112th Meeting of the Board of Directors
10.30am, Thursday, 12 January 2017
Maple Room
Pinewood House
Pinewood Place
DA2 7WG

AGENDA
ITEM

ACTION

PRESENTED BY

ENC

1

Apologies for absence and declaration of any
conflicts of interest

To note

Andy Trotter
Chair

-

2

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

To agree

Andy Trotter
Chair

1

3

Matters arising
• Actions progress described in Board
Actions Tracker

To note

Andy Trotter
Chair

2

ENHANCING
QUALITY
4

Chief Executive update

To note

Ben Travis
Chief Executive

verbal

5

Integrated dashboard

To note

Ben Travis
Chief Executive

3

6

Operational Performance Report

To note

Helen Smith
Deputy Chief Executive

4a&b

7

Quality Committee report

To note

Steve James
Non Executive Director/
Ify Okocha, Medical Director

5a-e

8

CQC Learning, Candour and Accountability
Report – taking forward the recommendations

To note

Jane Wells, Director of Nursing

6

Refreshment break
WORKFORCE
9

Workforce and Learning Development
Committee report

10

Borough reconfiguration proposal

11

NED report - Board Visits

To note
To approve
To note

Page 1 of 2

James Kellock, Non Executive
Director/ Simon Hart, Director of
HR and OD
Helen Smith
Deputy Chief Executive
Andy Trotter
Chairman

7
8
9

112th Meeting of the Board of Directors
10.30am, Thursday, 12 January 2017
Maple Room
Pinewood House
Pinewood Place
DA2 7WG

AGENDA
SUSTAINABILITY

12

Business Committee report

To note

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

10

13

Audit Committee report

To note

Steve Dilworth, Non Executive

11

Andy Trotter
Chair

12

PARTNERSHIP

14

Council of Governors update

To note

ANY OTHER BUSINESS
QUESTIONS FROM THE PUBLIC
DATE OF NEXT MEETING
The next Board of Directors Meeting will take place on:
Thursday 2 February 2017 at 10.30am
Maple Room, Pinewood House

Page 2 of 2

Board of Directors
12th January 2017

Item
Enclosure

2
1

Item from

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

Attachments

Minutes of the Board of Directors Meeting 1st December 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

111th Meeting of the Board of Directors
Thursday 1 December 2016 - Maple Room, Pinewood House
Board of Directors
Andy Trotter
James Kellock
Jo Stimpson
Stephen Dilworth
Steve James
Seyi Clement
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
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
Susan Owen

Director of Therapies
Risk Manager (Minutes)

Members of the Council of Governors in attendance
Fola Balogun
Service user/carer: Childrens
Ken Thomas
Service user/carer: Adult Community Health
Richard Diment
Public: Bexley

Action
1

Apologies for absence and declarations of interest
• Apologies for absence – Sally Bryden, Trust Secretary and Associate Director Corporate Affairs
• Conflicts of interest – none declared

Noted

2

Minutes of last meeting
Item 5 – Under safe staffing, amend sentence to state that reports are currently retrospective.
Item 16 – Clarify that the Board agreed that sign-off of agency spend returns was referred to the
Business Committee and the Workforce and Learning Development Committee.
Pending these amendments, the minutes of the meeting on 6 October 2016 were approved as an
accurate record.

Approved

3

Matters arising from the minute of the last meeting
Noted
Item 3 – Visit to corporate teams are taking place.
Item 3 – The Staff Strategy will be presented to the January 2017 meeting of the Workforce and
Learning Development Committee.
Item 7 – The review of a sample of complaints will be presented to the December 2016 meeting of the
Quality Committee.
Item 10 – An update on learning from the CB inquest will be brought to the January meeting of the
JW
Board of Directors.
Item 11 – Nominations for staff recognition awards are now live. A dedicated event will be held in the
new year. BT said that the trust is also exploring other ways of recognising staff achievements.
Item 11 – Francis Adzinku is leading work to clarify the governance framework for implementing a
smoke free environment in the acute mental health units.
Item 13 - The staff members injured in the MG incident are working towards a phased return to work in
the new year. On-going support will continue to be provided to all staff affected by the incident
through the Quality Improvement Programme and increased presence from the Director of Nursing.
MW is overseeing a review of therapy activities across all services. A draft will be completed by the end
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of the calendar year and finalised in January 2017. All patients are risk assessed before engaging in an
activity.
Item 17 – The Capital Expenditure Committee will receive a paper on the cost of managing ligature
points related to windows. The doors in Shepardleas Wards have been completely removed whilst the
PFI providers rectify the problem. Parabolic mirrors to manage blind spots have been ordered. These
will be installed in the Bracton Centre and then in the acute units.
Action tracker
No 57 - SH said that the Guardian of Safer Working, Dr Israel Adebekun, has attended the Workforce
and Learning Development Committee.
No 55 – The revised action plan for the Workforce Race Equality Scheme has been submitted to the
Workforce and Learning Development Committee. The Board agreed that the review of this can be
delegated to the WLDC.
AT asked that the “jargon buster” appended to the minutes is updated.

SB

4

Chief Executive update
Noted
Good progress is being made with the Quality Improvement Programme. Bed occupancy is under 100%
and there have been no mixed sex breaches. Staff engagement has been excellent and staff said that
they appreciate the support. AT said that there is a noticeable difference on the wards. BT has met
with Paul Lelliot, Deputy Chief Inspector of Hospitals for the CQC. The CQC is moving towards a process
of annual inspections and annual ratings. Paul will make an informal half-day visit to the trust in
January 2017. With regard to finances, good progress is being made with achieving savings plans in
services. Over the next two years, the trust will plan for a surplus of £100k and seek to use property
disposals to top up the control total. The final competitive dialogue event for the Strategic Estates
Partnership will be held on 2 December 2016 and a decision on which partner we will work with will be
made in February 2017. A detailed paper on the borough based restructure will be presented to the
Board of Directors in January 2017 for final approval.
SJ – It is important that we do not lose the opportunity for one-off investments to improve quality.
Whilst the move to a borough based structure is positive, we must make sure that we do not lose good
practice through the transfer.
JT – We do have non-recurrent reserves, but we will need to think carefully about how we manage the
message to staff.
AT – We are exploring how we can further develop internal communications.

5

Integrated dashboard
Noted
The Integrated Dashboard Report now includes the NHSI Dashboard. Key exceptions to note are:
No 5 – families and carers: The ‘must ask’ question is to be changed to asking whether the service
user wanted a carer involved and if so, whether they or not they were.
No 19 – Bed occupancy: This has been under 100% for two consecutive months and the use of private
beds has been minimised.
No 37 - Early Intervention in Psychosis (EIP): This has decreased slightly due to the change in the NHSI
metric of how this is recorded. By next month, we will know whether this is a data collection issue or a
performance issue.
No 51 and no 52 – Bank and agency staff costs: This moving in the right direction. SH said that the
temporary staffing team are exploring incentives to encourage staff to join the Bank. There is a focus
on ensuring that the trust does not breach working time directives.
SD – For the families and carers indicator, it is important that we still collect data for the original
question on whether carers feel they have been supported.
MW – There will be a separate carers survey to capture this.
JS – Would we expect to see an increase in bed occupancy over the Christmas period?
HS – Our main surge is in January. Bed occupancy is often lower over Christmas when service users are
on leave.
IO – This pattern is seen across the sector.
SJ – How are managers alerted when the working time directive is breached, what action is taken and
how long does this take?
SH – The roster system will flag warnings and this is followed up on an individual basis. Information is
shared with services and line managers are expected to address this.

Page 2 of 11

Action
BT – Colleagues in the HR department are supporting wards with roster practice.
SH – We cannot prevent staff from undertaking shifts in other trusts through agencies, but agencies
also have a responsibility to monitor the number of hours worked.
IO – For professionally registered staff, it is a condition of their registration that the working time
directive is not breached, so these staff have an obligation to adhere to the rules. For medical staff, the
Guardian of Safer Working has a duty to raise concerns.
SD – What is the timeframe for addressing this?
BT – Roster controls are in place. Oversight is through the Workforce and Learning Development
Group.
No 24 - 48 hour follow-up
Of the seven breaches, four were outside the control of the trust and three were within our control. All
patients have now been followed up. A control has been built into RiO whereby the discharge cannot
be completed until a date for the follow-up appointment has been set.
JS – Is this the expected standard regardless of the RiO controls?
IO – This is the expected standard, but previously the system did not support this. The new control will
prevent clinicians with progressing with the discharge until a follow-up date has been recorded. We
expect this change to go live in RiO imminently.
SD – We should always achieve 100% on this indicator. If four of the cases were outside our control,
should they be counted as breaches?
IO – This is an internal target. Whilst we always aim for 100%, there will always been an element of
human error and we are looking for solutions to address this. Breaches are followed up with individual
clinicians. Failure to follow-up within 48 hours has never been raised as a factor in a suicide
investigation.
BT – We need to be clear on the areas where focus is needed and have more latitude on low risk issues.
SJ – It is good to see that the Board has taken positive action to reduce error by changing the system.
No 32, 33 and 34 - Vacancies
Following a recent recruitment event for HCAs, the trust received 96 applications, interviewed 45
candidates and made 21 offers of employment. A further recruitment event for registered mental
health nurses (RMNs) is planned. The position with prisons healthcare is improving as funding for
extra posts has been approved. Time to recruit for prison healthcare staff is currently 22 weeks due
the additional prison security checks. The Disclosure and Barring Service (DBS) check takes three weeks
due to a backlog with the Metropolitan Police. For other staff groups, time to recruit is 13 weeks, so
within our internal target of 16 weeks.
JS – Do the prisons prioritise their own staff?
SH – We have asked for healthcare staff to be fast-tracked and offered to pay for this, but have not had
a positive response. For Category A prisons, the check has to cover every address of the individual over
a long period. For staff who have lived overseas or at a number of addresses, this will take some time
to process.
SJ – Does the contract cover these costs?
JT – This is taken into account in the costings.
SH – The Chief Executive has to sign-off all agency bookings over a certain amount. At present, these
are all staff in Greenwich Prisons.
BT – We have been successful in negotiating additional funding.
JK – Is the target date of March 2017 an achievable timescale?
SH – There are candidates in the pipeline. The main challenge is recruiting qualified nursing staff.
JW – This is a concern nationally. A number of short, medium and long term options are being
explored.
No 35 - Explanation of rights under MHA section 132
Performance has dipped slightly in October 2016. Three of the breaches were people on short term
sections. These patients would have been converted to a long-term section or discharged. For long
term sections, all breaches have since been addressed.
SC – Should a pack be given to all patients on admission?
IO – There is a generic welcome pack and it does include information on rights. It is not always
appropriate to give this at the point of admission, depending on the presentation of the patient.
No 15 - Psychological therapies 18 week RTT pathway
Waiting times have improved. Modelling in IAPT will be completed by December 2016. JT said that the
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service is keen to make investments to reduce waits and asked the Board to take a view on whether
this is an appropriate use of funds.
IO – In adult mental health, the Head of Psychology has no plans to use agency staff. Posts have been
recruited to and we are waiting for staff to commence.
SJ – If it is non-recurrent expenditure, investment should be considered. If it is a demand issue, we
need to explore other options.
BT – There is a broader question on where the pressures are.
AT – There is no value in one-off investment if this won’t make a difference in the long-term. We
should look at the specification in contracts and increase our knowledge on this.
HS – Demand is being modelled. The reconfiguration has helped, but this will always be a busy service.
We should put the modelling place, allow time for newly recruited staff to take up post and review in
six months.
IO – The time to resolve should be extended to June 2017.
No 53 – normalised surplus year to date
The trust is currently behind plan by £133k due to the non-recurrent cost of the ELFT beds. ‘Business as
usual’ is on plan and the trust is in better position looking forward to year end. Directorates are sighted
on achieving savings plans. A year end surplus of £400k is forecast but there are wider discussions on
the control total.
6

Operational Performance Report
The evaluation of the reconfiguration of adult mental health community services showed that this had
had positive results. Patients and staff understand the reason for the changes. Staff have said that
their workload is busy and there is some dissatisfaction with regard to targets, hot desking and working
extended hours. In adult mental health, there has been a reduction in agency use, with the exception
of the Tarn and s136 suites, where demand remains high. A draft ‘bed rules’ dashboard has been
developed to monitor breaches of the rules and waiting times for admissions from A&E.
In adult community health, use of agency staff remains high due to demand on the district nursing and
specialist nursing teams, but vacancies are being filled. The Central Access Team is no longer using
agency staff. With regard to tenders, we have expressed interest in providing the new dietetics service
in Bexley. The Bromley College Speech and Language Therapy Service has been awarded additional
funding to provide similar services in Greenwich and Bexley Colleges for 16 to 19 year-olds. 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.
AT – The pressure care equipment budget in adult community services is overspent. Is there sufficient
budget for this?
JT – We can make additional provision, but we need to understand the reasons for the overspend and
be assured that it is being used appropriately.
HS – We are liaising with CCGs to increase funding for this.
Referral to treatment (RTT) waiting times in AHP and psychological therapies services
Good progress has been made on reducing waiting times and the trust continues to meet all nationally
reported targets. From January 2017, the majority of services will move to a 13 week target, with the
main exceptions being CAMHS and older people’s memory services. For CAMHS, this is in the context
of higher than normal levels of vacancies across the service which reflects a national shortage and for
memory services this is due to constant demand on services. The new reports will be available from
February 2017.

7

Quality Committee report
Noted
The Quality Committee last met on 25 November 2016. The Committee received a thorough
presentation from the Older People’s Mental Health Directorate and anupdate on the new model for
Atlas House. The Terms of Reference for the Quality Committee will be updated to reflect the new
arrangements for clinical oversight of the RiO function. National benchmarking will be presented to the
Quality Committee in February 2017. The Quality Committee agreed that its role in monitoring CQC
action plans will be to receive reports by exception.
Quality Dashboard
There has been no significant change in throughput. The trust needs to increase the volume of patient
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feedback as this remains low in relation to overall caseload. In August 2016, the majority of patients
were seen within two to four weeks. There has been no change in the proportion of patients seen to
caseload. Other exceptions to note were:
• There were 831 responses to our six ‘must ask’ questions in October 2016 and there is a focus on
improving this.
• In result of the adult community services friends and family test (FFT), 96% of patients would
recommend our services and in adult mental health FFT, 85% would recommend our services. It
was noted that our rankings relative to other trusts do fluctuate and our focus should be on own
scores. Collecting data in CAMHS remains a challenge as they use a different methodology.
• The trust aims to close complaints within 30 working days and there is more work to do to achieve
this target. SJ asked that the Executive Team considers whether the trust has sufficient resources to
meet this target.
• The trust has received the results of the CQC Community Health Survey. Responses were received
from 198 patients and there has been no significant shift in performance. The national report of
how we compare to other trusts is being prepared and will be received by the Quality Committee in
due course.
• A progress update on the Family and Carers Strategy will be presented to the January 2017 meeting
of the Board of Directors. To date, the Support Network Engagement Tool has been completed for
61 patients and 15 young carers have been identified. The carers survey has been launched.
• An audit of care planning and risk assessments is being undertaken and the results should be
available in January 2017. Additional training and support is being provided.
• The trust is on track to meet the trajectory for safeguarding adults training. The harm free care
indicator will be removed for future reports as the trust is not an outlier.
• Duty of Candour was applied to five out of six relevant incidents. For three cases, the 10 day
deadline was not achieved as the relatives could not be identified.
• An extension for the submission of two serious incidents has been granted. There are 14
investigations in progress and the trust is on track to complete these within timescale.
AT – Does the ‘bare below the elbows’ rule apply to the Bracton Centre and the MSK service at Queen
Mary’s Hospital?
JW - This does apply but staff are not complying with the rules and this must be enforced.
BT – We need a more robust communications campaign to raise awareness of this.
8

Quality Improvement Programme update
Noted
Oxleas House
The programme has been well-received by staff and modern matrons are looking for opportunities to
implement improvements. The leads for all three programmes are meeting with the modern matrons
and a standardised approach to ward rounds is being developed. These will be chaired by a member of
the nursing team and there will be an expectation that families will be called and will have the
opportunity to meet with the Specialist Registrar. The clinical lead, Health and Safety Manager and
Associate Director of Nursing have joined the programme. All staff are to receive STORM training. The
programme is now at the mid-point stage. On completion, all wards will be asked to present their
learning.
Green Parks House
Engagement has been good and the modern matron is driving change. Key priorities are protecting
time to contribute to patient care and developing a culture of MDT working.
Woodland Unit
Staff are engaging well and are looking for solutions to resolve capacity issues. Staff are committed to
improving care plans and want to reflect on practice.
SJ – The progress is encouraging and we will need to capture and build on this. We must also ensure
that we have systems in place so we can monitor how this will be sustained. We should also consider
investing in a long-term programme.
SC – What actions are being taken to build a culture of MDT working?
IO – The consultant at Green Parks is confident that this culture exits.
BT – We are committed to developing a trustwide programme and are researching other trusts who
have successfully implemented this. This will complement the move to a borough based structure and
will be overseen by the Workforce and Learning Development Committee.
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JS – This should be a key part of the role the modern matron.
IO – Stability and strong leadership will be key to achieving this.
HS – We are starting from a good baseline.
Forensic services
Good progress is being made and staff appreciate the opportunity to challenge. There is strong focus
on safety and reducing risk. MDT meetings are taking place at least twice a week. The acute wards are
trialing the Brøset violence and aggression tool and will review this in the new year. Danson, Joydens
and Birchwood are piloting a zoning tool. The local induction process will be reviewed to ensure a
focus on both relational and physical security. New search processes have been implemented which
will aim to ensure an appropriate balance between patient experience and security.
Assurance visits
MW said that the willingness of staff to be open and frank has been impressive and staff have shown an
increased awareness of safety issues, including ligature management.
JK – What progress is being made against the CQC action plan?
BT – We are meeting with the lead inspector on 21 December to review our position.
9

GPH inquiry report action plan
This has been covered under previous items.

