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Board of Directors
1st December2016

Item
Enclosure

2
1

Item from

Minutes of the Board of Directors Meeting held on 3rd
November 2016
Andy Trotter, Chair

Attachments

Minutes of the Board of Directors Meeting 3rd November 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

110th Meeting of the Board of Directors
Thursday 3 November - Maple Room, Pinewood House
Board of Directors
Andy Trotter
James Kellock
Jo Stimpson
Stephen Dilworth
Steve James
Ben Travis
Helen Smith
Ify Okocha
Jane Wells
Jazz Thind
Simon Hart

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

In attendance
Michael Witney
Sally Bryden
Tariq Hussain
Iain Dimond
Rachel Evans
Wendy Lyon
Sally Wainwright
Susan Owen

Director of Therapies
Associate Director of Corporate Affairs and Trust Secretary
Independent Chair of AY inquiry (for item 8)
Service Director Adult Mental Health and ALD Services (for item 10)
Director of Estates and Facilities (items 12 and 13)
Head of Partnership (for item 11)
Staff Partnership Officer (for item 11)
Risk Manager (Minutes)

Members of the Council of Governors in attendance
None in attendance at this meeting

Action
1

Apologies for absence and declarations of interest
• Apologies for absence – Seyi Clement, Non-executive Director
• Conflicts of interest – none declared

Noted

2

Minutes of last meeting
Page 2 – Amend sentence to read ‘We are considering whether we may have any property disposals to
fund this extra cost.’
Page 3 – Amend JS question to read ‘Do we need a medium to long term staffing strategy?’
Page 4 - Clarify that the comment relating to the malnutrition service relates to Bexley borough only.
Page 5 – Clarify that Director of Finance has requested that Greenwich CCG confirms both the start
date and end date of the audit of overseas payment charges.
Page 6 – Clarify that the comment relating to MDT work is that there was confusion between review
meetings and objective meetings.
Pending these amendments, the minutes of the meeting on 6 October 2016 were approved as an
accurate record.

Approved

3

Matters arising from the minutes of the last meeting
Page 1 – It was noted that the issue relating to the fire alarm system at Atlas House has been
addressed.
Page 1 – Dates for Board visits to corporate teams are being arranged.
Page 3 – SH said that the staffing strategy will be presented to the next meeting of the Workforce and
Learning Development Group.
Page 3 – JW said that data relating to the numbers of serious incidents is being generated manually
whilst the issues relating to the script are resolved.

Noted
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Page 4 – JW said that the safeguarding concern raised at the last meeting is being followed up by
Safeguarding Adults Team.
Page 7 – IO said that the case note reviews are incorporated into the Quality Improvement Programme.
4

Chief Executive update
Noted
The action plans following the CQC visits have been submitted to the CQC and these will be circulated
to non-executive directors. Progress against actions will be tracked. The 12 week Quality Improvement
Programme at each of the acute sites has commenced. The trust is responding to further letters
received from the HSE in relation to the Bracton Centre incident. Single Oversight Framework ratings
have been published. Oxleas has been rated at 2, which equates to targeted support. The
procurement process for the Strategic Estates Partnership has commenced and decision on commercial
partners will be made by February 2017. The trust is working closely with the London Borough of
Bexley to develop an integrated care provider for health and social care. Key principles are that that
there will be no TUPE transfers but a shared management team. Detailed reports will be presented to
the Business Committee and Board of Directors in due course. To support our bid for Bromley
Community Health Services, the trust is working to develop local partnerships and is making good
progress on developing the service model.

5

Integrated Dashboard
Noted
The NHS Improvement Dashboard has been drafted. This will be presented to the Executive Team in
November and to the Board of Directors in December. Key exceptions to note for September 2016
were:
• Item 36: The MHA s58 (consent to treat) review of one patient on Millbrook did not take place. This
has been addressed with the consultant.
• Item 31: The vacancy rate is increasing and this is linked to a decrease in the use of Bank staff (item
51).
Item 15 - Psychological therapy waiting times
Good progress is being made against the action plan, but recruiting to fixed term roles remains a
challenge. The impact of the improvements made in the IAPT service will be seen in the December 2016
figures.
Items 28 and 29 - Safe staffing
Additional work to include therapists in the data is being undertaken. Rosters are being signed off with
support from specialists in the HR rostering team. JW said that the trust is working towards creating
real time reports as currently the reports reflect the roster.
SJ – Are we content with our definition of safe staffing?
JW – We now have a maturity of understanding and we are reporting on what we consider to be a safe
staffing level. We want to move towards capturing care hours per patient per day. We need to capture
the work of all professional groups and will be learning from the work undertaken by a trust in Kent.
Items 31 to 34 - Vacancies
Work continues to address vacancy gaps and the recruitment team are developing innovative ways of
recruiting staff. The trust is working with the University of Greenwich to combine the final assessment
with an interview process. Health Education England have offered funding of £800k across the sector
to support the recruitment of registered nurses. The trust is looking at pathways between the
different bands and cross-working between RMNs and RGNs.
SD – Are the vacancies in prison healthcare services driven by delays with security clearance?
SH – The clearance checks are a requirement of the prisons and are undertaken by the prison service so
we have no control over this.
SD – Can we over-recruit on the basis that there will always be vacancy gaps due to the delay?
SH – We have done this in other services.
JS – How long does the security clearance take?
SH – This can take several months as it is run by the individual prison. Checks for Category A prisons
such as HMP Belmarsh will take longer.
JT – We are organising a teleconference to discuss and resolve these issues.
JW – This is challenging area for recruitment and retention. We are exploring whether paramedics
could be appointed to some of the roles in primary healthcare.
BT – We are moving away from national payscales for Bank staff in prison services. Offering a high rate
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has had a positive impact.
SD – If vacancies were filled, would there be a bigger deficit?
JT – This would not necessarily be the case as we would expect a reduction in agency spending.
JK – The data suggests that we are 33% over the agency cap?
JT – We need more intelligence to understand this data.
IO – There are some specialist posts in community paediatrics where agencies are not prepared to go
below the cap.
JT – Such posts are critical to patient care. We are able to recover the VAT on these costs.
6

Operational Performance Report
Delayed Transfers of Care has now been reduced to two cases. Introducing the ‘fit for discharge’ date
has helped teams to plan for discharge. This means that the person is clinically ready for discharge but
the onward package of care is not yet in place. Joint working with colleagues in social care is critical to
expedite discharge planning. In OPMH, vacancies remain a key issue. Facilitating observations and
escorts at QEH places additional pressure on services. JT said that we need to develop a protocol
between QEH and Oxleas which will inform how we can charge for these services. In Adult Community
Health Services, agency use is now limited to a small number of teams and exceptions agreed only by
the service director and clinical director. Use of temporary staff remains highest on the Tarn Ward due
to the number of challenging patients. All directorates continue to have a focus on financial
performance. The income only beds on the Tarn Ward have been re-opened. We continue to have
discussions with commissioners regarding funding of staffing in the s136 suites. Following looked after
children (LAC) safeguarding and special educational needs and disability (SEND) inspections in both
Bexley and Greenwich in early October, the CYP directorate is focusing on areas highlighted for
improvement. The Bexley Community Learning Disability Team (CLDT) has re-located to the QMH site.
JS – Is the reduction of agency use in adult community services sustainable?
HS – We will need to take the opportunity to work with CCGs to look at workload.
Bed occupancy
The CQC bed management action plan is beginning to show improvements with occupancy on the
wards below 100% for the first time. This has been driven by contracting an additional 12 beds.. The
aim to have at least one bed free by 15:00 each day is being achieved. There have been no mixed sex
accommodation breaches. At Oxleas House, Maryon and Shrewsbury wards are now male only and
Avery ward is female only. The AMH business office is developing metrics to monitor waiting times for
beds. We continue to negotiate with commissioners for additional resources. As a long term plan, we
are exploring re-opening Cator Ward.
AT – Are there any challenges for patients and families?
IO – There was one case where the patient was not prepared to be travel to East London. The team
worked quickly to identify a bed in Oxleas.
BT – When patients are waiting for a bed, we need to be assured that they are safe and that there is
clarity on responsibility for this.
HS – When patients are waiting in A&E, security services at the acute trust have a part to play in this.
We have been liaising with the acute trusts and they are being supportive.
SJ – We need to be careful of undertaking tasks that we are not commissioned to do. Who is
responsible for the patient whilst they are in A&E?
HS – The acute trust is responsible until the patient transfers to an Oxleas bed. Oxleas has a
responsibility to find a bed as quickly as possible.
IO – Clinicians do feel a level of personal responsibility and are often challenged on their decisions
during inquiries and at coroner’s inquests.
HS – It has always been the case that patients may have to spend some time waiting in A&E and acute
trusts are aware of their responsibilities to keep patients safe. Security staff cannot stop patients from
leaving and MHA holding powers do not apply, but our staff can contact the police to request that s136
powers are used.
BT – We also need to recognise that A&E staff are under pressure and we should consider how we can
support patients whilst they are waiting for a bed.

Noted

7

Quality Committee report
The Quality Committee discussed how the trust can gain better assurance and recommended that the

Noted
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Executive Team should review the trust clinical audit function. The next meeting of the Quality
Committee will review a sample of complaints to check that actions have been implemented and will
also review the Terms of Reference.
Quality Committee objectives
Throughput remains the same, but the number of patients giving feedback is low and needs to be
increased to enable the trust to better measure patient experience. The number of formal complaints
in relation to caseload remains low and the complaints team is working to ensure that these are
responded to within timeframe. Three serious incidents were reported in September 2016, all of which
were in the CYP directorate. In terms of access to services, 70% of patients were seen within four
weeks. Forensic and Prisons Services have the highest proportion of contact in relation to caseload and
CYP the lowest. This is because patients on health visiting caseloads are seen less frequently. From
next month, the ‘must ask’ question relating to carers will be rephrased to ask patients if they wanted a
carer involved and if so, were they. A separate carers survey will also be undertaken. The Trust CEG
has approved the Care Planning Policy and additional support resources are being developed. The
required frequency to complete safeguarding children and safeguarding adults training has increased
and the trust is on track to meet the compliance trajectory. We are reviewing whether to continue
with collecting the Harm Free Care (Safety Thermometer) data. A more sensitive Moderate Early
Warning System (MEWS) indicator has been developed for units where patients are admitted with preexisting physical health conditions. Five RCAs were due for completion in September, one of which
was submitted in date, two were late and two are outstanding. For October 2016, one out of three due
were submitted on time, one is late and an extension has been given for the third. The current
situation with RCAs is more manageable. The clinical outcomes workstream is being refocused.
JK – The number of Duty of Candour letters appears low compared to the number of contacts.
IO –This report captures Level 4 and 5 serious incidents only.
JW – Duty of Candour does take place for some level 3 (moderate harm) incidents but these are not
formally monitored. This is in line with our Duty of Candour policy.
JS – What is the context of the Prevention of Future Deaths report?
JW – These are issued by HM Coroner and relate to learning following an inquest. This is the first PFD
we have had in five years. We have 56 days to respond. More are anticipated from current inquests.
8

AY inquiry report
Noted
TH joined the meeting to present the report into the death of AY. AY was as 42 year old male who took
his own life on 14 June 2016, four days after being discharged from Norman Ward, Green Parks House.
TH summarised AY’s background and history. The panel found that AY’s death was neither predictable
nor preventable. Three care reviews had been undertaken prior to discharge. There was no evidence
of suicidal intent and the decision that there were no acute risks was an appropriate one. The panel did
raise some key issues as follows:
• The team did not engage enough with AY’s partner in relation to AY’s access to their son.
• The MDT reviews were mainly carried out by medical staff.
• The views of other professionals and in particular the ward psychologist were not given enough
consideration.
• The record of a CPA team meeting regarding discharge was not in line with trust standards.
• AY gave consent for his family to be involved in care and treatment but the panel found that AY’s
partner and brother were not sufficiently involved.
TH said that finding F1 (‘the failure to involve AY’s partner and brother in his care/treatment planning
meant that his care/treatment plans were not founded on all readily available information and may
therefore have been unsafe’) was not the unanimous view of the panel and did not affect the overall
finding that the death was neither predictable nor preventable.
IO – The full narrative on the reasons for the differences in opinion should be in the body of the report
to aid clarity.
TH – The comment is based on the interviews with AY’s partner and brother. The information they had
about AY should have been taken into account by the team. The report is clear that finding F1 does not
affect the overall opinion on predictability and preventability.
JK – Medical staff could potentially gain huge amount of information from others. How can we address
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this?
BT – This forms part of the Quality Improvement Programme and recommendations from the inquiries
have been incorporated into this.
JW – The issues relating to asking questions about dependent children are on the patient safety risk
register. We can use this as a case example on the importance of gathering information during
assessments of adult patients.
HS – The team had made an appropriate safeguarding referral. This was followed up and then closed
by social services. We are confident that the team had fulfilled their responsibilities. There were no
significant safeguarding concerns, but the issues regarding AY’s contact with his child had not been
addressed.
SJ – We need to be clear that the views of staff in this report may not be widespread.
SD – Is the finding relating to the attitude of medical staff a cultural issue?
IO – Two doctors were interviewed for this report and were experienced in working with challenging
families. There are a number of complex issues relating to demands on the time of medical staff.
MW – I am reassured that psychologists are engaged with MDT work. There is evidence of good
practice.
IO – A new RiO care planning form is being designed which requires all professionals to have an input.
SD – The Board must re-enforce that the ‘must-do’s’ are not optional. Can we consider expanding the
wording of finding F1 as the comment that care planning ‘may therefore have been unsafe’ is
misleading?
TH – This is a panel report and any changes must be passed to the panel for agreement.
AT – The Board should accept the report as it is written and note the difference in opinion.
9

Acute Mental Health Quality Improvement Programme
Noted
The trust has commenced a 12 week quality improvement programme across the three acute in-patient
units. This covers four key themes of MDT working, care planning, working with families and carers and
ward leadership. The approach is to ensure local ownership and develop “bottom-up” solutions.
Green Parks House - IO
Teams are engaging with the programme and have been able to demonstrate that feedback from
families and carers is taken into account. Ward leadership is being taken forward by the ward manager
and ward consultant. Current priorities are to address the culture of MDT working, streamline
meetings and improvements to RiO. In the meantime, staff have been given clear instruction that care
plans must not be embedded in the progress notes.
Oxleas House - HS
There is a focus on improving MDT working, developing ward managers and charge nurses to
contribute ideas and ensuring clarity on responsibilities.
Woodlands Unit - JW
This has been positively received and consultants are engaging well with the programme. The MDT
tool is being adopted and care planning rules are being implemented. Care plans are being reviewed in
supervision and KPIs are being developed. An audit of 21 risk assessments is planned.
Assurance visits - MW
Assurance visits have been made to 12 teams. CQC action plans are being used as a framework for the
visits. Staff are keen to engage with the programme and there is evidence of effective MDT working
and engaging with families. Issues raised are pressure on staffing levels and ensuring there is sufficient
time to dedicate to direct patient care.
BT – We have made a good start. We need to ensure co-ordination between leads whilst enabling local
ownership.
SJ – It is important that we ensure consistency in solutions developed, for example RiO templates.
AT – The bottom up approach is important but local variation must be kept to a minimum.

10

CB inquiry – six month review of completion of action plan
Good progress has been made. A number of actions have been completed and the outstanding ones
incorporated into the Quality Improvement Programme. With regards to recommendation 10, it has
not been possible to block or filter so-called suicide web sites as not all such sites are titled with the
word ‘suicide’ and any block on the word ‘suicide’ would also block access to credible suicide
prevention sites and self-help information.

Page 5 of 10

Noted

Action
The coroner’s inquest into the death of CB lasted five days and 16 of the 24 witnesses were Oxleas
staff. A number of issues were raised including training for staff in raising the emergency alarm,
telephone system, accuracy of documentation, scanning and shredding of records and ownership of the
action plan. A verdict of misadventure was returned and a Prevention of Future Death report is
expected.
HS – The issues relating to raising the emergency alarm and the telephone system were not raised in
the internal inquiry. These will need to be followed up.
ID – This was a stressful situation and the staff member said that they could not recall if they had
dialled an additional 9 to access an outside line to phone emergency services. There are wider issues
about how staff respond in an emergency.
It was agreed that an update on actions relating to the Coroners Inquest would be brought to the next
Board of Directors meeting.
ID
11

12

Staff Partnership Report
This Staff Partnership Report describes the work that has been carried out by the Staff Partnership
Team from April 2016 to September 2016. The team have undertaken 46 focus groups and have been
involved in 15 consultations. Key themes from the focus groups are the impact of staff shortages and
an increase in work related stress. The introduction of no smoking on bedded units has had an impact
as patients are been escorted off trust sites to facilitate smoking.
HS – Patients should not be escorted off wards unless this has been risk assessed as safe. We will need
further detail on this so it can be followed up.
AT – There is a sense that staff are frustrated with middle management.
BT – Management development training is to become mandatory for certain staff groups. The
Executive Team have had productive discussions on what we can do differently.
SH – Performance management must to use to address issues on an individual basis. The staff survey
has been issued to all staff and it is anticipated that the current low morale will be reflected in the
results.
SJ – Staff appreciate seeing senior management. We must use this as an opportunity for turnaround.
JS – We need to be clear on management structures and consider whether we need a flatter structure.
SD – Do we give staff enough recognition?
WL – This means a lot to staff and we need to address this.

JW

MG incident action plan
Noted
An action plan has been developed following the completion of the internal investigation into the
incident at the Bracton Centre on 17 July 2016. All kitchens on the acute wards in the Bracton Centre
have been permanently closed and meals beyond light snacks are sourced from a central location.
There will be further discussions on the long term arrangements for the provision of food. All other
recommendations have been incorporated into the Bracton Centre Quality Improvement Programme.
JS – Is there an action relating to the management of contraband?
SH – This is covered under action 11, that a local review is underway which will be supported and
signed off by the Local Security Management Specialist (LSMS). The unit is trialling a different approach
to security management.
SJ – Who is responsible for the delivery of this action plan?
HS – The Clinical Director is responsible through the Directorate Quality Committee. The Directorate
Management Team, chaired by the Service Director, has oversight of the Directorate Quality
Committee. An update will be reported to the Board of Directors in six months.
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13

Health and Safety Executive (HSE) update
The trust has received further correspondence from the HSE and has taken advice from Capsticks on
our response. Actions to be taken forward are:
• A review of the use of all kitchens across the trust is being led by Simon Sherring, Associate Director
of Nursing. This will include a review of the impact on staffing levels.
• The Business Committee has agreed to an external review of safety and security processes.
• The trust will appoint a dedicated Local Security Management Specialist (LSMS). This will be senior
manager with authority to enforce practice.
• The Quality Improvement Programme will be used to share learning from the MG incident in the
acute wards.
• Review of the Search Policy to include a ‘search nurse’ on every shift, exploring technological
support and providing training on search processes.
• Learning from a similar incident at 2Gether trust, including a visit to the trust to understand their
approach to making changes.
AT – What assurances do we have that changes are taking place?
RE – I am meeting with the team to follow up.
AT – Can the police assist with searches?
RE – We do work with the police. There are regular dog searches and ion tracking.
AT – Will the actions apply across the trust?
RE – This is the work that is being taken forward by Simon Sherring.
JW – Teams are being engaged in this.
SD – Will horticultural services be part of this review?
RE – We will review the risk assessment process that Focal Point undertakes.
SJ – We must be confident that this is enforced without fail. Searches on secure units should become
mandatory with immediate effect.
BT – We have been open and transparent with the HSE and must continue with this approach.
JS – How are the staff affected by the incident?
SH – The HCA has had some initial conversations on returning to work and this is being managed with
psychological therapy support. The process is slower for the nurse. The two staff who witnessed the
incident are planning their return to work.
AT – Are we confident that trust understands its health and safety responsibilities?
RE – We are arranging senior level training to further strengthen our approach

Noted

14

Workforce and Learning Development Committee Report
The Workforce and Learning Development Committee has not met since the last meeting of the Board
of Directors. The trust is having discussions with SLAM and SWLSTG on developing a joint temporary
staff bank. There are also opportunities to work collaboratively on the payroll function. A project
manager has been appointed to lead this work across the three trusts.

Noted

15

Business Committee report
SARD continues to make good progress and it is expected that the loan should be repaid in the next 12
to 18 months. The ownership structure will be reviewed in six months’ time. The Committee was
updated on the Social Enterprise Employment Company (SEEC) that was set up in 2012 to assist
patients in seeking and maintaining employment. The Committee agreed to cease payments of any
grants in future years and use provision within current internal and external services. It was noted that
SEEC had exceeded the targets set.

Noted

The draft operational plan for 2017-2019 is due to be submitted on 24 November with the final plan to
be submitted on 23 December. All contracts need to be agreed by the latter date. JT asked for
approval for the Business Committee to approve this on behalf of the Board and this was agreed. As at
the end of September 2016, the trust is ahead of plan and has an NHSI financial risk rating of 4. Cash is
on plan. The key pressure remains agency staff. The trust is aiming to deliver a position of break even
at year end and will dispose of properties where we are able to do so. The Committee agreed two new
risks relating to HSE prosecution and redundancy costs dues to the retendering of contracts at a lower
value. A number of high risks savings plans are now moving to medium risk and we are on track to
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deliver savings.
16

NHS Improvement agency spend reduction
Approved
As a result of continued national overspend on agency staff, NHSI have put into place a number of
further actions and have mandated Boards of Directors to take more control of agency spend and
tackle unacceptable usage. To ensure compliance trusts are required to complete a number of data
submissions, including agency spend analysed by service, 20 highest earning staff and long term
employees, a self-certification checklist, CEO sign off of shifts over £120 per hour, where the
framework overrides above price cap and NHSI sign off on senior managers where daily rate exceeds
£750. Some of these may be one-off submissions but the fourth (sign off of high costing individuals and
framework overrides) will be on-going. The finance team are working with HR to complete this
submissions but this is a resource intensive process. The trust will explore how we can also make use
of this data internally. JT asked the Board of Directors to note and sign-off the response to the selfcertification checklist. This was approved.

17

NED report – Board visits
It has been agreed that the current pairings will be retained until March 2017. A template will be
developed to give NEDs guidance on key issues to cover during visits. NEDs were asked to report on
areas of concern by exception.
JK – Shepherdleas Ward: A door that was not in line with anti-ligature standards has not yet been
replaced and a similar door was noted at Scadbury Ward.

Noted

18

Council of Governors update
The report from the Council of Governors was noted.

Noted

19

Any other business
Noted
AT said that the Board will take a close interest in the Quality Improvement Programme. SJ said that
the trust must use this as an opportunity to shift culture. Staff are under significant stress and the trust
should look to improve morale by being clear on responsibilities and increasing the visibility of senior
management.

RE

AT said that Steve Dilworth will be taking up the role of Vice Chair following the departure of Archie
Herron
20

Questions from the public
None raised

Noted
Next meeting of the Board of Directors
Thursday 1 December 2016 at 10.30 am
Maple Room, Pinewood House

Page 8 of 10

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

PD – Personality Disorder
PDP – Personal
Development Plan

MHRN – Mental Health
Research Network

PDR– Personal
Development Review

MSK – Musculo-skeletal
Services
NAC – Nursing Advisory
Committee

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

NCC – National
Consortium of Colleges

PEAT – Patient
Environment Action Team

NEDs – Non-executive
Directors

PFI – Private Finance
Initiative

NHSI – NHS Improvement

PICU – Psychiatric
Intensive Care Unit

SPD – Safety, Privacy and
Dignity

POMH – Prescribing
Observatory for Mental
Health

SI – Serious Incident

NHSLA – NHS Litigation
Authority
NICHE – National Institute
for Health and Care
Excellence
NIHR - National Institute
for Health Research
NPSA – National Patient
Safety Agency
NSF – National Service
Framework
OOHs – Out of Hours
OPD – Outpatients
Department
OPM – Office for Public
Management
OPMH – Older Peoples’
Mental Health
PEEP – Personal
Emergency Evacuation
Plan

SAP – Single Assessment
Process
SCG – Specialist
Commissioning group
SDS – Service
Development Strategy
SLaM – South London &
Maudsley NHS Trust
SLR – Service Line
Reporting
SMs – Service Managers
SN – School Nurse

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

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

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

PQQ - Pre Qualification
Questionnaire

RM – Risk Management

PADL – Personal Activities
of Daily Living

RMN – Registered Mental
Nurse

PALS - Patient Advice and
Liaison Service

RMO – Responsible
Medical Officer

PEG – Patient Experience
Group

RPST – Risk Pooling
Scheme Trust
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Board of Directors
1st December 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)

Item

Action details

Action for

Bring forward to

Report under

Rachel Evans

01/12/2016

Matters arising

66 03/11/2016

NED report - Board For the Board to receive an update on antivisits
ligature standards in the OPMH wards

65 03/11/2016

Staff Parnership
Report

For the Board to reveive further update on the
issues regarding staff escorting patients off the Jane Wells
wards for smoking

01/12/2016

Matters arising

64 03/11/2016

CB inquiry report

For an update on actions relating to the
Coroners Inquest would be brought to the next Iain Dimond
Board of Directors meeting.

01/12/2016

CB inquiry report

63 06/10/016

Transforming care
Update to be provided January 2017
for people with LD

61 01/09/2016

RTT waiting times

57 01/09/2016

Workforce report

55 07/07/2016

Workforce report

4

03/09/2015

Well-led Review

Action closed
(Board date)

Comments

Lorraine Regan 12/01/2017

Transforming care for
people with LD

Not due until January 2017

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

Not due until December 2016

Dr Israel Adebekun to be invited to meet with
the Board

Sally Bryden

03/11/2016

Workforce report

Dr Adebekun to present to Workforce
Committee who will then update the
Board.

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

Workforce report

This to be reviewed by the Workforce
Committee

Matters arising

New Chairs to review Committee TORs.
Potential changes to Risk and Audit
Committee to be considered.

03/11/2016

Chairs of Board Committees to present new
Ben Travis, Ify 06/10/2016
Terms of Reference to committees for approval Okocha and
Simon Hart
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Board of Directors
1st December 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
1st December 2016

Item
Enclosure

5
4

Agenda item

Integrated dashboard

Item from

Ben Travis, Chief Executive

Attachments

Integrated dashboard, exceptions reports and NHSI Dashboard

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

48hr follow up
Vacancies
Section 132
RTT
Normalised surplus

NHSI Indicators report also attached.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Integrated Performance Report - October 2016
S.No

Committee

Reported

Origin

Info
Assurance

Metric
Code

View from our regulators

Target

Exec
Lead

1

N/A

CQC

08 Aug 2016

10348

CQC Rating

Board

2

Monthly

NHSI

08 Jul 2016

10349

Monitor Governance Risk Rating

Board

3

Monthly

NHSI

12 Aug 2016

10350

NHSI Use of Resource Metric

3

Board

Q4 15/16

3

Q1 16/17

3

Jul-16

Aug-16

Sep-16

Oct-16

3

3

4

2

Comments - Oct 16

All data pre October 16 is based on the Monitor Risk Assessment
Framework, which has now been superseded by the NHSI Single
Oversight framework. Within this new framework, providers are
assigned to a segment when reviewed against 5 core themes. A
score of 1 means complete autonomy and 4 would lead to special
measures being instigated.
Green - 1 or 2; Amber - 3; Red - 4

S.No

Committee

Reported

Origin

Info
Assurance

Metric
Code

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

Target

Exec
Lead

Q4 15/16

Q1 16/17

Jul-16

Aug-16

Sep-16

Oct-16

4

Quality

Monthly

DH

04 Jul 2016

10341

4 Must Dos - Treated with dignity and respect

>90%

IO

99.2%

98.9%

98.8%

98.8%

98.6%

98.3%

5

Quality

Monthly

Trust

04 Jul 2016

10337

4 Must Dos - Family and carer supported

>90%

IO

92.8%

91.0%

88.2%

91.1%

89.5%

89.1%

6

Quality

Monthly

Trust

04 Jul 2016

10338

Quality of Life Improved as a result of care received

>90%

IO

96.1%

95.7%

93.4%

96.0%

93.0%

93.7%

7

Quality

Monthly

Trust

04 Jul 2016

10340

Friends and Family Test (FFT) - % not recommended

<10%

IO

2.0%

2.2%

3.5%

2.9%

4.0%

2.8%

8

Quality

Monthly

Trust

04 Jul 2016

10339

FFT - % recommended

>90%

IO

93.1%

91.1%

82.9%

92.3%

92.0%

92.0%

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

Q4 15/16

Q1 16/17

Jul-16

Aug-16

Sep-16

Oct-16

<7.5%

HS

6.0%

4.4%

5.1%

4.2%

4.6%

5.0%

S.No

Committee

Reported

Origin

9

Quality

Quarterly NHSI

18 Aug 2016

10514

% Delayed Transfer of Care.

10

Quality

Monthly

Trust

24 Aug 2016

10528

Number of Complaints Received

IO

78

81

25

25

22

29

11

Quality

Monthly

Trust

24 Aug 2016

10529

Number of Compliments Received

IO

273

373

147

80

87

49

12

Quality

Monthly

Trust

04 Jul 2016

10335

4 Must Dos - Enough information about care and treatment

>90%

IO

97.8%

97.4%

96.1%

97.7%

98.0%

97.1%

13

Quality

Monthly

Trust

04 Jul 2016

10336

4 Must Dos - Involved in decisions about care and treatment

>90%

IO

97.7%

96.8%

94.0%

95.5%

96.6%

97.5%

14

Quality

Monthly

Trust

01 Aug 2016

10026

Referral to treatment for Allied Health Professionals (AHP)

>95%

HS

98.8%

98.7%

98.3%

98.5%

98.7%

98.5%

15

Quality

Monthly

Trust

01 Aug 2016

10024

Referral to treatment for Psychological Therapies (PT)

>95%

HS

93.9%

91.2%

82.1%

81.0%

84.0%

84.7%

16

Quality

Quarterly NHSI

12 Jul 2016

10248

Referral to treatment for incomplete care pathways

>92%

HS

98.9%

98.9%

95.8%

97.1%

98.5%

98.0%

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

Q4 15/16

Q1 16/17

Jul-16

Aug-16

Sep-16

Oct-16

S.No

Committee

Origin

Comments - Oct 16

Comments - Oct 16

No longer an NHSI target.

Please refer to the exception report.

Comments - Oct 16

17

Quality

Quarterly NHSI

13 May 2016

10314

CPA 7 Day follow up (Discharge from Inpatient setting)

>95%

HS

98.8%

97.8%

97.4%

97.5%

97.6%

97.3%

18

Quality

Monthly

Trust

16 Jun 2016

10342

Adult Acute Bed occupancy (excluding leave)

<100%

HS

102.5%

104.1%

105.7%

105.7%

99.8%

95.2%

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

100.2%

100.9%

100.6%

102.3%

97.6%

95.1%

Green: <100%, Amber: 100% to 105%, Red: >105%

20

Quality

Monthly

Trust

25 Jul 2016

10463

OPMH Acute Bed occupancy (excluding leave)

<100%

HS

101.0%

95.4%

89.7%

86.8%

89.5%

90.6%

21

Quality

Monthly

Trust

13 Jun 2016

10343

Adult Community Intermediate Care Bed Occupancy

85-95%

HS

90.9%

92.0%

91.9%

89.2%

89.1%

93.3%

22

Quality

Quarterly NHSI

01 Aug 2016

10101

CRHT Gatekeeping

>95%

HS

99.7%

100.0%

100.0%

100.0%

100.0%

100.0%

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

91.3%

91.4%

85.8%

93.2%

91.0%

>98% Green; 80-98% Amber; <80% Red

24

Quality

Monthly

Trust

20 Oct 2016

10512

48-Hour Post-Discharge Follow-up

98.3%

97.1%

100.0%

96.0%

94.2%

See exception report.

IO

97.1%

LW The manual Gatekeeping reports have been received from
Bexley, Bromley and Greenwich all reporting 100%

Manual Validation
94% 49/52 Compliance Against True Breaches
87% 45/52 compliance against all Breaches
•48hr Follow-up - 52 - [3 true breaches, 4 outside of staff control]
- 94.2% (QSIP).
25

Quality

Monthly

Trust

Report Run Date: 25 Nov 2016 11:23 AM

01 Jul 2016

10355

No of incidents (1-3)

N/A

JW

1050

Page-1

1157

1,232

1,151

1,102

1,121

Integrated Performance Report - October 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

Q4 15/16

Q1 16/17

Jul-16

Aug-16

Sep-16

Oct-16

4

6

26

Quality

Monthly

Trust

11 Jul 2016

10356

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

N/A

JW

8

11

5

3

27

Quality

Monthly

Trust

04 Jul 2016

10447

Incidents of Grade 3 and 4 Pressure Ulcers

N/A

JW

2

3

16

6

28

Quality

Monthly

DH

04 Jul 2016

10351

Safe staffing levels- Registered (Actual against planned)

>100%

JW

104.7%

104.7%

101.8%

89.2%

91.1%

96.2%

29

Quality

Monthly

DH

04 Jul 2016

10352

Safe staffing levels- Unregistered (Actual against planned)

>100%

JW

107.3%

108.3%

109.7%

106.1%

108.5%

107.2%

30

Quality

Monthly

Trust

08 Aug 2016

10448

Medication errors

N/A

IO

63

69

67

49

50

62

31

Workforce &
Development

Monthly

Trust

23 May 2016

10334

Vacancy Rate (Trustwide)

<14%

SH

12.4%

12.9%

13.8%

13.8%

14.0%

13.8%

32

Workforce &
Development

Monthly

Trust

01 Jun 2016

10344

Vacancies - Exceptions AMH (Inpatient, Rehab & Crisis)

<14%

SH

19.1%

21.8%

25.6%

24.6%

24.9%

24.6%

33

Workforce &
Development

Monthly

Trust

01 Jun 2016

10345

Vacancies-Exceptions ACH

<14%

SH

15.1%

15.4%

16.3%

15.0%

14.8%

15.4%

34

Workforce &
Development

Monthly

Trust

01 Jun 2016

10445

Vacancies - Exceptions Prisons

<14%

SH

23.0%

23.3%

20.0%

22.0%

20.3%

19.2%

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

Q4 15/16

Q1 16/17

Jul-16

Aug-16

Sep-16

Oct-16

S.No

Committee

Reported

Origin

This information is always received two months later.

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

98.9%

99.4%

94.6%

95.2%

97.3%

94.9%

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

97.9%

100.0%

100.0%

100.0%

91.7%

100.0%

37

Quality

Quarterly NHSI

19 Aug 2016

10388

Early Intervention in Psychosis (EIP)

>50%

JW

74.9%

61.7%

66.7%

56.1%

60.0%

41.7%

38

Quality

Quarterly NHSI

09 Aug 2016

10324

Data Completeness: Mental Health Identifiers

>97%

HS

99.5%

99.5%

99.4%

99.4%

99.5%

99.5%

39

Quality

Quarterly NHSI

10 Aug 2016

10444

Data Completeness: Outcomes of patients on CPA

>50%

HS

74.7%

73.9%

72.3%

71.8%

71.0%

70.5%

40

Quality

Quarterly NHSI

04 Jul 2016

10320

Data Completeness - Community

>50%

HS

81.2%

86.9%

85.6%

82.6%

80.6%

85.3%

41

Quality

Monthly

Trust

15 Aug 2016

10322

MH CPA Service user reviews after 6 months

>95%

HS

95.1%

95.0%

94.6%

94.7%

96.4%

96.1%

42

Quality

Monthly

NHSI

15 Aug 2016

10102

CPA formal review within 12 mths

>95%

HS

99.8%

99.9%

99.2%

99.1%

99.1%

99.0%

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%

90.3%

100.0%

86.0%

95.0%

97.0%

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%

98.4%

92.5%

91.3%

90.0%

95.6%

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
Jul-16

Aug-16

Sep-16

Oct-16

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

Q4 15/16

Q1 16/17

Comments - Oct 16

See exception report

See exception report.

Comments - Oct 16

See exception report.

Comments - Oct 16

48

Workforce &
Development

Monthly

Trust

19 Aug 2016

10353

Staff Personal Development Review (PDR) Completeness

>80%

SH

91%

92%

91%

91%

90%

90%

49

Workforce &
Development

Monthly

Trust

19 Aug 2016

10354

Supervision Completeness

>80%

SH

74%

81%

81%

75%

82%

83%

50

Workforce &
Development

Monthly

Trust

23 May 2016

10333

Sickness Rate

<4%

SH

4.6%

4.2%

4.5%

3.9%

4.1%

4.7%

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

51

Workforce &
Development

Monthly

Trust

01 Aug 2016

10331

Bank Costs as % of pay spend (All professions)

>7%

SH

6.1%

5.4%

6.4%

6.1%

5.3%

6.6%

Figures include all professions

52

Workforce &
Development

Monthly

Trust

12 Jul 2016

10332

Agency costs as % of pay spend

<8%

SH

11.6%

10.4%

10.2%

10.3%

10.6%

9.7%

53

Business

Monthly

NHSI

12 Jul 2016

10326

Normalised Surplus - Year to Date (£M)

>1

JT

0.1

-0.5

-0.6

-0.6

-0.5

-0.5

Report Run Date: 25 Nov 2016 11:23 AM

Page-2

See exception report. On plan or above = Green; Breakeven =
Amber, Behind plan = Red

Integrated Performance Report - October 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

Q4 15/16

Q1 16/17

Jul-16

Aug-16

Sep-16

Oct-16

Comments - Oct 16

54

Business

Monthly

NHSI

12 Jul 2016

10327

Cash Position (£m)

>47

JT

85

75.4

77

70.4

67.7

70.2

On plan or above = Green; Within 15% of target = Amber; More
than 15% away = Red

55

Business

Monthly

Trust

12 Jul 2016

10328

Capital Expenditure - Year to Date (£m)

>37

JT

16.1

7.6

9.7

11.3

15.6

17.8

On plan = Green; behind plan = Amber; exceed plan = Red

56

Business

Monthly

Trust

01 Aug 2016

10330

CRE Plans 16/17 (£m)

>8.1

JT

6.8

4.7

4.7

4.7

7.8

7.9

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: 25 Nov 2016 11:23 AM

Page-3

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.

EXCEPTIONS REPORT: KPI - M10512 - 48-Hour Post-Discharge Follow-up
Patients discharged from an adult MH inpatient unit who were either admitted for self-harm, self-harm on the ward or have attempted suicide, receive a follow-up within 48
hours of discharge from an inpatient unit.

KPI Data

Effectiveness of Actions to Date

Target

Q3

Q4

May-16

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

100%

97.7%

97.1%

98.4%

97.5%

97.1%

100%

96.2%

94.2%

The Directorate has put in place a new process to initiate a 48hr follow up
response through RiO. There have been challenges in embedding the new
process within teams and further monitoring is required to improve outturn.

Future Actions and monitoring process

•
•
•
•
•

•

The 48hr follow up tracker has now been tested and signed off. Informatics are launching the tracker by the end of November and access and training will be
provided to the teams.
HTT admin and the new band 5 inpatient and crisis leads will take a lead on monitoring this tracker and supporting senior clinicians to ensure compliance.
However there are limitations to the tracker since the data is only updated every 24hrs and when the RiO data download fails this increases to 48hrs or more.
Services will use the tracker to ensure that inpatients are not discharged without a HTT appointment and referral.
At present some patients are being discharged without the 48hr follow up requirement being added to RiO. These patients are subsequently added by the
clinical coding team which can lead to a breach if a HTT appointment has not occurred. The tracker will also be used to improve data quality by ensuring that
all patients are added to the monthly team planner and that clinical coding is added before discharge.
Continued feedback of breaches to service and team managers to embed learning.

Lead Board Director: Ify Okocha

Estimated time to resolve: Feb 16

EXCEPTIONS REPORT: Lines 32 to 34 – Vacancies (Exceptions AMH, ACH and Prisons)
Vacancies – Trust wide, AMH – Inpatient Rehab & Crisis and 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
ACH

Effectiveness of Actions to Date

Q4

Q1

Jul-16

Aug-16

Sept-16

Oct -16

19.1%
23.0%
15.1%

21.8
23.3%
15.3%

25.6%
20.0%
16.3%

24.6%
22.0%
15.0%

24.9%
20.3%
14.8%

24.61%
19.2%
15.4%

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 prison nurse agency shifts.

