114th Meeting of the Board of Directors
10.30am, Thursday, 2 March 2017
Maple Room
Pinewood House
Pinewood Place
DA2 7WG

AGENDA
ITEM

ACTION

PRESENTED BY

ENC

1

Apologies for absence and declaration of any
conflicts of interest

To note

Andy Trotter
Chair

-

2

Minutes of the Board of Directors’ Meeting held
on 2 February 2017

To agree

Andy Trotter
Chair

1

3

Matters arising
• Actions progress described in Board
Actions Tracker

To note

Andy Trotter
Chair

2

4

Board Assurance Framework

To note

Andy Trotter
Chair

3

ENHANCING
QUALITY
5

Chief Executive update

To note

Ben Travis
Chief Executive

verbal

6

Integrated dashboard

To note

Ben Travis
Chief Executive

4

7

Operational Performance Report

To note

Helen Smith
Deputy Chief Executive

5

8

Update on Oxleas House Pre-Admission Suite

To note

Helen Smith
Deputy Chief Executive

6

9

Quality Committee report

To note

Steve James
Non Executive Director/
Ify Okocha, Medical Director

7a&b

10

Review of NE action plan

To note

Jane Wells
Director of Nursing

8

To note

Alison Furzer
Director of Informatics

9

Refreshment break

11

Report on clinical records system

WORKFORCE
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114th Meeting of the Board of Directors
10.30am, Thursday, 2 March 2017
Maple Room
Pinewood House
Pinewood Place
DA2 7WG

AGENDA
12

Workforce Committee report

To note

James Kellock, Non Executive
Director/ Simon Hart, Director of
HR and OD

10

13

NED report - Board Visits

To note

Andy Trotter
Chairman

11

SUSTAINABILITY

14

Business Committee report

To agree

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

12a&b

15

Infrastructure Committee report
• Strategic Estates Partnership
• Capital plan

To agree

Seyi Clement, Non Executive

13a&b

Andy Trotter
Chair

14

PARTNERSHIP

16

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 6 April 2017 at 10.30am
Maple Room, Pinewood House
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Board of Directors
2nd March 2017

Item
Enclosure

2
1

Item from

Minutes of the Board of Directors Meeting held on 2nd February
2017
Andy Trotter, Chair

Attachments

Minutes of the Board of Directors Meeting 2nd February 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

113th Meeting of the Board of Directors
Thursday 2 February 2017 - Maple Room, Pinewood House
Board of Directors
Andy Trotter
James Kellock
Jo Stimpson
Stephen Dilworth
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
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
Stephen Brooks
Public Governor Bexley
Renuka Abeysinghe
Service user/carer Governor
Steve Davies
Appointed Governor – Bexley Mencap

Action
1

Apologies for absence and declarations of interest
• Steve James, Non-executive Director
Conflicts of interest – none declared.

Noted

2

Minutes of last meeting
• Page 1: Amend Capital Expenditure Committee to Capital Investment Committee.
• Page 1: Remove comment regarding ICT from item re: Bromley IAPT.
• Page 3: Add that query related to performance of recruitment channels - volume of response and
cost per recruit.
• Page 5: Amend wording to reflect that the allegations relate to record keeping irregularities, rather
than forgery.
• Page 5: Amend wording to read that the trust wishes to strengthen its relationship with local
authorities and CCGs.
• Page 7: Remove comment relating to managing mental health cost pressures.
Pending these amendments, the minutes of the meeting on 12 January 2017 were approved as an
accurate record.

Approved

3

Matters arising from the minutes of the last meeting
Noted
Page 3: The integrated dashboard is now live in older people’s services and others are in progress. This
presents data at team level. The work being undertaken now will not be affected by the move to the
new borough structure. AT asked that a progress update is added to the tracker.
BT/HS
Page 6: Following a revisit to health visiting teams, it was found that staff could talk confidently about
the caseload weighting tool and that all actions from the CQC visit to CYP services are in place.
Page 4: The results of the Carers Survey will be presented to a future meeting of the Board of Directors. MW
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Action
4

5

Chief Executive update
Sustainability and transformation plans (STP): An event is planned for this evening which will focus on
engaging NEDs and governors. It was agreed that this should be topic for discussion at a future Board
strategy day.
Borough reconfiguration: The detailed plans were approved at the January 2017 Business Committee
and the consultation process will commence this month.
CQC informal visit to Oxleas House: The CQC made an informal visit to Oxleas House on 20 January
2017 in advance of a formal re-inspection in March 2017. This was a positive visit and gave us the
opportunity to talk through our plans for the pre-admission suite (PAS), which will be initially a three
month pilot. The PAS is an open room with comfortable chairs and direct access to the Oxleas House
courtyard. The PAS is for patients who have been assessed as requiring admission, so as to avoid waits
in A&E, provide a safe and comfortable area and enhance patient experience. The CQC are
encouraging us to be innovative in our plans for improving patient safety and experience.
IO – We have been impressed with the impact of the Quality Improvement Programme at ELFT and we
are having discussions on how to take this forward.
YG – Do we know the areas for improvement?
BT – We have identified a number of areas of interest. We can demonstrate progress in a number of
areas, for example physical health and we can produce data on the impact of the changes.
Strategic Estates Partnership: We have evaluated the bids. A paper will be presented to the next
Infrastructure Committee and a recommendation made to the Board of Directors in March 2017.
NE independent homicide report: It is expected that this will be published at the end of February
2017. BT will meet with NHS England and the family of the victim to discuss the findings. JW will
present the action plan to the next Board of Directors.
JK – Is there any further update on the HSE investigation into the Bracton Centre incident?
BT – We may not hear anything further until the summer.

Noted

Integrated Dashboard Report
The NHSI Dashboard shows a positive picture for December 2016 and there are no exceptions for the
Board of Directors to note. It was noted that the Staff Friends and Family Test is not undertaken in
Quarter 3 because the National Staff Survey is being undertaken.
SC – How is the trust addressing the issue of information not being recorded in the right place on RiO?
IO – We are reviewing how the training is delivered and making RiO more user friendly.
SC – Could clinicians be seconded to the RiO training team?
IO – This could be considered. We need to focus on filling vacancies in clinical services first.
JW – Staff at the Woodlands Unit has set aside some time each week to coach and train each other.
BT – This links in with our quality improvement aims to have small, locally driven projects.
JS – This needs to be done in an efficient way. Are we able to identify individuals who require further
training?
IO – We need to be confident on the degree to which this is addressed in supervision.
YG – How user friendly is the system?
IO – Staff have fed back that there are too many ‘mouse clicks’. Information is often entered into the
progress notes which makes it difficult to extract.
HS – This is a cultural issue and teams will need to own this. We are undertaking work to make the
system easier to use.
AT asked that the Director of Informatics is invited to the next Board of Directors meeting to provide a
report on actions and progress.
Psychological therapies referral to treatment
Whilst vacancy rates have improved, referrals have increased. Additional groups have been set up to
help meet increased demand. CAMHS shows as under 95%, but this is due to data recording and the
teams are meeting the target in terms of practice.
JK – Do we understand the reasons for increased demand? Are all referrals appropriate?
HS – These are very small numbers, so any increase has an impact on the figures. Most of the patients
will have been seen by the Primary Care Plus team first.
SC – How do we compare to other trusts?
HS – We would need to benchmark in the context of the level of investment in order to reach a fair
comparison.

Noted
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JW

SB

Action
MW – We collect more detail than many other trusts.
IO – The National Patient Survey showed that we perform well in terms of offering other treatments as
an alternative to medication.
Vacancies
SD – When do we expect the vacancy position to improve?
SH – This remains a challenge and we expect this to last at least into next year.
SD – We need to think more widely as to how we can resolve this.
SH – We are introducing a Band 4 nurse associate role but the numbers will be small this year. The HCA
apprenticeship scheme will take time to yield results but is an opportunity for a future supply.
IO – We are working up a plan to fill in-patient vacancies using psychology graduates.
SH – The turnover will be high, but there will be a steady supply.
AT – Will funding from NHSE have an impact?
SH – This will have an effect.
JW –Retention initiatives are as important as recruitment.
SH – We run recruitment events on average every other weekend.
BT – We need to be more creative in terms of MDT skill mix.
HS – In prison services we are exploring using paramedics.
JS – What does the reference to prisons services data being re-stated mean?
SH – There is some work to do on cleansing the financial ledger so that it reflects the current staffing
levels.
Explanation of rights under MHA Section 132
This is reviewed every week and we expect to see improvements going forward.
Consent to Treat under MHA Section 58
Breaches are addressed with individual clinicians.
JK – Do CTT patients have capacity?
IO – Capacity is assumed and the clinician should undertake an assessment if they have concerns.
6

Operational Performance Report
Noted
Adult Mental Health: Bed occupancy remains below 100%. There are regular meetings to review the
bed state and oversee discharge planning. A senior medical staff member will be on duty during the
twilight shift. A project group has been established to oversee the changes to Cator Ward. Bromley
CCG have committed to further investment in the Bromley Home Treatment Team. The Directorate has
been working to address waiting times for first offered appointments across the Trust. Broadly the
main concern remains in Bromley East with significant progress seen in Bexley. Capacity planning
meetings are in place and managing DNAs is an area of focus.
Adult Community Services: 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 financial position on ACS has improved. District nursing activity has reduced
and GPs are now more involved.
Forensic and Prison Services: A short-term quality improvement project has been set up to undertake
some focused work in our medium secure, low secure and rehabilitation services. Wards are more
involved. Following the serious incident in July 2016 a review of the therapies programme was carried
out to review provision and the use of sharps. The review found that there were safe systems in place
for access to and the use of sharps and equipment.
Nationally, there have been some high profile deaths in custody. We are in the process of investigating
the number of self-inflicted deaths within the prisons that we serve and will benchmark against
comparable establishments. A review is also taking place regarding the classification of SIs within our
prison based services.