Noted

10

GE Action plan update – 6 months review
A new process to monitor caseload sizes has been implemented, with a focus on step down and safe
discharge processes. Increased supervision and reflective practice sessions are taking place for staff
who are managing patients with a forensic history. The HCR20 risk assessment tool is being used.
SJ – How is this being monitored to ensure compliance?
IO – This needs to be operationalised. In practice, these are complex processes.
SJ – Do we have sufficient resources to undertake these checks?
JK – Are we maximising our internal audit budget?
AT – KPMG may not be the right resource for detailed clinical audit.
IO – We need to use opportunities to triangulate data.
JS – We should be theming actions to make sure that we do not lose the momentum.

Noted

11

Safe staffing bi-annual report
A number of actions are taking place to ensure continuous improvements. These include:
• Rostering practice, including rostering six weeks in advance from 26 December 2016.
• Real time staff reporting
• Recruitment and retention
• Band 4 nursing associate role – this will be regulated by the NMC
• Evaluation of Hurst analysis and national benchmarking
• Qualitative safety and staffing feedback
• RAG rated review of all inpatient wards
SC – Are incidents related to staff shortages caused by rostering practice or vacancies?
JW – These are incidents of unexpected shortages, for example due to staff sickness or a temporary
staff member not arriving for their shift. They are not caused by rostering practice.
JK – What action is being taken to address the issues on the Tarn?
HS – The ward manager is exploring practices in other PICUs. The unit has high agency use due to
acuity of the service users.
JW – The main reasons for over-staffing are acuity or demand.
AT - The action plan will be monitored through the Workforce and Learning Development Committee.

Noted

12

Executive Accountability
The Chief Executive is the overall accountable officer for the trust. The Deputy Chief Executive is
responsible for service delivery. Corporate directors are responsible for advising and setting policy and
monitoring. They must act on concerns that are brought to their attention.
SJ – What is the process if there is a difference of opinion between a service director and a clinical
director?
BT – Conversations would take place between IO, JW and MW to attempt to resolve the issue.
SC – Where is the dispute resolved?

Noted

Page 6 of 11

Action
HS – I would discuss with IO and reach a settlement and if necessary escalate to BT.
SJ – What is the process at ward level?
IO – The modern matron would be expected to resolve and then escalate to myself.
HS – It is rare to escalate concerns to the service director. We would encourage local resolution.
13

Risk Committee report
Noted
The Risk Committee met on 17 November 2016. The Committee received an update on the HSE
investigation, the risk registers from older people’s and forensic and prison services and an update on
the local risk register process. It was agreed that senior management should commit to feeding back to
teams within one calendar month. The following changes to the Board Assurance Framework were
noted:
• HSE prosecution: 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 a fine may be levied.
• CQC re-inspection: The consequence was reduced as it was felt that the trust was in a good position
to manage the impact of this risk.
• Bed management: The consequence and likelihood scores were reduced as new bed management
rules are having a positive impact on reducing bed occupancy and waiting times.
• Greenwich CCG: This risk was closed as it was agreed that it could be combined with an overarching
risk on commissioning intentions and reductions in contract values.
• RiO benefits realisation: This risk was closed as there are no outstanding risks. New risks will be
created as changes to the Rio systems are proposed.

14

Board Committee structure
The Board of Directors noted the proposed changes to committee structures. AT asked that NED
attendance at sub-committees is discussed by the Executive Team. The Board approved the new
structure and agreed that it will take effect from January 2017. Further details will be circulated by the
Trust Secretary.

Noted
SB

15

Workforce and Learning Development Committee report
Noted
There has been a seasonal increase in sickness absence due to cold or flu. Uptake of the flu vaccine
currently stands at 28%. The Nursing Directorate continues to make efforts to improve uptake. From
next year, we will be able to exclude staff on long-term sickness absence or maternity leave. We are
unable to include the 200 non-clinical staff who have had the vaccine. We have reached the target for
reducing non-attendance at training. Dr Israel Adebukun, the trust’s designated safer working
guardian, presented an outline of his initial work to the committee. The response to our staff survey
was 44%. The initial result should be available in January and the final report in February 2017.

16

NED report - Board Visits
SD – Bracton Centre: Staff are enthusiastic about using the Brøset violence and aggression tool.
AT – Oxleas House: Impressed with the changes and the leadership shown by the Modern Matron.
SD – Nursing Directorate: The ‘open door’ culture was praised. There were some comments about
low morale and communication between groups. AT said that the Head of Communications is
exploring ways in which internal communication can be improved.
AT – Norman Ward: There are noticeable improvements but there is less clarity on same sex
accommodation than in Oxleas House. HS said that in Greenwich it was easier to establish the split
between the numbers of male and female patients.
SJ – Health Visitors Greenwich Centre: Staff are dissatisfied with the lack of parking both at their base
and when on home visits. HS said that the Director of Estates has asked local authority for additional
parking permits but to date the council have not been willing to provide these. Staff expressed a view
that the reorganisation will meant that they cannot give quality time to patients.

Noted

17

Business Committee report
The Committee received an update on the Informatics Strategy and some concerns about costs were
raised. 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 and it had been agreed that the Trust
would contest the interpretation formally. A letter has been sent to HMRC to this effect. NHSI have

Noted
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adjusted the control totals for a number of organisations where new information has been made
available, but for Oxleas, the control totals for both 2017/18 and 18/19 remain unchanged. 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 reviewed the
NHSI agency self-certification document and further evidence will be gathered to ensure an accurate
submission. The updated checklist would be reviewed by the Workforce, Learning and Development
Committee. JT recommended that the trust should achieve the control total for 2016/17, providing
that £300k profit from property disposals can be off set against this.
SD – If the trust is fined by the HSE, will this be accounted for in 2016/17 or 2017/18?
JT – In accountancy terms, we should not make provision unless we know the exact amount, but we
can include a narrative note in the accounts.
18

Operational Plan
The draft operational plan for 2017 to 2019 has been submitted to NHSI. 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 23 December 2016. This is also the same
deadline for signing contracts with Commissioners. For 2017/18, the trust is working towards a
position of a surplus of £100k. For 2018/19, there is more flexibility. The efficiency savings target of
£8.2m is our best estimate. Services will need to develop plans and we will need to give careful
thought to how these are communicated. The capital programme for 2017/18 will be discussed at the
Capital Expenditure Committee.
SD – We should use the plan to raise the profile of our ICT strategy and volunteering service.
SJ – Do we know which services are losing money?
JT – We have this information and will consider this as part of the borough re-design.
BT – We are aware of income generation opportunities. We will need to hold commissioners to
account in the new borough structure.

Noted

19

Sustainability and Transformation Plan – South East London
The South East London Sustainability and Transformation Plan has now been made public. An
engagement event will be held in January 2017 to involve NEDs and governors. Further updates on
progress will be reported to the Board of Directors.

Noted

20

Strategic Projects update
South London Mental Health Partnership
A project manager has been appointed to work across Oxleas, South London and Maudsley, and South
West London and St George’s. They will spend at least one day per week at Oxleas. A governance
structure for the project is being developed. There will be monthly meetings between the three chief
executives and the NEDs and a larger group will meet quarterly.
South London Forensic Partnership
A draft business case setting out the opportunities will be available by the end of December and
presented to the Business Committee. The Board of Directors agreed to delegate approval of the draft
to the Business Committee. The final business case will be approved by the Board of Directors and the
Council of Governors.
Bromley Community Health Services
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.
Bexley Care – integrated care in Bexley
Discussions are taking place as to how the financial risk will be shared.

Noted

21

Council of Governors update
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 and the new NED will take up post in the new year. Governors attendance at
sub-groups is to be reviewed.

Noted

22

Any other business
None raised.

Noted
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20

Questions from the public
None raised

Noted
Next meeting of the Board of Directors
Thursday 12 January 2017 at 10.30 am
Maple Room, Pinewood House
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Jargon buster
This jargon buster is a glossary of acronyms and abbreviations.
It is intended that we will update this on a regular basis but we will also agree standards to reduce jargon usage.
If you feel there are more that should be included on the list please email sally.bryden@oxleas.nhs.uk
ACS – Adult Community
Services

CEG – Clinical
Effectiveness Group

ECR – Electronic Care
Records

HSO – Health Service
Ombudsman

ACCT – Assessment, Care
in Custody, Teamwork

CHIS – Child Health
Information Services

ECT – Electro Convulsive
Therapy

HTT – Home Treatment
Team

ADHD – Attention Deficit
Hyperactivity Disorder

CIP – Cost Improvement
Programme

EIP – Early Intervention in
Psychosis

HV – Health Visitor

AfC – Agenda for Change

CLDT – Community
Learning Disability Team

ELFT - East London NHS
Foundation Trust

COP – Court of Protection

ESR – Electronic Staff
Records

AGS – Annual Governance
Statement
AHP – Allied Health
Professional

CPA – Care Programme
Approach

ALBs – Arms Lengths
Bodies

CPN – Community
Psychiatric Nurse

ALD – Adult Learning
Disabilities

CRE – Cash Releasing
Efficiency

AMH – Adult Mental
Health

CRHTT – Crisis and Home
Treatment Team

AMHP – Approved Mental
Health Professional

CYP – Children and Young
People’s Service

AMM – Annual Members
Meeting

CQC – Care Quality
Commission

ASD – Autistic Spectrum
Disorder

CQUIN – Commissioning
for quality and innovation

ASW – Approved Social
Worker

CTT – Consent to
Treatment

CAMHS – Child and
Adolescent Mental Health
Services

Datix – incident,
complaints and risk
register reporting and
management system

CAS – Central Alerts
System
CASH – Contraception and
Sexual Health

FFT – Friends and Family
Test

DBS – Disclosure and
Barring Service
DH – Department of
Health

IC – Information
Commissioner
ICT – Information
Communication
Technology

GPhC – General
Pharmaceutical Society

IGD - Integrated
Dashboard Report

GSTT – Guys and St
Thomas’ NHS Foundation
Trust

iFox – Trust Business
Information System

HCA – Health Care
Assistant

IGT – Information
Governance Toolkit

HEE – Health Education
England

IM&T – Information
Management and
Technology

HID – Hospital Integrated
Discharge Team

JET – Joint Emergency
Team

HO – Home Office

JV – Joint Venture

HIMP – Her Majesty’s
Inspectorate of Prisons

KCH – Kings College
Hospital

HJIPs – Health and Justice
Indicators of Performance

KPI – Key Performance
Indicators

HMRC – HM Revenue and
Customs

LAC – Looked After
Children
LADO – Local Authority
Designated Officer

CBT – Cognitive
Behavioural Therapy

DNA – Did Not Attend

CCG – Clinical
Commissioning Group

DOLS – Deprivation of
Liberty Safeguards

HSE – Health and Safety
Executive

CD – Controlled Drugs

DPA – Data Protection Act

H&S – Health and Safety

DN – District Nurse

ICP – Integrated Care
Pathway

FOI – Freedom of
Information

HR and OD – Human
Resources and
Organisational
Development

CAT - Central Access Team

IAPT – Increasing Access
to Psychological Therapies
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LAS – London Ambulance
Service
LGBT – Lesbian, Gay,
Bisexual, and Transgender
LSCB – Local Safeguarding
Children Board

LTC – Long Term
Condition

NOMS – National
Offender Management
Service

MAPP – Multi Agency
Protection Panel

NPSA – National Patient
Safety Agency

POMH – Prescribing
Observatory for Mental
Health

MCA – Mental Capacity
Act

NRLS - National Reporting
and Learning System

PRUH – Princess Royal
University Hospital

MDO – Mentally
disordered offender

NSF – National Service
Framework

QEH – Queen Elizabeth
Hospital

MDT – Multidisciplinary
team

OOHs – Out of Hours

QMS/QMH – Queen
Mary’s Hospital Sidcup

MEWS – Modified Early
Warning Score Tool
MH – Mental Health
MHA – Mental Health Act
MH MDS – Mental Health
Minimum Dataset
MHRA – Medicines
Healthcare and products
Regulatory Agency
MHRN – Mental Health
Research Network
MOJ – Ministry of Justice
MSK – Musculo-skeletal
Services
NAC – Nursing Advisory
Committee
NCC – National
Consortium of Colleges
NEDs – Non-executive
Directors
NHSE – NHS England
NHSI – NHS Improvement
NHSLA – NHS Litigation
Authority
NICE – National Institute
for Health and Care
Excellence
NIHR - National Institute
for Health Research
NMC – Nursing and
Midwifery Council

OPD – Outpatients
Department
OPG – Office of the Public
Guardian
OPM – Office for Public
Management
OPMH – Older Peoples’
Mental Health
OPS – Oxleas Prisons
Services Ltd

PICU – Psychiatric
Intensive Care Unit

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

SI – Serious Incident
STEIS – Strategic
Executive Information
System (System for
notifying commissioners
of serious incidents)
STORM – skills-based
training on risk
management for suicide
prevention
STP – Sustainability and
Transformation Plan
SWLSTG – South West
London and St Georges
Mental Health NHS Trust
TUPE – Transfer of
Undertakings (Protection
of Employment)
Regulations 1981
UEAs – Uncontracted
Emergency Admissions

RiO – Oxleas electronic
patient record system

UNIFY – System for
uploading staff staffing
returns and other national
datasets

RM – Risk Management

VAT – value added tax

RMN – Registered Mental
Nurse

VTE – Venous
thromboembolis
WLDC – Workforce and
Learning Development
Committee

PD – Personality Disorder

RMO – Responsible
Medical Officer
5
RTT – referral to
treatment time

PDP – Personal
Development Plan

SAP – Single Assessment
Process

PDR– Personal
Development Review

SCG – Specialist
Commissioning group

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

SDS – Service
Development Strategy

PEAT – Patient
Environment Action Team

SLaM – South London and
Maudsley NHS Trust

PFI – Private Finance
Initiative

SLR – Service Line
Reporting

PEEP – Personal
Emergency Evacuation
Plan
PQQ - Pre Qualification
Questionnaire
PALS - Patient Advice and
Liaison Service
PEG – Patient Experience
Group

SEP – Strategic Estates
Partnership

SN – School Nurse
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Board of Directors
12th January 2017
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

72 01/12/2016

NED report - Board
Update on internal communications
visits

71 01/12/2016

Board Committee
Structure

70 01/12/2016

Executive asked to dicuss NED attendance at
meetings feeding into the Board Sub-committees
and committee details circulated.

Action for

Bring forward to

Report under

Action closed
Comments
(Board date)

Sally Bryden

12/01/2017

Matters arising

12/01/2017

Let's Talk programme launched including
films, staff drop in sessions and opportunity
to raise issues direct with CEO.

12/01/2017

NEDs will not be standing members of
meetings feeding into Board Sub-Committees
except for the Mortality Surveillance Group

Ben Travis

12/01/2017

Matters arising

Bare below the elbows communications - more
Quality Committee
robust communications needed to encourage
report
compliance with policy

Jane Wells

12/01/2017

Quality Report

68 01/12/2016

Executive asked to consider whether sufficient
Quality Committee
resources are being focused on closing complaints
report
within 30 days

Michael Witney

12/01/2017

Matters arising

12/01/2017

67 01/12/2016

Matters arising

Jargon buster to be updated

Sally Bryden

12/01/2017

Matters arising

12/01/2017

Jargon buster in minutes updated

64 03/11/2016

CB inquiry report

Learning relating to the Coroners Inquest will be
brought to the next Board of Directors meeting.

Jane Wells

12/01/2017

CB inquiry report

12/01/2017

Update included in Quality Report

63 06/10/016

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

Lorraine Regan

12/01/2017

Transforming care
for people with LD

12/01/2017

Update included in NED information pack
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The Infection Control lead for the trust is
developing a new communications plan for
launch in early 2017
This was discussed at the December
Executive meeting. MW will agree an action
plan with service directors which will be
taken to the Quality Committee in February.

Board of Directors
12th January 2017

Item
Enclosure

5
3

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:
•
•
•
•
•
•

RTT
48hr follow up
Vacancies
Section 132
Section 58
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 - November 2016
S.No

Committee

Reported

Origin

Info
Assurance

Metric
Code

View from our regulators

Target

Exec
Lead

Q4
15/16

Q1
16/17

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Comments - Nov 16

1

Monthly

NHSI

10754

NHS Improvement - Use of Resources

Board

2

2 With effect from October 16 all Trusts will be scored in line with
the NHSI Single Oversight Framework. providers will be assigned
an overall segment based on performance against 5 core themes segment 1 (Complete Autonomy) to segment 4 (Special
Measures).Finance and the Use of Resources is 1 of the core
themes and the score reflects performance against 5 key financial
metrics.