Future Actions and monitoring process
General
•
Currently rolling out Pan-London agency rates (nursing & AHPs) for all agencies used by the trust. SLAs due to be agreed in November/early December under the new CPP
agency framework. Progress has been positive to date.
•
Exploring joint working with SLAM and other NHS trusts through the LPP Pan-London agreement to bring joint pressure on non-compliant agencies.
•
Exploring joint working to pressurise agencies as part of OHSEL joint working.
•
Where we have recruited newly qualified nurses we continue to promote their starting in unqualified capacities whilst their studies/registration is completed.
Prisons
•
The September Prison & Forensic band 5 nurse recruitment day resulted in 10 offers of employment.
•
There are 58.0 WTE vacant positions which are being actively recruited to, and 26 candidates are undergoing their pre-employment checks.
•
Further development around internal nursing rotation schemes. Forensic and Prison Scheme fully subscribed.
•
Advert for prison RGNs to be publicised in the RCNi in December, with interview and selection dates planned for January/February.
IR&C
•
Since the trustwide campaign we have successfully recruited 23 external Band 5s. An additional 15 Band 5s are at pre-employment check stage. If all candidates at offer stage
commence, the remaining vacancy rate would be 16.73% (figures based on current vacancy of 38.22WTE).
•
The September recruitment selection day has taken place which has resulted in the offer of 13 Band 2 HCAs.
•
Recruitment stand on World Mental Health Day resulted in 1 Staff Nurse and 9 HCA applications which are under consideration.
•
A further recruitment selection day is taking place on 26/11/2016 for Band 2 and Band 5s; 96 applications received for HCAs (currently sitting competency test) and 20
applications received for Staff Nurses.
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

EXCEPTION REPORT: Line 35 – Patients detained under the MHA are provided with information (S132)

KPI Data
Target
<14%
AMH

Effectiveness of Actions to Date

Q4

Q1

Jul-16

Aug-16

Sept-16

Oct -16

98.9%

99.4%

94.6%

95.2%

97.3%

94.9%

N/A

Future Actions and monitoring process

We are disappointed to see this drop in compliance. We have looked for any trends and the seven breaches are spread across a number of services. We are reinforcing
with teams the importance of providing this information to their patients and in accurately recording when this has been done.

Lead Board Director: Ify Okocha

Estimated time to resolve: Mar-17

EXCEPTIONS REPORT: Line 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

Q4

Q1

Ju1-16

Aug-16

Sep-16

Oct-16

93.9%

91.2%

82.1%

81.0%

84.0%

84.7%

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. There has been some improvement in
Greenwich and Bexley however Bromley continues to significantly
underperform due to problems filling vacancies.

Future Actions and monitoring process

The Directorate recovery plan is now in place with actions progressing. The impact of vacancy rates has been more pronounced in Bromley
and this is being addressed through a revised recovery plan:
Updates on the action plan:
•
•
•
•
•
•

Reducing vacancy rates – each Borough has been allowed to recruit to 1 maternity leave post permanently instead of advertising
short term posts to improve the number of applicants. This is over recruitment will be managed through staff turnover and under
spend.
Bexley – 1 WTE maternity vacancy which is being advertised permanently
Bromley – 4 out of 7 vacancies recently recruited to.
Greenwich – 2 new band 7s in post and 1 maternity leave vacancy to be advertised permanently
Modelling demand and capacity – initial scoping completed and the modelling will be progressed in the November Clinical
Psychology leads meeting with an expected completion date of December. Initial recommendations include the need for RiO to be
developed to monitor demand and capacity within modalities as waiting times are significantly variable.
Development of core interventions and group provision is underway with training of non-psychological therapy staff. This will be
expanded with vacancy rates reducing.

Lead Board Director: Helen Smith

Estimated time to resolve: Dec-16

EXCEPTIONS REPORT: Line 53 Normalised Surplus Year to Date (£m)
The Trust has managed to achieve the planned surplus for a number of years but due to one-off in year financial pressures, the October 16 YTD reported
position is a deficit of £542k. This £144k behind the YTD planned position.

KPI Data
Target
£1.0m
Surplus (£m)

Effectiveness of Actions to Date

Q1

Jul-16

Aug-16

Sep-16

Oct-16

-0.5

-0.6

-0.6

-0.5

-0.5

Scrutiny of directorate level performance and the implementation of a
number of measures set out in the financial recovery letter has shown
a reduction in spend across directorates. Services continue to focus on
bringing forward CRE plans to reduce any future deficits. The current
deterioration is due to the one-off in year pressures associated with
the CQC review (purchase of additional bed capacity) and a unplanned
redundancy costs.

Future Actions and monitoring process

•
•
•
•
•
•

Continue financial recovery regime for both Adult MH and ACS
Continue to push actions included in Financial Recovery letter
Pursue discussions with Commissioners for additional funding to support mental health services (beds and community)
Accelerate savings programme to bring forward cost reductions/income generation
‘Do not breach’ forecast out-turn positions defined for all directorates
Use profit on asset sale to offset non-recurrent cost pressure (to be confirmed with NHSI)

Lead Board Director: Jazz Thind

Estimated time to resolve: December 2017

SINGLE OVERSIGHT FRAMEWORK DASHBOARD
November 2016 - Reporting October 2016 Activity
For further information pertaining to each of these measures, click here:
Domain
Director
Metric

Link to NHS Improvement Single Oversight Framework Document
Metric Number
NHSI Method of Current
Matches Local Target
Collection
Reporting
Reporting?

Operational
Performance

Ify Okocha

Cardio-metabolic assessment - Community
ADULTS

10669 (provisional)

TBD

Local CQUIN

TBD

Operational
Performance

Ify Okocha

Cardio-metabolic assessment - Community
OLDER PEOPLE

10669 (provisional)

TBD

Local CQUIN

Operational
Performance

Ify Okocha

Cardio-metabolic assessment - EI

10668 (provisional)

TBD

Operational
Performance

Ify Okocha

Cardio-metabolic assessment - inpatients
ADULTS

10667 (provisional)

Operational
Performance

Ify Okocha

Operational
Performance

Apr-16

May-16

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

Comment

65%

18%

34%

44%

69%

73%

Data is provided by the Quality team; commenced collection in June 2016.

TBD

65%

57%

76%

94%

97%

91%

Data is provided by the Quality team; commenced collection in June 2016.

Local CQUIN

TBD

90%

69%

85%

93%

95%

95%

Data is provided by the Quality team; commenced collection in June 2016.

TBD

Local CQUIN

TBD

90%

58%

30%

50%

71%

81%

Measures are being put in place to improve the performance against this metric. The Quality Manager produces a regular
exception report which is shared with the teams. This lists those patients who are non-compliant with the metric and
prompts the teams to act on those patients accordingly. The Quality Manager also attends inpatient managers meeting,
SMT and performance meetings to reinforce the importance of this. Further PH CQUIN training is underway within the
teams as required.

Cardio-metabolic assessment - inpatients OLDER 10667 (provisional)
PEOPLE

TBD

Local CQUIN

TBD

90%

100%

96%

93%

99%

99%

Data is provided by the Quality team; commenced collection in June 2016.

Helen Smith

Consultant Led 18 week RTT - patients on an
incomplete pathway

10248

TBD

IBR

Yes

92%

98.7%

99.3%

98.6%

95.8%

97.1%

98.5%

98.0%

Operational
Performance

Helen Smith

CRHT Gatekeeping

10101

MHSDS / UNIFY2 IBR

Yes

95%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

Operational
Performance

Helen Smith

EIP 2 week wait

10388

MHSDS / UNIFY2 IBR

Yes

50%

47.7%

63.0%

74.4%

66.7%

56.1%

51.8%

41.7%

AMH EIP performance was 47.5% with CAMHS 0%. The EIP tracker will be updated in December to support the new
recording process and ensure compliance with waiting times,

Operational
Performance

Helen Smith

IAPT - % completing treatment

10652 (provisional)

IAPT MDS

IAPT

Yes

50%

59.9%

46.0%

75.2%

61.0%

56.3%

49.5%

48.1%

The is a newly reported metric and Greenwich Time to Talk have been asked to validate the data and develop an action
plan for improvement. It should be noted that the numerator (numbers of patients entering treatment) and denominator
(number of patients completing treatment with at least two session) are not directly related so a spike in demand and
numbers entering treatment may cause a deterioration in the reported percentage as most of them will not have
completed treatment during the reported month.

Operational
Performance

Helen Smith

IAPT Waiting Times - 18 weeks

10534

IAPT MDS

IAPT

Yes

95%

99.0%

100.0%

98.7%

97.0%

98.7%

98.7%

98.9%

Operational
Performance

Helen Smith

IAPT Waiting Times - 6 weeks

10533

IAPT MDS

IAPT

Yes

75%

88.3%

87.0%

87.3%

89.6%

87.0%

87.3%

91.6%

Operational
Performance

Helen Smith

Maximum 6-week wait for Diagnostic
Procedures (Audiology)

10670 (provisional)

Unify2

DM01

Yes

99%

100.0%

98.0%

93.0%

91.4%

100.0%

100.0%

100.0%

Operational
Performance

Helen Smith

MHSDS Completeness - IDs

10324

MHSDS / UNIFY2 MHSDS

Yes

95%

99.5%

99.5%

99.5%

99.4%

99.4%

99.5%

99.5%

Operational
Performance

Helen Smith

MHSDS Completeness - priority metrics

10655 (provisional)

MHSDS / UNIFY2 MHSDS

No

85%

Quality of Care Helen Smith

% clients in employment

10666 (provisional)

NHS Digital

MHSDS

Yes

N/A

4.2%

3.0%

Latest data available from NHS Digital is May 2016. June data not available yet.

Quality of Care Helen Smith

% clients in settled accommodation

10665 (provisional)

NHS Digital

MHSDS

Yes

N/A

15.9%

14.9%

Latest data available from NHS Digital is May 2016. June data not available yet.

Awaiting further clarification of this metric definition from NHSI.

Quality of Care Helen Smith

Admissions to adult wards of under 16s

10664 (provisional)

NHS Digital

Local
Reporting

Yes

0

1

0

0

0

0

0

0

Quality of Care Helen Smith

CPA 7 day followup

10314

HSCIC

IBR

Yes

95%

95.6%

98.7%

99.0%

97.4%

97.5%

97.6%

97.3%

Quality of Care Jane Wells

CAS alerts outstanding

10660 (provisional)

NRLS

Internal

N/A

N/A

100.0%

100.0%

86.0%

100.0%

100.0%

90.0%

88.9%

Quality of Care Jane Wells

Never Events

10659 (provisional)

NHSE

Internal

N/A

0

Awaiting further clarification of this metric definition from NHSI.

Quality of Care Jane Wells

Under-reporting of Patient Safety Incidents

10654 (provisional)

NRLS

IBR

Yes

N/A

Awaiting further clarification of this metric definition from NHSI.

Quality of Care Jazz Thind

Aggressive CREs

10330

FT

IBR

N/A

8.1

Awaiting further clarification of this metric definition from NHSI.

Quality of Care Michael Witney

Community FFT - % positive

10339 (A)

NHSE

IBR

Yes

90%

97.44%

94.92%

92.70%

83.97%

96.62%

96.31%

95.98%

Quality of Care Michael Witney

Complaints - rate

10528

NHS Digital

IBR

Yes

N/A

22

29

30

25

25

21

30

Quality of Care Michael Witney

CQC Community Survey

10663 (provisional)

CQC

Not collected

N/A

N/A

Awaiting further clarification of this metric definition from NHSI.

Quality of Care Michael Witney

CQC Inpatient Survey

10661 (provisional)

CQC

Not collected

N/A

N/A

Awaiting further clarification of this metric definition from NHSI.

Quality of Care Michael Witney

CQC Mental Health Survey

10662 (provisional)

CQC

Not collected

N/A

N/A

Awaiting further clarification of this metric definition from NHSI.

Quality of Care Michael Witney

Mental Health FFT - % positive

10339 (B)

NHSE

IBR

Yes

90%

Quality of Care Simon Hart

Exec Turnover

10656 (provisional)

FT

Not collected

N/A

N/A

Data to be made available and provided starting from November's report - JH.

Quality of Care Simon Hart

NHS Staff Survey

10657 (provisional)

CQC

Not collected

N/A

N/A

Awaiting further clarification of this metric definition from NHSI.

Quality of Care Simon Hart

Proportion of Temp Staff

10658 (provisional)

FT

Not collected

N/A

N/A

Awaiting further clarification of this metric definition from NHSI.

Quality of Care Simon Hart

Sickness

10333

NHS Digital

Workforce
Dashboard

Yes

4%

Quality of Care Simon Hart

Staff FFT - % recommend care

10653 (provisional)

NHSE

IBR

N/A

N/A

Quality of Care Simon Hart

Turnover

10334

NHS Digital

Workforce
Dashboard

Yes

14%

KEY
Performance on or above target

85.53%

3.9%

86.84%

4.3%

81.21%

4.5%

80.17%

4.5%

84.38%

3.9%

85.13%

4.2%

89.10%

2.6%

Within the IBR, this is combined with the Mental Health FFT %.

Within the IBR, this is combined with the Community Health %.

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

Awaiting further clarification of this metric definition from NHSI.

12.4%

13.0%

13.3%

13.8%

13.8%

14.0%

13.9%

Permanent Staff Turnover (Voluntary Reasons)

Performance within specified threshold (see comment)
Performance not meeting target
Metric not collected / data not available (see comment)
Awaiting data (data available but not yet provided)

Location
G:\Reports\Regular Reports\131 - IAPT Reporting\Reports\201617\06 September
http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integr
ated%20Performance%20Report%20for%20Board.pdf

Confirmed location
Comments
KPI 4 as Denominator and KPI 5 as
Numerator
Row 16 - percentage

IAPT

G:\Business Reports\2016-17

KPI Report - Page 14 / table 3

Referral To Treatment (RTT) Psychological Therapies Waiting Times

IAPT Waiting Times - 18 weeks

IAPT

G:\Business Reports\2016-17

KPI Report - Page 14 / table 4

Referral To Treatment (RTT) Psychological Therapies Waiting Times

Sickness

IBR

http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integr Row 50 - percentage
ated%20Performance%20Report%20for%20Board.pdf

yes

Turnover

IBR

http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integr Row 31 - percentage
ated%20Performance%20Report%20for%20Board.pdf

yes

Complaints - rate

IBR

http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integr Row 10 - Number
ated%20Performance%20Report%20for%20Board.pdf

Staff FFT - % recommend care
under-reporting of patient safety incidents

IBR
IBR

CPA 7 day followup

IBR

http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integr Row 17 - percentage
ated%20Performance%20Report%20for%20Board.pdf

yes

CRHT Gatekeeping

IBR

http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integr Row 22 - percentage
ated%20Performance%20Report%20for%20Board.pdf

yes

EIP 2 week wait

IBR

yes

MHSDS Completeness - IDs

MHSDS

MHSDS Completeness - priority metrics

MHSDS

http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integr Row 37 - percentage
ated%20Performance%20Report%20for%20Board.pdf
http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integr Row 38 - percentage
ated%20Performance%20Report%20for%20Board.pdf
Output of 086 report - Monitor Targets-2016-17 cont.(bottom table)

Exec Turnover

Not collected

NHS Staff Survey
Proportion of Temp Staff
Aggressive CREs

Not collected
Not collected
Not collected

Never Events

Not collected

CAS alerts outstanding

Not collected

CQC Inpatient / MH and Community Survey
Community / MH FFT - % positive
Admissions to adult wards of under 16s
% clients in settled accommodation

Not collected
IBR
Not collected
KPI

% clients in employment

KPI

Metric
IAPT - % completing treatment

Current Location
IAPT

Consultant Led 18 week RTT - patients on an incomplete pathway

IBR

IAPT Waiting Times - 6 weeks

Email Lynda Longhurst for update

Completed
yes
yes

yes

Simon Hart
http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integr Row 26 - percentage
ated%20Performance%20Report%20for%20Board.pdf

http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integr Row 56 - percentage
ated%20Performance%20Report%20for%20Board.pdf
Gemma.Murkin@oxleas.nhs.uk / Bryony.Robertson@oxleas.nhs.uk Email Gemma Murkin /Bryony
Robertson
Gemma.Murkin@oxleas.nhs.uk / Bryony.Robertson@oxleas.nhs.uk Email Gemma Murkin /Bryony
Robertson

yes
These are in the MHSDS already, but no yes
logic yet in place.
James Hilton / Katy Murray / Simon
Hart
Simon Hart
Simon Hart
yes
yes
yes
Michael Witney / Pauline Thomson

Aisha Abdullah - report gets sent to jannet (IBR)
Open Script
http://content.digital.nhs.uk/catalogue/PUB21460/mhsds-monthlyexplore-file-may-jun-2016.xlsx
http://content.digital.nhs.uk/catalogue/PUB21460/mhsds-monthlyexplore-file-may-jun-2016.xlsx

yes
yes

Cardio-metabolic assessment - inpatients

Not collected

Cardio-metabolic assessment - EI

Not collected

Cardio-metabolic assessment - Community

Not collected

Maximum 6-week wait for Diagnostic Procedures (Audiology)

Unify2

Kemi.Omisore@oxleas.nhs.uk / Leanne.Menlove@oxleas.nhs.uk
Kemi.Omisore@oxleas.nhs.uk / Leanne.Menlove@oxleas.nhs.uk
Kemi.Omisore@oxleas.nhs.uk / Leanne.Menlove@oxleas.nhs.uk
G:\Reports\Regular Reports\111 - DMO1 Submission run\Reports

Email Kemi Omisore / Leanne
Menlove
Email Kemi Omisore / Leanne
Menlove
Email Kemi Omisore / Leanne
Menlove

yes
yes
yes
yes

Board of Directors
1st December 2016

Item 6
Enclosure 5a-b

Agenda item

Board operational performance report

Item from

Helen Smith, Deputy Chief Executive

Attachments

a) Operational performance report
b) RTT waiting times

Summary:

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
Issues
Older person’s mental
Directorate reconfiguration evaluation
health
Mixed sex breaches
Vacancies
Adult community
Directorate financial position
services
Tender activity
Children & young people Directorate dashboard exceptions
Outcomes of new inspections
Adult mental health
Bed occupancy
Financial recovery plan
Adult learning disability Speech therapy expansion
ALD dementia conference
Forensics & Prisons
Nursing shortages
HSE investigation
Progress on improving referral to treatment (RTT) waiting times in AHP and psychological
therapies services
A paper was presented to the Board in September 2016 that detailed the referral to
treatment times for psychological therapy services and allied health professionals. The
Board asked all directorates to consider whether they could move to a RTT target of 13
weeks.
This paper summarises the outcomes of directorates’ work on this issue and updates the
Board on the progress of the action plans in adult mental health services and CAMHS.

Recommendations

The Board is asked to note the operational performance report and the RTT paper.

Board Operational Performance Report
1 December 2016
Older person’s mental health services
1. Directorate reconfiguration evaluation
We reconfigured our home treatment teams and day therapy services in the acute subdirectorate service following a consultation in March 2015, and the community mental health
teams following a consultation in July 2015. Both changes were implemented from the 5th
October 2015.
We used a ‘test and learn’ approach whereby a group of a range of staff working in the
reconfigured services, met fortnightly to solve problems as they arose. In addition, we
undertook a detailed evaluation, including interviews with staff, patients and carers. Taking
an action learning approach to embed the changes enabled us to review and refine the
changes in real time as the changes were implemented.
Staff examples of positive feedback:
• Staff are committed to, and passionate about delivering high quality care to clients
• Staff enjoy working in their services and recognise that there are many committed, hardworking staff within the service at all levels
• Most staff understood the purpose of the changes and their role in delivering new ways
of working, but felt less sure about the role in primary care plus
Staff examples of less positive feedback:
• Staff feel a real sense of organisational pressure on their day to day work: workload and
demands have increased. There is concern that staff are over stretched, exhausted and
at risk of burn out
• Some frustrations with the focus on meeting targets, mobile working, hot desking and
extended hours (as issues arose, solutions were found through test and learn meetings)
• Staff concerned that the size of the IHTT combined with the large geographical three
borough area they cover impacts on the service it can deliver
Client and carer feedback was very positive
They reported being treated with dignity and respect, being listened to and they and their
families being involved in decisions about their care. A very small number of client concerns
were raised, and these focused on:
• Need for improved disabled parking
• Appointment time changes
• Too many staff involved in clients care leading to a lack of continuity and consistency
Next steps
The evaluation highlights that there have been many changes in rapid succession which
have required significant changes in practice for many staff.
• We will continue to use an action learning approach to embed the changes within our
service
• The results of the evaluation will be shared with teams and we will engage teams in
discussions about the action plans and the next steps in embedding the changes at a
local level
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2. Mixed sex breaches
All OPMH wards are currently mixed gender. The layout of Holbrook Ward means that it is
less likely that we would breach due to having four distinct corridors that can change
depending on the ratio of males and females at the time.
On Shepherdleas and Scadbury, this is more difficult and in October 2016, we reported three
breaches and so far in November, we have had three breaches due to the high demand for
female beds (whilst male beds are vacant). It has been identified that where we had rooms
that could be used by either males or females on Scadbury Ward, this is no longer possible.
Mitigation plans
• All rooms have been designated by gender
• Signs are in place on the wards to inform patients, carers and staff
• The medical director is attending the Quality Board on 5 December 2016 to discuss this
issue
• The Inpatient Steering Group is developing a plan to move to a position of no breaches
• The frequency of bed management meetings has increased to improve flow of patients
through wards
• There are discussions with estates team about the number of anti-ligature rooms and en
suite rooms.
3. Vacancies
The directorate continues to have a high number of vacancies and this remains a focus in
both inpatient and community services. There has been a slight decrease in October,
currently 14.48% (down from 16.82% in September).
Mitigation plans
• Inpatient managers are leading on interview processes for all vacant posts.
• We have taken redeployed staff from adult mental health services
• The Directorate Workforce and Learning Group is considering other ways of attracting
staff to work with older people
• The Admin review will result in admin hubs in each borough, which will help with admin
vacancies

Adult community services
1. Directorate financial position
Year to date agency spend remains high as we opened more intermediate care beds in the
early part of 2016, and because our district nursing activity has increased. In addition,
specialist teams have required agency staff to ensure they are meeting contracted activity
and KPIs. This has been exacerbated by the decommissioning changes in Greenwich and
resultant impact on staff retention.
Generally speaking our Bexley services are more overspent than our Greenwich services.
Mitigation plans
• All recruitment to vacant posts can now only be approved through our weekly directorate
management meeting.
•

Agency is limited to a small number of teams within the directorate and exceptions
agreed only by the service director and clinical director. A payment incentive is in place
for substantive staff working bank shifts on intermediate care units and in district nursing;
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this has had some impact in terms of reduced agency bookings and improved staff
morale.
•

Good progress has been made in achieving savings related to decommissioning, and
this has 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 and potentially, not delivered by the
district nursing service (e.g. ear syringing, medication giving). This work has been
shared with commissioners and may result in different mechanisms of service delivery.
The service continues to operate at an activity level of almost 250% against plan.
Agency spend levels have however, continued to reduce due to the Taskforce approach
and a closer review of clinical tasks.

•

Agency usage increased in October, although general trends have seen nursing agency
use reduce and allied health professional agency increase. Admin agency was at its
lowest this financial year in October.

The chart below shows the reduction in agency hours. Although usage increased in October
in Bexley, it was still the second lowest agency use figure this financial year.

Agency use - District Nursing
4500
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2500

Bexley

2000

Greenwich

1500
1000
500
0
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August September October

•

Seventeen new district nursing staff are in the pipeline to join the service.

•

Due to the volume of calls to our Central Access Team we have used agency staff to
meet an internal target of 95% of calls being answered before the caller hangs up. We
have cancelled our agency bookings with immediate effect. Performance is at 93% in
October.

•

The Bexley pressure care equipment budget has been overspent for many years and
demand is increasing. It is likely to exceed £400k overspent in 2016/17. We are
reviewing the contract, which expires in June 2017, to reduce cost. In Greenwich, the
CCG hold the budget for pressure relieving equipment.
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2. Tender activity
We have expressed interest in providing the new dietetics service in Bexley. This would
complement our malnutrition service in Greenwich. Bid documents are expected midNovember with final submission due on 13 December 2016. The contract award will be
made at the end of January, with a service start date of 1 April 2017.

Children & young people’s services
1. Directorate management dashboard exceptions (as at 17 Nov)
• LAC initial assessments within 28 days: performance has been red for 2 months
(although October data is not yet available). Actions have been put in place to improve
timeliness of paperwork and DNAs have been addressed with social care.
•

CAMHS crisis plans – CAMHS have been under 90% all year for this indicator and work
has taken place with staff to ensure they know the correct recording standard – this has
only resulted in a slight improvement since April. We continue to focus on delivering this
target.

2. Outcomes of new Inspections
Following LAC Safeguarding and SEND (Special Educational Needs and Disability)
inspections in both Bexley and Greenwich early October, the directorate is focusing on areas
highlighted for improvement.
SEND Inspection review Bexley: we are continuing to work on formal response and have
contributed to multi-agency SEND action plan
Safeguarding children and LAC Review inspection Greenwich: we are awaiting the formal
draft report for Greenwich

Adult mental health (AMH)
1. Bed occupancy
The CQC bed management action plan has delivered improvements in bed occupancy with
occupancy now consistently below 100%. However, the stopping of mixed sex breaches and
patients waiting on wards as well as fluctuations in male and female demand, has led to
some patients waiting over four hours in A&E.
Occupancy rates against CCG remain above target particularly in Bromley.
Mitigation plans
Short term plans:
Bed management rules
A draft ‘bed rules’ dashboard has been developed with the following metrics:
1. No mixed sex breaches
2. All beds are kept open for 24 hours from point of leave or AWOL
3. No sleepovers in an older adult bed
4. Patients should be admitted to a bed within the borough in which their GP is located
5. All NCA (non BBG) patients to be admitted to GPH
The following metrics will be prioritised for development in November:
1. No sleepovers
2. Admittance of new patients to the beds of patients on leave for more than 24 hours
4

3. ELFT beds – patients should be admitted into these beds and not transferred from an
existing Oxleas bed
4. All bed moves are tracked and monitored
5. No use of private sector beds
6. No patient waits on a ward for a bed
•
•
•
•
•

Additional capacity – ELFT beds are running close to 100% capacity for most of
October
Ensuring no mixed sex breaches – all three Oxleas House wards are now gender
specific.
Patients waiting for admission – required to wait in A&E. Initial manual reporting during
November has shown both QEH and PRUH having 8 patients waiting in A&E for longer
than 4 hrs for admission to a bed.
Alternative to admissions – next day follow up clinic in HTT has now begun.
Improving gatekeeping – a meeting with RiO transformation and senior medical
colleagues has been arranged to develop systems for the screening of all admissions.

Medium to long term plans:
The Trust is working with commissioners to develop services that support bed management
and admission avoidance. These include additional acute bed capacity and alternatives to
admission at the point of crisis (eg, 24/7 CRHTT).
2. Financial recovery plan
Progress has been made as follows:
• Significant reduction in agency usage following the closure of Mary Seacole
• Underspend reported for the first time this year
• Bromley CCG has offered funding for an additional 6 beds
The following significant risks remain:
• Need to fill Tarn income generating beds that have been reopened
• Continued overspend on the Tarn driven by additional staffing to manage acuity
• Use of additional staffing to manage the S136 suites
• Use of agency staff to cover vacancies
• Crisis team overspend
Ward monthly over / underspend
Agency spend has reduced and October spend is lowest since January 2016.
Mitigation plans
Reducing UEA / increasing income
• Further discussions with relevant CCGs are required to agree risk share for over
performance and UEA usage
• Increase Tarn income – marketing materials for the Tarn are being developed
• A weekly validation of NCA income between finance and ward managers / modern
matrons has been agreed to ensure all non BBG income is captured.
Reducing staff costs
• Review of the Tarn over spend and service model to be undertaken in November
• Funding of S136 staffing will be reviewed as part of the directorate FRP meetings
• Vacancy rates have risen in IR&C and the directorate has arranged further recruitment
days in November.

Adult Learning Disabilities Services
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1. Speech Therapy Expansion
The Bromley College Speech Therapy Service has recently been awarded additional funding
to provide similar services in Greenwich and Bexley Colleges for 16 – 19 year-olds.
2. ALD Dementia Conference
The Directorate is organising and delivering an ALD Dementia conference to local residential
services and partners. This will support awareness of Dementia within ALD and inform
service development.

Forensic & prison services
1. Nursing shortages
The directorate continues to experience shortages of nurses in the Greenwich cluster;
vacancies currently are at 20.3%. We have stopped the use of agency in Isis and most of
Belmarsh, with the exception of unplanned constant watches and primary care; in
Thameside the use of agency is restricted to primary care only. Vacancies also are high in
Oxleas Pharmacy Services (OPS), currently running at 36%.
Mitigation plans
• As reported last month, we continue to work with the Nursing directorate, supported by
HR, to consider apprenticeship schemes for entering Nursing
• In OPS, offers have been made to new staff
• Within the inpatient services, changes are being made to skill mix, which we anticipate
will assist the overall position, through the introduction of band 4 assistant practitioners.
• We are joining with community services for recruitment through RCN recruitment fair.
2. HSE investigation
The directorate continues to place the highest priority on implementing the HSE action plan
and the MG Inquiry action plan; we are on track to complete the HSE action plan by 19
November. We also continue the implementation of the improvements identified in the CQC
action plan.
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Progress on improving referral to treatment (RTT)
waiting times in AHP and psychological therapies services
1. Background and current position
A paper was presented to the Board in September 2016 that detailed the referral to
treatment times for psychological therapists and allied health professionals. The Board
asked all directorates to consider whether they could move to a RTT target of 13 weeks; this
paper summarises the outcomes of directorates’ work on this issue.
To summarise from the previous paper, the data we formally are required to submit centrally
to DH, is as follows:
• IAPT services(Greenwich Time To Talk) – target that 75% receive treatment within 6
weeks of referral and 95% within 18 weeks
• Early intervention in psychosis services – target that more than 50% of people
experiencing a first episode of psychosis are treated with a NICE approved package of
care within 2 weeks of referral
• Services on a consultant pathway, that is: community paediatrics, podiatric surgery and
gynaecology – target that 92% clients are seen in 18 weeks
The target of 95% of patients in our psychological therapies and AHP services waiting to be
seen within 18 weeks is an internally agreed Oxleas target, based on the standard NHS 18week target.
At end of October 16:
• 48% of psychological therapy referrals (excl. CAMHS) and 39% of AHP referrals started
treatment in 2 weeks
• 59% of psychological therapies referrals and 76% of AHP referrals started treatment in 6
weeks
• 6% of psychological therapy referrals and 1% of AHP referrals waited over 18 weeks
We continue to meet all nationally reported targets.
Adult mental health psychology services and Bexley and Greenwich CAMHS continue to
have the largest number of breaches, particularly in Bromley.
For adult mental health services, breaches for the last three months are as follows:

Bexley
Bromley
Greenwich

August
86.40%
68.40%
78.80%

September
83.20%
64.60%
77.90%

October
89.40%
66.40%
84.10%

For CAMHS, waits in Bromley and Greenwich have been above or around the target; Bexley
however, continues to struggle.

Bexley
Bromley
Greenwich

August
87%
100%
96.2%

September
78.3%
97.1%
91.5%

October
79.2%
100%
85.1%
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Moving to a RTT target of 13 weeks
This section looks at each directorate and states whether services can move to a 13 week
RTT target.
2.1 Adult mental health: cannot currently move to 13 weeks
Adult mental health continues to implement the action plan. Waiting times for psychological
therapies have improved since September, particularly in Bexley and Greenwich. Vacancy
rates in Bromley mean that this borough remains an outlier.
Reducing vacancy rates – each borough has been allowed to recruit to 1 maternity leave
post permanently instead of advertising short term posts, to improve the number of
applicants. This over recruitment will be managed through staff turnover and under spend.
Borough updates as follows:
• Bexley – 1 wte maternity vacancy is being advertised permanently
• Bromley – 4 out of 7 vacancies recently recruited to.
• Greenwich – 2 new B7s in post and 1 maternity leave vacancy to be advertised
permanently
Modelling demand and capacity – modelling will be progressed in the November with an
expected completion date of December. RiO needs to be developed to monitor demand and
capacity within different treatment modalities, as waiting times vary significantly depending
upon what treatment is being waited for.
2.2 CAMHS: cannot currently move to 13 weeks
In the context of higher than normal levels of vacancies across the service, as nationally,
CAMHS seek to recruit under the new transformation monies, we continue to work hard on
recruitment. Other actions include:
•

We have been working on a more robust process for ‘leavers and joiners’. The CAMHS
RTT report relies on allocation and contact from defined staff members - therefore a ‘new
joiner’ may have seen a child but the report does not stop the clock. We plan to
complete a further audit of the data to ensure this is no longer a reason for breaches.

•

NHSE has released £25m nationally to address waiting times, with local allocations for
each area; all boroughs have plans in place to reduce waits. We will be asked to report
to NHSE at the end of Qtr 4.

2.3 Adult community services: can move to 13 weeks
In January 2017, all AHP services will move to a 13 week RTT target.
2.4 Older peoples’ mental health services: CMHTs can move to 13 weeks
Due to the constant demand on our memory services, these will remain at 18 weeks.
In OT, generic caseloads have grown recently, and the service currently is only able to meet
the 18 week target (16/17 weeks typically). We are exploring why this has occurred.
With regard to Psychology services, there currently is a high level of vacancies, but the
service will move to a 13 week target after posts are filled, hopefully in the New Year.
Generic CMHT referrals will move in January 2017, to a 13 week RTT target.
2.5 Forensic and Prisons AHP and psychological therapies: can move to 13 weeks

2

In January 2017, all psychological therapies and AHP services will move to a 13 week RTT
target.

The new reports will be available from February 2017.
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Trust Quality Objectives Progress Report
Patient Safety Group Report
48 hour flu breach timelines Report
Care Quality Commission Update – easy read action plans
Care Quality Commission Update – you said, we did

Summary and Highlights

This Quality report provides the October 2016 update on the following areas:
• Quality Committee’s report against the 6 priorities
• Patient Safety Update
• Patient Experience Update
1. Key exceptions from the Integrated Dashboard (REDS)
Quality Committee Indicators:
There are 2 red Quality Committee indicators to note on the integrated dashboard :
• Patients with history of self harm who have been discharged receiving 48 hour follow up - For October
2016, 52 patients required a 48 Hr FU. There were 3 true breaches and 4 breaches outside of staff
control where contact could not be made with the patients. The breach timeline report is enclosed
• Patients detained under the MHA are provided with information as stated recorded on RiO
(S132) - There were 7 out of 138 patients for whom there was no evidence of an explanation of rights
being recorded on RiO
S136 - Oxleas House, S3 – Millbrook, S4 Betts. S5(2) - Shrewsbury. 2 CTO patients in Bromley ICMP West
and 1 CTO Greenwich ICMP West.
2. Quality Committee Indicators
The enclosed Quality report provides a highlighted summary against the 6 quality objectives
3.Patient Safety Update – Jane Wells
Please refer to enclosed Patient Safety Group Update
4.Patient Experience Update – Michael Witney
This is covered under the Quality Objectives progress report
5.CQC Action Plans
The final CQC action plans were submitted to the CQC on the 3rd of November 2016. Receipt of these has
been acknowledged by the CQC.

In order to aid an easier review of the various actions the Quality & Governance team have produced a ‘you
said, we did’ format of the actions as well as an easy read version that will be uploaded to the Oxleas
intranet. These are enclosed.
The next stage of assuring compliance
Peer reviews of the amber and red areas will commence in December, these will complement the assurance
visits carried out by the Director of Therapies.
Fortnightly CQC oversight meetings continue with core services to ensure progress against their action plans.

Recommendations
For the Board of Directors to note.

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

Oxleas Quality Overview – October 2016/17

Overview
Month

August

Sept

Oct

Total no of patients open to Oxleas

150,051

149,529

149,746

Total no of patients seen in the reporting
month

29,049

29,972

29,551

Total no of patients discharged in the
reporting month

12,077

10,625

9, 690

Total no of patients referred

10,465

10,663

10,572

No of patients giving feedback in the
reporting month

762

705

831

No of patients who have complained in the
reporting month

25

22

29

No of patients who have given
compliments in the reporting month

99

87

Not
available

87%
3%

92%
4%

92%
3%

No of Incidents (1-3)

1,044

1,057

1107

No of Serious Incidents - Level 4

2

3

6

- Level 5

0

0

0

Patient Experience

Friends & Family Test
– Recommend
– Not Recommend

Patient Safety

2

Oxleas caseload – October 2016/17
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Proportion of caseload seen in October 2016

F&P

OPMH

CYP

AMHLD

ACH

In Contact

201 (68%)

1,865 (48%)

9,747 (9.7%)

4,717 (51%)

13,021 (37%)

Caseload

294

3,900

100,675

9,285

35,592

Objective 1 – Our Patient Promise

Quality Objectives

Quality Objective 1:
Ensure we meet our patient promise

Quality Indicators

June
2016

July
2016

Aug
2016

Sept
2016

Oct
2016

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

91%

88%

90%

89%

89%

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

97%

96%

97%

98%

97%

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

95%

94%

95%

97%

98%

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

99%

99%

99%

99%

98%

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

89%

83%

87%

92%

92%

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

3%

3%

3%

4%

3%

To ensure 90% of patients surveyed are reporting
that they have been helped as a result of the care
and treatment they have received

93%

93%

95%

93%

94%

Total number of feedback received

1046

877

762

715

*

831

Objective 1 – Our Patient Promise
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

Objective 1 – Our Patient Promise
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

Objective 1 – Our Patient Promise
Target: 90% of complaint responses closed within 30 days
Month
ACS
AMH &
C&YP
Forensic
OPMH

Apr16
75%
20%
0%
100%
0

May16
88%
38%
100%
100%
0%

Jun16
71%
25%
100%
50%
0

Jul16
100%
70%
100%
100%
100%

Aug16
78%
38%
50%
0%
0

Sep16

Oct16

Nov16

Dec16

Jan17

Feb17

Mar17

Total
(YTD)

* This report is based on closed complaints. Given the 30-working day time frame to close a complaint, we
necessarily report historically. We are in the process of adapting this report to provide an indicative position in
relation to more recent months.

Target: 90% of actions completed on Datix

Directorate
ACS
AMH & LD
C&YP
F&P
Older
Persons

No. of actions
recorded on
Datix
121
146
72
1
31

No. of actions
outstanding
5
5
9
0
6

No. of
No. of actions
actions
completed
pending
18
98
27
114
5
58
0
1
2
23

% completed
95%
96%
87%
100%
79%

Objective 1 - Our Patient Promise
• We have had the results of the 2016 CQC Community Mental
Health survey.
• In brief, we have scored broadly the same as we did last year.
• Oxleas in the “middle of the pack” compared to other similar
trusts nationally.
• A more detailed report will be presented at the next Board
meeting.
• 4 Trusts were written to by the CQC as they were performing
worse than other providers.

Objective 2 – Family & Carer Involvement
Implementation of support network engagement tool and young carers
• 61 Support network engagement tools have been completed to date on
RiO, and 15 young carers have been identified using this process
Carers Survey
• The Oxleas Carers survey is commences on 18th November 2016; this is
being supported by SNAP surveys and will go out to 1,250 carers
registered on our electronic records

Objective 3 – Personalised Care Planning
• The results of the trust wide audit of risk assessment and
involvement in care plans are being collated for OPMH,
ACS and CYP directorates. These will be presented to the
December CEG.
• Auditing within AMH and Forensic services is yet to
commence. These will commence before the end of
November with results made available in January 2017.
• Following CQC action plans, training on personalisation
of care plans has started within the Crisis & HTT teams.
This is to be rolled out to other teams

Objective 4 – Safety First
July -16
Quality Indicators

Service Area applicable to

May-16

Aug 2016

September 2016

October 2016

Jun-16

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

Mental Health Services

99%

99%

97%

97%

98%

*88%

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

Mental Health Services

98%

97.5%

97%

100%

96%

94%

Maintain no incidences of MRSA bacteraemia cases (QSIP)

All Oxleas Services

100%

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%

100%

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

All Oxleas Services

98%

98%

98%

100%

60%

80%

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

All Oxleas Services

95%

95%

96%

100%

96%

96%

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

All Oxleas Services

90%

90%

89%

89%

89%

88%

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

All Oxleas Services

98%

98%

98%

98.2%

60%

77%

Mental Health Services

96%

96%

97%

99%

99%

96%

All services

100%

100%

100%

100%

100%

100%

Community and Older adults

92%

91%

93%

93%

93%

94%

1/1

2/5

100%

***89%

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)

All inpatient services

Quarterly audit

**61%

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

All services

4/5

3/4

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

All services

82%

100%

100%

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

All services

100%

100%

100%

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

All services

0%

33%

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

All services

0%

0%

0/2

1/1

100%

100%

100%

100%

0%
(2 reports due not
completed)

0%

0%

28%

58%

Objective 5 – Evidence Based/Best Practice
2016/2017 Performance

Jun-16

Jul-16

Aug-16

Sep-16

2016/2017
Target

May-16

Indicator
Full Description
Code

Apr-16

Service Type

Quality
Domain

To ensure recording of smoking status
Clinical
of patients. (recorded at 1st
Mental Health Effectivenes CE4.1MH assessment, at CPA review and on
s
hospital admission) – to also include
CAMHS Adolescent teams

84.7%

84.7%

85.5%

89.9%

86.3%

87.8%

89.8%

80%

95% of service users on CPA with
diabetes, CHD, COPD & Hypertension
Clinical
to have either completed a physical
Mental Health Effectivenes CE5.1MH
health check with their GP or there is
s
recorded evidence of an outreach
attempt to facilitate it

99.4%

99.0%

99.6%

99.4%

100.0%

100.0%

99.8%

95%

Community
Health

Clinical
ACS: Patients with COPD referred for
Effectivenes CE1.1 CH pulmonary rehab to be screened for
anxiety and depression.
s

78.6%

92.3%

100.0%

84.2%

92.3%

81.3%

92.3%

90%

Community
Health

Clinical
C&YP (Universal) Babies discharged
Effectivenes CE1.2 CH from hospital to have received a new
s
birth visit by 14 days of birth.

