
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Summary
The attached Executive Summary sets out:•
•
•
•
•

how the Partnership was formed,
the purpose of the Partnership,
what the Partnership wishes to achieve,
the work the Partnership needs to undertake over the next 6 months (shadow term)
the work and timeline for the ‘Go-Live’ business case on 1st April 2017

This paper is being shared with the Board of South London and Maudsley and South West London &
St Georges.
In addition, it is important to note the implications of Oxleas being the nominated lead for the
forensic project.
We will be required to obtain approval of the business case from NHS Improvement, and it is likely
that this transaction will require the approval of the Council of Governors. This is because Oxleas
would contract with NHS England from 1 April 2017 for the entire budget (circa £70m) and then
hold sub-contracts with the other South London providers, as well as with other providers. All
financial risk would be shared equally across the partnership, and clinical risk will continue to sit
with the service providers. It is envisaged that the initial contract is for 2 years with a break clause
after 12 months that either party can trigger for any reason – which further limits risk for all parties.

Recommendations
To approve the working up of a full business case.

South London Partnership
Executive Summary

Background
The NHS Planning Guidance 2016/17-2020/21 identified the opportunity for areas to
express an interest in ‘secondary mental health providers managing care budgets for
tertiary mental health services’. Specifically this meant targeting and reframing the way in
which low and medium secure and CAMHS T4 services are commissioned across England.
The rationale for this is two-fold:•
•

by managing the pathway more effectively the system can deliver the greatest
benefits to service users; and
by focussing on high cost low volume services can deliver value for money and a
return on investment.

In response to this Oxleas, SLaM, SWLstG and NHS England (London) Specialised
Commissioning - building on momentum already established - successfully applied, as the
‘South London Partnership’ and were selected as a 1st wave trial participant and are now
one of 4 New Care Models national sites.

Purpose
This initiative sits with NHS England’s New Care Models Directorate and is supported as a
key opportunity for change within the FYFV Mental Health Taskforce Report:•

•
•

Promoting innovation in service commissioning, design and provision that joins up
care across in-patient and community pathways (reaching across and beyond the
NHS)
Make measureable improvements to the outcomes for people of all ages and
delivering efficiencies on the basis of good quality data
Eliminate costly and avoidable out of area placements and providing high quality
treatment and care, in the least restrictive setting, close to home

South London Partnership
Our Partnership is jointly lead by:Will Huxter, Regional Director of Specialised Commissioning,

Ben Travis, CEO Oxleas NHS FT,
Matthew Patrick, CEO South London and Maudsley NHS FT and
David Bradley, CEO South West London & St Georges NHS Trust.

The services covered by our Partnership include all medium secure, low secure, step-down
and forensic community outreach services covered by the contracts agreed between NHS
England Specialised Commissioning (London) and the three South London NHS Trusts
responsible for mental health services in this sub region. In addition any resident of this
sub-region treated in forensic services Out of Area, are also covered by our Partnership.

New Care Models
The New Care Models Programme is in itself, a means to an end, where the ambition is to
meet the triple aim of:•
•
•

Improving overall service quality
Improving the patient and carer experience
Increasing the efficiency and productivity of our services (VFM)

Under these arrangements it is our intention to:•
•
•
•
•

Transform and reshape services across both in-patient and community settings
Become outcome focussed
Commit to providing services closer to home
Be financially sound by identifying how to deliver value for money both in-terms of
the savings and investments;
be well lead and demonstrate strong clinical support and leadership.

The proposition and the first of our five components therefore requires the establishment
of:1.

NEW COMMISSIONING and CASE Management Directorate
Establishing a new team, setting up a new patient register and tracker function and
overseeing all the transactional and clinical pathway activity required to maximise
the efficiency and productivity required to deliver our vision. This Directorate will
provide the integrator function between strategic commissioning, delivery and

clinical governance. With this in place we will focus on four core transformational
work streams

2.

SINGLE POINT OF ACCES
Developing a new single South London point of referral, assessment and triage with
a new clinical case management offer across the whole pathway with linked
budgetary responsibility

3.

SPECIALISATION
Developing specialism - not every trust providing the same services - agreeing what
the right distribution for both clinical efficiency and patient pathway optimisation
are. For example, developing a single women’s pathway. We will use this option to
take a fresh look at our estate development and if appropriate prepare and share
recommendations for re-development and rationalisation across partnership

4.

SHIFTING CARE
Investing in re-ablement – shifting care to a strong step down, rehab and community
forensic offer, integrated with housing and welfare providers to ensure safe recovery
on transition from inpatient provision

5.

PATHWAY STANDARDISATION
Advancing quality, by building on our existing approaches to Quality Improvement
across an agreed series of patient pathways. Our objective is to improve throughput
(flow) and patient outcomes, actively monitoring protocol compliance. We will also
look at commissioning pathway services (particularly substance misuse and PD
services) that have been shown to reduce lengths of stay within low secure settings all the evidence strongly suggests that through better pathway management,
treatment is timely and more effective and importantly recovery is quicker.

Shadow Form Agreement ‘SFA”
Our Partnership signed a draft Memorandum of Understanding with NHS England (National
Team), on the 18th July and in doing so began a process of financial and clinical due
diligence.
The expectation at the time of signature was to proceed to a formal contractual agreement
transferring budgetary responsibility to our Partnership on 1st October 2016, thus enabling
us to manage the full forensic case load and associated patient flows for South London.
Our Partnership along with the other 6 national pilot sites agreed with NHSE that confidence
to proceed would depend on 4 critical success factors. These are:
•
•
•
•

Access to a robust patient identifiable database
Access to matching financial and contractual data
A bespoke contract variation (CV) that reframes all contracts into a budget offer to
the Pilots
A clear understanding of the risks associated with the budget transfer

With regard to 1 and 2 data files were received at the beginning of September that related
to both of these. The patient data while reasonably detailed but lacked other key data. This
data is critical to the Partnership understanding the quantum of the Commissioning Budget
and risks.
NHSE have agreed to return with a Shadow Form Agreement “SFA.”
The purpose of a signed SFA would in this instance allow NHSE to provide our Partnership
with the ‘unsuppressed’ financials we require as well as access to the contracts that are in
place with the private and independent sector providers.
NOTE: at the time of writing the SFA was under review and expect to sign for Go-Live from
1st October.
At the same time, patient activity lists continue to be validated against local records. .

Next Steps
The SFA requires both our Partnership and NHSE to clarify a number of operational issues
and in turn complete a business case (by 31st December 2016) that underpins our
proposition. The main operational issues are:•
•
•

Clarification regarding governance and partnership lead arrangements
Clarification regarding QUIP
Clarification regarding immediate repatriation plans and any associated costs savings

•

Further clarification regarding our new care models

With immediate effect we have therefore established a lead/host provider and set up an
Operational Board (OB) to oversee the Shadow Period (1st October 2016 – 31st March
2017).
Oxleas is the nominated host and Ben Travis is to Chair the OB.
The terms of reference for the Board have been drafted (attached) and the board is
scheduled to meet monthly to govern the delivery of the business case.
Approval has also been given (within our Partnership) to establish, with immediate effect
our Out of Area clinical team. This team is reviewing the current Out of Area admissions
with a view to bringing patients back to services closer to home. In doing so we expect to
meet the 2016/17 QUIP subject to the rules around financial savings being agreed with
NHSE.
Once we have signed the SFA the Partnership will get access to the additional data required
to complete our due diligence. We anticipate this process being completed quickly enabling
the OB to provide internal assurance that the quantum of patient activity and associated
financial activity is in line with our expectations; and in doing so provide the base line for
our business case.
Our Clinical and Service Directors are leading on the New Care Model/s development that
will be at the heart of the business case and are meeting fortnightly to complete the patient
and financial flow analysis and assumptions.
The business case will be the vehicle through which we deliver our own internal assurance
as well as trip the green light to go live on 1st April 2017.
At this point we will sign a 2-year contract variation with NHSE (National) that covers the
delegation of contractual and budgetary responsibility for all forensic activity to the
Partnership. We will therefore from this point be defacto pathway commissioners.
In the spirit of the pilot there will be a break point after 12months and we expect to be
involved in an on-going evaluation of the pilot.
The Board is asked to note these actions with a view to further updates over the course of
the next 6 months - crucial is the period between now and 31st December while we
complete our early actions.

NEW CARE MODELS:
South London Forensic Partnership
Meeting with NHSE
22nd September 2016
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Demography
Estimated population we serve is about 3.2m
At least 91 different nationalities and communities
Speaking a total of 200 or more languages
Statistics suggest 0.53m South Londoners
experience clinical levels of mental ill health p.a
422 forensic patients as per NHSE list
Estimated expenditure circa £74m (inc: circa £30m
OOA)
c190 Patients OOA - 150 Non-NHS and 30 NHS
12 CCGs
2 STPs South East and South West London

Partnership and Accountability Arrangements
SLaM Board

Oxleas Board

SWL&STG Board

London Specialised
Commissioning
Management Board

Steering Group
(Leadership Team)

NHSE National
Pilots

Operational Board

Financial and Contractual
reporting
New Models of Care

Investment decisions
Communication Strategy
Future Venture Appraisal

Operational Board - membership
• ‘Establish and oversee’ the delivery and mobilisation of
workstreams of the NCM programme
• Membership
–
–
–
–
–
–
–
–
–

Ben Travis (Chair)
1x NHSE Rep (Victoria)
1x CD (Mari)
1x SD (Ellie)
1x FD (Gus or Jazz)
1x Communication (Ranjeet)
1x Programme Director (David)
1x Expert by Experience
As required HR, Informatics, Estates

• Monthly oversight for 1st six months

Governance
Oxleas in capacity as ‘host’ to
have contractual agreements
between itself, SLaM and
SWLstG and other providers
of services.
Financial risk and gain share
to be apportioned equally on
a 4-way agreement between
4 partners
Trusts remain accountable for
clinical risk

Oxleas

NHSE National

Oxleas
Host for ‘single
commissioning budget’
Circa £43+£TBC

SWLstG

SlaM

NHSE London

Other

Clinical risk to be managed by each provider organisation

Operational Board - Finances
• QIPP requirement is 2.4% of the Forensic MH Contract service line value
£43m. As agreed by DoFs
• QIPP value aligned to SLF programme - £1.0m
• Manage commissioning budget TBC (contracted value plus spend
associated with out of area activity placements est £73m) for those
patients within the scope of the programme
• Ensure transparency and open book
• Application of savings generated – 1st £1m to pay QIPP and thereafter
investment in delivering new service change
• Risk and gain shares to be attributed equally among 4-partners
• Support funding to be banked by SLaM and is allocated by Operational
Board

New Care Models Proposition1
1. SINGLE POINT OF ACCESS:
Accountable Care - COMMISSIONING Directorate

2. SPECIALISATION:

3. SHIFTING CARE:

4. PATHWAY STANDARDISATION
5. CASE MANAGEMENT

 End to end clinical case management – knowing where all
our patients are at anyone time and what advanced plans
are in place for their care and recovery
 Using our benchmarking and patient informatics
 Applying ‘buying skills’ to source and deliver new
products and services for patients
 Maintaining a live database s –using this as a quality
management tool to ensure that at any time patients are
on the agreed ‘standardised pathways,’ minimising
unwarranted variation but protecting personalised care
planning
 Setting up and agreeing contracts across the whole supply
chain to ensure patient flow is maintained

