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113th Meeting of the Board of Directors
10.30am, Thursday, 2 February 2017
Maple Room
Pinewood House
Pinewood Place
DA2 7WG

AGENDA
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Audit and Risk Assurance Committee report

To agree

Steve Dilworth, Non Executive
Director

9a-c

Andy Trotter
Chair
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PARTNERSHIP
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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 March 2017 at 10.30am
Maple Room, Pinewood House

Page 2 of 2

Board of Directors
2nd February 2017

Item
Enclosure

2
1

Item from

Minutes of the Board of Directors Meeting held on 12th January
2017
Andy Trotter, Chair

Attachments

Minutes of the Board of Directors Meeting 12th January 2017

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

112th Meeting of the Board of Directors
Thursday 12 January 2017 - Maple Room, Pinewood House
Board of Directors
Andy Trotter
James Kellock
Jo Stimpson
Stephen Dilworth
Steve James
Seyi Clement
Yemisi Gibbons
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
Non-executive Director
Chief Executive
Deputy Chief Executive and Director of Service Delivery
Medical Director
Director of Nursing
Director of Finance
Director of HR and Organisational Development

In attendance
Michael Witney
Sally Bryden
Susan Owen

Director of Therapies
Trust Secretary and Associate Director Corporate Affairs
Risk Manager (Minutes)

Members of the Council of Governors in attendance
Richard Diment
Public: Bexley

Action
1

Apologies for absence and declarations of interest
• Conflicts of interest – none declared
AT welcomed Yemisi Gibbons who has joined the Board of Directors as a non-executive director.

Noted

2

Minutes of last meeting
Page 8 – Clarify that the family will have the opportunity to meet with the consultant or the specialist
registrar. HS said that whilst the specialist registrar is likely to have more capacity, consultants have
said that they want to be involved. Specialist registrars are senior medical posts.

Approved

3

Matters arising from the minutes of the last meeting
Noted
• A ‘Bare below the elbows’ campaign is planned for 2017.
• Visits to some corporate teams have taken place and further visits are planned.
• The provisional date for the staff awards event is 8 March 2017.
• The audit of a sample of complaints is covered in the Quality Committee report.
• The schedule of anti-ligature work has been presented to the Capital Expenditure Committee. Staff
have been provided with guidance on how to identify and manage ligature points.
• The ‘Let’s Talk’ and ‘Ask Ben’ initiatives have received positive feedback from staff. Dates for
executive ‘drop-in’ sessions have been planned for our larger sites.
JK – What aspect of the trustwide quality improvement programme will the Workforce Committee
oversee?
BT – We want to learn from other trusts that have run quality improvement programmes. This will be
discussed in more detail at the Board awayday.
JS – What is the current flu vaccine uptake?
JW – This is currently 30%. Reminders have been distributed to teams. There is a Bexley CQUIN on this
which is worth approximately £18k.
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4

Chief Executive update
The trust was disappointed not to be awarded the Bromley IAPT contract. We received feedback that
we need to be more ambitious in terms of IT. The trust was not successful in the bid for Bexley
Children’s Public Health Service. This was a defensive tender but we did not sign up for the full
specification due to the high level of financial risk. As part of plans for integration of physical and
mental health, we will submit a bid for community health services in Bromley.
We expect the CQC to re-visit mental health in-patient and crisis teams in March 2017 and we will be
given notice of one week. We are confident of the progress made on acute wards and continue to
focus on our crisis teams. We are hosting an informal visit from the CQC on 20 January 2017.
The national media coverage on A&E pressures is reflected locally. There is immense pressure on our
liaison teams and whilst the 12 ELFT beds have solved some of the bed management challenges,
additional pressure had led to increased waits at A&E. We are undertaking urgent work to establish a
more therapeutic environment for patients to wait.
SC – Should this issue have been resolved by now?
BT – Demand is unpredictable and spikes in activity are hard to understand. We need to work closely
with commissioners.
HS – Our focus has been on creating capacity on the wards and we have agreed a new model. Our
funding is low compared to London and the national average. We do not have funding for a 24/7 crisis
team and the ELFT beds are a cost pressure.
SJ – Who is responsible for patients waiting in A&E and what it the legal status of the proposed waiting
area?
IO – Until a bed is found, the acute trust is responsible whilst the patient is in the A&E department. At
SWLSG, if a patient is waiting more than 12 hours, there is an escalation process.
SC – What action can we take if people leave?
IO – If a patient has capacity, we would encourage them to accept follow-up from the community
teams. This would be easier to manage in an environment separated from the A&E department. If a
patient leaves, we can inform the police if there is a risk.
BT – This would give us greater oversight and more power to inform the relevant authorities.
SJ – We need to be careful about taking on work we are not commissioned to do.
AT – There is a compelling argument to relieve pressures but staff will need clarification on the rules.
JK – When will the new processes take effect?
HS – We aim to have these in place by 1 February 2017. We have a draft policy to share with the CQC
this week.
YG – What will the crisis space look like?
BT – We are re-furbishing one of our large meeting rooms and fitting this with more appropriate
furniture. We will share our plans with the CQC.
South East London Forensic Partnership
Our business case has received positive feedback from NHS England. This will be presented to the
Business Committee in February and to the Board of Directors in March. Across the country, six new
models of care have been identified. With regard to the learning disability cohort, some patients are
within trust services. These cases will be reviewed on an individual basis.
JS – What is the position with Atlas House?
BT – This will need to be worked through.
All contracts were signed by the end of December 2016. There are a number of cost pressures,
including the junior doctors’ contract, apprenticeship tax, ELFT beds and the actions arising from the
HSE investigation at the Bracton Centre.
The evaluation of the Strategic Estates Partnership development will be presented to the Board in
March 2017. Keith Soper has started in post as director of forensic services and will take on prison
healthcare services from April 2017. NHSE have reviewed our emergency planning arrangements; we
met 49 out of 51 indicators and achieved a rating of substantial compliance.
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Action
5

Integrated dashboard

Noted

18 week referral to treatment for psychological therapies
Recruitment has improved, but there was a 17% increase in demand between July and October 2016. A
demand and capacity tool has been implemented so we can better understand the reasons.
JS – Is the directorate split correct on the report?
HS – We will check the detail.
MW – Demand has increased. We need to reflect that we have sufficient staff.
JS – Do we use group therapy?
HS – Group therapy is the default service for some cases.
SD – Do we make use of technology, such as Skype?
MW – We do use this is in some cases but we need to explore this more.
JK - Is there are timescale to resolve this?
HS – We expect to have a trajectory report by the end of January 2017.
48 hour follow-up
Of the four cases reported as a breach, all patients have since been seen. In one instance, the patient
refused follow up by the Home Treatment Team, but this was not challenged. A RiO control has been
developed whereby a clinician cannot complete the discharge until a follow up date has been booked.
Servalec have said they will implement this by the end of February 2017 at a cost of £22,500.
JS – This is a big improvement to the system. Do we need to have conversations with Servalec about
the cost of these improvements considering they have wider benefits to the system?
SJ – We should push back on the timescale as this is a priority for the trust.
Mental Health Act s132 (explanation of rights) and s58 (consent to treatment)
Action has been taken to address breaches with individual clinicians.
JK – What is the context behind the RiO download issue?
IO – This not a significant issues and is not connected with RiO failing.
SC – Are there concerns with staff cutting corners?
IO – We are developing systems to reduce this risk.
SC – Should we be looking more closely at our data to identify themes?
AT – We are a data rich trust. We need to consider our capacity to look at what this is telling us.
SD – Thematic reviews of our risk registers will provide some solution to this.
JS – We need to consider how data can be used as management tool at team level.
BT – We are developing team dashboards to facilitate this.
Vacancies
The position in Adult Mental Health has improved but prison services remains a challenge. We are
considering joint working with CNWL in terms of prison staff as they face similar challenges, but are not
a direct competitor. The internal rotation scheme in the Bracton Centre has received positive feedback
and there are plans to repeat and expand this. We continue to push back against agencies to ensure
that they comply with framework prices. There is a current recruitment campaign for RGNs. Staff
affected by the closure of Somerset Villa and Ivy Willis are being re-deployed. We have implemented a
different approach to speeding up pre-employment checks; face to face ID checks are being undertaken
as part of a ‘meet your team’ initiative. Over the Christmas period, Bank staff were offered an
additional incentive to undertake shifts. There were no issues with staff failing to attend for a booked
shift. We are also exploring wider incentives to increase the supply of Bank staff.
SD – In the report next month, it would be useful to receive some detail on which recruitment channels SH
perform the best.
AT – The Chief Executive personally reviews all request for administrative agency posts and there are
some requests which have been turned down.
SH – The Chief Executive also signs off all agency cap breaches.
Finances
As at the end of November 2016, the trust was slightly off plan but we are now on track. Routine
monitoring of financial performance continues and agency spend is reducing.
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6

Operational Performance Report
Noted
We continue to work with the Scadbury Ward team, following concerns raised with the CQC at the end
of October. On 2 November 2016, the CQC made an unannounced visit to Scadbury Ward to carry out
a Mental Health Act inspection and this was a very positive visit. Bed occupancy has been sustained at
below 100%. There have been no mixed sex accommodation breaches and we are working to increase
the number of anti-ligature rooms. We are aiming to have three empty beds on each unit every day
and consultants available during the twilight period. The CQC dashboard is now live. The Tarn Ward
continues to face challenges due to patient acuity.
In community health services, we have agreed a trajectory to manage demand on district nursing
teams. CCGs have undertaken to be more involved in these discussions.
CAMHS have been under the 90% crisis plans target all year. 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.
In Adult Mental Health services, waiting times in Primary Care Plus (PCP) teams are being reviewed.
Urgent cases will be seen the same day. Demand has risen and a tool is being used to support planning.
HMP Maidstone and HMP Swaleside have experienced some problems with prison unrest. The prisons
service has issued instructions for all staff and this has been raised at all Local Delivery Boards.

7

Quality Committee report
Noted
The Quality Committee received a demonstration of the new care planning function on RiO which
significantly reduces the time taken to input a care plan. There are concerns about how long it takes
for the IT company to make these changes and the expense. The care planning guidance booklet has
been approved. The Committee received a report of an audit of a sample of complaints. The quality of
responses is good and, this year, there have been no ombudsman referrals and no re-opened
complaints. The Executive Team have agreed that we should retain the target to respond to all
complaints within 30 days. There has been no significant change to the month on month indicators but
we recognise the need to increase the amount of patient feedback we receive.
SJ – Is the main concern the volume of complaints or are there other issues?
AT – Service directors have reported that many reports are returned to the investigator for further
work.
MW – Staff have received training on conducting an investigation. We need to manage individuals’
ability.
SC – How are we managing instances where a complaint has been upheld but there is no action plan?
MW – We will provide support to staff and be clear about the expectations.
Patient experience
Whilst we receive feedback from a small proportion of our total caseload, the breadth of feedback is
substantial. Our Friends and Family Tests score for mental health services is 89% and for community
services is 96%, which is above the national and London average. We are sighted on the services where
performance is lower. In October 2016, we received 22 new complaints and this is in line with our
monthly average. The number that are not closed within 30 days are very small. The carers survey has
closed and we received 390 responses out of 1200. The results will be presented in due course. The
response rate for the National Patient Survey was 24% (n = 198), compared to the national average of
28%. This represents a small proportion of our total caseload. Generally, our performance is similar to
that of other trusts. We are in the top 20% for crisis care but in the bottom 20% for questions around
treatment.
Safety
The trust is on track with completion of serious incident reports and, as of today, none are outstanding.
We have agreed that actions plans will be submitted to the CCG at the same time as the report and a
new post has been established to support this work. Investigations are being undertaken into a death
in custody and the death of a patient who died shortly after discharge from QEH. The trust has
acquired funding to take forward simulation training to improve safety of care. The new Suicide
Prevention Strategy will be launched on 17 February 2017.
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CB inquest
The trust may receive a Prevention of Future Deaths report following the inquest into the death of CB.
The Coroner raised concerns relating to raising an emergency and apparent forgery of records. In
response to this, the emergency processes have been re-enforced in induction and training and the
observation policy has been re-launched. The allegation of forgery is being investigated.
JS – Do we know what the issues relating to the forgery are?
SH – This is under investigation through the disciplinary process.
HS – Neither of these issues were raised in our internal investigation. We expect staff to disclose
necessary information and the investigation was led by an independent chair who was highly skilled in
framing questions so as to draw out facts.
SH – Once the investigation is complete, we can ask the Staff Partnership Team to explore this further.
JS – Do we anticipate any more PFDs?
JW – This is the only one we are aware of to date. These can be included in future reports.
AT – Is there any feedback on the RiO form for AMHPs?
IO – This action has been completed. We will analyse data on waiting times for AMHPs.
8

CQC learning, candour and accountability report – taking forward the recommendations
In December 2016 the CQC published its Learning, Candour and Accountability Report into
how trusts review the deaths of people in their care. Key findings related to involvement of families
and carers, identification and reporting, decision to review or investigate, reviews and investigations
and governance and learning. 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 we
have revised the way that we review deaths of patients 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. 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. We do need to
undertake some work to ensure that deaths recorded on RiO are reconciled with the National Spine
and we will learn from other trusts who have achieved this.

Noted

9

Workforce and Learning Development Committee report
European Working Time Directive (EWTD) has been implemented on e-roster. Breaches are followed
up locally. A letter has been sent to all Bank only staff to remind them of the personal responsibility to
comply with the EWTD in regard to professional registration.
JS – Are agencies required to comply with the EWTD?
SH – This is a requirement for agencies and could be tested through internal audit or counter-fraud.

Noted

10

Borough reconfiguration proposal
Approved
BT explained the strategic drivers for the reconfiguration proposal. The trust needs to have point of
difference on how services are delivered so the proposal is both defensive and strengthens our
relationship with CCGs and local authorities. The proposal is that adult mental health, , older peoples
mental health and adult community services will be reformed as Bexley, Bromley and Greenwich
services. The Forensic and Prison Services Directorate and Children and Young Peoples Directorate will
not be part of this reconfiguration and adult learning disability services will not be affected. Phase 1
will be to restructure the senior management teams and this will affect approximately 50 staff. This
will prepare the ground for the next phase of the restructure. There are four key objectives:
1. To deliver better care by ensuring that our locality structure for community mental health is linked
to in-patient services.
2. To ensure cross-over and connection between mental health and physical health.
3. To achieve stronger links with commissioners and local authorities and unlock opportunities for
working with the third sector. Support from commissioners and LA’s have been unanimously
positive.
4. To ensure long-term sustainability. The focus of phase 1 is to develop a platform on which to deliver
the wider reconfiguration.
The benefits of a trust wide approach will be maintained through establishing a number of trust clinical
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reference groups. These groups will maintain clinical standards and consistency across borough
services. There is a plan to deliver the changes by 1 April 2017. This new structure will provide a
launchpad for the wider quality improvement programme, and will not risk our CQC action plan as
there is executive oversight of this.
HS said that borough integration leads will be appointed for a three year fixed term sessional contract.
A number of small scale examples of integrated working are already emerging. The new structure will
provide the opportunity to work more closely with care homes. IO said that it is important to
demonstrate that we are an integrated trust and to set clear expectations for clinicians. JW said that
the proposals have received positive feedback from patients and staff. There are a number of
advantages to a borough structure, including improved safety, increased cohesiveness, removal of
artificial barriers, continuity of care and promote whole person care.
YG – It is encouraging to hear there will be a holistic approach. We will need to have KPIs from both
strategic and patients’ point of view. This is worthwhile if patient outcomes will be better.
SJ – The biggest challenge will be changing the culture to ensure that front-line staff work together.
The unique selling point will be demonstrating improvements in patient experience and we will need an
audit process to prove this.
JK – I am supportive of the proposal, but would like further details before approving. We will need to
see more detail on the financials, risks, structures and project plans.
HS – A risk analysis has been completed and the structures have been drafted.
JT – The financial efficiencies are not significant and this should not be the main factor in the decision.
We will share the financial analysis.
JK – What are the plans for project management and changing the culture?
HS – There will be a new role to facilitate this as part of phase 2 and this will be at assistant director
level. A timeline will be included in the September annual plan.
SD – Are we confident of the cost/benefit plans and will there being any redundancies?
JT – We plan to mitigate redundancies through re-deployment. The plans are cost neutral, with small
opportunities for savings. Structural changes for clinical teams are minimal; the main change is
cultural.
IO – We will procure a long term quality improvement programme to realise the benefits of cultural
change. We need to bring mental health and physical health teams together. We will run a range of
quality improvement projects.
BT – We are committed to quality improvement and this will be a trustwide programme.
JS – I agree with the strategy but we need to understand the unique selling points and the data.
SC – We need more detail before final approval. Does the table in Appendix 1 mean that some services
will be borough specific?
HS – These are trustwide services and will work across all boroughs. The table shows their
management home. We have successfully achieved integration in CYP. There are integrated teams, a
single point of access and an integrated quality structure.
YG – The trust has knowledge and experience from the previous borough structure.
The Board of Directors agreed their broad overall support and approved the proposal subject to more
detail being presented to the Business Committee on 17 January 2017, covering financial data, project
plans with timescales, organisational charts and risk analysis.
11

NED report – Board visits
JK – OPMH Home Treatment Team and ECT team: Both teams commented that they did not receive
suitable referrals. IO said that the ECT is only an income generation opportunity if it is marketed
externally and this has been done.
JW – HMP Thameside and HMP Isis: The teams dealing with people arriving directly from Court are
exceptionally busy. The dispensary environment at HMP Thameside is not sufficient to meet the needs
of the pharmacy team.
SC – TOPS and Tall Trees: This is a good service but vulnerable due its size.
SJ – Plumstead and Ferryview Health Visitors: This was a positive visit. Not all staff could give a
succinct answer to the questions about the caseload waiting tool. This has been addressed and will be
tested at a re-visit. Staff raised concerns about demand and capacity and commented on parking

Page 6 of 9

HS
Noted

Action
difficulties. BT said that the Royal Borough of Greenwich has written to the trust to say that it will
review parking arrangements for trust staff.
Estates and Facilities: The team were clear that their role is to improve the patient experience and
were proud of their work. They raised concerns about the lack of management support on trustwide
initiatives such as hot-desking, poor uptake of training and insufficient feedback on bids.
12

Business Committee report
The Greenwich MSK contract has been referred to the Overview and Scrutiny Committee with the
engagement of PwC to review the quality impact of the proposed service. The Trust will continue
operating under the current agreement until the new service mobilises. JT said that the trust has been
invoicing on the old rate and this has not been disputed.