95.4%

95.6%

94.6%

97.3%

98.0%

97.2%

97.9%

95%

Community
Health

Clinical
C&YP (universal): Completion of one
Effectivenes CE1.3 CH
year checks by 14 months
s

100.0%

100.0%

94.9%

97.5%

96.0%

100.0%

84.2%

95%

Community
Health

Clinical
C&YP (Specialist):Audiology Effectivenes CE1.4 CH Percentage of patients waiting under
s
6 weeks for a diagnostic assessment

100.0%

98.0%

93.0%

90.9%

100.0%

100.0% 100.0%

99%

Objective 6 – Clinical Outcomes
• Work continues to improve the collection of clinical
outcome data across all our directorates
• We now have a project manager and a clinical lead to
support the teams
• We are establishing current baselines to clarify which
of all our teams are collecting clinical outcome data
• We are also identifying teams who are collecting
clinical outcome data recorded on other databases
(i.e. not on RiO). This will take a couple of months

Safety Report to Quality Committee – November 2016
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Integrated dashboard – Safety
- Target Achieved
- Less than or equal 5% below Target
- 5% or greater below Target

Quality Indicators

Service Area
applicable to

May16

July - Aug
Jun-16 16
2016

September October
2016
2016

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

Mental Health
Services

99%

99%

97%

97%

98%

*88%

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

98%

97.5%

97%

100%

96%

94%

Maintain no incidences of MRSA bacteraemia cases (QSIP)

All Oxleas Services

100%

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%

100%

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

All Oxleas Services

98%

98%

98%

100%

60%

80%

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

All Oxleas Services

95%

95%

96%

100%

96%

96%

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

All Oxleas Services

90%

90%

89%

89%

89%

88%

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

All Oxleas Services

98%

98%

98%

98.2%

60%

77%
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Mental Health
Services

96%

96%

97%

99%

99%

96%

All services

100%

100%

100%

100%

100%

100%

To ensure that above 95% patients are harm free in safety thermometer
(Harm free care SU2S)

Community and
Older adults

92%

91%

93%

93%

93%

94%

To ensure that 85% of deteriorating patients are escalated as per MEWs
protocol (Harm free care SU2S)

All inpatient
services

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

All services

4/5

3/4

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

All services

82%

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

All services

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

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

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

Quarterly
audit

**61%
0/2

1/1

100%

100%

100%

100%

100%

100%

All services

0%

33%

All services

0%

0%

100%

1/1

2/5

100%

***89%

100%

100%
0%
(2 reports
due not
completed)

0%

0%

28%

58%

* To ensure 95% of patients on CPA are followed up within 7 days of discharge from hospital (QSIP)and to ensure 100% of patients admitted to hospital
following an episode of self-harm are followed up within 48 hours of discharge (QSIP)
An exception report is to be submitted to the Exec and Board
**To ensure that 85% of deteriorating patients are escalated as per MEWs protocol - The monthly MEWS audit tool has been reviewed and updated and
data will be presented to PSG.
*** There were 9 CAS alerts due to closure in October 2016 and 1 was closed the day after deadline.
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Patient safety risk registers

High Risks and mitigation plans (for moderate risks and mitigation plans - please see appendix 1)
Description
If the Trust does not develop a robust informatics systems in
place to accurately capture the data required to give
assurances about safeguarding of children and their families
we are not able to accurately report on the
Safeguarding needs and actions being taken to safeguard our
patients and their families.

Review date Risk level
(current)
t 06/09/2016
High

If the Trust does not develop robust informatics systems in
11/08/2016
place to accurately capture the data required to give
assurances about safeguarding of adults and their families, we
are not able to accurately report on the
safeguarding needs and actions being taken to safeguard our
patients and their families.
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High

Mitigation update
Meeting with RiO transformation team action
plan agreed with trajectory for data. Needs
very close monitoring.

Report function on RiO to coincide with July
launch of updated RiO
Reports can then be pulled from IFOX.
All referrals are now automatically copied to
the generic Oxleas Safeguarding Adults email
address

The standards of cleanliness within the healthcare unit at HMP 21/07/2016
Belmarsh do not meet the NHS national standards of
cleanliness. There is a risk of cross-infection and a risk of noncompliance with Health and Social Care Act (code of practice
for infection prevention).

High

Discussed at IPCC on 21 July 2016 with a
review date of 31 October 2016.

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

13/09/2016

High

There is a risk that if inquest coordination and preparation is
inadequate and not prioritized that the Trust reputation would
be compromised. Also, the high numbers of inquests will
impact on the capacity of the patient safety team to meet
patient safety priorities due to the demands of coordinating
and preparing for inquests

13/09/2016

High

CCG to attend AMH Directorate PSG where
the actions from the past 6 months are to be
presented in July PSG.
Ongoing schedule of Embedding Learning
Events
Scrutiny by PSG Embedding Learning Group
Recruit pilot band 4 graduate to support (cost
pressure)
Embedded learning events Inquests July 2016
(a further event to be carried out and filmed)

Serious incidents

Level 4 Incidents October 2016
1. On 4 October 2016 a 46 year old woman under Greenwich ADAPT fell from a railway bridge
and sustained fractures to her spine and ankle.
2. On 7 October 2016 a 16 year old boy awaiting an appointment with Bexley CAHMS took an
overdose of prescribed medication and required a 4 day admission to Queen Elizabeth
Hospital.
3. On 9 October 2016 a 68 year old man under Older Peoples Bromley CMHT was found
deceased in his car. He had been drinking heavily throughout the day and had parked in a
secluded area of Chelsfield Hospital (he was not known to the hospital as a patient).
4. On 17 October 2016 a 83 year old woman who was an inpatient on Shepherdleas fell and
fractured her left neck of femur.
5. On 24 October 2016 a 83 year old man under Bromley Older Peoples CMHT died after
placing a plastic bag on his head filled with helium gas.
6. On 31 October 2016 in HMP Thameside suffered a cardiac arrest in healthcare and died.
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Mortality Surveillance

A separate report will be provided from the mortality surveillance committee to the Board.
In October:
•
•
•
•
•
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ACS EN1=71, EN2=2, unknown 6 (3 need follow up)
LD
EN2=1
CYP EN1= 6 deaths (2 requiring coroner follow up)
OPMH EN1=16 (and 2 awaiting coroner verdict). These include two level 4 incidents.
Forensic and prison – to be reviewed in November

Review of serious incidents – action and learning completion status

On 16 November 2016 there are two AMH outstanding serious incident reports and an extension for
these has been agreed with the CCG.
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Validation that actions have been completed

A random check of as serious incidents:
On 28 February 2015 a 40 year old man jumped in front of a train and sustained life changing
injuries. The serious incident investigation found that the home treatment team’s staff required
clarification regarding circumstances where patients did not want their families to disclose any
collateral history. At the time of the incident the “Triangle of Care” guidance was being used by the
trust but this has now been replaced by the carer’s strategy. The Head of Patient Safety telephoned
home treatment teams and heard from staff how they were aware of confidentiality guidelines and
how this was balanced with best interests and the importance of collateral history. Staff also
expressed that they were confident in discussing this issue in supervision.
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Summary of key embedded learning from Serious Incidents

The investigation of serious incidents continues to identify the requirement for
improvement in the following areas;
•
•
•
•
•

Improved risk assessment
Improved documentation
Consistent communication
Increased involvement of families
More robust follow up of those who are reluctant to engage with our services

To enable a strategic trust wide approach to this each theme is addressed in the
following trust objectives;
 Meeting our patient promise
 Family and carer involvement
 Personalised care planning
4

 Safety first
Care Planning
 The 13 main principles of care planning have been encompassed in an “electric
book” providing guidance for staff.
 An audit of are planning and risk and service user involvement is underway.
 The new care planning policy was launched on 10 October 2016 (World Mental
Health Day).
 A single integrated care plan will be available from November 2016.
Improving families, carers and people important to our patients
 A support network engagement tool co designed with Research net has been
developed which asks 4 questions.
•
•
•
•

Who is important to you at the moment?
How would you like them to be involved in your treatment?
If you have any children how are they involved?
How would you want them to be involved in an emergency?

 A carers survey will be started in November 2016.
Ensure that we involve patients in planning their care and that have a care plan that is
personal to them
 Guidance of risk assessment and care planning in now available on the trust intranet
page.
 All risk assessments and care plans are being standardised across Home Treatment
Teams.
 All new service users assessed by crisis teams must have an up to date risk
assessment and care plan written within 6 hours of contact.
 Ward managers are using a risk management and care planning tool to review
clinical records during supervision with outcomes monitored by the senior
management team.
 A multidisciplinary case note review of the top 100 patients requiring frequent
admissions is underway to focus on multi-disciplinary agency crisis planning and risk
assessment to prevent readmission.
Ensure we put the safety of our patients first
 The Trusts suicide prevention strategy will be launched in November 2016.
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Compliance exception report for October

Compliance exceptions are:
•
•
•
•
•
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Infection control - no exceptions to report
Safeguarding - no exceptions to report
Mental health Legislation – no exceptions to report
Medical devices – no exceptions to report
CAS alerts – no exceptions to report

Good news story
The London Pathways Partnership won in its category - Mental Health, the Emergency
Services and the Criminal Justice System category. The group also won last year.
LPP, which was founded in 2013, is a unique collaboration between four London NHS
Trusts - Oxleas, East London, SLAM and BEH. Staff in the four trusts' forensic services
have a long-standing commitment to working with offenders who pose a high risk of
violence to others, and who struggle with severe psychological difficulties that underpin
both their offending and their non-offending lives.
Working in partnership with colleagues in the prison and probation services, third
sector organisations, and with service users themselves, the LPP team delivers
innovative services across London and in four prisons to assist high risk men and
women to live more stable, satisfying and safer lives in the community, and to build the
skills and confidence of criminal justice staff working with them.
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Minutes of Patient Safety Meetings – for information

The Patient Safety Meeting was held on 13 September 2016 minutes and the Embedding Learning
meeting was held on 11 October 2016 and 8 November 2016.
Moderate and High Risks and mitigation plans
Description
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

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

Review date Risk level
(current)
28/10/2016 Moderate

13/09/2016

Moderate

A clinical competency framework has been
developed, which included medical devices.
This covers identifying high risk equipment,
developing appropriate clinical competencies,
delivering training to enable staff to meet those
competencies and using e-roster to record
data relating to competencies. It is expected
that this risk should be reduced at the next
review in September 2016
Patent Safety Consultation in place, revised
Serious Incident Investigation process and
review of investigation resources in AMH.

6

There is a risk that if inquest coordination and preparation is
inadequate and not prioritised that the Trust reputation would
be compromised. Also, the high numbers of inquests will
impact on the capacity of the patient safety team to meet
patient safety priorities due to the demands of coordinating
and preparing for inquests

13/09/2016

High

Review of legal support across three London
mental health trusts to look for economies of
scale and efficiency
A band 4 fixed term law graduate is being
recruited at a cost pressure to facilitate
statements and review documentation and
bundles. The executive directors are being
updated on the inquests in progress.
Set up SGA working group to have oversight
of the development of the solution.
SGA team to work with RiO clinical
transformation to identify and implement a RiO
solution.
SGA team to work with business informatics to
develop and implement a reporting solution.
RiO - to build the required SGA
concern/enquiry/outcome forms within RiO
iFox - to develop a report to extract and
present data from RiO.

If the Trust does not develop robust informatics systems in
place 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.

13/10/2016

High

Processes for the application of the Mental Capacity Act 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

13/10/2016

Moderate

Commission and deliver face to face MCA &
DoLS workshops for clinical staff.
Update e-learning for MCA
All wards to inform MHA office when a DoLS
authorisation is requested.
To undertake a re-audit of practice in relation
to MCA and DoLS

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.

13/10/2016

Moderate

Safeguarding adult’s coordinator to reinforce
policies and procedures through
communications, embedded learning and
shared learning from case studies.
Sharing learning through visits to wards and
teams to feedback on safeguarding case
studies. Include case studies in directorate
quality newsletters. Safeguarding adult’s
systems administration and coordinator to set
performance management arrangements, in
conjunction with the RiO Transformation Team
to develop RiO to collect and report on
safeguarding adults data.
Monthly reports of SGA alerts from all
directorates to be included in Trust Patient
Safety Report

Adult assessments in Mental Health Services and ALD
services do not routinely include consideration of children’s
needs, and essential information (children on a child
protection plan or known to social services) is not always
recorded in the care record. This means that a safeguarding
children issue may not be identified and addressed through
care planning

8/11/2016

Moderate

To assist AMH and ALD practitioners in
recording information about children, the
Oxleas RiO team have prepared screen shots
and guidance as follows:
Recording dependents in the household and
recording clients not permanently in the
household
Safeguarding children in the client network form to be used to identify adults whose
children are known to social services or have a
child protection plan

Adult assessments in Older People's services do not
routinely include consideration of children’s needs, and
essential information (children on a child protection plan
or known to social services) is not always recorded in the
care record. This means that a safeguarding children
issue may not be identified and addressed through care
planning

08/11/2016

Moderate

o assist OPMH practitioners in recording
information about children, the Oxleas RiO
team have prepared screen shots and
guidance as follows:
Recording dependents in the household and
recording clients not permanently in the
household
Safeguarding children in the client network form to be used to identify adults whose
children are known to social services or have a
child protection plan

If the Trust does not develop robust informatics systems in
place 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.

08/11/2016

High

Arrangements set up to meet with clinical
transformation monthly. Plan is to develop
RiO forms that will replace data currently
collected by CAMHS and AMH on the
dashboard. The current forms for collecting
data in respect of children known to AMH
client and social services details need to be
simplified and if possible made into one form.
Once forms have been designed, training
plans will be considered.

There is a risk that not all staff in CAMHS are receiving
adequate safeguarding children supervision. This means that
safeguarding issues may not be identified and addressed.

08/11/2016

Moderate

CAMHS safeguarding supervision data is
collated manually. Requires an audit to
establish current performance. Safeguarding
leads to coordinate audit.
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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 cross-infection and a risk of
non-compliance with Health and Social Care Act (code of
practice for infection prevention).

20/10/2016

High

To ensure that an appropriate contact is in
place to ensure that cleaning of all areas of
healthcare is provided.

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 noncompliant with criterion 3 of the Code of Practice.

20/10/2016

Moderate

Sub-Committee to agree on a programme of
audit which includes:
Lewisham and Greenwich NHS Trust to be
approached to extend the current SLA for
microbiological support.
Lewis ham and Greenwich NHS Trust to be
approached to confirm the current
arrangements for reporting susceptibility data
and t To formulate appropriate content in
relation to antimicrobial stewardship to be
added to the current infection prevention E
learn training.
To request a mechanism for reporting
resistance data to the trust.
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OCTOBER 2016 – 48 HOUR FOLLOW UP BREACHES: TIMELINES
48 HR FOLLOW UP – TRUE BREACH
BOROUGH: Bexley

Timeline of Events
Discharge: 17.10.16
Time Recorded
Date
on Rio
Detail
17.10.16
18.10.16

12.33
18.28

19.10.16

11.52
13.22

20.10.16

12.57

21.10.16

10.45

Client discharged from Millbrook Ward
Several attempts by Bexley HTT to contact Bromley HTT and
advise them of need for 48 hour follow up – no reply on each
occasion.
Telephone call to Bromley HTT to inform them that client is
Bromley and they need 48 hour follow up.
Referral received by Bromley HTT – details of phone number.
Plan for 48 hour follow up.
Bromley HTT attempted to contact client by phone but no
answer. Message left for client to call team.
Bromley HTT carried out 48 hour follow up via phone.

48 HR FOLLOW UP – TRUE BREACH
BOROUGH: Bromley

Timeline of Events

Discharge: 8.10.16
Time Recorded
Date
on Rio
Detail
7.10.16

19.38
21.04

8.10.16

00.12

28.10.16

16.23

Client admitted informally onto Betts Ward.
Client (and accompanying family) concerned that client will not
‘do well behind locked doors’ and requested discharge against
medical advice.
Duty doctor consulted SPR, agreed discharge and for follow up
appointment with HTT. Discharged home under care of 2 adult
children.
Note regarding breach. Telephone call made to daughter –
client admitted to private hospital following discharge from
Green Parks House, arranged for by family, and is improving.
Hopes to be discharged within week. Follow up from Oxleas
offered to client’s daughter.

48 HR FOLLOW UP – TRUE BREACH
BOROUGH: Bromley

Timeline of Events
Discharge: 3.10.16
Time Recorded
Date
on Rio
Detail
3.10.16

17.23
18.14

4.10.16
6.10.16

21.00
11.17
04.25

Client discharged from Goddington ward. Copy of appointment
form in CPA review attached in progress notes, detailing
agreement to 48 hour follow up contact via phone.
Referral received by Bromley HTT from Goddington ward for 48
hour follow up, plan to do 4.10.16
Client returned to ward at 18.00 to collect medication.
BHTT 48 hour follow up completed*
Picked up by the police in early hours of 6.10.16 under 136,
taken to A&E and then admitted to Betts ward.

*however this follow up was not recorded on RiO and not outcomed.

48 HR FOLLOW UP – NON-FAULT BREACH
BOROUGH: BEXLEY

Timeline of Events
Discharge: 3.10.16
Time Recorded
Date
on Rio
Detail
3.10.16

17.26
19.17

5.10.16

11.52
17.00

6.10.16

14.59

Client not willing to stay overnight as an informal patient but is
happy to engage with HTT first thing in the morning. She is
being discharged from the ward.
48 Hour follow up applied to the MTP. HTT informed that client
has gone home.
Bexley HTT attempt to call client to arrange assessment. Phone
going to voicemail. Left message and sent text.
Unable to contact by phone all day. Unannounced home visit at
17.00, house appears uninhabited, bare windows and no
furniture. T/C to client’s father – confirmed that client no longer
lives at this address visited, father provided details of new
address. Father had not seen client since discharge but had
spoken to her and she was ‘not too bad’
Home visit at correct address – full 48 hour follow up
appointment completed.

48 HR FOLLOW UP – NON-FAULT BREACH
BOROUGH: Bexley

Timeline of Events

Discharge: 3.10.16
Time Recorded
Date
on Rio
Detail
3.10.16

15.00

4.10.16

11.11

5.10.16

10.44
19.30

6.10.16

13.46
17.13

Client happy to be discharged today, will be due for 48 hour
follow up.
Attempted 48 hour follow up following discharge yesterday. T/C
to mobile – unknown female answered and advised that client at
dentist. Plan to attempt again later.
T/C to mobile – nil reply. Plan further call to be made.
T/C to client – no reply. Plan to call tomorrow, if unable to make
contact to follow protocol.
Unannounced visit to client. No answer at door – HTT note left
indicating that client needs to make contact with HTT. Police
welfare check to be requested if no contact received.
Client rang in response to note and apologised for not answering
‘unknown contact’ calls. 48 hour follow up completed.

48 HR FOLLOW UP – NON-FAULT BREACH
BOROUGH: Bexley

Timeline of Events
Discharge: 10.10.16
Time Recorded
Date
on Rio
Detail
10.10.16

09.11

11.10.16

12.20

14.11

19.52
12.10.16

10.13
19.29

18.10.16

09.42

Patient discharge. 48 hour follow up arranged – t/c with HTT in
diary, patient has requested call on given number.
Call made to patient on number given, call answered and
confirmed he was able to speak. After CCO identified where
they were calling from the line suddenly went to busy signal
tone. CCO tried to call again however the calls just went to
voicemail. Message left.
Plan to make contact again later on.
Tried to call again for 48 follow up. No response so message
left on mobile urging him to call HTT.
Plan to continue to try and make contact. If no contact by end
of shift HTT to consider doing unannounced visit tomorrow.
T/C but no answer. Message left. Plan – to try again tomorrow
morning and if no response consider unannounced visit.
T/C to client. Phone rang but no answer. Left message
requesting call back. Plan to try again later.
Several calls made to client and his father but no response.
Unannounced home visit – no response, note left in post box.
Bromley West ICMp team make contact with client – had been
staying with his father for a few days and had not thought to
tell anyone.

48 HR FOLLOW UP – NON-FAULT BREACH
BOROUGH: BROMLEY

Timeline of Events
Discharge: 3.10.16
Time Recorded
Date
on Rio
Detail
22.9.16

19.38

Client returned to ward from leave in good spirits.

23.9.16

11.27

Client on leave and plan is to discharge

27.9.16

10.33

29.9.16

11.14

11.15

[Client remains on leave 23-27.9.16]
For discharge today but did not return to the ward
[Client remains on leave. Staff try to contact her via phone
several times during 27-29.9.16 but with no success]
Discharge in absentia as feedback is that she is doing well and
can be referred back to DTS.
Discharged with 48 hour follow up by HTT

12.09

No response from client

14.52

Bromley HTT – referred for 48 hour follow up.
Ward continuing to try and make contact with client
[unsuccessfully]
Social Worker reports that client had reported to the SW office
for an assessment and had confirmed she planned to return to
the ward 3.10.16
HTT continuing to attempt contact, considering home visit
although client reported to be staying with mother at unknown
address.
Unannounced home visit to listed address but house boarded
up. Police contacted for welfare check – to be treated as a
missing person.
Decision to discharge client from DTS caseload as whereabouts
unknown and appears to be uncontactable.
Client presents at Green Parks House requesting medication,
and that she had been advised to speak to the Home Treatment
Team. Team advise that she is no longer on the caseload and
would have to make an appointment via her GP – she was happy
with this plan.

30.9.16

11.36
14.30
20.22

3.10.16

9.28

5.10.16

17.15

AH 17.11.16

Inpatient Adult Mental Health Services
The CQC said...

The CQC said...
* The wards had high bed occupancy levels and patients were nursed on sofas and in lounges.
* The Trust had not taken action to reduce the number of same sex accommodation beaches.

* The trust did not ensure that medication cards were
accurate and reflected any risks in relation to prescribed
medication.

What we are doing...

What we are doing...

We have commissioned extra beds from East London to create extra capacity. We are
looking at the feasibility of creating more beds within Oxleas.

Teams are using supervision and team meetings to
discuss issues around medicines management. Best
practice has been outlined in a recent issue of the
Pharmacy newsletter.

We have stopped sleepovers and created a male only and female only ward at Oxleas House.
At Woodlands and Green Parks House rooms are specifically gender designated and labelled
to ensure no breaches occur.
Patients no longer wait for admission on the wards. They will wait in A&E or the 136 suite if
that is where they were referred from.

We have already started auditing and sharing feedback
to improve practice.

The CQC said...
The CQC said...
* The trust did not ensure that
ligature assessments were
carried out for all ward areas
(Communal areas).

What we are doing...
We have carried out
assessments of all communal
areas in all relevant services and
teams have developed plans of
how to manage identified risks.

The CQC said...
* The Trust did not have local risk registers to record the actions and timescales implemented to manage the risks identified.

What we are doing...

* Care plans did not always appear personcentred.
* The care plans were always given to the
patient.

What we are doing...

Training and guidance has been provided as part of the system
roll-out. Managers now have access to risk registers on Datix
and some teams have already identified and populated risks.

The policy has been finalised and is on the
Trust intranet. The launch and training will
commence in November 2016.

Future audits will check team meeting minutes to establish
whether teams are discussing their local risks in their team
meetings.

We have created and disseminated a tool for
teams to regularly audit their own practice in
supervision.

Crisis Services
The CQC said...

The CQC said...
* The environment at the Greenwich and Bromley healthbased places of safety did not promote the privacy, dignity
and recovery of patients using these facilities.

What we are doing...

What we are doing...

A comprehensive plan of works to remodel the health based
place of safety in Bromley commenced on 7th November and
will complete on 18th December 2016. In Greenwich, the
window to the 136 suite was frosted to provide more privacy.
Ligature points will be addressed during the remodelling.

The CQC said...
* The Bexley day treatment team had not
carried out a ligature risk assessment of the
environment.

What we are doing...
Ligature assessments have been completed and
risks identified. Where there is an assessed risk,
patients will not be left unsupervised.
Staff have been made aware of the risks and
actions to take to mitigate the risks.

* Staff were not ensuring that the approved mental health professionals (AMHPs) were
notified in a timely manner which meant there were delays in Mental Health Act assessments taking place. Staff were not documenting the reasons for the delay in the patient
records.

A form has been created in RiO which will enable the Trust to monitor the wait time
between the arrival of a service user in the S136 suite and the AMHP being notified by
the duty senior nurse.
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The CQC said...
* There was a lack of physical health
monitoring. Records did not always
demonstrate that patients had
received an initial screening or
assessment when transferred to the

What we are doing...
This is now part of initial
assessments.

The CQC said...
* There were inconsistencies where risk assessments
were completed by home treatment teams in the
electronic care records, which meant that it was possible
for staff in other teams to miss updates in risk info.

What we are doing...
The Crisis Team managers have agreed a consistent
approach to recording of risk and this guidance was
implemented on 1 November 2016.
A new standard has been set that all new service users
assessed by our crisis teams will have an up to date risk
assessment and care plan within six hours of first contact.

Forensic Services
The CQC said...
* Some patients did not understand the side effects of their treatment or recall
their medication, but were assessed as having capacity.
* Some mental capacity assessments for the purposes of
consent to treatment were not robust and did not evidence that the patient had
all the information required to make an informed decision.
* Some records did not include patient views on their
medication treatment plans.

What we are doing...

The CQC said...
* The trust had not deployed sufficient staff to ensure their
safety on Birchwood.

What we are doing...
We have undertaken a review and enhanced staffing levels
to ensure that there are always at least two members of staff
present in the Birchwood building whenever patients are
present.

Capacity and consent to treatment forms have been reviewed and now include
patient views on their medication treatment plans.
We have developed an easy read medication/rights leaflet pack (hard copy) for
each ward so this is easily available at each ward round.

The CQC said...
* The trust did not ensure that patients were protected from
potential ligature risks in all areas of the ward environment
(Communal areas).

What we are doing...
All assessments have been carried out and management
plans developed. Staff have been engaged and are aware of
the risks and mitigation plans.

The CQC said...
* The seclusion room on Heath did not meet the
guidelines set down in the Mental Health Act Code of
Practice (2015)

What we are doing...
The Heath seclusion room remodelling project will
start in January 2017 and complete at the end of
March 2017.

Community Children’s Services
The CQC said...
* The trust did not use robust data collection and collation
mechanisms for health visitor service metrics and
breastfeeding data at six to eight weeks postnatal.

What we are doing...

The CQC said...
* The trust did not make arrangements to ensure that all child health
clinics were suitably equipped for families and children to ensure
their safety.

What we are doing...

We have developed new forms in RIO to collect data as
per new contract and national requirements.

We have undertaken an audit on the provision of toys for all sites.

We have established new reports to ensure accurate
reporting.

The Infection Control team has inspected each service provision site
and made recommendations for adjustments, where necessary.

We have implemented a training programme for staff to
ensure accurate recording of data on RiO

We will purchase toys where necessary.

The CQC said...
* The trust did not use a weighting tool to ensure that health
visitors deliver an equitable service across geographical
locations.

What we are doing...
Caseloads and weighting tools have been reviewed.
To ensure increased staff awareness, the current tool has
been circulated to all staff in Greenwich and Bexley with
revised calculations and guidance notes.

The CQC said...
* The trust did not complete all initial health assessments within 20
days

What we are doing...
A standard pathway has been reviewed and agreed with
Designated Doctors and Nurses across Greenwich and Bexley.
We will continue to monitor our performance.

Provider Services

The CQC said...
* The trust did not comply with all the policy, practice and
facilities to meet the requirements set out in the Mental
Health Act (MHA) code of practice.

The CQC said...
* The trust did not have prompt processes in place to review and
approve action plans following serious incidents that require
investigations.

What we are doing...
The 2 outstanding MHA policies that were not compliant with the
MHA code of practice during the inspection have been reviewed
and updated accordingly to meet the requirements of the code
of practice.
Mental Health Act training has been made mandatory for identified clinical staff. We have developed an e-learning package for
this.

What we are doing...
We have undertaken a review of the trust serious incident
processes and have streamlined them to ensure that SI panels are
able to report within the 60 day deadline.

CQC you said, we did

What CQC said

What we said we will do

Progress

The ward had high bed occupancy
levels and patients were nursed on
sofas and in lounges.

We will create extra bed capacity, stop patient
sleepovers, stop mixed sex breaches and
patients must no longer wait for a bed on the
ward

We have commissioned extra beds from East London NHS Foundation
Trust to create extra capacity. We are looking at the feasibility of
creating more beds within Oxleas.

Inpatient adult mental health services

The Trust had not taken action to
reduce the number of same sex
accommodation beaches.

Care plans did not always demonstrate
that they were person-centred.
The care plans were not always given
to the patient.
The trust did not ensure that ligature
assessments were carried out for all
ward areas (communal areas).
The trust did not ensure that
medication cards were accurate and
reflected any risks in relation to
prescribed medication.
The Trust did not have local risk
registers to record the actions and
timescales implemented to manage
the risks identified.

We will finalise our care planning policy and
launch it in November 2016 to raise
awareness. We will deliver care planning
training from November 2016. Managers will
audit records in their teams and also through
supervision.
We will carry out ligature assessments in all
communal areas in inpatient, Day Treatment
and crises services.
We will ensure all staff groups are aware of
their responsibilities around medicines
management.
We will put a process in place to ensure issues
are flagged up and addressed.
We will implement a system to ensure local
risk registers are in place across the Trust. This
will initially be piloted in the Acute Inpatients
Mental Health Core service and then rolled
out to the rest of the trust.

We have stopped sleepovers. We have created a male only ward and
female only ward at Oxleas House. At the woodlands and Green parks
House, rooms are specifically gender designated and labelled to ensure
no breaches occur. This is being monitored regularly.
Patients no longer wait for admission on the wards. Patients will wait in
A&E, or in the 136 suite if that is where they were referred from.
The policy has been finalised and is on the Trust intranet. The launch
and training will commence in November 2016.
We have created and disseminated a tool for teams to regularly audit
their own practice in supervision.
We have carried out assessments of all communal areas in all relevant
services and teams have developed plans of how to manage identified
risks.
Teams are using supervision and team meetings to discuss issues
around medicines management. Best practice has been outlined in a
recent issue of the Pharmacy newsletter.
We have already started auditing and sharing feedback to improve
practice.
Training and guidance has been provided as part of the system roll-out.
Managers now have access to risk registers on Datix and some teams
have already identified and populated risks.
Future audits will check team meeting minutes to establish whether
teams are discussing their local risks in their team meetings.

CQC you said, we did

What CQC said

What we said we will do

Progress

The environments at the Greenwich and
Bromley health-based places of safety did not
promote the privacy, dignity and recovery of
patients using these facilities.

We already had plans in place to
remodel our health-based places of
safety

A comprehensive plan of works to remodel the health based place of
safety in Bromley commenced on 7th November and will complete on
18th December 2016. In Greenwich, the window to the 136 suite was
frosted to provide more privacy.

The Bexley day treatment team had not
carried out a ligature risk assessment of the
environment.

We will assess for ligatures and
remove as many as possible.

Ligature points will be addressed during the remodelling.
Ligature assessments have been completed and risks identified. Where
there is an assessed risk, patients will not be left unsupervised.

Staff were not ensuring that the approved
mental health professionals (AMHPs) were
notified in a timely manner which meant there
were delays in Mental Health Act assessments
taking place. Staff were not documenting the
reasons for the delay in the patient records.
There was a lack of physical health monitoring.
Records did not always demonstrate that
patients had received an initial screening or
assessment when transferred to the team.
There were inconsistencies where risk
assessments were completed by home
treatment teams in the electronic care records,
which meant that it was possible for staff in
other teams to miss updates in risk info.

We will start to monitor the timeliness
and documentation of AMHP
notifications.

Staff have been made aware of the risks and actions to take to mitigate
the risks.
A form has been created in RiO which will enable the Trust to monitor
the wait time between the arrival of a service user in the S136 suite and
the AMHP being notified by the duty senior nurse.

Crisis services

We will start to conduct physical
health screening and monitoring.
We will ensure adopt a consistent
approach to recording risk
information.

This is now part of initial assessments.

The Crisis Team managers have agreed a consistent approach to
recording of risk and this guidance was implemented on 1 November
2016.
A new standard has been set that all new service users assessed by our
crisis teams will have an up to date risk assessment and care plan within
six hours of first contact.
Care planning was also raised and actions are as in the inpatient adult mental health section.

What CQC said
Forensic services

Some patients did not understand the
side effects of their treatment or recall
their medication but were assessed as
having capacity.

CQC you said, we did

What we said we will do

Progress

We will ensure patients have the information
they need and that their views are reflected
on their medication treatment plans.

Capacity and consent to treatment forms have been reviewed and now
include patient views on their medication treatment plans.

We will carry out ligature assessments in
communal areas.

All assessments have been carried out and management plans
developed. Staff have been engaged and are aware of the risks and
mitigation plans.

We will eliminate lone working on Birchwood.

We have undertaken a review and enhanced staffing levels to ensure
that there are always at least two members of staff present in the
Birchwood building whenever patients are present.
The Heath seclusion room remodelling project will start in January 2017
and complete at the end of March 2017.

Some mental capacity assessments for
the purposes of consent to treatment
were not robust and did not evidence
that the patient had all the information
required to make an informed
decision.
Some records did not include patient
views on their medication treatment
plans.
The trust did not ensure that patients
were protected from potential ligature
risks in all areas of the ward
environment (Communal areas).
The trust had not deployed sufficient
staff to ensure their safety on
Birchwood.
The seclusion room on Heath did not
meet the guidelines set down in the
Mental Health Act Code of Practice
(2015)

Plans were already in place to remodel the
Heath seclusion facility.

We have developed an easy read medication/rights leaflet pack (hard
copy) for each ward so this is easily available at each ward round.

CQC you said, we did

What CQC said

What we said we will do

Progress

The trust did not use a weighting tool
to ensure that health visitors deliver an
equitable service across geographical
locations.

We will use caseload weighting tool and
ensure staff are aware of them.

Caseloads and weighting tools have been reviewed.

The trust did not make arrangements
to ensure that all child health clinics
were suitably equipped for families
and children to ensure their safety.
The trust did not use robust data
collection and collation mechanisms
for health visitor service metrics and
breastfeeding data at six to eight
weeks postnatal.

We will undertake an audit of provisions of
toys for all sites. We will also undertake
infection control audits in each area. We will
ensure clinics are suitably equipped.
We will have robust processes for capturing
Health Visiting data.

The trust did not complete all initial
health assessments within 20 days

We will work with our partners to develop a
standard pathway.

Community children’s services

To ensure increased staff awareness, the current tool has been
circulated to all staff in Greenwich and Bexley with revised calculations
and guidance notes.
We have undertaken an audit on the provision of toys for all sites.
The Infection Control team has inspected each service provision site
and made recommendations for adjustments, where necessary.
We will purchase toys where necessary.
We have developed new forms in RIO to collect data as per new
contract and national requirements.
We have established new reports to ensure accurate reporting.
We have implemented a training programme for staff to ensure
accurate recording of data
on RiO
A standard pathway has been reviewed and agreed with Designated
Doctors and Nurses across Greenwich and Bexley.
We will continue to monitor our performance.

CQC you said, we did

What CQC said

What we said we will do

Progress

The trust did not comply with all the
policy, practice and facilities to meet
the requirements set out in the Mental
Health Act (MHA) code of practice.

We will ensure our policies are updated in line
with the code of practice.

The 2 outstanding MHA policies that were not compliant with the MHA
code of practice during the inspection have been reviewed and updated
accordingly to meet the requirements of the code of practice.

Provider

The trust did not have prompt
processes in place to review and
approve action plans following serious
incidents that require investigations.

We will ensure our staff are trained on the
Mental Health Act.
We will review our processes to ensure timely
review and approval of action plans.

Mental Health Act training has been made mandatory for identified
clinical staff. We have developed an e-learning package for this.
We have undertaken a review of the trust serious incident processes
and have streamlined them to ensure that SI panels are able to report
within the 60 day deadline.
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Green Parks House Actions Report

Summary and Highlights
Following the serious incidents in Green Parks House (GPH) in 2016, the board commissioned an
independent review of clinical practice within the unit. The results of the review were presented to
the Executive on 27 September 2016, and to the November Board.
The report identified a number of areas for review and improvement in relation to:
1. Multi-disciplinary working, including a MDT formulation of each patient's condition
2. Care planning
3. Risk assessment and management
4. The involvement of families while their relative is on the ward
5. Ward leadership and ward round management
The executive established a 12 week quality improvement programme (QIP) in each unit, to address
the recommendations. These are being led by:
Dr Ify Okocha – Green Parks House
Helen Smith – Oxleas House
Jane Wells – Woodlands Unit
The paper presents the overall action plan for the seven recommendations, details progress to-date
on their delivery and outlines how this work is being taken forward through the 12 week
improvement programme.

Recommendations
To note.

Response to the Green Parks House report
The GPH report was commissioned by Oxleas chief executive. The ToR were to review the
appropriateness of the recommendations of four inquiries into suicides that took place in 2015. The
inquiry reports had all been accepted by the Oxleas board. The report looked at the impact the
inquiry recommendations and associated action plans have had on practice in Goddington ward. It
also examined a number of themes which appear common to all three wards at GPH and in Lesney
ward, the Woodlands. The investigation also looked at the role of the adult mental health
directorate team (ADMH) in ensuring the recommendations were actioned and more generally how
quality improvement is tackled.
The conclusions of the report are as follows:
MDT reviews
Ward based MDT [multidisciplinary team] reviews were not sufficiently m ultidisciplinary and
there was little evidence of attendance or contributions from professions other than doctors
and nurses.
Formulation
There is a need for the development of a formulation that includes social, legal and family stressors,
in the care plan of patients admitted to the ward.
Involvement of families and carers
In a subsequent serious incident, there was a failure to involve the patient’s family in his care in two
wards and the community. The involvement of families and carers was not systematically sought
throughout the patient’s stay.
Rio - risk assessment and care plans
The RiO risk assessment and care plans that were reviewed were deemed ineffective as a means of
supporting MDT care. The five care plans that were reviewed were not deemed fit for purpose.
The review suggested that the principal problem is an inadequate commitment to effective MDT
working. This was evidenced in:

• the inadequate involvement of professions other than doctors and nurses in reviews;
• the lack of treatment plans based on a formulation that included all relevant collateral
information, psychological perspectives, and not only 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.

Ward level leadership, management and governance structures
It was not clear that there was effective joint leadership between ward managers and consultants
in the running of the ward; the report concluded that without this, ‘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 noncompliance with trust wide requirements.

Managing and theming action plans
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
It was not possible to supply the panel with updated action plans. 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.
Quality improvement
The panel 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:

•
•

Were the issues identified in the Goddington inquiries isolated to that ward?

•

Why did our systems of supervision, assurance and audit not pick up the difficulties
identified by the inquiries?

•

Are there any key systemic improvements that need to be made that will ensure a
step change in quality?

Is there a need for a wider quality improvement programme and if so what type of
change programme should be adopted?

Minimum requirements
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.
RiO, risk assessment and care plans
The panel was of the view that RiO risk assessment and care planning in Oxleas adult acute admission
wards is not fit for purpose and that RiO 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. Progress notes continues to be the most accurate and up to date place where all the
significant decisions about an individual are recorded.
The panel suggested that:
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.

RECOMMENDATION
R1

R2

We recommend that the trust urgently commissions further
expert case note reviews in all other adult acute admission
wards. This should take place within one month of the
report being accepted by the trust board.
We recommend that following the 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 case
note reviews.

To deliver these four recommendations, the trust has set up a 12 week quality
improvement programme (QIP) in each unit which will be completed in
January 2017. The outcomes of this programme will be presented at the
February Board meeting alongside next steps and the timetable for any
outstanding actions. The programme was introduced in a paper to the
October Executive. The approach of the QIP is to engage a wide range of
staff from the wards to reflect on the quality of the care they offer in relation to
the issues identified in the GPH report and identify themselves, how this can
be improved.
Each QIP is working on the following issues:

The conference has three purposes:

1. Multi-disciplinary working, including a MDT formulation of each patient's
condition

1.