7

Quality Committee
Throughput remains unchanged from previous months. Complaints represent 0.05% of the total
caseload. The trust received 103 compliments in November 2016 and 125 in December 2016. The
trust needs to increase the volume of patient experience data it receives.
Objective 1 – Our Patient Promise: Aggregated data is mostly green. The new question on involving
families and carers will be reported from February 2017.
Objective 2 – Family and Carer Involvement: As of today, 100 young carers have been identified and
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Noted

Action
245 Support Network Engagement Tools have been completed.
Objective 3 – Personalised Care Planning: The integrated ‘My Care Plan’ has been launched and there
is a focus on improving practice in care planning.
Objective 4 – Safety First: The reduction in level 1 to 3 incidents is due to reduction in sleepovers.
100% of serious incident reports are completed on time. Safety Thermometer data is no longer being
reported internally.
Objective 5 – Evidence Based/Best Practice: The Quality Committee agreed that we need to
understand the NHS England benchmarking data in more detail in order to use it to improve services.
Objective 6 – Clinical Outcomes: The Quality Committee agreed that the project should continue.
There needs to be clinical leadership in place, with support from the informatics team.
YG – What is the source of the benchmarking data?
IO – We provide the data to NHS Benchmarking, who then produce the overall report.
HS – This needs to be viewed in the context of staff numbers, caseloads and how our services are
commissioned.
JT – The CQC and NHSI will be using a number of metrics for the Use of Resources score. We will need
to publically display how our resources are used.
JS – Please can you say more about the paired scores in the outcomes section?
IO – The grey shading is the trajectory. The green line shows where we have two sets of measure and
the yellow line where we have one.
AT – This need to be clinically led, with support from IT. We should continue with the outcomes work if
it adds value.
8

Workforce Committee report
A number of sub-committees have been established and the Committee will be relying on these to
drive forward the workplan. There has been a focus on agency staff usage. All parts of the NHSI
checklist are in place and the Chief Executive signs off all breaches of the cap on a weekly basis. These
are limited to nursing staff at HMPs Belmarsh and Thameside, community paediatrics and project
manager roles in the Estates department. Non-attendance at training courses has reduced to 15%.
The main area of challenge is in prison-based services and providing on-site training is being explored.
For the first cohort of the Band 4 Nurse Associate programme, 13 places have been filled. The revised
Workforce Strategy will be presented at the February 2017 committee meeting.

9

NED report – Board visits
Noted
JS – Corporate Affairs/Communications team: Very positive visit. Impressed with quality of internal
communications material, including videos produced in-house. The team commented that they would
like to receive more stories from the front line.
IO – Bromley OPMH: A positive visit. Met 15 out of 27 staff, but no patients were present on the day of
the visit. The team commented on the increasing complexity of cases and the number of forms that
had to be completed.
SD – Finance – accounts payable team: A positive visit. The team commented that there was good
communication in the team. It was also commented that some staff responsible for signing off invoices
would benefit from additional training.
AT – Bracton Centre: This visit was undertaken with the new North Kent Police District Commander.
Staff were committed but it is recognised that the incident in July 2016 has had a wide impact.

10

Business Committee report
The Business Committee reviewed the borough reconfiguration plans and asked for regular updates on
progress. The trust is on track to meet financial targets for 2016/17. There will be more focus on CRE
plans from March 2017. Debt levels for Kings College Hospital are reduced. Greenwich CCG has not
yet paid overseas patient charges and we have requested a repayment plan. The Capital Plan has been
re-forecast and reduced by £4m. The Committee received a positive update on the South London
Forensic Business Case.
SD - Is there an update on the Cancer Treatment Centre?
BT – We have almost reached the practical completion stage. In addition, the new B block will open in
June 2017. An event is planned for September 2017 to mark the centenary of the site.
Hard FM tender
The Director of Estates and Facilities presented the Hard FM tender outcomes paper to the Business
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Noted

Note

Action
Committee. The Committee agreed the recommendation that the Board of Directors be asked to
approve that the contract is awarded to Rydons as they achieved the highest scores in terms of quality
and finance following a competitive tender process. This was recommendation was approved by the
Board of Directors.

Approved

11

Audit and Risk Assurance Committee report
Agreed
The newly formed Audit and Risk Assurance Committee met for the first time on 17 January 2017 and
the Terms of Reference were approved. The Committee agreed the accounting treatments for the
2016/17 Annual Report and Accounts. This has been shared with Deloitte. The new risk assurance
process was discussed. The Committee will have a greater focus on the Board Assurance Framework
and will also receive thematic analysis. Service directorates and board sub-committees will continue to
have responsibility for identifying risks. As part of the planning process, it is proposed that services will
be asked to ‘horizon scan’ for emerging potential risks.
AT – How will significant and high risks be reported to the Board of Directors?
SD – At the end of each meeting, we could consider if we have adequately covered all the risks.
AT – It may be more beneficial to undertake this at the start of the meeting.
The Board approved the committee’s terms of reference.

12

Council of Governors update
The update from the Council of Governors was noted. Borough focus groups are well received.

13

Any Other Business
Noted
JK – Asked for an item on our communications strategy to be on a future agenda at Board Strategy Day. SB
JW – Asked the Board to note the launch of the Suicide Prevention Strategy on 17 February 2017.
IO – Asked the Board to note that Jeff Kaas will be visiting the trust on 29 March 2017 for a Quality
Improvement event.
SH – Asked the Board to note that there will be a public consultation on the SHaW Futures Academy.
Oxleas is one of the employer sponsors.

16

Questions from the public
None raised

Noted

Noted
Next meeting of the Board of Directors
Thursday 2 March 2017 at 10.30 am
Maple Room, Pinewood House
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Jargon buster
This jargon buster is a glossary of acronyms and abbreviations.
It is intended that we will update this on a regular basis but we will also agree standards to reduce jargon usage.
If you feel there are more that should be included on the list please email sally.bryden@oxleas.nhs.uk
ACS – Adult Community
Services