Noted

Contract discussions with Bexley CCG have been positive with no QIPP applied. Bromley CCG have
allocated money to ‘Parity of Esteem’ but will be using this to manage other mental health cost
pressures. We are working with them to develop a business case. Greenwich CCG have allocated £1m
into the financial envelope for 2017/18. There are no local authority efficiencies.
The final version of our Operational Plan has been submitted to NHS Improvement with no significant
changes between versions 1 and 2. Feedback from NHSI is awaited.
13

Audit Committee report
The Audit Committee received the internal audit actions tracker. Uninterrupted power supply (UPS)
has been installed in server rooms and the trust is in a better position with regard to ICT disaster
recovery arrangements. The Audit Committee agreed that all internal audit reports will be presented
to the Executive Team so as to better understand the management responses and ensure that realistic
deadlines are set. Debtors are high compared to other mental health trusts, but there has been good
progress in reducing longer term debts. The Finance Department has plans in place to chase all
outstanding debts. A review of the whistleblowing policy will be taken forward. The Committee will
next meet as the Audit and Risk Assurance Committee.

Noted

14

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

Noted

15

Any other business
An invitation to a STP event has been circulated.
It was noted that all key risks were covered in the agenda.

Noted

16

Questions from the public
None raised

Noted
Next meeting of the Board of Directors
Thursday 2 February 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

CDM – Chronic Disease
Management

ADHD – Attention Deficit
Hyperactivity Disorder

CEG – Clinical
Effectiveness Group

ADL – Assessments of
Daily Living or Activities of
Daily Living

CIP – Cost Improvement
Programme

EIP – Early Intervention in
Psychosis

IM&T – Information
Management and
Technology

AfC – Agenda for Change

CLDT – Community
Learning Disability Team

ESR – Electronic Staff
Records

ISA – Information Sharing
Agreement

AHP – Allied Health
Professional

CNST – Clinical Negligence
Scheme Trust

ETP – Electronic Transfer
of Prescriptions

KPI – Key Performance
Indicators

ALBs – Arms Lengths
Bodies

CPA – Care Programme
Approach

EWTD – European
Working Time Directive

KSF – Knowledge and
Skills Framework

ALD – Adult Learning
Disabilities

CPC – Cost Per Case

FCPN – Forensic
Community Psychiatric
Nurse

LAS – London Ambulance
Service

AMH – Adult Mental
Health
AMHP – Approved Mental
Health Professional
ASBO – Anti-Social
Behaviour Order
ASD – Autistic Spectrum
Disorder
ASW – Approved Social
Worker
BMs – Business Managers
CAMHS – Child and
Adolescent Mental Health
Services
CAPA – Choice and
Partnership approach (a
new way of managing
referrals into CAMHS)

EI – Early Implementer

CPN – Community
Psychiatric Nurse

FOI – Freedom of
Information

CRB – Criminal Records
Bureau

HCA – Health Care
Assistant

CRE – Cash Releasing
Efficiency

HEE – Health Education
England

CRHTT – Crisis and Home
Treatment Team

HID – Hospital Integrated
Discharge Team

C&YPS – Children and
Young People’s Service

HIMP – Her Majesty’s
Inspectorate of Prisons

CQC – Care Quality
Commission
CQUIN – Commissioning
for quality and innovation
DADL – Domestic
Activities of Daily Living

CAS – Central Alerts
System

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

CASH – Contraception and
Sexual Health

DH – Department of
Health

CBT – Cognitive
Behavioural Therapy

DN – District Nurse

CCG – Clinical
Commissioning Group

ECT – Electro Convulsive
Therapy

HR – Human Resources
HTT – Home Treatment
Team

IMHER – Integrated
Mental Health Electronic
Record

LD – Learning Disability
LGBT – Lesbian, Gay,
Bisexual, and Transgender
LHC – Local Health
Community
LSP – Local Service
Provider
LTC – Long Term
Condition
MAPP – Multi Agency
Protection Panel
MCA – Mental Capacity
Act

HV – Health Visitor

MDA – Multi-disciplinary
Assessment

ICP – Integrated Care
Pathway

MDO – Mentally
disordered offender

ICT – Information
Communication
Technology

MDT – Multidisciplinary
team

iFox – Trust Business
Information System

DNA – Did Not Attend

IGG – Information
Governance Group

ECR – Electronic Care
Records

IGT – Information
Governance Toolkit
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MEWS – Modified Early
Warning Score Tool
MH – Mental Health
MHA – Mental Health Act
MH MDS – Mental Health
Minimum Dataset

MHRA – Medicines
Healthcare and products
Regulatory Agency

PD – Personality Disorder
PDP – Personal
Development Plan

MHRN – Mental Health
Research Network

PDR– Personal
Development Review

MSK – Musculo-skeletal
Services
NAC – Nursing Advisory
Committee

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

NCC – National
Consortium of Colleges

PEAT – Patient
Environment Action Team

NEDs – Non-executive
Directors

PFI – Private Finance
Initiative

NHSI – NHS Improvement

PICU – Psychiatric
Intensive Care Unit

SPD – Safety, Privacy and
Dignity

POMH – Prescribing
Observatory for Mental
Health

SI – Serious Incident

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

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

TDA – NHS Trust
Development Authority

PRUH – Princess Royal
University Hospital

TSA – Trust Special
Administrator

PSA – Personal Safety
Awareness

TUPED – Transfer Under
Present Employment

QEH – Queen Elizabeth
Hospital

UEAs – Uncontracted
Emergency Admissions

QMS/QMH – Queen
Mary’s Hospital Sidcup

VTE – Venous
thromboembolis

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

PQQ - Pre Qualification
Questionnaire

RM – Risk Management

PADL – Personal Activities
of Daily Living

RMN – Registered Mental
Nurse

PALS - Patient Advice and
Liaison Service

RMO – Responsible
Medical Officer

PEG – Patient Experience
Group

RPST – Risk Pooling
Scheme Trust
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Board of Directors
2nd February 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 2017
No

Action raised
(Board date)

Item

Action details

Action for

Bring forward to

Report under

Action closed
Comments
(Board date)

2

12/01/2017

Borough
reconfiguration

Details of reconfiguration proposal to Business
Committee

Helen Smith

02/02/2017

Matters arising

02/02/2017

1

12/01/2017

Integrated
Dashboard

Update on recruitment channels

Simon Hart

02/02/2017

Workforce report
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This information was presented to the
Business Committee on 17 Jan and approved.

Board of Directors
2nd February 2017

Item
Enclosure
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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
Safe Staffing
Vacancies
Section 132
Section 58

NHSI Indicators report also attached.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Integrated Performance Report - December 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

Dec-16

Comments - Dec 16

1

Monthly

NHSI

10754

NHS Improvement - Finance and Use of Resources

Board

2

2

2 From October 16 Trusts are scored in line with the NHSI Single
Oversight Framework. Providers are assigned a segment when
reviewed against 5 core themes. A score of 1 means complete
autonomy and 4 would lead to special measures being instigated.
Finance and the Use of Resources is one of the core themes and
the score reflects performance against 5 key financial metrics

2

Monthly

NHSI

10766

NHS Improvement - Segment

Board

2

2

2

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

3

3

Q4
15/16

Q1
16/17

3
Jul-16

3
Aug-16

4
Sep-16

Oct-16

Nov-16

Dec-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

Helped as a result of the care and treatment they have received

>90%

IO

96.1%

95.7%

93.4%

96.0%

93.0%

93.7%

94.2%

93.9%

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%

92.3%

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%

3.5%

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 - Dec 16

98.5% RAG: <84 Red; 84-90 Amber; >90% Green
This line is in the process of being changed and we will be
reporting in the new format from February 2017 for January data.
We don't have data for December 2016.

Dec-16

Comments - Dec 16

11

Quality

Quarterly NHSE

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

18

15

13

Quality

Monthly

Trust

24 Aug 2016

10529

Number of Compliments Received

IO

273

373

147

80

87

49

88

125

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%

97.1%

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%

95.3%

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%

98.3%

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%

83.1% Exception reports available for Adult Mental Health and Adult
Community Services

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%

94.1%

Reported

Info
Assurance

Metric
Code

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

Target

Exec
Lead

Q4
15/16

Q1
16/17

98.8%

97.8%

97.4%

97.5%

97.6%

97.3%

95.5%

94.6% The Rio reported figure is 92.1% (70/76). However, two patients
were not meant to be part of the cohort and have been removed
from the calculations. The adjusted figure is 94.6% (70/74).

105.7%

105.7%

99.8%

95.2%

98.3%

95.0%

S.No

Committee

Origin

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

5.4% We will add a 'fit for discharge' line in this report for January data.

Dec-16

Comments - Dec 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%

89.2%

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%

89.6%

24

Quality

Quarterly NHSI

01 Aug 2016

10101

CRHT Gatekeeping

>95%

HS

99.7% 100.0%

100.0%

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%

97.6%

26

Quality

Monthly

Trust

20 Oct 2016

10512

48-Hour Post-Discharge Follow-up

>100%

IO

97.1%

98.3%

97.1%

100.0%

96.0%

94.2%

93.2%

98.1% The Rio reported figure is 79.3% (42/53). Eight of the eleven
suspected breaches followed up, were found to be due to
information being recorded in progress notes rather than the
appropriate part of RiO. Of the remaining three breaches, two
were found to be outside of staff control where patients refused
to engage, and one was a true breach where we did not follow up
the patient in time. This gives an adjusted RiO figure of 98.1%
(52/53).

27

Quality

Monthly

Trust

01 Jul 2016

10355

No of incidents (1-3)

N/A

JW

1050

1157

1,232

1,151

1,102

1,121

979

923 Data as received 5th January. Going forward data will be from the
1st of January.
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Integrated Performance Report - December 2016
S.No

Committee

Reported

Origin

Info
Assurance

Metric
Code

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

Target

Exec
Lead

Q4
15/16

Q1
16/17

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Comments - Dec 16

28

Quality

Monthly

Trust

11 Jul 2016

10356

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

N/A

JW

8

11

5

3

4

6

5

1

29

Quality

Monthly

Trust

04 Jul 2016

10447

Incidents of Grade 3 and 4 Pressure Ulcers

N/A

JW

2

3

16

6

12

11

10

30

Quality

Monthly

DH

04 Jul 2016

10351

Safe staffing levels- Registered (Actual against planned)

>100%

JW

104.7% 104.7%

101.8%

89.2%

91.1%

96.2%

96.7%

31

Quality

Monthly

DH

04 Jul 2016

10352

Safe staffing levels- Unregistered (Actual against planned)

>100%

JW

107.3% 108.3%

109.7%

106.1%

108.5%

107.2%

107.3%

103.3%

32

Quality

Monthly

Trust

08 Aug 2016

10448

Medication errors

N/A

IO

63

69

67

49

50

62

60

51

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

10445

Vacancies - Exceptions Prisons

<14%

SH

23.0%

23.3%

20.0%

21.7%

20.32%

19.17%

21.08%

6 6 pressure ulcers acquired in Oxleas care - avoidable decisions to
be made at panel on 23/1/17
94.3% Please see exception report.

13.44% RAG: <=14 Green; 14-17 Amber; >17 Red.
20.4% Please see exception report.
Revised figures for Jul-16 to Nov-16 have been applied to this
report.

35

Workforce &
Development

Monthly

Trust

01 Jun 2016

10344

Vacancies - Exceptions AMH (Inpatient, Rehab & Crisis)

<14%

SH

19.1%

21.8%

24.3%

23.9%

24.63%

24.61%

22.21%

23.34% Please see exception report.

36

Workforce &
Development

Monthly

Trust

01 Jun 2016

10345

Vacancies-Exceptions ACH

<14%

SH

15.1%

15.4%

16.48%

13.07%

13.73%

15.4%

16.56%

17.57% Please see exception report.
Revised figures for Jul-16 to Nov-16 have been applied to this
report.

S.No

Committee

Reported

Origin

Info
Assurance

Q4
15/16

Q1
16/17

JW

74.9%

61.7%

66.7%

56.1%

60.0%

41.7%

50.0%

53.9%

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

10515

Mental Health (Early Intervention in Psychosis Waiting Times)

>50%

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Comments - Dec 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%

93.1% Please see exception report.

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%

86.0% Please see exception report.

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%

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%

69.6%

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%

80.2%

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%

94.6% Rio data indicates that 96 /1782 service users did not receive a 6
monthly follow up. Most are within AMH and 20 in Forensics. The
directorates are following up to ensure that all follow ups are
recorded accurately and that CPA reviews are planned in good
time.

44

Quality

Monthly

NHSI

15 Aug 2016

10102

CPA formal review within 12 mths

>95%

HS

99.8%

99.9%

99.8%

99.7%

99.7%

99.7%

99.7%

99.7%

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%

90.0%

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%

94.7%

47

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

Dec-16

Comments - Dec 16

48

Workforce &
Development

Monthly

Trust

19 Aug 2016

10353

Staff Personal Development Review (PDR) Completeness

>80%

SH

91%

92%

91%

91%

90%

90%

90%

90%

49

Workforce &
Development

Monthly

Trust

19 Aug 2016

10354

Supervision Completeness

>80%

SH

74%

81%

81%

75%

82%

83%

81%

75% <74% Red; 74-80% Amber; >=80% Green

50

Workforce &
Development

Monthly

Trust

23 May 2016

10333

Sickness Rate

<4%

SH

4.6%

4.2%

4.5%

3.9%

4.1%

4.7%

4.9%

4.9% >6% Red; 4-6% Amber; <=4% Green.

51

Workforce &
Development

Monthly

Trust

01 Aug 2016

10331

Bank Costs as % of pay spend (All professions)

>7%

SH

6.1%

5.4%

6.4%

6.1%

5.3%

6.6%

5.7%

5.5% >7% Red; 5-7% Amber; <=5% Green.

52

Workforce &
Development

Monthly

Trust

12 Jul 2016

10332

Agency costs as % of pay spend

<8%

SH

11.6%

10.4%

10.2%

10.3%

10.6%

9.7%

9.4%

8.8% >11% Red; 8-11% Amber; <=8% Green.

53

Business

Monthly

NHSI

12 Jul 2016

10326

Normalised Surplus - Year to Date (£M)

>1

JT

0.1

-0.5

-0.6

-0.6

-0.5

-0.5

-0.5
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0 On plan or above = Green; Breakeven = Amber, Behind plan = Red

Integrated Performance Report - December 2016
S.No

Committee

Reported

Origin

Info
Assurance

Metric
Code

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

Target

Exec
Lead

Q4
15/16

Q1
16/17

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Comments - Dec 16

54

Business

Monthly

NHSI

12 Jul 2016

10327

Cash Position (£m)

>47

JT

85

75.4

77

70.4

67.7

70.2

66.3

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

55

Business

Monthly

Trust

12 Jul 2016

10328

Capital Expenditure - Year to Date (£m)

>37

JT

16.1

7.6

9.7

11.3

15.6

17.8

21.1

23.8 On plan = Green, Behind plan = Amber, Exceeding plan = Red

56

Business

Monthly

Trust

01 Aug 2016

10330

CRE Plans 16/17 (£m)

>8.1

JT

6.8

4.7

4.7

4.7

7.8

7.9

7.9

Please see individual metric documents for RAG ratings
Information Assurance
Metric template/specification not signed off
Metric is in development/ and or partially
signed off
Metric fully signed off by all business
owners
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7.5 Of the total £8.1m, £3m is related to the local efficiency
requirements from Commissioners. The reduction in plans is a
timing issue only and these have been deferred into 17/18.