Share the findings of this review and the outcome of
the other expert case note reviews;

2. Care planning

Understand staff perspectives on why MDT
working appears to be so difficult;

4. The involvement of families while their relative is on the ward

2.
3.
R3

ACTION

Discuss developing minimum requirements for
wards.

The adult mental health directorate urgently identifies
appropriate quality improvement techniques to bring about
the change required in MDT working in the wards
(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:

3. Risk assessment and management
5. Ward leadership and ward round management
The work of the QIPs now includes the implications of the Health & Safety
Executive investigation into the MG incident; that is, consideration of:
1. Violence and aggression risk assessments.
2. Review of blind spots on each ward.
3. Contraband and search policies within each unit
Since the report to the October executive, the following has been achieved by
the three groups:
•

The three modern matrons and ward managers are agreeing a core list of
changes that will be implemented to ward rounds and the management of

RECOMMENDATION

R4

•

MDT reviews;

•

Formulation;

•

Patient, family and carer’s perspectives;

•

Risk assessments and care plans;

•

Ward leadership

The adult mental health directorate begins the use of the
agreed quality improvement techniques as soon as
possible after the conference mentioned in R2.

ACTION
the wards in each unit, to meet the recommendations of the report.
•

The medical director will coordinate a meeting with consultants to ensure
that they fully are involved in implementing these changes.

•

The trust’s carer’s clinical lead is joining each QIP to talk about the roll out
of family engagement tool and the ward round checklist will ensure
families are involved (eg, in Oxleas House, the ward manager now
phones the relatives of each new admission within 48 hours to introduce
themselves and explain how they can be involved in their loved one’s
care).

•

The trust HSE lead is joining each QIP to talk about the implications of the
HSE investigation for the AMH units, and to advise on violence and
aggression risk assessment, blind spots, use of kitchens, etc., and
ligature risks in communal areas.

•

The deputy head of nursing is visiting each ward to talk about searching
patients and dealing with contraband items. He also is chairing a trust
wide group to advise all wards on the management of sharps.

•

OTs and psychological therapists in each unit are working on how they
best can contribute to the changes, to ensure the recommendations are
delivered.

•

The AMH directorate is ensuring that community services are involved in
the proposed changes and the QIPS are working with community
managers to ensure that care coordinators can offer more consistent
support to the ward.

•

Storm training (on the identification and management of self harm) is
being undertaken by all qualified staff on the wards. This training includes
how to undertake a formulation of risk. Each QIP is working on how it will
ensure high quality risk assessment on the ward.

•

The medical director is leading work to put in place a ward round
template, linked to Rio, to ensure all the proposed changes are captured
on the patient’s record and that there is a full MDT contribution to the

RECOMMENDATION

ACTION
ward round. This currently is being piloted.
•

The medical director is leading work to review the adequacy of the care
plan on Rio for acute inpatient services. The group currently is
considering the approach taken by CNWL, whereby there is a separate
inpatient care plan, which more accurately reflects the rapidly changing
nature of a patient’s presentation on the ward.

The three QIPs are meeting regularly to ensure that there is consistent
practice emerging from this programme.
R5

R6

R7

The trust should review whether the RiO transformation
work currently being carried out is, in the light of our
report, properly focused.

See above. The medical director is leading a group to develop Rio to deliver
the recommendations. This has included piloting a ward template to supply
the ‘missing’ information and exploration of commissioning Servelec to
develop a separate inpatient care plan.

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.

It has been agreed that the action plan will be uploaded to Datix in the
documents tab by the PSG team. An action will be created on Datix to identify
the service manager responsible for overseeing the implementation of the
plan so that its completion can be monitored. The working document will be
stored on the directorate G drive. Once the actions are completed, a further
action plan summarizing achievements and evidence will be uploaded to
Datix by the service manager and the action for delivering the action plan will
be closed.

The trust should put in place a plan to rapidly reduce the
number of open actions arising from the various reported
incidents.

The patient safety committee is reviewing the number of actions. Directorates
are reviewing and closing actions on Datix. The above R6 action will also
reduce the number of open actions.
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Action plan

Summary:
Please see attached up-dated progress report on Level 5 GE.

Recommendations:
The Board is asked to note.

ADULT MENTAL HEALTH AND LEARNING DISABILITY DIRECTORATE
PATIENT SAFETY GROUP
SERIOUS INCIDENT ACTION PLAN
Initials:
Incident date:
Team involved at time of incident:
Date of action plan:
23rd May 2016
GE
22 February 2016
Greenwich West ICMP
Brief summary of incident: GE is a 52 year old mother of three, who has had problems with her mental health since the age of 17, and has a diagnosis of
Schizoaffective disorder. She has been under the care of Greenwich West Locality Team Intensive Case Management for Psychosis (ICMP) since September
2015.
On 23 February 2016 Oxleas NHS Foundation Trust were notified of an incident involving a service user (GE) strangling her mother (PE) who was under
Oxleas NHS older adults community mental health service.
Local only

Recommendation

Action required

Due by

Lead

How will this be evidenced

Progress and date

A review should be
conducted to check that
all patients have been
followed up and have
their next appointment
booked following the
reconfiguration of adult
mental health teams

Immediate review of all
cases open to the
community MH teams.

Immediate

Service and
Locality Managers

A review of all clients on both
CPA and non CPA was
immediately undertaken to
ensure that all clients have been
seen and have a follow up
appointment booked.

Reports are monitored by the
SMT, Borough Business meetings
Locality meetings and in
supervision.
New processes have
been developed to
allow teams to use IFOX
data (live) during
meetings as well as part
of supervision sessions

Revise systems monitor
contact on an on-going
basis.

Regular reports are now available
on IFOX for both CPA and non
CPA clients. These reports relate
to clients on CPA who have not

been seen for two weeks and non
CPA clients with no contact in the
last three months
A review of caseload
sizes for consultants
within the new teams
and the
comprehensiveness of
operational policies
should be undertaken.

A review of consultant
caseloads is to be
undertaken as part of
the review of ICMP
medical roles being led
by Dr Bhatnagar. Any
outcomes will be
reflected in consultants’
job planning sessions.
Any significant changes
will be reflected in
locality operational
policies.

31st July 2016

Directorate
Medical leads
SMT

A report will be produced with
recommendations resulting from
the Medical leads’ review. If
necessary the operational policy
will be updated.

The first phase of a review has been
Completed. Caseload sizes were
found to be higher than anticipated.
Further work is in process towards
agreeing a number of measures to
reduce and balance caseload sizes
across team
Locality Development Plans will
reduce caseload sizes following the
IPC AMH redesign review. There
will be a focus on step down and
safe discharge processes.
Monthly performance monitoring
meetings scrutinise ICMP team
caseload size. This information is
provided by the business office to
locality managers via IFOX. 17/11

Forensic supervision
and input into forensic
risk assessments should
be available to adult
mental health
consultants where
there are patients with
a forensic history on
their caseload.

Consultant reflective
practice sessions should
include a quarterly
session with Forensic
colleagues in order to
discuss complex cases
with a forensic history
previously known to the
Bracton or other
forensic services.

July 2016

Medical Leads for
the AMHLD and
Forensic Services

Guidelines to be developed for
the quarterly meetings.
Minutes of reflective practice
sessions

Directorate has been assured by
medical colleagues of regular
opportunities in reflective practice
sessions for consultation and
specific discussions around risk.
Second opinions are being sought
Where applicable… Forensic risk
assessments have been
undertaken, evidence available on
RIO…HCR20 17/11/16

Cross directorate work
to establish case-based
discussions and
guidelines for how
decisions are made in
respect of how patients
moving through adult
mental health services
receive support in risk
management and other
forms of assessment
from forensic services

Consultant reflective
practice sessions should
include a quarterly
session with Forensic
colleagues in order to
discuss complex cases
with a forensic history
previously known to the
Bracton or other
forensic services.

July 2016

Medical Leads for
the AMHLD and
Forensic Services

Guidelines to be developed for
the quarterly meetings.
Minutes of reflective practice
sessions

As above

Focused clinical
leadership to shape the
expectations and
culture of risk
assessments so that all
are clear of their
responsibilities of who
should be carrying
these out, when and
how they document
decisions, thinking
processes and
reflections about
dynamic and static
risks.
Explicitly state roles and
responsibilities of
doctors in relation to
completing the HCR20
for patients with a
known history of
violence and ensuring
that there are joint
sessions on case-based
discussions and
reflective practice to
prompt reflection on
one’s own caseload.

Consultant and Team
Manager led multidisciplinary zoning
meetings are taking
place in all localities. A
review of Zoning has
been undertaken by
one of the directorate
practice development
Nurses.

Immediate

Identify staff working in
Each Locality who have
had HCR20 training.

Identifying staff
already trained by
June 16th 2016.

Each ICMP and ADAPT
team per locality to
identify one member of
the team who will be
trained in completing
HCR20.

Staff for training
identified July 2016

All new referrals to the
teams who have a
history of violence will
have a HCR20
completed

Training to be
completed by October
2016 (reflecting the
fact that HCR20

Service Managers
Locality
management
teams

Locality Managers
Head of
Psychological
Therapies for
AMH
HOMP AMH

Minutes of Zoning meetings.

Zoning review has been completed.
Multi-Disciplinary discussions
happen three times per week with
regular documentation of thinking
processes, decision-making as well
as details of risk plans.

Minutes of Zoning meetings

Teams are recording Zoning
directly onto RIO this means that
plans are agreed and recorded as
live. Minutes of meetings are also
available. Updated 17/11/2016

List compiled of trained staff,
training list completed and
approved Rota for completing
HCR20s established.

Skills in undertaking HCR20 will be
developed via a combination of the
following:
• MDT reflective practice
session (ie case discussion)
led by those staff members
already trained and
competent in the use of the
tool
• A limited number of inhouse training sessions
delivered by forensic
colleagues
As this approach relies on working
on actual cases it is impossible to
provide a completion date as it is
dependent on referrals.

HCR20 –version 3 training
was organised for AMH
consultant on 21 October
2016 at the Bracton Centre.
A new date for additional
training has been set for
06/01/2017

All clients transitioning
from forensic services
to have a completed
HCR20

Immediate (with
expertise from
Forensic services)
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Biannual safe staffing report and RAG rated ward review

Summary:

The safe staffing report provides assurance on the monitoring of staffing on all inpatient units and updates on
initiatives to make continuous improvements. This report includes updates on:
• Rostering
• Real time staff reporting
• Recruitment and retention
• Band 4 nursing associate role
• Evaluation of Hurst analysis and national benchmarking
• Qualitative safety and staffing feedback
• RAG rated review of all inpatient wards
Rostering
All trusts must implement the rostering recommendations made in the Carter Review by December 2017 implement an effective approval process by publishing rosters six weeks in advance and reviewing against trust
key performance indicators such as proportion of staff on leave, training and appropriate use of contracted hours;
set up of a formal process to tackle areas that require improvement, with escalation paths, action plans and
improvement tracking; and develop the associated cultural change and communication plans to resolve any
underlying policy or process issues.
In collaboration with e-rostering colleagues we have identified a number of actions which will enable staff to more
easily use the system. We have established a Carter e-rostering group, informed by a rostering user group, to
over-see the actions required. The progress on these actions and rostering key performance indicators will be
reported and monitored regularly by the workforce and development committee.
Real time staff reporting
Informatics, has been working on an experimental draft real time staffing reporting solution which draws live data
from the rosters to populate a real time report of staffing levels in our bedded units. The solution has the
potential to form part of the iFox dashboard. And remains work in progress
http://oxbidb/Reports/Pages/Report.aspx?ItemPath=%2fReports%2fHealthrosterWards
Recruitment and retention
There remains a high vacancy level in acute mental health wards and forensic services and meadowview
intermediate care. On-going Saturday directorate recruitment campaigns continue.

Summary:

Band 4 associate nurse role
We have made an application with the University of Greenwich, Bromley Healthcare and a local hospice to be part
of the pilot of Associate Nurse training. We are waiting for the results of this pilot. Directors of nursing have
formed an alliance with STP colleagues in SLaM and StGSWL regarding aligning the implementation of Band 4 roles
in our acute mental health wards. It is envisaged that the introduction of such roles will help with the shortages of
Band 5 registered nurses that we are facing. We are scoping the extent of Band 4 roles already in our nursing care
workforce. We are supporting the introduction of Band 4 roles in prison healthcare and are keen to develop a
post that would involve dispensing medications to prisoners.
Hurst analysis and national benchmarking
The independent analysis conducted by Keith Hurst of the observation studies conducted on 30 shifts and 3 night
shifts has highlighted a lower than national average direct care time on Norman and Maryon and considerably
lower than national average amount of time taken as breaks on Norman, Millbrook and Maryon.
When we benchmark our actual staffing compared to Hurst’s national data, we have similar staffing to Hurst’s
average ward (pre-his recommendations). Similarly Hurst has made similar recommendations for increasing staff
for our three wards compared to his national data. Keith Hurst was unable to tell us how many of the wards he
has analysed have gone on to increase staffing to meet his recommendations so we have augmented findings with
national benchmarking network data.
Mental health ward - nurse benchmarking
We have benchmarked our staffing against national data from the Benchmarking Network (2016). 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 mean. In the case of our PICU, the reported qualified nurses per 10 beds is half of the national mean.
In light of this benchmarking we should urgently review the staffing in our PICU and Medium Secure wards. We
should treat the current staffing in our wards as a minimum. Older peoples’ mental health ward staffing is slightly
below average and warrants further exploration.
Qualitative safety and staffing feedback
There has been a reduction in the percentage of patients reporting that they feel safe on the ward/unit compared
to December 2015. There has been an increase in the percentage of patients reporting that there were enough
staff compared to December 2015. 70% of patients reported having their 1:1 protected therapeutic time in the
last 24 hours. 92% of patients, carers and members of staff felt safe on the ward/unit. 88% of patients, carers and
staff thought that there was enough staff. We are specifically reviewing the DSN role at night in light of qualitative
feedback.
RAG rated review of wards
A review of the safety of staffing triangulated with incidents, safe staffing reports, weekly data on under and
overstaffing, clinical leadership and vacancies has been conducted. The majority of wards remain green but
attention is drawn to the amber rated forensic inpatient units, Meadowview and Ivy Willis Open and Betts Ward.
Forensic inpatients have been RAG rated amber in light of national benchmarking and vacancy rates. Meadowview
has a significant vacancy rate and Ivy Willis and Betts wards regularly have staffing levels below the established
requirement.

Recommendations

The Board are asked to note

Safe staffing biannual report- October 2016
Background
In line with the “Hard Truths Commitment to Safer Staffing” published in March 2014, the
Director of Nursing and Patient Safety is required to recommend staffing levels for each shift
on every ward, and the Trust Board is required to review and approve the establishments.
This should be reviewed by the Trust Board at least every six months.
National guidance
Letter dated 11 June 2015 from Jane Cummings Chief Nursing Officer highlighted reasons
for a wider approach than NICE’s work to safe staffing in mental health, urgent and
emergency care, and learning disability and community services:
•
•
•
•
•
•

To take into account all staff involved, not just nurses
Many care settings are not in hospital and span organisational boundaries
It is about how much time nurses spend with or supporting patients
There is no one-size fits all approach for new models of care, there will be no
identikit approach to the mix of staff we need
Need for career progression for non-registered staff, nurse retention and flexible
working
Unlike in acute care wards, there is little research evidence about what safe staffing
looks like in other settings.

Letter dated 4 August 2015 from Jane Cummings, Chief Nursing Officer and Dr Mike Durkin,
NHS Improvement, announced that safe staffing plans will be led by the new body, NHS
Improvement, working with the Chief Nursing Officer. It highlighted that the next steps
would:
•
•
•

improve patient experience
Improve effective and safe clinical outcomes of our patients
Achieve an improved efficiency and productivity in every pathway of care and
staffing guidance.

A letter dated 13 October 2015 to Chief Executives from the Trust Development Agency,
Monitor, NHS England, CQC and NICE states that providers should be able to demonstrate
that they are able to ensure safe, quality care for patients and that they are making the best
use of resources. It goes on to stress that it is important to look at staffing in a flexible way

which is focused on the quality of care, patient safety and efficiency rather than just
numbers and ratios of staff.
The letter stresses that a 1:8 ratio is a guide not a
requirement; and that trusts are responsible for ensuring that they get the balance right by
neither under-staffing nor over-spending, and are able to secure the right complement of
clinical staff to meet local patient need and circumstances.
Rostering

1

Lord Carter’s report titled ‘Operational productivity and performance in English NHS acute
hospitals: Unwarranted variations’ highlighted a number of opportunities where nursing,
midwife and AHP colleagues can make a contribution to delivering high quality care in a
sustainable way for our patients and their communities. Lord Carter made three
recommendations. These were that all trusts should:
•

•
•

Implement an effective approval process by publishing rosters six weeks in advance
and reviewing against trust key performance indicators such as proportion of staff on
leave, training and appropriate use of contracted hours;
Set up of a formal process to tackle areas that require improvement, with escalation
paths, action plans and improvement tracking;
Develop the associated cultural change and communication plans to resolve any
underlying policy or process issues.

All trusts should implement the recommendations by December 2017.
Staff are the NHS’s biggest asset. Trusts have an obligation to strike the right balance
between cost, efficiency and patient safety. By improving on rostering systems trusts
ensure safe staffing levels, improve patient care; provide a fair and balanced working life for
staff, while at the same time meeting budgetary requirements.
Trusts that are not including daily staffing in decisions regarding staff deployment should do
so now. Daily staffing uses rostering data and allows frontline matrons, ward managers and
site managers to apply the daily dynamic changes so they have a real time view of staff,
skills and patients. Live daily staffing data should be used in handover meetings and bed
management meetings.
Work underway
Tom Bartlett, Informatics, has been working on an experimental draft real time staffing
reporting solution:
http://oxbidb/Reports/Pages/Report.aspx?ItemPath=%2fReports%2fHealthrosterWar
ds

This solution draws live data from the rosters to populate a real time report of staffing levels
in our bedded units. The solution has the potential to form part of the iFox dashboard.
Further work is required on this solution.
In July we established a Carter e-rostering group, informed by a rostering user group, to
over-see the actions required. In collaboration with e-rostering colleagues we have
identified a number of actions which will enable staff to more easily use the system. The
progress on these actions and rostering key performance indicators will be reported and
monitored regularly by the workforce and development committee.
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Key risks to safe staffing - recruitment and retention of band 5 nurses

Recruitment of nurses is acknowledged by the Royal College of Nursing (RCN) as a national
and international problem. The RCN predicts a shortfall of nurses in the EU of 600,000 by
2020, and a shortfall of nurses in the US of 800,000 by 2020. The national nursing
workforce is aging, and UNISON identify that 230,000 registered nurses are over the age of
50 and will retire in the next 10 years, and at least 100,00 of these nurses currently work in
the NHS. In our trust, 40% of our registered nurses are over 50.
In 2017 the NHS bursary for student nurses is ending, and student nurses will have to pay
for their training. The cap places on student nurse training places will also end. The
government hopes that removing the cap will mean that more registered nurses will be
trained. Many universities are less optimistic, and some are predicting a reduction in
student nurses. This might further compound the problems faced when recruiting nurses.
Restrictions on the NHS recruiting nurses from overseas have been temporarily lifted after
warnings that a crisis is looming. Nurses remain on the Government’s shortage occupation
list, which means nurses from outside the European Economic Union can be recruited.
Steps being taken to address the issue of recruitment
A Capital Nurse programme led by London directors of nursing working with Health
Education South London and Higher Education Institutes is looking at recruitment and
retention.
A subgroup of the workforce committee is focusing on recruitment and retention as a
priority.
There has been a successful trust-wide recruitment campaign, including a high profile
advertising campaign.
The Forensic Directorate are moving forward with plans for a Band 5 nurse rotational
scheme starting in autumn 2016.

We are joining local health partners in participating in an end of life rotation scheme. The
aim would be to develop end of life care expertise amongst Band 5 registered nurses.
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Nursing Associates

Following the spending review of November 2015, where NHS student bursaries were
removed- the role of Nursing Associates was introduced by Ben Gummer, health minister.
The role will sit between healthcare support workers and registered nurses.
Jane Cummings, Chief Nursing Officer for England said:
“Health and care assistants are a really important part of the team and should be
given the opportunity to develop, which is why we continue to work with Health
Education England and the Nursing and Midwifery Council on the development of a
tangible career path. This new role will provide a valuable addition to this work by
creating a bridge between senior health and care assistants and registered nurses. It
will also benefit registered nurses by providing additional support in meeting the
needs of our patients.”
Work underway:
1. We have made an application with the University of Greenwich, Bromley Healthcare
and a local hospice to be part of the pilot of Associate Nurse training. We are
waiting for the results of this pilot.
2. Directors of nursing have formed an alliance with colleagues in SLaM and StGSWL
regarding sharing information and aligning the implementation of Band 4 roles in our
acute mental health wards. It is envisaged that the introduction of such roles will
help with the shortages of Band 5 registered nurses that we are facing.
3. We are scoping the extent of Band 4 roles already in our nursing care workforce.
4. We are supporting the introduction of Band 4 roles in prison healthcare, and is keen
to develop a post that would involve dispensing medications to prisoners.
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Safe staffing performance

The UNIFY data regarding staffing levels are collated monthly. The August 2016 data is
presented in the biannual report. A summary of weekly data for each inpatient ward has
been presented in appendices.
Highlight report
The safe staffing report explains how well Oxleas wards are doing in achieving the
recommended staffing levels in August 2016. This is known as the fill rate and is split down

further in the appendices to the report, showing the fill rates for each ward showing
registered nurses and health care assistants separately for day and night shifts. The staffing
levels are bespoke for each ward based on review of literature and clinical judgement.
Summary for August 2016:
o Fill rates below 80% were noted for RN on days on Heath (76%), Betts (79%),
Ivy Willis Open (73%), Lesney (77%), Millbrook (77%) and Norman (73%).
o Fill rates below 80% were noted for HCAs on days on Heath (76%) and
Joydens (78%).
o Fill rates below 80% for RNs on nights was Hazelwood (55%), Greenwood
(52%), Ivy Willis Open (60%) and Thameside (35%).
o There were no fill rates below 80% for HCAs on nights.
o There was an exceptionally high fill rate for HCAs on nights on Shepherdleas
(241%) due to increased acuity on the ward.
Safe staffing incidents are reported via Datix as “Shortage of Staff”. 130 short staffing
incidents were reported in the 6 months of 1st March 2016 to 31st August 2016, and are
shown overleaf in Table 1. The highest number of Level 2 incidents (n=5) occurred on
Heath.

Table 1. Short staffing incidents reported between 1st March 2016 and 31st August 2016.

The Safe Staffing Committee will meet quarterly to review safe staffing performance.
Weekly reports are currently complied regarding safe staffing, and these are RAG rated for
staffing over, or under, planned levels. And trends monitored.
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Hurst analysis and Benchmarking Network national data

Introduction
Keith Hurst’s tools have been suggested as a means of assessing safe staffing in recent
documents regarding safe staffing, e.g. National Quality Board: Supporting NHS providers to
deliver the right staff, with the right skills, in the right place at the right time; and The Safe
Staffing Tools for Mental Health and Learning Disability Services. The Safe Staffing Tools for
Mental Health and Learning Disability Services document recommends using the Hurst tools
for analysis of acuity. The interactive document has links to the free to use Hurst tool;
however, the links from the document do not work.
We have previously trialled a free to use version of a Hurst tool which was available on an
NHS England website; however, we noticed anomalous results. When we contacted Keith
Hurst to find out why we had anomalous results, he stated that the tool was not in fact his
tool. There do not appear to be any other free to use versions of Hurst tools available
online. Kent and Medway NHS Trust report in their 6 month board report (2016) re: safe
staffing that they have been using the Hurst Tool. They kindly supplied us with the tool they
have been using, and it transpires that it isn’t an acuity tool or a tool that recommends
staffing levels. It is a tool that just calculates the numbers of staff required to staff a ward
based on the number of staff the trust had planned to have on each shift, the length of
shifts, and the headroom.
We commissioned Keith Hurst to provide an in depth analysis of three of our wards:
Maryon, Millbrook and Norman. We collected data for Keith Hurst using a number of tools
he provided. The data collection has included two members of staff observing each ward
for a total of 6 shifts, including weekends and nights. The total amount of observer time
was 30 day shifts and 3 night shifts.
Summary of key findings from Hurst’s report
We are able to benchmark against Hurst’s national data of 143 acute mental health wards.
Millbrook had similar direct care time to the average of the 143 wards nationally (54%).
However, Maryon and Norman had lower levels of direct care time than the national
average. Maryon and Millbrook both had higher percentages of time observing patients
than the national average, and Norman had a much lower percentage of time observing
patients than the national average. At the time of data collection, Millbrook had CAMHS

patients on 3:1 or 2:1 observations. The direct care time activities are shown in Table 2.
below.
Activity as % of all
activities:
General
communication
Therapeutic
communication
Mobility
Medication
Nutrition
Other therapies, e.g.
groups
Escort
Nursing procedures,
e.g. blood pressure
E.C.T
Hygiene
and
elimination,
e.g.
helping bath/wash,
assisting to go to the
toilet
Observations,
including
group
observations
and
1:1s
Total direct care

Average from
all 143 wards
7.9%

Maryon

Millbrook

Norman

3.1%

3.6%

7.4%

7.2%

3.1%

1.2%

3.4%

0.2%
3.9%
2.5%
1.3%

0.3%
3.7%
1.1%
0.1%

0.1%
2.4%
1.5%
2.7%

0.1%
4.1%
3.2%
0.9%

3.4%
2.0%

0.7%
1.9%

1.4%
0.5%

4.1%
2.5%

0.2%
2.6%

0.0%
1.1%

1.3%
0.5%

0.0%
0.7%

22.8%

30.1%

38.3%

7.8%

54.0%

45.2%

53.5%

34.2%

Table 2. Benchmarking: nursing direct care activities and total
All three wards had higher percentages of indirect care time than the national average.
Norman had almost four times the national average of report writing. Maryon had almost
three times the national average of clerical work. Summaries of indirect and associated
activities are shown in Table 3. overleaf.

Activity as % of all
activities:
Indirect patient care
activities
Doctors reviews, e.g.
ward round
Report writing
Communication
regarding
patients,
e.g.
talking
with
professionals,
handover
Total indirect patient
care activities
Associated activities
Cleaning
and
housekeeping
Clerical
Communication not
related to patient care
Errands
Meetings
Restocking
Teaching
Total
associated
activities

Average from
all 143 wards

Maryon

Millbrook

Norman

2.3%

4.5%

1.8%

3.5%

5.6%
11.9%

5.5%
14.6%

8.1%
18.3%

19.9%
21.9%

19.8%

24.6%

28.2%

45.3%

3.7%

1.3%

0.5%

0.6%

5.5%
3.1%

15.6%
1.0%

6.2%
0.3%

5.5%
0.1%

1.0%
1.5%
0.5%
1.1%
16.4%

0.5%
2.9%
0.3%
2.7%
24.3%

0.9%
2.5%
0.6%
0.6%
11.6%

0.7%
5.9%
0.4%
1.5%
14.7%

Table 3. Benchmarking: nursing indirect care activities, nursing associated
activities and totals
All three wards had lower levels of personal time, including breaks, compared to the
national averages. Personal time is shown in Table 4. below. Although this might suggest
that staff are being more productive than the national average, the risk is that staff might be
more prone to burnout. For example, during an 8 hour shift on Maryon on average only 16
minutes (3.3%) of total time was for breaks; on Millbrook this was 21 minutes (4.4%); and
on Norman this was 16 minutes (3.4%).
Activity as % of all
activities:
Other, e.g. toilet
Unoccupied, i.e. not
doing anything
Breaks
Total personal time

Average from
all 143 wards
1.7%
1.5%

Maryon

Millbrook

Norman

1.4%
1.3%

1.0%
1.2%

0.8%
1.4%

6.3%
9.5%

3.3%
6%

4.4%
6.6%

3.4%
5.6%

Table 4. Benchmarking: nursing personal activities and total
The direct care time for ward managers and charge nurses was lower than the national
average. Associated activities for ward manager and charge nurses was twice the national
average on Maryon. Personal time on all three wards was lower than the national average.
The nursing activities of ward managers and charge nurses is shown in Table 5. overleaf.

Activity as % of all activities:
Direct Care
Indirect
Associated
Personal

Average from all 143 wards
25.9%
29.9%
34.6%
9.5%

Maryon
14.8%
8.3%
74.6%
2.4%

Millbrook
16.0%
36.7%
43.4%
3.8%

Norman
14.2%
42.0%
41.2%
2.7%

Table 5. Benchmarking: activities of ward manager and charge nurses
Activities for staff nurses is shown below in Table 6. Personal time is lower on all three
wards compared to the national average. Direct care time is lower on Maryon and Norman
ward compared to the national average.
Activity as % of all activities:
Direct Care
Indirect
Associated
Personal

Average from all 143 wards
50.3%
26.4%
14.3%
8.9%

Maryon
39.6%
35.0%
19.6%
5.8%

Millbrook
48.5%
37.9%
7.9%
5.7%

Norman
29.8%
55.1%
10.6%
4.5%

Table 6. Benchmarking: activities of staff nurses
Activities for HCAs is shown in Table 7. below. Direct care time for HCAs is lower on Norman
compared to the national average; and indirect care time is higher on Norman compared to
the national average. Personal time for HCAs working on all three wards is lower, but
closer, to the national average.

Activity as % of all activities:
Direct Care
Indirect
Associated
Personal

Average from all 143 wards
62.5%
11.7%
15.9%
9.9%

Maryon
59.9%
14.3%
18.7%
7.1%

Millbrook
69.7%
16.8%
5.7%
7.8%

Norman
46.8%
37.3%
8.0%
7.9%

Table 7. Benchmarking: activities of HCAs
Nursing quality, assessed by auditing notes, and talking to patients and staff, suggests that
all three wards are similar or slightly higher than the national average. However, written
evaluation of care plans, interventions and risk assessments (as recorded in RiO) was an
area that was lower than the national average.
Hurst’s staffing recommendations
Hurst made recommendations for staffing levels for each of the wards based on acuity data,
bed occupancy, and staff compliment (from the budget statements April 2016) and this is
shown overleaf in Table 8. Of note from the national benchmark: average funded posts per
ward was 26.4 FTE, and Hurst’s average recommendation was 36.6 FTE. Hurst’s
recommendations for the 143 wards were 10 more FTE posts than the wards were funded

for. There is no indication from his analysis if, or how many, of these wards went on to
increase staffing to meet his recommendations. Maryon had 22.50 FTE funded posts, and
Hurst recommended 37 FTE posts; Millbrook had 25.79 FTE posts, and Hurst recommended
39.3 FTE posts; and Norman had 24.75 FTE posts, and Hurst recommended 33 FTE posts.
Ward:
Average from all 143
wards
Maryon
Millbrook
Norman

Average occupancy
17.7

Funded FTEs
26.4

Actual FTEs
25

Recommended FTEs
36.6

18.7
19
15.8

22.50
25.79
24.75

29
27
26

37
39.3
33

Table 8. Benchmarking: funded FTEs, actual FTEs and Hurst recommended FTEs. Staffing
data reported in ward budgets April 2016.
Limitations
The ward observations were conducted in March, April and May 2016; prior to the increase
in staffing on our acute mental health wards, and whilst Millbrook had a CAMHS bed.
Hurst made recommendations regarding staffing numbers on each of our three wards. Our
wards had similar staffing numbers to the national average. It is unclear from Hurst’s report
how many, or if any, of the wards from his national data set actually increased their staffing
to meet his recommendations (an average of 10 FTE more staff per ward).
Increase in staffing on our acute mental health wards
Since collecting data for this Hurst analysis the Adult Mental Health and Learning Disability
Directorate increased the staffing of its acute mental health wards, as shown in Table 9. and
Table 10. These changes took effect on 8th August 2016. The wards have started to recruit
to these posts.
th

Number of staff on Early shift
Number of staff on Late shift
Number of staff on Night shift

th

Pre- 8 August 2016

From 8 August 2016

4
4
3

5
5
3

Table 9. Changes in staffing on acute mental health wards per shift.
The new configuration of 5, 5, 3 is made up of Registered Nurses: 3, 3, 2; and HCAs: 2, 2, 1.

th

Maryon
Millbrook
Norman

Pre- 8
FTEs
22.50
25.79
26.17

August 2016-

th

From 8
FTEs
25.51
27.80
26.62

August 2016-

Hurst’s
recommendation
37
39.3
33

Table 10. Changes in staffing on each ward in terms of FTEs compared to Hurst’s
recommendations.

National data
We are able to compare our staffing to national benchmarking data (Benchmarking
Network, 2016; Oxleas NHS Foundation Trust=MH35). We have 8.1 adult acute qualified
nurses per 10 beds, compared to a national mean of 7.5 adult acute qualified nurses per 10
beds; shown in Table 11. below.

Table 11. Adult Acute Qualified Nurses per 10 beds
In terms of our older adult wards, we compare less favourably to the national mean, as
shown in Table 12. overleaf.

Table 12. Older Adult Qualified Nurses per 10 beds.
In terms of our PICU ward (Tarn), we compare less favourably to the national mean, as
shown in Table 13. below.

Table 13. PICU Qualified nurses per 10 beds.
In terms of our medium secure wards we compare less favourably to the national mean, as
shown in Table 14. overleaf.

Table 14. Medium Secure Qualified nurses per 10 beds.
Conclusions
In conclusion, the independent analysis conducted by Keith Hurst has highlighted a number
of issues that we should pay attention to. In particular:
•
•

The lower than national average direct care time on Norman and Maryon;
The considerably lower than national average amount of time taken as breaks on
Norman, Millbrook and Maryon.

When we benchmark our actual staffing compared to Hurst’s national data, we have similar
staffing to Hurst’s average ward (pre-his recommendations). Similarly Hurst has made
similar recommendations for increasing staff for our three wards compared to his national
data. Of note: Hurst was unable to tell us how many of the wards he has analysed have
gone on to increase staffing to meet his recommendations.
We are also able to benchmark our staffing against national data from the Benchmarking
Network (2016). 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 mean. In
the case of our PICU, the reported qualified nurses per 10 beds is half of the national mean.
Older peoples’ mental health ward staffing is slightly below average and warrants further
exploration.
In light of this benchmarking we should urgently review the staffing in our PICU and Medium
Secure wards. We should treat the current staffing in our wards as a minimum.

Recommendations
1. There are a number of key findings which should be shared with The Board; Mental
Health and Learning Disabilities Directorate; matrons; ward managers; Safe Staffing
Meeting; WLDG; the Nursing Executive Council; and the Nursing Council.
2. Due to the labour intensive nature of data collecting for the Hurst analysis of staffing
(30 days shifts and 3 night shifts), it is recommended that we do not undertake such
work again.
(Reference: Benchmarking Network (2016) NHS Benchmarking Network: Inpatient and
Community Mental Health Benchmarking 2016- DRAFT REPORT- September 2016)
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An audit of patient and staff views: Do you feel safe? Is the ward safe? & Are there
enough staff?
Background
An audit was conducted to ascertain the views of patient and members of staff regarding
safe staffing. A similar audit was conducted in December 2015.

Method
The audit used the same questions used in the December audit, but had two additional
questions:
1. Have any activities been cancelled in the last 24 hours due to staff shortages?
2. For patients only: Have you had your one hour of protected therapeutic time in the
last day/24 hours?
Results
The data were collected on 8th and 9th of June 2016. Data were collected on 11 acute
mental health and older adult wards: Betts, Goddington, Holbrook, Lesney, Maryon,
Millbrook, Norman, Scadbury, Shepherdleas, Shrewsbury and Tarn. A total of 85 patients,
carers and members of staff participated, as shown below in Table 15.

Patients

% (number)
32% (n=27)

Carers
Staff

2% (n=2)
66% (n=55)

Table 15. Percentage and numbers of patients, carers and members of staff.
Of the members of staff, 30% were HCAs, 50% were registered nurses and student nurses,
9% were ward clerks, and 11% were doctors, clinical psychologists, assistant psychologists
and psychology trainees.
Do you feel safe on the ward/unit today?
The results for this question are shown below in Table 16. These results include all
responses from patients, carers and members of staff.

Yes
No

% (number)
92% (n=77)
8% (n=7)

Table 16. Do you feel safe on the ward/Unit today? Responses from patients, carers and
members of staff.

In terms of just responses from patients, 85% reported feeling safe on the ward/unit. In
December 2015 97% reported feeling safe on the ward/unit. One patient reported: “I feel
intimidated when it all kicks off”; i.e. when there is a disturbance on the ward. Two patients
were unhappy about being detained under the Mental Health Act. Two patients reported:
“I can’t fault the care”; and “The staff are angels”.
Are there enough staff today?
The results for this question are shown below in Table 17.

Yes
No

% (number)
88% (n=74)
12% (n=10)

Table 17. Are there enough staff today? Responses from patients, carers and
members of staff.
In terms of just responses from patients, 93% reported feeling safe on the ward/unit. In
December 2015 74% reported feeling safe on the ward/unit.

Have staff shortages stopped some activities from happening in the last day/24 hours?
The results for this question are shown overleaf in Table 18.

No
Yes

% (number)
85% (n=68)
15% (n=12)

Table 18. Have staff shortages stopped some activities from happening in the last day/24
hours?
Question just for patients: Have you had your one hour of protected therapeutic time in
the last day/24 hours?
The results for this question are shown below in Table 19.

Yes
No

% (number)
70% (n=16)
30% (n=7)

Table 19. Have you had your one hour of protected therapeutic time in the last day/24
hours?
Limitations
This audit is limited by the sample size. It is also limited as it is a snapshot, with data
collected over a short period of time. We are also reviewing the duty senior nurse role,
particularly on night shifts, following qualitative feedback that night shifts may not always
have enough staff and are stressful.
Discussion
The following points are of note:
1. There has been a reduction in the percentage of patients reporting that they feel
safe on the ward/unit compared to December 2015.
2. There has been an increase in the percentage of patients reporting that there were
enough staff compared to December 2015.
3. 70% of patients reported having their 1:1 protected therapeutic time in the last 24
hours.
4. 92% of patients, carers and members of staff felt safe on the ward/unit.
5. 88% of patients, carers and staff thought that there were enough staff.