CEG – Clinical
Effectiveness Group

ECR – Electronic Care
Records

HSO – Health Service
Ombudsman

ACCT – Assessment, Care
in Custody, Teamwork

CHIS – Child Health
Information Services

ECT – Electro Convulsive
Therapy

HTT – Home Treatment
Team

ADHD – Attention Deficit
Hyperactivity Disorder

CIP – Cost Improvement
Programme

EIP – Early Intervention in
Psychosis

HV – Health Visitor

AfC – Agenda for Change

CLDT – Community
Learning Disability Team

ELFT - East London NHS
Foundation Trust

COP – Court of Protection

ESR – Electronic Staff
Records

AGS – Annual Governance
Statement
AHP – Allied Health
Professional

CPA – Care Programme
Approach

ALBs – Arms Lengths
Bodies

CPN – Community
Psychiatric Nurse

ALD – Adult Learning
Disabilities

CRE – Cash Releasing
Efficiency

AMH – Adult Mental
Health

CRHTT – Crisis and Home
Treatment Team

AMHP – Approved Mental
Health Professional

CYP – Children and Young
People’s Service

AMM – Annual Members
Meeting

CQC – Care Quality
Commission

ASD – Autistic Spectrum
Disorder

CQUIN – Commissioning
for quality and innovation

ASW – Approved Social
Worker

CTT – Consent to
Treatment

CAMHS – Child and
Adolescent Mental Health
Services

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

CAS – Central Alerts
System
CASH – Contraception and
Sexual Health

FFT – Friends and Family
Test

DBS – Disclosure and
Barring Service
DH – Department of
Health

IC – Information
Commissioner
ICT – Information
Communication
Technology

GPhC – General
Pharmaceutical Society

IGD - Integrated
Dashboard Report

GSTT – Guys and St
Thomas’ NHS Foundation
Trust

iFox – Trust Business
Information System

HCA – Health Care
Assistant

IGT – Information
Governance Toolkit

HEE – Health Education
England

IM&T – Information
Management and
Technology

HID – Hospital Integrated
Discharge Team

JET – Joint Emergency
Team

HO – Home Office

JV – Joint Venture

HIMP – Her Majesty’s
Inspectorate of Prisons

KCH – Kings College
Hospital

HJIPs – Health and Justice
Indicators of Performance

KPI – Key Performance
Indicators

HMRC – HM Revenue and
Customs

LAC – Looked After
Children
LADO – Local Authority
Designated Officer

CBT – Cognitive
Behavioural Therapy

DNA – Did Not Attend

CCG – Clinical
Commissioning Group

DOLS – Deprivation of
Liberty Safeguards

HSE – Health and Safety
Executive

CD – Controlled Drugs

DPA – Data Protection Act

H&S – Health and Safety

DN – District Nurse

ICP – Integrated Care
Pathway

FOI – Freedom of
Information

HR and OD – Human
Resources and
Organisational
Development

CAT - Central Access Team

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

LTC – Long Term
Condition

NOMS – National
Offender Management
Service

MAPP – Multi Agency
Protection Panel

NPSA – National Patient
Safety Agency

POMH – Prescribing
Observatory for Mental
Health

MCA – Mental Capacity
Act

NRLS - National Reporting
and Learning System

PRUH – Princess Royal
University Hospital

MDO – Mentally
disordered offender

NSF – National Service
Framework

QEH – Queen Elizabeth
Hospital

MDT – Multidisciplinary
team

OOHs – Out of Hours

QMS/QMH – Queen
Mary’s Hospital Sidcup

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

PICU – Psychiatric
Intensive Care Unit

OPD – Outpatients
Department
OPG – Office of the Public
Guardian
OPM – Office for Public
Management

QSIP – Quality and Safety
Improvement Plan
RAG – Red/Amber/Green
RC – Responsible Clinician
RCPsych Royal College of
Psychiatrists

OPMH – Older Peoples’
Mental Health

RCA – Root Cause Analysis

OPS – Oxleas Prisons
Services Ltd

RGN – Registered General
Nurse

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

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

RiO – Oxleas electronic
patient record system

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

RM – Risk Management

VAT – value added tax

RMN – Registered Mental
Nurse

VTE – Venous
thromboembolis

RMO – Responsible
Medical Officer

WLDC – Workforce and
Learning Development
Committee

PD – Personality Disorder

RTT – referral to
treatment time

PDP – Personal
Development Plan

SAP – Single Assessment
Process

PDR– Personal
Development Review

SCG – Specialist
Commissioning group

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

SDS – Service
Development Strategy

PEAT – Patient
Environment Action Team

SLaM – South London and
Maudsley NHS Trust

PFI – Private Finance
Initiative

SLR – Service Line
Reporting

SEP – Strategic Estates
Partnership

SN – School Nurse
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Board of Directors
2nd March 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

8

02/02/2017

Any other business

7

02/02/2017

6

Action for

Bring forward to

Report under

Action closed Comments

An item on our communications strategy to be on a
Sally Bryden
future agenda at Board Strategy Day

22/06/017

Board Strategy Day

17/02/2017

Put forward for June 2017 strategy day

Integrated
Dashboard

Alison Furzer to be invited to March board meeting
Sally Bryden
to provide report on RiO progress and actions

02/03/2017

TBA

17/02/2017

On agenda for 3 March 2017

02/02/2017

Chief Executive
update

JW to present action plan from NE independent
inquiry

Jane Wells

02/03/2017

Quality Report

17/02/2017

On agenda for 3 March 2017

5

02/02/2017

Chief Executive
update

STP to be discussed at future Board Strategy Day

Sally Bryden

22/06/017

Board Strategy Day

17/02/2017

Put forward for June 2017 strategy day

4

02/02/2017

Matters arising

Results of the Carers Survey to be presented to a
future Board meeting

Michael Witney

06/04/2017

Quality Report

04/05/2017

Not due until May 2017

3

02/02/2017

Matters arising

Progres update to be provided to the next meetng
of the Board of Diretors

Helen Smith

02/03/2017

Matters arising

17/02/2017

Verbal update to be given at the meeting

2

12/01/2017

Borough
reconfiguration

Details of reconfiguration proposal to Business
Committee

Helen Smith

02/02/2017

Matters arising

02/02/2017

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

1

12/01/2017

Integrated
Dashboard

Update on recruitment channels - volume of
response and cost per recruit

Simon Hart

02/02/2017

Workforce report

03/03/2017

Verbal update to be given at the meeting
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Board of Directors
2nd March 2017
Agenda item
Item from
Attachments

Item
Enclosure

4
3

Board Assurance Framework
Andy Trotter, Trust Chair
Board Assurance Framework – agenda item tracker

Summary and Highlights
The attached report summarises the Board Assurance Framework risks as at 22 February 2017. The first
column of the report maps the agenda item where a discussion of the risk issue is covered.
The full Board Assurance Framework, including mitigation plans is available for Board Members in the for
information section of the Board papers.

Recommendations
For the Board of Directors to note

Summary Board Assurance Framework - Board agenda tracker
Board
ID
agenda item

Strategic
objective

Description

Item 3 - Chief 1452
Executive
update

Quality

Item 3 - Chief 1451
Executive
update

Sustainability

Item 6 Integrated
Dashboard

Quality,
Partnership,
Sustainability

1196

Responsible
Committee

Controls in place

Existing assurances

The HSE investigation into the incident at
Trust Patient Safety
the Bracton Centre found that our violence Group
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

Risk assessments have been completed for Bracton,
Woodlands and Oxleas House and and Safe Systems of
Work put in place

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

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
Bed Management – there is a risk that
inpatient demand will continue to be
above available capacity with patients
waiting for a bed which will effect patient
experience

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

Trust Business
Committee

Consequence
(current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Critical (5)

Possible (3)

15

Significant

Major (4)

Certain (5)

20

Significant

Major (4)

Likely (4)

16

Significant

Possible (3)

9

Moderate

A programme is in place to roll out to all trust areas by
October 2017
The policy has been changed so that risk assessments will
be reviewed annually rather than every two years.

Directorate Senior Bed escalation procedures now in place across the trust,
Management Team with twice daily whole system teleconferences chaired by
the Associate Director. Emphasis on enhancing senior
clinical leadership in bed management care pathways
with consultants attending all bed management meetings

Monitoring of occupancy rates on
daily basis.
Recording of breaches of bed
management procedures

Bed management procedure set out clear standards, with
any breaches reported as a patient safety incident.
Beds purchased from ELFT to help with managing
demand.

Item 8 Quality
Report

1160

Quality

Service users and carers may not always be Trust Clinical
sufficiently involved in the care planning
Effectiveness 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

Pre-admission suite in Oxleas House opened from
Expectations clearly set out in Care Planning Policy revised Oct 2016
Supervision policy
Strategic Project Group for Person Centred Care
Project lead in post
With the introduction of My care plan ACS and CYP have
the ability to record the client view in care plans, to help
to demonstrate that care planns are personalised aqnd
shared with clients

Page 1 of 3

Care planning audit cycle (audit to
Moderate (3)
be repeated November 2017)
Self-review checklist in Care Planning
Policy - revised Oct 2016
Patient Survey
Patient experience feedback data
Senior Management teams are
proving oversight for Improvement
within directorates supported by
CEG leads
AMH directorate have built a
dashboard on IFox to monitor care
plans and risk assessments.
Monthly sample audit of 5 cases
being carried by ward managers ,
practice development nurse and
care planning lead

Board
ID
agenda item

Strategic
objective

Description

Item 8 Quality
Report

1162

Quality

Item 8 Quality
Report

1210

Item 8 Quality
Report

Controls in place

Existing assurances

Consequence
(current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

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

Clinical Risk policy
Guide to the Assessment and Management of Risk
Care Planning Policy - revised October 2016
Care planning "flip book"
Learning resource on NHS Learn

Care planning audit cycle (audit to
Moderate (3)
be repeated November 2017)
Self-review checklist in Care Planning
Policy - revised Oct 2016
Incidents – reduction in number
where failure to identify risk is a
factor
AMH Team managers are auditing at
least 2 records during supervision
and sharing findings with senior
management team who then
cascade learning via CEG

Possible (3)

9

Moderate

Quality

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

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

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

Moderate (3)

Possible (3)

9

Moderate

1464

Quality

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

CQC action plan
Quality Improvement Programme

Progress monitored through CQC
Project Group

Major (4)

Possible (3)

12

High

Item 8 Quality
Report

1466

Quality

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

Trust Patient Safety Ligature assessments have been completed on all wards
Group
for unobserved areas.