422 unique
patient records

70%
MI

Validation
underway
diagnostic codes
being added

352
Men

Data

90%
MI

226 being
treated in
area

196 being
treated out
of area

156
across 7
private
providers

10%

ASD, LD
& PD

51 on civil
sections
in NHS
provision

20%
LD

41
Men
FOCUS HERE 1st
15
W

80 on
civil
sections
56 in
LS

Outcomes
Patients in
Private LS
care

Estimated
Year of care
Costs
(YOC)/patien
t

Total

Alternative out
of hospital YOC
cost* per patient

Saving
Scenario 1
70%

Saving
Scenario 2
30%

41 men

£160,000

£6.56
m

£75,000

FYE £3.48m
@70% £2.44m

FYE £3.48m
@30% £1.04m

15 women

£160,000

£2.4m

£75,000

FYE £1.27m
@70% £0.89m

FYE £1.27m
@30% £0.27m

Women’s service 1st
* Costs will vary between £45-75k

South London Forensic Programme

IMPLEMENTATION

With Immediate Effect
(Completed by December 2016)

• Maximise current bed occupancy

• Operate within a single referral, admission and
discharge policy
• Developing single live data base and safe haven

• Impact on Length of stay

• Review patients in own services for immediate
discharge opportunities (e.g. circa 51 patients on civil
section)

With
Immediate
effect

Complete by
December
2016

• Assessment of out of area cohort

• Establishment of a dedicated Out of Area team
• Development of communication materials
• Start assessing and moving patients to lower cost
alternatives
• Start with LS civil sections

Complete
50% by
December
2016 and
remainder by
March 2017

Medium term
• Establish a single point of access
• Facility identified
• Model being appraised and costed

• Commission an enhanced Community
and Housing solution
• Engage specialist housing sector
• Coproduce a specification with CCGs and
Local Authorities
• Model capacity
• Market test

Implement by
1st April 2016

Implementation
in phases
according to
patient clusters

Thematic and Ongoing
• Quality Improvement
– Establish forensic quality improvement
network in line with QI strategy of Trusts
– Identify a minimum of SIX implementable
projects that improve quality and
productivity and reduce cost

Implement and
run programme
1st October
2016 to 30th
September
2017

TASK
1

Operationalise Single bed
management policy

2

Reduce length of stay in all
clinical areas to create
capacity

3

Re Assess all out of area
patients with new OATs

4

Move 1st cohort of patients
into vacant and/or freed up
core capacity

5

Commission new SPOA for
all new referrals

6

Start dialogue with housing
association sector and cocommissioners (CCGs and
LAS)

7

Developed enhanced
community and housing
specification and market
test and commission
capacity

8

Move 2nd cohort of patients

9

Underpin implementation
with QI programme

10

Establish and

O 16

N

D

J

F

M

A

M

J

J
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Predicting OBDs saved
(examples)

IMMEDIATE
• Repatriate 10 patients assume half way through bed stay in OOA LS
• Male ALOS = 692; Female ALOS = 515
e.g. For Male Patients
• By utilising contracted in area capacity save 10x(½ x692) =3460 OBDs
• If cost per bed day circa £450 anticipated savings = £1.5m
MEDIUM Term
• Closure of Out of Area LS capacity in favour of Enhanced Community offer
e.g. For civil sections
• Maximum 80 beds (civil sections) equivalent to 29,200 OBDs/annum saved
• Cost of new care model/annum = circa £6m
• Cost attributed to old care models = £13m
• Savings in order of £7m

What SLFP needs….
IMMEDIATE
• 16/17 – does QIPP remain on provider books?
• Will 16/17 provider reimbursement of QIPP invoices to NHSE be
settled as per MoU?
• How will £ flow for savings generated in shadow period?
• Forensic LD patients and costs – in-scope ?
• Receipt of fully verifiable patient dataset including £ - (to determine
baseline commissioning budget)
BY 31st Dec
• Commissioning budget agreed and signed off by all parties
• Transparency re contracts with all Private, Independent and
Voluntary (PIVs) sector providers.
• Clear national communication strategy with PIVs

Board of Directors
6th October 2016

Item
Enclosure

Agenda item

Audit Committee update

Item from

Archie Herron, Non-Executive Director

Attachments

Audit Committee Minutes 7th September 2016

Summary and Highlights
The Audit Committee took place on 7th September and the minutes are attached.
Recommendations
To note.
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Audit Committee
7 September, 2pm to 4pm
Maple Room, Pinewood House
Archie Herron
Steve James
Joanne Stimpson
Stephen Dilworth

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

In attendance
Ben Sheriff
Fleur Neiboer
Hannah Andrews
Jack Stapleton (JaS)
Jazz Thind
Richard Sydee
Sally Bryden

Deloitte Associate Director
KPMG Partner
KPMG Manager
KPMG Senior Manager Counter Fraud
Director of Finance
Associate Director, Financial Services and Assurance
Associate Director of Corporate Affairs/Trust Secretary (mins)

Action
1.

Apologies for Absence
There were no apologies for absence.

Noted

2.

Minutes of the Audit Committee held on 24th May 2016
These were agreed as an accurate record.

Agreed

3.

Matters Arising

Noted

Item 3 HMRC off payroll recommendations
HMRC are taking recovery action and we hope to recover further funds. JT informed the
committee that our contracting arrangements have been strengthened.
Item 6 Data quality and assurance
SJ informed the committee that 48hr follow up has been discussed at the Quality
Committee and patients are now flagged up on the patient record system. We are
working with the Software provider to adapt the system to prevent a clinician moving
to the next screen without completing the task.
Item 6 Care planning
This is part of a trustwide review that is taking place.
Item 11 Child and Adolescent Mental Health Services outcome measures
SJ confirmed that this is being followed up by the Quality Committee.
4.

Outstanding Audit Recommendations Report / Tracker

Noted

FN presented the internal progress report and informed the committee that terms of
reference have been prepared for forthcoming internal audits. She confirmed that from
previous internal audits, ten recommendations have been implemented since the last
meeting. Also, one high priority, six medium and five low priority recommendations had
been added. There were twelve overdue recommendations – one of these was a high
priority recommendation and five medium priority. The overdue high priority
recommendation related to 48hour follow up and KPMG are confident that progress is
being made on implementing this and on all recommendations. She confirmed that
KPMG will ensure that all relevant reports go to the Risk and Quality Committees.
JT will talk to colleagues about oversight of progress and dates.

JT

FN gave a technical update which covered the publishing by NHS Improvement of the
Single Oversight Framework, principles for engaging people and communities and the
impact of the EU referendum outcome.
JT will check whether the impact of the EU referendum is being considered by the
Workforce Committee.
SJ raised the formal link between the Quality and Audit Committees and AH confirmed
that it was the responsibility of the Audit Committee to ensure work is taking place. It
was suggested that other board sub-committees have agenda items on internal audit
reports, agree a timescale for recommendation implementation and oversee the
progress. It was agreed that the lead executive would receive draft reports and then
take to the relevant committee.
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JT

SB

5.

KPMG Internal Audit Reports

Noted

HA presented the Business Continuity and Disaster Recovery Internal Audit Report
which has been rated with partial assurance with improvements required as expected.
The issues highlighted were that server rooms need upgrades to meet backup and
recovery standards fully and that disaster recovery documentation needs improving to
ensure it is current and appropriate. Provision has been made in the capital plan to
undertake this work and the report has been agreed by Executive leads.
SD stated that testing should be undertaken annually and JS asked whether the risks
raised through the audit were on the risk register. JT will discuss with Alison Furzer,
Executive Lead, and it will be taken to the next Risk Committee for further discussion.

JT

AH requested an update at the next Audit Committee including how risks have been
mitigated.

JT

The Committee noted the report.
HA presented the Administrative Support Review. This is not part of the formal internal
audit programme but is an advisory report for the trust. It recommends standardisation
of job roles and issues to consider when reorganising services. All actions have been
agreed in principle by JT and Simon Hart, Director of HR and Organisational
Development and they will be taken forward as part of other programmes of work. JT
will circulate to other members of the Executive for further discussion.
JT
JS was concerned about the inconsistency of job descriptions being used and AH
requested the report to go to the Executive and Board and then return to the Audit
SB
Committee with progress update.
6.

Local Counter Fraud Progress Report

Noted

Jack Stapleton introduced himself as the new Senior Manager for Counter Fraud and
presented the progress report to the Audit Committee. He updated the committee on
five cases currently being dealt with and stated that two have been closed since the last
audit committee meeting.
JS queried the time period being considered in case OX14 and JT confirmed that it is
possible for a member of staff to work in more than one location in one day. JT will
check that this does not relate to exactly the same period of time.
JaS said he will discuss the issue with colleagues to identify any learning from other
organisations.
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JT
JaS

7.

Debtors Report
Noted
RS presented this report and informed the Committee that a further £5.9M has been
settled since the report had been written. He confirmed that 90 Day debt has increased
mainly due to Greenwich CCG overseas patients. JT informed the Committee that she
has met with the Chief Financial Officer of Greenwich CCG who has agreed to settle the
amount for work already done.
A repayment plan is in place for the King’s NHS FT debt but it is not reducing the overall
debt. JT is meeting with the Director of Finance at King’s and will ask him to increase
payments. The Committee supported this action.
RS confirmed that several long outstanding debts had been settled and updated on
liability and contract issues.
JT informed the Committee on the situation on overpayment of staff and confirmed
that a more robust stance is being taken with managers to avoid this situation in the
future. JS agreed that a tighter process needs to be established.
JT updated on progress with NHS Property Services to settle outstanding debts.

8.

Policy and Procedure Update
RS informed the Committee on changes to the following policies:
- purchasing goods and services
- travel expenses and lease cars
- petty cash
- purchasing cards.
These were agreed by the Committee.
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Agreed

9.

Sector Developments

Noted

BS presented the sector updates which covered the impact of the outcome of the EU
referendum, group accounting manual consultation, single oversight framework
consultation, mandatory gender pay gap reporting and new financial and operational
controls.
JS suggested that gender pay gap reporting is taken for consideration by the Workforce
Committee.

SB

The developments were noted.

10.

11.

Overview of Gifts and Hospitality Register
SB presented the register for review by the Audit Committee. The Committee agreed
that the gifts had been accepted in line with trust policy.

Agreed

FN suggested a further assurance of adding records of gifts and hospitality refused. SB
and FN to liaise on updating the policy and processes to achieve this.

SB/FN

Memorial Hospital Fraud Update

Noted

RS informed the Committee that £140k has been recovered through a confiscation
order being completed.
This was welcomed by the Committee.

12.

NHS Improvement feedback on 2015/16 annual accounts
NHS Improvement feedback on submission of foundation trust annual reports and
accounts was noted.
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Noted

21.