EXCEPTIONS REPORT: Line 17 Clients on a Psychological therapies 18 week RTT pathway - Clients Waiting at end of month
(AMH/ACS)
Waiting times for psychological therapies have been rated amber for a number of years. In recent months the impact of increased vacancies has reduced
capacity and increased waiting times. Reduced waiting times improve the experience of the patient and clinical effectiveness.

KPI Data
Target >95%
Waiting

Effectiveness of Actions to Date

Q4

Q1

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

93.9%

91.2%

82.1%

81.0%

84.0%

84.7%

84.8%

83.1%

Directorate Breakdown

Nov-16

Dec-16

Numerator/Denominator

AMH
ACS
CYP

85.3%
86.5%
98.4%

82.5%
82.7%
95.0%

541/634
42/52
61/62

564/684
43/52
38/40

The Directorates action plans are progressing with improvement seen in
some teams however reducing vacancy rates further remains a
challenge together with increasing demand on services.

AMH Breakdown by Borough
Bexley
Bromley
Greenwich
EIP

Aug-16
86.40%
68.60%
78.90%
100%

Sep-16
83.50%
65.10%
78.10%
95.70%

Oct-16
89.40%
67.40%
84.60%
94.70%

Nov-16
92%
73.20%
84%
94.60%

Dec-16
86.50%
72.60%
84%
78%

Future Actions and monitoring process

AMH: Improved capacity is progressing however progress has been slowed by an expected dip in waiting times over the Christmas period.
•
•
•

Bexley – 1 WTE maternity vacancy has been filled and HR clearance is being chased. This additional capacity will address RTT issues.
Greenwich – 1 WTE maternity leave post has been filled with a start date of April 17. Performance has been held back by a sharp increase in referrals.
Additional groups are to begin in January and February to support RTT.
Bromley – Recruitment has been a significant challenge following repeated rounds of interview. However we have 1 WTE new starter in January, 2 informal
offers made for fixed term posts awaiting HR clearance, and 1 remaining vacancy to be re-advertised immediately. Recruitment to these posts will significantly
boost our performance against this target.

Increased demand is becoming the main challenge:
•
•

We are developing an action plan for managing increased demand with clinical leads by February. This will include reviewing eligibility, treatment length,
screening, triage and DNA rates.
We are modelling demand and capacity. Modelling tool development has been completed and teams will be supported to populate the tool by end of Jan /
early Feb. Due to sickness the original December target has not been met.

ACS: The 9 breaches all relate to the psycho sexual service within CASH.
ACS Psychological RTT has only recently begun its transition from the clinical records system ‘Vision’ to Rio. An action plan is in place to:
•
•
•
•
•
•

Migrate all referrals on to RiO waiting lists under the correct RTT pathway, to help oversee the activity
Redrafting of inclusion/exclusion criteria and referral acceptance guidance in order to provide greater clarity for the clinician
Instigation of an improved triage process to ensure all referrals are screened within 2 working days of receipt
Review of Capacity and Demand relating to this service and the single part-time clinician operating within it
Review of Clinical guidelines to identify best practice within Psychosexual counselling to guide treatment length and optimum intervention
Review and action DNA rates within the service and appointment cancellation.

Lead Board Director: Helen Smith

Estimated time to resolve: July-17 if all
posts are recruited

EXCEPTIONS REPORT: Line 30 Safe Staffing Levels – Registered (Actual vs. Plan)
This metric measures the percentage fill rates of registered nursing staff for the month.

KPI Data
Target
>100%

Effectiveness of Actions to Date

Q4

Q1

Jul-16

Aug-16

Sept-16

Oct-16

Nov-16

Dec-16

104.7%

104.7%

101.8%

89.2%

91.1%

96.2%

96.7%

94.3%

We have increased the staffing templates of our adult acute mental
health wards. It has been difficult to recruit to these posts in a very
competitive market place.

Future Actions and monitoring process
Staffing establishments of our adult mental health acute wards were reviewed and required changes recurrently funded from August 2016. It has been difficult to recruit to these new posts in a very
competitive market place, and this has skewed (down) our average fill rate. There is trust wide work regarding the recruitment and retention of nurses. Monitoring will be through the Trust’s Carter/Safe
Staffing Meeting, which reports to the Trust’s Workforce Meeting and the board. Seven out of eleven of our acute mental health wards reported sub 95% fill rates for RNs on either days, nights or both. The
Trust’s Biannual Safe Staffing Report presented at the October Trust Board of Directors included national benchmarking data; and a detailed independent Hurst analysis (provided by Keith Hurst) of acute mental
health wards from each of our three acute mental health units. This data revealed that our adult acute mental health qualified nurse staffing is similar to the national mean.
In many instances the lower fill rates for RNs have been mitigated by higher fill rates for HCAs. The acute mental health wards with sub 95% fill rates for RNs were: Shrewsbury, Norman, Millbrook, Lesney,
Goddington, Betts, and Avery. However, Shrewsbury, Millbrook, and Betts had higher fill rates for HCAs: Shrewsbury 103.2% days/ 143.9% nights; Millbrook 104.2% days/103.7% nights; Betts 108.5%
days/164.7%. The staffing figures reported have also been skewed (down) by the closure of Ivy Willis Closed half way through December. Ivy Willis Open had sub 95% fill rates for RNs, however, had 112.4% fill
rate for HCAs days and 132.4% fill rate for HCAs night. Holbrook had sub 95% fill rate for RNs on Days, but had 125.9% fill rate for HCAs on days. Hazelwood, Greenwood, Birchwood and Joydens had sub 95%
fill rates for RNs; however, Greenwood and Joydens had higher HCAs fill rates: Greenwood 149.6% on nights and Joydens 154.4% on days.
The closure of Somerset Villa also skewed reports as staff remained on template after the unit closed in November. Ivy Willis Open will close at the end of March, and we are preparing for this.
Safe staffing incidents are reported via DATIX. The Trust has an escalation plan when understaffing occurs, and this forms part of the safe staffing policy.
Comments provided by Simon Sherring.

Lead Board Director: Jane Wells

Estimated time to resolve: March 2017

EXCEPTIONS REPORT: Lines 34-36 – Vacancies (Exceptions AMH, ACH and Prisons)
Vacancies: AMH – Inpatient Rehab & Crisis, ACS and Prisons. Inability to recruit staff substantively places a greater reliance on bank and agency staff with both cost and
quality implications.

KPI Data

Effectiveness of Actions to Date

Target
<14%
AMH
ACH

Jul-16

Aug-16

Sept-16

Oct -16

Nov-16

Dec-16

24.3%
16.5%

23.9%
13.07%

24.6%
13.7%

24.6%
15.4%

22.2%
16.6%

23.3%
17.6%

Prisons

20.0%

21.7%

20.3%

19.2%

21.1%

20.4%

Nursing vacancies remain high in the three directorates noted on the exception report, with slight
improvement made to Prisons this month. 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 non-framework agencies and shifts outside
of the price cap remain high for prison nurse agency shifts.

Future Actions and monitoring process

General

•
•
•
•

Prisons

IR&C

ACS

Finalising the roll out Pan-London agency rates (nursing & AHPs) for all agencies used by the Trust. SLAs in progress with the London Procurement Partnership 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. 15 have commenced in this capacity between Jan-Dec 2016.

•
•
•
•

There are currently 4 x Band 5 nurses at pre-employment check stage.

•
•
•
•

Redeployment of Ivy Willis and Somerset Villa staff. Currently looking at opportunities within Forensics, OPMHS & adult acute inpatient wards.

•
•
•
•
•

There are 49.2 WTE vacant positions which are being actively recruited to, and 28 candidates are undergoing their pre-employment checks.
Further development around internal nursing rotation schemes. We have appointed 12 posts for the Year 2 Forensic rotation.
Advert for prison RGNs has been published in the 2017 RCNi Career Guide, which has resulted in 3 applications to date which are at selection stage.

There are currently 8 x Band 5 nurses who are undergoing pre-employment checks. The majority of these are due to qualify in March 2017 and have been offered to start as HCAs.
After the HCA selection day on 26/11/2016, 29 x HCA Band 2s are undergoing pre-employment checks, 7 x of these are awaiting start date.
For the bulk HCA campaign we are piloting conducting ID checks within the units at allocated dates (i.e. GPH, Woodlands, Oxleas House), whilst at the same time inviting candidates to familiarise themselves with the ward, and use
the opportunity for ward managers and colleagues to introduce themselves. The pilot has seen positive participation and engagement from candidates. Its efficacy will be reviewed in February.
There are currently a total of 53 candidates at pre-employment check stage.
A Band 5 selection day is due to take place on 19/01/2017, with 13 x Band 5s and a further 7 undergoing competency.
Areas including Greenwich MSK have seen an increase in turnover, anecdotally due to perceived uncertainty around contracts. District Nursing services and Meadowview Ward remain hard-to-recruit areas.
There are 98WTE vacant positions that are actively being recruited to, and 30 candidates undergoing pre-employment checks.
The on-going advert in the RCNi Career Guide 2017 has attracted 19 RGN Band 5 candidates who are at selection stage for District Nursing and Intermediate Care areas.

Lead Board Director: Simon Hart

Estimated time to resolve: TBC

EXCEPTION REPORT: Line 38 – Patients detained under the MHA are provided with information (S132)
Mental health clients detained under the Mental Health Act are provided with required information regarding their section (s132).

KPI Data
Target
100%
Trust

Effectiveness of Actions to Date

Q4

Q1

Jul-16

Aug-16

Sept-16

Oct -16

Nov - 16

Dec-16

98.9%

99.4%

94.6%

95.2%

97.3%

94.9%

92.6%

93.1%

Teams have been sent routine reminders and guidance for S132 however
current follow up methods have not produced the results that we need and so
the escalation procedure and recovery actions have been reviewed

Future Actions and monitoring process

•

Patient details with outstanding S132 documentation are now being sent to wards each week. A new escalation process has been introduced at the end of Jan
where ward managers are required to confirm action against these potential breaches to the Service Manager and Associate Director.

•

We are reinforcing with teams the importance of providing this information to their patients and in accurately recording when this has been done.

•

Informatics have been asked to add S132 completion on the clinical task list. Informatics have also been asked to update the weekly breach report to include
details of community breaches.

Lead Board Director: Ify Okocha

Estimated time to resolve: Mar-17

EXCEPTION REPORT: Line 39 - Ensure consent to treatment is obtained from clients assessed and detained under the
MHA (S58)

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

KPI Data

S58

Effectiveness of Actions to Date

Target

Q4

Q1

Jul-15

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

100%

97.9%

100%

100%

100%

91.7%

100%

90.9%

86.0%

The numbers of patients included in this metric is small and therefore the
compliance rate can be flagged as red with just one breach. To date the actions
in reminding Approved Clinicians when authorisation is due have been largely
effective.

Future Actions and monitoring process

•

In December there was one patient out of seven for whom a consent to treatment authorisation was not in place at the required time. This was for one patient
on Burgess Clinic. Consent to treatment became due on 29/12/2016. A form T2 was in place from 04/01/2017, this means that there was a week where
treatment administered was not authorised under the MHA. The only medication prescribed for this patient is ‘as required’ and so is only administered at the
patient’s request.

•

The MHA team will continue to issue reminders when an authorisation is due.

Lead Board Director: Ify Okocha

Estimated time to resolve: Mar-17

SINGLE OVERSIGHT FRAMEWORK DASHBOARD
January 2017 - Reporting December 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

Dec-16

Comment

65%

18%

34%

44%

69%

73%

68%

Confirming Calculation of this metric with NHSI

TBD

65%

57%

76%

94%

97%

91%

91%

Confirming Calculation of this metric with NHSI

Local CQUIN

TBD

90%

69%

85%

93%

95%

95%

93%

Confirming Calculation of this metric with NHSI

TBD

Local CQUIN

TBD

90%

58%

30%

50%

71%

81%

71%

Confirming Calculation of this metric with NHSI

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

TBD

Local CQUIN

TBD

90%

100%

96%

93%

99%

99%

99%

Confirming Calculation of this metric with NHSI

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%

94.1%

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%

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%

53.9%

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%

69.1%

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%

99.4%

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%

89.6%

Operational
Performance

Helen Smith

Maximum 6-week wait for Diagnostic
Procedures (Audiology)

10670 (provisional)

Unify2

DM01

Yes

99%

100.0%

98.0%

93.0%

91.4%

100.0%

100.0%

100.0%

93.1%

100.0%

Operational
Performance

Helen Smith

MHSDS Completeness - IDs

10324

MHSDS / UNIFY2 MHSDS

Yes

95%

99.5%

99.5%

99.5%

99.4%

99.4%

99.5%

99.5%

99.4%

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

2.6%

2.6%

2.6%

2.4%

2.0%

2.0%

April to Sep 2016 revised - Source NHS digital - 17/01/2017

Quality of Care Helen Smith

% clients in settled accommodation

10665 (provisional)

NHS Digital

MHSDS

Yes

N/A

14.9%

14.2%

14.6%

14.2%

14.0%

13.0%

April to Sep 2016 revised - Source NHS digital - 17/01/2017

Awaiting further clarification of this metric definition from
NHSI.

Quality of Care Helen Smith

Admissions to adult wards of under 16s

10664 (provisional)

NHS Digital

Local
Reporting

Yes

0

1

0

0

0

0

0

0

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%

94.6%

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%

100.0%

Quality of Care Jane Wells

Never Events

10659 (provisional)

NHSE

Internal

N/A

0

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%

96.9%

Quality of Care Michael Witney

Complaints - rate

10528

NHS Digital

IBR

Yes

N/A

22

29

30

25

25

21

30

17

15

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%

86.1%

Quality of Care Simon Hart

Exec Turnover

10656 (provisional)

FT

Not collected

N/A

N/A

17%

0

17%

0

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

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%

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

Awaiting further clarification of this metric definition from
NHSI.

3.9%

4.3%

4.5%

4.5%

79%
Quality of Care Simon Hart

The Rio reported figure is 92.1% (70/76). However, two patients
were not meant to be part of the cohort and have been
removed from the calculations. The adjusted figure is 94.6%
(70/74).

12.4%

13.0%

3.9%

4.2%

2.6%

4.9%

4.9%

13.8%

13.8%

>6% Red; 4-6% Amber; <=4%

Quarterly Survey. Not yet available for quarter ending
December.

81%
13.3%

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 November 2016 we are above the NHS England
scores for London but below the national score. (Michael
Witney)

14.0%

13.9%

14.0%

13.4%

RAG: <=14 Green; 14-17 Amber; >17 Red.

Board of Directors
2nd February 2017

Item
Enclosure

Agenda item

Board operational performance report

Item from

Helen Smith, Deputy Chief Executive

Attachments

Operational performance report

Summary:

6
4

The operational performance report identifies the top issues of concern for each directorate
management team in the coming month. The issues noted in the report are as follows:
Issues

Directorates involved

1.

Vacancies

Older persons mental health

2.

Bed management

Adult mental health

3.

Tender activity

Adult community services

4.

Directorates financial position

Adult community services
Children & young people

5.

CAMHS crisis plans

Children & young people

6.

Psychological therapies RTT

Children & young people
Adult mental health

7.

PCP waiting times

Adult mental health

8.

QIP

Forensic & Prisons

9.

Nursing pressures

Forensic & Prisons

10.

Review of therapeutic activity

Forensic & Prisons

9.

Deaths in custody

Forensic & Prisons

10.

Specific treatments

Older persons mental health

Recommendations

The Board is asked to note the operational performance report.