Major (4)

Unlikely (2)

8

Moderate

Item 10 clinical
records
system

1220

Quality

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

Clinical Data
1. RiO training for clinicians
Governance Group
2. Business office management of data capture within
directorates

Health and Safety Compliance
Register
The results of the reviews will be fed
back by exception at the directorate
and Trust Patient Safety Business
1. Internal audit of data quality

Major (4)

Possible (3)

12

High

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

Trust Workforce
and Learning
Development
Committee

Major (4)

Possible (3)

12

High

Item 11 Workforce
Committee

1166

Quality,
Workforce

Responsible
Committee

2. Trust Information Assurance
Framework (on ifox)

3. Ifox enables clinicians to view missing data near real
time

3. Integrated Performance Report
tracks where metrics have been
checked for accuracy including
completeness.

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

Page 2 of 3

Board
ID
agenda item

Strategic
objective

Description

Item 11 Workforce
Committee

Quality,
Workforce

That the trust cannot recruit and retain staff Recruitment and
to a level which enable it to maintained
Retention
required levels of safe staffing and service Committee
delivery. This will impact on the delivery of
care and patient experience

1213

Responsible
Committee

Controls in place

Existing assurances

Recruitment and Retention Sub-Committee with focus on Vacancy rate monitoring
developing solutions to attract and retain high calibre
“time to recruit” monitoring
staff.

Consequence
(current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Moderate (3)

Likely (4)

12

High

On-going programme of recruitment events, including
weekend events and working closely with HEIs
Workforce Strategy in place.

Item 13 Business
Committee

1216

Partnership,
Sustainability

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

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

Item 13 Business
Committee

1217

Workforce,
Sustainability

The usage of agency staff poses a financial
risk as agency staff are considerably more
expensive than permanent staff, due to
higher rates, agency commission, and VAT.
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 e-rostering 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 e-rostering system
as an effective staff planning tool.

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 e-roster and compliant
with KPI

Major (4)

Possible (3)

12

High

Item 13 Business
Committee

1177

Sustainability

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

Trust Business
Committee

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

Major (4)

Likely (4)

16

Significant

Reports to Board and Business
Committee
Monthly/quarterly finance meeting
Financial recoevry regime in place for all directortes RAG with service and corporate
rated 'red'.
directoartes
Monitor Risk Rating an indicator of
Monthly finance reports shared
financial risk
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Board of Directors
2nd March 2017

Item
Enclosure

6
4

Agenda item

Integrated dashboard

Item from

Ben Travis, Chief Executive

Attachments

Integrated dashboard, exceptions reports and NHSI Dashboard

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

RTT
Safe Staffing
Vacancies

NHSI Indicators report also attached.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Integrated Performance Report - January 2017
S.No

Committee

Reported

Origin

Info
Assurance

Metric
Code

View from our regulators

Target

Exec
Lead

10766

NHS Improvement - Segment

Board

1

Monthly

NHSI

2

N/A

CQC

08 Aug 2016

10348

CQC Rating

Board

3

Monthly

Monitor

08 Jul 2016

10349

Monitor Governance Risk Rating

Board

4

Monthly

Monitor

12 Aug 2016

10350

Monitor Financial Risk Rating

Reported

Origin

Info
Assurance

Metric
Code

04 Jul 2016

S.No

Committee

3

Board

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

Target

Exec
Lead

10341

4 Must Dos - Treated with dignity and respect

>90%

IO

10798

Patient Experience Questionaire: Percentage of Patients whose
Friends and Relatives were involved in Discussions about their Care

Q1
16/17

Q2
16/17

Oct-16

Nov-16

2

3

Dec-16

2

Jan-17

2

Comments - Jan 17
2 With effect from October 16 all Trusts are scored in line with the
NHSI Single Oversight Framework. Providers have been assigned
an overall segment based on performance against 5 core themes segment 1 (Complete Autonomy) to segment 4 (Special
Measures).

4

Q1
16/17

Q2
16/17

Oct-16

98.9%

98.7%

Nov-16

Monthly

DH

6

Quality

Monthly

Trust

7

Quality

Monthly

Trust

04 Jul 2016

10337

4 Must Dos - Family and carer supported

>90%

IO

91.0%

89.6%

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

95.7%

94.1%

93.7%

94.2%

93.9%

94.8%

9

Quality

Monthly

Trust

04 Jul 2016

10339

FFT - % recommended

>90%

IO

91.1%

89.1%

92.0%

93.4%

92.3%

91.2%

10

Quality

Monthly

Trust

04 Jul 2016

10340

Friends and Family Test (FFT) - % not recommended

<10%

IO

2.2%

3.4%

2.8%

2.3%

3.5%

2.5%

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

Reported

Origin

98.5%

Comments - Jan 17

Quality

Committee

99.3%

Jan-17

5

S.No

98.3%

Dec-16

98.3%
98.0% New metric - RAG: <84% Red: 84-90% Amber; >=90% Green. This
replaces KPI line 7 (Metric 10337).

IO

Q1
16/17

Q2
16/17

Oct-16

Nov-16

Dec-16

Jan-17

Comments - Jan 17

11

Quality

Monthly

Trust

24 Aug 2016

10528

Number of Complaints Received

IO

81

72

29

18

15

20

12

Quality

Monthly

Trust

24 Aug 2016

10529

Number of Compliments Received

IO

373

314

49

88

125

93

13

Quality

Quarterly NHSE

18 Aug 2016

10514

% Delayed Transfer of Care.

HS

4.4%

4.6%

5.0%

4.8%

5.4%

5.6%

14

Quality

Monthly

Trust

10776

Acute medically fit for discharge bed days (incl. leave) as a percentage
of total occupied bed days (incl. leave)

IO

15

Quality

Monthly

Trust

04 Jul 2016

10335

4 Must Dos - Enough information about care and treatment

>90%

IO

97.4%

97.3%

97.1%

98.0%

97.1%

96.5%

16

Quality

Monthly

Trust

04 Jul 2016

10336

4 Must Dos - Involved in decisions about care and treatment

>90%

IO

96.8%

95.4%

97.5%

98.0%

95.3%

95.5%

17

Quality

Monthly

Trust

01 Aug 2016

10026

Referral to treatment for Allied Health Professionals (AHP)

>95%

HS

98.7%

98.5%

98.5%

98.2%

98.3%

98.5%

18

Quality

Monthly

Trust

01 Aug 2016

10024

Referral to treatment for Psychological Therapies (PT)

>95%

HS

91.2%

82.4%

84.7%

84.8%

83.1%

84.4% See exception Report.

19

Quality

Quarterly NHSI

12 Jul 2016

10248

Referral to treatment for incomplete care pathways

>92%

HS

98.9%

97.2%

98.0%

97.0%

94.1%

93.8%

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

Q1
16/17

Q2
16/17

97.8%

97.5%

97.3%

95.5%

94.6%

96.9%

104.1% 103.7%

95.2%

98.3%

95.0%

96.7% Green: <100%; Amber: 100% - 105%; Red: >105%

S.No

Committee

Origin

8.8%

Oct-16

Nov-16

Dec-16

Jan-17

Comments - Jan 17

20

Quality

Quarterly NHSI

13 May 2016

10314

CPA 7 Day follow up (Discharge from Inpatient setting)

>95%

HS

21

Quality

Monthly

Trust

16 Jun 2016

10342

Adult Acute Bed occupancy (excluding leave)

<100%

HS

23

Quality

Monthly

Trust

25 Jul 2016

10463

OPMH Acute Bed occupancy (excluding leave)

<100%

HS

95.4%

88.7%

90.6%

97.5%

89.2%

88.0%

24

Quality

Monthly

Trust

13 Jun 2016

10343

Adult Community Intermediate Care Bed Occupancy

85-95%

HS

92.0%

90.1%

93.3%

93.7%

89.6%

96.8% Green: 85%-95%; Amber: 80-85% and 95-100%; Red >100% or
<80%

25

Quality

Quarterly NHSI

01 Aug 2016

10101

CRHT Gatekeeping

>95%

HS

100.0% 100.0%

100.0%

100.0%

100.0%

26

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%

90.1%

91.0%

91.0%

97.6%

94.0% RAG Rating: < 80.0% Red; 80.0% - 98.0% Amber; >= 98.0% Green.

27

Quality

Monthly

Trust

20 Oct 2016

10512

48-Hour Post-Discharge Follow-up

>100%

IO

98.3%

97.7%

94.2%

93.2%

98.1%

96.8% The RiO reported figure is 79% (42/62). Eight of the fourteen
suspected breaches were found to be compliant, false breaches,
due to information being recorded incorrectly on RiO. Of the
remaining six, one related to a patient who declined follow-up;
two related to patients who were absent without leave; and one
related to a non fault breach - outside of staff control where
patient refused to engage. There were two true breaches where
the clients were not followed up on time, giving an adjusted RiO
figure of 96.8% (60/62).