Any Other Business
RS stated that the Standing Financial Instructions have been amended to allow the
Director of Finance to sign off the Chair’s expenses.
SD thanked AH for his outstanding role chairing the Audit Committee. AH thanked the
auditors and finance colleagues for their support.
JT thanked RS for his support – he is leaving Oxleas at end of the month.
Next meeting of the Audit Committee
6 December 2016 – 2pm – 4pm
Maple Room, Pinewood House

I confirm that the minutes of Audit Committee held on 7th September 2016 are a true record
Signed
Archie Herron, Chair of the Audit Committee
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Workforce and Learning Development Committee report

Item From

James Kellock, Non Executive Director

Attachments

Band 5 recruitment campaign report

14
13

Summary and Highlights

The Workforce and learning development group met on the 19th September 2016
Workforce KPI was noted
Sickness was recorded as slightly in excess of the target RAG rating at 4.03%
Vacancies are overall at a green rag rating but there were extensive discussions around the areas of
Prison and Adult mental health where band 5 nurse recruitment remains problematic. The group
agreed that there needs to continue to be a high priority on recruitment, however there needs to be a
commensurate effort on retention. This will be a priority for the recruitment and retention sub group.
The group reviewed for the first time the extensive KPI that has been produced from the E Roster
system. Service Directors confirmed that this is providing a helpful resource to manage resources and
minimise agency spend. NEDS were offered the opportunity to have further sessions on a small
group/ 1:1 basis to further understand E Rostering and the KPI.
Disability Leave Policy
Was agreed by the group.
Productivity Update Report
The group received an update of data being developed to identify and review the progress of this
workstream. The programme is focussing on three elements: Data Quality, Costing, income, activity
and plans, and Productivity standards. The reports have been shared with Business managers and are
still being refined and developed. It was agreed that there is not likely to be a universal report that will
fit all service lines. The work of the group was noted and further information sharing was offered to
Non executives and group members if required.
Learning and Development Update
The group ratified the new Induction policy.
Learning DNA management focus continues. Some improvement was shown in August, down to 18%
overall. Available data suggests that the problem is intricately linked with inconsistent advance
rostering.

The committee discussed trends in DNAs and considered the impact of repeat offending and
information will be shared at a directorate level to support local management of this issue.
Hyde Housing
The group received an update on the work being undertaken with Hyde Housing to enable Oxleas staff
to access rented or shared ownership schemes on the Queen Mary’s site. Properties are likely to be
available shortly and will be used as a retention tool for Oxleas staff. Final details around the agreement
are still being resolved.
Band 5 Nurse recruitment Campaigns and Oxleas Plus Pension update
An update of current band 5 recruitment was shared with the group and is also contained in the
exception report KPI 32 Vacancies (exceptions AMH and prisons) . Band 5 nurse recruitment continues
to be a challenge particularly in AM and prisons. Each directorate is undertaking recruitment
assessment days using the principles and techniques developed in the trust wide campaign.
Current data on the Oxleas Pension Plus update shows that the offer was taken up by 32% of the
successful applicants in the trustwide campaign which utilised the choice of pay offers. The average age
of those in receipt of the offer was 43.8 years. The average age of the new joiners who took up the
incentive was lower at 37 years. The % of new joiners who took up the offer was 32 %.
The paper is attached.
Recognition awards
The group received a report regarding plans for the reshaping of the recognition award process. The
awards will take place in early 2017.

Changes to risk register

Previous
rating

New rating

WF3 Quality of supervision – risk reduced following Audits by Nursing and
AHP’s.

3x3 (9)
Mod

3x2 (6) Mod

WF5 Supervision for temporary staff – following CQC visit this risk was
reduced to 3 x2 as there evidence that this is occurring.

3x3 (9)
Mod

x2 (6) Mod

3x2 (9)
Mod

Closed

WF8 Risk relating to student placements was removed as contract and
processes now in place. However, further work was identified relating to
Social Work Students.

New risks identified
A new risk is being developed by the recruitment and retention sub group
regarding retention. Wording tbc.
Recommendations
To Note

Rating
4x3 (12) High

Update on the Band 5 nurse recruitment campaign and the
Oxleas Plus Offer (pension opt-out incentive for Band 5 nurses)

Between January 2016 and April 2016 the trust conducted a Band 5 nurse
recruitment campaign covering all directorates. The campaign was supported by an
extensive marketing drive, including radio, bus and posters with the local
communities.
The campaign offered applicants the ability to take up ‘Oxleas Plus’ (our Band 5
pension opt-out incentive). The Oxleas Plus offer was rolled out to existing
employees as of 04/01/2016, and closed pending further evaluation on 22/04/2016.
The scheme remains open only to those offered employment during the advertising
period.
The list below identifies the current status of the band 5 recruitment drive (note that
it includes candidates from the AMH Band 5 campaign, initiated in November 2015,
which was integrated into the trustwide drive).
Offers of employment were made to 117 candidates.
•
•
•
•
•
•
•

37 commenced substantively (6 in lower banded capacities until their PIN is
issued)
7 have commenced on bank whilst waiting PIN
6 have declined but wish to work on our bank
31 are in progress, 12 of which are unresponsive and are being contacted
with a deadline in order to progress
6 Children’s nurses were offered bank-only roles due to the low vacancy rate
in C&YP
27 have declined their conditional offers
3 have had their offer withdrawn due to unsatisfactory references

Subsequently, directorates have continued to adopt the method of generic bulk
recruitment within their directorates. This model has been developed in conjunction
with the Nursing directorate, and has reduced the need (and resources) to conduct
small-scale repetitive campaigns.

In July 2016 IR&C undertook a Band 5 recruitment day and offered employment to
11 candidates. 10 are currently undergoing pre-employment checks (1 having
declined due to a promotion offered by their existing employer).
In August 2016 Forensics & Prisons undertook a Band 5 recruitment day and
offered employment to 2 candidates, who are undergoing checks.

Oxleas Plus Offer analysis and update
At present 64 Band 5 nurses are enrolled in the scheme, whereby they receive the
employer’s usual pension contribution directly.
This means that 16% of the Band 5 nursing workforce is in receipt of the offer.
Of these:
• 41 were existing employees already opted-out of the pension scheme
• 13 were existing employees who decided to opt-out of the pension scheme to
receive the incentive.
• 10 are new entrants
31 Band 5 nurses have substantively commenced their employment as part of the
trustwide campaign. Of these, 10 have chosen to opt-out of the pension scheme,
meaning that 32% of new entrants from the campaign have taken up Oxleas Plus.
Age Range
The average age of those in receipt of the offer is 43.8 years. This is marginally
lower than the average age of the wider band 5 workforce which is 45.4 years.
The average age of the 10 new joiners who took up the incentive is lower at 37
years.

Table1: age range of recipients

Length of Service
The average length of employment with Oxleas (for those in receipt of the offer) is
4.2 years. This is lower than the average length of the wider band 5 workforce which
is currently 5.7 years.
However 11 recipients (representing 13.8%) are within their first year of service with
Oxleas.

Table 2: length of employment of recipients

Directorate Split
Recipients of the offer are spread across almost all directorates of the trust, with the
higher numbers located in the hard-to-recruit areas such as WAA IR&C, Forensics
and ACS. There are also a significant number within C&YP.
The take up of the incentive within the Prison and OA areas has been lower than the
other directorates, with only 5.9% and 9.7% of eligible employees taking up the offer
respectively (see table 3).

Oxleas Plus Recipients as % of total Band 5s within directorates
Adult Community Services
Adult Community Services Total
ALD
ALD Total
Children & Young People Service
Children & Young People Service Total
Corporate
Corporate Total
Forensics
Forensics Total
OA
OA Total
Prisons
Prisons Total
WAA (CMHS)
WAA (CMHS) Total
WAA (IR&C)
WAA (IR&C) Total
Trustwide

Oxleas Plus Recipient
Non-recipient
Oxleas Plus Recipient
Non-recipient
Oxleas Plus Recipient
Non-recipient
Oxleas Plus Recipient
Non-recipient
Oxleas Plus Recipient
Non-recipient
Oxleas Plus Recipient
Non-recipient
Oxleas Plus Recipient
Non-recipient
Oxleas Plus Recipient
Non-recipient
Oxleas Plus Recipient
Non-recipient
Oxleas Plus Recipient
Non-recipient

Grand Total

18
15.65%
97
84.35%
115
25.00%
1
3
75.00%
4
24.00%
12
38
76.00%
50
16.67%
1
83.33%
5
6
17.19%
11
82.81%
53
64
9.68%
3
90.32%
28
31
2
5.88%
94.12%
32
34
0
0.00%
1 100.00%
1
16
17.02%
78
82.98%
94
16.04%
64
335
83.96%
399

Table 3: Oxleas Plus recipients within directorates

Future actions
A thorough evaluation of the Oxleas Plus scheme is in progress and the findings will
be examined in detail by the recruitment and retention sub group.
A further Forensic & Prisons campaign is at advert stage and the selection day is
scheduled for the 30th September. WAA IR&C are currently organising a further
campaign.
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Council of Governors Update

Item from

Andy Trotter, Chair
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Front sheet only

Item
Enclosure

15
14

Summary and Highlights
Since the last board meeting, the following activities have occurred:
Governor Elections
Reported under Business Committee Report – Monitor Quarter 2 declaration.
Council of Governors’ meeting
The meeting took place on Thursday 15 September at Marriott Hotel in Bexleyheath. Observing
the meeting were visitors from Surrey and Borders NHS Foundation Trust Council of Governors
and their Deputy Chief Executive. A debrief is being planned between both Councils to discuss
observations and learning. The visitors also attended the informal Council of Governors. Our
Council of Governors has been invited to visit Surrey and Borders to observe their Council of
Governors meeting and a date is to be confirmed.
The long service of three governors whose term of office was ending was acknowledged – Eimear
Mallen, Jenny Kay and Baeti Mothobi and three staff governors who had chosen not to re-stand
for election were also thanked for their service. The trust celebrated its 10th anniversary as a
Foundation Trust with the cutting of a cake to mark the occasion.
Governor induction
New governors attended an induction session on the morning of 15 September 2016.
AMM and Family Health Festival
Over 200 people attended the above event, with over 100 present for the AMM. The event was
well attended by governors and feedback received has been positive.
Recommendations
The Board notes the above
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NED report – Board Visits

Item from

Andy Trotter, Chair

Attachments

Board visit summaries

Item
Enclosure

16
15

Summary and Highlights
Several visits have been undertaken by Board members over the past month and the attached
summarises the visits and outcomes.

Changes to risk register

New risks identified

Recommendations
The Board to note.

Previous
rating

New rating

Rating

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

21/7/16

Service

Greenwich Older People’s
Community Mental Health team

Dr Ify Okocha
Dr Abi Fadipe
Estlle Frost
James Kellock

Attendees

Brief description of service

A multi-disciplinary team (including RBG social workers) providing community mental health services
to around 500 people in RBG (30% with dementia and 70% with functional issues).

Overview of visit

We met around 14 members of staff but, as a community team, no service users.
Since the team is managed by the manager of the equivalent Bexley team there were a number of
comparisons with Bexley. This team benefits from having RBG social workers (leading to getting RBG
services the same day for clients – in Bexley it can take days or weeks) and a smaller caseload per
care co-ordinator (15 v 20/25). Referrals have been steady (15-20 per week) as has caseload. Staffing
is stable too (1 vacancy) and recruitment is generally easy.
The team has been working over ten years at increasing integration and is working with local GPs.
Visiting surgeries has helped improve the appropriateness of referrals, prevented A&E attendances
and improved housing. Although the Trust has invested substantially in Choose and Book GPs don’t
use it. However G2 dictation and DOCMAN are expected to work well in the future. RiO has been a
real bonus for end of life care, working with the Advanced Dementia service.
The team does seek feedback and has conducted six-monthly targeted surveys which were very
positive; in the last month the team received three compliments.
Staff criticised the iPads saying Store and Forward was not good enough, you need a perfect signal
and the functionality was “not there yet”. One said they had stopped using it “to protect my sanity”.
Getting the Continence service to see patients is a problem as the latter service feel overwhelmed

(one 93 year old patient had to wait six months for a first visit).
Staff were very positive about their team saying “Very supportive”, “you can talk to anyone”, “never
been on a team this good”, “atmosphere is different here”, “never made to feel silly”, “you do get
answers even if not always what you want”.