Recommendations
1. To share the results at the Safe Staffing Meeting, NEC meeting and Nursing Council
meetings.
2. To re-audit in 6 months.
Appendices
1. Weekly safe staffing reports for June, July and August 2016
2. RAG rating report (separate attachment)

Above staffing levels by ward

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

Week
beginning
th
4 July

Week
beginning
th
11 July

Week
beginning
th
18 July

Week
beginning
th
25 July

Week
beginning
rd
3 August

Week
beginning
th
10 August

Week
beginning
th
17 August

Atlas House

48%

57%

43%

52%

66%

62%

62%

71%

Avery

71%

0%

0%

24%

5%

0%

0%

19%

Barefoot Lodge

0%

0%

0%

0%

0%

0%

0%

0%

Betts

5%

10%

5%

0%

5%

5%

0%

0%

Birchwood

5%

19%

33%

43%

38%

14%

52%

Bluebell House

22%

28%

39%

33%

35%

47%

11%

22%

Burgess

29%

24%

43%

19%

33%

57%

29%

52%

Crofton

38%

100%

86%

81%

95%

Danson

48%

38%

19%

19%

5%

24%

5%

GICU

24%

43%

19%

14%

48%

29%

24%

Goddington

38%

10%

48%

0%

5%

19%

5%

0%

Greenwood

14%

19%

10%

0%

48%

0%

24%

19%

Ward

No. of planned
registered and
unregistered
staff

19%

Hazlewood

19%

Heath

33%

33%

19%

76%

86%

95%

14%

14%

10%

Holbrook

10%

29%

90%

24%

5%

10%

10%

Ivy Willis House
closed
Ivy Willis House
open
Joydens

0%

0%

0%

0%

0%

0%

0%

0%

0%

0%

0%

5%

0%

5%

0%

0%

10%

0%

0%

14%

5%

0%

0%

0%

Lesney

10%

0%

10%

14%

33%

38%

38%

24%

Maryon

52%

0%

0%

0%

0%

14%

5%

0%

Meadow View

10%

5%

0%

0%

0%

10%

0%

0%

Millbrook

57%

14%

19%

33%

33%

14%

14%

Norman

43%

81%

19%

5%

0%

24%

29%

Oaktree Lodge

52%

66%

57%

90%

95%

86%

66%

Scadbury

38%

48%

62%

48%

48%

0%

10%

Shepherdleas

100%

100%

100%

100%

52%

43%

57%

100%

Shrewsbury

29%

29%

52%

0%

0%

5%

24%

5%

Somerset Villa

0%

0%

0%

0%

0%

0%

5%

Tarn

100%

100%

100%

100%

100%

0%

43%

86%

Below staffing levels by ward

% of shifts with numbers below planned and
RAG
<10% Green, 11-19% Amber, >20% Red
Week
beginning
th
27 June

Week
beginning
th
4 July

Week
beginning
th
11 July

Week
beginning
th
18 July

Week
beginning
th
27 July

Week
beginning
3rd August

Week
beginning
10th August

Week
beginning
17th August

Atlas House

5%

0%

0%

10%

10%

0%

5%

0%

Avery

0%

0%

19%

0%

5%

5%

5%

5%

Barefoot Lodge

0%

0%

0%

0%

0%

10%

24%

0%

Betts

0%

5%

5%

0%

0%

57%

62%

52%

Birchwood

0%

0%

0%

0%

0%

0%

0%

Bluebell House

0%

0%

0%

0%

0%

0%

6%

0%

Burgess

14%

19%

5%

24%

29%

5%

5%

10%

Crofton

0%

0%

5%

0%

0%

Danson

5%

0%

0%

0%

0%

0%

10%

GICU

19%

19%

19%

29%

19%

24%

43%

Goddington

0%

0%

10%

0%

10%

5%

10%

33%

Greenwood

0%

0%

5%

5%

5%

10%

14%

10%

Hazlewood

10%

5%

0%

10%

10%

0%

5%

Ward

No. of planned
registered and
unregistered
staff

0%

Heath
Holbrook

24%

10%

0%

0%

10%

0%

10%

5%

0%

10%

0%

14%

19%

5%

19%

10%

29%

24%

19%

5%

33%

29%

19%

14%

19%

14%

14%

14%

5%

14%

19%

5%

10%

24%

Lesney

0%

0%

0%

0%

5%

0%

0%

0%

Maryon

10%

0%

5%

24%

14%

10%

14%

5%

Meadow View

5%

0%

0%

0%

5%

5%

19%

10%

Millbrook

0%

0%

0%

5%

5%

0%

0%

Norman

0%

0%

0%

0%

5%

0%

62%

Oaktree Lodge

0%

0%

0%

0%

0%

0%

0%

Scadbury

0%

0%

0%

0%

0%

5%

0%

Shepherdleas

0%

0%

0%

0%

0%

5%

5%

0%

Shrewsbury

24%

14%

0%

0%

0%

0%

5%

14%

Somerset Villa

10%

24%

14%

5%

10%

14%

0%

Tarn

0%

0%

0%

0%

0%

76%

0%

Ivy Willis House
closed
Ivy Willis House
open
Joydens

5%

In the table below is an example of the number of RNs and HCAs on one ward for one week. The example used is the Tarn for the week starting 30th May.
EARLY SHIFT

NIGHT SHIFT
Number of extra staff
on night shift

today there are

RMN

On shift we should
have

Today there are

HCA

On shift we should
have

Number of extra staff
on late shift

today there are

RMN

On shift we should
have

Today there are

HCA

On shift we should
have

Number of extra staff
on early shift

today there are

On shift we should
have

Today there are

On shift we should
have
RMN

LATE SHIFT

HCA

MON

2

3

3

5

3

2

3

3

4

2

2

2

2

4

2

TUES

2

3

3

3

1

2

3

3

4

2

2

2

2

4

2

WED

2

4

3

2

1

2

3

3

3

1

2

2

2

3

1

THUR

2

3

3

3

1

2

3

3

4

2

2

2

2

4

2

FRI

2

3

3

5

3

2

2

3

4

1

2

2

2

2

0

SAT

2

4

3

2

1

2

3

3

3

1

2

2

2

2

0

SUN

2

3

3

3

1

2

4

3

2

1

2

2

2

2

0

Table 1. The number of RNs and HCAs on the Tarn for the week starting 30th May.
The total number of extra RNs/HCAs used this week was 28.
The total percentage of shifts over planned numbers was 86%.

Commentary given by the ward

AM/PM/NOCTE- extra staff due to level
of observations
AM/PM/NOCTE- extra staff due to level
of observations
AM/PM/NOCTE- extra staff due to level
of observations
AM RMN for ward round
AM/PM/NOCTE extra staff due to level
of observations
AM/PM extra staff due to level of
observations
AM/PM extra staff due to level of
observations
AM/PM extra staff due to level of
observations
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Summary and Highlights

The attached paper outlines executive accountability for current key issues.

Recommendations
To note.

Executive Accountability

Overview
At Oxleas, we have a well-established management approach which has been successful in
uniting clinical and operational leadership to deliver services. The following paper outlines
executive accountability for current key issues.

Our approach
Ben Travis, as Chief Executive, is the overall Accountable Officer for the trust. Helen Smith is
responsible to Ben in her role as Deputy Chief Executive/Director of Service Delivery for the
overall success of service delivery across the trust. The Service Directors are responsible for
all aspects of service delivery within his/her directorate and report to Helen. The Service
Directors work closely with the clinical directors to develop and implement actions within
teams.
The role of Corporate Directors is to advise, set policy and monitor progress in specific areas
which have been delegated by the Chief Executive. They are the accountable person who
provides assurance to the Board that appropriate processes are in place and necessary
action has been taken. In the event that the corporate director is not assured or satisfied
that sufficient progress has been made in their area of accountability, they raise this with
the Director of Service Delivery and the Service Director to agree actions to improve the
situation. The implementation of this is then monitored by the Corporate Director.
The corporate teams support and challenge colleagues at all levels within the organisation.
The level of involvement of corporate teams will vary depending on a number of factors
particularly clinical, operational and financial risk.

Current key issues
For current key issues, the accountable person within the organisation is:
•
•
•
•

Serious incident investigation and action plan implementation – Jane Wells
Comprehensive involvement of carers and families in patient care – Michael Witney
Health and safety – Rachel Evans
Improving care planning and risk assessment – Ify Okocha

Nov 16
Note
Terminology
The Accountable person is the individual who is ultimately answerable for the activity or decision.
Only one accountable person can be assigned to an issue.
The Responsible person is the individual or individuals who actually complete the task. The
responsible person is responsible for action/implementation and responsibility can be shared.

Appendix – Accountability and responsibility framework

Serious incident investigation and action plan implementation

Director of Nursing

Director of Service
Delivery via
Service Directors

Corporate patient
safety team

Accountable for ensuring that investigations and action
plans are completed on time and are of good quality
and that assurance is provided that action plans have
been implemented.
Responsible for undertaking investigation, developing
action plans and ensuring that action plans are
implemented within directorate. Service Director
responsible for ensuring that above takes place within
directorate.

Responsible for liaising with directorates and
supporting investigation and action planning.
Responsible for providing information and reports to
enable Director of Nursing to carry out role.

Health and safety

Director of Estates
and Facilities

Accountable for ensuring that effective health and safety
management systems are in place and that health and
safety performance is monitored, maintained and that
assurance can be given that necessary actions have been
taken.

Director of Service
Delivery via
Service Directors

Responsible for implementing effective health and safety
practice and planning within services. Service Director
responsible for ensuring that above takes place within
directorate.

Corporate health
and safety team

Responsible for liaising with directorates and supporting
effective health and safety practice and planning.
Responsible for providing information and reports to
enable Director of Estates and Facilities to carry out role.

Involvement of carers and families

Director of
Therapies

Accountable for ensuring that progress is made to involve
more carers and families in our patients’ care through
policy development, sharing good practice and
monitoring progress. Able to provide assurance that
necessary actions have been taken.

Director of Service
Delivery via
Service Directors

Responsible for implementing effective practice and
planning within services to involve carers and families.
Service Director responsible for ensuring that above takes
place within directorate.

Corporate carers
lead

Responsible for liaising with directorates and supporting
effective practice and planning to involve carers and
families. Responsible for providing information and
reports to enable Director of Therapies to carry out role.

Improving care planning and risk assessment

Medical Director

Accountable for ensuring that progress is made to
improve care planning and risk assessment through policy
development, sharing good practice and monitoring
progress. Able to provide assurance that necessary
actions have been taken.

Director of Service
Delivery via
Service Directors

Responsible for implementing effective practice and
planning within services to improve care planning. Service
Director responsible for ensuring that above takes place
within directorate.

Corporate care
planning leads

Responsible for liaising with directorates and supporting
effective practice and planning to improve care planning.
Responsible for providing information and reports to
enable Medical Director to carry out role.
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Summary
The Risk Committee met on 15 November 2016. The following highlights are noted.
MG incident action plan and trust response to the Health and Safety Executive (HSE)
The Committee received an update on the MG incident action plan and the trust response to
the Health and Safety Executive (HSE). The trust has been granted an extension until 2
December 2016 to respond to the HSE letter written under the Police and Criminal Evidence
Act 1984 (PACE). A number of actions have been taken including enhancing kitchen safety,
review of violence and aggression risk assessments and review of search procedures.
Actions in progress include a thematic review of incidents, a review of contractor
management and therapeutic activity and a full review of the health and safety culture.
Directorate risk registers received
The Committee received the risks registers from the Forensic and Prison Services, Older
Peoples Mental Health Service and the Informatics Directorate. The Forensic and Prison
Services Directorate was asked to ensure that risks align with the issues raised in the letters
from the HSE.
Local risk registers
Local risk register training has been provided to all adult acute inpatient units. Staff are
engaging well with the process and are proactive in identifying solutions to risks. Training
will next be delivered to Forensic and Prisons Services, adult CMHTs and Older Peoples
Mental Services. The Committee agreed that senior management should commit to
providing feedback to local teams within one month of a risk being raised.
Changes to the Board Assurance Framework
Change to the Board Assurance Framework risks are detailed below.
• 1454: The likelihood of this risk was increased. The trust may be in a position to reduce
the consequence once we have more insight on how the fine may be levied. A meeting
with NHSI is planned to discuss this.
• 1463 and 1464: The consequence was reduced as it was felt that the trust was in a good
position to manage the impact of this risk.
• 1196: The consequence and likelihood scores were reduced as new bed management
rules are having a positive impact on reducing bed occupancy and waiting times.
• 1294: This risk was closed as it was agreed that it could be combined with an overarching

Summary
risk on commissioning intentions and reductions in contract values.
• 1212: This risk was closed as the Business Committee received a paper on benefits
realisation and there are no outstanding risks. New risks will be created as changes to
the Rio systems are proposed.
Risk description
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
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’
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
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
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 also impact in 17/18
1212: Numerous benefits in the 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

Previous rating
(C x L)

New rating
(C x L)

HIGH (12)
(4 x 3)

SIG (16)
(4 x 4)

HIGH (10)
(5 x 2)

MOD (8)
(4 x 2)

SIG (15)
(5 x 3)

HIGH (12)
(4 x 3)

SIG (25)
(5 x 5)

SIG (16)
(4 x 4)

SIG (16)
(4 x 4)

CLOSED

MOD (6)
(3 x 2)

CLOSED

Recommendations
For the Board to note

2

Board Assurance Framework - November 2016
ID

Description

Responsible
Group

Opened

Controls in place

Existing
assurances

Consequence Likelihood
(current)
(current)

Rating
(current)

Risk level
(current)

Last review
date

Review date Mitigation synopsis

Due date

01/11/2012

Expectations clearly
set out in Care
Planning Policy revised Oct 2016
Supervision policy
Strategic Project
Group for Person
Centred Care
Project lead in post

Quarterly care
planning audit
cycle

Moderate (3) Unlikely (2)

6

Moderate

14/10/2016

09/12/2016 Care planning transformation manager 31/03/2017
to deliver face to face personalised care
planning awareness training sessions
for teams to support service user
involvement in care planning.

Done date

Risk level
(Target)

Date target
rating to be
achieved

Low

31/12/2016

Low

31/03/2017

Risk Type: Compliance
1160

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

Self-review
checklist in Care
Planning Policy revised Oct 2016
Patient Survey
Patient
experience
feedback data

Local CEG's to oversee improvement in 28/04/2017
each directorate ensuring that care
planning is discussed on their Agenda.
Reporting process to be put in place in
AMH Directorate to monitor a monthly
sample audit of Care Plans and Risk
assessments from each team. This will
be monitored through CEG and SMT's

Revised policy and guidance by Care
planning transformation manager will
support clinicians practice and
empower greater service user
involvement
1463

There is a risk that the
Board of
trust may not implement Directors
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.

20/09/2016

CQC Oversight Group
Detailed action plans
held at directorate
and trust level
Quality Improvement
Programme in all
three acute sites

CQC Oversight
group minutes
Progress of action
plan monitored
through Risk
Committee

Major (4)

Unlikely (2)

8

Moderate

15/11/2016

31/10/2016 17/10/2016

17/01/2017 Detailed actions plans in place at trust 31/03/2017
and directorate level, which are
monitored twice monthly through the
CQC Oversight Group and the Risk
Committee. All action plans incorporate
measures by which progress will be
monitored (full action plans uploaded to
Datix documents list and also recorded
against CQC specific risks)
Assurance visits are being undertaken
by the Director of Therapies to test
compliance.
A Quality Improvement Programme is in 31/12/2016
place at each of the three acute inpatient sites and the Bracton Centre,
each of which is lead by an Executive
Director. A 'bottom-up' approach is in
place to encourage the involvement and
engagement of front line staff.
Progress against the QUIP is being
monitored by the Executive Team and
Board of Directors.
Assurance visits are being undertaken
by the Director of Therapies to test
compliance.

The Quality and Governance Team will 31/03/2017
implement a series of peer reviews in
the new year to check that action plans
are being adhered to and identify
where further support is needed.
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ID

Description

1210

1466

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

1464

1465

Responsible
Group

Opened

Controls in place

Existing
assurances

Learning from the
Executive Team 17/11/2015
collective themes
identified in serious
incidents has not resulted
in changes to practice in
respect of:
multidsicplinary team
working and formulation,
care planning, risk
assessment, involvement
of families and carers and
ward leadership and
management on adult
acute mental health
wards. This means that
issues may not have been
consistently addressed
and re-occurrence is not
prevented.

Incident Management
Policy
Trust Patient Safety
Group – Embedding
Learning
Directorate Patient
Safety Groups
Monitoring section on
Action Plan template
Embedding Learning
Events - quarterly

20/09/2016

Ligature assessments
have been completed
on all wards for
unobserved areas.

Risk Committee 20/09/2016
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 reinspection.
Following the outcome of Risk Committee 20/09/2016
'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.

Rating
(current)

Risk level
(current)

Last review
date

Review date Mitigation synopsis

Moderate (3) Possible (3)
12 week quality
improvement
programme in
Oxleas House,
Greenparks House
and Woodlands

9

Moderate

15/11/2016

17/11/2017 12 week QIP programme in AMH wards 30/12/2016
The Executive Team have agreed the
following 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

Low

Date target
rating to be
achieved
31/12/2016

Health and Safety
Compliance
Register
The results of the
reviews will be
fed back by
exception at the
directorate and
Trust Patient
Safety Business
Meetings

Critical (5)

10

High

15/11/2016

13/12/2016 Ligature assessments have been
31/12/2016
completed on all wards for unobserved
areas. We have now completed further
ligature risk assessments for all
communal areas previously not
assessed.

Moderate

31/03/2017

CQC action plan
Progress against
Quality Improvement QUIP and CQC
Programme
action plan
monitored
through Executive
Team, Risk
Committee and
Board of Directors

Major (4)

Possible (3)

12

High

15/11/2016

17/01/2017 The mitigation plan for this risk is
31/03/2017
covered under the mitigation plan for
risk 1463: ie detailed actions plans in
place to respond to CQC requirements;
Quality Improvement Programme;
Assurance visits by Director of
Therapies and Peer Review Programme

Low

31/03/2017

Staff engaged in
Quality Improvement
Programme
Communication team
to respond to any
negative media
interest - the trust has
a robust action plan to
evidence that we have
taken action to
address CQC
requirements.

Major (4)

Possible (3)

12

High

15/11/2016

17/01/2017 The 12 week Quality Improvement
Programme is based on a 'bottom up'
approach to ensure that staff are
involved and engaged in making
improvements

Low

31/03/2017

Staff Partnership
focus groups
feedback
Monitoring level
of media interest
Monitoring impact
on our success
rate with regard
to bid and tenders

Consequence Likelihood
(current)
(current)

Unlikely (2)

Due date

Done date

Risk level
(Target)

All ward managers together with the
Head of Nursing will complete
management plans for all identified risk
areas. Identified risks will be included in
each team’s risk register.
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31/12/2016

ID

Description

Responsible
Group

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
18/02/2014
Workforce and
Learning
Development
Committee

1220

CDG01 - Data may be
Clinical Data
entered into the RiO
Governance
system late or data may Group
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 NHSI
Risk Assessment
Framework

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

Opened

17/03/2015

Trust
28/03/2012
Workforce and
Learning
Development
Committee

Controls in place

Existing
assurances

Dedicated resource in
recruitment team
Competency Based
Recruitment in place.
Workforce
subcommittee to
support recruitment
and retention

Vacancy rate
monitoring
“time to recruit”
monitoring

Major (4)

1. RiO training for
clinicians

1. Internal audit of
data quality

Major (4)

2. Business office
management of data
capture within
directorates

2. Trust
Information
Assurance
Framework (on
ifox)

3. Ifox enables
3. Integrated
clinicians to view
missing data near real Performance
Report tracks
time
where metrics
have been
checked for
Supervision Policy
Supervision
HR directorate has
records on NHS
implemented system Learn - managers
and processes for the have access to
recording and
records to
monitoring of
monitor
supervision and there compliance at
is a clear mandate for local level
directorate to address NHS Staff Survey
areas of nonTrust supervision
compliance with
surveys
managers on an
Integrated
individual basis.
Dashboard
reports

Consequence Likelihood
(current)
(current)

Rating
(current)

Risk level
(current)

Last review
date

Review date Mitigation synopsis

Due date

Possible (3)

12

High

19/07/2016

Possible (3)

12

High

15/09/2016

21/09/2016 On-going recruitment activity to target 31/12/2016
specific areas. A number of solutions
are being explored to promote Oxleas
as an employer of choice, with
initiatives to attract and retain high
calibre staff
•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
17/01/2017 Directorates and corporate teams will use 31/03/2017

Done date

Risk level
(Target)
Low

Date target
rating to be
achieved
31/12/2016

Low

31/03/2017

the 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 31/03/2017
to drill down to patient level
information.

Moderate (3)

Likely (4)

12
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High

21/09/2016

23/11/2016 On-going action - raising awareness and 31/07/2016 31/07/2016 Moderate
training on recording supervision. HR
directorate has implemented system
and processes for the recording and
monitoring of supervision and there is a
clear mandate for directorate to
address areas of non-compliance with
managers on an individual basis.

31/03/2017

ID

Description

Responsible
Group

1162

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

Opened

Controls in place

Existing
assurances

Consequence Likelihood
(current)
(current)

10/08/2015

Clinical Risk policy
Guide to the
Assessment and
Management of Risk
Care Planning Policy revised October 2016

Quarterly care
planning audit
cycle
Self-review
checklist in Care
Planning Policy revised Oct 2016
Incidents –
reduction in
number where
failure to identify
risk is a factor

Moderate (3)

Likely (4)

Rating
(current)

Risk level
(current)

Last review
date

Review date Mitigation synopsis

Due date

12

High

14/10/2016

09/12/2016 Care planning training to be delivered
by care planning transformation
manager to include care planning for
identified risks and effective recording
on RiO

31/03/2017

Done date

Risk level
(Target)
Low

Date target
rating to be
achieved
31/12/2016

Low

31/12/2016

Low

31/12/2016

Team Managers and care plan leads to
28/04/2017
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?'
A qualitative audit of top 100 most frequent
admissions will review a run up to these
admissions including crisis plans and risk
assessments. Following completion of
audit , a process of intensive multi-agency
crisis planning and risk assessment will be
initiated with the most frequently admitted
service users and then rolled out to other
patients, prioritising on a risk stratification
and frequency of contact basis

1166

1452

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

Trust
21/07/2015
Workforce and
Learning
Development
Committee

The HSE investigation into Trust Patient
the incident at the
Safety Group
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

12/09/2016

The Trust sources
agency staff only from
Framework agencies
and would expect staff
have been through
standard employment
checks (DBS,
professional
registration etc) and
have completed basic
mandatory and
statutory training

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

Major (4)

Violence and
Aggression RA’s on all
Bracton wards have
been reviewed and
improved and Safe
Systems of Work put
in place.
The policy has been
changed so that risk
assessments will be
reviewed annually
rather than every two
years

Compliance
register of
completed risk
assessment
maintained by
H&S Team

Critical (5)

Possible (3)

12

High

19/07/2016

21/09/2016 Modern Matrons to be responsible for

31/12/2016

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

Possible (3)

15

Significant
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12/09/2016

15/11/2016 A new risk assessment template has
31/12/2016 In progress
been developed and will be
implemented across the trust once this
has been approved

ID

Description

Responsible
Group

1451

There is a risk that the
Board of
trust could be prosecuted Directors
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

Opened

Controls in place

Existing
assurances

12/09/2016

Legal advice from
Capsticks with regards
to our responses to
HSE letter

Progress reported
to Executive Team
and Board of
Directors

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

Likely (4)

Rating
(current)

Risk level
(current)

Last review
date

Review date Mitigation synopsis

16

Significant

15/11/2016

07/12/2016 The Trust continues to co-operate with 31/12/2016
the HSE investigation and respond to
additional requests for information and
evidence as and when they arise.

Detailed action plan
from incident with
evidence of actions
taken to date
maintained by H&S
Team

An appropriate communications plan
will put into place to respond to any
media interest.

Due date

31/03/2017

The trust has taken legal advice on our 31/03/2017
response to the HSE investigation and
advice on options in the event of
prosecution. The trust will also explore
whether the NHS Litigation
Authority will cover some or all of the
defence costs under the indemnity
schemes.
The trust will need to make
31/03/2017
arrangements of ensuring their is
financial provision to cover the cost of a
fine.
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Done date

Risk level
(Target)
Moderate

Date target
rating to be
achieved
31/12/2016

ID

Description

Responsible
Group

Opened

Controls in place

Existing
assurances

Consequence Likelihood
(current)
(current)

Rating
(current)

Risk level
(current)

Last review
date

Review date Mitigation synopsis

Due date

31/03/2017

Done date

Risk level
(Target)

Date target
rating to be
achieved

Risk Type: Financial
1177

Not achieving the savings Trust Business
as a result of reductions Committee
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.

22/10/2014

Financial support
availabe to service
directorates to
support the delivery
of plans.

1217

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. We
continue to braech the
agency cap and which
could bring graeter
scrutiny and would
impact on the Finance
and Use of Resources
metric in the Single
Oversight Framework.
Agency spend >50% over
the cap of £13.3m would
lead to a score of 4 and
cap the rating of this
metric at 3 'triggering a
concern'.

21/07/2015

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
re-enforced. Monitor
guidance is being
adhered to and SLAs
continue to be
reviewed in order to
ensure agreements tie
up with rate cap with
defined expectations
on accountability and
compliance. Ongoing
monitoring of usage of
off-framework
agencies and noncompliance with rates
set out in Monitor
guidance. Staff who
have been
unsuccessful in their
application for
substantive posts are
considered for
recruitment to the
Trust Bank. Task force
set up and sign off of
invoices escalated to
senior management
levels. Additional
resources deployed to
support staff in setting
up rosters and using
the system effectively
to ensure greater
understanding the
capability of erostering as an
effective staff
planning tool. Greater
focus and monitoring
of bookings supported
by bank staff and
where this has not
been possible,

Reports to Board
and Business
Committee
Monthly/quarterl
y finance meeting
with service and
Financial recoevry
corporate
regime in place for all directoartes
directortes RAG rated Monitor Risk
'red'.
Rating an
indicator of
Monthly finance
financial risk
reports shared

Major (4)

Possible (3)

12

High

19/07/2016

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

Moderate

31/03/2017

Workforce report
and associated
measures
(absence,
turnover, vacancy,
bank and agency)
Weekly taskforce
meeting for those
RAG rated ‘RED'
Monitoring of
usage of erostering
Numbers of Bank
Staff recruited
Measuring growth
in numbers of
bank satff
Weekly task force
meeting for those
RAG rated
&#39;Red&#39;,
monitoring of
spend to assess if
this is within the
resources
avaialble (funded
establishment).
Monitoring of KPIs
that track
performance on a
team by team
basis
All teams on eroster and
compliant with
KPI

Major (4)

Possible (3)

12

High

19/07/2016

20/12/2016 All managers are tasked with reviewing 31/03/2016 05/07/2016 Moderate
all agency staff working in their areas as
a matter of priority, and the correct
process for booking and authorising
agency staff has been re-enforced.

31/03/2017

Monitor guidance is being adhered to 31/03/2016 05/07/2016
and SLAs 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 offframework agencies and noncompliance with rates set out in NHSI
guidance.
Staff who have been unsuccessful in
their application for substantive posts
are considered for recruitment to the
Trust Bank

30/06/2016 05/07/2016

Task force set up and sign off of
30/06/2016 05/07/2016
invoices escalated to senior
management levels
Additional resources deployed to
30/06/2016 05/07/2016
support staff 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
30/06/2016 05/07/2016
Board and action plans and updates are
now regularly scrutinised
30/09/2016 05/07/2016
Staff who have been unsuccessful in
their application for substantive posts
across all professions are considered for
recruitment to the Trust Bank.
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 01/04/2016 05/07/2016
system set up, task force regime
avaiable to focus on high spending
teams/wards. Invoice sign off set at a
level that provides greater oversight.
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ID

Description

Responsible
Group

Opened

Controls in place

Existing
assurances

Consequence Likelihood
(current)
(current)

Rating
(current)

Risk level
(current)

Last review
date

been possible,
understanding why
this is the case.
Agreed agency
monitoring process.
Tier system 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 setting
up and scheduling
rosters on a 6 week
cycle, and
undertanding the
capability of the erostering system as an
effective staff
planning tool.
1216

Trust Business
There is continued
Committee
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. In particular,
NHS Greenwich CCG
faces significant financial
challenges and the level
of efficiency savings
required in 16/17
Greenwich contracts are
substantially higher than
previously anticipated
and this may also impact
in 17/18

01/11/2011

Financial support to
service directorates
Monthly finance
reports

Review date Mitigation synopsis

Due date

Done date

Risk level
(Target)

Date target
rating to be
achieved

Moderate

31/03/2017

Additional resources in place to support 30/09/2016 05/07/2016
staff in setting up and scheduling
rosters on a 6 week cycle, and
undertanding the capability of the erostering system as an effective staff
planning tool.
All mitigation actions identified for this 31/01/2017
risk have been implemented and are
now embedded as on-going controls.
These include: re-enforcement of
processes for booking agency staff;
managers supported to improve
rostering practice on e-roster;
adherence to NHS Improvement caps
and monitoring of off-framework use;
encouraging recruitment to staff Bank;
task force for service with high agency
spend; direct engagement of agency
staff to allow recovery of VAT.

Regular reporting
of financial
position to Exec,
Business
Committee and
Board
Strong current
financial position
Monitor Risk
Rating

Major (4)

Likely (4)

16

Significant
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15/11/2016

30/11/2017 The Trust is continuing to strengthen its 31/03/2017
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

ID

Description

Responsible
Group

Opened

Controls in place

Existing
assurances

Directorate
Senior
Management
Team

30/09/2013

•Bed escalaRon
procedures now in
place across the trust,
with twice daily whole
system
teleconferences
chaired by the
Associate Director.
•A review of
governance structures
for bed management
has been completed
and three borough
based monthly
meetings have been
set up. This will
improve decision
making and
collaboration across
the care pathway. A
taskforce is
overseeing the action
plans across the 3
boroughs.
•Issues with recording
of leave in Greenwich
have been identified
that have over inflated
occupancy levels. A
new weekly
monitoring /audit
system has been
implemented and is
already showing
results.
•2 extra beds have
been opened in Oxleas
House to
accommodate
sleepovers and an
additional 3 beds in
GPH Bromley will be

Recent reduction
in use of UEAs and
bed occupancy
rates

Consequence Likelihood
(current)
(current)

Rating
(current)

Risk level
(current)

Last review
date

Review date Mitigation synopsis

Due date

Done date

Risk level
(Target)

Date target
rating to be
achieved

16

Significant

15/11/2016

15/12/2016 Development of inpatient demand
31/12/2015 31/12/2015 Moderate
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

31/03/2017

Risk Type: Operational
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

Risk Type: Strategic
1164

The National Quality
Nursing
Board has set clear
Executive
responsibilities for trusts Committee
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

20/05/2014

Safe Staffing Meeting
All wards have
dedicated board to
display rotas

Major (4)

Likely (4)

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 scruRny 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
authorities and CCGs to reduce delays that
slow down through put

On-going

Long Term:
•Develop waiRng area proposal (Clinical
Decision Unit) – develop initial costings

Moderate (3) Unlikely (2)

6

Moderate
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20/09/2016

17/01/2017 Put in place a procedure to ensure that 30/09/2016 08/09/2016 Low
a regular quarterly review of the
staffing against the templates is
completed by the Safer Staffing
Committee. This review should identify
situations where the baseline is not
appropriate, and temporary staff are
systematically used to meet safe
staffing requirements. Regular review
should help establish a more accurate
template and baseline
A Standard Operating Procedure is
31/12/2015 09/03/2016
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.

31/12/2016

ID

Description

Responsible
Group

Opened

Controls in place

Existing
assurances

Consequence Likelihood
(current)
(current)

Rating
(current)

Risk level
(current)

Last review
date

Review date Mitigation synopsis

Due date

Done date

A threshold for variations in the ratio of 30/09/2016 21/09/2016
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
30/09/2016 08/09/2016
sufficiently regular basis that the
planned staffing levels are reasonable
and that systems are designed and put
in place to monitor and adjust levels
where there are variances above set
thresholds. We recommend that where
there is a significant variance between
actual and planned staffing levels that
action plans are put in place to rectify
this

Other medical professionals should be
included within the template, and also
be considered as part of the quarterly
reviews of the templates

31/12/2016

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

Date target
rating to be
achieved

Board of Directors
1st December 2016
Agenda item

Board Committee proposals

Item from

Andy Trotter, Chair

Attachments

Committee structure chart

Item
Enclosure

14
13

Summary and Highlights
Following a review of the roles of the Audit Committee and Risk Committee and consideration of
how we can use our governance structure most effectively to maintain and improve the quality of
our services, a new committee structure proposal has been developed.
This structure combines the Audit and Risk Committees with the purpose of ensuring regular
oversight of our governance, assurance and risk management processes. It creates an Infrastructure
Committee which will enable Board Committee level oversight of capital investment, estates
developments and health and safety issues. It also creates a more explicit link between our
operational management structures and the Board Committee structure through lead Executive
Directors.
Audit and Risk Assurance Committee
This would be chaired by Steve Dilworth and would include two other NEDs.
Its purpose would be to assist the Board with its oversight responsibilities and it will independently
and objectively monitor, review and report to the Board on the process of governance, assurance
and risk management in place in the organisation and, where appropriate, will facilitate and support
the attainment of effective processes.
In fulfilling its responsibilities, the Audit and Risk Assurance Committee would work with the Quality
Committee and the governance, risk management and internal control systems to ensure that the
trust’s vision to improve lives by providing the best quality health and social care is progressed.
Each Board sub-committee would maintain its own risk register and report significant risks to the
Audit and Risk Assurance Committee via the Board Assurance Framework. The Audit and Risk
Assurance Committee would review the Board Assurance Framework to ensure that significant risks
are identified and that progress is being made in mitigating these risks.
Infrastructure Committee
The committee’s responsibilities would be:
• To advise on estates and infrastructure requirements including information technology to
support the development and delivery of effective and efficient healthcare services.
• To understand and advise on the interdependencies that exist between these programmes
and the trust’s clinical and operational developments.
• To ensure that estates and infrastructure requirements are agreed among all relevant
stakeholders.

•
•

•

To ensure that effective health and safety assessments and programmes are maintained.
To make proposals and recommendations to the Board of Directors as appropriate in
relation to capital investment and any potential alternative use or release of value of current
estates and infrastructure.
To ensure that the risks relating to the above programmes are identified, monitored and
mitigation plans are developed.

The membership of the committee would be:
• Two non-executive directors
• Director of Finance
• Deputy Chief Executive
• Director of Estates and Facilities
• Director of Informatics

Executive director links
For each Board sub-committee, a Board Executive Director lead would be identified to ensure
effective reporting between the Trust Executive and the Board Committee structure. The Trust
Executive will also maintain a risk register to ensure that risks identified within directorates are
reported and reviewed appropriately.
The meeting frequency is outlined on the attached chart.

Recommendations
The Board agrees the new structure.

Draft board committee structure
Board of
Directors
A
S
S
U
R
A
N
C
E

O
P
E
R
A
T
I
O
N
A
L

Audit and Risk
Assurance
Committee

Chair: SD
Exec lead:
Dir of Finance
Bi - monthly

Infrastructure
Committee

Chair: JS
Exec lead:
Dir of Finance
Bi - monthly

Business
Committee

Chair: JS
Exec lead:
Dir of Service Delivery
Monthly

Quality
Committee

Workforce
Committee

Chair: SJ
Exec lead:
Medical Director

Chair: JK
Exec lead:
Director of HR

Monthly

Monthly

Trust
Executive

Directorate senior
management teams
Directorate quality and performance committees

Board of Directors
1st December 2016

Item
Enclosure

Agenda Item

Workforce and Learning Development Committee report

Item From

James Kellock, Non Executive Director

Attachments

Agency Self Assessment Checklist

15
14

Summary and Highlights

The Workforce and learning development group met on the 23rd November 2016
Workforce KPI was noted
Sickness was recorded as 4.69%. The committee noted the increase in episodes of stress related
absence since 2011 and the continuing trend in 2016. Further analysis will be undertaken by the HR
teams. The committee also noted the high amount of absence recorded as due to “cold/flu” and the
low uptake so far of flu inoculation.
The positive progress on mandatory training compliance was noted following the introduction of new
training requirements in the autumn. The trust is on track to achieve compliance with these new
safeguarding requirements ahead of schedule.
Agency Self Certification Checklist
NHSi have asked all providers to complete a self-certification checklist for agency usage. The
document is attached. This was reviewed in detail at the workforce committee and clarifications
added in light of the teleconference with NHSi which provided some illumination of their thinking.
The committee were satisfied with the amended document.. The trust has identified further
assurance actions required in other areas to provide further guarantees that the controls in place are
being applied. These are outlined in the response.
The Chief Executive and Chairman are required to sign the checklist before it is returned.
European Working Time Directive breaches
The committee noted the new report detailing the number of potential breaches of EWTD by trust,
bank and agency staff. The committee agreed to the application of further controls and restrictions in
E-Roster to prevent managers booking staff who may breach EWTD rules. A risk will be added to the
WLDC risk register.
Recruitment
The trust’s compliance with Disclosure & Barring application and usage had been inspected by DBS
service. The report was very positive and the trust was regarded as being fully compliant. A challenge

was raised by the inspector in respect of seeking enhanced checks for volunteers. An explanation of
the trust’s risk based approach has been given.
The ongoing recruitment work in relation to the vacancies was noted (it was also noted that some
recorded vacancies are being kept for possible CREs). The extended time to hire in October was due to
a large number of internal redeployments which add to the overall recruitment timescale. Time to hire
will be an agenda item at a future committee meeting.
The committee was updated on a plan to reinforce to staff the opportunity to join the bank and the
ease by which this is possible.
Probationary Policy
Was agreed by the committee.
Healthy eating policy
Was agreed by the committee
Learning and Development Update
The committee noted the positive improvement in training DNA rates which had achieved the target
set. This will need to be maintained going forwards.
The learning & development subcommittee had met to review key training priorities and expenditure.
These included the provision of Mental Health Act training and the upgrading of the Trust Learning
System.
Band 4 Associate Nurse work
The committee noted that Oxleas had been identified as an ‘early follower’ for the adoption of the Band
4 Nurse Associate role in collaboration with SLAM and SWLstG. This will be built around a generic job
description and training supported by an apprenticeship programme. The role will provide a clear skills
pathway for staff entering at band 2 HCA roles and ultimately providing opportunities to progress to
full nursing qualifications.
Safer Working Guardian

Dr. Israel Adebukun, the trust’s designated safer working guardian presented an outline of his initial
work to the committee. Dr. Adebukun has, in accordance with his role, been working with junior
doctors as well as other senior medical colleagues and medical staffing to prepare for the new junior
doctor contract which will be applied to psychiatry positions in February 2017. Dr. Adebukun has also
been liaising with his opposite number in SLAM to ensure a consistency of approach. The potential
cost impact of the new rota was highlighted. A separate paper on the cost impact of the rota has been
prepared by Dr. Okocha.

Recommendations
To Note

Self-certification checklist
Please discuss this in your board meeting

Yes - please specify steps taken

No. We will put this in place - please list
actions

Governance and accountability

1

Yes; the Trust is rolling out of the recommendations from the Carter
Our trust chief executive has a strong grip on agency spending and the support of the agency
Review; Bank & Agency Taskforce / Turnaround meetings support areas
executive lead, the nursing director, medical director, finance director and HR director in reducing
to tackle agency use. The Executive Director of HR & OD has been
agency spending.
identified as the agency executive lead.

2

Reducing nursing agency spending is formally included as an objective for the nursing director
and reducing medical agency spending is formally included as an objective for the medical
director.

3

The agency executive lead, the medical director and nursing director meet at least monthly to
discuss harmonising workforce management and agency procurement processes to reduce
agency spending.

The agency executive lead meets with the medical director, nursing
director and the rest of the executive team on a regular basis to review
agency spend and usage.The usage, spend and processes underpinning
agency are also reviewed by the trust business and workforce groups in a
regular basis.

4

We are not engaging in any workarounds to the agency rules.

We are not engaging in any workarounds and are adhering to NHS
Improvement's agency rules including transparent reporting.

5

6

7

8

Reducing agency spend is currently an implied
objective - it will be formally included. Action Ben
Travis CEO in December 16

High quality timely data
The weekly NHS Improvement Override report is distributed at the
Workforce Governance group , highlighting the level of shifts in breach of
the rules; a monthly temporary staffing KPI report is produced which
details the reasons and volume of use across bank and agency. Routine
finance reports are provided to the Business Committee and Executive
Board on agency expenditure. A recent report has been produced for the
We know what our biggest challenges are and receive regular (eg monthly) data on:
- which divisions/service lines spend most on agency staff or engage with the most agency staff Service Directors detailing the use, spend and reasons for agency
- who our highest cost and longest serving agency individuals are
booking. Further exception reports need to be developed in the integrated
- what the biggest causes of agency spend are (eg vacancy, sickness) and how this differs
dashboard relating to agency expenditure and breaches. The Division
across service lines.
reporting the highest spend is Adult Communty care, the highest cost and
longest serving agency individuals are submitted as part of our regular
returns to NHSI, the biggest casue of agency spend is vacancy,
increased acuity and contract overperformance. In addition we have
detailed information which allows us to the differentiate priorities and
issues within directorates
Clear process for approving agency use
A centralised team oversee all agency bookings, including the
introduction and compliance of workers with the NHS Improvement rules.
During out-of-hours (5pm-9am) services are permitted to book workers
The trust has a centralised agency staff booking team for booking all agency staff. Individual
directly to cover emergency or unplanned requirements. Out of hours
service lines and administrators are not booking agency staff.
bookings are reviewed on the next working day by the central team
following notification by the ward manager and agency.

The Temporary Staffing policy and guidance notes clearly outline the
process and timeframes for temporary staffing bookings (i.e. when to
cascade to bank and when it is acceptable to open to agency bookings).
There is a standard agency staff request process that is well understood by all staff. This process Only staff with appropriate HealthRoster access have the ability to
request and book workers. Service directors are required to approve any
requires requestors and approvers to certify that they have considered all alternatives to using
exceptional agency use within their areas. The Chief executive signs off
agency staff.
on a weekly basis proactively all shifts which exceed the Wage cap and
are off framework in addition to a retrospective sign off on a daily basis for
any out of hours breaches.

A formal Senior Management sign off document
will be implemented for bookings above
establishment/outside critical area, to provide
assurance that alternatives are explored before
permitting agency use. A revised Temporary
Staffing policy is due to be ratified which clarifies
the acceptable reasons for using agency staff.

There is a clearly defined approvals process with only senior staff approving agency staff
A sign off process exists requiring approval for all agency bookings for
requests. The nursing and medical directors personally approve the most expensive clinical shifts. AHP and medical bookings.

Documentary evidence is required from each
Service Director that there is a clear process for
agency sign off in their directorates and clear
written conditions under which it is acceptable
to book agency. Evidence of this needs to be
provided to Simon Hart Director with
responsibility for Agency bookings. Evidence will
be required to confirm that each service
manager has acknolwedged these conditions
and signed off accordingly

Actions to reducing demand for agency staffing

9

10

11

There are tough plans in place for tackling unacceptable spending; eg exceptional over-reliance
on agency staffing services radiology, very high spending on on-call staff.