Board Operational Performance Report
2 February 2017
Older person’s mental health services
1. Vacancies
The directorate continues to work on reducing the number of vacancies. We have reduced
from 16.82% in September 16, to 13.44% at end of December.
The Band 5 recruitment campaign for inpatient teams continues and interviews are taking
place on 27 January 2017. These recruitment campaigns will continue throughout the year.
Currently we have 4 (Band 5) posts to recruit to. We have no vacant health care assistant
posts and have recruited two new Band 4 assistant practitioners, 1 for Holbrook and 1 for
Oaktree.
There has been a problem recruiting into psychology posts with some posts advertised at
least three to four times. The lead psychologist in the Directorate has been considering
alternatives, for example, expanding Band 4 roles and part time staff having the opportunity
to work more flexibly.
We also have had some difficulty recruiting to consultant psychiatrist posts in Bromley and
have two posts out for recruitment.
2. rTMS
The Directorate has been leading on introducing Repetitive Transcranial Magnetic
Stimulation (rTMS), the latest effective, non-pharmacological treatment for depression.
The treatment is particularly helpful for patients who have not been responding to treatment.
Treatment involves the patient receiving targeted short magnetic pulses over the scalp to
produce electrical currents in specific brain regions that regulate mood. Patients are required
to attend 3 to 5 sessions a week over a course of 4 to 6 weeks.
Although intensive there are many benefits, for example, it does not require anaesthesia or
lead to memory impairment and patients can go back to their daily activities at the end of
each session.
Dr Euba, Consultant Psychiatrist has been working with the ECT team to introduce this
treatment and staff have been trained to deliver the sessions. We have identified a number
of patients who will be offered this treatment at the beginning of February and we continue to
talk to teams about the benefits and encourage them to consider referring their patients.

Adult community services
1. Directorate financial position
The financial position within the directorate has continued to improve, with the service
overspends in November and December broadly matching the unachieved CRE. Agency
staff use has continued to reduce, particularly in district nursing and intermediate care. Nonpay spend is better controlled, with the successful negotiation of the continence product
funding helping to reduce the financial pressure.
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Agency hours
39000
38000
37000
36000
35000
Agency hours

34000
33000
32000
31000
30000
Quarter 1

Quarter 2

Quarter 3

2. Tender activity
Decommissioning
The future of the Greenwich Malnutrition service remains unresolved. We are continuing to
provide this service and have developed a revised draft specification with the CCG.
Tenders
It is likely the new Greenwich MSK service will start on 1 April 2017; the CCG has confirmed
that we will continue to be paid at the current rate whilst it finalises the contract with Circle
Health. The tender award is currently subject to an independent assessment.

Children & young people’s services
1. Directorate management dashboard exceptions

•

•
•

•

CAMHS crisis plans: CAMHS have been under the 90% target all year for this indicator,
however an increase in performance was achieved in December, from 80.2% in
November to 86.5%. An action plan is now in place for all the QSIPS with increased
clinical focus on the importance of recording.
RTT: CAMHS performance has been under 95% for four months, there was an
improvement in December from 73.3% the previous month, to 81.4%.
A plan has been put in place to ensure new joiners and leavers are picked up in the
report and that new joiners are trained in the correct recording method. There have been
a higher than average number of new joiners to CAMHS over the last year due to
additional investment, and this has led to some data quality issues as they learn a new
system.
AHP RTT Bexley: Additional catch up clinics have been put in place to support
performance – the service have been under target for a number of months.

2. Increased focus on finance
2

Our focus on finance continues and regular meetings are taking place to resolve outstanding
budget issues and areas of cost pressure.
Mitigation plans
• An issues log is being maintained to address the required finance adjustments.
• Review of use of bank and agency: additional assurance has been provided on booking
process by each service manager.
• Budget establishment will be planned and in place prior to service mobilisations.
3. Outcomes of Inspections
Action plans for the LAC Safeguarding and Special Educational Needs and Disability
inspections in both Bexley and Greenwich, are generating additional work and focus for the
DMT.
Mitigation plans
• Continue to work closely with RBG and LB Bexley on monitoring and implementation of
action plans

Adult mental health
1. PCP Waiting Times
The Directorate has been working to address waiting times for first offered appointment
across the Trust. Broadly the main concern remains in Bromley East with significant
progress seen in Bexley.
Referral to first offered appointment in days (Target 14 days – average waiting time
detailed below)
Apr
Bexley PCP
23
Bromley East PCP
21
Bromley West PCP
19
Greenwich East PCP 15
Greenwich West PCP 18

May
17
20
18
13
17

Jun
26
19
14
12
14

Jul
22
21
9
13
17

Aug
20
18
9
13
19

Sep
25
21
9
12
14

Oct
18
22
10
8
9

Nov
16
15
13
6
14

Dec
13
24
14
7
16

Mitigation plans
The Directorate has agreed or completed the following:
•
•

•

The Directorate and Informatics have reviewed and updated the referrals, caseload and
waiting time metrics to ensure accuracy in reporting. This is now available to teams on
ifox and is being used to support capacity planning with teams.
PCP capacity planning meetings began in December with Bexley and Greenwich West.
The meeting is being used to share best practice and to develop RiO to streamline
processes and reduce administrative burden for clinicians and admin. This has delivered
a significant improvement in Bexley. Further meetings with the remaining localities are to
take place February / March.
The service has identified a reduction in DNAs as a priority and is implementing the
Greenwich West clinic system across all localities. Access policies will be revised
following this roll out to further improve engagement and the improved use of e-referrals /
choose and book will support a reduction in DNAs.
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•
•
•

GP communication standards have been agreed and implemented, however, reporting is
required to provide assurance. Informatics will include in their work plan for 2017/18.
Teams have suggested that improved admin capacity will support waiting times and the
use of voluntary staff is being explored.
Further training on changes in RiO have been requested by teams to improve efficiency
in the use of the system.

2. RTT (Psychological Therapies)
Waiting times for psychological therapies have plateaued in the last few months and whilst
some progress is being made with recruitment, with start dates confirmed for most vacancies,
there remains challenges with demand and capacity. The associate director for community
mental health teams is now overseeing the recovery action plan with clinical psychology leads.

RTT - Psychological Therapies
110.00%
100.00%
90.00%

Bexley

80.00%

Bromley
Greenwich

70.00%

EIP

60.00%
50.00%
Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17

Mitigation plans
Actions are progressing as detailed below:
•
•
•

Bexley – 1 WTE maternity vacancy has been filled and HR clearance is being sought.
This additional capacity will address RTT issues.
Greenwich – 1 WTE maternity leave post has been filled with a start date of April 17.
Performance has been pulled back by a sharp increase in referrals. Additional groups
are to begin in January and February to support RTT.
Bromley – recruitment has been a significant challenge following repeated rounds of
interviews; however, there was 1 WTE new starter in January, 2 informal offers made for
fixed term posts and await HR clearance and 1 remaining vacancy to be re-advertised
immediately. Recruitment to these posts will significantly boost RTT.

Increased demand is becoming the main challenge; we will:
• Develop an action plan for managing increased demand with clinical leads by February.
This will include reviewing eligibility, dispersal against resource capacity, treatment
length, screening, triage and DNA rates.
• Modelling demand and capacity – a modelling tool development has been completed
and teams will be supported to populate the tool by end of Jan / early Feb. Due to
sickness, the original December target has not been met.
• EIP – recovery plan to be identified with EIP leads in early February.
4

•

Innovation – the Directorate will explore the use of computerised cognitive behavioural
therapy for patients waiting, as a way for supporting patients to begin their care at an
earlier stage.

3. Bed occupancy
Bed occupancy remains consistently below 100% overall, with patients no longer waiting on
wards for admission.
12 month ward occupancy

Occupancy against commissioned bed days
December occupancy rates against CCG remain above target however some improvement
has been noted in Bromley and Bexley.

UEA usage
UEA and Female PICU usage has risen since the opening of the ELFT beds in Sept 16 and
introduction of the bed management rules.
5

Mitigation plans
• Bed management rules – the Directorate are routinely reviewing the bed management
rules and breaches with teams. The remaining reporting for the following rules will be
developed after the KPMG audit:
1. We only admit new patients to the beds of patients who are on leave for more than 24
hours
2. ELFT beds – patients should be admitted into these beds and not transferred from an
existing Oxleas bed
3. All bed moves are tracked and monitored
4. No use of private sector beds
•

Increased bed management scrutiny – bed management meetings supported by senior
colleagues (3 senior staff in each bed management meeting) continue to deliver
improvement in throughput.

•

Improving gatekeeping – the Directorate is making arrangements to pilot a senior medic
being available in twilight hours to screen all admissions. A protocol has been developed
by the medical profession lead. This will be supported by RiO systems development to
report on the efficacy of the model.

•

Waiting area – The Trust is developing a waiting area at QEH to support those waiting
for admission 24hrs per day.

•

Additional acute bed capacity – the inpatient operational management group is
overseeing the re-establishment of Cator Ward.

•

Alternatives to admission at the point of crisis – Bromley had previously ring fenced
funding for expansion of CRHTT however this funding has been diverted to support
increased bed capacity. The CCG is working with the Trust to reduce UEA and
placement expenditure and reinvest in community / crisis teams. A business case has
been for expansion has been completed.
Greenwich and Bexley have decided not to bid for 5YFW monies to pump prime HTT
and liaison services as part of the 5 year forward view plans.

4. Financial management
Financial recovery meetings continue with modern matrons and ward managers and
progress is monitored by the Directorate FRP group.
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Mitigation plans
Reducing UEA / Increasing income
• Bromley CCG have funded an additional 6 beds
• Reduction in UEA and Female PICU through the bed management action plan that has
seen some improvement in Bromley
• Increase Tarn income – marketing materials for the Tarn have been developed. Urgent
action is required to develop a distribution list of bed managers across London to support
an e-referral being sent each week. The Directorate will use some temporary admin
support to call Trusts across London and gain this information.
Reducing Staff Costs
• Review of the TARN service model has been completed; the director of nursing is
leading a process to review the implications regarding staffing levels.
• Funding of S136 staffing will be reviewed as part of the Directorate FRP meetings
• Vacancy rates have reduced slightly and further recruitment days have been held. All
HCA vacancies have had a role offered following the recruitment day. 9 out of the 24
qualified vacancies have also been offered.
2016/17 CRE Plans
CRE plans in 2016/17 for inpatient rehabilitation redesign are in place and the Directorate
has realised some savings in Nov 16 with completion in Feb 17. Assurance to CCGs has
progressed well.

Adult learning disabilities services
No significant performance issues to report in ALD, the service is performing well across the
board including RTT, CPA Review, Atlas House Occupancy and financial management.

Forensic & prison services
1. Quality Improvement Programme (QIP)
The 12 week QIP began in October 2016 with a focus on pulling together actions from three
areas:
• MG internal Trust Board Enquiry
• Health and Safety Executive Investigation into MG incident
• CQC required actions post inspection
Led by Director of HR, Simon Hart, and supported by senior staff within the directorate,
weekly meetings sought to collate and implement actions in a timely manner, as well as
providing a forum to discuss implications of proposed changes and opportunities to raise
other concerns. Whilst a small number of actions remain, good progress has been made
and there has been positive engagement from senior staff.
Next steps
There is appetite for further work, involving a wider group of staff. For this to be of value, it
needs to be targeted and relatively short in duration, with clear changes delivered for
patients and staff. The programme also needs to leave a legacy for teams to feel
empowered to suggest, trial and make changes, whilst acknowledging there is a need for
good governance. Three short-life groups are to be across our medium secure, low secure
and rehabilitation services. Each of the groups will start with the same core questions:
1. What does high quality care mean? (Prompt - what does good look care look / feel
like in your team and how do you know when you are achieving it)
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2. What do you need to help and support you to deliver high quality care? (Prompt What changes can we make that will result in improvement?)
3.

What are the barriers that prevent you identifying and then making changes to
improve quality care? (Prompt - what stops you just making changes to improve
quality?)

4. How have changes introduced following the CQC inspection and serious incident
impacted on your team and care? (Prompt - what is different now and how is it
working?)
5. What are your team shared goals / priorities, and how do you know you are achieving
them? (Prompt - to what extent are these shared, what are the top three shared
goals?)
The groups will be facilitated by corporate colleagues.
2. Review of Therapeutic activity
Following the serious incident in July 2016 a review of the Therapies programme was carried
out in December 2016, to review therapies provision and the use of sharps. Overall, the
programme of therapeutic activities is divided into four broad categories:
1. Skill based - to develop life skills such as budgeting, cookery, shopping and
community skills
2. Creative therapies - to utilise art, music and creative writing as a form of selfexpression
3. Health and wellbeing - to promote physical health and weight management such as
smoking cessation, sports and fitness
4. Education and employment - to develop literacy, numeracy, computing skills with a
focus on employment opportunities such as adult education, picture framing and
horticulture
The Bracton Centre Occupational Therapy team currently deliver a comprehensive sevenday Therapies Programme, with evening and weekend provision promoting pro-social
activities with service users in the six inpatient forensic wards, with the overall aim of
reducing readmissions and reoffending.
A small number of activities in the Therapies Programme require access to sharps. The
review, led by Patsy Fung, Lead Occupational Therapist and chaired by Dr Michael Witney,
Director of Therapies, sought to detail access to and the use of sharps / equipment within
the following therapeutic activities:
• Cookery
• Horticulture Training
• Koestler (Prison Arts Charity) Art
• Brick and Slab Laying
• Picture Framing
• Sports
Supported by professional leads from other providers of Forensic Services and Bracton
Service Users, the Review Group considered the merits of the therapeutic activity and
whether there were adequate controls in place. The review found that there were safe
systems in place for access to and the use of sharps / equipment, but made the following
recommendations:
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•
•
•

Review the number of therapeutic sharps and whether these could be limited to
simplify the checking in and out of equipment
Clarify staff access to the OT therapy room where some equipment is held
Ensure risk assessments from external providers have been reviewed and assessed
by the Trust’s Health and Safety team

These recommendations will be considered by the directorate Patient Safety Group.
3. Nursing shortages (Prisons services)
We continue to experience shortages of RGN nurses in some parts of our prison services.
This is most challenging in the primary care services at HMP Thameside where despite
repeated efforts at recruitment the improvements we make is slow. The Kent prisons are
generally better served. In recent months there were shortages in HMP Rochester but we
are now seeing a gradual improvement here.
To mitigate these shortages, in addition to the on-going recruitment campaigns we are
working with the Nursing Directorate to develop the Associate Practitioner roles, and are
also meeting with an agency who provide trained paramedics to explore whether they may
be able to assist our staffing position.
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
and again are being supported by HR
•
The Trust has begun a targeted campaign for RGN’s which the prison service
managers are engaged with.
4. Deaths in custody
As has been reported in the National press, the last year has seen a substantial increase in
the number of self-inflicted deaths whilst in prison custody. We are in the process of
investigating the number of self-inflicted deaths within the prisons that we serve, and will
compare this data to comparable establishments, as anecdotally, our figures appear low in
contrast.
At the Boards request, a review is also taking place regarding the classification of SUIs
within our prison based services.
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Summary and Highlights
1. Quality Committee Indicators
Please see enclosed the Quality report for December 2016 which provides a highlighted summary against the
Trust’s 6 quality objectives:
Quality objective 1 – Ensure we meet our patient promise
Quality objective 2 – Ensure we involve families, carers and people important to our patients
Quality objective 3 – Ensure we involve patients in planning their care and they have a care plan that is
personal to them
Quality objective 4 – Ensure we put the safety of our patients first
Quality objective 5 – Ensure we provide care in line with national best practice and guidelines
Quality objective 6 – Ensure we routinely measure clinical outcomes so that we know that our care makes a
difference to patients

Recommendations
For the Board of Directors to note.

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

Oxleas Quality Overview – December 2016/17

Overview
Month

Oct

Nov

Dec

Total no of patients open to Oxleas

149,746

150,847

151,536

Total no of patients seen in the
reporting month

29,551

31, 303

27,657

Total no of patients discharged in the
reporting month

9, 690

9,747

8,929

Total no of patients referred

10,572

11,032

9,921

No of patients giving feedback in the
reporting month

831

979

1207

No of patients who have complained in
the reporting month

30

17

15

No of patients who have given
compliments in the reporting month

49

Not yet
available

Not yet
available

92%
3%

93%
2%

92%
4%

Patient Experience

Friends & Family Test
– Recommend
– Not Recommend

Patient Safety

As of 05/01/17 Datix data

No of Incidents (1-3)

1107

986

923

No of Serious Incidents - Level 4

6

5

1

- Level 5

0

0

0

2

Oxleas caseload – December 2016/17

3

Proportion of caseload seen in December 2016

F&P

OPMH

CYP

AMHLD

ACH

In Contact

203 (68%)

1,764 (47%)

8,956 (9%)

4,626 (49%)

12,108 (34%)

Caseload

297

3,748

102,222

9,445

35,824

Objective 1 – Our Patient Promise
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Objective 1 – Our Patient Promise
Number of formal and local complaints received

Complaints received by all directorates during October:

Compliments by Directorate:

Of the 77 issues raised in October, 37 issues were upheld/partly upheld (48%). The breakdown by top themes
and directorates is:
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Objective 2 – Family & Carer Involvement
Implementation of support network engagement tool and young carers
Quality Objectives

Quality Indicators

Quality Objective 2:
Number of young carers identified
Ensure we involve
families, carers and
people important to our Number of patients with the engagement
tool completed on RiO
patients

No: completed in
Oct 2016

No: completed in
Nov 2016

No:
completed in
Dec 2016

Total cumulative
to Dec 31st 2016

17

10

5

100

19

28

40

121

Carers survey
The carers survey is now complete. There was a 30% response rate. A report
will be brought as soon as the data has been analysed.
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Objective 3 – Personalised Care Planning
• The community health and mental health care plans on RiO
were successfully merged on 05/01/17 to create an integrated
care plan renamed ‘My Care Plan’.
• The Quality improvement programme for AMH acute
Inpatients has developed an Inpatient care plan template that
will support teams in ensuring that care plans are Multidisciplinary and holistic. This was launched on the 18th of
January and training has commenced
• Crisis and Home Treatment Teams began their Quality
improvement programme on the 9th of January 2017. There
will be an increased focus on improved personalised holistic
care planning in line with the CQC actions.