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

Issues raised

Delays in securing help from the continence
service

Action
EF

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

2/8/16

Service

Healthcare services, Belmarsh
Prison

Attendees

John Enser
Dr Elizabeth Zachariah
Steve Dilworth
Alison Furzer

Brief description of service
We provide a full range of healthcare services to Belmarsh prison either directly as Oxleas or by subcontracting a number of specialist partner providers i.e. GP services, Substance mis-use services,
sexual health, podiatry, ophthalmology and Dentistry. The pharmacy services are provided, by OPS a
subsidiary company Oxleas set up specifically to provide pharmacy services into our prisons.

Overview of visit
The visit followed the prisoner pathway through the prison. The operations manager Sunita Arjune
escorted us throughout the visit. We talked to prison officers in the reception area and met with
staff in the first night centre. We discussed the changes that were being proposed to align the
reception and first night centre and staff seemed positive about these changes.
In the reception centre we met with one of the staff members who worked for the drug addiction
provide Addaction and an agency nurse who was working in our service. We discussed the plans to
stop the use of agency workers within Belmarsh from September. Feedback to the proposal was
mixed, as staff were anxious that the services continued to be covered. Since the visit, a new rate
has been agreed for bank workers in the Greenwich cluster .This has been well received and already
lowered the use of agency considerably.
We also visited the outpatient department and met with pharmacy and other staff that provide
clinics in the outpatient departments. We spoke to a number of prisoners waiting in the outpatients
department. They expressed some concern about the wait times to see a doctor or dentist but we
established that the wait times were acceptable wait times. They also expressed frustration about
the time taken by prison officers to take them to and from the wing to the outpatient area. The trust

has contributed to a redecoration of the outpatient area and this was appreciated by staff.
We spent some time speaking to the dentist. One of the prisoners had stated that outside prison he
would receive mouthwash to rinse after a dental procedure but in prison he just received water. The
dentist stated that there was no formal evidence base that indicated mouthwash was any better
than water, but clearly this was an experience issue. The clinical director and dentist also had a
debate about the use of antibiotics and painkillers
Finally we visited the inpatient unit. We were shown around and met with a group of staff that
included the inpatient manager, the psychiatrist, complex case manager and Dr Rachel Daley the
consultant. Rachel gave a us a good account of working in the prison and there was also a discussion
about staffing and the impact of the agency ban on daily duties in the prison. Again, opinion was
mixed about how this would work in practice and the subsequent changes to bank rates have helped
reduce the use of agency

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

Issues raised

Action

Lack of mouthwash after dental procedures

JE to follow up
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Service

GW Memory team

Dr Abi Fadipe
Estelle Frost
Dr Ify Okocha
James Kellock

Attendees

Brief description of service

A small (7.4) multi-disciplinary team that separated from the CMHT three years ago. 14% of their
patients are under 65, some in their forties.

Overview of visit

The complexities of patients and their co-morbidities were not anticipated when the team started.
There is high demand (ten referrals a day) but the quality of referrals is not good (the team could
chase up GPs but feel it quicker sometimes just to see the patient). Triage is therefore a problem
while the Referral Management Service at QMS is not working as well as it should. The team has
been explicit about its concerns over resources (a support worker would reduce re-referral rates) – it
is the smallest of the three boroughs.
RiO is suitable for CMHTs and a CPA approach. On the other hand G2 voice dictation works well and
clinical letters are sent out within 24 hours.
The team does reflective learning with the Bromley and Bexley teams and the OTs meet together
monthly. The team is working towards accreditation with the Royal College of Psychologists which is
a lot of work but will be a good thing.
It is a happy team, very welcoming to new members.
In relation to Oxleas staff said change could be introduced more quickly. For example the
introduction of iPads and hot-desking (some teams are very pressed for space).
The team reflected they could try to improve the relationship with GPs (although they have tried)

and could advertise themselves more so people know who they are and what they do.

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

Issues raised

Action

To investigate the interface with the Referrals
Management Service at QMS

Estelle Frost

Ensure the BNFs are up to date

Abi Fadipe

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

Service

Bexley Home treatment team
(BHTT)

Attendees
Andy Trotter – Chairman of Oxleas
Michael Witney – Director of therapies
Iain Dimond – Service Director
Lorraine Regan – Clinical Director

Brief description of service
Mental health assessments following referrals from A&E and PCP. Post discharge support for
patients discharged from mental health wards. 48 hr follow ups. Home visits to patients whilst under
care of BHTT. Responding to urgent advice line calls.

Overview of visit

We were met on arrival by Susana Warren team manager BHTT. After brief orientation with met
with a group of staff. There were a couple of staff who had started working for the team that day
alongside more experienced staff. Issues raised included:
1. Environment – the team were unclear on the date that they would be moving back into the
woodlands and had some negative experiences of their accommodation. Action: Lorraine to
ask estates for confirmation of date of move.
2. Prescribing – In order to make prescribing more efficient and reduce duplication of
information consultants would like to explore being able to take a screenshot of the relevant
information. Action: Lorraine to ask Carol Paton to explore further with Dr Loubser.
3. Shift coordination – staff expressed concern that time is wasted moving around the borough
and were particularly dissatisfied with the current practice of starting and ending the day at
base.
4. PCP referral levels have been higher than expected. These are referrals that have been
marked as urgent and require a same day assessment, the team felt the numbers should be
reviewed in relation to the resource.
Following the visit there was an opportunity for the visiting team to debrief and some time was
spent discussing the potential need for guidance to managers on staff with tattoos. (One new
member of staff had extensive tattoos.) Action: Andy/Michael to discuss with Simon Hart.

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

Issues raised
Environment – the team were unclear on the
date that they would be moving back into the
woodlands and had some negative experiences
of their accommodation. Action: Lorraine to ask
estates for confirmation of date of move
Prescribing – In order to make prescribing more
efficient and reduce duplication of information
consultants would like to explore being able to
take a screenshot of the relevant information.
Action: Lorraine to ask Carol Paton to explore
further with Dr Loubser.

Action

Action: Lorraine to ask estates for confirmation
of date of move

Action: Lorraine to ask Carol Paton to explore
further with Dr Loubser.
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2016

Service

Lakeside, Lodge Hill and Bostall
District Nurse Teams

Ben Travis
Keith Soper
Jo Stimpson
Trudie Zarb
Karen Smith
Karen Rodwell

Attendees

Brief description of service
Visit to the three Bexley District Nurse teams based at Lodge Hill

Overview of visit
On the whole this was a positive visit, with staff showing high levels of dedication to the job. We
only met the team leaders and Admin for the Lodge Hill and Lakeside teams but, due to the timing
coinciding with handover, we met quite a lot of the Bostal team.
Negatives from the team are the lack of slack in the system which causes long working hours. This
was particularly felt by Karen, the team leader of the Lodge Hill team who was having to cover staff
sickness. Generally, the teams were positive about their increased involvement in budgetary control
but we were given an example of where agency restriction in the CAT was leading to increased usage
of higher graded resource in the DN team. Clearly these issues need to be looked at more
holistically (see action)
Generally the teams were positive about technology, although intermittent signal continues to be an
issue (see action). Some members of the Bostal team had started using MIA (the full version of Rio)
and were very positive but there was some uncertainty re roll out (See action). Most team members
are very positive about Ipads although there continues to be some niggles.
We explored potential issues with abusive and potentially violent staff and the team felt well
supported by the structures in place and had called upon internal H&S staff when they had
encountered a couple of very difficult situations.
The Bostal team members were positive about their working with other teams and felt more of this
would be positive, in particular more access to podiatrists and access to dieticians. Whilst these
services are not specifically funded in Bexley the view was that excess time was being spent,
particularly re diet and nutrition, by DNs so there would be efficiencies if dieticians could be called
upon (see Action). Comments were also made about the extent of work needed to complete the

Continuing Care assessment (staff quoted 2 DNs needed for a whole day) and that this was much
simpler in Greenwich. (Action)

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

Issues raised

Action

Ensure decisions to reduce Agency staff are
taken based on a holistic view of the whole
service so these do not represent false
economies.

KS

What opportunities are there to improve signal
access, use of hotspots etc

AF (BT)

Clarify roll out plan for the use of MIA

KS

Review whether access to podiatrists and/or
dieticians could improve efficiency and
effectiveness of DN teams, and, if so, prepare a
business case.

KS

Review possibility of streamlining Continuing
Care assessment

KS
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Service

Heath Clinic and Joydens Unit,
Bracton Centre

Attendees

John Enser
Dr Elizabeth Zachariah
Steve Dilworth
Alison Furzer

Brief description of service
Following changes to the financial commissioning of Medium and Low secure Women’s services the
Directorate of the last 18 months has been developing a new approach to the Women service by
developing a pathway based on acuity. This has meant a change for both Heath (previously low
secure) and Joydens (previously medium secure). Today Heath is a 16 bedded acute women’s unit
and Joydens, which encompasses the 4 female pre-discharge flats is the rehab/low secure, in total
Joydens offers 13 beds.
Historically the average length of stay on the Heath was 18 months and Joydens is about 2.5 years
but this is likely to change with the new pathway approach.

Overview of visit
Heath Clinic
We began the visit by meeting staff on the Heath. We met with Jalia (band 5 nurse), Carlos, staff
nurse and Leah, clinical team leader. We had a discussion about the recent incident in the Bracton
centre and what impact this had had in staff in the Heath. The staff commented that obviously both
patients and staff had been concerned about recent events. However the communication had been
good, they had been provided with regular updates and there was transparency about what had
happened. The patients were kept informed too and staff appreciated the debriefings that they had
received. All the patients had been offered psychological support but only one had taken this up.
There had been teething problems with the new food arrangements which had been resolved but
there had been no complaints from the patients on Heath.
In terms of staffing it was hard to get qualified staff onto the Heath. The staff thought this was
because it was a more challenging environment than other areas of the Trust. The long gap between
hiring staff and them starting was flagged as an issue as quite a number tend to drop out before they
actually start. The length of time that it takes to get staff onto the bank was also flagged as an issue.