The NHSI definition of unacceptable agency
expenditure is that which is required to support
non patient safety reasons. The trust will need
to examine all Non patient safety related
Non Clinical Agency is being scrutinised on an individual booking basis to
expenditure and this will need to be monitored
determine its necessity relative to organisational priorities and cost
efficiency
by lead Director for Agency Spend.

There is a functional staff bank for all clinical staff and endeavour to promote bank working and
bank fill through weekly payment, auto-enrolment, simplifying bank shift alerts and request
process.

We have a bank of 500 workers, and approximately two-thirds of
substantive staff also have a bank assignment. We have a dedicated
resource to recruiting people to bank. Vacant duties are always cascaded
to bank first, and only sent to agency if they have not been filled closer to
the time of the required shift. Agency workers are stood down should a
bank worker become available. We have introduced weekly bank pay and
are due to implement EOL (self-booking system for bank workers) before
January 2017. Improvements to bank pay have been put in place for
substantive staff working bank.

All service lines do rostering at least 6 weeks in advance on a rolling basis for all staff. The
majority of service lines and staff groups are supported by eRostering.

Services are required to roster six weeks in advance, and are being
supported by the Healthroster team to improve the accuracy and advance
planning in their rostering. Each month detailed KPI's are produced for
the Board and the Executive identifying where there remain areas of
concern with regard to rostering. The Roster KPI indicates that whilst all
areas are regularly approving rosters the trust is focussing on the quality
of those rosters as a means of improving workforce efficiency, in line with
Carter principles.

Clarification was sought with regard to this
metric and we understand that the 21 days is
measured from the starting point of a
resignation to the day an unconditional offer is
sent. We have discussed our concern with
regard ot this metric with the Agency team from
NHSI. Oxleas deliver CQC compliant
recruitment with an average time to hire of 16
weeks, including notice periods. This includes all
types of recruitment including those with CTC
security clearance as well as offers made to
students some months in advance of
graduation.

12

There is a clear process for filling vacancies with a time to recruit (from when post is needed to
when it is filled) of less than 21 days.

13

The board and executives adequately support staff members in designing innovative solutions to
workforce challenges, including redesigning roles to better sustain services and recruiting
differently.

The trust has designed and implemented innovative solutions to
incentivise Bank Working in the trust and pioneer an innovative pension
opt out scheme to improve the basic pay of band 5 nurses. Development
of new roles and educational pathways are also being actively worked on.

14

The board takes an active involvement in workforce planning and is confident that planning is
clinically led, conducted in teams and based on solid data on demand and commissioning
intentions.

The Board is involved in workforce planning and clinical professional
leadership is integrated at all stages of the process.

Working with your local health economy
Exception reports highlight the services that are being sustained by
temporary staffing. These are shared with all Executive and Service
directors.

15

The board and executives have a good understanding of which service lines are fragile and
currently being sustained by agency staffing.

16

The Trust is in discussions with SLAM and South West London and St.
The trust has regular (eg monthly) executive-level conversations with neighbouring trusts to tackle George's to re-evaluate the bank and temporary staffing functions. Work
is underway on scoping a number of options. An agency use
agency spend together.
benchmarking activity is also underway with CNWL.
Signed by

[Date]

Trust Chair:

[Signature]

Trust Chief Executive:

[Signature]

Please submit signed and completed checklist to the agency inbox (NHSI.agencyrules@nhs.net) by 30 November 2016

Board of Directors
1st December 2016
Agenda item

NED report – Board Visits

Item from

Andy Trotter, Chair

Attachments

Board visit summaries
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Enclosure
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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

19/10/16

Service

Scadbury ward

Attendees

Abi Fadipe
Estelle Frost
James Kellock
Ify Okocha (apologies)

Brief description of service

A 22 bedded ward currently with a mixture of functional patients and those with dementia.

Overview of visit

We initially met with the ward manager and modern matron, then with two members of staff and
then chatted to half a dozen patients. After EF and AF left I was shown round the ward by the Ward
manager and met two junior doctors (in training) and another nurse.
The ward has around 30 staff and three vacancies. It has a number of challenges particularly a
diverse group of staff with differing attitudes to performance and change, the challenges of caring
for two different types of patients at the same time and the constant pressure of demanding
patients. The ward manager and consultant are both quite new and there have been changes and
improvements; new staff (both nurses and HCAs) were singled out for their positive attitude, the
average length of stay has reduced from 6 months to 16/18 weeks and unnecessary observations
have been stopped as have sleepovers from Working Age Adults. The ward manager is thinking of
having HCAs attend the ward round. A ligature risk assessment of communal areas was done in the
last few weeks which identified a number of things that need to be addressed. The assessment will
be repeated.
Staff told us that there was good teamwork and they feel supported if they want to go on a course
(“this is a good trust – I‘ve worked here for eight years”). However they reflected management’s
view that not all staff are working to the required standard. One member told us they did not think
the standards of cleanliness were always good enough. We asked about aggression from patients
and were told that sometimes staff don’t record these on Datix because there is no feedback from
management (the police are not that supportive either). Staff were also frustrated that they are not

always told of new patients coming on to the ward. They were pleased that they had “passed” the
CQC but felt that more staff were needed. The directorate was said to be very supportive as was
senior management and other ward managers. One said they did not think the mixture of functional
and dementia patients was working as the latter took all the attention of staff. One staff member
compared Scadbury favourably with another Oxleas ward they had worked on a few years ago but
pointed out that the Duty Senior Nurse role was very stretched.
The two junior doctors did not join the staff meeting because they had not been invited, which
surprised me. One said they could spend hours trying to find out who the consultant on call was.
They were also unclear whether they had to be in the building at all times and felt the rules, as they
understood them, were inconsistent (why was it acceptable to go to A & E for an hour and half when
no other doctors were available but not acceptable to attend training when 4 other doctors were
available?).
Feedback from patients was mixed; some liked the food others didn’t, one said ward rounds were a
waste of time as you weren’t told anything about your progress, another said the staff were “ok”.
Walking round the ward confirmed what we had been told about the ligature risk assessment of
communal areas, i.e. there are currently risks that need to be mitigated. I also saw an en-suite
bathroom door that did not appear to have been adapted sufficiently to reduce it being used as a
ligature point.

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

Issues raised

Action

To try to improve support from the Police

IO?

To ensure that Scadbury staff are told in advance
when to expect new patients

EF

To investigate whether more staff are needed

EF

To ensure junior doctors understand what is
expected of them and that they are
appropriately supported by consultants

AF

To address ligature risks

EF

To support staff in recording incidents on DATIX

EF

Non-Executive Directors’ board visits
Date of visit

Service

7 November 2016 Burgess Ward
Crofton Ward

Attendees
Jane Wells
Dr Elizabeth Zachariah
Alison Furzer
Stephen Dilworth
Lisa Dakin
Apologies – John Enser

Brief description of service
Medium secure forensic wards at Bracton for male service users

Overview of visit

We met with ward managers, staff and service users on both wards.
Staff raised issues about staffing levels and impact that escorts and activities has on reducing
numbers of staff on wards and therapeutic time available. Both wards described feeling very
stretched. Reassurance given that there concerns were actively being explored and ward managers
invited to professional judgement of revised staffing recommendations on 26 November. Suggestions
made that there could potentially be more staff on a late shift.
They reflected on the challenges of working with people with personality problems and how team
worked together and used reflective practice to manage and support.
The recent incident was raised and although there was an appreciation and acknowledgement of the
initial intense support, it was noted that the support seemed to have tailed off. Support is provided
through reflective practice. There was a feeling expressed that there needs to be more “recognition
of what we have been through”. One member of staff said that “it was all about the kitchen, not us”
which was a powerful reflection to note. They thought that “ongoing support” was required.
There was agreement that knives should not be used in kitchens and an appreciation that this has
been stopped. This has also positively impacted on staff and nurses on a late shift are no longer
spending 4 hours cooking. The staff considered that messages about light lunch preparation was
inconsistent. Henri’s are not providing light lunches only sandwich fillings for staff to prepare
sandwiches and soup. The main meals are cooked by Henri’s at the moment but staff still have to
take frozen food as per food strategy menu to Henri’s for cooking. This remains labour intensive.
They were reassured that this is under review with a view for all meals to be “cook chill” (ie preprepared and heated). Requests were made for housekeepers not staff to serve food. There were
further comments about the need for more consistent search and security access policies, plus also a
suggestion that the roles of nursing and security need to be separated.
There was a lot of support for each other and pride in their work and the difference that they are
making to service users lives.
Service users were very positive. On Burgess there was mention of needing more activities in the
evening (such as competitions) and opportunities to access the gym.
We met two new very enthusiastic staff – a nurse and support worker – reported to be settling in and
enjoying their roles. Crofton reported better retention of staff. Burgess main staff issue is sickness
which is being managed well.
There was positive feedback on Crofton ward about the use of a real time risk assessment scale
called the Broset Violence Checklist. This is being tested and may be rolled out to other wards.

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

Issues raised

Action

Staffing – plus consideration of more staff on a
late shift compared to an early shift

Forensic staffing review carried out 5 November,
professional judgement to be conducted with
ward managers on 26 November. Review and
consideration of ate shift to be presented to
forensic directorate.
Jane Wells

Light lunch preparation

Kitchen and meal preparation review in progress
with a completion date of 15 November. Review
to be presented to directorate.
Jane Wells and Rachel Evans.

Activities and increasing escorts for gym in
evening (requires more staff to be trained for
service users to attend gym)

To discuss and plan with ward teams.
Elizabeth Zachariah

Template for Non-Executive Directors’ board visits
Date of visit
7 November 2016

Service
AMH &LD – Oxleas House

Attendees
Andy Trotter, Chair

Brief description of service
Adult Mental Health Inpatient Adult Services

Overview of visit
I met Dr Anthony Akenzua and Modern Matron, Joanna George. I visited Shrewsbury, Avery,
Maryon and Tarn Wards. Staff were positive and enthusiastic and morale was much higher than on
previous visits. The use of ELFT beds, the single sex wards and the new admission policy had clearly
made an impact.

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

Issues raised

Bank – some concerns about how our Bank
system operated.
Ligature points - ligature points had been
mapped but some await attention. Two wards
are still using steel cutlery. This is in hand but
needs to be resolved.

Action

Simon Hart

Non-Executive Directors’ board visits
Date of visit

14 November
2016

Service

Nursing directorate team
Pinewood House

Attendees

Jane Wells
Stephen Dilworth

Brief description of service
We met the Nursing team which is part of the corporate services based at Pinewood House. The
service ensures professional practice and standards for nurses and healthcare support workers and
statutory duties and compliance with infection, prevention and control, children act legislation, care
act legislation, safeguarding children and adults, mental health act legislation and patient safety.
They described themselves as providing the best care and best practice for legislation, compliance,
governance, training, audit and working with nurses and health care support workers to
continuously improve practice.

Overview of visit
Teams described their roles and responsibilities.
Discussions included:
Work experience for nursing - there are often enquiries from students’ wishing to undertake work
experience so that they can then do nurse training but this is not routinely offered, the students are
referred onto the volunteer services. However there was support for offering this, particularly for in
nursing. It was noted that work experience is sometimes offered to potential medical students which
felt a bit inequitable.
Staffing levels – all felt that there was a need for more staff in the nursing directorate but recognised
that this was unlikely in current financial climate and need to do more with less. It was noted that as
services get bigger and new services are successfully tendered for there is no proportionate increase
to the nursing team staffing despite increases in associated work requirements.
Sub-contracting – there were concerns voiced about the increasing use of subcontracts and visible
effect this has had on reduced quality – such as cleaners on the wards.
Business support – it was highlighted that the service directorates have business support offices for
regular data requests and submissions but the nursing team do not but are constantly required to
provide data – such as to commissioners form 3 CCGs and 3 LAs– all wanting slightly different things.
The quality of the data is not always good, i.e. it reports on numbers but does not show if this is
good or bad. There is very little flexibility and difficulty pulling data especially safeguarding data as
constantly modifying RiO systems. Staff need to know where to very precisely record things which is
often interpreted differently so hard to validate e.g. the number of adult mental health service users
is 4000 but our data shows they only have 100 children for these (we would expect 600 – 1000).

Mental health act team – described as a wonderful team, they have very few mental health act
incidents despite being second smallest team in London. Their average caseload is 94 detained
patients (this is double the average).
Nursing – the best thing about the nurses in Oxleas is they always go above and beyond – this is
really appreciated, especially by the safeguarding team. It is reassuring that there is support across
the trust despite inequitable funding to each borough. There is still too little safeguarding adult
leadership – only 4 days a week for the whole trust.
Bracton incident – infection control team were very involved and support was also provided to
nursing students and has continued by Lisa Newsum, placement development manager. Lisa has also
worked hard to retain nurses due to take up posts in forensic services
CQC - we had a lengthy discussion on CQC and corporate staff communications. There was a feeling
that there was too much focus on the negative aspects of the CQC visit (i.e what went wrong and
needs to be corrected) - people understand that areas need to be improved but, to keep this in
balance, they would also like to hear of what went right, what we can learn from the good areas of
practice and that there should be more recognition of the good and outstanding parts of the Trust
performance. To this end, we should consider broader staff meetings (i.e more than just
departmental gatherings) where staff can be updated, consultation undertaken and best practice
shared. This would help corporate cohesion and staff morale. Several longstanding staff felt moral
was at its lowest (as evidenced by Wendy’s report). The example was given of South Staffs Trust who
have “20/20 sessions” to encourage staff engagement. Maybe a little more of face to face meetings
rather than e-mails.
There seemed to be a small knowledge gap as to what we are doing to deal with CQC criticism.
Circulated e-mails to all staff may not have sunk in with everyone. Staff were very pleased with
Oxleas open door policy and felt that management were very approachable. “….. always listens to
what we have to say” was a nice quote! Interesting view on the bed management issue picked up by
CQC. The issue was that we had a service user on a couch rather than a bed which is not considered
caring or dignified. This was interpreted as no one taking responsibility for the patients, although
this was not the case.

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

Issues raised

Staff briefing sessions with wider audiences

Action

Board and Executive

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

22 November
2016

Service

Norman Ward, GPH

Iain Dimond

Attendees

Lorraine Regan
Board Member visiting –Andy Trotter

Brief description of service
Inpatient, Rehab and Crisis - Norman ward, Green Parks House
Norman ward is a 17 bedded mixed acute psychiatric for adults aged 18 and 65 years living primarily
in the borough of Bromley area.
Modern Matron is Lawrence Yong
The ward Manager is Catherine Kirwan
Dr Saj Malhi is the Consultant Psychiatrist
The ward has separate designated male and female areas.
Staffing levels are 5-5-3 meaning 3RMNs and 2 HCA in the morning and afternoon and 2 RMNs and 2
HCA at night.
Purpose of visit
-To visit the ward environment
-To touch base with the front line staff and hear how staff are managing, hear complaints/concern
so that he can take them forward to Board meetings.
- To speak to staff members and hear their views on any issues that may be affecting both staff and
patients on the ward and also impacting of the care/service given to patients, e.g staff shortages

Overview of visit

We were taken on to the ward by Lawrence Yong, Modern Matron, as the ward manager was
involved with a family.
We met with a charge nurse and staff nurse who talked openly about the issues on the ward and
their experiences.
This was followed by a walk around of the ward.
Finally we were able to speak to one patient and the ward manger joined us for the last part of our
discussions.

Noteable issues:
1. We were able to see that all sharps were locked away in the kitchen as expected.
2. Staff were able to tell us about the ligature risk assessments and blind spots on the ward and
talk about the folder that includes photographs of ligature points. Management plans were
in place for identified ligature points.
3. When looking at the leave board we noticed that some patients who were on the ward
informally had no leave against their name. Catherine, the ward manager, will ensure that
the wording is more accurate.
4. Staff were positive about the increase in numbers on shift saying that during the day 5:5 has
made a significant difference.
5. They were able to see that the bed management rules had also made a difference especially
to the charge nurse in his role as DSN.
6. When we walked around the ward confirmed that they had had no mixed sex breaches and
the signs for the mixed gender rooms were in place. The ward are waiting on the improved
signage.
7. There is a ligature point in the female lounge which is an area of concern, the ward manager
confirmed that a management plan was in place for this but that it did cause some anxiety.
8. There are two boarded up doors on the ward which make the environment look hostile,
these are taking a long time to repair according to staff.
9. The patient that we spoke to raised an issue in reaction to the washing machine not working
as it should, Lawrence will investigate the possibility of moving the washing machine over
from Somerset Villa.
10. We discussed the no smoking policy. Staff are struggling to stick to the policy and are finding
themselves escorting patients off site to smoke, this is time consuming and sometimes they
are not able to facilitate this. There have been a few incidents of patients smoking in their
bedrooms. There need to be some additional clarity about the search policy to deal with
patients who continue to bring cigarettes and lighters onto the ward.

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

Issues raised

Action

There is a ligature point in the female lounge
which is an area of concern, the ward manager
confirmed that a management plan was in place
for this but that it did cause some anxiety.

Estates to advise on timeframes for a
replacement window for this room to ensure
female patients can access it without always
needing staff support.

Board of Directors
1st December 2016

Item
Enclosure
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Agenda item

Business Committee update (15th November 2016 meeting)

Item from

Jo Stimpson, Non-executive Director

Attachments

a)
b)

Finance Report
NHSI Agency performance report September 16

Summary
Key highlights from the Business Committee
•

The Committee was updated on the South London Forensic project. The Trust continue to
lobby and have the Forensic LD activity in the programme but require further discussion
with the ALD ‘Transforming Care Programme’. The business case will include but separate
out the ALD cohort.

•

The Committee was updated on the Trust’s Informatics strategy which builds upon previous
work. In the last three years the focus has been on iFox software, RIO and Mobile working.
Future strategy will focus on the following 6 key areas:
I.
II.
III.
IV.
V.
VI.

•

Improving resilience and availability of IT infrastructure
Providing staff with Information they require for their roles
Supporting staff using technology
Improve resource management/productivity
Greater patient engagement
Better co-ordinated tailored care

The Committee was updated on the following bids & tenders:
1. Bromley IAPT (£2.8m pa) – Awaiting decision after positive interview
2. Bexley Children’s Public Health (£3.4m) – ITT due on the 25th November
The Bexley Children’s service is a defensive bid, the new annual value is £0.5m less than
current investment. The commissioner is looking to combine the budget of health visitors,
school nursing and family nurse partnership with a greater number of KPI’s and financial
penalties attached. The Trust tender will highlight all issues and risks, with caveats added as
required.

•

The Committee noted that October (month 7) reported a financial position that was £144k
behind plan which was mainly due to a number of one-off costs. Discussions with GCCG and
KCH continue with a focus on resolving debt levels. Agency spend continues to be higher
than the assigned cap with London wide data now being published by NHSI which is likely to

bring additional scrutiny to the spend figure.
•

The Committee received draft financial plans for both 2017/18 and 18/19 financial years.
The Committee debated the difficulty of meeting the control totals and requested that the
Executive continue to push for profit on property sales to count towards the totals. The
Committee noted that failure to meet the assigned control totals would result in a reduction
of £750k CQUIN funding.

•

The Committee were updated on the Strategic Estates Partnership (SEP). Discussions with
three potential partners have been positive with the preferred partner to be selected in
February 2017.

•

The Committee discussed Oxleas Prison Service (OPS) Ltd and how the arrangements
between it and the Trust facilitated recovery of VAT on dispensed drugs. HMRC have raised
concerns about the VAT treatment but advice has been sought from Ernst & Young (who
originally advised the Trust when OPS was set up) and it had been agreed that the Trust
would contest the interpretation formally. A letter has been sent to HMRC to this affect.

•

The Committee confirmed that the Trust would provide the ‘parent guarantee’ for OPS Ltd,
this enables OPS to use the subsidiary audit exemption.

•

The Committee were updated on the Charitable Fund accounts. Due to a change in
reporting standards, a number of funds have been reclassified from ‘restricted funds’ to
‘unrestricted funds’. There is no material impact of this change.

•

The Committee noted the work to date that had taken place against the ‘acute sector’ Carter
recommendations.

•

The Committee were updated that NHSI had adjusted the control totals for a number of
organisations where new information has been made available. The Trusts control totals for
both 2017/18 and 18/19 remain unchanged.

•

The Committee reviewed the NHSI agency self-certification document. The information on
the return was to be reviewed with further evidence gathered to ensure an accurate
submission. The updated checklist would be reviewed by the Workforce, Learning and
Development Committee.

•

The Committee approved the ‘Single Tender Waiver’ for the Business Management System
at the QMS Cancer Centre.

•

The Committee were updated on the Greenwich MSK contract which had recently been
awarded to Circle Health who would then sub-contract out physiotherapy and podiatry
services to the Trust. Due to the nature of the contract there are several risks to the Trust:
I.
II.
III.

No guaranteed activity levels
Contract award to Circle Health being challenged
Delay in moving podiatric services to ECH

The Committee confirmed the pricing levels agreed with Circle Healthcare.

NHSI agency report
Jim Mackey previously advised NHSI that provide greater transparency to the sector, and this included the
sharing of trust level agency expenditure across the regions. The first monthly agency performance report,
covering our region for September 2016 was received and is attached for information.
Recommendations

To note

Finance Report for 7 months to 31st October 2016
Board of Directors Meeting
1st December 2016

Financial Overview
NHSI Finance and Use of Resources Score
Income & Expenditure
Statement of Financial Position
Capital Investment
Risks
Appendix 1: Savings Plan

2
3
4
5
6
7
8

1

Financial Overview
Control Total
Control total – surplus of £2.580m – Underlying surplus £1.0m and sustainability and transformation funding (STF) of £1.580m.
Year to date
YTD plan (excluding STF funding) deficit of £398k. For the seven months ended 31st October 2016 we delivered a deficit of £542k which is £144k behind
plan. The two major factors driving this deterioration are:1. Cost pressure associated with 12 extra beds from ELFT £215k
2. Unplanned redundancy cost £133k
Additional investment of £170k has mitigated some of this cost.
Forecast Outturn
Based on our latest assessment of ‘business as usual’ cost and income we would deliver a surplus of £1m , which is in line with our plan.
This position is however adversely impacted by the additional £1.2m of costs for additional inpatients beds at ELFT, however we look to utilise ‘profit on
asset sales’ (£0.3m) and additional investment (£0.3m) to partially offset this pressure.
These known factors adjust our forecast outturn to a surplus of £0.4m. We have shared this with colleagues at NHSI and have been asked to make every
effort to achieve our control including the release of any flexibilities on our balance sheet and putting in place any other measures available to us to close
the gap.
The forecast outturn excludes all costs associated with the on-going HSE investigation. We will assess the impact once the investigation has been
concluded as this will have a direct impact on the bottom line.
Cash
Total cash and short term investments was £70.2m at the end of October which in line with plan. Year-end cash forecast of £50m remains on track.
NHSI Finance and Use of Resource Metric
The new ‘Single Oversight Framework’ went live 1st October 2016. We have achieved an overall score of 2 against the Finance and Use of Resources metric.
Efficiency Challenge
Savings target £8.1m – national and local efficiencies account for £4.9m and £3.0m respectively and includes unmet CREs from 15/16.
Savings schemes to the value of £7.9m identified – £0.3m of these remain high risk. All things being equal we envisaged all plans to have been delivered by
31 March 2017. For further detail see Appendix 1.

2

NHSI Finance and Use of Resources Score

•

The new ‘Single Oversight Framework’ scoring system went live 1st October 2016.

•

‘Finance and use of resources’ theme is made up of the metrics detailed in the table below. Each metric has been assigned an equal
weighting. A score of 1 is the ‘best’ and 4 the ‘worst’.

•

Scoring a ‘4’ on any metric caps the overall score to at most a ‘3’, triggering a concern.

•

Providers are assigned a overall ‘segment’ taking into account scores attained across 5 core themes, with ‘Finance and the use of
resources’ being one of these. Segment 1 means complete autonomy and 4 would lead to special measure being instigated.

3

Statement of Comprehensive Income
Surplus
•

We have delivered a ‘underlying’ deficit for the seven months ended 31st
October 2016 of £542k which is £144k behind 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.

Agency Cap
•

We are currently breaching our agency cap, Target £7.8m, actual cost
£10.4m, which is 34.3% above cap.

Income
•

Income is £0.8m 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.

Expenditure
•

•

Pay expenditure is £1.4m 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 £2.2m 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
Debt summary
•
•

Total debt stands at £12.6m, a net increase of £0.3m from March 2016.
£2.9m of this value has been settled in cash and a further £0.6m has been agreed for payment by the end of
November. Taking this into account the underlying debt position reduces to £9.1m.

•

Debts >90 days have decreased by £0.4m to £4.1m between September and October. Taking into account updates
post month end, >90 day debt reduced to £2.6m with a further £0.3m agreed for payment in Nov. Areas of focus: KCH £0.5m (QMH rent and pass through) now paid. A revised payment schedule starting mid Nov has been
requested. A request has also been made to the FD for an increase in monthly payments to £1.5m. Whilst
this has not been formerly acknowledged, £0.2m additional income was received early Nov.
 Greenwich CCG 1.3m (overseas patient charges). The CCG has re-confirmed it intention to audit the charges
but has after repeated attempts not provided an exact date for the start and end of this review. The CCG
CFO as asked for a meeting to discuss the risk associated with these charges should the allocation not
equate to the total payment due.
 NHSPS £0.3m. Payment £0.1m has been received in Nov. The balance has been approved for payment but
held by NHSPS Finance until Oxleas release NHSPS payment, however credits due from NHSPS are holding
up the balancing transaction. Expect resolution by end of Dec.
 LGT £0.2m (QMH parking permits, EBME and catering contracts) Parking permits have been reviewed by
L&G Estates, and we await agreement of credits due to L&G before payment processed. Oxleas will also
being providing further detail with regards to QMH pass-through costs to satisfy budget holders.
 NHSE £0.2m QIPP. Further discussions underway with NHSE regards risk share.
 Bridges Healthcare Services £0.2m (QMH drugs and Foxbury rent). A partial settlement of £50k was received
in Nov, this was negotiated as part of the re-opening of Foxbury ward. Further discussions continue
regarding the balance of the debt.

Payments

A ged profile of debt

NHS

> 90 days

31-60 days

100.00

14

80.00

12

8
6
4

20.00

5

Oct-16

Sep-16

Jul-16

Aug-16

Jun-16

Apr-16

May-16

Mar-16

Jan-16

Feb-16

Dec-15

Oct-15

Nov-15

0.00
Sep-15

Oct-16

Sep-16

Jul-16

Aug-16

Jun-16

Apr-16

May-16

Mar-16

Jan-16

Feb-16

Dec-15

Oct-15

Nov-15

Sep-15

Jul-15

Aug-15

Jun-15

Apr-15

May-15

Oct-16

Sep-16

Jul-16

Aug-16

Jun-16

Apr-16

May-16

Mar-16

Jan-16

Feb-16

Dec-15

Oct-15

Nov-15

Sep-15

Jul-15

Aug-15

Jun-15

Apr-15

May-15

Mar-15

0

Jul-15

2

0.0

40.00

Aug-15

1.0

60.00

Jun-15

£m

2.0

%

10

3.0

Mar-15

£m

4.0

Value

1-30 days

16

5.0

Number

Invoices paid (%) within 30 days

61-90 days

Apr-15

Non NHS

6.0

May-15

> 90 day debt

The public sector payments target is that 95% of invoices are paid within 30 days of receipt of goods or a valid
invoice. In October 89% of invoices by volume and 89% of invoices by value were paid within this target.

Mar-15

•

Capital Investments

 Phase 1 - GallifordTry are on plan with the construction of the ground & 1st floors of the main building. The work iis in week 30 of the 60 week contract.
 Redevelopment Phase 2 – The November Capital Investment Committee agreed Phase 2 design fees of £0.5M for GallifordTry to commence design for the
second floor work, this will be absorbed within the funds allocated to Phase 1.
 The Kidney Treatment Centre (KTC) – GallifordTry commenced construction on the 29 August 16 and are due to complete end March 2017 with the service
opening at the end of April 17. GallifordTry are on programme and are in week 10 of the 28 week contract, work will be increasing over the coming months.
 Backlog Maintenance: Asbestos remedial works tender - further clarifications are being made and work will start early Dec 16. The specification to replace the
damaged road ducts at QMH is being priced ,work will commence early 2017.
 Car park works and external lighting - Goody Demolition/Datum (contract value of £1,063k + vat) started on the 6 June approx. 90% of the works have been
completed. Due to the nature of the work and the Trust taking the risk on unforeseen ground conditions etc. the project is committed to the budget limit of
£1.75M. Work on potential additional VAT recovery is being discussed with Ernst Young.
 Cancer Treatment Centre - the contractor has provided a revised date of the 30th November for practical completion. However given previous commitments
and delays this date could be pushed back again. The Developer (HTI) have intimated that they have reached a commercial settlement with the Contractor
(Arien) which should improve the cash flow to the contractor, so helping to bring the project to completion.
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Risks
Financial risks scoring 8 or above have been included in this section. The risks reflect the discussion at the November Risk Committee. The full finance
risk register will be reviewed at the January meeting of the Risk Committee.

Appendix 1 – 2016/17 Savings Target and 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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London monthly regional agency
performance report: September
2016
This is the first London monthly regional agency performance report: a monthly
update to trusts providing further information to the region on our combined effort to
reduce spend on agency staff. This document will allow you to see how you and your
peers are doing on key agency metrics and will provide updates on support available
and steps to take to keep up the momentum.
It has been one year since NHS Improvement introduced the agency rules, at
trusts’ request, and the sector has delivered reductions in agency spending of over
£600 million. Spending on agency staff in London is now c.16% lower than in the first
six months last year.
Our region is £51 million above our ceiling target
We need to keep improving and more can be done across the London region; we are
already £51 million above the aggregate ceiling this financial year. The Single
Oversight Framework now scores trusts based on their variance to their allocated
ceiling, further triggering action from trust boards.
London has a unique make up of agency spend with high contributions from nursing
and corporate staff. Across the region we’ve reduced the level of nursing shifts
breaching the price cap by c.50% since the start of April, which has contributed to
savings made across the sector. However, the level of shifts above price cap has
remained high for administration and estates, dropping by only 6% in the same
period. We may begin to ask trusts across London, with spending higher than ceiling,
to submit shift-level data on non-clinical overrides.
Supporting trusts
NHS Improvement is supporting trusts to further improve their agency performance.
Our workforce improvement team has enabled some trusts to improve their agency
controls and spend. All approved frameworks have fully embedded the requirements
of NHS Improvement, including price caps and maximum wage rates, in their

contractual terms and conditions. This means that all agencies on the approved
frameworks have agreed to meet these conditions.
NHS Improvement has also taken steps to help tackle medical locum spend. Guides
are available on our website (https://improvement.nhs.uk/) to help trusts further
reduce locum spend. If all the c.2,600 weekly locum shifts above price cap in London
are reduced by £5 an hour, we’ll save around £5 million a year across the region.
This document will allow you to benchmark your staff group contribution to agency
spend against other trusts across the region. Thanks to your efforts with recent
collections, future issues of this report will also be able to breakdown expenditure
into greater details of speciality.
Spend relative to ceiling
The three trusts with the lowest spend relative to ceiling are:
Trust name

Agency spend vs.
ceiling %
(50.7%)

University College London Hospitals NHS Foundation
Trust
Kingston Hospital NHS Foundation Trust
Imperial College Healthcare NHS Trust

(19.9%)
(17.2%)

The three trusts with the highest spend relative to ceiling are:
Trust name
North Middlesex University Hospital NHS Trust
St George‘s University Hospitals NHS Foundation Trust
South West London and St George‘s Mental Health NHS
Trust

Agency spend vs.
ceiling %
101.4%
69.9%
66.2%

The Month 6, Provider Sector Performance Report will be published this month and
for the first time will include details of trust performance on agency spend. In the
report we will be publishing a national table of trusts with the highest 20 and lowest
20 agency spend against ceiling and also spend as a percentage of total staff pay.
If you need any support or questions regarding the agency rules, please email
NHSI.agencyrules@nhs.net

Steve Russell
Executive Regional Managing Director (London)

London region - monthly agency performance report
This report is based on information between April and September 2016

Agency Single Oversight
Framework score

Agency spend

Agency SOF score (Distance
from provider ceiling)
Agency spend

£373.7m Score – 1 (Less than 0%)

Agency spend vs. ceiling %

+15.7%

Agency spend % of total pay

7.2%

Agency spend - breakdown

Number
of trusts

Nursing,
Midwifery &
Health
Visiting
Medical &
dental

7

Score – 2 (Between 0% – 25%)

14

Score – 3 (Between 25% – 50%)

10

Score – 4 (Above 50%)

5

Total

36

22%
39%
19%

Admin &
Estates

19%

All other

Price cap overrides - breakdown
Nursing, Midwifery & Health Visiting

Medical & Dental
6,000

16%
33%

Nursing,
Midwifery
& Health
Visiting
Medical &
Dental

4,000
2,000
04-Apr

21%

Admin &
Estates
31%

02-May

30-May

27-Jun

25-Jul

22-Aug

19-Sep

04-Apr

02-May

Admin & Estates

30-May

27-Jun

25-Jul

22-Aug

19-Sep

All other

6,000
4,000

All other
2,000

04-Apr

02-May

30-May

27-Jun

25-Jul

22-Aug

19-Sep

04-Apr

02-May

30-May

27-Jun

25-Jul

22-Aug

19-Sep
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London region - monthly agency performance report
Trust name

Barking, Havering and Redbridge University Hospitals
NHS Trust

Agency
Agency spend Spend %
spend vs. vs. ceiling %
of total
ceiling % Rank
staff cost
Rank

Trust name

Agency
spend vs.
ceiling %

Agency spend Spend % of
vs. ceiling %
total staff
Rank
cost
Rank

3.3%

11

17 London Ambulance Service NHS Trust

12.3%

17

3

Barnet, Enfield and Haringey Mental Health NHS
Trust

27.8%

23

25 London North West Healthcare NHS Trust

(5.4%)

7

15

Barts Health NHS Trust

20.3%

20

29 Moorefield's Eye Hospital NHS Foundation Trust

2.4%

10

8

Camden and Islington NHS Foundation Trust

25.3%

22

4.5%

12

31

Central and North West London NHS Foundation
Trust

24.7%

21

22 North Middlesex University Hospital NHS Trust

101.4%

36

21

Central London Community Healthcare NHS Trust

11.7%

16

34 Oxleas NHS Foundation Trust

36.7%

26

30

Chelsea and Westminster Hospital NHS Foundation
Trust

38.4%

28

19 Royal Brompton & Harefield NHS Foundation Trust

17.0%

18

11

Croydon Health Services NHS Trust

47.5%

30

32 Royal Free London NHS Foundation Trust

9.1%

14

20

East London NHS Foundation Trust

40.1%

29

18 Royal National Orthopaedic Hospital NHS Trust

48.7%

31

27

(13.0%)

4

6

South London and Maudsley NHS Foundation Trust

2.4%

9

24

Great Ormond Street Hospital For Children NHS
Foundation Trust

8.3%

13

4

South West London and St George‘s Mental Health
NHS Trust

66.2%

34

35

Guy‘s and St Thomas' NHS Foundation Trust

0.3%

8

7

St George‘s University Hospitals NHS Foundation
Trust

69.9%

35

28

(10.0%)

5

12

Tavistock and Portman NHS Foundation Trust

28.2%

24

2

65.7%

32

36

The Hillingdon Hospitals NHS Foundation Trust

10.3%

15

23

(17.2%)

3

10 The Royal Marsden NHS Foundation Trust

(7.3%)

6

5

19.5%

19

14 The Whittington Hospital NHS Trust

37.6%

27

13

(19.9%)

2

(50.7%)

1

1

32.6%

25

66.0%

33

33

Epsom and St Helier University Hospitals NHS Trust

Homerton University Hospital NHS Foundation Trust
Hounslow and Richmond Community Healthcare
NHS Trust
Imperial College Healthcare NHS Trust
King‘s College Hospital NHS Foundation Trust
Kingston Hospital NHS Foundation Trust
Lewisham and Greenwich NHS Trust

9 North East London NHS Foundation Trust

16 University College London Hospitals NHS Foundation
Trust
26 West London Mental Health NHS Trust

Note – Rank 1 indicates lowest agency spend against ceiling and % of total staff cost.

About NHS Improvement
NHS Improvement is the operational name for the organisation that brings together
Monitor, NHS Trust Development Authority, Patient Safety, the National Reporting
and Learning System, the Advancing Change team and the Intensive Support
Teams.
This publication can be made available in a number of other formats on request.
© NHS Improvement (September 2016) Publication code: TD 05/16

Board of Directors
1st December 2016

Item 18
Enclosure 17

Agenda item

Draft Operational Plan 2017-19

Item from

Jazz Thind, Director of Finance

Attachments

Draft Operational Plan submission

Summary and Highlights
The attached 2 Year Draft Operational Plan sets out the Trust’s plan for the forthcoming 2
financial years (2017 – 2019). It includes our approach to activity, quality, workforce and
financial planning as well as to our emerging plans as part of the wider South East London
Sustainability and Transformation Plan.
Our draft plan has been developed with input from service and corporate directorates and
reflects our on-going contract negotiations and settlements.
The narrative element of the plan aligns to the financial workbook, plans for workforce,
activity and contracts.
This plan provides assurance that the Trust has a robust and viable plan between 2017-19
and the necessary resources to deliver our objectives.
The draft plan was submitted in line within the defined deadline, 24th November 2016.
NHSI will assess the content of this draft plan and provide feedback in early December.
Feedback will need to be considered and incorporated, as appropriate, into the ‘final’
submission on the 23rd December 2016. This is also the same deadline for signing contracts
with Commissioners.
Recommendations
To note the content of the draft plan and delegate sign off of the final submission by the
Business Committee

Oxleas NHS Foundation Trust Operational Plan Narrative 2017/18 and 2018/19
This document sets out our draft operational plan for 2017/18 and 2018/19 and is consistent with our five year
strategy, published in 2014; and the STP of which we are a part. We remain committed to delivering high quality
services, underpinned by robust governance and financial stability, in what continues to be a very challenging
environment. Our performance over the last financial year continues to demonstrate our ability to deliver
organisational growth and change, while delivering the highest standards of patient care and levels of staff
engagement that are amongst the best in the country. In 17/18 and 18/19, we are finalising a robust plan that will
allow us to continue this approach and provide a stable platform for meeting our control total and delivering the
transformation required through the Five Year Forward View and STP.
Our key strategic priorities and areas of focus are:
•
•
•
•

We will enhance quality: ensure excellence for every patient every time
We will maintain a skilled and engaged workforce: Ensure our staff feel valued and are able to make a
difference
We will maintain a sustainable organisation: Ensure we use our resources efficiently and effectively
We will work in partnership: Ensure we deliver better care by working across boundaries both within Oxleas
and with third sector, NHS and local authority partners.