Objective 4 – Safety First
Quality Indicators
To ensure 95% of patients on CPA are
followed up within 7 days of discharge from
hospital (QSIP)

Service Area
applicable to

Jun16

Aug
2016

Septembe
r 2016

97%

97%

98%

*88%

95.5%

100%

96%

94%

93.2%

98.1%

July
16

-

October
2016

November
2016

Decem
ber
2016
100%

Mental Health
Services

99%

Mental Health
Services

97.5
%

97%

All Oxleas
Services

100%

100%

100%

100%

100%

100%

100%

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

All Oxleas
Services

100%

100%

100%

100%

100%

100%

100%

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

All Oxleas
Services

98%

100%

60%

80%

86%

89%

All Oxleas
Services

95%

96%

100%

96%

96%

96%

96%

All Oxleas
Services

90%

89%

89%

89%

88%

87%

88%

All Oxleas
Services

98%

98%

98.2%

60%

77%

82%

86%

Mental Health
Services

96%

97%

99%

99%

96%

97%

97.1%

All services

100%

100%

100%

100%

100%

100%

100%

Community and
Older adults

91%

93%

93%

93%

94%

93%

*88%

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

All inpatient
services

Quart
erly
audit

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

All services

3/4

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

All services

100%

All services

100%

To ensure 100% of patients admitted to
hospital following an episode of self-harm are
followed up within 48 hours of discharge
(QSIP)
Maintain no incidences of MRSA bacteraemia
cases (QSIP)

To ensure 80% of staff are compliant with
level 2 safeguarding children learning
expectations
To ensure 80% of staff are compliant with level
3 safeguarding children learning (core)
expectations
To ensure 80% of staff compliant with
safeguarding adults learning expectations –
new training – on track
Ensure 95% of clients on CPA have a
recorded crisis plan on RiO. (QSIP)
To ensure that there are no avoidable grade 4
pressure ulcers
To ensure that above 95% patients are harm
free in safety thermometer (Harm free care
SU2S)

To ensure that 100% of incidents are reported
to NRLS within 28 days (Safety compliance)
To ensure that all RCA investigations are
completed within 60 days to CCG 45 day
internal (Safety compliance)
To ensure that we meet the trajectory for
training 80% staff in level 2 PREVENT
awareness by 2017/18 (Safeguarding adults)
**

+98%

All services

All services

0%

61%

1/1

1/1

2/5

2/2

Not
applica
ble**

100%

100%

100%

89%

100%

100%

100%

100%

100%

100%

100%

0%
(0/9)

0%
(0/4)

50%
(2/4)

25%
(1/4)

0%

0%

28%

58%

0/2

33.3%
(1/3)
69%

100%
100%

75%

* District nursing services at Highpoint House and Greenwich Forum did not submit December data. It has been agreed at Quality Board that safety
Thermometer will no longer be part of the dashboard from January 2017.
** It was not appropriate to send a duty of candour letter for the incident in December.

Objective 5 – Evidence Based/Best Practice
London Mental Health Dashboard – Summary of Inpatient Care Benchmark 2016

Objective 5 – Evidence Based/Best Practice
London Mental Health Dashboard – Summary of Community Care Benchmark 2016

Objective 6 – Clinical Outcomes (drawn from RiO)
Percentage of discharged patients with a pair of scores continues to
increase.

Objective 6 – Clinical Outcomes (drawn from RiO)
Percentage of discharged patients with a pair of scores continues to
increase.
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Summary and Highlights

The Workforce and learning development group met on the 11 January 2017
Terms of Reference
The revised terms of reference, membership and agenda for the committee were agreed.
Workforce KPIs
The committee reviewed the relevant KPIs from the integrated dashboard and associated exception
reports. It also reviewed the Workforce KPI and associated data on roster performance, EWTD
compliance and agency usage.
Particular note was taken of vacancies and actions in relation to recruitment, the application of EWTD
compliance and the volume and location of agency bookings. Reference was made to the compliance
requirements set out in the Agency Self Assessment checklist and assurance was received that these
were in place e.g. the weekly prospective sign off of agency bookings breaching price cap by the Chief
Executive. The outstanding items on the checklist were noted. It was agreed that the Recruitment and
Retention subgroup would review the Agency Self Assessment checklist to ensure that all outstanding
actions had been put in place before the next meeting.
Risk Register
A revised risk register for the committee was agreed. Risks relating to health and safety that had been
flagged by the risk committee were incorporated into the workforce risk register. Risks not retained
on the new risk register were devolved to relevant sub groups for consideration and management.
Nursing Development
The committee was updated about the development of the band 4 Nurse Associate role. Oxleas, with
a consortium of local partners has been selected as a ‘Fast Follower’ to implement the new role. The
programme will start in April with at least 10 of the 60 places being allocated to Oxleas. A funding
allocation has been received from Health Education England to support this.
The Nurse Associate role has been flagged as a key workforce development area by the SEL STP. The
role will be trained via an apprenticeship pathway going forwards.
The committee also noted the work taking place with existing band 4 roles across the trust to

standardise responsibilities and job descriptions
Workforce Strategy
The committee discussed a draft workforce strategy and agreed the key drivers and vision. Further
background information was requested to give a full illustration of the workforce of the trust
A revised document will be considered for agreement at the February meeting.

Changes to risk register

New risks identified

Recommendations
To Note

Previous
rating

New rating

Rating

Board of Directors
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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

10 Jan 2017

Service

Corporate Affairs (includes
Communications, Stakeholder
Engagement and Bid Manager)

Attendees

Jo Stimpson
Sally Bryden (part)
Lisa Tan
Jo Mant
Laura McCormick

Brief description of service
Corporate Affairs is headed by the Trust Secretary Sally Bryden and includes Communications
(internal and external including web and social media), a bid manager and Stakeholder engagement.
Including Sally the service currently has 11 staff (8.4WTE).

Overview of visit

Everyone I met in the team was very positive about their own and their team’s role, and about
working for Oxleas. It was very difficult to draw out any major gripes!
The Communications team have focussed recently on internal communications and talked through
some of the new initiatives eg videos with directors and an “Ask Ben” column (both on the intranet),
the roll out of a team brief highlighting key messages and the upcoming programme of staff
roadshows. The team is keen to highlight exciting and interesting things going on in the services and
are each allocated to one of the services and attend team meetings. Whilst this is helpful the team
are keen to receive further information, particularly good news stories. Workload can be high, and
staff feel they could do more with further resources, but understand how resources need to be
prioritised. All the recent video filming has been completed internally, without recourse to external
providers, meaning it was very cost effective, with no compromise on quality.
The stakeholder engagement team enjoy their role, and Jo in particular is proud of the support
provided by the group to the Governors. The biggest gripe is the process of getting the board papers
out, but this has improved with the move to iPads
Laura’s workload on bids varies with activity, but has been consistently busy over the last year or so.
Her background is in the construction industry and she has enjoyed the switch

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

Issues raised
None identified

Action

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

13/01/17

Service

Bromley Older People’s CMHT

Attendees

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

Brief description of service

The CMHT is a multi-disciplinary team based at Bridgeways and covers the whole Borough. It offers
a CPA and non CPA service to older people (or people with frailty / multiple Long Term Conditions)
with severe and complex mental health issues caused by dementia or functional mental illnesses.
As clinical space is limited, outpatient clinics are held in Carlton Parade and Yeoman House.
The team has approximately 27 staff including nurses, OT, social workers, psychologists, two
consultant psychiatrists and two junior doctors.
They have a caseload of about 750 people.

Overview of visit

This is a large team as a result of merger of east and west teams in October 2015. The merger was
to create a critical mass to mitigate against gaps due to sickness or leave. It has taken a year to
work well together. Team members reported the amalgamation of the two teams as a good thing
as it now means quicker access to the rest of the MDT including admin support.
Individual case loads are around 24-30 depending on other roles e.g. Social workers also have
AMHP duties. They also do groups but managing all this with duty, Local Care Network (LCN) work
and complexity makes their work busy.
As there are LBB social workers in the team (3 WTE’s), they have to address safeguarding issues and
also panel and care package applications. They have to review care needs for those who are in
receipt of a care package. The team feel the amount of time they spend on social care issues is
disproportionate to the resource in the team, but can see the benefit for patients of an integrated
team. Doing panel papers etc. takes time away from clinical work. Recently the team have had
access to placement finders in LBB and this has helped, but LA panels, limited resources and higher
thresholds imposed by the local authority puts pressure on clinicians.
The team have been taking the lead for mental health services in Bromley around integrated
working. An additional consultant post for integrated work has just been approved, though initial
attempts to recruit were unsuccessful.
Team members are aligned to GP practices and a rep. attends the newly formed integrated care
network MDT meetings. There is one in each of the three localities per week. They discuss complex
cases at risk of hospitalisation and frail patients. Once the third consultant is appointed, then each

of them will take a lead in each LCN. Others at the meeting include GP’s (chair), district nurses,
community matron, Age U.K care navigators and geriatricians via telephone. No one from the local
authority attends at the moment.
Staff feedback
Really good MDT approach to patients and person centred and holistic
Very supportive colleagues
Admin hub that caters to the whole building (so includes memory service) is also working well after
some initial challenges.
Access to the PRUH system for blood tests and scan results has been a recent bonus.
Leadership team and service improvement meetings are going well and there are service
improvement projects underway (e.g. alignment to GPs, system for urgent access appointments,
staff rest room).
The team is responsive and positive.
Having the trust MCA clinical lead in the team is very helpful
Team Concerns
Approval of clinic letters could be better as this delays letters going out to general practitioners. All
letters go to GPs via docman and the intention is to get them out within two weeks.
Insufficient clinical space and as such doctors run clinics elsewhere which means that sometimes
there is no doctor at the team base
High referral rate with greater complexity and concerns about team size and skills gaps as the team
seem to get more LD, personality disorder and dual diagnosis cases.
Lack of detailed information from GP’s can result in cases being bounced backwards and forth.
Very busy duty system - two people on duty five days a week to take and triage new referrals. They
also follow up work of colleagues on leave. They undertake home visits as required and take calls.
Distances and travel time across Bromley because of the geographical size ( as far as Chelsfield and
Tatsfield )
In the evening one member of staff is deployed to support home treatment. There are concerns
that this is not really necessary… GPs do not call and activity is low.
Actions will be entered on to Board visits action tracker which will be reviewed at Board every six
months
Issues raised
1. Changing / cancelling of outpatient
appointment at the last minute

Action

AF

2. Issues with the telephone and fax
system as well as the telephone
answering system e.g. cannot fax
to one GP surgery
3. Increase in work load including care
management work that involves
doing panel papers and supporting
IHTT. Diary exercise has been
suggested as first step.
4. Review the call outs in IHTT in
particular between 5-8pm and
whether GPs call during those
hours. A number of staff said they
did not get many calls and had one
or two visits.
5. Lots of Bromley patients who have
been through panel but there are
no suitable placements available for
them, causes delayed transfers of
care.
6. Absence of emergency respite
places in Bromley which makes it
difficult to hold people in the
community and therefore avoid A
and E or hospital admission
7. Building is quite cramped, hectic
and noisy when it is full. This gets in
the way of concentration and
private conversations - survey of
staff about the impact of hot
desking is on going.
8. Ever increasing numbers of GPs on
the borough fringes causes
confusion about responsible
commissioner arrangements etc

EF/ RE (John Forrest)

EF

EF

EF

EF

EF/ RE

EF

Non-Executive Directors’ board visits
Service

Date of visit
17th January
2017

Corporate Team Visit
Finance - Accounts Payable

Attendees
Stephen Dilworth
Jazz Thind
Kylie Finch, Tracy Bridge, Lyn Gillis, Vikki
Giles, Karen Rioss, Sue Sowle, Tracy
Demuth

Brief description of service
The team are responsible for payment control of invoices and meeting the standard of payment
within 30 days for 95% of invoices received. The good outcome of this is a better reputation for
Oxleas, a productive and reliable relationship with suppliers and less staff time involved in chasing
outstanding payments.

Overview of visit
The payment objective is normally achieved within tolerance level although the target can be
adversely affected by additional checking required before payment. Consequently a payment level
below 95% is not necessarily a bad thing as it may reflect a more vigorous and correct control.
The team were very enthusiastic and many had long standing careers with Oxleas. Their focus was on
“working for patients as that drives processes”. Communications were enhanced through regular
meetings including at least one departmental meeting per month which sometimes involves guest
speakers. The latter helped the team to “feel included”. However larger inter-departmental meetings
would be valued particularly to get a better feel for organisational direction and performance, as
written communications are not always as effective.
They commented on a lack of awareness on personnel changes in other departments and this could
sometimes lead to delays in invoice payments if the sign off person has changed. They had some
criticism of Cardea (not being as efficient as they had hoped) and, in respect of ward managers, that
a lot was expected of them and that some required additional training for invoice control. The lack of
training was also evident in some temporary staff. The team worked hard to enforce the principle
that “no PO, no payment”.
They were complimentary regarding induction training for new staff and particularly that this
frequently involved the Chief Executive. They added that it would be good for new Pinewood staff to
see an external Oxleas location and also that newly promoted staff could be supported by additional
training on financial control where applicable.

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

Issues raised
1. Presentations to multi departmental groups in
Pinewood, providing an update on corporate
performance and vision.
2. Consideration of additional training for
payment control and induction as mentioned
above.
3. Review of system for notification of staff
changes

Action

Board of Directors
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Key highlights from the Business Committee
•

The Committee noted the metrics assigned to the Committee. These were reviewed and
performance agreed as being in line with expectations.

•

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

Bexley Children’s Public Health Services (£3.4m pa) – Unsuccessful bid
Bexley Dietetics (£0.3m pa) – Interview held on the 11th January
Bromley LA Sexual Health (£3.7m pa) – ITT due on the 20th January
Bromley Health Support to School Age Children (£0.3m pa) – Withdrawn from bid
Bromley Community Services (£31m pa) – ITT due on the 10th March 2017

•

The Committee was updated on the challenge regarding the Greenwich MSK Service. A new impact
assessment was currently being carried out and the Trust continues to deliver services in line with
the previous contract. No issues relating to payment have been escalated.

•

The Committee noted the December (month 9) reported financial position of breakeven, in line with
plan. In month pressures over and above those in the forecast outturn position included increased
costs associated with the use of private beds and additional observation costs in PICU. The 17/18
savings target was discussed. Plans will be presented at the March meeting of the Committee, with
subsequent detailed reviews on a quarterly basis.

•

The Committee received further information on the proposed Borough re-design model including an
outline project plan and risk register. The Committee approved the re-design in line with the
Executive’s proposal. The Committee requested that the Corporate risk register be updated given
the re-design may potentially affect the Trust’s ability to meet CRE savings schemes.

•

The Committee were updated on the SL Forensic Business Case. NHS England have approved the
new care model and the Trust is currently awaiting formal confirmation. Discussions have started
about creating a steering group for the partnership consisting of the three CEOs and a NED from
each of the organisations.

•

The Committee were updated on the proposed Bexley Integrated Care provision. The original
concept was to create a separate entity but to avoid this complexity and the TUPE of staff, both
parties would prefer a jointly managed service underpinned by a MOU. The Committee welcomed
Tom Brown to the meeting, Tom provided an insight as to how the model would work and how the

Integrated Care provision supported better patient care, outcome and efficiencies.
•

The Committee was updated on the ‘Invest to Save’ bid which supported the transformation
programme. The role has enabled a high level of financial analysis to support various tenders and
has been pivotal in progressing the productivity work across the Trust.

•

The Committee received an update on the year to date position regarding Charitable Funds.

•

The Committee reviewed and amended its Terms of Reference to recognise any changes instigated
by the Board sub-committee review.

•

The Committee received the full risk register and agreed to revise two risks. Risk 1468 related to
redundancy costs were increased to ‘high’. Risk 1218, previously tolerated, was re-opened in
recognition of the outcome of the recent tenders.

•

Rachael Evans presented the Hard FM tender outcomes paper to the Committee. The Committee
discussed the outcome and value for money and agreed to recommend the Trust Board agree the
award

•

The Trust received the latest regional agency report; this shows an improvement in the Trust
position.