Since March staff who are prepared to work 6 shifts on Heath (and also the two other acute wards at
the Bracton) are paid an additional premium of £200.00 but it was not clear how much impact this
has had.
The clinical team leader was leaving to take up an opportunity at Belmarsh. It was suggested that the
nursing rotation could be extended to the prisons.
Joydens unit
We met with a couple of staff on Joydens who raised concerns about the staffing numbers in
Joydens and safety issues. One of the staff members was leaving as she felt that Health ‘was not the
place that it used to be’
The main concern amongst staff on the unit was the high number of female staff at the Bracton .
This was raised by a couple of staff. They said they sometimes felt vulnerable at weekends and at
night time as there were not always sufficient male staff to respond to incidents. The staff we met
also indicated that they felt that the staffing group had changed and were now more challenging
than they were a few years ago
One staff nurse mentioned that an anti-barricade assessment had never happened on the ward
There was concern about patients being able to barricade themselves in their room and selfharming. The nurse who raised this said that there was a recent incident where this had happened
but the staff had eventually been able to successfully enter the room.
One staff member raised an issue relating to patients having too much property in their rooms which
could potentially be an infection control/health and safety issue. There is a property project being
undertaken to address this.
There was mixed opinion about the smoking ban that has been in place in the Bracton for some time
now. One member of staff expressed frustration about the time spent having to enforce the ban.
John provide context on why the Bracton have this policy and why it was important to continue with
the policy despite the frustration this sometime causes.
Finally we spoke to Julie, a therapeutic co-coordinator who wanted to understand what the Trust
rules are on petty cash. We confirmed the Trust policy with Julie.
Staff also raised an issue about having to search patients in the clinic. The staff member mentioned
that at her previous organisation searches occurred before patients reached the clinic. She believed
that searched should happen at reception as there is insufficient staffing on the wards to do these
searches.
Despite raising a number of issues the staff we spoke to said that it was a good team in Joydens,
they get on well together and they all enjoy working in the team.
We had a tour of the ward and spoke to 3 patients who were complimentary about their stay on
Joydens.

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

Issues raised

Action

Consider extending nursing rotation to the
prisons
Length of time taken to get staff onto the bank.
Number of staff, especially male staff available
per shift to respond to incidents
Anti- barricade assessment required
Review the amount of property held in patient
rooms
Search policy- Can this be done before patients
arrive on the ward?

JE to follow up on all actions
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Friday 16
September 2016

Service

Prison Rochester, Cookham wood,
East Sutton Park, Maidstone (Kent)

Attendees

Steve Dilworth
Jane Wells
Alison Furzer
Elizabeth Zachariah
John Enser

Brief description of service

Rochester Prison - Adult male prison
Cookham Wood Young Offenders Prison - Custodial places for up to 130 young men aged 15 – 18.
East Sutton Park Open Prison - Open resettlement prison for up to 100 women.
Maidstone Prison - Prison for foreign nationals

Overview of visit

Rochester Prison
We met Fiona Starkey-Norman, service manager, staff, service users, pharmacy team and the prison
governor and observed the pharmacy medication robot in action.
We provide 4 services primary care, mental health, psychology (Dickens therapy service providing
group work and theatre) and pharmacy. Although on one site, the services are not closely linked or
integrated.
Service users talked positively about primary care services but commented that they sometimes wait
3 weeks to see a GP. There are a number of nurse led primary care services including non-medical
prescribing and appointments can be made quickly to see a nurse and referred to a doctor as
required.
The prison governor described a very good relationship with Oxleas. He has been very proactive in
establishing a zero tolerance of aggressive behaviour by service users to Oxleas staff and actively
transfers prisoners who have been aggressive. Prison staff wear body worn cameras which is acting
as a deterrent too. There has been a big problem with the physical unpredictability of side effects of
legal high drugs such as Spice but since recent legislative changes there has been a return to
marijuana and heroin which are easier to manage. He acknowledges that reductions in prison officer
numbers 4 years ago was too drastic and has been successful in gaining funding for 20 – 30 more
officers.
Cookham Wood
We met Iain Bickers, operational manager and nursing team.
We provide primary health care services in a team.

The team talked about their focus on health promotion, prevention and education. They have
recently introduced an innovative black wrist band medical alert which they are offering to young
men who have long term conditions such as epilepsy and diabetes.
There was a prevailing gang culture in the prison requiring constant supervision of the young men.
East Sutton Park
We met Sam Whisken, Operational Manager, nurses, a student nurse and service users.
We provide primary health care services.
The service users told us that they were very happy with the services. One service user was not so
happy with the generic brand prescribing of her medication and she has agreed to write to John
Enser with details.
Maidstone Prison
We provide primary health care and mental health services. As they are both based together there
was evident integrated working and regular discussions about service users care.
We heard that the prison had changed from sex offenders to foreign nationals and this had radically
changed the health care demands. There is a culture where service users have expectations of
seeing a doctor, being prescribed antibiotics and trying to use low level sickness as an excuse not to
work. The team review all service users presenting as sick and green / red card them for wellness to
return to work.
The environment was very dated and worn (shabby wallpaper, artex) with infection control
challenges. There is a room used for storage with padded floor and walls, padded with horse hair
and prone to mice. There is a challenge getting Carillion to address these issues. There is potential to
redesign the layout for a much more functional health care clinical setting.
There was some negative feedback about the supply of medication from the pharmacy (at
Rochester). This included supply of medication and the time it takes to receive. An example of
urgent medication for a DVT was cited. These issues are being addressed directly with the pharmacy
team.
The risk of grooming of staff at vulnerable periods in their own lives by prison service users was
discussed.
Actions will be entered on to Board visits action tracker which will be reviewed at Board every six months

Issues raised

Environment – décor and infection control and
pharmacy deliveries at Maidstone Prison

Action

Jane Wells to shadow a Monday clinical shift at
Maidstone to get a deeper appreciation of the
pharmacy and environmental challenges
John Enser to continue to negotiate regarding
environment and décor.
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Service

Greenwich West Locality
(The Heights)

Attendees

Pauline Heslop (Locality Manager)
Iain Dimond
Lorraine Regan
Archie Herron (NED)
Jazz Thind

Brief description of service

There are 3 elements to the service:PCP – referral management, brief interventions, health promotion, training advice and supervision
for GPs
ADAPT – diagnostic assessments and treatment interventions for those with non-psychotic illness;
range and intensity of core interventions
ICM(p) – range and intensity of treatment and other interventions for those with psychotic illnesses
and bi-polar disorder (CPA, Step-down; wellness planning)

Overview of visit
This locality covers the largest geography stretching from - Mottingham to Deptford and includes the
biggest referring practices including Fairfield and Vanburgh.
New clients enter into PCP –and if they are agreed as ‘urgent’ the service user is seen within 24
hours (avg 3 per week). Routine referrals are aimed to be seen within 10 working days (current
performance stands at 80% but this is influenced by staffing levels). An out of hours (OOH)
telephone service is available after 8, 5 days a week but the number of calls are very low.
There is work being undertaken across localities to see if the OOH service is sustainable or could
resources be redeployed to support other parts of the core service.
The redesign was split into 2 phases, with phase 1 focussing on mobilisation and embedding, the
team are now taking forward Phase 2 and expanding the brief interventions and out-reaching into
GP surgeries.
GP feedback – has been positive.
Caseload numbers sit at 1000 but these are fluid. There were 96 new referrals and discharges 78 in
PCP in August.

ADAPT – deals with non-psychosis cases and the average caseload includes 15 on CPA and the
balance being assessments, being seen at clinics groups.
ICMP - avg caseload 27/28 on CPA, these service users have an on-going need and usually are seen in
depot or clozapine clinics. SWLStG have average of 35.
In appropriate referrals are sign posted to other services. The new redesign model aims to be goal
focussed and tries to ensure service users are not just seen outpatient clinics.
Patients are zoned.
The physical health CQUN is challenging post retirements in the team.
PCP has a L/T sickness and 2 vacancies - 1 has been recruited to with the Social Worker shared with
ADAPT no issues with staffing
ICMP - 2 retirements coming up (end of Nov & end of Jan), 1 support worker vacancy
3 consultant posts - 1 in post, 1 filled, 1 mat leave, and a middle grade medic is covering.
Some clinics were cancelled during the junior doctor strikes
The locality has a RIO Champion - IPADs some low levels of usage but this is being reviewed and
outcome measures are being developed.
Care plans and risk assessments needed further work.
Supervisions - up to date.
We met a carer who fed back on the service pre and post redesign. His concerns are being dealt with
by PALs. The gentleman commented on the treatment of MH patients in A&E and received a
personal apology from the L&GT Chief Exec.
There was an opportunity to speak to approx. twenty staff individually. The only comment was from
one lady who felt it unfair that she required a Directors signature for her travel claim which covered
the last five months. It was explained that in order to manage budgets we needed to sighted on
expenses claims on a regular basis and if all staff accumulated claims before submission budgetary
control would be difficult.

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

Issues raised
None were raised.

Action
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TB Team

Service

JET

Attendees

Ben Travis
Jo Stimpson
Mary Titchener
Stella Abiona (TB team)
Jo Daly (JET)

Brief description of service
Visit the TB Nursing team and the JET, both of whom are based in Brook House at QEH.
The TB team consists of 5 nurses, one support worker and one Admin with their workload split 75%
Greenwich and 25% Bexley. They run clinics at the hospital and support patients in the community,
and are often dealing with some of the most disadvantaged people in the Boroughs (for example a
number of homeless people).
The JET aim to prevent hospital admissions and work at A&E, the AMU and in the community. They
are a multi-disciplinary team which includes social workers who are employed by RBG.

Overview of visit
The TB team are very motivated, enjoy their work, and feel they are very well supported. They
currently are managing a caseload of around 85 active cases, some of whom need drugs everyday.
They work closely with RBG who have a TB action group and are proactive and this is helping to see
some reduction in Greenwich cases. Bexley is less active and cases are increasing. The work can be
quite complex as social and cultural factors can influence notification and recovery.
The team do not use ipads as the standard TB assessments and notes (which are consistent across
London) are not on Rio. The timescale for this needs to be ascertained (see Action) and when this is
done they (somewhat reluctantly) agreed that Ipads may aid productivity.
If they could ask for one thing it would be to have a fridge for their Mantoux tests (see action), They
are currently sharing a fridge but this cannot always be accessed.
The JET team take referrals from a range of services (CAT, A&E, AMU, GPs and Local Authorities) and
are also involved in adult safeguarding (via RBG). They aim to have a short response time and have a
working assumption that community cases will take priority over A&E. The biggest challenge in the
team is to get people working in a multi-disciplinary way. The team also has vacancies – currently
two physios and one Band 6 Nurse. Recruiting physios in particular can be an issue because there Is

no patient continuity and therefore the role is not attractive to some.
The relationship with A&E is not always easy as the services are targeted differently. Closer location
would be helpful (Brook house where the JET team is located is about as far away from A&E as the
team could be on the QEH site), and all opportunities to work more closely should be pursued (see
action)
Referral into the mental health directorate is unduly difficult and an easier route needs to be
implemented (see action)
There is potential to do more with this service (extend hours, take more work on) and this would
provide a better service for patients and would reduce admissions of those patients. However, it is
difficult to develop a business case because identification of savings in the acute provider is very
difficult (as other patients will likely be admitted).

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

Issues raised

Action

When will TB specific notes be available on Rio
and let team know.

AF (BT)

Investigate a potential for a fridge for Mantoux
TB tests

KS / RE

Continue to pursue closer working between the
JET and QEH A&E including closer location.

KS

Put in place an effective and efficient referral
route from JET into AMH and OPMH

KS, EF, ID

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

22/9/16

Service

Oaktree Lodge (Memorial)

James Kellock
Estelle Frost
Dr Ify Okocha
Dr Abi Fadipe

Attendees

Brief description of service

This is a 17 bedded unit for patients 55+ with functional psychosis (12 beds are currently occupied).
On occasion it takes in income- generating and acute patients as well.