28

Quality

Monthly

Trust

01 Jul 2016

10355

No of incidents (1-3)

N/A

JW

1157

1162

1,121

979

923

923

29

Quality

Monthly

Trust

11 Jul 2016

10356

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

N/A

JW

11

4

6

5

1

5

30

Quality

Monthly

Trust

04 Jul 2016

10447

Incidents of Grade 3 and 4 Pressure Ulcers

N/A

JW

3

11

11

10

6

15

Report Run Date: 24 Feb 2017 02:35 PM
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100.0%

Integrated Performance Report - January 2017
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

Q1
16/17

Q2
16/17

Oct-16

Nov-16

Dec-16

Jan-17

Comments - Jan 17

31

Quality

Monthly

DH

04 Jul 2016

10351

Safe staffing levels- Registered (Actual against planned)

>100%

JW

104.7%

94.0%

96.2%

96.7%

94.3%

32

Quality

Monthly

DH

04 Jul 2016

10352

Safe staffing levels- Unregistered (Actual against planned)

>100%

JW

108.3% 108.1%

107.2%

107.3%

103.3%

108.7%

33

Quality

Monthly

Trust

08 Aug 2016

10448

Medication errors

N/A

IO

55

62

60

51

62

34

Workforce &
Development

Monthly

Trust

23 May 2016

10334

Vacancy Rate (Trustwide)

<14%

SH

12.66% 13.43%

13.76%

13.99%

13.44%

13.70%

35

Workforce &
Development

Monthly

Trust

01 Jun 2016

10344

Vacancies - Exceptions AMH (Inpatient, Rehab & Crisis)

<14%

SH

21.28% 24.29%

24.61%

22.21%

23.34%

21.02% See exception report

36

Workforce &
Development

Monthly

Trust

01 Jun 2016

10345

Vacancies-Exceptions ACH

<14%

SH

15.24% 14.48%

15.40%

16.56%

17.57%

16.99% > 17.0% Red; 14.0% - 17.0% Amber; <= 14.0% Green

37

Workforce &
Development

Monthly

Trust

01 Jun 2016

10445

Vacancies - Exceptions Prisons

<14%

SH

23.19% 20.67%

19.17%

21.08%

20.40%

19.67% See exception report

Info
Assurance

Metric
Code

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

Target

Exec
Lead

Q1
16/17

Q2
16/17

Oct-16

Nov-16

Dec-16

Jan-17

10515

Mental Health (Early Intervention in Psychosis Waiting Times)

>50%

JW

61.7%

60.9%

41.7%

50.0%

53.9%

56.3%

S.No

Committee

Reported

Origin

69

94.3% See exception report

Comments - Jan 17

38

Quality

Quarterly NHSI

39

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

99.8%

95.7%

94.9%

92.6%

93.1%

95.9% The Rio reported percentage compliance was = 91.7% (134/146 ).
Of 146 entries, 134 were entered correctly. Six of the suspected
twelve breaches were found to be false breaches due to the
information being incorrectly recorded on RiO. The remaining six
were true breaches. The adjusted percentage compliance is =
95.89% (140/146 )

40

Quality

Monthly

Trust

25 May 2016

10325

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

>100%

IO

100.0%

97.2%

100.0%

90.9%

86.0%

100.0% The RiO recorded percentage = 78.57% (11/14). Of the three
appearing to be non-compliant two were exempt; the remaining
one appeared non-compliant due to being incorrectly recorded on
RiO. The adjusted S58 compliance figure = 100% (12/12).

41

Quality

Quarterly NHSI

09 Aug 2016

10324

Data Completeness: Mental Health Identifiers

>97%

HS

99.5%

99.4%

99.5%

99.4%

99.4%

99.4%

42

Quality

Quarterly NHSI

10 Aug 2016

10444

Data Completeness: Outcomes of patients on CPA

>50%

HS

73.9%

71.7%

70.5%

70.0%

69.6%

69.7%

43

Quality

Quarterly NHSI

04 Jul 2016

10320

Data Completeness - Community

>50%

HS

86.9%

82.9%

85.3%

81.3%

80.2%

85.4%

44

Quality

Monthly

Trust

15 Aug 2016

10322

MH CPA Service user reviews after 6 months

>95%

HS

95.0%

95.2%

96.1%

96.4%

94.6%

93.3% AMH: 92.9% (1286/1385); CYP: 98.2% (54/55); FOR: 86.5%
(135/156); MHOA: 97.1% (282/288)

45

Quality

Monthly

NHSI

15 Aug 2016

10102

CPA formal review within 12 mths

>95%

HS

99.9%

99.7%

99.7%

99.7%

99.7%

99.7%

46

Quality

Monthly

Trust

05 Jul 2016

10359

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

>95%

HS

90.3%

93.7%

97.0%

97.0%

90.0%

95.0%

47

Quality

Monthly

Trust

16 May 2016

10390

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

>90%

HS

98.4%

91.3%

95.6%

100.0%

94.7%

98.0%

48

Workforce &
Development

Monthly

Trust

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

TBD

SH

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

Draft data is available and will be approved at the March 2017
workforce committee.
Q1
16/17

Q2
16/17

Oct-16

Nov-16

Dec-16

Jan-17

Comments - Jan 17

49

Workforce &
Development

Monthly

Trust

19 Aug 2016

10353

Staff Personal Development Review (PDR) Completeness

>80%

SH

92%

90%

90%

90%

90%

90%

50

Workforce &
Development

Monthly

Trust

19 Aug 2016

10354

Supervision Completeness

>80%

SH

81%

79%

83%

81%

75%

81% <74% Red; 74-80% Amber; >=80% Green

51

Workforce &
Development

Monthly

Trust

23 May 2016

10333

Sickness Rate

<4%

SH

4.2%

4.2%

4.7%

4.9%

4.9%

5.0% >6% Red; 4-6% Amber; <=4% Green.

52

Workforce &
Development

Monthly

Trust

01 Aug 2016

10331

Bank Costs as % of pay spend (All professions)

>7%

SH

5.4%

5.9%

6.6%

5.7%

5.5%

6.9% >7.0% Red; 5.0 -7.0% Amber; <= 5.0% Green.

53

Workforce &
Development

Monthly

Trust

12 Jul 2016

10332

Agency costs as % of pay spend

<8%

SH

10.4%

10.4%

9.7%

9.4%

8.8%

9.6% >11.0% Red; 8.0% to 11.0% Amber; <= 8.0% Green.

54

Business

Monthly

NHSI

12 Jul 2016

10326

Normalised Surplus - Year to Date (£M)

On Plan

JT

-0.5

-0.5

-0.5

-0.5

0

0.3 Year to date plan is £0.3m, Year end plan is £1m

55

Business

Monthly

NHSI

12 Jul 2016

10327

Cash Position (£m)

On Plan

JT

75.4

71.7

70.2

66.3

62.4

64.9 Year to date plan is £55m, Year end plan is £49m

Report Run Date: 24 Feb 2017 02:35 PM
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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

56

Business

Monthly

Trust

12 Jul 2016

10328

Capital Expenditure - Year to Date (£m)

57

Business

Monthly

Trust

01 Aug 2016

10330

CRE Plans 16/17 (£m)

Q1
16/17

Q2
16/17

Oct-16

On Plan

JT

7.6

15.6

17.8

21.1

23.8

>7.6

JT

4.7

6.1

7.9

7.9

7.9

Key - All areas except where noted in comments section

Metric template/specification not signed off

More than 5% away from Target

Metric is in development/ and or partially signed off

Within 5% of target

Metric fully signed off by all business owners

Meeting Target

Report Run Date: 24 Feb 2017 02:35 PM

Dec-16

Exec
Lead

Please see individual metric documents for RAG ratings
Information Assurance

Nov-16

Target

Page-3

Jan-17

Comments - Jan 17

24.2 Year to date plan is £27m, Year end plan is £33m
7.4 The savings target and plans have both been reduced by £0.5m
from £8.1m down to £7.6m. This reflects the outcome of
discusisons with NHSE where it was agreed that the local
efficiency would be deferred into 17/18 in line with the approval
of the New Care Models business case.

EXCEPTIONS REPORT: Line 18 Clients on a Psychological therapies 18 week RTT pathway - Clients Waiting at end of month
(AMH/ACS/CYP)
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

Q1

Q2

Oct-16

Nov-16

Dec-16

Jan-17

91.2%

82.4%

84.7%

84.8%

83.1%

84.4%

Directorate Breakdown

Nov-16

Dec-16

AMH
ACS
CYP

85.3%
86.5%
98.4%

82.5%
82.7%
95.0%

Jan-17
85.8%
77.0%
72.3%

Numerator/Denominator

541/634
42/52
61/62

564/684
43/52
38/40

594/692
40/52
34/47

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.