2

Monthly

NHSI

10766

NHS Improvement - Segment

Board

2

2 As per quarter 1 NHSI segmentation

3

N/A

CQC

08 Aug 2016

10348

CQC Rating

Board

4

Monthly

Monitor

08 Jul 2016

10349

Monitor Governance Risk Rating

Board

5

Monthly

Monitor

12 Aug 2016

10350

Monitor Financial Risk Rating

Reported

Origin

Info
Assurance

Metric
Code

S.No

Committee

3

Board

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

Target

Exec
Lead

Monitor Risk Rating superseded by NHSI Use of Resource metric
from October 2016
3

3

Q4
15/16

Q1
16/17

3
Jul-16

3
Aug-16

4
Sep-16

Monitor Risk Rating superseded by NHSI Use of Resource metric
from October 2016
Oct-16

Nov-16

Comments - Nov 16

6

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%

99.3%

7

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%

94.8%

8

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%

94.2%

9

Quality

Monthly

Trust

04 Jul 2016

10339

FFT - % recommended

>90%

IO

93.1%

91.1%

82.9%

92.3%

92.0%

92.0%

93.4%

10

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%

2.3%

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

<7.5%

HS

6.0%

4.4%

5.1%

4.2%

4.6%

5.0%

4.8%

S.No

Committee

Reported

Origin

Q4
15/16

Q1
16/17

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Comments - Nov 16

11

Quality

Quarterly NHSI

18 Aug 2016

10514

% Delayed Transfer of Care.

12

Quality

Monthly

Trust

24 Aug 2016

10528

Number of Complaints Received

IO

78

81

25

25

22

29

17

13

Quality

Monthly

Trust

24 Aug 2016

10529

Number of Compliments Received

IO

273

373

147

80

87

49

88

14

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%

98.0%

15

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%

98.0%

16

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%

98.2%

17

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%

84.8% See exception form for this metric's commentary and actions

18

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%

97.0%

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

98.8%

97.8%

97.4%

97.5%

97.6%

97.3%

95.5% 1 breach for working age adults- attempts were made to contact
client but not successful until day 8.

105.7%

105.7%

99.8%

95.2%

98.3%

S.No

Committee

Origin

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Comments - Nov 16

19

Quality

Quarterly NHSI

13 May 2016

10314

CPA 7 Day follow up (Discharge from Inpatient setting)

>95%

HS

20

Quality

Monthly

Trust

16 Jun 2016

10342

Adult Acute Bed occupancy (excluding leave)

<100%

HS

102.5% 104.1%

22

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%

97.5%

23

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%

93.7%

24

Quality

Quarterly NHSI

01 Aug 2016

10101

CRHT Gatekeeping

>95%

HS

99.7% 100.0%

100.0%

100.0%

100.0%

100.0%

25

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%

91.0% A number of factors out of our control contribute to the reason
why it has not been possible to achieve this fully - When patients come to our prison court appearance and are
released before they could be seen
- When patients are in Segregation Unit and on multi unlock status
- Patient refusal
- Patients dna appointment

26

Quality

Monthly

Trust

20 Oct 2016

10512

48-Hour Post-Discharge Follow-up

93.2% See exception form for this metric's commentary and actions

27

Quality

Monthly

Trust

01 Jul 2016

10355

No of incidents (1-3)

28

Quality

Monthly

Trust

11 Jul 2016

10356

29

Quality

Monthly

Trust

04 Jul 2016

30

Quality

Monthly

DH

04 Jul 2016

Report Run Date: 06 Jan 2017 03:12 PM

100.0% Confirmed by service leads Bexley, Bromley, and Greenwich.

IO

97.1%

98.3%

97.1%

100.0%

96.0%

94.2%

N/A

JW

1050

1157

1,232

1,151

1,102

1,121

979

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

N/A

JW

8

11

5

3

4

6

5

10447

Incidents of Grade 3 and 4 Pressure Ulcers

N/A

JW

2

3

16

6

12

11

10

10351

Safe staffing levels- Registered (Actual against planned)

>100%

JW

104.7% 104.7%

101.8%

89.2%

91.1%

96.2%

96.7%
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Integrated Performance Report - November 2016
S.No

Committee

Reported

Origin

Q4
15/16

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

>100%

JW

N/A

IO

63

Q1
16/17

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

109.7%

106.1%

108.5%

107.2%

107.3%

69

67

49

50

62

60

31

Quality

Monthly

DH

04 Jul 2016

10352

Safe staffing levels- Unregistered (Actual against planned)

32

Quality

Monthly

Trust

08 Aug 2016

10448

Medication errors

33

Workforce &
Development

Monthly

Trust

23 May 2016

10334

Vacancy Rate (Trustwide)

<14%

SH

12.4%

12.9%

13.78%

13.77%

14.02%

13.76%

13.99%

34

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%

22.2%

35

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%

16.6%

36

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%

21.1%

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

10515

Mental Health (Early Intervention in Psychosis Waiting Times)

>50%

JW

74.9%

61.7%

66.7%

56.1%

60.0%

41.7%

50.0%

S.No

Committee

Reported

Origin

107.3% 108.3%

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Comments - Nov 16

Comments - Nov 16

37

Quality

Quarterly NHSI

38

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%

92.6% See exception form for this metric's commentary and actions

39

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%

90.9% See exception form for this metric's commentary and actions

40

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%

99.4%

41

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%

70.0%

42

Quality

Quarterly NHSI

04 Jul 2016

10320

Data Completeness - Community

>50%

HS

81.2%

86.9%

85.6%

82.6%

80.6%

85.3%

81.3%

43

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%

96.4%

44

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%

99.0%

45

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%

97.0%

46

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%

100.0%

47

Quality

Monthly

Trust

Outcomes measures (to be added)

TBD

IO

48

Workforce &
Development

Monthly

Trust

Productivity Measures(to be added)

TBD

SH

49

Workforce &
Development

Monthly

Trust

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

TBD

SH
Q4
15/16

Q1
16/17

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

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Comments - Nov 16

50

Workforce &
Development

Monthly

Trust

19 Aug 2016

10353

Staff Personal Development Review (PDR) Completeness

>80%

SH

91%

92%

91%

91%

90%

90%

90%

51

Workforce &
Development

Monthly

Trust

19 Aug 2016

10354

Supervision Completeness

>80%

SH

74%

81%

81%

75%

82%

83%

81%

52

Workforce &
Development

Monthly

Trust

23 May 2016

10333

Sickness Rate

<4%

SH

4.6%

4.2%

4.5%

3.9%

4.1%

4.7%

4.9%

53

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%

5.7%

54

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%

9.4%

55

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

-0.5 RAG rating has been updated to 'Amber'. Although we are behind
our plan the position is in line with the YTD forecast and we are,
all things being equal, on track to deliver our £1.0m normalised
surplus.

56

Business

Monthly

NHSI

12 Jul 2016

10327

Cash Position (£m)

>47

JT

85

75.4

77

70.4

67.7

70.2

66.3

57

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

21.1

58

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

7.9

Please see individual metric documents for RAG ratings
Report Run Date: 06 Jan 2017 03:12 PM
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Integrated Performance Report - November 2016
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: 06 Jan 2017 03:12 PM
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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. Most of the breaches (Almost 70%) are within AMH services. (See
breakdown below) In recent months, within AMH, the impact of increased vacancies has reduced capacity and increased waiting times. Reduced waiting
times improve the experience of the patient and clinical effectiveness. This exception report focuses on the actions within AMH. Future exception reports will
include an update from ACS and CYP as appropriate.

Effectiveness of Actions to Date

KPI Data
Target >95%
Waiting

Q4

Q1

Aug-16

Sep-16

Oct-16

Nov-16

93.9%

91.2%

81.0%

84.0%

84.7%

84.4%

By Directorate

Nov-16

AMH
ACS
CYP

85.3%
86.5%
68.1%

Numerator/
Dennomiator
45/52
541/634
64/94

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: 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

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

100%

97.7%

97.1%

97.5%

97.1%

100%

96.2%

94.2%

86.4%

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

Aug-16

Sept-16

Oct -16

Nov-16

19.1%
23.0%
15.1%

21.8
23.3%
15.3%

24.6%
22.0%
15.0%

24.9%
20.3%
14.8%

24.61%
19.2%
15.4%

22.1%
18.7%
18.7%

Nursing vacancies remain high in both directorates noted on the exception report. Vacancy rates
for qualified nursing staff are particularly acute in these areas. Additional posts have been added to
the AMH establishment as an identified cost pressure and are reflected in the numbers. Use of nonframework agencies and shifts outside of the price cap remain high for 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
100%
Trust

Effectiveness of Actions to Date

Q4

Q1

Jul-16

Aug-16

Sept-16

Oct -16

Nov - 16

98.9%

99.4%

94.6%

95.2%

97.3%

94.9%

93.0%

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

EXCEPTION REPORT: Line 36 – Patients detained under the MHA are provided with information (S58)

KPI Data
Target
100%
Trust

Effectiveness of Actions to Date

Q4

Q1

Jul-16

Aug-16

Sept-16

Oct -16

Nov - 16

97.9%

100%

100%

100%

91.7%

100%

93.0%

N/A

Future Actions and monitoring process

Lead Board Director: Ify Okocha

Estimated time to resolve: Mar-17

EXCEPTIONS REPORT: KPI 54 – Normalised Surplus Year to Date (£m)
The Trust has managed to achieve the planned surplus for a number of years but due to continuing financial pressures across a number of services a deficit
has been declared for the October 16 YTD position of £542k. £144k behind the YTD planned position.

KPI Data
Target
£1.0m
Surplus (£m)

Effectiveness of Actions to Date

Q4

Q1

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

0.1

-0.5

-0.6

-0.6

-0.5

-0.5

-0.5

Existing financial recovery plans and agency task force actions have not
been able to improve the financial position to the required levels.
Services continue to be challenged on bringing forward CRE plans to
reduce any future deficits.

Future Actions and monitoring process

•
•

Continuation of financial recovery plans for both Adult MH and ACS
Continuation with the following measures:• All non-pay expenditure will need to be supported by an official purchase order
• Service Managers will now need to authorise all non-pay spending for their services
• We will write to all suppliers notifying them that their invoices will not be settled unless they are supported by an official Oxleas order
• We will review our income recovery to ensure our charges sufficiently cover our costs and we are maximising income
• We will suspend all discretionary spending i.e. that which is not critical to patient care
• We will suspend all non-mandatory training (even if it is free) until at least the end of this calendar year
• Cease all re-banding requests
• We will only sanction the use of agency staff in targeted clinical services (limited to the funded staffing establishment). Clinical leads and
their managers will be asked to define what these ‘targeted services’ are after considering the impact on care and the safety of our staff and
our patients
• CEO/Deputy CEO will scrutinise the use of all agency staff in corporate departments
• All directorates will be asked to deliver a month on month reduction in printing spend
• We will suspend the use of ‘single tender waivers’ so that all contracts are market tested and the ‘best deal’ is secured unless there is a
clear demonstrable clinical need
• We will slow down the spend on estate maintenance where not critical to service delivery
• We will continue to lobby Commissioners regarding funding and supporting demand management
• We will accelerate our savings programme to bring forward the cost reductions
• Agency task force measure to continue for services which breach WTE establishments

Lead Board Director: Jazz Thind

Estimated time to resolve: January 2017

SINGLE OVERSIGHT FRAMEWORK DASHBOARD
December 2016 - Reporting November 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

Nov-16

Comment

65%

18%

34%

44%

69%

73%

68%

Confirming Calcualtion of this metric with NHSI

TBD

65%

57%

76%

94%

97%

91%

91%

Confirming Calcualtion of this metric with NHSI

Local CQUIN

TBD

90%

69%

85%

93%

95%

95%

93%

Confirming Calcualtion of this metric with NHSI

TBD

Local CQUIN

TBD

90%

58%

30%

50%

71%

81%

71%

Confirming Calcualtion of this metric with NHSI

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

TBD

Local CQUIN

TBD

90%

100%

96%

93%

99%

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%

97.0%

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%

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%

50.0%

Work to update EIP measure to better reflect the NHSI definition will be completed next month.

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%

48.9%

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%

96.9%

This 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. Additionally as part of our modelling for the new FY we are structuring
th di
l ft t
tt
t
hit thi t
t (St t W ll
N 2016)

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%

89.0%

Operational
Performance

Helen Smith

Maximum 6-week wait for Diagnostic Procedures 10670 (provisional)
(Audiology)

Unify2

DM01

Yes

99%

100.0%

98.0%

93.0%

91.4%

100.0%

100.0%

100.0%

93.1%

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%

99.4%

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

6.6%

6.2%

6.7%

7.0%

7.1%

7.4%

Previous April and May figures have neen revised (Janet Green) - Source NHS digital

Quality of Care Helen Smith

% clients in settled accommodation

10665 (provisional)

NHS Digital

MHSDS

Yes

N/A

48.7%

45.8%

49.3%

52.1%

52.1%

53.8%

Previous April and May figures have neen revised (Janet Green) - Source NHS digital

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

We are short staffed and temp staffing has not been able to recruit agency to cover clinics in Audiology. We have a Band 5
and a Band 6 vacancy which we're having difficulty recruiting to and has been advertised 3 times already, and a Band 6 on
long term sick. So we're 1.6 wte Audiologist across Bexley and Greenwich. (Sama Ali)

Awaiting further clarification of this metric definition from NHSI.

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%

95.5%

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%

100.0%

Quality of Care Jane Wells

Never Events

10659 (provisional)

NHSE

Internal

N/A

0

0

0

0

0

0

0

0

0

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%

97.4%

94.9%

92.7%

84.0%

96.6%

96.3%

96.0%

96.3%

Quality of Care Michael Witney

Complaints - rate

10528

NHS Digital

IBR

Yes

N/A

22

29

30

25

25

21

30

17

Quality of Care Michael Witney

CQC Survey

10663 (provisional)

CQC

Not collected

N/A

N/A

Quality of Care Michael Witney

Mental Health FFT - % positive

10339 (B)

NHSE

IBR

Yes

90%

85.5%

86.8%

81.2%

80.2%

84.4%

85.1%

89.1%

87.4%

Quality of Care Simon Hart

Exec Turnover

10656 (provisional)

FT

Not collected

N/A

N/A

17%

0

17%

0

0

0

0

0

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

Awaiting further clarification of this metric definition from NHSI.

3.9%

4.3%

4.5%

4.5%

Turnover

KEY
Performance on or above target
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)

10334

NHS Digital

Workforce
Dashboard

Yes

14%

3.9%

4.2%

2.6%

4.9%

This score is influenced by many factors, including sample size. A small number of patients rating the service negatively
lowers the scores significantly. Directorates and services are aware of their particular scores and are working continuously
to improve these. For October 2016 we are above the NHS England scores for London and nationally. (Michael Witney)

RAG Rating for this metric: Green: <4.0%, Amber: 4.0% - 6.0%, Red: >6.0%. For further detail please see the IBR exception
report.

Quartely Survey.

79%
Quality of Care Simon Hart

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

12.4%

13.0%

81%
13.3%

13.8%

13.8%

14.0%

13.9%

14.0%

Permanent Staff Turnover (Voluntary Reasons)

Metric
IAPT - % completing treatment

Current Location
IAPT

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

Confirmed location
Comments
KPI 4 as Denominator and KPI 5 as
Numerator
Row 17 - percentage

Consultant Led 18 week RTT - patients on an incomplete pathway

IBR

IAPT Waiting Times - 6 weeks

Contact for commnets
Stewart Weller

Completed
Yes

IAPT

G:\Business Reports\2016-17

KPI Report - Page 14 / table 3

Referral To Treatment (RTT) Psychological Therapies Waiting Times

Yes

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

Yes

Sickness

IBR

http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integra Row 51 - percentage
ted%20Performance%20Report%20for%20Board.pdf

YEs

Turnover

IBR

http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integra Row 32 - percentage
ted%20Performance%20Report%20for%20Board.pdf

Yes

Complaints - rate

IBR

http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integra Row 11 - Number
ted%20Performance%20Report%20for%20Board.pdf

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

IBR
IBR

CPA 7 day followup

IBR

CRHT Gatekeeping

IBR

EIP 2 week wait

IBR

http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integra Row 38 - percentage
ted%20Performance%20Report%20for%20Board.pdf

yes

MHSDS Completeness - IDs

MHSDS

http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integra Row 39 - percentage
ted%20Performance%20Report%20for%20Board.pdf

yes

MHSDS Completeness - priority metrics

MHSDS

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
% clients in employment
Cardio-metabolic assessment - inpatients

Not collected
IBR
Not collected
KPI
KPI
Not collected

Cardio-metabolic assessment - EI

Not collected

Cardio-metabolic assessment - Community

Not collected

Maximum 6-week wait for Diagnostic Procedures (Audiology)

Unify2

Yes

Email Lynda Longhurst for update

Yes

Simon Hart
http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integra Row 26 - percentage
ted%20Performance%20Report%20for%20Board.pdf
http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integra Row 18 - percentage
ted%20Performance%20Report%20for%20Board.pdf
http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integra Row 23 - percentage
ted%20Performance%20Report%20for%20Board.pdf

Yes
yes

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

http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integra Row 56 - percentage
ted%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
Michael Witney / Pauline Thomson

Aisha Abdullah - report gets sent to jannet (IBR)
Open Script
http://content.digital.nhs.uk/catalogue/PUB21459
http://content.digital.nhs.uk/catalogue/PUB21459
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

Michael Whitney

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

Kemi Omisore / Leanne Menlove

yes
Yes
yes
yes
yes

Kemi Omisore / Leanne Menlove

yes

Kemi Omisore / Leanne Menlove

yes

Sama Ali

yes

Board of Directors
12th January 2017

Item 6
Enclosure 4a&b

Agenda item

Board operational performance report

Item from

Helen Smith, Deputy Chief Executive

Attachments

a) Operational performance report
b) CYP News

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:
Issues

Directorates involved

1.

CQC visit

Older persons mental health

2.

Bed management

Adult mental health
Older persons mental health

3.

Board visit reports

Older persons mental health

4.

Directorates financial position

Adult mental health
Adult community services

5.

CAMHS crisis plans

Children & young people

6.

PCP waiting times

Adult mental health

7.

Psychological therapies RTT

Adult mental health

8.