Recommendations

To approve recommendation of Hard FM tender award to the preferred bidder
To note other updates
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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
For the nine months ended 31st December 2016 (excluding STF funding) we have delivered our planned breakeven position. This has been achieved
through the deployment of non-recurrent flexibilities including the £300k profit on asset disposal. The material pressures continue to be:1. UEA costs
2. Under recovery of non-block income – ECR activity in PICU and non-contracted income
3. Use of temporary staff over and above establishment, however this has slowed down and we have seen a steady downward trend
Forecast Outturn
Our latest assessment of ‘business as usual’ cost and income and use of non-recurrent flexibilities indicates, that all things being equal, we are on track
to deliver a surplus of £1m, which is in line with our plan and ensures 100% of STF are received.
It is critical that all services deliver in line with or better than forecast to ensure we deliver on plan and maintain a Finance and use of Resource
score of 2
This planned position was adversely impacted by the additional £1.2m of costs associated with the inpatients beds at ELFT, this is being mitigated by the
‘profit on asset sales’ (£0.3m, agreed with NHSI), additional investment (£0.3m) and further non-recurrent reductions in expenditure (£0.6m) to fully offset
this pressure.
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. £30k of cost have been accounted for to date.
Cash
Total cash and short term investments was £62.5m at the end of December which is in line with plan. Year-end cash forecast of £50m remains on
track but could be revised up post finalisation of capital spend during quarter 4.
NHSI Finance and Use of Resource Metric
We continue to achieved a score of 2 against the Finance and Use of Resources metric.
Efficiency Challenge
Savings target £8.1m – national and local efficiencies account for £4.9m and £3.0m respectively and includes unmet CREs from 15/16. Savings schemes to
the value of £7.6m 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. The reduction in in-year plans relates to Estates schemes being deferred to 17/18.
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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.
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Statement of Comprehensive Income

Surplus
•

For the nine months ended 31st December 2016 (excluding STF funding) we
have delivered our planned breakeven position. 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 £2.1m 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 £2.8m 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
30% above cap (target of £10m, actual cost £13m). 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 £14.7m, a net increase of £1.4m from March 2016.

•

Debts >90 days have increased by £1.7m to £5m between November and December. Of this £3m has been
paid or agreed for payment in January. Areas of focus: Greenwich CCG £1.6m (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 not exceed this value. Both the
15/16 and 16/17 debt was discussed at contract negotiation and the CCG made a commitment to start
settling these in January 2017. We have requested a repayment plan.
 Greenwich CCG £1m (non-block charges). £0.3m MSK we expect payment by the end of January. The
remainder is made up of a number of charges for non contracted activity. Finance and business teams
are working together to provide evidence as to how these arose. The CCG are looking, in the future, to
roll up some of these into the block agreement.
 NHSPS £0.3m – we have agreed a payment to NHSPS of £0.1m on 13 January. NHSPS have agreed to
release £0.2m to us.
 LGT £0.2m (QMH parking permits and EBME). Awaiting Sue Burns-Mason to approve credits relating to
parking permits before payment to Oxleas will be released. Some more recent EBME invoices have been
paid and we are chasing the balance.
 Bridges Healthcare Services £0.2m (QMH drugs and Foxbury rent). A partial settlement of £50k was
received in Nov, No further payment has been agreed to date. Further discussions continue regarding
agreeing a repayment schedule, if the repayment plan is not met we are considering charging 2%
interest as per the contract.
NHSE £0.3m QIPP, agreement has been reached and this debt will be settled in due course.

Payments
•

The public sector payments target is that 95% of invoices are paid within 30 days of receipt of goods or a valid
invoice. In December 83% of invoices by volume and 93% of invoices by value were paid within this target.
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Capital Investments

•

QM H Redevelopm ent

•

Kidney Treatm ent Centre (KTC )

•

Cancer Treatm ent Centre

•

Highpoint House

•

68 The Heights –

Phase 1 - GallifordTry are on programme with the ground & first floors of the main building. We are in week 40 of the 60 week contract. The main canopy has been demolished
and work will commence this month on the new entrance lobbies.
Phase 2 – Design meetings have been scheduled for the second floor work (Dental, Eyes and Diabetic).
Admin Space (ALD) - A £250k contract to undertake changes to the 3rd floor for ALD was agreed by the Capital Investment Committee (Dec 16). Work commenced in Jan 17
and is due to complete in April 2017.
Backlog Maintenance - Asbestos remedial works will start early Jan 17. Tenders for removal of redundant oil tanks are being reviewed.
Car park works and external lighting – The main contract works are complete with additional contract works being completed by the end of Jan 17.
GallifordTry are on programme and are due to complete end March 2017 with the service opening at the end of April 17. We are in week 20 of the 28 week contract.

Cancer Treatment Centre – Ben Travis has 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 23rd January. We have written to the Developer outlining our intention to seek damages due
to delays in completion, and are receiving specialist claims advice.

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.
Deferred to 2017/18

6

Risk Register
Financial risks scoring 8 or above and not yet achieving ‘target’ risk rating have been included in this section. The risk register will now be
a standing agenda item of the Business Committee.

Appendix 1 – Operational Performance
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Appendix 2 – 2016/17 Savings Target and Plans

Directorate
Clinical Serv ices
Adult Mental Health
Adult Community Services
Childrens & Young Persons Services
LD
Forensic & Prisons
Older Adult
Subtotal
HQ Serv ices
Estates
Finance
HR
Informatics
Nursing
Quality & Governance & Pharmacy
Service Delivery
Therapies & Other
Subtotal

Total

•
•
•

CRE
Est.
16/17
CRE
Target

In-Year Saving Plans
Forecast
Gap Fcast
16/17
Vs Target
saving

Low risk

Full Year Effect of Saving Plans

Medium
risk

1,380
2,654
820
1,019
866
401
7,140

1,047
1,802
248
840
877
266
5,080

333
853
572
179
-11
135
2,061

1,047
1,752
105
840
877
207
4,828

469
111
112
152
56
63
29
21
1,013

721
116
122
155
43
71
44
37
1,310

-252
-5
-10
-3
12
-9
-15
-17
-297

650
116
122
95
43
71
44
37
1,179

116

8,154

6,390

1,764

6,007

225

High risk

Full Year Gap FYE
Effect Vs Target

Low Risk

Medium
High Risk
Risk

1,581
2,038
503
856
873
467
6,319

-201
616
317
163
-7
-66
822

1,581
1,938
218
840
873
207
5,657

15

544
116
122
155
43
71
44
37
1,134

-75
-5
-10
-3
12
-9
-15
-17
-120

442
116
122
95
43
71
44
37
972

116

46

158

7,452

701

6,629

492

331

50
143

59
109

143

56

15

60

100
285
16
260
376

285

56

46

60

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 the 16/17 and 17/18 QIPP in 17/18. This results in a
positive impact on both the income and CRE target of the Trust and the Forensic Directorate.
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London monthly regional agency
performance report: November 2016
This is the third monthly regional agency performance report – an update for trusts,
providing further information on the effort to reduce agency spend in the region. It
enables you to see how you and your peers are doing on key agency metrics and
tells you about the latest available support.
Our region is £77 million above our ceiling target
Nationally, we are on track to save around £600 million from agency expenditure this
year. Across London, we’ve seen a significant drop in non-compliance with price cap
rates as new frameworks come into force. Agency spend remains below £60 million
for the second consecutive month for London trusts. We need to keep improving,
and more can be done across London. We are £77 million above the aggregate
ceiling this financial year and at an aggregated level, we continue to miss our
targets.
Regional support
The London region senior team met in December to carry out a deep dive review of
the regions agency performance and concluded that a number of trusts would benefit
from an agency challenge and support session. This is to be led by myself,
supported by the senior regional team. The key focus is to provide targeted and
focussed agency improvement support. These are booked for the end of January.
A regional trust agency event is being planned; this will take place before the end of
March. This event will bring together all trust executive teams across London to talk
through new opportunities and innovative practice, identify common barriers and
share experiences.

Data collection
In my recent letter to the sector, I highlighted extra reporting requirements for trusts
in breach of their agency ceiling. This included chief executive sign off on all shifts
that were both off-framework and above price cap, as well as any shifts above £120
per hour. We note a number of trusts have now embedded this action and
understand a number have moved the affected staff into other arrangements.

New changes to the weekly reporting requirements will require all trusts to report the
following:


total agency shifts each week



breakdown of shifts by core and unsocial (for medical staff) and by day,
night/Saturday and Sunday/public holiday for Agenda for Change staff



the five longest serving agency staff working during the reporting period



the five highest cost agency staff working during the reporting period.

We intend to start collecting this information in February; we will run a training
webinar to explain the changes to reporting before they go live.
In the medium term, we are exploring opportunities to reduce the reporting burden
on trusts by developing systems that can extract the data straight from an e-roster
system or from a managed service provider.
IR35
In the government’s autumn statement, changes to the IR35 tax rules for those
working through personal service companies (PSCs) in the public sector were
announced. We are currently reviewing the rules and potential impact on trusts, and
will work towards a full briefing for stakeholders.
It is likely that agencies providing many of our interim staff will become liable for the
tax arrangements of their candidates, and some may seek to increase the costs to
trusts as a result. While it is understandable that agencies may try to do this, we do
not believe that any increase in price cap is required or appropriate. We have set the
price cap rates to include employers’ national insurance and employer pension
contributions; this will not change. It is worth reminding agencies that the rules do not
permit them to charge this element to trusts if the worker is engaged via a PSC so
this saving should be passed on to trusts.
Spend relative to ceiling
The three trusts with the lowest spend relative to ceiling are:
Trust

Agency spend vs.
ceiling %

University College London Hospitals NHS Foundation Trust
Kingston Hospital NHS Foundation Trust
The Royal Marsden NHS Foundation Trust
The three trusts with the highest spend relative to ceiling are:

(49.4%)
(15.3%)
(12.0%)

Trust
North Middlesex University Hospital NHS Trust
West London Mental Health NHS Trust
St George‘s University Hospitals NHS Foundation Trust

Agency spend vs.
ceiling %
125.9%
79.2%
74.0%

If you need any support or have questions about the agency rules, please email
NHSI.agencyrules@nhs.net

Steve Russell
Executive Regional Managing Director (London)

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

Agency Single Oversight
Framework score

Agency spend

Agency SOF score (Distance
from provider ceiling)
Agency spend

£490.9m Score – 1 (Less than 0%)

Agency spend vs. ceiling %

+18.6%

Agency spend % of total pay

7.1%

Agency spend - breakdown

Number
of trusts

Nursing,
Midwifery &
Health
Visiting
Medical &
dental

7

Score – 2 (Between 0% – 25%)

15

Score – 3 (Between 25% – 50%)

7

Score – 4 (Above 50%)

7

Total

36

22%
40%
19%

Admin &
Estates

20%

All other

Price cap overrides - breakdown
Nursing, Midwifery & Health Visiting

Medical & Dental
6,000

16%
31%

Nursing,
Midwifery
& Health
Visiting
Medical &
Dental

4,000
2,000
04-Apr 02-May 30-May 27-Jun 25-Jul 22-Aug 19-Sep 17-Oct 14-Nov

21%

Admin &
Estates
32%

04-Apr

Admin & Estates

02-May 30-May

27-Jun

25-Jul

22-Aug 19-Sep

17-Oct

14-Nov

All other

6,000
4,000

All other
2,000

04-Apr 02-May 30-May 27-Jun 25-Jul 22-Aug 19-Sep 17-Oct 14-Nov

04-Apr

02-May 30-May

27-Jun

25-Jul

22-Aug

19-Sep

17-Oct

14-Nov
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London region - monthly agency performance report
Trust name

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

Trust name

Agency
spend vs.
ceiling %

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

Barking, Havering and Redbridge University Hospitals
NHS Trust

18.0%

17

22 London Ambulance Service NHS Trust

13.4%

15

3

Barnet, Enfield and Haringey Mental Health NHS
Trust

27.1%

23

23 London North West Healthcare NHS Trust

(4.2%)

7

15

Barts Health NHS Trust

19.5%

18

28 Moorfields Eye Hospital NHS Foundation Trust

6.3%

10

8

Camden and Islington NHS Foundation Trust

29.6%

24

12.6%

13

32

Central and North West London NHS Foundation
Trust

20.4%

20

125.9%

36

24

Central London Community Healthcare NHS Trust

4.5%

9

34 Oxleas NHS Foundation Trust

33.4%

25

30

Chelsea and Westminster Hospital NHS Foundation
Trust

40.0%

29

19 Royal Brompton & Harefield NHS Foundation Trust

21.8%

22

12

Croydon Health Services NHS Trust

51.4%

30

31 Royal Free London NHS Foundation Trust

13.0%

14

17

East London NHS Foundation Trust

36.3%

26

16
Royal National Orthopaedic Hospital NHS Trust

55.1%

31

27

South London and Maudsley NHS Foundation Trust

10.2%

11

25

South West London and St George'S Mental Health
NHS Trust

71.1%

33

35

St George'S University Hospitals NHS Foundation
Trust

74.0%

34

29

Tavistock and Portman NHS Foundation Trust

10.9%

12

2

The Hillingdon Hospitals NHS Foundation Trust

14.7%

16

21

(12.0%)

3

5

39.7%

28

14

(49.4%)

1

1

79.2%

35

33

Epsom and St Helier University Hospitals NHS Trust
Great Ormond Street Hospital For Children NHS
Foundation Trust
Guy'S and St Thomas' NHS Foundation Trust
Homerton University Hospital NHS Foundation Trust

Hounslow and Richmond Community Healthcare
NHS Trust
Imperial College Healthcare NHS Trust
King'S College Hospital NHS Foundation Trust
Kingston Hospital NHS Foundation Trust

Lewisham and Greenwich NHS Trust

(9.4%)
20.1%
2.1%
(5.2%)

57.3%

5
19
8
6

32

9 North East London NHS Foundation Trust
20 North Middlesex University Hospital NHS Trust

6
4
7
11

36

(11.8%)

4

10

20.8%

21

13

(15.3%)

2

38.1%

27

The Royal Marsden NHS Foundation Trust
The Whittington Hospital NHS Trust

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

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

The newly formed Audit and Risk Assurance Committee met for the first time on 17 January 2017 and the
Terms of Reference were approved. Key highlights to note from the meeting are:
KPMG progress report and recommendations tracker: Completion of recommendation is on track. The
Internal Audit Plan for 2017/18 will be presented to the March 2017 meeting of the Committee. It has been
agreed that all internal audit reports will be presented to the Executive with responses and deadlines
reviewed and agreed by the Executive Team.
Risk register assurance process: The Committee approved the new risk register assurance process, which
has been revised to take account of the changes to the Board committee structure. Service directorate risks
registers will be reviewed as part of the borough restructure project.
Board Assurance Framework and thematic review: The Committee undertook a full review of the Board
Assurance Framework (see below) and received a thematic review of significant and high risks. Risk rated at
this level currently account for 33% of our overall risk profile.
Accounting treatments 2016/17: The Committee agreed the accounting treatments for the 2016/17 Annual
Report and Accounts. This has been shared with Deloitte and the Committee discussed and noted the
comments received by the Chair in relation to NHSI incentive arrangements, NCA provision, QMS deferred
income and property valuation.
Policies: The Patient Money Policy was approved.
Changes to the Board Assurance Framework
Change to the Board Assurance Framework risks are detailed below.
1466 – ligature risk management: This risk was re-worded to reflect that the residual risk now relates the
on-going management of ligature points, rather than their identification. The rating was reduced from high
(10) to moderate (8) in light of progress made.
1451 – HSE prosecution: The likelihood of the risk was increased from 4 to 5.
1235 – frequency of supervision: The likelihood was decreased from 4 to 3 as the trust is in a better position
with regard to compliance. The risk was de-escalated from Board Assurance Framework. Oversight will
continue through the Workforce and Learning Development Committee
1164 – safe staffing data: This risk was de-escalated from the Board Assurance Framework as all but one of

the mitigation actions have now been completed and are embedded as ‘business as usual’. Oversight of the
risk will continue through the Nursing Directorate and regular reports to the Board of Directors.
1463 and 1465 – Implementation of CQC action plan and impact on trust reputation: Both risks were
removed from the Board Assurance Framework. The residual risk (1464) is that the CQC may not find
sufficient evidence to award an outcome of ‘good’ at the re-inspection. This remains on the Board Assurance
Framework at a rating of high (12).