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.
•
•
•

Bromley – improved performance from 67% in September 16 to 80% in January 17 following some progress with recruitment however start dates are awaited
on two fixed term posts and one post is being re-interviewed in late Feb.
Bexley – performance maintained at 87%. 1 WTE maternity vacancy has been filled and HR clearance is being chased.
Greenwich – performance improved slightly to 83% in Jan from 82% in Dec. 1 WTE maternity leave post has been filled with a start date of April 17.

Performance has been held back in all three services by increased demand:
•
•

Demand and capacity modelling has been completed in Bromley and will be completed in Bexley and Greenwich by the end of February. A meeting to review
data and develop action plans is being held in March and chaired by the Associate Director for CMH. This will include reviewing eligibility, treatment length,
screening, triage and DNA rates.
Initial capacity planning in Bromley has identified three high level actions: 1) Need to transfer local waiting time reporting systems to RiO to ensure modality
data can be captured. Bromley is acting as the pilot site to introduce the waiting list system on RiO and training / transition is being planned (date to be
confirmed by RiO Training) 2) Address administrative process delays in the system, the transfer to the RiO waiting lists system will support leaner working 3)
Waiting times is significantly different between modalities and an options appraisal is required to agree Trust wide strategy for managing and gatekeeping
different waiting lists.

ACS: ACS Psychological RTT has only recently begun its transition from ‘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.

CYP: Of the 13 RiO reported breaches, 12 children had received treatment in a prior month but their appointments had been recorded incorrectly (the adjusted
waiting figure would be 34/35 – 97.1%).
The majority of these breaches are with Greenwich CAMHS which has recently seen a turnover of staff. Training to be provided around the RTT process and
refresher courses made available for all clinicians.

Lead Board Director: Helen Smith

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

EXCEPTIONS REPORT: Line 31 Safe Staffing Levels – Registered (Actual vs. Plan)
This metric is a measure of the percentage fill rates of registered nursing staff for the month.

KPI Data
Target
>100%

Q1

104.7%

Q2
94.0%

Effectiveness of Actions to Date

Oct-16

Nov-16

Dec-16

Jan-17

96.2%

96.7%

94.3%

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. Six 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,
Betts, and Avery. However, Shrewsbury, Millbrook, and Betts and Avery had higher fill rates for HCAs: Shrewsbury 112.9% days/ 106.5% nights; Millbrook 108.1% days/103.2% nights; Betts 127.4% days. Ivy
Willis Open had sub 95% fill rates for RNs, however, had 109.7% fill rate for HCAs night. Holbrook had sub 95% fill rate for RNs on Days, but had 129.4% fill rate for HCAs on days. Birchwood and Joydens had
sub 95% fill rates for RNs; however, Greenwood and Joydens had higher HCAs fill rates: Birchwood 111.9% on days and Joydens 123.3% on days/108.1% on nights.
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: July 2017

EXCEPTIONS REPORT: Lines 35 and 37 – Vacancies (Exceptions AMH and Prisons)
Vacancies – Trust wide, AMH – Inpatient Rehab & Crisis and Prisons. Inability to recruit staff substantively places a greater reliance on bank and agency staff with both cost
and quality implications.

KPI Data
Target
<14%
AMH
Prisons

Effectiveness of Actions to Date

Q1

Q2

Oct -16

Nov-16

Dec-16

Jan-17

21.28%
23.19%

24.29%
20.67%

24.61%
19.17%

22.21%
21.08%

23.34%
20.40%

21.02%
19.67%

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

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.

•
•
•
•
•
•
•

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

•
•
•

There are currently 17 x Band 5 nurses who are undergoing pre-employment checks. The majority are students due to qualify in March 2017 and have been offered to start as HCAs.

•

There are 38 WTE vacant positions which are being actively recruited to, and 26 candidates are undergoing their pre-employment checks.
Significant efforts at Prison Pharmacy recruitment has resulted in 9 x pharmacy candidates at check stage.
Further development around internal nursing rotation schemes. We have appointed 12 posts for the Year 2 Forensic rotation.
An advert for prison RGNs has been published in the 2017 RCNi Career Guide.
The second round of the prison nurse advert is at shortlisting stage, after two nurses were appointed in the first round.
Lengthy prison security clearance timeframes remain which adds to recruitment timescales.

From the most recent HCA campaign 17 x HCA Band 2s are undergoing pre-employment checks, 12 x HCAs are completed.
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 tour the ward, and
use the opportunity for managers and colleagues to introduce themselves. The pilot has seen positive participation and engagement from candidates. We are intending to continue this approach for
future bulk campaigns.
There are currently a total of 63 candidates at pre-employment check stage.

Lead Board Director: Simon Hart

Estimated time to resolve: TBC

SINGLE OVERSIGHT FRAMEWORK DASHBOARD
February 2017 - Reporting January 2017 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

N/A

Operational
Performance

Ify Okocha

Operational
Performance

Ify Okocha

Operational
Performance

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%

93.8%

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%

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%

56.3%

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%

46.0%

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%

98.6%

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%

89.0%

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%

98.1%

Operational
Performance

Helen Smith

MHSDS Completeness - IDs

10324

MHSDS / UNIFY2 MHSDS

Yes

95%

99.5%

99.5%

99.5%

99.4%

99.4%

99.5%

99.5%

99.4%

99.4%

99.4%

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%

2.0%

Source NHS digital 10/02/2017 - awaiting publication of Nov
16 -Jan 17 data

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%

13.0%

Source NHS digital 10/02/2017 - awaiting publication of Nov
16 -Jan 17 data

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

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%

96.9%

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%

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

0

Cardio-metabolic assessment - Inpatients

Annual Survey

Local CQUIN

TBD

Apr-16

May-16

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

65%
Cardio Metabolic Assessments
This is an annual audit, results shown is a local our
submission to NHS England. Final publication of
survey results is in May 2017, by NHSE.

94% over all compliance (47/50) - August 2016
Cardio-metabolic assessment - Community
Mental Health Services

N/A

Cardio-metabolic assessment - EI

N/A

Annual Survey

Local CQUIN

TBD

Comment

65%
71% compliance (71/100) - August 2016

Annual Survey

Local CQUIN

TBD

90%
92% compliance (69/75) -August 2016

Over the Christmas period, activity was lower which meant we
saw an increase in discharges in Jan leading the figure coming
in below 50% - Stewart Weller (IAPT Business Manager)

Availability of staff has been the main cause for reduced
performance in January (51/52 cases were seen on time).

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

TBD

Target currently under review by Sat Dhinsa - Finance
Manager

3.5%

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

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%

97.7%

Quality of Care Michael Witney

Complaints - rate

10528

NHS Digital

IBR

Yes

N/A

22

29

30

25

25

21

30

17

15

20

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%

81.9%

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

0

Quality of Care Simon Hart

NHS Staff Survey

10657 (provisional)

CQC

Not collected

N/A

N/A

Quality of Care Simon Hart

Proportion of Temp Staff

10658 (provisional)

FT

Not collected

N/A

8%

10.5%

10.2%

10.4%

10.2%

10.3%

10.6%

9.7%

9.4%

8.8%

9.6%

RAG: >11.0% Red; 8.0% to 11.0% Amber; <= 8.0% Green.

Quality of Care Simon Hart

Sickness

10333

NHS Digital

Workforce
Dashboard

Yes

4%

3.9%

4.3%

4.5%

4.5%

3.9%

4.2%

2.6%

4.9%

4.9%

2.4%

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

Quality of Care Simon Hart

Staff FFT - % recommend care

10653 (provisional)

NHSE

IBR

N/A

N/A

Awaiting confirmation of delivery date from HR.

79%
Quality of Care Simon Hart

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%

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. (Michael Witney)

12.4%

13.0%

Quarterly Survey. Not yet available for quarter ending
December.

81%
13.3%

13.8%

13.8%

14.0%

13.9%

14.0%

13.4%

13.7%

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

Board of Directors
2nd March 2017

Item
Enclosure

Agenda item

Operational Performance report

Item from

Helen Smith, Deputy Chief Executive

Attachments

Operational Performance report
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Summary and Highlights
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.

Treatments (rTMS)

Older persons mental health

2.

Acute inpatient mental health
services

Older persons mental health

3.

New Borough directorates

Older persons mental health

4.

Service activity: malnutrition; MSK

Adult community services

5.

Dashboard exceptions (CAMHS crisis
plans)

CYP

6.

Directorate financial position

Children & young people

Adult mental health

Adult mental health
7.

CAMHS Transformation plans

Children & young people

8.

Psychological therapies RTT

Children & young people
Adult mental health

9.

PCP waiting times

Adult mental health

10.

Improving quality: outcome
measures and health checks

Adult learning disability services

11.

Deaths in custody

Forensic & Prisons

12.

HSJ Awards

Forensic & Prisons

13.