Overview of visit

We initially met with the Consultant Psychiatrist and Ward Manager who described how the service
had changed over the years. Patients are increasingly challenging and have more physical health
conditions than hitherto. Although some patients are discharged back to the community (three last
year) most patients expect to die on the ward and stays of five years are common. The service is
fully funded by the NHS and if it closed management are convinced patients would not last as long
elsewhere.
We then met with the staff available (two Nurses and three HCAs). They had consulted with the
morning shift and had prepared a number of points to raise in the Board visit. They feel supported
by Oxleas and enjoy working for the Trust. They said if you have problems, for example mental illhealth, you will be understood. They were proud the recent CQC inspection had described them as
very friendly and welcoming.
Staff did say they felt that the HCAs were not recognised for their hard work and cited other units
where HCAs were banded at band 3 rather than band 2 (one said “dedication doesn’t pay the
mortgage”). They pointed out that their patients are frequently aggressive and restless and they
have difficulties in getting Bank staff(confirmed by management) because the latter (not including
themselves) do not expect to have to work so hard or in areas like personal care.
Staff also raised the Friday lunches where they take patients to the local Hungry Horse pub. Staff

used to have their lunch paid for but this has stopped. They felt this was unfair, some staff can’t
afford to pay and it caused other problems (some patients when they see staff not eating believe
that’s because the food is poisoned).
The lack of a thermostat in the unit was raised. Apparently the temperature is controlled from
Pinewood so it is frequently wrong (also confirmed by management).
Finally staff explained that there is no Doctor cover after 5pm on weekdays or at the weekend
(Grabadoc was criticised). This causes especial difficulties if a patient is discharged from QEH back to
the Lodge as it delays the prescription of the required medication.
Staff said they get on well together and support each other, that Estelle Frost and the Consultant
always listen and that they can raise concerns. We asked about verbal abuse from patients and they
said it can be so frequent you can’t record every instance on Datix.
We then were shown round the ward (and the beautiful gardens, maintained by volunteers) and met
about half a dozen patients (most of whom were happy to meet us and to talk).

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

Issues raised

Action

To consider whether Friday lunches should be
paid for by Oxleas

EF

To see if a thermostat can be installed to allow
local control of the temperature

EF

To see if arrangements for prescribing on return
from QEH can be improved

AF

To see if recording of verbal abuse on Datix can
be improved to capture more fully the number of
incidents

EF

Banding of HCAs at 2 rather than 3

EF

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

8/7/16

Service

Shepherdleas Ward Oxleas House

22/9/16

Ify Okocha
Abi Fadipe
Estelle Frost
James Kellock

Attendees

James Kellock
Estelle Frost

Brief description of service

This is a 19 bedded ward for older men and women. Median length of stay is 30 days (one patient
has been on the ward for 2 years).

Overview of visit

We began by meeting the Modern Matron, Ward Manager, Charge Nurse and Consultant. We then
had a separate meeting with five members of staff and were then shown round the ward which
included meeting patients.
The ward’s management highlighted the strain the ward was under as evidenced by being constantly
full, a high level of turnover (17 new admissions in December), increasing acuity of patients, the
reduction in staff on the ward if a patient is at QE/A + E on a section, the delay in discharging
patients (to Bexley), the new observation policy (which it was said is not being followed) and
paperwork burdens (incident reports on Datix, scanning of paperwork by admin staff). It was said
that staff often have to leave work late because of the need to complete paperwork, which raises a
risk of burnout. Referrals to the ward are nearly always appropriate.
The ward has instituted a monthly ward leadership meeting (which has improved communication
up, down and sideways), there are weekly staff meetings, Quality Improvement meetings and staff
receive supervision (up to an hour each time).
Staff also mentioned the acuity of patients saying some should be on Holbrook as Sheperdleas is not
the appropriate place for patients with dementia, but they recognised that Holbrook is nearly always
full. The same development was raised in the context of the increasing burden of paperwork

(together with policy changes) according to staff. Staff said they had to stay late to complete
paperwork. The occupational therapist said she was not able to do as much as she would like on the
ward re falls.
On the positive side staff said “there is a nice atmosphere”, “Oxleas is still solvent” and “you get a lot
of support and opportunities for training”. It was suggested we “poke Social Services a bit harder” to
reduce the delay in discharging patients.
The patients I saw were both positive, mentioning good food and a range of activities (for those
without restricted movement). One patient raised the problems he had suffered in getting
discharged to a care home.
On looking round the ward I was shown an anti-ligature room. The door to the bathroom had had
the bottom (instead of the top) trimmed . On asking I was told this had happened a year ago but had
yet to be rectified.
Addendum 24/9/16
On 22/9/16 Estelle Frost and I re-visited the ward to see how the criticisms of the observation policy
raised in July have been addressed. We met senior ward staff who assured us that the current policy
is being complied with and we saw a number of observation sheets being used that day which
appeared to be being completed appropriately. The criticism of the policy was explained as focussing
on a) the increased amount of information required (which it was accepted was a good thing) and b)
the administrative burden on admin staff who now had to scan in far more sheets than hitherto.
The ward consultant is developing an app that staff could use from their ipads. This would save time,
enforce completion of information and remove any issues with legibility (it might also generate
income as there is nothing so for on the market) .
I also asked about the faulty bathroom door in an anti-ligature room. The latest proposal is to
remove the door and replace it with a screen that can be fixed magnetically.

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

Issues raised

Action

Investigate why there are no hand rails in the
corridors to assist in falls prevention

EF

Investigate the provision of satisfactory blankets
(staff said they were too thin)

EF

Fix the bathroom door in the anti-ligature room

EF

Enquire whether two further boilers could be
installed

EF

Ensure staff complete Datix reports of incidents
or whether the policy needs to be changed

EF and IO

Pursue Bexley Social Services to speed up
discharges

EF and AF

Consider whether the observations policy is
appropriate and not imposing unnecessary work
on staff

IO

Consider whether the burden on admin staff
could be reduced.

EF

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

5 September
2016

Service

Bexley Home treatment team
(BHTT)

Attendees
Andy Trotter – Chairman of Oxleas
Michael Witney – Director of therapies
Iain Dimond – Service Director
Lorraine Regan – Clinical Director

Brief description of service
Mental health assessments following referrals from A&E and PCP. Post discharge support for
patients discharged from mental health wards. 48 hr follow ups. Home visits to patients whilst under
care of BHTT. Responding to urgent advice line calls.

Overview of visit

We were met on arrival by Susana Warren team manager BHTT. After brief orientation we met with
a group of staff. There were a couple of staff who had started working for the team that day
alongside more experienced staff. Issues raised included:
1. Environment – the team were unclear on the date that they would be moving back into the
Woodlands and had some negative experiences of their accommodation.
Action: Lorraine to ask estates for confirmation of date of move.
2. Prescribing – In order to make prescribing more efficient and reduce duplication of
information consultants would like to explore being able to take a screenshot of the relevant
information. Action: Lorraine to ask Carol Paton to explore further with Dr Loubser.
3. Shift coordination – staff expressed concern that time is wasted moving around the borough
and were particularly dissatisfied with the current practice of starting and ending the day at
base.
4. PCP referral levels have been higher than expected. These are referrals that have been
marked as urgent and require a same day assessment, the team felt the numbers should be
reviewed in relation to the resource.
Following the visit there was an opportunity for the visiting team to debrief and some time was
spent discussing the potential need for guidance to managers on staff with tattoos. (One new
member of staff had extensive tattoos.) Action: Andy/Michael to discuss with Simon Hart.

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

Issues raised
Environment – the team were unclear on the
date that they would be moving back into the
woodlands and had some negative experiences
of their accommodation. Action: Lorraine to ask
estates for confirmation of date of move
Prescribing – In order to make prescribing more
efficient and reduce duplication of information
consultants would like to explore being able to
take a screenshot of the relevant information.
Action: Lorraine to ask Carol Paton to explore
further with Dr Loubser.

Action

Action: Lorraine to ask estates for confirmation
of date of move

Action: Lorraine to ask Carol Paton to explore
further with Dr Loubser.

Template for Non-Executive Directors’ board visits
Date of visit
Monday 12th Sept
2016

Service
ALD – Greenwich CLDT

Attendees
Seyi Clement, Simon Hart and Lorraine
Regan

Brief description of service
Greenwich CLDT is the community learning disability team for Greenwich. It is an integrated team
providing a fully integrated health and social care service. It is located in the Woolwich Centre and
clinical work is carried out at Market Street.
The team works with all adults and with young people between 16-18 who are in transition from
children to adult services. The team is fully multi disciplinary and the type of work will include
supporting people with mental health needs, complex physical health needs, challenging behaviour
and Autism.
There have recently been significant staff changes in the team.

Overview of visit

My overall impression of the visit was very positive. This is our second visit to this team and we
came away with a good impression about the team. They were obviously buoyed by the fact that
they had an outstanding CQC rating.

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

Issues raised
1. Access to Market Street facilities. It
would appear that there are tensions
around access to facilities at Market
Street, with CLDT and CASH competing
for access to rooms and equipment.

Action
1. LR to raise this through ID.

2. The temperature at Market Street can
get dangerously high.

2. This has been raised with Estate and will
be followed up.

3. The admin team complained about the
volume of work and the noise. When we
asked about the access to quiet rooms,
they said that was possible if they were
undertaking RBG work, because they
could work in the Business Centre.
However there is no access to RIO in the
Business Centre; this limits their ability to
use the Business Centre

3. It would appear that this has been lost in
the volume of work that RGB
Transformation Team is grappling with.
LR and the RGB Transformation Team
Lead to meet to discuss this soon.
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Item from

Transforming care for people with learning disabilities and/or
autism
Lorraine Regan, Clinical Director AMHLD

Attachments

Powerpoint presentation

Summary and Highlights
The national programme of transforming care for people with learning disabilities and autism
began in April 2016 and is a three year programme. We need to ensure that staff across Oxleas
are cited on this programme as it has implications for any patient with a clinical code of LD or
Autism and is not restricted to only those within specialist LD services.
It has four main components for Oxleas:
1. Working with the national and South East London programme
2. Identifying an accurate cohort of patients for reporting purposes
3. Having a robust system in place for identifying admissions of this cohort
4. Providing notification of admission to our CCGs and participating in the subsequent CTRS
For further reading go to:
1. https://www.england.nhs.uk/learningdisabilities/care/
2. https://www.england.nhs.uk/learningdisabilities/ctr/
What does this mean for Oxleas?
All providers of inpatient services are expected to report on patients who have either LD or
autism, even where this is not their primary diagnosis or presenting need.
There is close scrutiny of all patients who meet the Transforming Care Criteria – i.e. have LD and/
or autism (even where this is not the presenting need or their primary diagnosis) and have
behaviour that challenges.
In AMHLD we have a daily report that looks at anybody with a code relating to LD or Autism who
has been admitted to a bed in the last 24 hours, when the report flags an admission there is a
process that is followed
Next steps
• Complete data cleansing
• Provide awareness training
• Ensure consistency of approach
Recommendations
To note.

Transforming care for people with
learning disabilities and/or Autism

Lorraine Regan, Clinical Director, September 2016

1

National programme
• Launched in 2015, by NHS England, the Department of Health, the Local
Government Association (LGA),the Association of Directors of Social Services
(ADASS) and Health Education England and the Care Quality Commission
• Followed on from the work started post Winterbourne view that had failed to
gain traction.
• In April this year a three year national programme was launched with has
three main objectives:
• reduced reliance on inpatient services (closing hospital services and
strengthening support in the community)
• improved quality of life for people in inpatient and community settings
• improved quality of care for people in inpatient and community settings.