Previous rating
(C x L)

New rating
(C x L)

HIGH (10)
(5 x 2)

MOD (8)
4x2

SIG (16)
(4 x 4)

SIG (20)
(4 x 5)

1235: Not all staff receive a supervision session at least every six weeks as set out in
the trust Supervision Policy. This may prevent performance issues from being
identified and followed up in a timely manner

HIGH (12)
(3 x 4)

MOD (9)
(3 x 3)

1164: The National Quality Board has set clear responsibilities for trusts in relation
to ensuring safe staffing levels. There is a risk that relying on data of average fill
rate of planned and actual shift cover for registered and unregistered staff that
areas of concern may be masked so we are not always able to identify areas to focus
on

MOD (6)
(3 x 2)

1463: There is a risk that the trust may not implement all actions in readiness for
CQC re-inspection by Spring 2017. This means that the trust would not be able to
turnaround the rating from 'requires improvement' to good.

MOD (8)
(4 x 2)

1465: Following the outcome of 'requires improvement' from the CQC inspection of
April 2016, there is a risk that this will impact on the reputation of the trust. This
could impact on staff morale and also on our position regarding income generation
opportunities and bids/tenders.

HIGH (12)
(4 x 3)

Risk description
1466: If ligature risks in communal areas are not managed, there is a risk to patient
safety through self-harm or suicide.
1451: There is a risk that the trust could be prosecuted and convicted under the
Health and Safety at Work Act, following the incident at the Bracton Centre on 17
July 2016. This could impact on the reputation of the trust and also result in
financial penalties

Recommendations
For the Board of Directors to note

De-escalated
from BAF

MOD (6)
(3 x 2)

De-escalated
from BAF

MOD (8)
(4 x 2)

De-escalated
from BAF

MOD (8)
(4 x 2)

De-escalated
from BAF

Audit and Risk Assurance Committee
Terms of Reference
1

Constitution

The Audit and Risk Assurance Committee is constituted as a standing committee of the Board of
Directors (The Board). The committee is a non-executive committee and has no executive
powers, other than those specifically delegated in these Terms of Reference.

2

Purpose

The Audit and Risk Assurance Committee will assist the Board with its oversight responsibilities
and will independently and objectively monitor, review and report to the Board on the process
of financial and corporate governance, assurance and risk management in place in the
organisation and, where appropriate, will facilitate and support the attainment of effective
processes.
The Audit and Risk Assurance Committee has primary responsibility for monitoring the integrity
of the financial statements, assisting the Board in its oversight of risk management and the
effectiveness of internal control, oversight of compliance with corporate governance standards
and matters relating to the external and internal audit functions.

3

Membership

The committee shall be appointed by the Board from amongst the Non-Executive directors of
the trust and shall consist of not less than three members. A quorum shall be two members.
One of the members will be appointed Chair of the committee by the Board.
The Chair of the organisation shall not be a member of the committee.
The Chair of the trust’s Quality Committee should be one of the Non-Executive Director
members of the committee. At least one committee member should have recent and relevant
financial experience.
In addition the Board can co-opt, as a member of the Audit and Risk Assurance Committee, a
person who is not a Non-Executive Director.
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4

Attendance

The Chief Executive, Director of Finance and appropriate Internal and External Audit
representatives shall normally attend meetings. However, at least once a year the committee
should meet privately with the External and Internal Auditors. Committee members will also
meet at least once a year with no others present. Other executive directors should be invited to
attend, but particularly when the committee is discussing areas of risk or operation that are the
responsibility of that director.
The Chief Executive should discuss with Audit and Risk Assurance Committee the process for
assurance that supports the Annual Governance Statement.
The Trust Secretary and Risk and Governance Manager will provide appropriate support to the
Chair and committee members.

5

Frequency

Meetings shall be held not less than five times a year. The External Auditor or Head of Internal
Audit may request a meeting if they consider that one is necessary.

6

Authority

The Audit and Risk Assurance Committee is authorised by the Board to investigate any activity
within its terms of reference. It is authorised to seek any information it requires from any
employee and all employees are directed to co-operate with any request made by the
committee. The committee is authorised by the Board to obtain outside legal or other
independent professional advice and to secure the attendance of outsiders with relevant
experience and expertise if it considers this necessary.

7

Duties

The duties of the Audit and Risk Assurance Committee can be categorised as follows:
7.1. Governance, Risk Management and Internal Control
The committee shall review the establishment and maintenance of an effective system of
integrated governance, risk management and internal control, across the whole of the
trust’s activities (both clinical and non-clinical), that supports the achievement of the trust’s
objectives. In particular, the Committee will:
•

ensure there are appropriate systems and processes to meet external regulations and
standards including the CQC Assessment Framework and the NHS Improvement Risk
Assessment Framework.
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•

ensure there are appropriate systems and processes to identify and treat risks arising
from the activities and forward plans of the trust.

•

ensure that the Board Assurance Framework is developed, reviewed and regularly
reported to the Board.

•

review the adequacy of all risk and control related disclosure statements (in particular
the Annual Governance Statement), together with any accompanying Head of Internal
Audit opinion, external audit opinion or other appropriate independent assurances,
prior to endorsement by the Board.

•

review the trust’s internal controls.

•

review the policies and procedures for all work related to fraud and corruption as set
out in Secretary of State Directions and as required by the Counter Fraud and Security
Management Service.

•

review controls and assurances with regard to the production of the quality accounts,
together with the Auditors’ opinion relative to the quality accounts.

In carrying out this work, the committee will primarily utilise the work of internal audit, external
audit and other assurance functions, but will not be limited to these audit functions. It will also
seek reports and assurances from directors and managers as appropriate, concentrating on the
overarching systems of integrated governance, risk management and internal control, together
with indicators of their effectiveness. This will be evidenced through the committee’s use of an
effective assurance framework to guide its work and that of the audit and assurance functions
that report to it.
7.2 Internal Audit
The committee shall ensure that there is an effective internal audit function established by
management, that meets mandatory NHS Internal Audit Standards and provides appropriate
independent assurance to the Audit and Risk Assurance Committee, Chief Executive and Board.
This will be achieved by:
•

consideration of the provision of the Internal Audit service, the cost of the audit and any
questions of resignation and dismissal

•

review and approval of the Internal Audit strategy, operational plan and more detailed
programme of work, ensuring that this is consistent with the audit needs of the
organization as identified in the Assurance Framework

•

consideration of the major findings of internal audit work (and management’s
response), and ensure co-ordination between the Internal and External Auditors to
optimise audit resources

•

ensuring that the Internal Audit function is adequately resourced and has appropriate
standing within the organisation

•

annual review of the effectiveness of internal audit

Jan 2017
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7.3 External Audit
The Audit and Risk Assurance Committee shall have primary responsibility for making a
recommendation to the Council of Governors on the appointment, reappointment and removal
of external auditors. If the Council of Governors does not accept the recommendation, the
Board will include in the Annual Report a statement from the committee explaining the
recommendation and set out reasons why the Council of Governors has taken a different
position.
The committee shall review the work and findings of the External Auditor appointed by the
Council of Governors and consider the implications and management’s responses to their work.
This will be achieved by;
•

discussion and agreement with the External Auditor, before the audit commences, of
the nature and scope of the audit as set out in the Annual Plan, and ensure
coordination, as appropriate, with other External Auditors in the local health economy

•

discussion with the External Auditors of their local evaluation of audit risks and
assessment of the trust and associated impact on the audit fee

•

review all External Audit reports, including agreement of the annual audit letter before
submission to the Board and any work carried outside the annual audit plan, together
with the appropriateness of management responses
7.4 Other Assurance Functions

The Audit and Risk Assurance Committee shall review the findings of other significant assurance
functions, both internal and external to the trust, and consider the implications to the
governance of the trust. These will include, but will not be limited to, any reviews by
Department of Health Arms Length Bodies or Regulators/Inspectors (e.g. Care Quality
Commission, NHS Improvement, etc.), professional bodies with responsibility for the
performance of staff or functions (e.g. Royal Colleges, accreditation bodies, etc.)
In addition, the committee will review the work of other committees within the organisation,
whose work can provide relevant assurance to the committee’s own scope of work. In
reviewing the work of these other committees, the committee will wish to satisfy itself on the
assurance provided by its functions particularly in regard to risk management and clinical
governance.
7.5 Management
The Audit and Risk Assurance Committee shall request and review reports and positive
assurances from directors and managers on the overall arrangements for governance, risk
management and internal control. They may also request specific reports from individual
functions within the organisation (e.g. clinical audit) as they may be appropriate to the overall
arrangements.
Jan 2017
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7.6 Financial Reporting
The Audit and Risk Assurance Committee will monitor the integrity of the financial statements of
the trust, and any formal announcements relating to the trust’s financial performance,
reviewing significant financial reporting judgements contained in them.
The committee shall review the annual report and financial statements before submission to the
Board, focusing particularly on:
•

the wording in the annual governance statement and other disclosures relevant to the
terms of reference of the committee

•

changes in, and compliance with, accounting policies and practices

•

unadjusted mis-statements in the financial statements

•

major judgemental areas

•

significant adjustments resulting from the audit
7.7 Whistleblowing

The Audit and Risk Assurance Committee will review arrangements that allow staff and other
individuals where relevant, to raise, in confidence, concerns about possible improprieties in
matters of financial reporting and control, clinical quality , patient safety and other matters.
7.8 Standing orders, standing financial instructions and standards of business conduct
The Audit and Risk Assurance Committee will review on behalf of the Board the operation of,
and proposed changes to, the standing orders and standing financial instructions, the
constitution, codes of conduct and standards of business conduct including maintenance of
registers and the scheme of delegation.

8

Reporting

The minutes of Audit and Risk Assurance Committee meetings shall be formally recorded and
submitted to the Board. The Chair of the committee shall draw to the attention of the Board any
issues that require disclosure to the full Board, or require executive action.
The trust’s annual report shall include a section describing the work of the audit and risk
assurance committee in discharging its responsibilities. This report shall include:
• Significant issues that the committee considered in relation to financial statements,
operations and compliance and how these issues were addressed;
• An explanation of how the committee has assessed the effectiveness of the external
audit process and the approach taken to the appointment or re-appointment of the
external auditor, the value of the external audit services and information on the length
of tenure of the current audit firm and when a tender was last conducted; and
Jan 2017
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•

9

If the external auditor provides non-audit services, the value of the non-audit services
and an explanation of how auditor objectivity and independence are safeguarded.

Review

These terms of reference will be reviewed annually after endorsement by the Board.

10

Lead Executive for meeting

Chief Executive

___________________________________________
Chair of the Audit and Risk Assurance Committee

____________________________________________
Chair
on behalf of the Board

Jan 2017

Date ______

Date______

Page 6 of 6

Risk register reporting flow in new Board Committee Structure
The flowchart below illustrates the proposed flow of risk register reporting in the new Board
Committee structure. Additional explanatory notes are given on the following pages.

Service directorate risks identified through
directorate governance structures, eg local risk
registers, quality structure, senior management
team

Corporate directorate risks identified through
central governance structures (Board subsubcommittees and their workstreams;
directorate business meetings)

Risks reported to Trust Executive by service and corporate directors, identifying
areas where additional operational support or resources may be needed in order
to achieve mitigation actions

Board sub-committees to receive risk reports for all risks relating to that
workstream, ie risks identified at corporate level and service level
The role of sub-committees would be to focus on progress against mitigation
actions and assurances in place to prove that actions have been completed and
are effective in reducing the risks (guidance checklist to be provided for Chairs)

Board sub-committees to make recommendations to the Risk and Assurance
Committee on 1) risks for escalation to the Board Assurance Framework (BAF); and
2) Risks to be de-escalated from the BAF. Recommendations for reducing risks will
need to be backed up by a review of assurances sources
Operational concerns (eg availability of resources to achieve mitigation plans;
engaging staff in mitigation plans) to be refereed to Executive Team

Audit and Risk Assurance Committee to agree risks to be included on the BAF,
based on recommendations of Board sub-committees
Audit and Risk Assurance Committee to receive BAF as a standing item for
scrutiny and challenge
Audit and Risk Assurance Committee to receive thematic risk reports as and
when required

Audit and Risk Assurance Committee to report to Board of Directors by exception

Page 1 of 4

Supporting notes
Definition of a risk

The definition of a risk in our Risk Management Framework is:
“A circumstance, situation, action or event which prevents Oxleas NHS Foundation Trust
from achieving its objectives or meeting quality and compliance obligations.”
Risks are described in terms of cause and effect – that is, the circumstance, situation, action or event
which might materialise and what the impact would be if it does.

Service directorate risk reporting

Under the previous committee structure, service directorates presented their full risk register to the
Risk Committee on a rotational basis; each directorate attended twice a year.
In the new structure, it is proposed that reporting of service directorate risks should instead
remitted to the board sub-committees as part of their assurance function.
For example: all service directorate risks relating to patient safety would be reported to the trust
Patient Safety Group (at present, the trust group receives only those identified at corporate level).
This would enable the sub-committees to identify themes across the trust, so they can make more
informed recommendations on risks to be brought to the attention of the Audit and Risk Assurance
Committee (A&RAC).

Prompts for sub-committee chairs

Listed below are prompts for Chairs when reviewing risk registers at Board sub-committees:
•
•
•
•
•
•

Are all relevant risks register items included for discussion on the agenda? Significant and
high risks should be reviewed at every meeting; moderate and low risks reviewed less often.
Progress update on mitigation actions that are overdue or close to the due date.
Review of assurance sources, including level of confidence in their validity
Operational concerns that need to be referred to the Executive Team.
Recommendations for risks to be escalated to the Board Assurance Framework.
Recommendations for risks to de-escalated from the Board Assurance Framework - are we
satisfied that adequate assurances are in place as a rational for reducing the risk?

Additional notes on reviewing assurances:
Assurances are measures to test whether mitigations and controls are working effectively.
•
•
•

First line assurances are provided from the directorate that owns the risk
Second line assurances are provided from other functions in the organisation
Third line assurances are provided from outside the organisation

A robust assurance framework would ideally have sources from all three lines; however it should not
be assumed that third line (independent) assurance is any more reliable than internal sources. For
example, we could question the validity of the national patient survey as the results are based on a
very small sample of our overall caseload. However, internal data should also be treated with
caution as it could be considered subjective.
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Board Assurance Framework – criteria for escalating and de-escalating risks

Our Risk Management Framework defines the Board Assurance Framework (BAF) as:
“A structure within boards which identifies the principal risks to the organisation meeting its
principal objectives and maps out both the key controls in place to manage them and also
how they have gained sufficient assurance about their effectiveness”
The BAF is the means by which the Board of Directors has oversight of the key organisational risks
which could have a long term or significant impact on the trust if they materialised. The criteria for
escalating risks to the BAF are:
•
•
•

Any significant risks should routinely be included on the BAF (rated at 15 to 25)
Any high risks should be considered for inclusion on the BAF (rated at 10 to 14)
The ‘cumulative effect’ ie, clusters of moderate or low risks on similar issues where the
combined effect of all the risks materialising might have a significant impact on the trust.

Board sub-committees would make recommendation to the A&RAC based on these criteria and the
A&RAC would make the final decision on which risks would be added to the BAF.
As a standing item, the A&RAC would receive a BAF report. Their role would be one of scrutiny and
challenge of the BAF and could make requests from risk owners for further detail on the risks which
appear on the BAF.
For example: Based on the BAF as at 30 December 2016 (attached), the challenges that the
Committee might make based on this report are:
•
•

Risk ID 1164 - Safe staffing: Should this risk be de-escalated from the BAF as the rating is
moderate and the majority of actions are completed and embedded as ‘business and usual’?
Risk ID 1452 – Violence and aggression risk assessments: October 2017 is a long timescale
for reducing a significant risk; is there trajectory for reducing from high and then to
moderate in the meantime, based on the plan for roll out across the trust?

In terms of de-escalating risks from the BAF, the standing report to the A&RAC would also include
recommendations from other Board sub-committees and/or the Executive Team.
For example: For the violence and aggression risk assessment risk (ID 1452), the Patient Safety
Group might make a recommendation that this risk can reduced on the basis that all risk
assessments have been completed and assurance is provided via the H&S team compliance register.
The A&RAC may accept this as adequate assurance or may ask for this to be triangulated with other
sources, such as a peer review or an independent internal audit before agreeing to reduce the risk.

Thematic risk reports

As all risk registers are recorded on DatixWeb, a range of risk reports can be generated. Examples of
thematic reports that could be presented to the Risk and Audit Committee are:
•
•
•
•

All risks that relate to specific strategic objectives, CQC domains or quality workstreams.
Significant and high risks clustered by service area.
Risks where the rating has remained unchanged for a given period (eg risks that have
remained at significant or high for over six months).
Mitigation actions that have remained uncompleted without good reason.
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Based on these reports, the Audit and Risk Assurance Committee would have the discretion to invite
service directorate or sub-group leads to the meeting for further scrutiny on areas of concerns.
For example: if any one directorate had a disproportionate number of significant/high risks
compared to other directorates, that service could be invited to the A&ARC to present the rationale
and the plans for reducing the risks.