Our operational priorities for the next 12 months are:
•
•
•

achieving financial balance;
reducing agency staff;
delivering CQC and HSE action plans.
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South East London Sustainability and Transformation Plan (Our Healthier SE London)
We are part of the South East London STP and our services cover three CCG areas (Bromley, Bexley and Greenwich),
two acute hospitals (QE Woolwich and Princess Royal Bromley), and a third STP Associate trust, Darenth Valley
Hospital. We are one of two mental health trusts within the STP footprint, the other being South London and
Maudsley.
The STP commitments for the next five years are to:
•
•
•
•
•
•
•
•

Support people to be in control of their health and have a greater say in their own care
Help people to live independently and know what to do when things go wrong
Help communities to support each other
Make sure primary care services are consistently excellent and have an increased focus on prevention
Reduce variation in outcomes and address inequalities by raising the standards in our health services
Develop joined up care so that people receive the support they need when they need it
Deliver services that meet the same high quality standards whenever and wherever care is provided
Spend our money wisely, to deliver better outcomes and avoid waste

The STP financial proposal to NHSI
Provider and Commissioner Chief Executives and Chief Officers have considered the financial position across the STP
through a series of special meetings. The good collaborative working relationships in South East London mean that
all CEOs and COs have agreed to the approach to the planning round and the below sets out the key highlights
included in the response:•
•
•
•
•

Steers clear of accepting a collective control total;
Makes receipt of additional STF part of the conditionality of accepting control totals for all organisations
except Kings;
Identifies the Kings control total as outside the scope of this proposal and requiring separate consideration;
Proposes a pooled and condition free STF fund, some of which will be used for investment;
Asks for CCGs to access their 0.5% non-recurrent reserves from the start of the financial year, to allow
investment

Within the STP there are a number of clinical non-clinical work streams, which aim to deliver the five principle aims
of the transformation. Each of these work streams has membership from Oxleas, where appropriate. As well taking a
lead role in the Mental Health specific work stream, which aims to deliver the FYFV for MH, there is also input into
each of the other clinical work streams to ensure that mental and physical health are co-aligned.
There are five principle tenets of the STP.
1. Developing community based care (CBC), primary care development and prevention including LCN
development, digital road-map
2. Improving quality and reducing variation across both physical and mental health including reducing
demand on A&E, standardising care
3. Reducing cost through provider collaboration
including back office consolidation, procurement and reducing agency staff
4. Developing sustainable specialised services
5. Changing how we work together to deliver the transformation required
STP governance, joint working and partnership boards
Our focus over the next period is to support each of these. Below we summarise our key transformation work
streams and tabulate how each fits with these five STP programmes.
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Working
together

✓
✓
✓
✓
✓
✓

Specialised
Services

Variation

✓
✓
✓
✓
✓
✓

Collaboration
to save

CBC
Borough Structures
LCNs
Bexley Care
Home First
Bromley Pro-active care
Shared care Records
South London partnership
Forensics partnership

✓

✓
✓
✓
✓
✓
✓
✓

✓
✓

Borough structures
Directorate structures within Oxleas will also be realigned to boroughs based rather than specialty based. This will
improve integration within our own services, and will aid collaborative working with CCGs and GPs, with local
authorities and borough based voluntary sector services.
We see the concept of collaborative working and integrated services as key to our direction in the coming years. As a
provider of both mental health and community services we have a significant role to play in these models of care.
Local Care Networks
In all three CCGs we are fully engaged with local care network developments and collaborative thinking. We sit on all
the LCN programme boards and are developing alternative community pathways together.
Bexley Care
In Bexley, as both mental health and community provider, we are partnering with the local authority to develop
integrated care provision with a single management structure and aligned budget, through a partnership agreement.
Through 2017 to 2019 we will first put in key building blocks to our new model like a Single Point of access, and
single assessment process, and through reducing duplication, alternative pathways and emphasising prevention and
maintaining independence, expect to see a significant reduction in A&E attendances and admissions, and a reduction
in extended lengths of stay; and in turn, a reduction in care home costs through reduced need.
Home First
In Greenwich, the Home First programme which, as the community and mental provider we are a key contributor to,
has three work streams. For the first is to develop a single team to deliver integrated team for rapid response and
discharge team for Greenwich, we are in partnership with the local authority and Queen Elizabeth Hospital. This, in
combination with the other outputs – a simplified continuing care process and a discharge to assess model will
reduce pressures on QEW ED and beds.
Bromley Pro-Active Care
The partnership in Bromley between us as the mental health provider, the GP federation, the hospice, voluntary
sector and King’s as the acute provider (operating under a Memorandum of Understanding) has developed a proactive pathway to reduce attendances at A&E and unnecessary admissions, as the first part of a wider
transformation programme enhancing community care.
Shared Care Records and use of Technology
Having already unified our IT system such that both mental health and physical health clinical information is
available to all appropriate users, we are also part of the shared record projects across outer south east London.
Local Authorities, acute providers and GPs, as well as ourselves, have developed interface engines which allow
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agreed clinical data from any of our IT systems to be viewed by any authorised, registered user to improve
information sharing and patient care.
South London Partnership
The South London partnership is between SLAM, South West London and St Georges and ourselves. We are
developing schemes to work more efficiently, through back office collaboration and particularly focusing on
temporary staffing costs with a shared Programme Director. It has been agreed that there will be one Mental Health
across both STPs for South London (SE London and SW London)
South London Forensic Partnership
This partnership between Oxleas, SLaM, St George’s and NHS England (London) Specialised Commissioning
successfully applied to be a New Care Model national site for secondary mental health providers to manage care
budgets for tertiary services. The services covered by our partnership include all medium secure, low secure, stepdown and forensic community outreach services covered by the contracts agreed between NHS England Specialised
Commissioning (London) and the three South London NHS trusts. In addition, any resident of this region treated in
forensic services Out of Area are also covered by our partnership.
Oxleas Approach to Planning
In this document we outline our approach to Activity, Quality, Workforce, and Financial planning; and also to
Memberships and elections, all linking to our strategic and operational priorities and to the STP programme.
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Activity planning
As in previous years we have worked collaboratively with our commissioners to align our services with their
priorities. The majority of our services are on block contracts, and every year activity increases are discussed with
commissioners, but additional funding is limited.
Our emphasis, which is in line with the STP, is to look at ways of managing demand though prevention strategies and
keeping people independent and well.
The development of the Community Based care Models referred to above, are key to this approach.
Oxleas Forensic services will participate in a pilot with Slam and SWLG working together to reduce length of stay and
improve repatriation of patients to their local areas
Having expanded our contracts to provide healthcare within prisons in 2015/16, we now provide healthcare services
to one in every eleven prisoners in England. We have instigated a number of initiatives to improve the wellbeing of
prisoners. We are responsible for providing healthcare services to the three prisons within the Greenwich prison
cluster, and do so in partnership with eight other providers, including the independent sector. We will look for
further opportunities in 2017 to 2019, to work in partnership with NHS, third sector and independent providers
across trust services.
Our plans contain a small financial contingency for winter, or other unexpected, pressures and we can flex resources
and bed availability to meet spikes in demand. We have proved resilient to increased demand in previous years and,
although not complacent, feel we have sufficient financial and operation plans in place to meet unplanned changes
in demand.
Care Cluster information and other relevant data sets are being reviewed to ensure accuracy with outcome
measures to be confirmed in the near future.
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Quality planning
Oxleas approach to quality planning
Our purpose is to improve lives by providing the best quality health and social care for service users and their carers.
Our trust core values of partnership, learning, excellence, having a user focus, being responsive and ensuring safety
underpin this purpose.
Our values are:
•
•
•
•
•
•

Having a user focus – we view things through the eyes of our users and carers
Excellence – We are never content with a service that is second best
Learning – We constantly review and improve how we do things
Being responsive – We avoid unnecessary delays for treatment and care
Partnership – we work with others to ensure people get the help they need
Safety – We seek to protect you from harm

The named executive lead for quality improvement is the Medical Director, Dr Ify Okocha.
We are launching a Trustwide QI programme in early 2017/18, to improve quality and efficiency.
Achieving a good CQC rating
Oxleas was inspected by the Care Quality Commission week commencing 25th April 2016. 14 core services were
visited as part of this comprehensive inspection. 10 out of our 14 services were rated as being good, but
disappointingly the overall trust rating was ‘requires improvement’. 58 out of 70 areas were found to be good or
better and very many areas of good practice were identified. However the CQC assessed 3 of our services as
‘requiring improvement’ and our adult inpatient mental health services as ‘inadequate’.
Our priority since publication of the core service reports has been on action planning and ensuring there are plans in
place to meet the requirement notices and breaches in regulations. Specific focus has been on the ‘must’ actions
requirement notices in the adult mental health inpatient, crisis, forensic secure and CYP community core services.
These have now been signed off and submitted to the CQC. All trust directorates rated good also have plans in place
for the ‘should’ actions.
There is a robust governance process to oversee our progress against the action plans and to achieve a good or
outstanding rating. Each core service that has been rated amber or red reports to the Trust CQC oversight group
chaired by the Chief Executive, this group reports to the Trust Quality Committee with monthly update to the Board
of Directors. There is an agreement that the 3 CCGs who commission Oxleas services (Bexley, Bromley and
Greenwich) will review our progress against our action plans at the monthly Clinical Quality Review Monitoring
Group (CQRG).
The trust has also put in place additional assurances through internal peer reviews of services by the Quality &
Governance team; the Director of Therapies who is the Trust Executive lead for patient experience also visits all
wards and services to ascertain compliance with agreed action plans and quality priorities.
Following an incident and the associated ongoing investigation by the HSE and internal investigations, it has become
clear that there is a need to review the safety of our staff and ensure that it is on a par with our patient safety
principles.
Oxleas quality improvement governance system
This next section details the Oxleas quality improvement governance system, how we agree and monitor our quality
priorities and ensure there is capacity and capability to meet our quality improvement goals.
Our Quality Governance Framework
We have an established quality governance framework which underpins the following quality performance
processes of:
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•
•
•
•
•

Ensuring required standards are achieved
Investigating and taking action on sub-standard performance
Planning and driving continuous improvement
Identifying, sharing and ensuring delivery of best practice
Identifying and managing risks to quality of care

The Trust Quality Committee reports to the Trust Board and has a key role in monitoring performance across the
three quality domains of patient safety, patient experience and clinical effectiveness. The Quality Committee is
chaired by the Non-Executive Director lead for Quality and membership includes clinical directors and quality leads
from all Oxleas directorates. Each service directorate within Oxleas has a quality structure which replicates the
Trustwide Quality Management structure, i.e. a local Quality Committee overseeing the three workstreams of
Patient Safety, Patient Experience and Clinical Effectiveness.
We have a programme of Board visits as a means of assessing quality at local level. Visits are conducted to at least
one team each month to speak with patients, carers and staff about their experience of using the service. Feedback
from these visits is reported to Board at every meeting and progress against actions followed up with the relevant
service director.
The Trust named executive Lead for Quality is Dr Ify Okocha, Medical Director.
Quality Standards & Monitoring
Each year we make every effort to work in partnership with our service users’, carers, members, staff and
commissioners to identify what our quality priorities should be. An example of this are the public meetings we hold
in each of our boroughs of Bexley, Bromley and Greenwich to give feedback on progress against our quality goals
and invite opinion about potential areas of priority in the coming year. We discuss and agree our quality priorities at
a number of meetings with stakeholders. These include commissioners of our services, Council of Governors, and
our annual borough focus groups. The Quality Committee and the Trust Board of Directors also review and approve
our quality priorities.
For 2017/18 we have set 6 main 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 objective 3 – Ensure we involve patients in planning their care and they have a care plan that is
personal to them
Quality objective 4 – Ensure we put the safety of our patients first
Quality objective 5 – Ensure we provide care in line with national best practice and guidelines
Quality objective 6 – Ensure we routinely measure clinical outcomes (how our care makes a difference to
patients)

All quality indicators are assessed and reviewed by the Quality Committee and the quality of our performance with
clear accountability on our progress is reported back to the Trust Board. The Quality Committee ensures the
indicators/standards present a balanced view of the quality of the services provided. Our local clinical directorates
also review local clinical quality measures and provide assurance to the Trust Quality Committee. This review
encompasses agreement of action plans and ensures implementation of recommendations across the trust’s various
services.
The Integrated Dashboard Report is a standing item on the Board of Directors’ agenda, with key exceptions and
mitigation plans discussed in detail at the meeting. Performance against our Trust quality priorities is reported to
every Board of Directors meeting as part of the Quality Report.
There is comprehensive guidance for staff on implementing quality, translating the corporate commitment into
practice; these are available as policies or guidance or operational procedures, covering data collection, recording,
analysis and reporting and are available to staff on the trust intranet. Where new guidance is required such as
meeting our CQUIN targets (Commissioning for Quality & Innovation) or other identified quality goals, the trust
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Quality and Governance team provide implementation guidance and process pathways to ensure all staff are aware
of the accurate process for recording and reporting.
Risk management is well embedded into the activities of the organisation. The trust’s Risk Management Strategy
sets out the process for how risk and change in risk is identified, evaluated and controlled. It sets out the
responsibilities for individuals and key sub-committees in terms of how risks are reported and escalated through the
governance structure. The trust openly encourages incident reporting and continues to achieve an increase in
reporting low level incidents, whilst reducing more serious incidents; this is a widely recognised indicator of a
positive safety culture.
Key risks to Quality
We have identified the following high risks to quality which can be summarised in the following broad headings:
•

Quality impact of temporary staff (vacancies, recruitment and location induction). This risk is mitigated
through directorate and trust oversight of areas with high agency usage, which have an impact on reducing
agency spend in all cases. This is underpinned by improved rostering, recruitment and skill mix reviews.
We have introduced incentives to encourage staff to join the trust temporary staff bank to reduce reliance
on agency staff. The impact of these plans is reported to the Board of Directors.

•

Addressing recruitment gaps. We have implemented a number of innovative methods to attract high and
retain high calibre staff, including student recruitment days and a dedicated campaign focusing on attracting
non-NHS staff. Safe staffing, vacancy, sickness and staff turnover rates are monitored by the Board of
Directors.

•

Embedding learning from incidents and complaints. Actions taken included: Supporting directorates to
improve their use of Datix, in particular recording the actions that have been taken in response to a
complaint or incident; additional staffing resources in service directorates to lead on embedding learning;
establishment of a task and finish group to focus on embedded learning; regular quality newsletters to share
learning and dedicated embedding learning page on our trust intranet.

•

Ensuring best practice in care planning. We have a dedicated programme of work to ensure best practice in
care planning across the trust. This includes personalised care planning and risk summary awareness to
support effective care planning for identified clinical risks. The impact of this work is tested through our
annual Care Planning Audit.

•

Managing bed occupancy in adult mental health services. This risk is mitigated through the 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. Bed occupancy levels are monitored on a daily basis and reported to the Board as part of the
Integrated Dashboard Report.

•

Achieving financial savings. All services plans are reviewed at quarterly service directorate annual planning
meetings, with regular updates to the Business Committee, Executive Team and Board of Directors on a
monthly basis. The quality impact of savings plans are regularly reviewed through meetings with the Director
of Nursing, Medical Director and Director of Therapies who are required to provide assurance to the Board
of Directors that saving plans do not impact on the quality of services.

•

Uncertainty relating to funding from commissioners. The Trust continues to strengthen its relationships
with Commissioners in order to ensure that it is in a position of influence and also identify threats/
opportunities early. CRE plans are shared with commissioners to highlight consequences on services of
reduced funding. The financial position is reported to the Business Committee and the Board of Directors as
a standing item.

Summary of the Oxleas Quality Improvement Plan and Compliance with National Priorities
Earlier in the document, we referred to the 6 quality objectives that form the basis of our Quality improvement
plan. Further detail on each objective and the assigned indicators is enclosed as an appendix.
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In addition to these priorities, the Quality Committee and subgroups monitor important local and national quality
projects such as clinical outcomes; physical health care of people with mental illness as part of our national CQUIN;
personalised care planning; pressure ulcers; sign up to safety; NICE guidance and development of positive practice
prompts from these guidance; and clinician task tool and dashboards.
We have provided a summary on the following areas:
National Clinical Audits & CQUIN
The Clinical Effectiveness Group’s oversees the trust’s annual clinical audit programme which reflects compliance
with national, CQUIN, trust and local audits. This review encompasses agreement of action plans and ensures
implementation of recommendations across the trust’s various services. Our national CQUINs are overseen by the
Quality Committee
Safe Staffing
In 2016 we introduced a new method to enable us to monitor safe staffing by weekly review of actual registered
nurses and unregistered health care support workers on all wards and exception reports provide. This has
highlighted the need for a real time monitoring system and we are developing a Safecare module for e rostering.
We have conducted an in-depth staffing analysis of acute mental health wards using the Hurst methodology which
has highlighted variations in direct care time and we are exploring models of therapeutic safe staffing with allied
health professionals and therapists.
We are improving productivity and efficiency and will continue to improve rostering practices in line with Carter
recommendations so that all rosters are set 6 weeks in advance and monitored against set key performance
indicators.
Mental Health Standards
Our Early intervention and IAPT teams meet the national health standards assigned to these workstreams. Progress
against targets are monitored as part of the trust KPIs and submitted to our commissioners on a monthly basis.
In terms of secondary care psychological therapies, we have a clear understanding of referral-to-treatment times
across Oxleas with an Oxleas internally agreed standard of 95% of referrals starting treating within 18 weeks. This
is achieved in most service areas, while it is more challenging where demand is highest.
Improving the quality of mortality review and serious incident investigation and subsequent learning and action
Oxleas has a mortality surveillance committee which meets monthly. The group acts as the strategic mortality
overview group with senior leadership and support to ensure the alignment of the departments for the purpose of
reducing all avoidable deaths in inpatients and community caseloads. It reviews the benchmarked mortality rates
of the Trust and reviews all deaths reported - expected deaths and unexpected (natural causes, care of another
trust, other reasons, 72 hour reports, critical level 4 RCAs and any not requiring investigation and why).
In respect of learning disabilities we are hoping, with support of our CCGs, to partake in the LeDer Programme (the
national learning disabilities mortality review). We are already using the review template in anticipation of this. We
have also conducted a thematic review of deaths in custody.
The trust Patient Safety Group reviews all serious incidents, monitors progress against actions plans and ensures that
learning takes place through regular trustwide events. The trust openly encourages incident reporting and continues
to achieve an increase in reporting low level incidents, this is a widely recognised indicator of a positive safety
culture. In March 2016, NHS Improvement published the results of the first annual 'Learning from Mistakes League'.
This draws on a range of data designed to identify levels of openness and transparency in health trusts for the first
time. Oxleas was ranked second out of 230 trusts nationwide for our outstanding levels of openness and
transparency. Our staff survey shows that we continue to be one of the best in the country for the fairness of our
incident reporting processes and staff willingness to report incidents.
Anti-microbial resistance
We have established systems to ensure our compliance with our anti-microbial resistance with the code of practice
on prevention and control of infections criterion 3 (Health and Social care Act 2008) – to ensure appropriate
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antimicrobial use to optimise patient outcomes and to reduce the risk of adverse events and microbial resistance. In
2016 we established a subcommittee of the medicines management and infection prevention and control
committees. The sub-committee has confirmed that we have good access to microbiology support in our SLA and we
are members of the local partnerships for antimicrobial stewardship. Local antimicrobial audits have been conducted
against the NICE (2016) quality standard 121 – antibiotic stewardship and local and national guidelines and will
continue for inpatient units. These audits will continue.
Infection prevention and control
The annual workplan for infection, prevention and control has been set to ensure compliance with the code of
practice on prevention and control of infections. A web based system is being implemented to facilitate the
programme of audits against key policies and practices, there will be a review of the process for recording
unannounced audits and action plans, a review of safety devices for sharps and updates to infection control
categories in datix.
Oxleas Sign up to safety campaign
We are one of the founding organisations to join the ‘sign up to safety’ national campaign and its 5 pledges. We
pledged our support and commitment to improve the safety of healthcare and chose to focus on five key areas of
patient safety where local data showed that improvements could be made:
• Falls
• Pressure ulcers
• Preventing the physical deterioration of people with enduring mental illness
• Reducing risk and harm of violence in mental health settings (safer wards initiative)
• Support an open and honest culture throughout the Trust (duty of candour)
This is known as our patient safety improvement plan. Each key area has an identified workstream lead who ensures
achievement of the plan across the trust. Our plan is also monitored bi- monthly by the trust patient safety group
Patient Experience
Oxleas has a robust approach to improving patient experience. We continually survey our patients about a range of
their experience of the care we provide, including the Friends and Family Test for which Oxleas was an early
implementer. Importantly we have good mechanisms for service user feedback to be reported in almost real-time to
all levels of the Trust. Importantly we also evidence how, as a service provider, we respond to the feedback received,
clearly indicating changes made to services based on the feedback received. We have the facility for patients to
leave feedback directly on our website. This facility is well used and allows us to respond to patients comments, (of
course taking account of issues of confidentiality), entering a dialogue with them that is visible to others who might
find the comments useful.
Further assurances
We can confirm that our quality priorities are in line with the STP.
Summary of the Oxleas Quality Impact Assessment Process
The financial planning section sets out our approach to identifying quality assuring and monitoring delivery of
efficiency savings.
Summary of triangulation of quality with workforce and finance
The Formal Executive and Board receive a monthly integrated performance dashboard which trust performance is
reviewed against Monitor financial and governance standards. In addition: we monitor clinical effectiveness, patient
experience, access and waiting times, patient safety, workforce and development and financial performance. All
indicators are assessed through a RAG rating process and exception reports provided. Exception reports highlight
key workforce indicators, track the KPI and assess the effectiveness of actions taken to date and any future actions
and monitoring processes with an estimated time to resolve.
This approach facilitates strategic oversight by the board and executive of areas of concern. Areas of concern
indicated here would also be triangulated on the trust’s risk register and reviewed at both directorate and workforce
governance structures.
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Workforce Planning
Each professional group has a clearly articulated strategy, which includes:
• Workforce Plans that are overseen by the Workforce and learning development committee, which is a sub
group of the Trust board. They also ensure that these are fully incorporated into the trusts Annual Planning
process.
• Links into broader recruitment and workforce development initiatives
• There are also sub groups, which focus on learning and development, recruitment and retention work
streams, and a carter review group, which looks at maximising the benefits of E Roster in the trust.
Workforce plans are developed at a senior management team level within directorates and reviewed at Directorate
Quality Boards. This process ensures that senior clinicians in the directorates have input and are sighted on the plans
– particularly as they might impact on wider STP strategies. It also any potential impact on clinical risk is mitigated.
All plans are monitored for the impact that they may have on service quality, during and post implementation.
Plans are further scrutinised and reviewed at quarterly CRE meetings, which are attended by both Service and
Clinical Directors, the Deputy Chief executive and the Finance Director and trust wide heads of profession. This
provides a further review of the quality impact analysis and provides a trust wide approval process from both a
clinical and service level perspective.
Workforce plans are also formally signed off at the quarterly annual planning meeting. All corporate directors and
the Directorate’s senior team attend these meetings. The trust’s Business Committee and Board of Directors who
receive in depth reviews of major projects, as appropriate, provide a strategic input.
In addition each profession has a clear structure and mechanism for developing its own professional workforce plan
to ensure that the increasingly complex needs of patients are met through a more versatile and trained workforce.
Through our Strategic Planning process, we are well engaged with Local Authorities and Clinical Commissioning
Groups to support plans for initiatives like the better care Fund and service developments related to the
implementation of the Five year Forward View.
Integration of services and out of hospital care is central to the sustainability of local healthcare. We understand that
this is our core business; we lead new service models with primary and secondary care and develop new financial
models with commissioners. Our aim continues to be ensuring that all patients will benefit by being treated by a
truly integrated mental health and community trust.
Workforce governance groups are sighted on the trust’s risks in relation to Brexit, the Apprenticeship levy and the
Carter review recommendations.
Workforce transformation and support to the current workforce
Oxleas has a consistent focus on recruiting to its vacancies across all professions in particular band 5 Nursing
vacancies. The trust has a firm grip on its use of Bank and Agency workers and has demonstrated our compliance of
the required metrics with NHSI.
The Nursing Care Strategy has a clear focus on adding value by:
• ensuring the wellbeing of our workforce fostering resilience to enable nurses to respond to changing health
care models, systems and efficiencies
•
enabling nurses to live their values and deliver the best clinical outcomes
• ensuring the efficient and effective use of resources to maximise job satisfaction, motivation through
effective management of people, processes and performance
Specifically we aim to focus on:
• developing the band 4 role and map across to nurse associates
• In primary and community we will continue to work with LCNs to train RGNs in the community preregistration pathway
• work collaboratively with South London mental health providers on recruitment and retention of band 5 and
6 RNs - by introducing ways to support band 5s from inpatient settings in to band 6 community settings and
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back into inpatient settings, look at registered nurses gaining skills and competencies to enable them to
work in nursing areas outside of field of registration
We are also part of the capital nurse programme looking at recruitment and retention, developing a London wide
passport for employability for nurses
Other areas of focus are:
• Guaranteed employment for final year students from University of Greenwich student nurses
• Rotation programmes - forensic and end of life care
• Career development and greater opportunities for BME groups & Nurses from our local communities
• Career development and greater opportunities for nurses with Lived experiences
• Focus on prevention & well-being & coordination & personalisation
• Implement carter rostering productivity and safe care
• Reviewing safe staffing and safe caseloads and establishment of new roles
Utilising the flexible Workforce and addressing rationalisation of back office functions to support the STP foot
print
Oxleas and SLAM are working collaboratively to develop a joint temporary staffing solution across both trusts. The
project is exploring the creation of a structure that could offer an “in house” solution to the provision of a temporary
workforce solution across both trusts. In addition a tendering exercise is underway to evaluate an externally
provided solution for the delivery of a temporary workforce.
Borough Structure Plans
TBC
Progress on delivering 7 day hospital services
TBC
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Financial planning
2016/17 Financial Forecasts
The Trust’s financial plan for 2016/17 is a surplus control total of £2.6m. This is consistent with the regulators’
expectation and assumes the receipt of £1.6m from the Sustainability and Transformation Fund by achieving all
operational standards. Our services were reviewed by the CQC in April 2016 and this resulted in an overall outcome
of ‘Requires Improvement’. The demand for our beds was a key area of focus and led us needing to commission
additional in-patient capacity at a projected cost of £1.2m (6 months). This unplanned resource requirement has had
an adverse impact on our underlying surplus. Taking this issue and the measures to mitigate against the cost, has led
to us adjusting our forecast out turn position to that set out below:M6
M7 ‘revised’
FOT 2016/17 FOT 2016/17
£m
£m
Income
243.5
244.0
Expenditure
-236.5
-236.8
Other (PDC, Depreciation and Interest)
-6.0
-6.2
Planned underlying surplus
1.0
1.0
Non recurrent cost of inpatient beds
-1.2
-1.2
Additional funding
0.3
Profit on Asset sales
1.2
0.3
Adjusted surplus
1.0
0.4
Sustainability and Transformation funding ‘general allocation’
1.58
1.19
Forecast Outturn (excluding impairments)
2.58
1.59
We have engaged the services independent valuation experts to revalue our estates using modern equivalent assets.
We anticipate that this review will result in an impairment charge. Under NHSI’s Single Oversight Framework
impairment charges are excluded when calculating our overall rating.
2017/18 and beyond
Our board considered the control totals issued to our trust and agreed that these would, all things being equal, be
achievable. However the on-going unprecedented demand for inpatient beds; continued low levels of CCG
investment in our mental health services; and the anticipated new costs associated with recommendations from the
Health and Safety Executive investigation into the recent incident in our forensic services, will compromise our
ability to achieve a business as usual underlying surplus of £1.6m.
The table below, therefore, sets out how we plan to deliver the control totals for 2017/18 and beyond. The
acceptance of control totals are subject to agreeing any improvement trajectories and milestones as appropriate.
Our financial plan has been developed using the business rules set out in national operational guidance ‘inflationary
uplift 2.1% offset by a national efficiency requirement of 2.0%’ and assumes we will receive 100% of the CQUIN
funding available to us. Our recent discussion with NHSI confirmed that ‘profit on asset sales’ does count towards
17/18 control totals and we will be utilising this to bridge the gap between the underlying position and the surplus
needed to deliver the control totals.
2017/18 2018/19
£m
£m
Income
245.2
245.7
Expenditure
-238.8
-239.3
Other (PDC, Depreciation and Interest)
-6.3
-6.3
Operational plan underlying position
0.1
0.1
Profit on Asset sales
1.5
1.5
Adjusted surplus
1.6
1.6
Sustainability and Transformation funding ‘general allocation’
1.5
1.5
Control Total
3.1*
3.1**

*NHSI issued control total; **internally determined (issued control total is £3.7m)
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Our income and expenditure for 2017/18 and beyond will be impacted by the outcome of the:
• South London Forensic new models of care programme (increased income and cost);
• Bexley 0-19 Childrens’ tender (reduced income and cost); and
• any other significant services being tendered out.
Given the economic and financial environment will continue to remain challenging during 2017/18 and beyond, we
have accepted the flexibility offered to providers to set their own internally determined ‘control total’ for 2018/19.
The two year plan includes the cumulative £3.0m of S&T funding notified to the Trust; forecasts a surplus control
total of £6.2m over the two year planning cycle and is underpinned by another round of significant savings over this
period.
Our plan:• aligns with the expectations of NHSI,
• supports South East London STP control totals, and
• sets a savings challenge that is ambitious but deliverable.
Contracting round
In agreeing contracts with our main commissioners the contracted levels of activity need to be both affordable and
deliverable for the Trust. The 2017-19 national tariff payment system proposals set out the need to move the Mental
Health payment system to either 'Episode of Care' or 'Capitation Model'. The Trust is proposing to move towards a
'Capitation Model' in 2017-19 and has been holding positive meetings with local commissioners to link contract
values to locally agreed quality and outcome measures. Care Cluster information and other relevant data sets are
being reviewed to ensure accuracy with outcome measures to be confirmed in the near future. Both parties are
working to move to a ‘non-bloc’ contract for MH for 2017/18 and continue to monitor national updates related to
the implementation of payment approaches.
Our income plan is built on the recurrent position from 2016/17 and has been adjusted for the full year effect of
developments commenced in the year. The income plan thus reflects the current position of negotiations with our
commissioners.
We will be ‘demanding’ commissioners recognise the ‘Mental Health Investment Standard' (formerly 'Parity of
Esteem') and seek transparency on how this will be achieved. The ‘The 5 year Forward View’ and ‘Implementing the
5 year Forward View for Mental Health’ clearly set out expectations and we will be working with commissioners to
ensure the vision is realised and funding made available as required.
We have received draft contract offers from Bexley CCG, Bromley CCG and NHS England (Specialist Forensic services)
but await an offer from Greenwich CCG. The NHSE offer includes QIPP of 2.75%. Plans to deliver this are being
considered but are yet to be finalised, this QIPP deflator has been excluded. The current financial position of
Greenwich CCG, our largest commissioner by value, remains a concern and we are yet to see what local efficiency
requirements will be demanded of our services. We continue to try and engage the CCG in a detailed discussion.
Therefore for Greenwich CCG we have only reflected the nationally prescribed business rules and have made no
assumptions with regards to any additional QIPP. QIPP requirements will need to be underpinned by jointly agreed
schemes which could include decisions to decommission current services and resetting priorities for local patients to
ensure we can deliver services within the reduced envelope. Fixed price contracts have been rolled forward in line
with the contract terms and conditions.
Expenditure
Pay costs now represents approximately 70% of operating costs and are calculated using individual staff banding,
increment dates, superannuation costs and any other additional allowances received. Our pay inflation assumptions
include a 1% pay award, incremental progression for all staff where applicable.
Additional cost pressures, such as the cost increases associated with the new junior doctor contract are being
quantified.
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The largest single area of expenditure for the Trust is on its workforce. We continue to push our priority to recruit
and retain substantive staff but recognise that the use of temporary staff is a helpful lever in delivering safe clinically
effective care.
However temporary staffing costs will be reduced through:•
•
•
•
•
•

improved recruitment processes (minimising where possible time to hire metrics);
collaborative working with South London MH partners to expand our in-house bank staff;
strengthening rostering practice, continuing to measure productivity levels;
managing absence;
reassess use of overseas recruitment campaigns; and
limit the use of agency staff to within funded establishments (unless there is a direct impact on patient safety).

The financial plan is set within the requirements of the Trust’s notified agency cap of £13.3m.
We plan to maintain a Finance and Use of Resources score of at least ‘2’ under the new the Single Oversight
Framework but aspire to achieve an overall segmentation of 1 – complete autonomy.
Efficiency Savings
The financial plan sets an efficiency requirement of £8.3m p.a. (3.5% of our operational budgets) against the national
efficiency indicator of 2%. We have successfully delivered, over the last 5 years, in excess of £32m of efficiency
savings through a number of transformational projects and lean working across the organisation. The development
and delivery of the 2017/18 and 2018/19 efficiency savings programmes continue to focus on cost reduction rather
than income growth. A summary of our savings plan for 2017/18 is set out in the table below:
17/18 CRE Plans by Themes (£k)
IT / New ways of Working
Procurement / Sub Contract Delivery
Estates
Service Re-design / Integration
Performance / Collaborative Productivity
Back Office Opportunities
Other Opportunities yet to be identified
Total Plan

Total
550
543
1,434
1,500
836
695
2,730
8,288

A number of our plans are classified as high risk (red) as these are not yet sufficiently developed to be certain of
delivering the values assigned. Should we experience difficulty in delivering the plans services may be able to use
some small non-recurrent underspends.
Our savings programme will, as in previous years, be driven by significant clinical involvement with ownership taken
at Directorate level. Both management and clinical leaders ensure each cost reduction plan is sustainable and does
not adversely impact on safety or quality. Where there is any adverse impact, mitigation plans need to be put in
place to ensure these are minimised. Where there are significant schemes these are reviewed and assessed six
months post implementation to ensure there are no unforeseen consequences of the change.
The Formal Executive Team, Business Committee and Board of Directors receive regular monthly updates on
performance against savings plan.
The generation, review and risk assessment of savings plans is a key aspect of the our internal quality governance
structure ensuring there is ample opportunity to understand and share the impact of the plan on the financial,
clinical and operational business of the Trust. The diagram below describes our process for CIPs generation, review,
sign off and monitoring.
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The planned efficiency savings to be delivered are a combination of:• Procurement opportunities e.g. greater scale of non-pay tendering. The South London Partnership (SLP) and the
wider SEL STP will help us to capitalise on quick procurement wins (volume discounts) and use resources more
effectively (scale).
• Implementation of borough based integrated services will reduce management structures.
• Reducing duplication and hand-off and increasing enhanced care co-ordination in community-based services
across health and social care. We have been working closely with Bexley LA to set out our vision of an Integrated
Care Provider.
• Realisation of benefits from the mobilisation of New Rio (our clinical patient system) and the next stage of mobile
working, moving from a ‘store and forward’ to ‘live Rio’.
• Workforce and establishment reviews that maintain agency rules whilst reducing agency expenditure, as set out
above.
• Opportunities afforded by Lord Carter’s provider productivity work programme. We are taking the opportunity to
measure ourselves against these metrics and make improvements where appropriate. Back office functions now
account for 4.1% of our turnover. We await the report on MH and community providers but opportunities for
further rationalisation may be limited.
• SEL STP collaborative back office productivity work is underway and includes payroll services, recruitment and
retention, legal services, financial transaction processing, jointly run and managed bank staff systems etc.
• Continually reviewing opportunities to rationalise existing sites with a view to optimising the utilisation of our
estate.
• Use external expertise to support the identification of other initiatives.
Our Cost Improvement Programme will support our ability to maintain and improve the quality of services we
deliver, achieve financial balance and ensure we secure the sustainability and transformation funding set out above.
16

The savings from these plans are expected to be recurring in future financial years. This strategy has served us well
and has avoided us having to bring forward material unmet savings from previous years.
Capital Planning
The Trust’s approach is to employ capital investment where it directly supports and enhances service delivery,
efficiency and the patient environment. A summary of the areas is contained in the table below:
£m
Queen Mary’s Hospital redevelopment
(patient environment, flexible use of space, and reduction in running costs)
Other Estate development and maintenance
(CQC recommendations, changes associated with tenders, estates rationalisation initiatives,
and sustainability)
IT Projects (efficiencies through greater mobile working and reporting)
Capital Investment

2017/18 2018/19
13.4

1.0

7.0

£4.6

2.3

£2.3 tbc

22.7

7.9

We are actively pursuing a Strategic Estates Partnership (SEP) as a way of maximising value and aligning our estate
more closely with clinical and commercial strategy. This partnership will offer the opportunity to seize commercial
opportunities to create new revenue streams from our estate, which either contribute to the savings plans, could be
reinvested into frontline services or provide resources for future developments.
We will continue to finance capital investment from the disposal of assets and our own cash reserves. We do not
anticipate the need to secure central funding to support the above.
In line with previous financial planning we will revalue our capital expenditure based on our stated accounting
policies. This has historically lead to a large proportion of our in year spend being offset by an impairment charge.
Cash
We continue to maintain a strong balance sheet position with healthy cash holdings. We anticipate starting 2017/18
with cash balances c£50m with no requirement to carry a lending facility. Investments will be financed from cash
reserves held and asset disposals from previous years.
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Membership and elections
Governor elections in previous year and plans for coming 12 months
February 2016 – by-election
 Public Governors - 1 x Bromley 1 x Greenwich
 Service User/Carer Governors – 1 x Learning Disabilities (subsequently stood down - role taken
up by next highest candidate until Summer elections)
 Staff Governors – 1 x Forensic Mental Health (no nominations received)
April 2016 – by-election
 Public Governor - 1 x Bromley (subsequently stood down)
 Staff Governor - 1 x Forensic Mental Health
Summer 2016 – planned elections for those governors coming to end of term:
 Public Governor – 2 x Bromley (1 candidate elected unopposed and announced August 2016), 2
x Greenwich Service User/Carer Governors – 1 x Adult Community Services (re-elected
unopposed and announced August 2016), 1 x Children’s Services (re-elected unopposed and
announced August 2016), 1 x Learning Disability Services (re-elected unopposed August 2016), 2
x Older People Mental Health Services (elected unopposed and announced August 2016), 1 x
Working Age Adult Mental Health (re-elected)
 Staff Governors – 1 x Older People Mental Health Services, 1 x Working Age Adult Mental Health
Services (elected unopposed and announced August 2016)

We have 1 Public Bromley vacancy unfilled from previous elections and therefore may hold a by-election
during 2017.
Summer 2017 – planned elections for those governors coming to end of term:
 Public Governors (1 x Bexley, 2 x Bromley, 2 x Greenwich)
 Service User/Carer Governors (3 x Working Age Adult Mental Health, 3 x Adult Community
Services)
 Staff Governors (1 x Corporate and Partnership, 1 x Learning Disabilities)
Examples of governor recruitment, training and development, and activities to facilitate engagement between
governors, members and the public
•
•
•
•
•
•
•
•
•

Dedicated governor intranet with key information about the trust, Council of Governors, Board of Directors,
induction, good practice, etc launched April 2016.
Information pack on governor role including easy read versions, governor induction and workshops
internally; opportunities to attend GovernWell training
Governor knowledge, skills and training needs analysis
Governor information sessions and visits to services
Regular meetings between governors and non-executive directors
Members’ Focus Groups in Bexley, Bromley and Greenwich in February 2016 attended by over 150
members.
Governors’ Review and Council of Governors who’s who and contact details
Annual Members’ Meeting combined with a Family Health Festival attended by over 200 people in Sept 2016
Participation in trust and community events

Membership strategy and efforts to engage a diverse range of members from across the constituency over past
years, and plans for the next 12 months
•
•
•
•

Strategy 2015-2018 focuses on increasing member engagement and building our service user/carer
constituency.
Annual Members’ Focus Groups in Bexley, Bromley and Greenwich to gather feedback on trust priorities
from members.
Annual Members’ Meeting – September 2017
Member health events including ‘meet our governors’ stands
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•
•
•

Partnership events eg National Carers Week event planned for June 2017
Governor visits to services
Raising profile of membership at trust and community events including those aimed at engaging with harder
to reach groups such as people with a learning disability, younger people and people from ethnic minority
backgrounds.
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Appendix - Quality Improvement Plan Detail
Quality Objective

Quality Objective
1
Ensure we meet
our patient
promise

Quality objective
2
Ensure we involve
families, carers
and people
important to our
patients
Quality objective
3
Ensure we involve
patients in
planning their care
and they have a
care plan that is
personal to them
Quality objective
4
Ensure we put the

Quality Indicator

Service Area
applicable to

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

All Oxleas Services

To ensure 90% of patients
surveyed are reporting they have
been provided with enough
information about 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
have treated them with dignity
and respect
To ensure 90% of patients
surveyed are reporting that they
would recommend our service to
friends and family if they need
similar care or treatment
To ensure 90% of patients
surveyed are reporting that their
quality of life has improved as a
result of the care and treatment
that they have received

How we will monitor,
measure and report progress

Quality
Domain

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

Patient
Experience

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

Patient
Experience

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

Clinical
Effectiveness

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

Patient
Safety

All Oxleas Services

All Oxleas Services

All Oxleas Services

All Oxleas Services

All Oxleas Services

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

All Oxleas Services

We will develop a Children and
Young Carers’ Resource Pack

All Oxleas Services

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

All Oxleas Services

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

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

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

Mental Health
Services
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Quality Objective

Quality Indicator

Service Area
applicable to

safety of our
patients first

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

Mental Health
Services

Maintain no incidences of MRSA
infections
Maintain no more than 6 incidents
of Clostridium Difficile reportable
infections
To ensure 80% of staff are trained
in level 1 safeguarding children
To ensure 80% of staff are trained
in level 2 safeguarding children
To ensure 80% of staff are trained
in level 3 safeguarding children
To ensure 80% of staff are trained
in safeguarding adults

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

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

Quality
Domain

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

Clinical
Effectiveness

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

Clinical
Effectiveness

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

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

All Oxleas Services

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

All Oxleas Services

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

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

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

How we will monitor,
measure and report progress

All Oxleas Services
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Agenda item

South East London Sustainability and Transformation Plan

Item from

Ben Travis, Chief Executive

Attachments

STP summary plan. The full plan can be viewed and downloaded
at http://www.ourhealthiersel.nhs.uk/about-us/

Summary and Highlights

This paper introduces the final submission of the south east London STP. It is presented for endorsement
by boards and governing bodies to demonstrate commitment to the strategic direction set out.
Background
Planning guidance was published on 22 December 2015 which set out the requirement for the NHS to
produce five year Sustainability and Transformation Plans (STP). These are place based, whole system
plans driving the Five Year Forward View.
The STP:
• takes a whole system approach to health and social care planning.
• requires systems to work together to produce a sustainable plan that both meets quality and
performance standards and ensures financial sustainability.
• requires commissioner and provider plans to align activity and finance and achieve the national
standards on quality and performance.
• is the route to Sustainability and Transformation Funding for 2017/18 and thereafter.
The starting point for the STP has been the CCG-led Our Healthier South East London strategy, but the
STP has developed this work considerably further both in terms of collective governance and scope of
plans across both commissioners and providers in our system. Under national guidance a leadership
team (the quartet) of four individuals from across each part of our system has been established and the
joint governance arrangements revised, through the development of a Strategic Planning Group
involving all local NHS organisations, local government and patient representatives. The quartet are:
Amanda Pritchard, CEO Guys and St Thomas NHST (overall SRO)
Andrew Bland, CO Southwark CCG
Andrew Parson, Chair Bromley CCG
Barry Quirk, CEO Lewisham Council
The STP covers a number of areas not originally within OHSEL such as specialist commissioning (and
NHSE specialist commissioning are partners to the plan), mental health and learning disabilities
(Transforming Care Partnerships).
In addition, an important provider productivity strand has developed which seeks to identify significant
savings from collective working.
An initial STP submission was made in June 2016 setting out initial thinking. This submission was
reviewed by NHS England and further detail has now been added, including updated financial
projections. The final STP was submitted on 21st October, but it is recognised that the detail will

continue to evolve through public engagement and discussion with stakeholders. Some elements of the
STP, such as the proposal to develop two elective orthopaedic centres and potentially changes to
specialised commissioning, will require formal public consultation. All elements of it will be subject to
continued public and stakeholder engagement, building on the extensive engagement that has taken
place throughout the OHSEL programme.
Key elements of the STP
The STP for south east London builds on work that was already taking place via Our Healthier South East
London (OHSEL), which has been a programme in development since 2013. This tried to address a
number of challenges including:
- a growing and ageing population living with long term conditions like diabetes, high blood pressure
and mental illness
- quality of care and outcomes of treatment differs depending on when and where people access
services
- patient experience differs and some people find it difficult to get an appointment or feel they do not
have enough information about their condition
- NHS funding increases in line with inflation but the costs of providing care are rising much faster –
which, at the moment, could mean an overspend of around £1bn by 2021. The plan is designed to help
us avoid spending more than we receive, while making sure services are high quality, more joined up
and available closer to home.
Some of the main highlights of the STP are listed below.
Community based care – expanding accessible, proactive and preventative care for mental and physical
health problems outside of hospital.
• Extra £7.5 million a year to ensure that people in south east London can book a GP at a time
that suits them – including more evening and weekend slots
• From 2018, all practices will offer online as well as telephone booking, and will allow every
single patient to manage their prescription and medical records online.
Supporting new mothers - simpler support to new mothers throughout pregnancy and
make it easier for them to choose the right type of birth for them and their family.
• In five years, every new mother will by week 10 of pregnancy be contacted by the midwife who
will provide and manage her care and support before and after the birth.
• Women will receive better and earlier advice about what to expect during pregnancy and how
to stay healthy, and their personal health risks will be assessed earlier.
Integrating mental health services
• We want to ensure that mental as well as physical health needs are identified and addressed –
including training for non-clinical workforce to recognize and support mental health needs.
• We are working to ensure access to mental health support and liaison teams in A&E 24/7.
Improving cancer treatment and diagnosis – improving the speed and accuracy of cancer diagnosis
• A dedicated oncology phone line will help direct patients, carers and GPs find the right facility
for each stage of their treatment.
• A new £160 million purpose-built Cancer Centre at Guy’s Hospital opened in September 2016 to
provide state-of-the-art facilities for cancer diagnosis, treatment and research. A second,
smaller cancer centre is being developed as part of the £30 million redevelopment at Queen
Mary’s Sidcup. This will provide 16,000 radiotherapy and 4,600 chemotherapy treatments a year
from early 2017, so patients can be treated closer to their homes rather than having to make
the trip to central London.
Developing world-class orthopaedic care
We are planning to consult local people on proposals to develop two new specialist orthopaedic

centres which would bring together routine and complex planned surgery, such as hip and knee
replacements, from across south east London. Having these dedicated centres would mean:
• We could offer more procedures, and patients would receive a higher standard of care because
they would be able to see the most expert doctors in this field.
•

We will continue to need all our A&E and maternity units in south east London and to support
all our acute hospitals to meet the required quality standards.