2

National Programme (2)
The national programme has five workstreams each led by one of the leading
organisations:
• Empowerment (LGA)
• Right Care, Right Place (all – includes TCPs, development of CTRs)
• Data (Dept. of Health)
• Workforce (Health Education England)
• Regulation & Inspection (CQC)
CCGs required to form ‘Transforming Care Partnerships’ with local councils and
NHS England Specialised Commissioning (48 in England)
3-Year programme funding: £30M transformation funding; £15M capital
(subject to change post Spending Review)
Transforming Care agenda is high profile and Transforming Care work is under close scrutiny

3

South East London Overview
•
•
•
•

Total population of 1.9M
Approx. 35k people with LD
Approx. 17k with autism
Inpatient numbers (as at April 2016)
NHSE Spec Comm-commissioned
CCGCAMHS Total
TOTAL
commissioned Adults
Bexley

2

1

0

1

3

Bromley

5

3

3

6

11

Greenwich

6

9

0

9

15

Lambeth

10

7

2

9

19

Lewisham

4

2

6

8

12

Southwark

8

2

5

7

15

35

24

16

40

75

TOTAL

4

South East London overview (2)
• There were 13 BBG commissioned patients in beds on that day of which 7
were at Atlas House, 1 was in a long term residential type hospital service and
5 were in secure type services of which 3 had previously spent time at Atlas
House.
• Approx. average cost of inpatient bed/ day is £500 - Atlas House costs £560
per day
• Average annual cost/ patient: £180k, £204k for Atlas House
• For 75 people this is almost £14M
• We now have a South East London TCP (transforming care partnership) which
is currently chaired by Annabel Burn and consists of CCGs and councils of
Bexley, Bromley, Greenwich, Lambeth, Lewisham and Southwark and NHS
England Specialised Commissioning
5

South East London TCP
The vision of the TCP is:
• To achieve equality of life chances and opportunities for people with learning disability and/ or
autism including those with a mental health problem.
• For people with LD and/ or autism to grow up and live as independently as possible as adults,
giving life-long support where this is needed.
• For mainstream services to enable people with LD and autism to access services to enable them
to live healthy lives.
There are five programme objectives:
• Improve the way we identify and meet the needs of people with LD/ autism are supported in
community settings with good quality, responsive services.
• Ensure consistent transition planning for all children from aged 14 upwards to plan how they will
live as independent adults wherever possible
• Enhance crisis intervention for people with LD and/ or autism where people are at risk of being
admitted to hospital to prevent admission
• Develop proactive support for people with LD and/ or autism so that people can live
independently in the community settings
• Improve hospital care and discharge planning for people with LD and/ or autism and discharge
planning
6

South East London TCP workstreams
Co-production and stakeholder
engagement

Projects & initiatives
Set up & support SE London Forum
Set up providers’ reference group
LD/ autism awareness raising
Ongoing work
• Identify resources
• Mapping existing groups & existing
engagement work underway
• Undertake engagement on new pathways
• Undertake engagement with families of
people in inpatient units
• Map existing provider engagement
• Undertake additional provider engagement
Key deliverables
Comms & engagement plan

Lead: Kim Rhymer (Bromley)
Supporting: Heather Hughes (Lewisham )

Pathway re-design & contracting
(inc. personalisation)

Projects & initiatives
• TCP-wide re-settlement and re-patriation
• New pathways
• Intensive community based support
• Mainstream health & care services
• Accommodation feasibility study
• TCP accommodation project
• Criminal justice scoping
• Personalisation
• Improving LD/ inpatient inpatient services
• Employment opportunities
Ongoing work
• Analyse CTRs – develop understanding
of what needs to be commissioned
• Determine what is commissioned locally
& what across TCP
Key deliverables
• Pathways for key patient cohorts
• Spec for intensive community support
Lead: Diane Jones (Greenwich) Victoria
Man (NHS Specialised Commissioning)
Supporting: Gordon Pownall (Bexley)

Partnership Commissioning
Framework

Projects & initiatives
• Set up programme infrastructure (inc PMO)
• Rationalise Transforming Care monitoring
• Commissioning for people with complex
needs
• Support local commissioning in each area
Ongoing work
• Finance & activity data collection & collation
• Develop & monitor financial model (new
model; transition)
• Manage and monitor programme spend
Key deliverables
• TCP financial & activity model
• Programme docs
• Memorandum of Agreement

Lead: Laval Lebon (Lambeth)
Supporting: Kate Moriarty-Baker
(Southwark)

7

What does this mean for Oxleas
All providers of inpatient services are expected to report on patients who have
either LD or autism, even where this is not their primary diagnosis or
presenting need.
There is close scrutiny of all patients who meet the Transforming Care Criteria –
i.e. have LD and/ or autism (even where this is not the presenting need or their
primary diagnosis) and have behaviour that challenges.
In AMHLD we have a daily report that looks at anybody with a code relating to
LD or Autism who has been admitted to a bed in the last 24 hours, when the
report flags an admission there is a process that is followed

8

Oxleas Process for in scope patients
Report flags an
admission

CTR is carried out
on the ward

Patient is in scope,
CCG are informed
and a CTR is
organised

Business office
email LR, EH and
RC

Patient RIO record
is reviewed to
confirm patient is
in scope

9

Oxleas data
• Discounting people open to ALD there are approximately 300 patients with an
LD or autism code
• Early work indicates that up to 50% of these have no clinically assessed basis
for the diagnosis
• Consultants and care coordinators have been sent the data cut relating to
their own caseload and have been asked to review the basis of the diagnosis
and report one of three things:
• Correct diagnosis using LD definition
• Incorrect diagnosis or no clinical basis for diagnostic code to have been
applied
• Limited information available/clinical concerns/working definition

10

Oxleas data (2)
• A key priority has to be to cleanse the data and ensure we are applying the
clinical codes correctly – remember there is no clinical definition of
borderline LD and so this must not be coded as mild LD
• We are also expected to produce registers of those patients we consider fall
into the category of “at risk of admission” the CCGs will begin to develop their
own registers of these patients over the coming months

11

CTRs (care and treatment reviews)
• When a patient is admitted to a bed we are expected to immediately notify
the relevant CCG and a CTR will be arranged
• A CTR is a review process chaired by the CCG representative and involving the
MDT, NHSE experts by experience and clinical experts, they typically last a
whole day.
• In AMHLD we have completed approximately 20 CTRs to date across a range
of services Atlas House, Rehab services, and a number of our acute wards
• The purpose of the CTR is to ensure there is appropriate support in place to
enable the patient to be discharged from hospital at the earliest possible
point and to identify any gaps in a persons care and treatment

12

Oxleas experience of CTRs
• The experience at Atlas House has been positive, the patients are very typical
of the cohort the process was designed to work with and there have been
some good outcomes
• In AMH the experience has been slightly different, the process is more
onerous, completing these reviews for a whole day on a busy inpatient ward
is challenging
• There are many patients for who the process has not changed any outcome
• The process is particularly challenging where the patient has a diagnosis of
ASD and may require a very short admission
• We are expected to work towards pre admission CTRs when we become
aware of patients with these diagnostic codes going into crisis
• Breaches are taken very seriously and are consider to be SIs
13

Next steps for Oxleas
• Complete the data cleanse to ensure we have an accurate patient cohort
• Provide awareness training to all staff to ensure they are clear of their
responsibilities and so that we can avoid breaching – elearning package being
explored at SEL level
• Support CAMHS to set up a similar process to get consistency across the
organisation
• Continue to look at ways of joining TCP and work with Bromley to get a
stronger voice in their borough transforming care board
• Register for the LD benchmarking project
• Use SEL TCP to support Atlas House
• We need to look at developing a report for Oxleas patients admitted to a non
Oxleas bed
14

Thank you
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Summary and Highlights
The Inquiry Panel has met and the Executive Summary of the report is attached.

Changes to risk register

New risks identified

Recommendations
The Board to note.

Previous
rating

New rating

Rating

Board of Directors Inquiry
of the Care and Treatment of CM
from Oxleas NHS Foundation Trust
Date commissioned:
Author:
Date:

July 2016
Tariq Hussain
25 September 2016

Executive summary
CM and her partner had two children (aged 2 years and 4 months). CM was not known
to Oxleas services prior to February 2016. CM was admitted to Oxleas Lesney ward
(part of the Woodlands unit) on 11 February 2016. She was feeling low in mood and
reported seeing devils. She had taken drugs and had ligature marks on her neck and
lacerations on her wrists. During a leave period she was re-admitted after being pulled
from the sea in Brighton. She was discharged on 4 March 2016 to the Home Treatment
Team (HTT).
She was re-admitted to a private hospital bed on 20 March 2016 and then transferred to
Betts ward on 31 March. She was admitted on a MHA section 2 after she had been
observed trying to access railway tracks. During a period of unescorted day leave on 5
May she was found by police in the woods in Keston, having hanged herself.
She was given a diagnosis of depressive episode, severe without psychotic symptoms,
in the context of giving birth and with social stressors.

Predictability and Preventability
One of the important purposes of these types of inquiries is to determine if there were
any actions or inactions that could be assessed as being a root cause of the incident
being reviewed.
Overall care in Lesney and Betts wards
The panel have carefully considered CM’s care. We have concluded that the care in
both Lesney and Betts ward were appropriate and reasonable.
Findings and Recommendations
There were a number of areas of practice that we consider could have been improved
but we conclude that they did not compromise CM’s safety. These are summarised in
findings F2, F3, F4 and F5 set out below.
We have made three recommendations.

Lessons for Learning
We have also identified a number of issues that would normally be the subject of
recommendations to improve practice. These are:
 Multidis ciplina ry te a m re vie ws
 RiO ris k a nd ca re pla ns
 Form ula tion-including psychological perspectives

The trust has commissioned a review of the implementation of the recommendations of
a number of previous serious incidents. These items have been referred to that review
and will be taken into account by that panel.
Findings
F1 Based on the information available to the Lesney ward team the care given to CM
and the clinical decisions and treatment plans were appropriate and reasonable
F2 There was a lack of a multidisciplinary team approach to reviews on Lesney ward
during CM’s re-admission from leave.
F3 There was failure by the Betts ward team to have a clinical discussion about CM’s
care with the Lesney ward team. This was required by trust policy and even if not it
should have taken place as part of good clinical practice.
F4 On Betts ward there is no record of an exploration of the impact on CM’s mental state
from being separated from her two young children. CM was breastfeeding the youngest
child who was four months old at the time of her admission to Lesney ward.
F5 We conclude that the Approved Mental Health Practitioner (AMHP) should have
discussed CM’s risks and clinical reasons for recommending detention with the author of
the first medical recommendation for section 3, Dr Tsvetkova.
F6 Though there were some areas that could have been improved we conclude that the
overall care given to CM in Betts ward and the clinical decisions and treatment plans
were appropriate and reasonable.
F7 Regarding the predictability of the suicide, the Betts team were presented with a
picture of a significantly improved CM in May 2016. This was supported by views from
medical, nursing and social work staff as well as family members including her partner.
Betts clinical team had no means of knowing what CM was thinking other than what she
was said to them or how she was behaving and therefore we conclude that there was no
“evidence from CM’s words, actions or behaviour at the time that could have alerted
professionals that she might commit suicide imminently…”
F8 Regarding the preventability of the suicide, the only means that the staff had of
stopping CM from a further impulsive suicidal act was to ensure she was always in the
presence of staff or family members and this was not possible or desirable. The Betts
staff team had no information that she was imminently suicidal and therefore had no
means to prevent it.