Nursing pressures

Forensic & Prisons

9.

Prison unrest and disturbances

Forensic & Prisons

Recommendations

The Board is asked to note the operational performance report.

Board Operational Performance Report
1. CQC visit
We continue to work with the Scadbury ward 1 team, following concerns raised with the CQC
at the end of October, to be assured that the actions agreed with the CQC are being taken
forward. Progress against the issues raised includes:
• Staffing levels: a diary/workload exercise is being undertaken in January which will give
information about the balance of needs throughout the day, so shift allocations can be
adjusted if necessary.
• Care of a particularly challenging patient: the patient has responded well to treatment
and her care is more manageable on the ward.
• Staff have been reminded about how to contact managers and senior clinicians if they
have any concerns.
On 2 November 2016, the CQC made an unannounced visit to Scadbury ward to carry out a
Mental Health Act inspection. The report, received on 5 December 2016, was very positive.
It made reference to issues picked up during previous visits having been dealt with, though
the on-going issue of delayed transfers of care will be kept under review.

2. Bed management
2.1 Bed occupancy
Ward occupancy consistently is now below 100%. However, November has seen a
slowdown in the number of discharges which has caused an increase in occupancy rates.
12 month ward occupancy:

2.2 Performance against CQC metrics
The CQC bed management dashboard is now live on iFox. The report shows significant
improvement in our AMH wards in November, with no mixed sex breaches, no sleepovers,
and only 1.9% of leave beds used within 24hrs.
For our OPMH wards, the layout of Holbrook Ward means that it is less likely we would have
a mixed sex breach. On Shepherdleas and Scadbury (functional wards), this is more difficult
as there are no ‘swing rooms’, this led to two breaches in November, although there were
none in December. Establishing additional anti ligature rooms will help manage the demand
and this work is planned with colleagues from Estates.
1

Ward for older people with functional mental illnesses in GPH
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2.3 Plans to maintain optimum bed management
Our short term plans include:
• The CQC dashboard is available on iFox, with the full set of bed management metrics
available from January 2017.
•

Bed management meetings are chaired by senior directorate staff, to drive improvement
and ensure best practice systems.

•

The AMH directorate is piloting a senior medic being available at twilight to screen all
admissions. This will be supported by a RiO report on the efficacy of the model.

Our medium to long term plans include:
• Bromley CCG have funded additional beds for two years; this will enable us to re-open
Cator Ward as a 12 – 14 bed unit in GPH and this work is now underway.
•

We are working with our CCGs to secure funding to develop HTT and liaison services as
part of the Five Year Forward View (although are not optimistic at this stage, about our
CCG’s capacity to provide additional funds in 17/18).

•

We are piloting a new personality disorder crisis pathway, through our day treatment
services, and have appointed a clinical project lead. This development is informed by the
small number of successful pilots elsewhere (eg, in South West London & St George’s
Trust) and we are talking with partners about establishing crisis cafes to support this new
programme. Other trusts have seen a reduction in admissions as a result of this
programme.

3. Board visit reports
In December, the OPMH directorate team collated all the reports from board visits conducted
in the directorate in 2016 and circulated them to teams, along with a progress report on the
actions. It was pleasing to see that in many areas the actions are fully completed. Managers
are discussing this with staff in business meetings to close the feedback loop. All
directorates have been asked to adopt this good practice.

4. Directorates financial position
In ACS, the service position for November 16 was £97k overspent, which equates to the
best month this financial year. It is worth noting the significant drop in agency usage in
November: GICU reduced by 458 hours/month; Meadowview dropped from 640 agency
hours in the last week of October, to 347 hours in the last week of November. As a result,
and the redeployment of some staff from GICU and reduction in medical agency spend, the
unit broke even in-month.
The financial recovery plan for the adult mental health directorate continues, although the
following significant risks remain:
• The need to fill Tarn non-commissioned beds.
• The overspend on the Tarn due to increased staffing to manage greater patient acuity.
• Use of additional staffing to manage the S136 suites.
• UEA and Female PICU overspend.
• Overspend in the crisis teams.
Bank and agency spend shows a broadly static position since April 16, with an average
monthly spend of £438k on bank and agency, although October and November are two out
of three lowest months for this period.
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Plans to address the financial position include:
• Bromley CCG have funded additional AMH beds for 17/18.
• Reduction in UEA and Female PICU through the bed management action plan.
• Marketing materials for the Tarn have been developed and an e-referral is due to be sent
to providers and commissioners on a weekly basis.
• Review of the Tarn overspend and service model to be completed by end of January.
• Funding of S136 staffing will be reviewed as part of the directorate financial recovery
plan meetings.
• Vacancy rates reduced slightly in November and the directorate has held further
recruitment days.

5. CAMHS crisis plans
CAMHS have been under the 90% target all year for this indicator, and there has been a
further drop in performance in November. The reasons for this are complex and we continue
to work with staff to understand the operational problems and ensure they know the correct
recording standard.

6. PCP waiting times
The AMH directorate has been working to address waiting times for first offered
appointments across the trust. Our target, in the reconfigured service, is that the triage
assessment takes place 14 days from receiving the referral; urgent referrals continue to be
offered on the same day.
The main concerns re waits are in Bromley East and Bexley PCPs.
Referral to first offered appt in days

June
July
August
Sept
October
Nov
6 month
average

Bexley PCP
26.1
21.6
20.2
25.2
17.4
15.3
21.0 days

Bromley
East PCP
19.3
19.7
15.9
18.7
20.2
13.5
17.9 days

Bromley
West PCP
11.9
8.8
7.3
7.4
9.7
13.1
9.7 days

Greenwich
East PCP
9.8
13.3
10.6
11.9
7.7
6.3

Greenwich
West PCP
14.4
17.4
18.6
13.7
9.1
13.9

9.9 days

14.5 days

Mitigation plans
The directorate plans include:
• Informatics have reviewed and updated the referrals, caseload and waiting time metrics
to ensure accuracy in reporting. This revised data set has been used to populate a
capacity planning tool that will support locality managers with workforce planning
arrangements and performance management.
• Meetings will take place in January to review best practice in Greenwich and transfer the
clinic model they use to Bexley and Bromley. The RiO transformation team will support
the service to reduce the administrative burden on RiO and streamline our processes.
• A revised GP communication process has been put in place; this will ensure routine
communication to GPs at all the key points in the PCP pathway.

7. RTT (psychological therapies)
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Waiting times for psychological therapies have again improved slightly in month. The action
plan to resolve capacity issues and vacancies is progressing well.
Target
>95%
Waiting

Q4

Q1

93.9%

91.2%

Aug 16

Sep 16

81.0%

84.0%

Oct 16
84.7%

Nov 16
85.3%

Mitigation plans
• Bromley – three new staff have started in Bromley, with two further posts to be
interviewed.
• Bexley – one maternity vacancy is in recruitment. There has been an improvement in
RTT towards 95%.
• Greenwich – new staff have supported an improvement in RTT and a further maternity
leave post is to be filled with a permanent post. However, performance has declined due
to a sharp increase in referrals; additional groups are to begin in January and February
to support us meeting the RTT target.
Increased demand is becoming the main challenge. In January 2017, the associate clinical
director / head of psychological therapies is developing an action plan with senior clinical
leads, to manage the increased demand. With the business manager, they will implement
the demand and capacity tool we’ve previously used successfully in IAPT; a report will be
ready by the end of January.

8. Nursing pressures
The Forensic & Prisons directorate continues to experience pressure on our inpatient
nursing service (Bracton) and the primary care services at HMP Thameside. Generally, the
staffing position in the Greenwich cluster has improved, and the new enhanced bank rate
has been welcomed by nurses, as demonstrated by a reduction in agency usage.
Positively, the Directorate has had a good response to a recent advert for year two of the
rotation programme, with 12 staff being offered jobs, although the majority are students
whose course does not finish until May 17.
Mitigation plans
• The nursing directorate, supported by HR are considering apprenticeship schemes for
entering nursing
• The director and service managers continue to meet monthly to monitor recruitment,
supported by HR
• The trust has begun a targeted campaign for RGNs, which our prison service managers
are involved in.
• Within the inpatient services, changes are being made to skill mix, which we anticipate
will assist the overall position through the introduction of support practitioners.

9. Prison unrest and disturbances
Recently, there has been an increase in prisoner unrest in a number of jails across the
country. Whilst we have not experienced major disturbances such as that in HMP
Birmingham and Bedford, there have been smaller scale problems in HMP Maidstone and
Swaleside, which have quickly been brought back under control.
Discussions have taken place in the directorate management team to ensure that we are
properly protecting our staff in the event of a major disturbance. Service managers have
given assurances that in such an event, the prison has issued instructions for all staff,
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regardless of their organisation, as to how to behave and respond to ensure they maintain
their own safety.
During a recent Board visit to HMP Thameside, a discussion took place with Oxleas
colleagues regarding their safety and that of others; this issue also is discussed in the
Prisons local delivery board and we will continue to raise this at other local delivery boards
where we are providing services.
Mitigation plans
• Ensure all staff are familiar with the prison instructions
• Ensure staff safety is discussed at each local delivery board, in response to recent
incidents in other prisons
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Children and Young People’s Services January 2017
Children’s Public Health Services
Health care support worker of the year
Sue Burbridge, our nomination for the Healthcare Support Worker of the Year award on 19
November 2016, is a nursery nurse working with the Bexley health visiting teams. Sue won
the award midst tough competition. She delivers weaning groups in Bexley and regularly
receives very positive feedback. She is trained in parenting and leads parenting groups for
families in Bexley.
Greenwich anti bullying event
School nurses Jill Harris, Celine Cook and Suky Gorasia ran a stall at the Royal Borough of
Greenwich Anti-Bullying event on 14 November 2016. The event was part of anti bullying
week and we joined partners in a conference with school age children in Greenwich.
Greenwich 0 to 19 Public Health Nursing Service
We are making good progress with the mobilisation plan which began in September 2016,
including the new style of health advice sessions and care pathways. All staff have had initial
training on the delivery and recording of the key touchpoints in the service offer. The
consultation for the Central Administration Team and single point of access has ended and
we are due to start this new element on 16 January 2017.
As part of the mobilisation, a new SLA has been agreed with Charlton Athletic Community
Trust for joint working with school nurses. This is due to commence in January 2017.
Specialist Services
Music therapy publication
Our lead music therapist Sarah Hadley, recently has contributed to a chapter in the book
Collaboration and Assistance in Music Therapy Practice. Sarah’s chapter is largely about her
work at Oxleas and the embedding of music therapy into integrated pathways and
community systems as well as the development of a new practice which she has have called
Interactive music making, which is now accepted by the profession and widens the care
pathway of music therapy within Oxleas
The book has received positive reviews as a "landmark publication" and “go-to reference
book for Music Therapy practice for many years to come".
Receptionists at Acorns
Attending a Child Development Centre can be daunting and first impressions count. The
receptionists at Acorn continue to receive positive feedback both from the CCG “mystery
shopper “ and parents. The most recent feedback said “Thank you for looking after us and
all the other families this year. So nice to have such a personable smiley team to chat
to when we visit. Jackson especially loves your smiles and sitting on the desk!”
Speech and language therapy support in Bexley
Rachel Littlejohn is a speech and language therapist in Bexley; her area of therapeutic work
is mainly with children under 5 years and their parents and carers. These children have
significant difficulties with social communication and may become diagnosed with Autism, or
recently have been diagnosed with Autism. The parents themselves, may require support.
Rachel’s support to one family resulted in this feedback, which we report in part:
Since the first time I met you with my boys, I have found you very
understanding, professional, compassionate and an unassuming. You have

never made me feel like you are making decisions on the way forward with
what the boys need. You always make me feel that I have the ultimate choice
and voice in what course to take with the boys development.
Thank you, thank you, thank you”
Bluebell House
Bluebell House had a two day unannounced inspection from Ofsted in November and
although we are awaiting the final report the provisional grading was Good. This is a great
achievement as Bluebell is regulated as a Children’s home and had numerous social care
standards to achieve as well as health standards regulated by the CQC. The new manager
was supported by the outgoing manager and staff within the unit, to provide a positive
account of service delivery.
The inspectors told us that:
• Young people receive highly personalised and sensitive care from a staff team that
knows them well
• Relationships are warm, nurturing and affectionate
• Care plans focus on medical needs and ensuring safe care
The work we need to do:
• Focus more on social outcomes
• Ensure that risk assessments are robust
• Workforce plan needs to be in place
Bluebell Christmas
Over the festive period Bluebell offered a range of activities for children and young people;
these included a special Christmas party for the children and their families, a trip to Leeds
Castle and Pantomime visits which were enjoyed by all.
Greenwich Transition Group 2016
Due to the on-going generous funding provided by the UK Charity Afasic, the Greenwich
speech and language therapy service was able to run the transition to secondary group for a
ninth consecutive year. A total of 32 students (42 were invited) attended the week long group
in August 2016.
The transition group continues to promote multi-disciplinary working, with the speech and
language therapists joined by members of the music therapy service, ASD outreach service
and occupational therapy service. The input from these additional services provided valuable
insight into the young people’s strengths and areas of difficulty. The therapists were also
joined by two Afasic volunteers. Our evaluation showed that this experience provided
positive support for young people's move into secondary school.
CAMHS
Transformation Plan refresh
All local transformation plans were submitted by the CCGs to NHSE at the end of March
2016, to demonstrate progress against the local priorities identified for year 1 of the plan. All
were returned with commendations but also required further information about activity and
workforce.
Although not a stated aim at the start of the Transformation Plan process, NHSE now
requires all areas to demonstrate how they will increase the numbers of CYP accessing
CAMHS via the transition plan funding. Based on the estimate that 25% of children and

young people who have a diagnosable mental health disorder currently access mental health
services, the aim is to extend this to 35% throughout the lifetime of the Plan.
Bromley Tier 3.5 proposal
An outline business case has been developed for additional capacity to provide a Tier 3.5
service. The aim of this service is to reduce the need for admissions and length of stay for
children and young people presenting with acute mental health needs. The service would
deliver an intensive intervention and assertive outreach function to provide a community
alternative to inpatient care for the most unwell young people. Typically, these are young
people who present with psychosis, suicidality and significant self-harm along with emerging
borderline personality disorder and depression, and cannot be treated safely by our
community service alone.
Children and young people’s mental health liaison
We have developed an outline business case and service model for a children and young
people’s mental health liaison service. The service would work out of hours, based in the
QEH and PRUH, and provide first line CAMHS assessments for emergency presentations
and support for the management of those young people who are admitted or remain in A&E,
awaiting a Tier 4 CAMHS bed.
Currently there is no liaison service commissioned for CYP across BBG. Emergency
presentations have increased and young people have to wait for a CAMHS bed to become
available - the average wait at the PRUH being 6 days. Hospitals find the management of
the needs of these young people extremely challenging. We are awaiting the outcome of the
proposal.
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Trust Quality Objectives Progress Report
National Patient Survey CQC Report 2016
Oxleas CQC Actions Progress Update – Dec 2016
Quality Improvement Programme Update
CB Inquest update on actions

Summary and Highlights

This Quality report provides the November 2016 update on the following areas:
• Quality Committee’s report against the 6 priorities
• Patient Safety Update
• Patient Experience Update
• Update on CQC Readiness
• Quality Improvement Programme Update
• CB Inquest update on actions
1. Quality Committee Indicators
The enclosed Quality report provides a highlighted summary against the 6 quality objectives
The Quality Committee met on Friday 16th December and the focus of the Quality objectives were on:

•
•
•
•

The proposed new inpatient care plan template
The trust guide to the care planning flip book
Patient experience with a deep dive on complaints
Results of the CQC’s national patient survey on community mental health services

2.Patient Safety Update – Jane Wells
This is covered under the Quality Objectives progress report
3.Patient Experience Update – Michael Witney
This is covered under the Quality Objectives progress report
An update on the CQC national patient survey results is enclosed.
4.CQC Action Plans – Ify Okocha
Highlights from the Trust CQC Oversight Group
The CQC oversight group last met on the 13th of December to review the progress on the CQC action plans

for the following:

•
•
•

Acute Inpatient and PICU core service
Crisis and places of safety core service
Forensic and secure wards core service

An updated progress to date report was collated for submission to the CQC prior to the trust engagement
meeting with them on the 21st of December 2016 (this is enclosed). Our progress on meeting the
recommendations from the inspection reports was well received and it is expected that there will be a reinspection of the core services that breached CQC regulations in the next 3-4 months. There is no set date
however we will be given one week’s notice prior to the re-inspection visit.
Quality & Governance team led peer review visits of the 3 core services mentioned above commenced in
December 2016. The findings from the reviews will be discussed at the next CQC oversight group in January.
Assurance visits from the Director of Therapies is ongoing.
5. Quality Improvement Programme update
Please refer to enclosed report for an update on the adult mental health inpatients and the Bracton QIP
programmes
6. CB Inquest Update – Jane Wells
Please refer to enclosed update on the CB Inquest action plan

Recommendations
For the Board of Directors to note.