Safety and security review

Forensic & Prisons

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

Board Operational Performance Report
2 March 2017
Older person’s mental health services
1. Developing the acute patient pathway
There is now a pathway for patients in Shepherdleas, Holbrook and Scadbury Ward to step
down into sub-acute beds on Oaktree Lodge. Patients approaching the end of their acute
stay will be transferred into Oaktree Lodge to complete their recovery. Two patients have
been stepped down since 1 January 2017.
Estates are seeking to double the number of anti-ligature rooms in the functional OPMH
wards; this will support the ward implementing the new bed management rules.
2. rTMS
The Directorate has been leading on introducing Repetitive Transcranial Magnetic
Stimulation (rTMS), the latest NICE approved non-pharmacological treatment for depression.
The equipment was delivered on 27 January and we started to treat patients on 31 January.
To understand the efficacy of the intervention, we undertake two outcome measures on a
weekly basis and though it is still early days, there are improvements already noted with both
patients. The outcome tools include patient reported and clinical measures.
The marketing strategy is being progressed. An email newsletter is to be sent to CCGs,
Trusts and private providers in London and the South East. Oxleas is one of the first
providers to offer this treatment so we are hopeful that there will be a demand. An open day
will be held before the end of March 2017.
3. Transferring to the new directorates
To facilitate the transition to Borough-based services we have developed an OPMH action
plan to ensure the transition goes smoothly. We will hold our final OPMH senior staff event
on 8 March and will consider the role of OPMH staff in the new borough directorates. [NB:
each borough directorate will have senior member with OPMH expertise].

Adult community services
Service activity
The future of the Greenwich Malnutrition service is now clearer. We have agreed the
revised service specification with the CCG and await the formal contract negotiation; we
have reached a settlement for activity for the period from 1 October 2016 to present.
A paper detailing the agreement we have reached with Circle for the Greenwich MSK
service was presented to the Business Committee in November and there was agreement to
proceed on this basis once the contract is signed between Greenwich CCG and Circle
Health. The tender award is currently subject to an independent assessment and we expect
to hear the outcome of this assessment this month.

Children & young people’s services
1. DMT dashboard exceptions

1

CAMHS crisis plans: CAMHS have been under the internal target of 90% all year for this
indicator; an increase in performance was achieved in December to 86.5%, but this dropped
slightly in January to 84.7%. An action plan remains 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, performance in January
was reported as 72.3%, and in December was 81.4%. A quality check on the records for
those children still waiting has revealed the actual adjusted performance was 97.1% for
January and 95% for December. The difference between reported and actual is accounted
for by variances in recording practice – this is now being addressed directly with each
clinician.
2. Increased focus on finance
We continue to work with finance to ensure budget adjustments are actioned before year
end. We have made good progress with a reduction in agency spend in January and some
additional in-year CRE allocations have been made.
2.1 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.
• We have changed our processes to ensure that budget establishment will be planned
and in place prior to any service mobilisations.
3. CAMHS transformation
The Directorate is working closely with all boroughs on their local transformation plans; in
addition, we are developing a business case for out of hours CAMHS provision – this will go
in as a joint business case to NHSE, from the trust and CCGs.

Adult mental health
1. PCP waiting times
The directorate has been working on waiting times for first offered appointments across the
trust. Greenwich East continues to perform well, and there has been significant improvement
in Bromley East; however, waiting times for Greenwich West, Bromley West and Bexley
have deteriorated. The target remains 10 working days.
Referral to first offered appointment in days: average waiting times

Bexley PCP
Bromley East PCP
Bromley West PCP
Greenwich East PCP
Greenwich West PCP
Grand Total

April

May

June July

Aug

Sept

Oct

Nov

Dec

22.6

17.6

27.3

21.1

20.4

25.7

17.6

16.0

13.1

21.4

19.6

19.3

20.7

18.0

21.6

21.9

15.4

23.6

18.9

17.7

14.3

8.8

8.9

8.8

9.8

12.8

14.3

14.8

13.1

11.7

13.3

12.7

12.0

7.8

6.4

7.2

17.4

17.4

14.5

17.5

18.7

13.7

9.2

14.0

15.9

19.2

17.0

17.8

17.0

15.6

16.6

13.2

12.5

14.6
2

1.1 Mitigation plans
Focused work is underway with Bexley and Greenwich West and meeting in January
identified key actions to reduce waits:
• The current tele triage form is taking 1.5hrs to complete and is duplicated within the
following face to face assessment. A development workshop will be led by the Rio
transformation team to reduce time spent on triage and thus increase capacity.
• A need to increase NHS e-referrals was identified as this improves DNA rates and
reduces waiting time. The clinical transformation team is working with the Bromley teams
to roll out e-referrals, this will improve responsiveness and communication back to the
GPs. Bexley will follow the Bromley model.
• Further PCP capacity planning meetings will be held in March.
• Improved communication standards with GPs have been implemented, however, regular
reporting is required to provide assurance; Informatics have agreed to include this in
their 17/18 work plan.
2. RTT (psychological therapies)
Waiting times for psychological therapies have improved noticeably in Bromley and in EIP,
although have reached a plateau in Bexley and Greenwich.
Further progress has been made as staff came into post during January; most remaining
vacancies have start dates confirmed. However there remain challenges with increased
demand.

2.1 Mitigation plans
The recent improved capacity has led to small improvements in RTT:
• Bromley – improved performance from 67% in September 16, to 80% in January 17. One
post is being re-interviewed in late Feb.
• Bexley – performance maintained at 87%. 1 maternity vacancy has been filled.
• Greenwich – performance improved slightly to 83% in January, from 82% in December.
1 maternity leave post has been filled with a start date of April 17.
Performance has been held back in all three services by increased demand:
• Demand and capacity modelling has been completed in Bromley and will be completed
in Bexley and Greenwich by mid-February. A meeting to review the data and develop an
action plan is planned for the end of February.

3

•

Initial capacity planning in Bromley has identified the need to transfer local waiting time
reporting systems to RiO, to ensure data on different treatment modalities can be
captured. Bromley is acting as the pilot site to introduce the new waiting list system on
RiO.

3. Bed occupancy
Bed occupancy remains consistently below 100% overall, with patients no longer waiting on
wards for admission. However, pressure remains on waiting times to find a bed and usage
of UEA. These issues are being addressed in the CQC action plan group and mitigation is
detailed below.
3.1 Occupancy against commissioned bed days
January occupancy rates against CCG contracted bed days remain above target; there has
been considerable improvement in Bromley, although demand in Greenwich has increased –
despite this, the overall number of admissions fell.
The challenges of addressing increasing acuity are illustrated by the current split of informal
and formal patients. The table below shows that 55% of adult inpatients were on a fomal
section in February, compared to 24% in Feb 16.

Greenwich

Bromley

Bexley

Ward

Feb-16

Feb-17

Avery

23%

67%

Maryon

16%

55%

Shrewsbury

24%

47%

Betts

6%

39%

Norman

29%

65%

Goddington

30%

35%

Lesney

29%

50%

Millbrook

32%

76%

Grand Total

24%

55%

3.2 Bed management
CQC bed management metrics for February include:
• There were no mixed sex breaches
• There were no sleepovers in other wards
• There were 3 occasions where a leave bed was used within 24 hours
• 8 admissions were of patients who have had 2 or more admissions in the last 12 months
Following the opening of the pre admission suite, waiting times in this suite routinely will be
reported in the April board report.

4

3.3 Mitigation plans
Key actions from the CQC action plan group are detailed below:
•

Pre admission suite (PAS) – opened on 9 February; this is reported below.

•

Improving gatekeeping – a consultant rota for twilight admissions is now in place. This
senior medic cover will support gatekeeping and review of PAS patients.

•

Additional acute bed capacity – the inpatient operational management group is
overseeing the re-opening of Cator Ward. The aim is to open the ward by the Autumn, to
replace the ELFT beds.

•

Alternatives to admission at the point of crisis (eg, 24/7 HTT) – Bromley CCG is
working with the trust to reduce UEA and placement expenditure and reinvest in
community / crisis teams, this work will be overseen by the CCG contract management
meetings. A business case for expansion has been completed.

•

Oxleas acute care pathway review - the trust is undertaking a systemic review of the
entire acute care pathway, led by Birch, who successfully have undertaken work in this
area for a number of mental health trusts, including South West London & St Georges;
Birch also facilitated the LUMEN programme across the nine London mental health
trusts, with the aim of achieving 85% bed occupancy by 2018.
Birch started on 1 March for six months. The aim is to improve admission prevention and
enhance throughput; following our learning from the QIP, the review will involve front line
clinicians, working with the project team.

4. Improving patients’ experience
The experience of patients in our AMH wards has significantly improved over the last 12
months, and has improved even more since the introduction of the new bed management
rules in September 2016.
There has not been a severe harm incident since March 2016. Staff awareness and
observations have reduced this risk and harm across the AMH wards.
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AMH ward reduction in Falls by Degree of Harm
January 2016 - January 2017
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No Harm
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Low harm
Moderate harm
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Physical abuse and aggression towards staff across the AMH wards has reduced overall,
since May 2016.
Please note: a total measure of physical & verbal assaults was introduced in October 2016.