Recommendations
R1 The trust should carry out an audit of referrals from adult acute wards to community
teams and discharges from these wards to determine whether further advice to teams is
required. The review should include amongst other matters that may be deemed
appropriate:
 involve m e nt of fa m ilie s a nd ca re rs in dis cha rge pla nning;
 involve m e nt of com m unity te a m s in dis cha rge de cis ions ; a nd
 a de qua cy of dis cha rge inform a tion.
R2 The trust must remind ward medical teams and ward managers that they are to
comply with the requirement to consult with the previous treating team if a person is
readmitted within 28 days. They must also be reminded that this is a requirement and
not advice.
R3 The trust should examine how the new Bromley perinatal service team may be used
to assist ward staff when a nursing mother is admitted.
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Summary and Highlights
The Inquiry Panel has met and the report is attached.

Changes to risk register

New risks identified

Recommendations
The Board to note.

Previous
rating

New rating

Rating

Private and Confidential

Oxleas NHS Foundation Trust, Board of Directors Inquiry
Comprehensive review of all inpatient (or recently
discharged patients) suicides over the past 2 years

Date Commissioned: July 2016
Author:
Tariq Hussain
Date:
27 September 2016

1

1

Executive summary

This report was commissioned by Oxleas chief executive. The key questions from
the Terms of Reference (ToR) are:
• The findings of the investigations into the incidents of suicides of inpatients or
recently discharged patients
• The appropriateness of the recommendations of the investigations
• The extent that the recommendations have been implemented across adult
inpatient services
1.1
Conclusions
These conclusions come from section 8 Practice and Care Issues.
MDT reviews
We believe that there is evidence to conclude that ward based MDT [multidisciplinary
team] reviews are not sufficiently multidisciplinary. There is little evidence of
attendance or contributions from professions other than doctors and nurses. This
may in part be caused by the misconception that a wide attendance at objectives
meetings equates with a multidisciplinary review.
Formulation
In our review of the evidence in the CM and AY inquiries and interviews with staff in
the three wards involved (Betts, Norman and Lesney, but not in our discussions with
clinical staff from Goddington ward), we conclude that the need for the development
of a formulation that includes social, legal and family stressors was almost
completely absent. It is clear to us that the lesson to be learnt in this regard from the
Goddington ward CB inquiry has not translated into common practice.
It is evident to us that the value and need for formulation derived from an MDT
perspective is not seen as necessary by some staff. For others it is practically
difficult due to the time constraints available to professionals, other than doctors and
nurses. There are also time constraints of the whole team caused by the turnover of
patients and the level of occupancy. This has been stated by some as a cause for
the lack of MDT formulations.
Involvement of families and carers
The need for the involvement of families and carers featured in two of the four
suicide cases in Goddington ward in 2015, leading to five related recommendations.
The document issued by the trust medical director, referred to previously, [Clinical
leadership on Acute Wards & Minimum Expectations of Consultants] was issued in
October 2015. This document addressed to consultants clearly stated:
“Ensure they are seeking the views of patients’ families and carers in order to
inform their plans of care and to support discharge planning.”
The trust’s own carer’s strategy launched in April 2016 also acknowledges that there
is a need for cultural change in the involvement of families and carers.
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Despite the content of the medical director’s document there was a complete failure
to involve AY’s family in his care in two wards and the community. It appears that in
this regard the medical director’s document has been interpreted as advice and not a
requirement. At least two consultants see the involvement of families and carers as
optional. Additionally the lack of involvement of AY’s family was also not a matter
championed by nursing staff in the wards where he was cared for.
We are clear that senior trust directors need to consider how they can ensure that
minimum practice requirements are followed. If there are reasons why this cannot
happen there must be a clear process for recording why and if this is due to
resources then a process for dealing with this.
Rio - risk assessment and care plans
The RiO risk assessment and care plans we have reviewed show that they
were ineffective as a means of supporting MDT care. The care plans that we
have seen were not fit for purpose.
The trust is aware that there are difficulties in ensuring risk assessments and care
plans in adult acute admission wards are effective. The trust has put in place a care
planning transformation project which has been running for over two years. It also
has a range of groups and committees responsible for improving quality, including
the quality of risk assessments and care plans.
We have been told by numerous interviewees that one of the key problems is RiO.
The trust currently has another project looking at how it can improve the RiO
package to make it more bespoke for Oxleas. While there may be some weaknesses
in the RiO system we conclude that this has become a scapegoat for more
fundamental problems. We endorse the remarks of a senior directorate staff member
who told us“…if you know good clinical practice you can always navigate clunky IT
systems.”
Our review suggests that the principal problem is not the functioning of RiO but an
inadequate commitment to effective MDT working. This is evidenced in:






the inadequate involvement of professions other than doctors and nurses in
reviews;
the lack of treatment plans that are based on a formulation that includes all
relevant collateral information, psychological perspectives and does not overly
rely on a medical diagnosis;
the failure to have a fully integrated MDT risk assessment and care plan;
the limited involvement of families and carers in providing collateral
information as part of a robust formulation.

The weakness in MDT working is further compounded by senior clinicians, and
nursing staff failing to carry out trust wide requirements such as involvement of
families and carers and discussions with previous treating teams.
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Ward level leadership, management and governance structures
It is the case that the various management, governance, supervision and clinical
structures in the adult acute mental health directorate did not identify the
weaknesses in mental health practice in Goddington ward. They have also not
picked up the weaknesses in care processes identified in the CM and AY inquiries.
Without effective joint leadership between ward managers and consultants there is
little prospect of significant and enduring quality improvements in the adult acute
mental health wards.
There is also a need for clinical and managerial leaders such as modern matrons,
service managers and above to have in place effective processes that identify, at an
early stage, poor practice or non-compliance with trust wide requirements.
These conclusions come from section 9 Goddington Ward Action Plans
Managing and theming action plans
We were told that it is unusual for the trust to have so many level 5 inquiries. In some
years they may not even have one. We are therefore surprised that, in addition to
handling the specific recommendations, the directorate did not use the opportunity to
examine in more detail mental health practice in all three GPH wards.
Whatever structures are in place to handle the recommendations from action plans it
may be of value if an individual manager is given the responsibility of “owning” the
overall action plan to ensure that it is progressed and that actions lead to enduring
changes.
The patient safety team and the directorate
The failure to supply our panel with updated action plans is indicative of an
organisational problem - about action plans, between the patient safety team and the
adult mental health directorate (ADMH). This needs resolving, without complex and
time consuming processes.
The trust may need a special programme to ensure that the number of open actions
in the AMHD are reviewed, prioritised and brought down to numbers that can be
handled in a timely fashion.
These conclusions come from section 10 Quality Improvement Approaches
and Minimum Requirements
Quality improvement
In our interviews we have been told about various changes to governance, quality
and safety groups at directorate level. These may provide a greater level of
oversight. We conclude though that changing committees and groups is helpful but
probably insufficient. We have been told that an overall improvement plan was not
put in place. We would have expected that following four level 5 inquiries in one unit
the AMHD would have put in place a quality improvement programme and action
plan that was able to answer the following questions:
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Were the issues identified in the Goddington inquiries isolated to that ward?
Are there any key systemic improvements that need to be made that will
ensure a step change in quality?
Why did our systems of supervision, assurance and audit not pick up the
difficulties identified by the inquiries?
Is there a need for a wider quality improvement programme and if so what
type of change programme should be adopted?

Minimum requirements
We conclude that there is a need for the trust to make clear what its ‘must do’s’ are.
The trust has already started down this path with the medical director issuing a
document of minimum expectations for consultants.
We are not advocating a new set of lengthy policies or standards documents. Any
new set of minimum requirements must only include the absolute minimum and be
kept short (possibly no more than two to three sides of A4). How the minimum
requirements are to carried out will be found in other related documents.
Before a set of minimum requirements are issued there is a need for the following
questions to be answered:





What should these be?
How should they be developed, agreed and with whom?
What can and should staff do if it is not possible to meet these requirements?
What are the consequences when these requirements can be followed, but
staff choose not to?

The following conclusions are from section 11 A Way Forward
Quality Improvement
There is an urgent need for the adult mental health directorate to put in place a
quality improvement strategy and plan. The advice offered in Chapter 4 of the report
of Royal College of Psychiatrists commission, “Old Problem, New Solutions”, chaired
by Lord Nigel Crisp is valuable and needs to be considered carefully.
RiO, risk assessment and care plans
It is our view that RiO risk assessment and care planning in Oxleas adult acute
admission wards is not fit for purpose. We conclude that improving how staff are
able to navigate RiO and making some changes to layout and providing a content
library is not the solution.
It is clear to us that the current way that RiO is used does not support MDT working.
The care plan is not an integrated MDT care plan. It is seen by all without exception
as a nursing activity and is not a driver of MDT care. We were told that there is no
national guidance that states that MDT care planning is a nursing responsibility.
Progress notes continues to be the most accurate and up to date place where all the
significant decisions about an individual are recorded.
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The continuation of the current practice around RiO care plans means that doctors
have no ownership of them. Doctors continue to use a well-trodden path of the use
of progress notes as the place where a patient’s plan is recorded. This is unsafe.
The starting point for change has to be an objective that makes clear what is
needed. We offer below a suggestion but believe arriving at an agreed objective
must be included as part of a quality and change improvement programme, where
the staff themselves take ownership. Our contribution to this is:
There will be an integrated MDT care plan on RiO which will include
summary contributions made by all involved professionals, the patient
and their carer or family. This will include a risk plan and it will be
reviewed at each MDT review and updated by medical staff.
Other professionals will have their own detailed professional plans. These will set out
what their professional objectives are for the individual. For example nursing staff
plans may include physical health checks, advice about MHA sections and rights as
well as many others nursing activities.

1.2

Recommendations

The recommendations set out below have been formulated to tackle the fundamental
problems with the culture and commitment to multidisciplinary team work that we
identify. Recommendations 1-5 are required to be actioned urgently.
R1
We recommend that the trust urgently commissions further expert case note
reviews in all other adult acute admission wards. (Similar to the one carried out by
Geoff Brennan in Goddington ward). This should take place within one month of the
report being accepted by the trust board.
R2
We recommend that following the urgent expert case note reviews the trust
holds a conference with all adult acute admission ward managers, consultants,
psychologists and OT’s. This should occur within three months of the urgent expert
case note reviews. The conference has three purposes:




to share the findings of this review and the outcome of the other expert case
note reviews;
to understand staff perspectives on why MDT working appears to be so
difficult;
to discuss developing minimum requirements for wards.
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R3
The adult mental health directorate urgently identifies appropriate quality
improvement techniques to bring about the change required in MDT working in the
wards (As recommended in the Lord Crisp report). This is to determine how to
develop and implement minimum requirements for wards. It is also to address how to
improve the quality of MDT working that we have identified as weak namely:






MDT reviews;
Formulation;
Patient, family and carer’s perspectives;
Risk assessments and care plans;
Ward leadership

R4
The adult mental health directorate begin the use of the agreed quality
improvement techniques a soon as possible after the conference mentioned in R2.
R5
The trust should review whether the RiO transformation work currently being
carried out is, in the light of our report, properly focused.
R6
The Adult Mental Health directorate and the patient safety team need to
resolve where the most up to date action plans are to be stored and make this
happen.
R7
The trust should put in place a plan to rapidly reduce the number of open
actions arising from the various reported incidents.
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