Trust Quality Objectives
Progress report
Dr Ify Okocha
Medical Director, Trust Quality Lead
January 2017

Oxleas Quality Overview – November 2016/17

Overview
Month

Sept

Oct

Nov

Total no of patients open to Oxleas

149,529

149,746

150,847

Total no of patients seen in the
reporting month

29,972

29,551

31, 303

Total no of patients discharged in
the reporting month

10,625

9, 690

9,747

Total no of patients referred

10,663

10,572

11,032

No of patients giving feedback in the
reporting month

705

831

979

No of patients who have complained
in the reporting month

22

30

17

No of patients who have given
compliments in the reporting month

87

Not
available

Not available

92%
4%

92%
3%

93%
2%

Patient Experience

Friends & Family Test
– Recommend
– Not Recommend

Patient Safety
No of Incidents (1-3)

1,057

1107

986

No of Serious Incidents - Level 4

3

6

5

- Level 5

0

0

0
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Oxleas caseload – November 2016/17

3

Proportion of caseload seen in November 2016

F&P

OPMH

CYP

AMHLD

ACH

In Contact

218 (71%)

1,904 (50%)

10,774 (11%)

4,885 (52%)

13,522 (38%)

Caseload

308

3,811

101,358

9,449

35,921

Objective 1 – Our Patient Promise

*Figures in italics are indicative as not all complaints received in that month are due to be closed as at 22nd December.
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Objective 1 – Our Patient Promise
To ensure 90% of patients surveyed are reporting that they would recommend out
services to friends and family if they needed similar care and treatment
NHS England FFT Comparisons for Mental Health – October 16
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Objective 1 – Our Patient Promise
To ensure 90% of patients surveyed are reporting that they would recommend out
services to friends and family if they needed similar care and treatment
NHS England FFT Comparisons for Community Health – October 16
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Objective 1 – Our Patient Promise
Number of formal and local complaints received

Complaints received by all Directorates during September.

Compliments by Directorate:

Of the 48 issues raised in September, 17 issues were upheld/partly upheld (38%). The breakdown by top themes
and directorates is:
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Objective 1 – Our Patient Promise
Target: 80% of complaint responses closed within 30 days
Figures in italics are indicative as not all complaints received in that month are due to be closed as at 22nd
December.

October 2016 indicative figures breakdown
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Objective 1 – Our Patient Promise
The table below represents the complaints performance assuming a response timescale of 45 working days.
The data includes those complaints with agreed extensions. Of the four complaints with agreed extensions, 1
in C&YP did not meet the agreed extension date.

Complaints audit
A recent audit of a sample of complaint files showed that while some improvements were needed, the quality of the of
the complaint responses were good as represented in part by the fact that only 2 of the complaints audited were reopened and none of them had been referred to the Ombudsmen.
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Objective 1 – Our Patient Promise
Target: 90% of actions completed on Datix (September)
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Objective 2 – Family & Carer Involvement
Implementation of support network engagement tool and young carers

Carers survey
A total of 173 surveys have been completed for the Oxleas Carers survey. This
is the number of responses which were received before the reminder letter
was sent out.
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Objective 4 – Safety First

The patient safety committee met on 13 December 2016 . The actions taken
were:
• Reviewed and ratify updated patient safety terms of reference and establish it as a

Safety Group terms of reference with closer working with health and safety.
• Noted the actions taken in respect of preventing future death notices (received and
anticipated) from recent inquests
• Discussed opportunities for Oxleas Simulation to facilitate safe care led by Dr Geoff
Lawrence Smith
• Ratified updated policies - Safe and Therapeutic Observation Policy, Management of
Serious Incidents Policy, Forensic Search Policy and Resuscitation Policy Receive highlight
Report from Sub-Committees - Safeguarding Adults & Mental Health Act Legislation,
Safeguarding Children, Infection Control, Medical Devices and CAS alert, Sign up to Safety
• Reviewed draft Suicide Prevention Strategy
• Reviewed actions taken in respect of the Health and Safety Executive Improvement
Notice
• Received the audits and action plan progress of Restrictive Interventions and
MEWS
• Analysed Incidents Level 1-3

Objective 4 – Safety First
There were PSG embedded learning meetings in October and November to review
level 4 and 5 serious incident RCA investigations and the actions being taken.
Directorates are closely monitored on achieving completion of quality assured SI
RCA reports with the 60 day requirements of the NHS serious incident framework.

Community Mental Health Service User
Survey Results 2016

1

Oxleas section scores (National picture)

The national response rate was 28%. Oxleas response rate was 24% (N = 198).

2

Category scores

3

Category scores (Cont’d)

4

Oxleas section scores (London picture)

Highest 20%
Lowest 20%
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Oxleas CQC Actions Progress Update – December 2016
What CQC Said
What we said we will do
Adult Mental Health Acute Inpatients & PICU Core service
Regulation 12
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

Progress update –Dec 2016
•
•

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

•
•
•
•
•

Additional actions submitted to CQC:
• Admission avoidance
We will increase gatekeeping capacity at peak times, we
will set up next day follow clinics in the crisis & home
treatment teams, we will undertake a review of the
personality disorder crisis pathway and explore feasibility
of having consultant medics on site

We have commissioned 12 extra beds from East
London NHS Foundation Trust to create extra
capacity.
We plan to create more beds within Oxleas by
opening up another ward (Cator ward).
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.
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.

•

Additional PLNs (Psychiatric Liaison Nurses) are now
in place in Bromley and Greenwich

•

Next day follow up clinics commenced on the 14th of
November.

•

PD Pathway has been reviewed with discussions to
finalise the new service model. The project plan will
be agreed in January 2017

•

A business case has been submitted to Bromley CCG
1

What CQC Said

Regulation 9
Care plans did not always demonstrate that they
were person-centred.
The care plans were not always given to the
patient.

What we said we will do

Progress update –Dec 2016

Additional actions submitted to CQC:
• Improving patient and managing demand

•

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.

for additional CRHTT funding
We have increased scrutiny of bed management
practices with senior staff chairing weekly meetings

•

A mental health partnership board with
representation for key director level stakeholders
has been set up in Bromley

•

Bromley CCG has funded 6 extra beds. Discussions
continue with Greenwich CCG
The policy has been finalised and is available to all
staff on the Trust intranet.

•
•

We have created and disseminated a tool for teams
to regularly audit their own practice in supervision.
Case notes per ward are also being submitted to the
inpatient Quality Improvement group to review.

•

Regulation 12
The trust did not ensure that ligature assessments
were carried out for all ward areas (communal
areas).
Regulation 12
The trust did not ensure that medication cards
were accurate and reflected any risks in relation
to prescribed medication.

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 have also designed an impatient care plan
template on RiO which will aid staff in personalising
care planning. This will be available to staff on RiO
in January 2017
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.

•

Random spot check audits have been completed,
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What CQC Said

What we said we will do

Progress update –Dec 2016

with results and best practice outlined in a recent
issue of the Pharmacy newsletter.

•

Regulation 12
The Trust did not have local risk registers to
record the actions and timescales implemented to
manage the risks identified.

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 also procured medication cards that have
been printed on a higher quality paper. These are to
be rolled out to all the wards
We have started to audit and share 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.
• Risk registers are now added as a standing agenda
item for teams and ward meetings.
• Future audits will check team meeting minutes to
establish whether teams are discussing their local
risks in their team meetings.
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What CQC Said
What we said we will do
Adult Mental Health Acute Crisis & Health- based Place of Safety Core Service
Regulation 10
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 healthbased places of safety

Regulation 12
Both places of safety were not fit for purpose and
had several ligature anchor points exposed.

Regulation 12
The environment of the day treatment teams did
not ensure that ligature risks were minimised and
mitigated as reasonably practicable.

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

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

Regulation 9
Staff were not ensuring that the approved mental
health professionals (AMHPs) were notified in a
timely manner which meant there were delays in

Progress update –Dec 2016
•

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 immediately after the CQC
inspection to provide more privacy.

•

Ligature points will be addressed during the
remodelling.

•

All ligature risk assessments have been completed
with management plans in place
Bexley day treatment team have been relocated to
the Woodlands Unit at Queen Mary’s hospital. The
new team base has been fully ligature assessed and
risks identified. Where there is an assessed risk,
patients will not be left unsupervised.

•

•

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

A Ligature risk assessment folder is available in each
team and being signed by staff . 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.
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What CQC Said

Mental Health Act assessments taking place. Staff
were not documenting the reasons for the delay
in the patient records.
Regulation 12
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.
Regulation 12
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 said we will do

Progress update –Dec 2016

We will start to conduct physical health screening and
monitoring.

This is now part of initial assessments for HTT.

We will ensure adopt a consistent approach to recording
risk information.

•
•

•

Regulation 9
Care plans did not always demonstrate the plans
were holistic, personalised and person-centred.
The care plans were always completed jointly
with the patient.

We will finalise our care planning policy and launch it in
November 2016 to raise awareness. We will deliver
targeted training for personalised holistic and personcentred care planning for all CRHTTs
Managers will audit records in their teams and also
through supervision.

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.
A metric for reporting on risk assessments and crisis
plans is under development and on target for
December, however completion and quality of risk
assessments will be included in the team manager
audit of case notes.

Training and support has been provided to CRHTT staff
by the Care Planning transformation managers
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What CQC Said
What we said we will do
Forensic Inpatient Secure Wards Core Service
Regulation 9
Some patients did not understand the side effects
of their treatment or recall their medication but
were assessed as having capacity.

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

Regulation 18
The trust had not deployed sufficient staff to
ensure their safety on

• 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.

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.
Regulation 12
The trust did not ensure that patients were
protected from potential ligature risks in all areas
of the ward environment (Communal areas).

Progress update –Dec 2016

•

We have displayed medication information posters
on all wards

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
6

What CQC Said

Birchwood.
Regulation 12
The seclusion room on Heath did not meet the
guidelines set down in the
Mental Health Act Code of Practice (2015)

What we said we will do
Plans were already in place to remodel the Heath
seclusion facility.

What CQC Said
What we said we will do
Community Health Services Children & Young People Core Service

Regulation 12
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.

Regulation 12
The trust did not make arrangements to ensure
that all child health clinics were suitably equipped
for families and children to ensure their safety.

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.

Regulation 12
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 have robust processes for capturing Health
Visiting data.

Progress update –Dec 2016

whenever patients are present.
The Heath seclusion room remodelling project will start
in January 2017 and complete at the end of March
2017.

Progress update –Dec 2016
•

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.
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.
7

What CQC Said

What we said we will do

Progress update –Dec 2016
•

Regulation 12
The trust did not complete all initial health
assessments within 20 days

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

•

•

What CQC Said
Provider (not picked up elsewhere)

Regulation 9
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 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.
To strengthen our processes, we are sending weekly
escalation reports to social care.

What we said we will do

Progress update –Dec 2016

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

•

We will ensure our staff are trained on the Mental Health
Act.

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.

•

Regulation 12
The trust did not have prompt processes in place
to review and approve action plans following
serious incidents that require investigations.

Mental Health Act training has been made
mandatory for identified clinical staff. We have
developed an e-learning package for this.
We will review our processes to ensure timely review and We have undertaken a review of the trust serious
approval of action plans.
incident processes and have streamlined them to
ensure that SI panels are able to report within the 60
day deadline.
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Adult Mental Health Inpatients Quality Improvement Programme Update for January Board 2017
1

ISSUES
MDT working – limited evidence
of MDT input into the care of
inpatients

PROGRESS/ACTIONS
•
•
•
•
•
•

2

3

Care Planning – MDT treatment
plan is routinely documented in
progress notes and not in the
appropriate Rio care planning
page. This makes information
which should be easily available to
all staff difficult to locate

•

Risk assessment – risk
assessments are not being
updated regularly and are not
representative of the current risks

•

•
•

•
•

MDT template form in RiO is now used across all inpatient units to document views and feedback from members
of the team about individual patients. This forms the basis of individual patient reviews and decisions made at
such reviews are also documented in the template.
The template is in its second iteration and will continue to be reviewed every two months to take account of staff
feedback.
Regular training is available to support with the completion and additional computer screens, laptop and ipad
have been provided to facilitate its use during reviews.
As we have few OTs and psychologists in our inpatient services, meetings have been reorganised so that they can
attend to contribute to discussion of all patients on the ward and determine who needs their expert input.
The MDT template is also acting as a check and balance highlighting where information that should be
automatically pulled through from other parts of RiO is missing indicating gaps in Rio recording which is being
addressed.
There are still some outstanding issues, particularly ensuring that community teams know that the outputs from
MDT reviews are available in the RiO template and not RiO progress notes.

A new inpatient MDT care plan (Version 2) has been developed, based on feedback from the 3 inpatient sites. For
example, to complete 4 care plan items using the existing RiO care plan requires 45 clicks whereas15 clicks are
required in the new inpatient MDT care plan. This is in ‘Test RiO’ and training and piloting should begin before the
end of January 2017. This should reduce the clunky and time consuming aspects of RiO and make it easier for staff
to complete care plans including adding the views of the patient and their significant other(s).
In the meantime, the quality of care plans is reviewed in MDT reviews, supervision and monthly audits of a few
care plans. A recently peer review of inpatient wards showed improved personalised care plans.
Training is taking place in the use of My Care Plan (the combined mental/physical health care plan) until the
introduction of the new inpatient MDT care plan.

Training has been offered to staff on how to complete and update risk assessments especially after
incidents.
Ward Managers are ensuring that all staff are aware of how to link risk information/incident with the risk
assessment and care plan
The risk summary is now automatically pulled through to the MDT template so that it is visible and readily
available for review and update by the MDT team.

ISSUES

PROGRESS/ACTIONS
• The new inpatient care plan will also highlight the key risks so that staff can complete mitigation plans for each
•

4

risk.
There is an on-going STORM training program which was developed as part of our suicide prevention strategy.
The training is available to all qualified acute ward staff and should provide them with an evidence-based
approach to identification and management of self-harm and suicide risks as well as formulation of risk.

•

Family and carer involvement lack of evidence of gathering of
collaborative information or
involving carers in patient care

•
•
•
•

5

Ward Leadership – lack of
consistency in approach to ward
leadership

•
•
•
•
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Health & Safety

•
•

•
•

The wards have now instituted a ‘family call’ by the ward manager or nominated deputy, within 2
working days of admission. We need to check that this happens regularly without fail. This is the
opportunity to introduce themselves and the ward to relatives and explain how family members
can be involved in their relative’s care.
Family and carers views are incorporated into the MDT template and discussed at every MDT
review. Where attempts to obtain views have failed this is documented.
Family members are given opportunities to contribute in a variety of ways: meeting with the
primary nurse or Specialist Registrar in psychiatry, attend the MDT meeting or attend a separate
Family and carer clinic.
Team to note any complexities around achieving consent to share information and any
restrictions/limitations in involvement of families and carers.
Other initiatives include updating the carers pack and a document with a flowchart that informs
families and carers of what they can expect from us

Ward Managers and consultants now meet regularly and record their agreed actions for audit purposes.
These meetings are in addition to other routine meetings: clinical governance, team business meetings
and clinical hand over meetings.
Modern matrons and ward managers are reviewing the role of the primary nurse, associate nurse and
associate health care support workers.
Discussions about the numbers of MDT members on each ward especially psychologists and OTs are ongoing
Actions from the Bracton incident have been reviewed by the QIP groups
Searches are carried out on all patients returning to the wards, although further work on the trust policy to
reflect recent changes in the use of the smoking pods is underway.
Ligature risk assessments in communal areas have been completed and all staff are familiar with these.
All wards have put in place – or have ordered – safe cutlery and crockery and staff are aware of the need
to be vigilant regarding sharps.

Forensic Services Quality Improvement Programme Update – January 2017
The Forensic QUIP group has been meeting regularly every Thursday to take forward issues that
have arisen as a result of the MG inquiry, the HSE investigation, CQC requirements and the level 5
inquiry reports at Green Parks House. The group is running alongside wider work to implement HSE
and inquiry recommendations.
The group is fully multi-disciplinary and has representation from all parts of the service. This has led
to good levels of discussion and debate with all parties contributing.
The key actions agreed to date are
•

Acute wards and low secure wards have agreed to adopt the Brøset Violence checklist that
has been trialled on Crofton over the last 6 months. The Brøset score assesses a patient’s
risk of violence and aggression and sets out options for intervention dependent on the
score. The aim is to allow for a more dynamic and proactive approach to risk on the ward.
Feedback from Crofton suggests that the tool is easy to use and liked by staff. The Brøset
score system will also inform the overall risk assessment of individual patients.

•

Rehab wards are adopting a Care Zoning approach which looks at a wider range of triggers
appropriate for this patient group that will allow for a more nuanced risk based approach to
patient management
The success of the above tools will be reviewed by the group in the new year.

•

All wards will have a multi-disciplinary team meeting at least two times per week

•

Training for all teams on appropriate usage of risk assessment documentation and RiO has
been organised

•

Review of local induction to include relational as well as physical security training

•

Enforcement of policies relating to staff mobile phones on the unit

•

Implementation of daily reflective practice time for teams being trialled on Crofton with
support of Consultant Nurse.

•

Admission Criteria being developed utilising evidence from models in use at SWLstG and
Scotland

The outputs of the group will be communicated to the wider staff group and the opportunity given
for wider staff input and comment either directly or indirectly/anonymously.