Support to be provided by Risk and Governance Manager

The Risk and Governance Manager will support this process; this will include:
•
•
•
•
•

Working with executive leads and risk owners to develop risk registers, including mitigation
plans and identification of assurance sources.
Prompting executive leads and risk owners on mitigation actions due for completion.
Supporting sub-committee chairs with agenda planning based on risk registers.
Advising executive leads, risks owners and sub-committee chairs on risks for escalation or
de-escalation to the risk register, based on review of assurance sources.
Production of Board Assurance Framework reports and thematic risk reports for the Audit
and Risk Assurance Committee.

Susan Owen
Risk and Governance Manager
January 2017
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Board Assurance Framework as at 24 January 2016
ID

Strategic objective

Description

Handler

1196

Quality, Partnership, Bed Management – there is Dimond, Mr
Sustainability
a risk that inpatient demand Iain
will continue to be
above available capacity with
patients waiting for a
bed which will effect patient
experience

Responsible
committee

Opened

Controls in place

Existing assurances Consequence
(current)

Directorate
Senior
Management
Team

30/09/2013

•Bed escala9on procedures now in place
across the trust, with twice daily whole
system teleconferences chaired by the
Associate Director.

Recent reduction in
use of UEAs and
bed occupancy
rates

Major (4)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Last review
date

Review date Mitigation synopsis

Likely (4)

16

Significant

19/12/2016

19/03/2017

•A review of governance structures for
bed management has been completed
and three borough based monthly
meetings have been set up. This will
improve decision making and
collaboration across the care pathway. A
taskforce is overseeing the action plans
across the 3 boroughs.
•Issues with recording of leave in
Greenwich have been identified that have
over inflated occupancy levels. A new
weekly monitoring /audit system has been
implemented and is already showing
results.

•2 extra beds have been opened in Oxleas
House to accommodate sleepovers and an
additional 3 beds in GPH Bromley will be
available by the end of May and an
additional 1 in Oxleas House by the end of
February.
•Emphasis on enhancing senior clinical
leadership in bed management care
pathways with Consultants attending
weekly bed management meetings

1160

Quality

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

01/11/2012

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

Quarterly care
Moderate (3)
planning audit cycle
Self-review checklist
in Care Planning
Policy - revised Oct
2016
Patient Survey
Patient experience
feedback data

Unlikely (2)

6

Moderate

09/12/2016

10/02/2017

Due date

Date target
rating to be
achieved
Development of inpatient demand 31/12/2015 31/12/2015 Moderate 31/03/2017
recovery plan including; bed
management policy, admission
avoidance and crisis care
strategies, crisis care concordat
implementation
New guidance issued and
responsibility placed with bed
managers
Engagement with CCG crisis review
and agree action plan with the CCG
and local authority

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

31/10/2016

Long Term:
•Develop wai9ng area proposal
(Clinical Decision Unit) – develop
initial costings
•Explore op9ons for 24/7 HTT –
develop initial costings
•Consider the op9on of opening a
ward at GPH.

31/03/2017

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

31/03/2017

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

28/04/2017

Done date

Reporting process to be put in
place in AMH Directorate to
monitor a monthly sample audit of
Care Plans and Risk assessments
from each team. This will be
monitored through CEG and SMT's
Revised policy and guidance by
Care planning transformation
manager will support clinicians
practice and empower greater
service user involvement
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31/10/2016 17/10/2016

Risk level
(Target)

Low

31/03/2017

ID

Strategic objective

Description

Handler

1466

Quality

If ligature risks in communal Evans, Mrs
areas are not managed,
Rachel
there is a risk to patient
safety through self-harm or
suicide.

Responsible
committee

Opened

Controls in place

Existing assurances Consequence
(current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Last review
date

Review date Mitigation synopsis

Due date

Trust Patient
Safety Group

20/09/2016

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

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

Unlikely (2)

8

Moderate

17/01/2017

21/03/2017

31/03/2017

1210

Quality

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

Trust Quality
Committee

17/11/2015

1213

Quality, Workforce

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

Trust Workforce 18/02/2014
and Learning
Development
Committee

1162

Quality

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

10/08/2015

Major (4)

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

12 week quality
improvement
programme in
Oxleas House,
Greenparks House
and Woodlands

Moderate (3)

Possible (3)

9

Moderate

17/01/2017

21/03/2017

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

Vacancy rate
monitoring
“time to recruit”
monitoring

Major (4)

Possible (3)

12

High

21/09/2016

18/01/2017

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

Quarterly care
Moderate (3)
planning audit cycle
Self-review checklist
in Care Planning
Policy - revised Oct
2016
Incidents –

Likely (4)

12

High

09/12/2016

10/02/2017
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Ligature assessments have been
completed on all wards for
unobserved areas. We have now
completed further ligature risk
assessments for all communal
areas previously not assessed.

All ward managers together with
the Head of Nursing will complete
management plans for all identified
risk areas. Identified risks will be
included in each team’s risk
register.
12 week QIP programme in AMH
30/12/2016
wards
The Executive Team have agreed
the following actions to ensure that
embedding learning is taken
forward
•Regular quality newsletters to
highlight and share learning
•Embedded learning events
(trustwide and local)
•Quality and Governance
Managers to support directorates
with developing logs of embedded
learning
•Use of the Quality agenda at team
meetings which discuss incidents
and complaints and how to embed
practice
•Additional administrative resource
agreed
On-going recruitment activity to
31/12/2016
target specific areas. A number of
solutions are being explored to
promote Oxleas as an employer of
choice, with initiatives to attract
and retain high calibre staff
•Key focus on recruitment of Band
5 nursing staff and a range of
schemes are being used to
incentivise staff to apply for these
posts, including an alternative pay
scale for Band 5 nurses that is
equivalent to agency rates. Staff
accessing this offer will not be a
member of the NHS pension
scheme. Instead the Trust will
directly pay staff the money that
would have paid into the NHS
Pension Scheme on their behalf.
•Student recruitment day
November 2015. 20 student nurses
offered posts conditional on
qualification. Further selection
days planned for January and
February 2016
•Major recruitment campaign
planned for January 2016
Care planning training to be
31/03/2017
delivered by care planning
transformation manager to include
care planning for identified risks
and effective recording on RiO

Done date

Risk level
(Target)

Date target
rating to be
achieved
Moderate 31/03/2017

Low

31/12/2016

Low

31/12/2017

Low

31/03/2017

ID

Strategic objective

Description

Handler

Responsible
committee

Opened

Controls in place

outcomes and safety

Existing assurances Consequence
(current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Last review
date

Review date Mitigation synopsis

Incidents –
reduction in
number where
failure to identify
risk is a factor

Due date

Done date

Risk level
(Target)

Date target
rating to be
achieved

Low

31/03/2017

28/04/2017
Team Managers and care plan
leads to utilise supervision checklist
/ care plan and risk assessment
audit tool to monitor compliance .
Question 4 asks' for medium to
high risks is there a corresponding
care plan /care plan letter?'
A qualitative audit of top 100 most
frequent admissions will review
a run up to these admissions
including crisis plans and risk
assessments. Following completion
of audit , a process of intensive
multi-agency crisis planning and
risk assessment will be initiated
with the most frequently admitted
service users and then rolled out to
other patients, prioritising on a risk
stratification and frequency of
contact basis

1166

Quality, Workforce

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

Trust Workforce 21/07/2015
and Learning
Development
Committee

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

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

Major (4)

Possible (3)

12

High

21/09/2016

18/01/2017

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

1217

Workforce,
Sustainability

The usage of agency staff
Thind, Mrs
Jazz
poses a financial risk as
agency staff are considerably
more expensive than
permanent staff, due to
higher rates, agency
commission, and VAT. We
continue to braech the
agency cap and which could
bring graeter scrutiny and
would impact on the Finance
and Use of Resources metric
in the Single Oversight
Framework. Agency spend
>50% over the cap of £13.3m
would lead to a score of 4
and cap the rating of this
metric at 3 'triggering a
concern'.

Trust Business
Committee

All managers are tasked with reviewing all
agency staff working in their areas as a
matter of priority, and the correct process
for booking and authorising agency staff
has been re-enforced. Monitor guidance
is being adhered to and SLAs continue to
be reviewed in order to ensure
agreements tie up with rate cap with
defined expectations on accountability
and compliance. Ongoing monitoring of
usage of off-framework agencies and noncompliance with rates set out in Monitor
guidance. Staff who have been
unsuccessful in their application for
substantive posts are considered for
recruitment to the Trust Bank. Task force
set up and sign off of invoices escalated to
senior management levels. Additional
resources deployed to support staff in
setting up rosters and using the system
effectively to ensure greater
understanding the capability of erostering as an effective staff planning
tool. Greater focus and monitoring of
bookings supported by bank staff and
where this has not been possible,
understanding why this is the case.
Agreed agency monitoring process. Tier
system set up, task force regime avaiable
to focus on high spending teams/wards.
Invoice sign off set at a level that provides
greater oversight. Additional resources in
place to support staff in setting up and
scheduling rosters on a 6 week cycle, and
undertanding the capability of the erostering system as an effective staff

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

Major (4)

Possible (3)

12

High

20/12/2016

21/02/2017

31/03/2016 05/07/2016 Moderate 31/03/2017
All managers are tasked with
reviewing all agency staff working
in their areas as a matter of
priority, and the correct process for
booking and authorising agency
staff has been re-enforced.

21/07/2015
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Monitor guidance is being adhered 31/03/2016 05/07/2016
to and SLAs continue to be
reviewed inorder to ensure
agreements tie up with rate cap
with defined expectations on
accountability and compliance.
Ongoing monitoring of usage of offframework agencies and noncompliance with rates set out in
Monitor guidance.
Staff who have been unsuccessful 30/06/2016 05/07/2016
in their application for substantive
posts are considered for
recruitment to the Trust Ban

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

30/06/2016 05/07/2016

Additional resources deployed to 30/06/2016 05/07/2016
support staff in setting up rosters
and using the system effectively to
ensure greater understanding the
capability of e-rostering as an
effective staff planning tool

ID

Strategic objective

Description

Handler

Responsible
committee

Opened

Controls in place

Existing assurances Consequence
(current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Last review
date

Review date Mitigation synopsis

rostering system as an effective staff
planning tool.

Due date

Done date

Risk level
(Target)

Date target
rating to be
achieved

Low

31/03/2017

Low

31/03/2017

This is an area of focus for the Trust 30/06/2016 05/07/2016
Board and action plans and updates
are now regularly scrutinised

Staff who have been unsuccessful 30/09/2016 05/07/2016
in their application for substantive
posts across all professions are
considered for recruitment to the
Trust Bank.
Greater focus and monitoring of
bookings supported by bank staff
and where this has not been
possible, understanding why this is
the case.
Agreed agency monitoring process. 01/04/2016 05/07/2016
Tier system set up, task force
regime avaiable to focus on high
spending teams/wards. Invoice sign
off set at a level that provides
greater oversight.
Additional resources in place to
30/09/2016 05/07/2016
support staff in setting up and
scheduling rosters on a 6 week
cycle, and undertanding the
capability of the e-rostering system
as an effective staff planning tool.
All mitigation actions identified for 31/01/2017
this risk have been implemented
and are now embedded as ongoing controls. These include: reenforcement of processes for
booking agency staff; managers
supported to improve rostering
practice on e-roster; adherence to
NHS Improvement caps and
monitoring of off-framework use;
encouraging recruitment to staff
Bank; task force for service with
high agency spend; direct
engagement of agency staff to
allow recovery of VAT.
1220

1464

Quality

Quality

CDG01 - Data may be
Furzer, Ms
entered into the RiO system Alison
late or data may be missing
leading to inaccuracies in
Trust KPIs and other metrics.
This may affect our NHS
Improvement (NHSI) Risk
Rating for Governance and
invite further scrutiny of
metrics included in NHSI Risk
Assessment Framework

Clinical Data
Governance
Group

There is a risk that the CQC Okocha, Dr Audit and Risk
do not find sufficient
Ify
Assurance
evidence to award an
Committee
outcome of "good". This
means that the trust would
remain at the rating of
"requires improvement"
until at least the next full reinspection.

17/03/2015

1. RiO training for clinicians
2. Business office management of data
capture within directorates
3. Ifox enables clinicians to view missing
data near real time

Major (4)

1. Internal audit of
data quality

Possible (3)

12

High

17/01/2017

21/03/2017

2. Trust Information
Assurance
Framework (on ifox)
3. Integrated
Performance Report
tracks where
metrics have been
checked for
accuracy including
completeness.

20/09/2016

CQC action plan
Quality Improvement Programme

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

Directorates and corporate teams 31/03/2017
will use the Validation Dashboard
to check figures submitted to Board
of Directors on a monthly basis.
This dashboard will also record
where this activity has happened
and act as assurance that validation
is taking place.

Integrated dashboards to be
31/03/2017
developed to drill down to patient
level information.

Major (4)
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Possible (3)

12

High

15/11/2016

17/01/2017

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

31/03/2017

ID

Strategic objective

Description

1452

Quality

1177

Sustainability

Handler

Responsible
committee

Opened

Controls in place

Existing assurances Consequence
(current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Last review
date

Review date Mitigation synopsis

Evans, Mrs
The HSE investigation into
the incident at the Bracton Rachel
Centre found that our
violence and aggression risk
assessment for Burgess was
not sufficient. There is a risk
that the risk assessments for
other services may not be
adequately completed or
actioned, impacting on the
safety of staff, patients and
visitors

Trust Patient
Safety Group

12/09/2016

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

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

Major (4)

Certain (5)

20

Significant

17/01/2017

21/03/2017

A new risk assessment template
31/10/2017
has been developed and will be
implemented across the trust once
this has been approved

Low

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

Trust Business
Committee

22/10/2014

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

Reports to Board
and Business
Committee
Monthly/quarterly
finance meeting
with service and
corporate
directoartes
Monitor Risk Rating
an indicator of
financial risk

Major (4)

Likely (4)

16

Significant

20/12/2016

21/02/2017

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

31/03/2017

Moderate 31/03/2017

Financial recoevry regime in place for all
directortes RAG rated 'red'.
Monthly finance reports shared

Due date

Done date

Risk level
(Target)

Date target
rating to be
achieved
31/10/2017

1216

Partnership,
Sustainability

There is continued pressure Thind, Mrs
in the sector and it is likely Jazz
that commissioners will be
attempting to significantly
reduce contract values to try
an mitigate the impact of
funding reductions and cost
pressures associated with
their financial position. In
particular, NHS Greenwich
CCG faces significant
financial challenges and the
level of efficiency savings
required in 16/17 Greenwich
contracts are substantially
higher than previously
anticipated and this may also
impact in 17/18

Trust Business
Committee

01/11/2011

Financial support to service directorates
Monthly finance reports

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

Major (4)

Likely (4)

16

Significant

20/12/2016

21/02/2017

The Trust is continuing to
31/03/2017
strengthen its relationships with
Commissioners and GPs in order to
ensure that it is in a position of
influence and also identify threats/
opportunities early.
We are actively engaged in cross
sector work and looking at
opportunities to provide systems
leadership
Greater transparency of CRE plans
with commissioners to highlight
consequences on services of
reduced funding
Clearer with Commissioners that
efficiencies above the national
requirement will mean look at
decommissioning

Moderate 31/03/2017

1451

Sustainability

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

Trust Business
Committee

12/09/2016

Legal advice from Capsticks with regards
to our responses to HSE letter
Detailed action plan from incident with
evidence of actions taken to date
maintained by H&S Team

Progress reported
to Executive Team
and Board of
Directors

Critical (5)

Likely (4)

20

Significant

17/01/2017

21/03/2017

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

31/03/2017

Moderate 31/03/2017

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

31/03/2017

The trust has taken legal advice on 31/03/2017
our response to the HSE
investigation and advice on options
in the event of prosecution. The
trust will also explore whether the
NHS Litigation Authority will cover
some or all of the defence costs
under the indemnity schemes.

The trust will need to make
31/03/2017
arrangements of ensuring their is
financial provision to cover the cost
of a fine.
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Board of Directors
2nd February 2017
Agenda item

Council of Governors update

Item from

Andy Trotter, Chair

Attachments

Front sheet only

Item
Enclosure

12
10

Summary and Highlights
Since the last meeting of the Board of Directors, governor activity includes:
-

Attendance at the Board Strategy Awayday on 26 January 2017
Group meetings with Andy Trotter
Involvement in the Recognition Award judging panels
Induction of new partnership governor Mark Ellison, forthcoming CEO of Age UK Bromley
and Greenwich
Preparation for members’ focus groups in Bromley, Bexley and Greenwich in February

The next governor services visit will take place on 31 January at the Bexleyheath Centre and will
focus on older people’s mental health services. This will be followed by a visit to our ECT suite on 10
February 2017.

Changes to risk register

New risks identified

Recommendations
The Board notes the update.

Previous
rating

New rating

Rating