Collaborative productivity
Acute providers are working together on proposals to combine non-clinical, back office functions to
deliver efficiencies and free up more resources for patient care.
Feedback and engagement
Throughout this process it is recommended that organisations submit endorsements and comments
from their meetings to the OHSEL inbox (SELStrategy@nhs.net). Comments will be collated and the
programme will continue to produce regular ‘You Said We Did’ reports, setting out its response to all
feedback received.
The models of care developed through this programme to address these challenges are the product of
several years of partnership working between clinicians, commissioners, council social care leads, local
hospitals, and have been informed by extensive engagement with local communities, patients and the
public. All of the engagement activity and information on how we use feedback is routinely published on
the programme website www.ourhealthiersel.nhs.uk

Recommendations
The Board have been invited to endorse the STP as the right strategic direction for the NHS in south
east London.

South East London Sustainability and Transformation Plan
- Summary
Introduction
In December 2015, health and care systems were asked to come together to create their own ambitious local blueprint
for implementing the Five year Forward View, covering up to March 2021, known as Sustainability and Transformation
Plans (STPs). In south east London we submitted our latest version of this plan to NHS England in October 2016. This is a
summary of our October submission.
The STP is the “umbrella” plan for south east London and draws extensively on the Our Healthier South East London
(OHSEL) strategy which has been in development since 2013.The STP process has broadened the OHSEL plan and has
taken it much further by bringing organisations together to establish a place-based leadership and decision-making
structure. This means that all the NHS organisations in south east London are working together and with local councils
to make plans and decisions that will ensure the sustainability of our services into the future.
Our commitments
Over the next five years we will:
• Support people to be in control of their health and have a greater say in their own care
• Help people to live independently and know what to do when things go wrong
• Help communities to support each other
• Make sure primary care services are consistently excellent and have an increased focus on prevention
• Reduce variation in outcomes and address inequalities by raising the standards in our health services
• Develop joined up care so that people receive the support they need when they need it
• Deliver services that meet the same high quality standards whenever and wherever care is provided
• Spend our money wisely, to deliver better outcomes and avoid waste
Our challenge
In south east London, we have some very good health services. People are living longer and many people are healthier.
But we also have some services that could be better. We have services that people find hard to access. Some people do
not get the help they need to keep themselves and their families healthy.
We are trying to address a number of challenges, many of them common to other areas and some specific to south east
London:
 Ill health - the way in which NHS services are provided today does not take account of changes in the population
since the health service was created. People are living longer than ever before and there have been huge
advances in medicine and treatments for various conditions. The NHS is now treating many more people than
ever before, and many more people are living with long term conditions such as diabetes, high blood pressure
and mental illnesses.









Outcomes - Too often, the quality of care that patients receive and the outcome of their treatment depend on
when and where they access health services. For example, we do not always provide the recommended level of
cover by senior doctors in services dealing with emergency care, maternity or children.
Experience - While patients are very happy with some services, surveys tell us that their experience of the NHS
is inconsistent and that they do not always receive the care they want. Some patients find it difficult to get a GP
appointment or feel that they do not have enough information about their condition. Too often, planned
operations are cancelled.
Local needs - South east London has a diverse and mobile population, with extremes of deprivation and wealth.
A high proportion of our 1.67 million people live in areas that are among the most deprived in England, while a
smaller proportion live in the most affluent areas. Four of the six boroughs (Lambeth, Southwark, Lewisham and
Greenwich) rank amongst the 15% most deprived local authority areas in the country.
Finance - Although NHS funding currently increases in line with inflation each year, the costs of providing care
are rising much faster. This is because the NHS is now treating more people with more complex conditions than
ever before, while the costs of medicines are increasing. All major political parties have made it clear that
sustained and substantial increases in NHS funding are unlikely for the foreseeable future, which means that we
need to do things differently if we are to deliver the best possible care for patients in the years ahead. If
demand continues to rise as projected, and we do not change our approach to delivering care, the number of
beds needed would be enough to fill a new hospital – something not affordable or possible. Our priorities must
focus on managing the increase in demand by changing the way we work.

What will this actually mean?
Some examples of what we are doing and of our plans are:
1. Making it easier to see a GP
We are expanding the foundation stone of the NHS – the services offered by local GPs.
 An extra £7.5 million a year will ensure that people in south east London can book a GP appointment at a time
of their choosing, including a huge expansion of time slots at evenings and weekends.
 Southwark and Lambeth have already extended evenings and weekend services, with an extra 87,000 more
appointments a year in Southwark and over 82,000 in Lambeth. With extra funding, all boroughs will offer
appointments 8am to 8pm, seven days a week, by 2019.
 From 2018, all practices will offer online as well as telephone booking, and will allow every single patient to
manage their prescription and medical records online.
 From next April, this will be supported by new care teams of family doctors, nurses, pharmacists and other
specialists. These will help vulnerable patients to stay healthy and have more control over their day-to-day
health and care.
 A home care service provides intensive medical care in people’s homes, where most say they prefer to be
treated. This has supported more than 3,000 patients over the last year, including 500 who would otherwise
have been taken to hospital. The number of patients with chronic obstructive pulmonary disease being taken to
A&E has fallen by more than twice the London average of three per cent.
2. Focusing on prevention
We want to focus on wellbeing and to work with people to support them to manage their own health.









We are working to ‘make every contact count’ with patients, working with patients holistically to support them
– including on obesity, mental health, smoking, alcohol and managing long-term conditions.
We will use targeted interventions to support people, like social prescribing, weight management, and health
coaching.
One major initiative is the Healthier You: NHS National Diabetes Prevention Programme (NHS DPP), an evidencebased behavioural intervention programme for people identified as being at high risk of developing Type 2
diabetes. In partnership with the Health Innovation Network, we aim to deliver over 4,000 places across South
London CCGs and boroughs in 2016/17.
We want to work with people to understand and manage potentially harmful drinking through structured, brief
advice. The Health Innovation Network will support the roll out of Alcohol Intervention and Brief Advice (IBA)
across health settings, social care and the criminal justice system.
We will continue to work to encourage residents to stop smoking, including increasing maternity smoking
cessation services and continuing the award-winning work of the South East London Illegal Tobacco Network
(SELITN).

3. Improving cancer treatment and diagnosis
We want to improve the speed and accuracy of cancer diagnosis, then guarantee each patient a single plan that will
explain every part of their care and when they will get it.
 Once a doctor raises the possibility of cancer, no patient will have to wait more than 62 days until they receive
definitive treatment and a comprehensive plan, setting out what they can expect from their care and when.
 A dedicated oncology phone line will help direct patients, carers and GPs find the right facility for each stage of
their treatment.
 Every patient will be contacted by a member of staff whose job it will be to help them understand their cancer
care. Patients will also be able to see a dedicated clinical nurse specialist or other expert for advice and support
around the clock.
 A new £160 million purpose-built Cancer Centre at Guy’s Hospital was opened in September 2016 to provide
state-of-the-art facilities for cancer diagnosis, treatment and research. It brings different services under one
roof for the first time; previously these were provided in 13 different locations spread across eight buildings.
 The centre will use its specialist focus to cut paperwork, reducing the times that cancer patients wait between
different stages of their treatment. More patients will have the opportunity to benefit from the most advanced
treatments and take part in cutting-edge trials.
 A second, smaller cancer centre is being developed as part of the £30 million redevelopment at Queen Mary’s
Sidcup. This will provide 16,000 radiotherapy and 4,600 chemotherapy treatments a year from early 2017, so
patients can be be treated closer to their homes rather than having to make the trip to central London.
 We will also increase cancer screening rates and train more GPs, nurses and other staff to help patients to
prevent the onset of cancer by staying healthy.
4. Developing world-class orthopaedic care
We aim to ensure that patients receive the same standard of planned orthopaedic care whenever and wherever they
are treated. At the moment, results vary too much across south east London, too many procedures are cancelled and
there are unnecessary delays. We are planning to consult local people on proposals to develop two new specialist
orthopaedic centres which would bring together routine and complex planned care, currently provided in seven
locations across south east London. Having these dedicated centres means:





We can offer more procedures, and patients would receive a higher standard of care because they would be
able to see the most expert doctors in this field.
Patients would also spend less time in hospital and there would be fewer cancelled operations. Because of this
waiting times would fall and every orthopaedic patient every patient would be seen within 18 weeks.
The centres would work closely with other sites to share their expertise and learning, ensuring that patients got
better orthopaedic care across all of south east London.

5. Improving urgent and emergency care
 By 2017, there will be a single out-of-hours service and number (111) and access to a clinical hub, which also will
let patients know about the different locations they can be treated.
 This will help to decrease the number of patients having to go straight to A&E by providing accessible
alternatives before and on arrival, and meet the four-hour waiting time target so patients experience faster care
for more urgent needs.
 By 2019, patients arriving at A&E will be admitted more quickly, and from next year they will all be seen by the
best possible expert specialist for their needs
6. Integrating mental health services
We want to improve mental health in south east London, including the interaction between mental and physical health.
 We want to ensure that mental as well as physical health needs are identified and addressed – including training
for non-clinical workforce to recognize and support mental health needs.
 We are working to ensure access to mental health support and liaison teams in A&E 24/7.
 We want to make sure that mental health patients who need inpatient care get the care they need, including
access to a health-based place of safety (HBPoS) and no out-of-area placements for non-specialist care by 2021.
7. Supporting new mothers
We want to provide simpler support to new mothers throughout pregnancy and make it easier for them to choose the
right type of birth for them and their family.
 By 2019, consultant obstetricians will be present on every labour ward from 8am until 7:30pm.
 In five years, every new mother will by week 10 of pregnancy be contacted by the midwife who will provide and
manage her care and support before and after the birth.
 Women will receive better and earlier advice about what to expect during pregnancy and how to stay healthy,
and their personal health risks will be assessed earlier.
 Standards of care will also improve, with a 20 per cent reduction in stillbirths by 2020.
8. Supporting children and young people
We want to get better at supporting families to keep children and young people physically and mentally well, by
improving family resilience, developing more joined-up care in the community, and making sure that children and
young people can access the right service quickly and effectively.
 We are developing children’s integrated community teams to support children in the community and reduce
hospital admissions in every borough.
 If children or young people do need to go to hospital, short stay paediatric units, working closely with
community services to support children and young people back to home/school, will help reduce hospital stays.

 We are improving mental health support services for children and developing new models for children in crisis.

Our challenges and priorities
Locally, we face many of the challenges that are experienced nationally. The three gaps that are identified in the Five
Year Forward View are found in south east London, and our plan will seek to address these.
We are clear about the challenges people face in living healthily and well
The health of our population has improved significantly over the last five years, but there is more to be done. A detailed
case for change has been developed to understand the health and wellbeing needs of our population. In summary:
•
•
•
•

We have a vibrant, diverse and mobile population with extremes of deprivation and wealth. 26% of children are
classified as living in poverty, concentrated in certain parts of SEL;
Premature death and differences in life expectancy are significant issues;
75% of over 55s have at least one LTC, while 32% of children are overweight or obese;
We need to improve the health of the population overall. Keeping well, at all ages, is critically important.

We have developed a model (below) that segments our population into groups depending on their condition and level
of risk, in terms of both physical and mental health. The 50% of our population who are affected by inequalities or are
putting their health at risk is too high; ensuring more of our population are enabled to stay well is imperative to prevent
our challenges getting worse.

Note: the financial graphic represents spend per patient

While we have made progress we can do more as a system to improve our care and quality gap
The quality of care that patients receive too often depends on when and where they access services. We don’t
consistently meet quality and performance standards, and some providers are not rated good or outstanding by
regulators. We don’t always deliver services that address people's mental and physical health needs in an integrated
way. Our services often do not detect problems soon enough, which can result in admittance to hospital in crisis where
earlier support could have produced a different outcome.
Our system is skewed towards hospital care
We don’t invest enough in services based in the community which prevent illness or encourage people to manage their
own physical and mental health.
As a result, people go to hospital when they could be better supported in the community, and can stay in too long once
admitted. There is an opportunity here to provide better value care through our investment in the health and care
system.
Our system is fragmented resulting in poor patient experience, duplication and confusion
Our system is made up of multiple organisations and professions which too often work within the confines of their own
boundaries. This is reinforced through fragmented commissioning structures meaning that it is difficult to share
resources. This impacts care and experience. Patients and carers find it frustrating to have to navigate different services
and to provide the same information to different people. Patients often stay in hospital longer because joined up
arrangements for their care in the community on and after discharge have not been put in place.
Our services are under increasing pressure
All services in our system are facing increasing pressure to deliver high quality care within a constrained financial
climate. We are delivering in partnership with councils who face unprecedented pressures on resources. In some cases
they are looking to save over 30% of current expenditure over the next 3-4 years.
Recruitment and retention of our workforce has become increasingly challenging and our estates are not always fit for
purpose. Our use of data and information management and technology (IM&T) doesn't currently enable our vision.
Without a place-based approach to commissioning and contracting of care we will not optimise value.

We are facing a financial challenge of £934m over four years

Based on plans and forecasts, we think that if we do not change the way we work, we will need £934m more in 5 years
than we are funded for. This is because of increasing demand and costs with a growing population that accesses health
care more often, and people who are living longer but often with one or more long term conditions. Meanwhile, the
NHS’s costs are rising more than inflation across the UK economy (to which allocations are linked).
If we do not change our approach to delivering care, the projected demand would increase so that the number of beds
needed would be enough to fill a new hospital site, something which is not possible or affordable. It would also require
a significant increase in our workforce.
Our priorities must therefore focus on managing this increase in demand by changing the way we work so we can
work within our current infrastructure. This will be by providing alternative high quality, good value options that
focus on outcomes for our population.
In addition to the NHS challenge outlined in the chart above, the financial challenge that the councils face over the
period to 2020 is £242m. This means that the six councils need to reshape social care services to lower costs and raise
productivity. Each council is working to transform services at the local level with health sector partners. Lewisham, for
instance, is conducting a “devolution pilot” to fast forward a number of initiatives so as to test some of the savings
options early in the planning period. Working together will help Councils and the NHS be more efficient and make sure
services are sustainable.

Plan summary – ‘plan on a page’
We have worked collaboratively to develop our plan for south east London. Where there is a benefit to the system and
to our residents we will deliver collaboratively, whilst much will be continued to be delivered locally. Our STP doesn’t
capture everything that we are doing as a health and care economy. Instead it focuses on five priority areas (listed
below) and related areas of focus that we believe will have the greatest impact to collectively address the three gaps of
health, quality and finance. The delivery of these plans will be supported by a new cross-organisational governance that
will allow us to overcome difficulties and collectively manage the transformation required.

Five priority areas
1. Developing consistent and high quality community-based care (CBC) and prevention
Our priority for the next five years is to expand accessible, proactive and preventative care for mental and physical
health problems outside of hospital. We have developed a model of integrated community-based care that focuses on
population health and wellbeing, supporting people to manage their conditions and increasing prevention and early
intervention. We will support this through new contracting models and by ensuring that we have a sustainable
workforce and appropriate estates.
Our new model of community based care
Over the next five years we will continue to invest in the development of local care networks which will incorporate all
246 GP practices. We have built these local care networks around geographically coherent communities, supported by
scaled-up general practice using natural boundaries within boroughs. These networks share many of the features of
multispecialty community providers (MCPs – a new nationally recognised model) and will bring together primary,
community, specialist teams working in the community, mental health and social care colleagues to manage the health
and care of local populations of between 50,000-100,000.
Our approach has been to establish a common set of standards that each network will adopt while flexing the service
they provide for their local population. Each network is working towards:
•
•
•
•
•
•

Building strong and confident communities and involved, informed patients and carers who are supported to
stay independent and self-manage;
Delivery of consistently high standards of care, including the London Strategic Commissioning Framework
Specifications, with clear outcome measures;
Responsive services providing access from 8am – 8pm seven days a week;
Secondary and tertiary prevention focussed on the physical health and wellbeing of people with enduring and
significant mental health problems;
Proactive secondary prevention, equitable and timely access, effective coordination;
A systematic risk stratification and problem solving approach that addresses both physical and mental health.

Drawing on others from across the health, social care and the voluntary sector, the networks will provide a full range of
community based services. This includes the delivery of a number of high impact schemes including services such as
improved step up / step down and admission avoidance for identified members of the population. Our ambition is that
they will be able to integrate the entire community based system, even driving transformation in areas such as housing,
as well as health and care. The local networks will also develop an integrated approach with acute providers identifying
services which can be delivered locally, as well as making use of acute assets and expertise.
It is recognised that this transformation will require investment. CCGs are committed to directing funding towards
improvements in community based care through increases in funding received by the system or as savings are achieved
elsewhere.
Investing in community based care (CBC)

We know that, in order to realise savings in other parts of the system, we will need to invest approximately £62m to
achieve the initiatives set out in our plans. Alongside this we will need to find ways to fund, non-recurrently and
substantially, the organisational development that will be required to help professionals to work in new and different
ways. We will aim to use national funding distributed according to the areas of greatest need to support delivery of
agreed local and pan-London objectives and support sustainable and vibrant primary care. Some of this investment will
generate savings in CBC but we anticipate that the main area of financial benefit will be in relation to unplanned and
emergency care. One of our priorities with this area of focus is improved outcomes for patients, as well as the acute
savings.
High impact schemes to be delivered by local care networks
We are already beginning to deliver against the high impact schemes, tailored to local populations, which enhance
current provision to make an immediate difference to care. The schemes we have focused on help to reduce acute
demand and improve quality, by reducing variation.
Access, timely care and assessment
• Extended general practice (8-8), through the local care networks
• Increasing cancer screening and education
• Identification of people ‘at risk’, including those at risk of admission, and working with them in a
multidisciplinary way to provide support and avoid crisis, including mental health
Proactive care and prevention
• Working with patients to prevent ill health by focusing on issues such as obesity, mental health, diabetes,
smoking and alcohol. For instance, using the Healthier You: NHS National Diabetes Prevention Programme (NHS
DPP), an evidence-based behavioural intervention programme for individuals identified as being at high risk of
developing Type 2 diabetes. In partnership with the Health Innovation Network, we aim to deliver over 4,000
places across South London CCGs and boroughs in 2016/17.
• A focus on sexual health and prevention
• Investing in innovative ways to empower self-management of long term health conditions, including working
with schools and targeted programmes to support patients with long term conditions
• Proactive care planning to identify and target higher risk patients including those in the last year of life.
Individuals identified will receive personalised care plans and tailored appointments depending on need
• The Health Innovation Network will support the roll out Alcohol intervention and brief advice IBA across health
settings, social care and the criminal justice system, along with minimum standards which set out how staff can
deliver.
• Continuing the award winning work of The South East London Illegal Tobacco Network (SELITN)
Co-ordinated and effective care planning
• Integrated working with mental health and adult social care
• A high-performing multi disciplinary team will include roles such as care navigators to coordinate care for
higher-risk patients.
• Enhanced support to vulnerable people in care homes, extra care housing and those receiving domiciliary care.

2. Improving quality and reducing variation
The standard of care patients receive is not consistent. We don’t always treat people early enough to have the best
results and people’s experience of care is variable and can be better. Many of the improvements in our health and care
system will come from changes in community based care. We also need to reduce variation in our main pathways of
care. To address this we will work collaboratively between organisations to make changes across our system that will
improve value and outcomes for patients.
Reducing pressure on A&E and simplifying urgent and emergency care
Increased access to community support and population health management through our community-based care plans
will reduce demand for A&E. However, when people do need to access services in a crisis it can be confusing. Our
priorities are: integrating urgent and emergency care; providing accessible alternatives and signposting people to these;
and supporting people appropriately when they have to access A&E. We are also exploring options for care navigators;
improving mental health crisis care services; and reviewing the acute oncology pathway to reduce demand on A&E.
Collaborate to improve quality and efficiency through consolidation
We believe that greater efficiency and quality of care can be delivered by working collaboratively across organisations.
In areas such as elective orthopaedics there is evidence that consolidating services can improve care at a lower cost. We
are also establishing two cancer centres, one at Guy’s and a smaller centre at Queen Mary’s.
Integrating mental health services
30% of people with a long-term condition also suffer from poor mental health. People with severe mental illness do not
always receive the best care for their physical health needs. We have undertaken pioneering work in this area, e.g. the
‘three dimensions for diabetes’ pilot (3D4D). We have initiated a programme of work to explore further options for
improved integration, and to ensure physical health care for those with severe mental illness is optimised.
Standardise care across pathways
Where appropriate, we are developing standard approaches to managing similar conditions. This will include shared
referral standards and protocols for managing patients.
Implementation of standards, policies and guidelines
We aspire to a high quality services and across our pathways we are committed to meeting national and regional
standards, including as set out in the maternity review, the cancer taskforce report and the Mental Health Five Year
Forward View. We will implement evidence based clinical standards of care consistently across providers. We are
further expanding the Diabetes Prevention Programme.

3. Improving productivity and quality through provider collaboration
We can no longer rely on traditional cost improvement programmes within single organisations. Instead, we are
working to realise the productivity and service improvement opportunities which lie beyond organisational boundaries.
Savings are estimated at £225m through economies of scale and removing duplication, and we expect these to bring
improved outcomes and quality. We have five areas for collaboration.
Standardise and consolidate non-clinical support services wherever possible
At present, non-clinical support services (such as HR, finance) are duplicated across trusts, tasks are repeated and there
is significant variation in quality. The consolidation of non-clinical support functions will lead to savings through
economies of scale, standardisation and simplification of processes, improved technologies and effective talent
management. We aim to have established a new model for HR, IT, procurement and finance in the next three years.
Optimise the workforce be generating south east London-wide allegiance and alignment to staff banks and better
management of agency contracts
We can achieve savings through collaborative working with the aim of: reducing demand for temporary staff; reducing
agency rates; increasing supply of affordable temporary staff; and working with the London Ambulance Service so that,
where appropriate, patients can be treated on scene and discharged e.g. training and educating paramedics into newly
defined roles such as advanced practitioners. By 2021 we want to have built a large staff base by offering competitive
rates and other non financial benefits.
Capitalise on our collective buying power with a south east London procurement hub
There is price variation, inefficiency and a large volume of waste in our procurement systems. Furthermore, there is a
lack of data and proper analytics to support product decisions, with clinicians aligning patient outcome/cost with
products. We think that (aligned with the Carter Review) supply chain management can be centralised while some
responsibility is retained locally. We want to adopt a category by category approach to drive down price variation and
common processes to reduce unnecessary waste and inefficiency.
Consolidate clinical support services to generate economies of scale and deliver consistent, high quality services
We have a number of common challenges across the clinical support services. There is variation in service and
medicines costs; peaks and troughs of demand; and system and process inefficiencies which delay turnaround and
reporting times, impacting patient outcomes. We plan to address these and achieve savings by reducing the drugs bill
and improving pharmacy infrastructure services; workforce re-profiling and process improvements that make use of
available technologies to create a leaner, multi-skilled workforce with improved retention rates; sharing equipment and
contracts; and optimising purchase and use of consumables and reagents by using our collective power to negotiate.
Capitalise on the collective estate of south east London
There is currently underutilisation at some sites, and too high levels of activity at others. Lack of accurate data means
strategic planning and decision making is difficult. In 2021, we want organisations to have total transparency of
information informing a SEL wide estates strategy. We will work to ensure assets are fit for purpose, flexible and will
fulfil future service requirements. The idea of collaboration within estates is not new, but collaborative productivity will
allow it to happen on a new scale. This would build on important work done by organisations such as Essentia,
Community Health Partnerships, NHS Property Services, and the OHSEL estates group.

4. Developing sustainable specialised services
Specialised services are those provided in relatively few hospitals, accessed by comparatively small numbers of patients
but with catchment populations of usually more than one million. They tend to be provided by hospitals that can recruit
a team of staff with the appropriate level of expertise, often with research interests. There are nine providers of
specialised services in south east London, and £850m spend. Most is spent with our two largest providers: Guys and St
Thomas’ (£410m) and King’s College Hospital (£312m), with Lewisham and Greenwich accounting for £43m. South
London and Maudsley (£41m) and Oxleas (£19m) provide specialised mental health services. One third of all activity
comes from outside south east London, with the most significant flows from Kent and Medway and Surrey and Sussex.
The growth in referrals from this wider region currently exceeds local growth. The size of specialised services in south
east London has a direct impact on the sustainability of our system, both in terms of financial sustainability and the
quality of other services. The potential impact to the south east London system of any change to these flows, decisions
for repatriation or associated local developments cannot be underestimated.
Our aims for south east London
We are committed to delivering high quality and sustainable specialised services in south east London, both for our own
population and for those that travel here to receive care. To achieve this, we, together with NHS England, are
considering alternative ways to deliver and plan specialised services. We will:
• Reduce the number of people requiring specialised services by developing a whole system approach to
provision and commissioning of services, maximising primary and secondary prevention;
• Ensure that the integration of physical and mental health is at the heart of our specialised service delivery;
• Build on our knowledge of patient flows and the relationship between services to determine new and innovative
ways of commissioning and providing services to improve quality, safety and cost effectiveness;
• Eliminate unwarranted variation to ensure equity of access, outcomes and experience for all.
The majority of specialised service pathways for our population are delivered by the trusts within King’s Health Partners
(KHP) and St George’s. As an Academic Health Sciences Centre, KHP is a key driver of specialised service development.
KHP work already underway seeks to address some of our local challenges, including strengthening haematology,
cardiovascular, clinical neurosciences and children’s services. There are significant opportunities to improve the
coordination between specialist and local care through network models, and further optimize the specialist elements of
these services with research and training across the specialist sites. Guy’s and St Thomas’ vanguard project with
Dartford and Gravesham also includes a focus on paediatric, cardiac and vascular care pathways which will support and
align with wider work on specialised services and improve outcomes for residents of east Kent.
This work could lead to some changes in service delivery so we will work closely with patients, service users and a wide
range of other stakeholders to develop our proposals and determine how to deliver the best outcomes, experience and
value to meet the needs of the people we serve. It also has further potential to address estates challenges through joint
solutions.
Through reviewing our performance and quality issues and areas of highest spend, and our work with Kings Health
Partners, we are suggesting three area of focus to explore further: pathway transformation, drugs and devices and
improving value.

5. Changing how we work together to deliver the transformation required
The STP cannot take on the role of regulator, or substitute individual organisational governance arrangements that
ensure they are meeting their statutory responsibilities. Delivery of our STP is therefore dependent on a shift in culture.
A shift away from a focus on individual organisational achievement and towards shared ownership and accountability
for improved health and social care outcomes for the population of SE London.
This is a collective endeavour and requires not just a clarity of vision but shared responsibility for delivering our plans.
Such a change in relationship requires a true commitment from system leaders to work together differently and this will
be formalised in a system-wide Memorandum of Understanding (MoU).
However, our ambitions for system transformation and integration of care will only be achieved if there is ownership of
the challenges we face throughout our individual organisations. We need to empower health and social care staff to
make change happen, beyond the shared programmes of work that are described in this document. This requires health
and social care professionals to lead the process of change, whereby they identify opportunities to improve outcomes,
efficiency and optimise the value of the care being provided to local people.
In recognising that the STP is not meant to be a regulatory body, we’ve begun to define our role in: delivering CIP/ QIPP
plans; delivering performance plans; financial strategy. We have also looked at the existing governance structure and
made some changes to reflect the new working, such as the formation of a productivity board to take forward this area
of work.

Impact – bridging the financial challenge
The south east London health economy faces a considerable affordability challenge over the next five years. We think
we will bridge this gap through:
- ‘Business as usual’ efficiencies, estimated to be £262m by 2020/21 (at 1.6% per annum across our five provider
organisations and including commissioner BAU QIPPs)
- Collaborative productivity measures estimated to contribute savings of £225m over the five year period
- The implementation of Local Care Networks, along with other changes in services and proposed pathway
redesign, should lead to considerable savings across a number of care areas - net savings of £116m are
estimated due to this reduction in demand and variation. Within this, the largest savings relate to reductions in
demand for urgent and emergency care, worth £63m by 2020/21.
Thus, bringing these savings together, reduces the affordability challenge for south east London to £250m. However,
recent work to consider 2016/17 in-year performance has deteriorated this position to a deficit of £80m in 2020/21.
This does not include any additional funding from national bodies to support transformation. Indicative Sustainability
and Transformation Funding of £134m has been announced by NHS England for south east London1. Early access to this
amount is required to deliver the scale of transformation. This investment would reduce the challenge to £196m, with
£202m related to specialised commissioning and the London Ambulance Service for which savings plans have not yet
been developed. If ongoing work is able to fully address these pressures, then a system-wide planned surplus of £5m
(0.1% of total system revenue) would remain by 2020/21.
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Summary and Highlights
Please see the attached strategic projects update paper which aims to inform the Board of progress
in key projects with which the organisation is currently involved.

Recommendations
To note.

Strategic Projects update
This paper aims to inform the Board of progress in key projects with which the organisation is
currently involved.

1. South London Mental Health Partnership
Project Lead: Ursula Grueger
Ursula.grueger@slwstg-tr.nhs.uk
The CEOs of Oxleas, South London and Maudsley (SLaM) and South West London and St George’s (St
George’s) have met to discuss the business rules, project structure and first projects for this
partnership.
The business rules will be worked up in more detail, but the principles of sharing benefits and risks
fairly were agreed. It was also agreed that while the partnership would have priority, it would not
replace local collaborations and that the best deal for each trust would be sought.
The proposed project structure is described in the diagram below:

The project will be led by the CEOs. They will hold a monthly Steering Group that oversees all
projects which will be chaired by David Bradley, CEO of South West London and St George’s Mental
Health NHS Trust. The Chairs and NEDs from each trust will meet with the CEOs every six months to
review progress. The programme will be supported by the programme director, Ursula Grueger.
The following projects are being considered for the first phase:
•
•
•
•
•
•

•
•
•
•
•
•

Choosing a joint legal services provider and changing our internal processes to reduce legal
fees (all)
Joining up payroll teams (SLaM and Oxleas initially)
Jointly procuring an internal audit provider
Reviewing transactional teams in finance (Oxleas and St George’s)
Creating an employee passport that is transferrable across the three Trusts (all)
Jointly procuring an Occupational Health service provider (SLaM and St George’s. The
contract will have a break clause to coincide with Oxleas’, so a joint procurement for all
Trusts can follow from 2019.)
Sharing Disaster Recovery sites (all)
Joint procurement of WAN infrastructure services (all)
Jointly investing in Quality Improvement (all)
Joint development programme for band 4 nursing associates and band 5 nurses (all)
Joint pharmacy procurement of drugs (all)
Shared use of estates (all)

Joint procurement is seen as one of the largest opportunities and a database of all large contracts in
each trust will be created to enable all trusts to bid jointly in the future.
As next steps, the CEOs and Chairs will meet to agree the governance structure and CFOS and CEOs
will finalise the business rules around any new ventures and project teams will prepare their initial
plans. These will be presented to the individual boards in January.

2. South London Forensic Partnership
Project Lead: David Monk
David.monk@symmetricpartnership.co.uk
This partnership between Oxleas, SLaM, St George’s and NHS England (London) Specialised
Commissioning successfully applied to be a New Care Model national site for secondary mental
health providers to manage care budgets for tertiary services. 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. In addition, any resident of this region treated in forensic
services Out of Area are also covered by our partnership.
Our Partnership signed a Shadow Form Agreement on 1 October 2016 which kick started the process
of formal due diligence and business case development. The expectation is to proceed to a formal
contractual agreement transferring budgetary responsibility to our Partnership on 1 April 2017, 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:
1
2
3
4

Access to a robust patient identifiable database
Access to matching financial as well as contractual data
A bespoke contract variation that reframes all contracts into a budget offer to the
Pilots:
A clear understanding of the risks associated with the budget transfer.

Analysis of data has started but further detail is required and work has started on agreeing business
rules around the contractual and trading relationships.
Business Case Development
The Shadow Form Agreement requires our Partnership to submit a Business Case by 31 December.
The immediate priorities for the Business Case are:

To facilitate the development of the Business Case, the Partnership Steering Group has set out and
agreed an overarching business case framework and is working on the following:
•
•
•

•
•

The Development of our Partnership Business Rules (CFOs- /25/11/16)
Due Diligence – continuing our work on patient, contractual and financial data (SLPNHSE 23/11/16)
Clinically-led patient level capacity planning – evaluating potential pathway
efficiency savings either via impact on by OBDs, or by tariff differentials or both. This
is being completed for both Out of Area and In Area patients (Completed by
25/11/16)
The development of a specification for our Commissioning Hub – looking also at any
underlying HR issues related to transferring and/or seconding staff from either NHSE
or from within our own capacity.
Testing a number of New Care Model propositions – modelling and sensitivity
testing assumptions for 2017-18 and 2018-19 –linking these to capacity
assumptions. (Final session 1/12/16)

A first draft of the Business Case will be tabled at the Steering Group on 5 December. It will then be
presented to the December Business Committee and equivalent committees in SLaM and St
Georges. It will then be subject to further development and will go back to the Steering Group for a
final “challenge session” before being signed off and submitted to NHSE. At this point we will have a
“stop-go” meeting with NHSE.
Assuming that our Partnership is happy with the Business Rules, the expected budget offer and our
hypothesis regarding investment and savings, the Business Case will then proceed to further trustlevel scrutiny and formal approvals. (Timescales to be advised by trusts).
On-going Operational Partnership Development
From 1 October, the Partnership agreed to establishment of an Out of Area Team. This team is now
reassessing out of area patients and plans are already being implemented, bringing patients closer to
home. This also helpfully enables us to scrutinise the data provided by NHSE regarding Out of Area
Patients.
The Trust clinical teams have also for the first time streamlined their weekly referral, case
management and bed planning meetings – this has enable us to share capacity, resources and to
align clinical decision-making.
Furthermore we have developed the capacity to run a single live patient tracker system backed by a
single data warehouse. This will go live as soon as local Trust IT internal change management
processes have been completed. This is essential with regard to the functionality of our
Commissioning Hub and the inherent improvement in clinical case management required in
delivering any length of stay reductions

3. Bromley Community Health Services

Project Lead: Alison Furzer
Bromley CCG have delayed the release of the tender documents. These are now expected early
December.

Partnerships
A bidding appraisal has been conducted with partners and the favoured option is for Oxleas to be
the prime contractor. It has been agreed that legal work to support the bidding process will be done
by Bevan Brittan and they will provide advice on organisational structure.

Modelling
We are making progress with draft models developed for children and adult services. Partners are
engaged in the design work with GP Alliance, Kings and St Christopher's leads attending workshops.

4. Bexley Care – integrated care in Bexley

Project Lead: Simon Henley-Castleden
A co-design process with over 70 staff from Bexley Council, Oxleas and voluntary sector, facilitated
through 12 workshops by IPC Oxford Brookes University, is underway. This has resulted in agreed
principles of design, some very useful thinking on services based on holistic care stratified by
urgency of need, and four fundamental building blocks from which the operational design will need
to hang. These four blocks are a Single Point of Access; a Single Assessment Process; Teams without
Walls and co-location; and culture requirements for Bexley Care. The single most important cultural
requirement identified was that of permission.
Next stages are to work up more detailed plans and business cases for the building blocks, and to
start working with operational teams to programme the detailed design and implementation.
Mapping of all existing services and staff, and also of estate, will form part of this work.
The programme board and programme executive have met regularly tracking progress, and working
through the ‘red lines’ with respect to finance, governance and joint management structure. The
thinking so far will be drawn together into a partnership agreement in the coming weeks, with
external support (KPMG / Bevan Brittan). The draft agreement will be discussed at a joint executivelevel group in early December. The latest proposal will be taken to our December Business
Committee and then presented to the Partnership Board (which includes a NED and governor)
before Christmas.
Wanting to make the most of the enthusiasm, commitment and passion of the wider co-design
team, there will further opportunities to engage with them in the operational design process, and to
feed back to them on the implementation of some of their ideas. Encouraging staff to meet people
from other teams, organisations and services to learn about what they do, and to get to know each
other is a key enabler of better integrated thinking. There are plans in development to support this.
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Summary and Highlights
Since the last board meeting, the following activities have occurred:
Membership Committee
Governors reviewed this year’s Annual Members’ Meeting and started discussing plans for next
year’s meeting. Other opportunities for membership engagement including borough focus groups
were discussed.
NED appointment
As part of the Nominations Committee, governors participated in the interviews for the new nonexecutive director. The recommendation for this appointment will be taken to the December
Council of Governors’ meeting.
Governor reps on Quality Committee sub-groups
Patient Experience Group - Irene Badejo has attended her second meeting
Mortality Surveillance Group - Stephen Brooks has attended his first meeting.
Governwell training
Three governors attended the NHS Finance and Business Skills course.
Recommendations
The Board notes the above