Inquest touching the death of Mr CB (date of death 23 October 2015)
Date of Inquest: 24 October 2016, Bromley Civic Centre
1. Introduction
Mr CB died on 23 October 2016 at the Princess Royal University Hospital following an incident on 21 October 2015 on Goddington ward, Green Parks
House, where he tied pyjama bottoms around his neck and asphyxiated. He was found by staff carrying out observations and CPR was commenced. He was
transferred to the PRUH and later died after suffering a brain stem injury. He was under s2 of the Mental Health Act 1983/2007 and was being nursed on
level 2 (15 minute) observations at the time of his death.
Following this inquest, Oxleas NHS Foundation Trust can expect to receive a Preventing Future Deaths Report in relation to poor quality of documentation
and the potential forgery of signatures on observations sheets. In addition, it is likely the PFD will make reference to what HM Assistant Coroner feels is an
SI report of poor quality. HM Assistant Coroner may also make reference to the importance of updated action plans and securing original medical records
following the death of patients.
During the Inquest, the following issues arose which caused HM Assistant Coroner concern. These issues have been reviewed and actions have been taken
to address.
Issue
Raising the emergency alarm:

Actions taken

a.
The HCA who was carrying out observations and found pyjamas
in the door alerted a nurse rather than press the emergency alarm
immediately. In evidence, the HCA accepted that she panicked and on
reflection said she should have pressed the alarm. HM Assistant Coroner
stated there was no criticism of the HCA, however wanted reassurance
that all staff are properly trained in responding to an emergency. Oxleas
witnesses who subsequently gave evidence confirmed that they

a. All staff are inducted in health and safety and risk management.
This is part of statutory and mandatory training requirements.
Raising alarm is also included in life support training.
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immediately press the alarm for assistance in emergency situations.
b.
In evidence, the HCA who called 999 said that the phones in the
office were not working and she therefore rang another ward and
requested they contact 999. The HCA was unable to recall whether she
did not dial 9-999 or whether the phone line itself was faulty. HM
Assistant Coroner was informed that new phone systems have been put
in place and there are guidelines on making emergency calls by the
phones, however, she was concerned that this issue was not picked up in
the SI report.

b. This issue about dialling 9-999 should have been identified in the SI
investigation. Staff are reminded of the emergency number during
induction.

Documentation - concerns about clinical records
a.
During Nurse CK’s evidence, it transpired that the entry made on
CB’s Level 3 observation record on 20 October 2016 that was completed
and signed for in Nurse X’s name was not actually completed by her. She
confirmed that it was not her handwriting or her signature and said that
she was not on observations at the time. Concerns were expressed about
‘potential forgery’ and records provided by Oxleas were unreliable. In
addition, this issue should be investigated with a potential NMC referral
made.

a. An investigation under the disciplinary policy is in progress
regarding the observation sheet dated 20 October 2015. The
outcome of the investigation will inform the decision about
notifying the NMC.
b.

b.
There were numerous inconsistencies on the observations
sheets, including incorrect Rio numbers, incorrect Mental Health Act
Status and incorrect reasons for observations. There was one
observation sheet which said that Mr B was in his bedroom, however the
progress notes stated he was in a gym group during that time. Several
witnesses were able to confirm that the observations sheets are audited
2

We have recently audited compliance with staff signing off
competency in carrying out observation forms and updated our
observation policy which was ratified at the Patient Safety Group
on 13 December 2016. The policy makes it clear that the Director
of Nursing remains strategically responsible for the development
of the policy and monitoring overall levels of compliance to it. The
policy will be reviewed regularly by the Patient Safety Group. In
local areas modern matrons and unit managers are responsible for
monitoring that staff are competent to carry out observations and
adhere to this policy. Each individual member of staff has a duty

but HM Assistant Coroner wanted reassurance of the actions taken by
the organisation when mistakes are found.

to be aware of and adhere to this policy. If mistakes are found they
are dealt with as a performance issue by the modern matron and
unit manager. The Patient Safety Group is responsible for
monitoring adherence to the policy through an annual audit of
clinical records.

c.
Scanning: HM Assistant Coroner requested original medical
records prior to the Inquest. As per Oxleas Scanning policy, original
medical records were scanned to Mr B’s electronic record and then
shredded. Therefore, the original drug chart and observations sheets
were unavailable. The drug chart had been scanned incorrectly and the
PRN page was missing, therefore the court was unable to confirm if and
when Mr Bennett was administered PRN medication. Despite it being
explained by Mr D in evidence that Oxleas follow guidelines set out by
the Department of Health regarding scanning, HM Assistant Coroner
expressly stated that regardless of the policy, original medical records
should be secured following a patient death.

c.

The policy on scanning records will be updated to require that any
records not yet scanned at the time of death will still be scanned
into RiO, but original documents must also be retained by the local
service rather than be shredded after scanning.

d. Comment – no action requested. Records audits are carried out
annually. Care plans are discussed in all inpatient supervision
sessions and individual feedback on the quality and content is
shared. Progress notes and records are reviewed. They are
validated for unqualified staff (for assessments), students and
administration staff.

d.
HM Assistant Coroner felt that the quality of progress notes was
poor and asked witnesses whether their notes are checked and validated
by a senior member or staff and discussed in supervision.
Quality of RCA report

a. The robustness of the investigation has been assured through
independent scrutiny. The CB Inquiry Panel was chaired by AD an
experienced Independent Chair who is the Chief executive Health
and Social care Advisory Service. The panel included a nonexecutive director, executive director, medical director and a
public governor who had all been trained in RCA investigations.
The report has subsequently been reviewed by a further
independent panel chaired by TH a former nurse director, director
at NMC and Director at Verita (a health and social care consulting

a.
HM Assistant Coroner was concerned that the issue regarding
the telephone and inconsistencies were not picked up in the report and
therefore questioned the quality and robustness of the report.
b.
The action plan provided to HM Assistant Coroner was dated 27
April 2016 however she felt that there ought to be more regular updates.
She queried who owned the action plan.
3

company specialising in investigations).
b. The Board have agreed on 1 December 2016 a new assurance
process. The director of nursing is accountable for serious incident
investigations and action plan implementation. The director of
service delivery is responsible for undertaking investigations,
developing action plans and ensuring that action plans are
implemented within directorates. The service director is
responsible for ensuring that the above takes place within the
directorate. The corporate patient safety team are responsible for
liaising with directorates and supporting investigations and action
planning and are responsible for providing the information and
reports to enable the director of nursing to carry out role.

4
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CQC Learning, Candour and Accountability Report – taking
forward the recommendations
Jane Wells, Director of Nursing
Mortality surveillance - Summary CQC Report Learning,
Candour and Accountability

Summary:
Please see attached report.

Recommendations:
The Board is asked to note.

Mortality surveillance

Summary CQC Report Learning, Candour and Accountability
In December 2016 the CQC published its Learning, Candour and Accountability Report into
how Trusts review the deaths of people in their
care. http://www.cqc.org.uk/content/learning-candour-and-accountability.
The CQC looked at the processes and systems trusts use to identify, investigate and learn
from the death of a person using their services. They looked particularly closely at how
Trusts investigate the deaths of people with a mental health problem or learning disability.
To gather evidence they carried out a national survey of all NHS trusts and visited 12 acute,
community healthcare and mental health trust, engaged with over 100 families, holding
interviews and events, as well as seeking views through an online form, online community
and social media and consulted with charities and NHS professionals.
The CQC weren't able to identify any trust that demonstrated good practice across all
aspects of identifying, reviewing and investigating deaths, and ensuring that learning is
implemented. But they saw some trusts demonstrate promising practice at individual steps.
Their key findings were:
1. Involvement of families and carers - families and carers often have a poor
experience of reviews and investigations, and are not always treated with kindness,
respect and sensitivity. The extent of their involvement in reviews and investigations
varies and they are not always listened to.
2. Identification and reporting - inconsistency in the way organisations become aware
of the deaths of people in their care, with no clear systems for a provider that
identifies a death to tell commissioners or other providers involved in the person's
care. Other issues include the lack of a consistent way of recording the deaths of
patients that have recently been discharged. They also found that electronic systems
don't always support the sharing of information between NHS trusts and other
services involved in someone's care.
3. Decision to review or investigate - healthcare staff use the Serious Incident
Framework to help them decide whether a review or investigation is needed. But
this can mean investigations only happen if a serious incident has been reported,
and the criteria for deciding to report an incident and the application of the
framework both vary. Clinicians are using different methods to record their
decisions, definitions used to identify and report deaths are used inconsistently, and
sharing information between providers is often difficult.
4. Reviews and investigations - the quality of investigations is often poor and methods
set out in the Serious Incident Framework aren't applied consistently. Specialised

training and support aren't given to all staff carrying out investigations. There are
problems with the timeliness of investigations and confusion about standards and
timelines set out in the guidance. Where a number of agencies are involved, their
ability to work together is restricted by a lack of clarity over which agency is
responsible for leading the investigation and they often work in isolation.
5. Governance and learning - there are no consistent frameworks or guidance
requiring boards to keep all deaths under review, and boards only receive limited
information about the deaths of people using their services. When they do receive
information, they often don't challenge the data effectively. Where investigations
take place, there are no consistent systems to make sure recommendations are
acted on or learning is shared. There's a lack of robust mechanisms to disseminate
learning from investigations or benchmark beyond a single trust
They recommended:
1.
2.

3.

4.
5.

6.
7.

8.

Learning from deaths needs much greater priority within the NHS to avoid missing
opportunities to improve care.
Bereaved relatives and carers must receive an honest and caring response from
health and social care providers and the NHS should support their right to be
meaningfully involved.
Healthcare providers should have a consistent approach to identifying and reporting
the deaths of people using their services and share this information with other
services involved in a patient's care.
There needs to be a clear approach to support healthcare professionals' decisions to
review and/or investigate a death, informed by timely access to information.
Reviews and investigations need to be high quality and focus on system analysis
rather than individual errors. Staff should have specialist training and protected time
to undertake investigations.
Greater clarity is needed to support agencies working together to investigate deaths
and to identify improvements needed across services and commissioning.
Learning from reviews and investigations needs to be better disseminated across
trusts and other health and social care agencies, ensuring that appropriate actions
are implemented and reviewed.
More work is needed to ensure the deaths of people with a mental health or
learning disability diagnosis receive the attention they need.

Actions taken:
Since the publication of the Independent review of deaths of people with a Learning
Disability or Mental Health problem in contact with Southern Health NHS
Foundation https://www.england.nhs.uk/south/wpcontent/uploads/sites/6/2015/12/mazars-rep.pdf , we have revised the way that we review
deaths of patients and service users in our care.
We review all reported deaths at our monthly Mortality Surveillance Committee and have
adopted the Mazars classification framework. Clinical leads in each directorate provide

assurance that the deaths have been reviewed and where necessary investigated
thoroughly, with family involvement. Learning is further shared through thematic reviews
and learning.
The January 2017 Mortality Surveillance will receive an analysis of our position against that
of the findings of the CQC Report Learning, Candour and Accountability.
Mazar’s classification framework
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Summary and Highlights

The Workforce and learning development group did not meet in December.
Bank Pay
Over the Christmas and New Year period an incentive of an additional £50 per shift was offered for all
doing bank shifts. The intention was to reduce reliance on agency staff via increased bank use. There
were a number of instances the previous year of agency staff not attending shifts at short notice due
to more attractive offers elsewhere. This did not prove the case this year.
Further incentives to join the trust bank are planned for the new year.
In 2016 an additional 132 bank only staff and 159 leavers were recruited to the bank. The total
number of bank only staff in Oxleas is 711.
European Working Time Directive breaches
Further to the discussion at the December Board about EWTD compliance, all additional controls to
healthroster have been implemented. Heads of Nursing and HR managers are receiving monthly
reports on individuals potentially working excessive hours and are following these up locally. Bank
only staff have also been followed up individually about their working practice and controls on
numbers of shifts put in place.
The revised healthroster controls prevent staff being rostered if they breach EWTD conditions. Staff
can be booked retrospectively which may circumvent the roster process. This will be monitored and
reported to service directorates for action.

Recommendations
To Note
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Proposal to reconfigure adult services into borough
directorates
Helen Smith, Deputy Chief Executive/Director of Service
Delivery
Proposal to reconfigure adult services into borough
directorates

Summary:
In 2011, the trust moved from borough based service structures to five trust wide service
directorates. The directorate structures were intended to enhance service quality and put in
place consistent standards, better supervision, workforce support and training structures.
Overall, this change was successful in improving quality and making the most effective use
of management resource.
However, over the last two years, the external environment has changed significantly, with
the growth of CCG-led pathways of care across all sectors and the priority in the recently
published SE London Sustainability & Transformation Plan, to establish locality care
networks in all SE London boroughs.
At a board awayday (June 2016), the board asked for a review of our management
structures to ensure that our adult services are organised in a way that provides the best
possible platform for the challenges and requirements now facing the trust. The forensic &
prisons and children and young people’s directorates were not included in the review.
The review concluded that the expectations of the board could best be met by moving our
services to be borough based, while seeking to maintain the benefits of the current ‘age/
condition group’ directorates.
It is proposed that each borough has an integrated directorate that includes adult mental
health, older persons mental health and adult community services (not in Bromley). Our ALD
services are not sufficiently big enough to split into three boroughs and – in Bexley and
Bromley – will be sharing a common base in QMH. It has been decided therefore, that the
management of our ALD services will be with the Greenwich service director.
The proposed change will be limited to the three affected directorate management teams,
and a small number of additional key posts. The benefits of the current trust wide approach
will be maintained through establishing a number of trust clinical reference groups,
overseen by the clinical directors. Other trust wide work programmes, such as implementing
the CQC action plans, will continue to be led across directorates, by an executive director.

Summary:
A project management plan has been put in place to implement the change – if approved –
by 1 April 2017; this is being monitored through a weekly meeting, chaired by the director of
service delivery and supported by the medical director, service directors and clinical
directors.
Recommendations
The Board is asked to approve the proposal to reconfigure the trust’s adult services
directorates, other than forensic & prisons, into borough based management structures.

Proposal to reconfigure adult services into borough directorates
1. Introduction
In 2011, the trust moved from borough based service structures to five trust wide service
directorates. The directorate structures were intended to enhance service quality through
bringing together a critical mass of clinicians within an age group/service area, leading to
common and consistent standards, better supervision, workforce support and training
structures.
The move supported the implementation of a trust wide approach to our bed based services
and gave enhanced visibility to smaller services, such as older persons’ with mental health
problems. The setting up of an integrated children and young people’s directorate enabled a
‘whole child’ approach to clinical care, the establishment of a single point of access for
children’s services and the provision of ‘family friendly’ buildings.
Overall, the move to directorate based service structures was successful in improving quality
and making the most effective use of management resource.

2. The case for change
Over the last two years, the external environment has changed significantly. Our CCGs have
moved to commissioning pathways of care across primary care, Oxleas services and the
acute sector. Alongside this, the clear priority in the recently published SE London
Sustainability & Transformation Plan (November 2016) is to establish locality care networks
in all SE London boroughs 1.
At a board awayday on 23 June 2016, the board asked the Executive to review the
management structure of our adult services, to ensure that our services are organised to
provide the best possible platform for the challenges and requirements now facing the trust.
In addition to meeting the external changes, the board wanted assurance that our
management structures:
•

Promote the delivery of ‘whole person’ health and physical care to our patients

•

Promote the delivery of seamless, integrated health and social care with our local
authorities

•

Support the identification of pioneering and innovative ways to deliver care and meet the
changing needs of our patients

•

Enable the trust to work closely with our CCGs and manage the commissioning budgets
with each CCG in the most efficient way

•

Enable the trust to organise service delivery around our ten local LCNs

•

Facilitate closer working with the voluntary sector, leading to a greater number of subcontracting arrangements and shared governance approaches to patient care

1

The STP has stated that locality care networks (LCNs) will be developed in each borough to
establish multi-disciplinary networks that improve access to care and manage the mental and physical
health of their populations. This will include adopting population based approaches to planning and
contracting. Based around small groupings of GP practices, there are four LCNs in Greenwich and
three each in Bexley and Bromley.
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•

Facilitate the delivery of care pathways with primary care and offers GPs the support
they require for their changing role

•

Facilitate closer working with our local acute trusts, particularly in the management of
emergency demand.

The forensic & prisons and children and young people’s directorates were not included in the
review.
The review concluded that the expectations of the board and the external demands could
best be met by moving our services to be borough based, while seeking to maintain the
benefits of the current ‘age/condition group’ directorates.

3. Proposed structure
With the support of the medical director, the director of nursing, director of therapies and
service and clinical directors, the director of service delivery has led work to recommend a
borough-based structure that will deliver the board’s requirements.
It is proposed that each borough has an integrated directorate that includes adult mental
health, older persons mental health and adult community services (not in Bromley).
Our ALD services are not sufficiently big enough to split into three boroughs and – in Bexley
and Bromley – will be sharing a common base in QMH. It has been decided therefore, that
the management of our ALD services will be with the Greenwich service director.
The proposed change will be limited to the three directorate management teams, and a
small number of other key posts. We anticipate this will mean that about 60 staff are directly
affected.
It is proposed that each management team will include the following posts:
• Service director
• Clinical director
• Borough integration lead – this is a new role for Bexley and Greenwich (see below)
• Head of nursing
• Head of psychological therapies and a head of AHP
• Lead for medical management – also the lead for liaison with local GPs
• Associate director for adult community services
• Associate director for mental health (including adult and older adults) 2
• Head of social care
• Business manager
If Bexley Care, the new integrated care organisation, is approved by the board and the
London Borough of Bexley, the service director post is likely to be a shared post across
Oxleas and the Council. There would also be an associate director for Adult Social Care and
a small number of service heads from the local authority who will be incorporated into the
management structure.
The table in appendix 1 identifies the proposed borough ‘home’ for trust staff and services.
3.1 Role of Borough integration lead
2

The division of AD responsibilities will be reviewed after 12 months to determine whether the posts
should move to have responsibility for LCNs/service functions.

2

By September 2017, Bexley and Greenwich directorates will be asked to present their plan
in the Annual Plan meeting, for an integrated service structure that will deliver the aims listed
in section 2 above. To facilitate this work, a new post of Integration lead is being established.
The post holder will work with internal and external stakeholders to develop a robust plan to
integrate physical and mental health services, with social care and primary care, to provide
comprehensive integrated care to local communities. Key achievements of this role will
include:
•

Establish a culture regarding the delivery of integrated care.

•

Promote structural change where this will aid integration, eg, support the development of
LCNs (see above).

•

Develop integrated pathways, eg, for fragility.

•

Ensure that physical and mental health services appropriately screen for other conditions
and that follow on referral pathways are in place.

•

Pursue opportunities for integrated working with primary care, including working with
GPs to support their management of medically unexplained symptoms

•

Identify opportunities with our acute partners to put joint roles/integrated teams in place,
where this would improve patient care

•

Work with care homes to enhance mental health care in residential homes

Consideration will be given to how this role can be established in Bromley.
3.2 Role of heads of professions (HoP)
It is envisaged that the HoPs will remain in their current role and continue to offer
professional advice to the borough management teams. Their line management for the
clinical service will remain ‘as is’, and their professional supervision will continue to be
through the director of therapies.

4. Maintaining the clinical benefits of the current structure
The benefits of a trust wide approach will be maintained through establishing a number of
trust clinical reference groups. These groups will maintain clinical standards and consistency
across borough services.
Clinical directors currently are identifying those areas where we will need a trust reference
group; we anticipate that this will include memory services, specialist mental health
rehabilitation, home treatment teams, district nursing and early intervention in psychosis
services.
Through the medical director, trust wide oversight of our CQC action plans will remain in
place; this oversight will be maintained until we have delivered the required standards of
service to meet our requirement notices.
In the new borough management teams, we will ensure that each borough team has a
senior member from our current older person’s mental health directorate, in order to maintain
and promote OPMH expertise within management teams.

5. Next steps

3

We have dedicated project management resource in place and a plan to deliver the
proposed change by 1 April 2017. In advance of the board’s approval, a weekly meeting has
been established, chaired by the director of service delivery, to bring together the medical
director, service and corporate directors to plan for the move.
5.1 Staffing issues
Dedicated HR resources have been made available to manage the consultation process and
help develop new JDs. Those members of staff affected by the change will be supported
through the consultation, in line with trust policies.
5.2 Operational issues
The director of nursing and director of therapies have drafted a transition plan to ensure that
the work relating to serious incidents, patient safety matters and statutory committees is
maintained during the transition.
5.3 Financial issues
The reconfiguration will be achieved within the available resources. There are likely to be a
small number of cost pressures and some cost savings in establishing the new management
teams, the detail has not yet been worked through. In time, it is expected that further
efficiencies will be made through developing the integrated management structures in each
borough.
In relation to CREs for 17/18, the weekly working group is now focusing on identifying CREs
plans in the integrated boroughs, in advance of the proposed move.
5.4 Communication
Once approved, a comprehensive communications plan will inform both staff and our
external partners of the changes.
Early feedback from our CCGs and local authorities has been unanimously positive.
5.5 Review
A review of the changes will be undertaken and a report presented to the Executive in April
2018. Between April – September 2017, we will establish a ‘test and learn’ group, to address
issues as they arise.
APPENDIX 1
The table below identifies which boroughs will take responsibility for trust wide services.
•
•
•
•
•
•

Bexley
Holbrook dementia ward
OPMH home treatment
team
Lived experience
practitioner lead
ECT
District nursing central
access team
Barefoot lodge inpatient
rehabilitation unit

•
•
•
•
•

Bromley
Scadbury OPMH ward
ASD/ADHD service
OPMH bed manager
Perinatal mental health
services
Trust volunteering service

•
•
•
•
•

Greenwich
Shepherdleas OPMH ward
TB team
CASH services
Trust substance misuse
post
ALD services

4
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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

16/11/16

Service

Greenwich and Bexley Liaison team
at QEH and Eltham community
hospital

Attendees

James Kellock
Abi Fadipe
Estelle Frost
(Ify Okocha apologies)

Brief description of service

The liaison team works on the wards and in A & E assessing patients for specialist services in
hospital and after discharge. There are five nurses, one OT, a part-time junior doctor and a
manager. Caseload varies from 4 to 14 patients at any time but in addition many patients are seen
within a single day.

Overview of visit

There has been a history of sickness in the team for two years but bank staff are used to cover. A
recent change, six months ago, was to place staff in A & E. This has proved very troublesome with
particular pressure on the single out of hours member of staff. Working in QEH has many
frustrations – the mobile phone doesn’t work, nor does the LGT supplied bleep and our staff often
cannot access the computer in A & E for blood test results etc. because it is so busy. Referrals from
Working Age Adults could be improved and the team has changed from being very positive to
feeling disillusioned and overworked.
We met a group of 4 staff (because of the nature of the service we did not meet any patients). They
told us it was a respected and good team, supportive of one another. They provide a good service
supporting families a lot, in what for families can be a confusing place.
The workload has grown a lot over the past year – from just working on the wards to covering A & E
and ECH as well. Eltham is frustrating as they don’t get a lot of appropriate referrals (and this is
from other Oxleas staff) while QEH has better quality referrals. The work in A & E is frustrating as it
is so busy (“dread going down there”, “feels like we’re just plugging the gaps in A&E”) that once you
are there you can’t leave the patient and end up having to provide basic care. At the weekends our
member of staff is on their own and staff don’t feel safe or confident on their own (“dread
weekends – no support around you – they’re all coming at you at the same time”)
Staff felt their office was too small (especially on Fridays), there is no access to Oxleas wi-fi but RiO
was said to be “so much easier”. Parking was criticised especially the absence of swipe cards and
permits. Staff were also concerned about the current consultation on extending working hours

feeling there were not enough staff especially to cope with late referrals (“can stay until 12
o’clock”). Staff were also confused about phoning a psychiatrist at Oxleas House (is there a
consultant on call?) since there is no written down procedure.
Other comments were “A & E is good experience – only not enjoyable because of what we have to
put up with”, “Debbie [Manager] is very supportive, she listens and fights for us”, “we’ve got a very
good reputation – don’t want to lose that” and “I’ve worked in a lot of teams – this is a palpably
good experienced team”.

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

Issues raised

Action

To consider whether staff who have to stay late
to complete assessments can be paid at bank
rates

EF

To see if parking permits/ swipe cards can be
obtained/speeded up

EF

To see if Oxleas can have a greater presence at
meetings about A & E

EF

To clarify the arrangements for calling
psychiatrists out of hours

AF

To liaise with Working Age Adults to improve
referrals

EF

To clarify who is responsible for the transport of
patients to our wards

EF

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

24 Nov 2016

Bexley MSK

Service

Attendees

Ben Travis
Keith Soper
Jo Stimpson
Helen Manchester

Brief description of service

Service is based at QMS and provides the first stage triage and physio services for Bexley MSK
patients, with the aim of reducing the number of patients referred for surgical interventions and to
improve long-term outcomes.

Overview of visit
We discussed the care pathway and were briefed on the group-based pain management
programmes in place. We then each had the opportunity to sit in on a patient consultation with a
senior extended scope physio to see the pathway in action. This provided a 45 minute initial
consultation for patients including a full history, assessment, x-ray referral if appropriate, and initial
treatment. Follow on plans were then developed. The patient I spoke to was very positive about
the length of wait time (5 weeks) and the consultation, particularly because her movement was
materially improved when she left the consultation.
Staff were positive about the service. They would prefer more ready access to a radiologist so x-rays
could be reported on quicker, as this would be beneficial to patients.

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

Issues raised

Need to reinforce the “bare below the arms” and
other hygiene procedures for visitors

Action

Already actioned

Non-Executive Directors’ board visits
Date of visit

5 December 2016

Service

Thameside and Isis Prisons
(Greenwich Prison Cluster adjacent
to Belmarsh prison)

Attendees

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

Brief description of service
HMP & YOI Isis holds up to 628 sentenced young adults and category C offenders who are aged 1830. There are two house blocks (Thames and Meridian), both of a similar size. They are purpose built
to Category B standard with a mixture of single and double cells run by Serco. The establishment has
an entry building, activities centre for academic and vocational training, segregation unit and PE
Academy. HMP & YOI Isis does not have in-patient healthcare facilities. The age cap has been
changed and there is now a gradual increase in prisoners aged over 30 (aimed at having a calming
effect on violence and aggression).
HMP Thameside is a new establishment that opened in early 2012. Located adjacent to HMP
Belmarsh and HMP Isis, it is a local prison serving East London courts and is run by the private
operator Serco. The prison currently holds up to 1200 adult and young adults and both convicted
and remand prisoners. HMP Thameside has a healthcare facility.

Overview of visit

HMP Isis
We met operational manager Paul and members of his small team and toured the site. Great
teamwork and commitment to the services observed.
The issue of staffing was raised. There is a very rarely need agency staff. However there is an
inefficient use of nurses at night which is not a service provided at other prisons but the
commissioner is not keen to stop. Pau will continue to work with the governor to try to change this
with the commissioner.
HMP Thameside
We met operational manager Daniel and a number of team and toured the site. The team is
considerably larger than the Isis team. We observed the process from arrival of prisoners through
admission and healthcare and medication rounds in operation. We also observed an innovative
service which has been set up to train prisoners in a full range of print services on a range of
materials (posters, booklets, leaflets, pictures, mugs etc.). These services are being now sold
externally. There could be a potential for us to use for communications.

Issues for improvement raised were:
Pharmacy space far too small to accommodate the provision of medication to 1200 prisoners. This
has been raised with the prison. It may be logistically difficult to relocate the department. The prison
do not yet use the medication robot but this is planned for the future.
Health and safety- clinic rooms do not have alarms within reach. Staff are relying on 12 radios to
raise alarm. Operational manager to re-escalate to Prison local delivery board on 6 December.
Agency staff tried to join bank – a agency nurse described her two attempts to join the Oxleas bank
since September but temp and reported that staffing claimed that they did not have her paperwork
(which was resent) and no interview arranged yet. John Enser has been following this up.
X-ray machine - still not in use after 5 years. Serco to service the X-ray machine but taking time to
commit to this. NHSE plan to update the IT system for TB screening which would meet needs of
using x-rays to avoid A&E visits with suspected bone fractures.
Actions will be entered on to Board visits action tracker which will be reviewed at Board every six months

Issues raised

Action

Site of pharmacy, room alarms to be raised by
Daniel at HMP Thameside Local Delivery Board 6
December. John Enser to follow up.

John Enser

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

6/12/16

Service

ECT (Woodlands unit)

Attendees

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

Brief description of service

The service is open 2.5 days a week providing treatment to Oxleas patients as well as those referred
from outside the Trust (including private patients). Each patient typically receives 6-12 treatments
and in each session up to 15 patients will be seen.

Overview of visit

We met the Consultant in charge together with the two other psychiatrists and the manager. The
team also includes three anaesthetists and both psychiatric and recovery nurses. The nursing posts
are difficult to recruit to as the work is sessional and specialised (one agency nurse is moving to the
bank). We also met some patients and their carers who seemed content with the service.
Most of the visit was spent learning about ECT, its history and efficacy and its place in Oxleas. The
staff were very enthusiastic about the benefits of ECT and were keen that the service is used more (it
is under-used at present). Despite being a treatment that has been available for some time in the
treatment of mental ill-health we were told that there is considerable scope for there to be more
referrals from other Oxleas services (BME patients are under-represented for example) where there
is resistance. We were told that ECT has been shown to reduce the incidence of attempted suicide, it
can be more effective than medication (especially where medication has not worked) and that 70% of
patients report improvement. It is especially useful with patients suffering from depression and
those refusing to eat or drink. We were also told that Oxleas use ECT less than neighbouring trusts
and there is a strong business case for its use: two weeks of ECT has been shown to delay in-patient
admission by 4/5 weeks and it is an income generator.
The service is concerned at thoughts that it may be out-sourced to another trust as that would lead, it
is said, to a reduction in the quality of the service our patients would receive (longer travelling times,
unfamiliar psychiatrists etc) and the forgoing of income generation.
The service has plans to use its spare capacity to offer rTMS (“repetitive transcranial magnetic
stimulation”) which is now recommended by NICE as a treatment for depression. This will be the first
such service in South-East London and, again, could generate income.

The team is very flexible in treating a variety of patients; on one day there could be a private patient
from Harley street, then a patient from the Bracton with five escorts and then a patient who doesn’t
want to sit down at all. The team said they got good support from corporate service such as Estates,
as well as from Estelle Frost and senior management.

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

Issues raised

To ensure that other Oxleas services are not
failing to refer appropriate patients to the ECT
service

Action
IO

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

Service

Attendees

ALD – Tops and Tall Trees

Seyi Clement, Simon Hart and Ian
Diamond

Brief description of service
Both services provide day services for up to 20 adults with learning disabilities and severe
challenging behaviour living in Greenwich. This service is available Monday to Friday 9am to 4.30pm.
Tall Trees is a specialist day service for adults with learning disabilities living in Greenwich Borough
who have severe behavioural challenges and/or have an Autistic Spectrum disorder. TOPS is a day
service for elderly people with learning disabilities who live in the borough of Greenwich. They may
have health needs like diabetes, mental health, epilepsy and dementia. TOPS has been designed to
create a dementia friendly centre. This includes using pictures and colours to help service users find
their way around TOPS. Service users come from many different settings including residential
settings or living with families. Both facilities offer many different activities such as exercise,
cookery, and gardening. TOPS offer music therapy.

Overview of visit

We observe a music therapy session at TOPS which was quite engaging for the service users. We
also observed a food preparation exercise at Tall Trees. The relationship between the service users
and staff was very positive and one cannot but conclude that the environment created by the staff
has a positive effect on managing some behaviours which would have otherwise been challenging. I
am however concerned that the service is very vulnerable due to its singular focus and some
thought need to be given to broadening not just the market, but the relevance to the service users.
Consideration should be given to better integration of the service with primary care. The service
should also consider if it can access the direct payment market.

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

Issues raised
1. One of the senior staff who was due

Action
1.

I understand that this staff had already

to leave within days of the visit
raised concerns regarding
safeguarding and the lack of
therapeutic input. I raised the issue
of safeguarding with the Unit’s
Manager, who said that service users
are triaged on arrival at the Unit to
pick such issues, though I observed 2
services users arriving and attending
the music therapy session without
being triaged. This was raised with
the manager, as we could be missing
vital safeguarding indicators,
particularly at TOPs.

raised the concerns with Simon Hart and
it was further agreed that the Service &
Medical Directors should meet with this
staff and the meeting should be minuted.

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

22.12.2016

Service

Bromley West Locality Mental
Health Service

Attendees

Iain Dimond – Service Director
Jazz Thind – Director of Finance

Brief description of service
The Bromley West Locality Mental Health Service is one of five locality teams across Bromley, Bexley
and Greenwich which form the core community service provision to adults with mental health issues
in secondary care. The team is based at 63 Croydon Road (formerly Yeoman House), Penge and
provides services to the West GP cohort of Bromley. The team is composed of three sub-sections:
Primary Care Plus, which provides the main interface with GP’s (who are the main source of
referrals); ADAPT – which is the treatment pathway for people experiencing either anxiety,
depression, personality disorder or trauma, and ICMP – which is the treatment pathway for those
experiencing some form of psychosis. The work of the team is undertaken either in a service user’s
home or in clinics or groups run at the team base. The team is multi-disciplinary in nature –
comprising of nurses, medics, social workers, psychological therapists, occupational therapists and
support and admin staff.
The team is managed by Mark McManus.

Overview of visit
This was generally a positive visit and we had the opportunity to speak with approx. 12 staff in one
group and meet and hear the experiences of one service user.
As with other similar teams the interaction with the Home Treatment Team is key and the two
teams continue to develop their working relationship. The team felt co-location would be helpful as
this works well in the Bexley team.
There are still some tensions between what the teams deliver and GP expectations. It was felt that
on occasion GPs increase the urgency of the referral not on the basis of risk or health care need but
rather more to manage the waiting room and move service users on. It was recognised that as with
other teams the only way to change behaviour was to out-reach into GP surgeries and through
greater education influence referrals. A half page summary setting out what GPs can expect from the
service is being finalised.
The senior managers talked about how they would like to review the skill mix and mould the
resources to meet need (between ADAPT and PCP). Iain was clear that they are empowered to do
this and he would expect this to be something they discuss and agree.
The team is made up of approx. 50 staff and on average vacancy levels are low. ICMP has an average

caseload of 34/35 per WTE; vacancies are the key driver (1 career break, 2 CPNs, 1 AMHP). Managers
believed the service to still be safe. The quality of interviewees was on occasion poor.
IPADs – the team were less positive about this technology and although they recognised the
advantages they felt they would much rather have laptops. One main concern was the expectation
that staff should update patient records on the move (in cars or public places), this was felt by some
to be concerning as data was visible to others.
Supervision - now averages 90%, the team received a lot of unofficial supervision and said they had
excellent support.
We met a young female service user and her experience of the service was less than adequate. She
set out what had happened to her over the last 18 months and it was clear we and the healthcare
system had failed her needs on a number of occasions. She had been assigned no care coordinator
and she and a close friend had to actively chase for updates. Her overarching message was that she
did not want anyone else to go through what she had experienced and was very concerned that
unless things changed lives were being out at risk. We asked the service user to email Iain the detail
and Iain agreed to follow-up her concerns. She was very positive about joining in workshops/projects
to influence change.
Iain highlighted the work with SLaM and SWLStG and shared aspects of their service provision and
how we all sought to collaborate, develop and learn together.
One team member felt management in Oxleas are seen to be ‘compliant’ and only interested in
delivering targets and are no longer advocates for challenge. This had in this person’s view stifled
openness and some staff were too scared to speak up.
Carers support groups were discussed and the need to provide refreshments v financial constraints.
We were clear that there is no ban on such spend what we are asking staff to do is to make decisions
in a careful and considered way.
AHP staff highlighted their concern that there was insufficient therapies support into the wards and
felt that if this resource was increased the return would outweigh the investment.
The redesign included an ‘Out of Hours’ service provision but this was seen to be a wasted resource
as there had been very little or no calls received during this time period. The team wanted
management to review this arrangement with a view to ending this. This sentiment had also been
echoed in visits to other similar teams in Bexley and Greenwich.

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

Issues raised

Action

IPAD usage and engagement

Alison Furzer

Review of out of hours provision

Iain Dimond

Review of service user feedback/experience

Iain Dimond
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Agenda item

Business Committee update (20th December 2016 meeting)

Item from

Jo Stimpson, Non-executive Director

Attachments

Finance Report

Summary
Key highlights from the Business Committee
•

The Committee was informed that the Trust had been reviewing its governance process around
redundancies. Where possible, suitable alternative employment was being identified before
redundancy. Unfortunately the Trust might not be able to provide SAE for all ‘at risk’ staff due to the
specialist nature of their roles.

•

The Committee were updated on the Greenwich MSK contract which has been referred to the
Overview and Scrutiny Committee with the engagement of PwC to review the quality impact of the
proposed service. This has delayed the signing of the agreed sub-contract with Circle Health and
therefore the Trust will continue operating under the current agreement until the new service
mobilises.

•

The Committee were updated on the following bids & tenders:
1.
2.
3.
4.
5.

Bromley IAPT (£2.8m pa) – Unsuccessful bid
Bexley Dietetics (£0.3m pa) – ITT due on the 3rd January
Bexley Children’s Public Health (£3.4m pa) – Attended meeting on the 19th December
Bromley LA Sexual Health (£3.7m pa) – ITT due on the 20th January
Bromley Community Services (£31m pa) – Procurement expected January 2017

•

The Committee were updated on the financial position for Providers across the NHS. The pressure
across the entire system has resulted in a number of Providers expecting to miss their control totals
with over 50% of Trusts concerned about meeting Cost Improvement Plan targets. Spending on
Agency staff continues to fall across the sector month on month due to better workforce planning
and improved rates.

•

The Committee were updated on the feedback received from NHSI with regards to the draft annual
plan submission in November. NHSI have challenged the Trusts £8m planned CIP programme but
this will increase due to the Greenwich CCG QIPP.

•

The Committee noted that November (month 8) reported a financial position that was £347k behind
plan which was mainly due to increased UEA costs. The sale of the Horizon House property was still
expected to go through within this financial year and that NHSI confirmed that the sale proceeds
would count towards the control total.

•

The Committee were informed of the new incentive scheme developed by NHSI. Trusts could now
receive an additional £1 for every £1 they went above their designated control total. The
committee agreed that whilst the full year control target was achievable they believed it would be
very unlikely that the Trust’s control total would be exceeded.

•

The Committee agreed the financial risk register ratings and tolerance of risks.

•

The Committee were updated that the Cancer Centre at Queen Mary’s Hospital was due for
completion by the end of the week.

•

The Committee noted that the Strategic Estates Partnership (SEP) tenders were due to be returned
on the 23rd December. The Dialogue meetings took place in December with moderation meetings
planned for January.

•

The Committee were updated on the planned Bexley Care Provision. The senior management team
has been agreed along with the directorate structure. An Associate Director has been appointed to
the joint Service Director role.

•

The Committee noted that the Trust was looking to appoint a legal firm to manage the next stage of
the HSE investigation.

Recommendations

To note

Finance Report for 8 months to 30th November 2016
Board of Directors Meeting
12th January 2017

Position overview
Monitor risk rating
Income & Expenditure
Statement of Financial Position (Balance Sheet)
Debtors and payments
Capital Investment
Risk Register
Appendix 1: Operational Performance
Appendix 2: CRE

2
3
4
5
6
7
8
9
10

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 £180k. For the eight months ended 30th November 2016 we delivered a deficit of £527k which is £347k behind
plan. The major factors driving this deterioration are:1. Agency usage
2. Additional charges for Trainee Doctors within MH services not known previously
3. Increased UEA costs
4. Income reductions – ECR activity in PICU, MH non-contracted income, and additional deferral of income linked to previous underspends
Forecast Outturn
Based on our latest assessment of ‘business as usual’ cost and income, and use of non-recurrent flexibilities we are on plan to deliver a surplus of £1m:
which is in line with our control total.
This planned position was adversely impacted by the additional £1.2m of costs associated with the inpatients beds at ELFT, but we will utilise ‘profit on
asset sales’ (£0.3m), additional investment (£0.3m) and further non-recurrent reductions in expenditure (£0.6m) to fully offset this pressure.
NHSI have agreed for us to use ‘profit on asset sale’ as a one-off benefit this financial year to achieve our control total.
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 £66.3m at the end of November which is 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 continue to 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 £8.0m identified – £0.3m of these remain high risk. All things being equal we envisage savings to have been released 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 a segment rating of 4 would lead to special measure being instigated.

•

The ‘Distance from Financial Plan’ will be back on plan at quarter end.

3

Statement of Comprehensive Income
Surplus
•

We have delivered a ‘underlying’ deficit for the eight months ended 30th
November 2016 of £527k which is £347k behind plan. The forecast outturn
remains in line with plan.

Agency Cap
•

•

Income is £0.9m behind plan. This is mainly due to :- additional
deferred income for projects where expenditure is behind plan or
expected to be incurred in the latter part of the year, and
underperformance against non-contracted activity.

•

Pay expenditure is £1.9m higher than plan, due mainly to
continued reliance on temporary agency staff, with the greatest
pressure in the Greenwich Prisons Cluster, Greenwich C&YP
services, intermediate care and savings yet to be realised
predominantly related to AMH.

•

Non-pay expenditure is £2.5m lower than plan due to resources
held centrally not yet allocated and the lower than planned project
spend offset by the deferral of income above.

We are currently breaching our agency cap. Year to date performance is
32.7% above cap (target of £8.9m, actual cost £11.7m). However there has
been a steady downward trend in spend and Directorates continue to focus
on minimising usage of agency staff wherever possible.
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Statement of Financial Position
Debt summary
•
•

Total debt stands at £11.1m, a net decrease of £1.2m from March 2016.
£2.6m of this value has been settled in cash post 30th November 2016.

•

Debts >90 days have decreased by £0.8m to £3.3m between October and November. Taking post month end
adjustments into account , >90 day debt reduced to £3.1m. Areas of focus:-

 Greenwich CCG £1.4m (overseas patient charges). The CCG has now received its allocation 16/17
(£1.6m). Our best estimate indicate that the charges to 31/03/2017 will be up to this value. With regards
to the o/s 15/16, our view is that this cost is in the CCG’s balance sheet and we are expecting full
payment, CCG to confirm. Both aspects were discussed in the contract negotiation with a clear
commitment by the CCG to settle this debt in January 2017.
 Greenwich CCG £0.4m (various). Progress has been made in December, further backup has been
provided and this has led to first level approval of many invoices. The CCG would like to include as many
of the non-block charges in the Block which is welcomed and will avoid future disputes.
 NHSPS £0.2m - conversations are progressing and we are hopeful this will be concluded by year-end if
not before.
 LGT £0.2m (QMH parking permits, EBME and catering contracts). Conversations continue to resolve
these issues but some credits are required for costs agreed as not payable.
 Bridges Healthcare Services £0.2m (QMH drugs and Foxbury rent). A partial settlement of £50k was
received in November. A further meeting has been held and Bridge have agreed to pay current costs as
invoiced. A schedule for the repayment of the outstanding debt will be agreed at the end of January.
 NHSE £0.2m QIPP, agreement has been reached and this debt will be settled in due course.
Payments
•

Aged profile of debt
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May-15

Non NHS

6.0
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> 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 November 85% of invoices by volume and 89% of invoices by value were paid within this target.

Capital Investments

 QM H Redevelopm ent
Phase 1 - GallifordTry are on programme with the ground & first floors of the main building. We are in week 35 of the 60 week contract. The atrium opening has been ‘cut out’
and the old entrance is to be demolished by end of January 2017.
Phase 2 – Design meetings have been scheduled for the clinical services to the second floor (Dental, Eyes and Diabetic).The A £250k contract to undertake changes to the
3rd floor for ALD has been agreed by the Capital Investment Committee (Dec 16). This work will complete in April 2017.
Backlog Maintenance: Asbestos remedial works will start early Jan 17.
Car park works and external lighting – The contract will complete by the end of December as planned.
 Kidney Treatm ent 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.
 Cancer Treatm ent Centre
Cancer Treatment Centre – Ben Travis has also been in direct communication with the CEO of HTI who was providing regular updates with a view to completing pre
Christmas. This was not achieved and the current completion date provided is 15th January. We have written to the Developer outlining our intention to seek damages due to
delays in completion, and are receiving specialist claims advice.
 Highpoint House
Project due to complete 23rd February .This is currently on budget but the retender of children's services in Greenwich led to some service redesign which has yet to be
accommodated within the scheme.
 68 The Heights –
Deferred to 2016/17
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Risk Register
Financial risks scoring 8 or above and not yet achieving ‘target’ risk rating have been included in this section. The full finance risk register
will be reviewed at the January 2017 meeting of the Audit and Risk Assurance Committee.

Appendix 1 – Operational Performance
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Appendix 2 – 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).
Agreement has been reached with NHSE that the South London Forensic Partnership will deliver 16/17 and 17/18 QIPP in 17/18. The Forensic Directorate
and Trust target and plans, will therefore be reduced non-recurrently by an equivalent amount in 16/17.
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Summary and Highlights
The Audit Committee took place on 6th December and the minutes are attached. An oral
update on the key points will be given at the Board meeting.
Recommendations
To note.

Audit Committee
6 December, 2pm to 4pm
Maple Room, Pinewood House
Stephen Dilworth
Steve James
Joanne Stimpson

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

In attendance
Matthew Hall
Ben Sheriff
Fleur Neiboer
Hannah Andrews
Jack Stapleton (JaS)
Jazz Thind
Rhoda Iranloye
Tracy Drake
Sally Bryden

Deloitte Partner
Deloitte Associate Director
KPMG Partner
KPMG Manager
KPMG Senior Manager Counter Fraud
Director of Finance
Associate Director of Quality
Head of Financial Accounts
Associate Director of Corporate Affairs/Trust Secretary (mins)

Action
1.

Apologies for Absence
There were no apologies for absence.

Noted

2.

Minutes of the Audit Committee held on 7 September 2016
These were agreed as an accurate record.

Agreed

3.

4.

Matters Arising

Noted

Item 5
JT informed the committee that disaster recovery testing hasn’t taken place yet this
financial year but it is expected to be undertaken before April. JT will confirm date.

JT

JT has circulated administrative support review to Executive and it is being used as a
reference when reorganisations are undertaken. Committee asked for this issue to
return in 12 months to see whether it has been used in the borough reconfiguration.

SB

JT confirmed that IT risks are on the risk register but will check that IT recovery, and
particularly UPS, is included.

JT

Gender pay gap – has not yet been included in the Workforce Committee agenda – SB
to follow up.

SB

KPMG Progress Report and Recommendation Tracker

Noted

FN presented the report giving progress against the internal audit plan. She updated
that the Serious Incidents review has been completed and that field work completed
and draft reports issued for Lone Working and Core Financial Systems. Fieldwork for the
data quality review has started and planning for the e-rostering review is underway.
She is confident that all the planned reports will be complete within the financial year.
Internal audit recommendations
17 recommendations have been implemented since the last Audit Committee.
Currently three are overdue.
• Penetration testing and vulnerability – this is expected to be implemented by
January.
• CRHT gatekeeping report.
• Out of hours gatekeeping assessments.
JS raised a query about deadlines. JT confirmed that reports are going through a more
formal committee approval process so that realistic dates are agreed and progress
monitored. JT/SD to follow up further with lead Executive Directors for internal audit
reports to ensure that current completion dates are firm and that future commitments
are realistic.
FN presented the technical update. JS raised the group accounting manual and asked
how this would affect the organisation. JT confirmed that many aspects are already
being applied.
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JT/SD

5.

KPMG Internal Audit Reports

Noted

HA presented the Serious Incidents Internal Audit Report which has been rated with
significant assurance with minor improvements opportunities. The report highlighted
that the trust has robust policies and procedures for investigation management and the
application of duty of candour.
Members would like to take the report further to assure that the learning from
incidents has changed practice in the longer term. RI confirmed that the peer reviews
carried out by the quality team help to assure this but would need to be maintained
over a longer period of time to provide ongoing assurance. JS reflected that it is
something that needs to be part of the organisation’s culture.
The audit being carried out internally or by KPMG was debated. SJ was concerned that
there were not sufficient resources within the Audit Team. RI confirmed that a shortterm audit could be undertaken. RI to liaise with IO and JW on terms of reference.

RI

The Committee noted the report.
6.

Local Counter Fraud Progress Report

Noted

JaS presented the report and updated the committee that the focus of their work had
changed to agencies rather than secondary working. A fraud awareness week had been
held in September where the fraud team visited sites to raise awareness with staff and
held information sessions with finance.
He updated on progress since the last Audit Committee. One case on false identity has
been closed. Two issues are ongoing and are being investigated. FN highlighted the
need for rigour within the agency timesheet sign off process.
JS questioned whether agency invoices are checked against the roster. JT confirmed
that this had been done for a period of time but did not identify significant inaccuracies.
JT
JS requested that we consider if there is further oversight we can put into place. JT to
JaS/JT
consider. JaS will review the case with accounts payable team and will report back to
Audit Committee on whether the money has been returned from the agency and what
action has been taken with staff. FN confirmed that there was no evidence of fraud.
JaS presented the technical update and addendum issued by NHS Protect. JaS
highlighted changes to the self review toolkit and that the deadline has been brought
forward by six weeks.
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7.

Debtors Report
Noted
JT presented this report and informed the Committee that at 31 October the debt stood
at £12.6M. The largest debtor is Greenwich CCG. JT is meeting with the Director of
Finance to bring this to a conclusion and will update the Chair of the Audit Committee
with progress.
The situation with Kings has improved and the finance team’s focus will continue on
this. JT outlined the money owed by other organisations and progress that has been
made. The Audit Committee thanked the finance team for the progress made with
Kings.
SD asked the internal and external auditors how our debt related to other
organisations. BS advised that we are not an outlier compared to acute trusts but high
compared to mental health trusts.
JT asked about the level of reporting required going forward. The committee agreed
that a similar report is sufficient and that the appendix would not be required.

8.

Quality Accounts Progress Update

Noted

RI presented the report and talked through the amber indicators with the committee
and described the work that is being undertaken on these.
SD asked about two of the green indicators and whether 100% would be an aspirational
target. RI confirmed that for care plan on RiO 95% allows for new patients who have
only just come on ward and that for 7 day follow up – 95% is in line with national policy.
SJ confirmed that the quality committee reviews these indicators as well and also
reviews and tests the green indicators.
The Audit Committee noted the update.
BS updated that the indicators for external audit are likely to be the same as last year.
The local indicator will be chosen by the Council of Governors.
9.

FS&A Risk Register
JT updated the committee on the current financial risks and proposed that the risk
relating to the recovery of debt remains unchanged.
This was accepted.
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Agreed

10.

Charitable Fund Accounts
TD presented the annual report and accounts of Oxleas NHS Foundation Trust
Charitable Funds and management representation letter for the year ended 31 March
2016.
JS requested that she is included in the list of non executive directors. JS queried the
wording around the spending of funds within a specified time period. This is to be
clarified outside the meeting.

Agreed

JT/MH

The report was approved with minor changes and will go to the board for information.
11.

HMRC review of Oxleas VAT in relation to OPS ltd

Noted

JT presented an update on communication with HMRC who are consulting their
advisory team for guidance on the VAT treatment. The potential downside will be
considered as we approach the end of the financial year.
12.

Policy and procedure updates
Agreed
TD updated the committee on changes to policy documents including petty cash policy,
purchasing card policy, patients money policy, employee expenses and lease cars policy
and standing orders.
SJ raised a query about confidentiality and data protection issues around informing
authorities if patients are claiming benefits to which they are not entitled.
The updates to the policies were agreed with checking of wording around benefits.

13

Planning report
BS presented the audit plan to the Audit Committee and noted the additional focus on
QMH redevelopment costs. If CQC do not come in by the end of Q1 2017, Deloitte will
undertake a review of follow up actions to the CQC report.
SJ requested that the process for quality indicator testing and definitions being used is
agreed early on to confirm that there is a shared understanding.
JT confirmed that she will be circulating an accounting processes paper to update
colleagues.
The report was noted.

21.

Any Other Business
SJ gave apologies for January meeting.
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Noted

Next meeting of the Audit and Risk Assurance Committee
17 January 2017 12.15pm – 2.15pm
Pinewood House

I confirm that the minutes of Audit Committee held on 6th December 2016 are a true record

Signed
Stephen Dilworth, Chair of the Audit Committee
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Summary and Highlights
Since the last board meeting, the following activities have occurred:
Council of Governor’s meeting
At this meeting, governors:
• approved the appointment of Yemisi Gibbons as our new Non Executive Director,
• were able to question Seyi Clement and Andy Trotter on their Non Executive roles,
• were informed of the findings of recent serious incident inquiries, what we have learnt
from these and the actions being taken including our quality improvement programme,
• discussed strategic projects that are being developed including our involvement in the
sustainability and transformation plans, South London Partnership and Bexley Care.
• thanked departing Partnership Governors Maureen Falloon (Age UK Bromley &
Greenwich) and Andrew Waite (Mencap Greenwich). Mark Ellison from Age UK Bromley &
Greenwich will become the new Partnership Governor representing older adults.
Recommendations
The Board notes the above