30
25

Abuse & aggression towards staff
January 2016 - January 2017
Verbal assault

20
15
10
5
0

Attempted Physical Assault
(Including Sexual)
Physical Assualt (Including Sexual)
Both Physical & Verbal Assault

Staff are encouraged to report all types of abuse and aggression especially verbal assault.
The introduction of SIRS (security incident reporting system) helps us identify the factors
behind the abuse and aggression our staff are faced with eg, medications, receiving bad
news, mental health etc. The method of de-escalation used is also recorded and we can
see that staff are using verbal de-escalation in the majority of incidents.
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Top 5 De-escalation methods in incidents of
abuse and aggression towards staff
January 2016 - January 2017
Verbal de-escalation
7%
Patient restrained

9%
11%

None required
55%

18%

Increased observation (not
physical)
Breakaway

Actual self-harm across the AMH wards has also seen a reduction, although there was a
small rise in moderate harm in November.

Actual self harm by Degree of Harm
12
10
8
6

No Harm

Low (Minimal harm - patient(s)
required extra observation or min

4
2

Moderate (Short term harm patient(s) required further
treatmen

0

In line with improved practice re managing incidents on the ward, the use of rapid
tranquillisation has remained low, following a spike in January 16.
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Rapid Tranquillisation across AMH
January 2016 - January 2017
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5. Managing staffing costs
A review of the Tarn staffing model has been completed by the deputy director of nursing.
The review indicates that Tarn staffing levels are low compared to benchmarked wards
elsewhere, although this has not led to increased incidents or complaints. However, bank
and agency use to manage peaks in acuity remains high. The implications will be discussed
by the Executive.
To better manage bank and agency use in the acute units, new admin leads in each unit will
establish more robust reporting procedures on the numbers of patients requiring
observation, prior to additional staffing being used.

Adult Learning Disabilities Services
1. Outcome measures
The work underway on outcome measures across our ALD services is being presented at a
national conference this month. Very few services measure clinical outcomes systematically
and whilst we are at an early stage, there is much interest from other trusts in the measures
we’ve selected and how we will apply them to service users with specific needs.
We are using three outcome measures: Health of the nation outcome scale for learning
disability (HONOS LD); Therapy outcome measures (TOMS); and Health equality framework
(HEF). We expect that these three tools will enable all service users we come in to contact
with, to have at least one of these measures applied.
This work will be monitored through the ALD SMT, reporting to the trust quality board.
2. Personal health profile
The updated personal health profile (black book) was launched last year and has received
positive feedback. Service users feel it is more ‘user friendly’ and professionals find it easy to
write in the relevant sections.
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Uptake has improved and further work is planned with GPs to support improvement in the
number of annual health checks offered by GPs. The ALD SMT will monitor the provision of
health checks with our CCGs in contract monitoring meetings and CCG-led quality forums.
3. ALD base at QMH
The new clinical space at Queen Mary's Hospital for the learning disability service is working
well. The Bexley team are now fully utilising this space, which allows them to increase the
number of specialist assessments that can be offered.
The Bromley team will move to QMH in April 2017.

Forensic & prison services
1, Deaths in custody
As reported in the February operational report, following the nationally reported figures of
354 deaths in custody in 2016, the directorate conducted a review of deaths in custody from
April 16, to-date.
During this period, 11 prisoners in the establishments in which we provide services have
died. The five deaths in Thameside all currently indicate natural causes; these are being
reviewed to ensure there were no care failings. There were four deaths in Belmarsh, two of
which were self-inflicted and two natural causes (one man was receiving palliative care,
whom the court refused to release on compassionate grounds). Reviews of both deaths are
being conducted to ensure no care failings.
There was a self-inflicted death in Elmley, and in Swaleside; with regard to the death in
Swaleside, early intelligence indicates a likely link to illicit substance misuse.
With the trust patient safety team, the directorate is reviewing all deaths in custody.
2. HSJ Awards
We are pleased to report that two of our teams have been shortlisted for the HSJ awards.
• The Emotional & Wellbeing mentoring scheme at HMP Swaleside, for its work in
supporting prisoners to develop skills to support other prisoners in distress.
•

The London Pathways Project for supporting individuals with diagnosed personality
disorders who have been released from custody, following often lengthy incarceration for
significant violence or sexual offending. The project supports probation officers through
offering a psychological formulation of each prisoner, and joint working is now reducing
the propensity for repeat offending.

3. Safety and security
Following the MG incident, a commitment was made to commission an external review into
the safety and security culture at the Bracton Centre. Whilst the scope of the review was not
defined, the recommendations from this incident, and wider comments from the Care Quality
Commission and Health and Safety Executive, suggest that the focus should be in the
following areas:
• Assessment of risk of physical violence
• Classification of contraband items and our search policy
• Access to keys and physical security
• Therapeutic activity and access to materials and equipment
• Incident response and support to staff, including training
• Thematic review of security incidents
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Kitchens are out of scope as these have been covered in a separate trust wide review.
Contact has been made with the British Safety Council, and with external colleagues with
relevant experience, to form part of the review team. A detailed proposal will be presented
to the directorate core board in February. The review is expected to start in March 2017.
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Oxleas House Pre-Admission Suite

Summary:
Following the CQC inspection of Oxleas’ acute adult mental health wards in 2016, a decision was
taken that patients waiting for admission to an in-patient bed would now wait in our local A&Es.
However, it became clear that the environment was less than ideal for an acutely unwell mental
health patient; it was decided therefore, to pilot a Pre-Admission Suite (PAS) at Oxleas House as an
alternative.
The PAS opened on 9 February, and by 21 February, 29 patients has used the facility. The paper
details the admission criteria, the staffing and processes within the PAS, and the waits for the 29
patients.

Recommendations

The Board is asked to note the update.

Oxleas House Pre-Admission Suite
1. Background
Following the CQC inspection of Oxleas’ acute adult mental health wards in 2016, a decision
was taken by the Executive that the existing practice of patients waiting for admission on an
in-patient ward would cease. Instead, and in line with many other London MHTs, patients
would in future wait in Emergency Departments (ED).
Extra staff were rostered to facilitate a better patient experience. However, even with
additional staffing, it became clear that the environment within our local EDs, is not ideal for
an acutely unwell mental health patient; it was decided therefore, to pilot a Pre-Admission
Suite (PAS) at Oxleas House as an alternative.
2. Description and criteria for use
The PAS has been established to meet the immediate needs of up to four patients already
assessed as requiring inpatient admission, for whom no bed is immediately available, and
who are not subject to the Mental Health Act.
It is intended to provide a comfortable and safe area with appropriate levels of professional
observation and clinical support. It will reduce waits within the QEH ED and be a place for
patients to wait who have been assessed by Greenwich Home Treatment Team (GHTT),
and who need admission. It is open 24/7.
The PAS is an open room off the clinical corridor on the ground floor of Oxleas House, with
comfortable chairs and direct access to a section of the courtyard for fresh air. There is
access to a clinical room opposite for one to one discussions and for use by PAS staff and
doctors for administrative purposes and clinical recording. The waiting lounge itself has no
door, but entry to and from the corridor is via a door with a digilock.
The PAS is intended primarily as a resource for BBG patients assessed by the Mental
Health Liaison Team at QEH and deemed medically fit for transfer, as well as Greenwich
patients who have been assessed for admission by GHTT. If there is capacity, the resource
can also be accessed by the Bromley Mental Health Liaison Team for patients for whom it is
safe to transfer from the PRUH ED, and by the HTTs in Bexley and Bromley.
In addition to providing a safe waiting area, the PAS provides an opportunity for further
active review with the patient (and any involved carers) of their presenting situation, with the
aim of transferring them to home treatment or other services as an alternative to admission,
if appropriate.
The PAS is not an appropriate environment for those waiting for admission under the Mental
Health Act – these patients will be managed in the health-based place of safety.
3. Capacity and access
The PAS has a maximum capacity of four places.
If there is one patient in the PAS, a minimum of two staff will supervise. If there are between
two and four patients, all three staff will be involved.
Before a transfer is made to the PAS, the ED Liaison service and GHTT will check capacity
with the PAS nurse in charge.
4. Staffing
The PAS staffing establishment consists of:
1

1 wte B6 Nurse in Charge
1 wte B5 RMN
1 wte B2 HCA
The team works a three shift per day pattern, seven days per week; this equates to 12.00
wte staff.
This staffing establishment is designed to enable adequate levels of engagement with
patients and carers; supervision and management of risk; interface with other mental health
staff; clinical recording and administration.
The actual staffing numbers at any one time will depend on the number of patients waiting.
Whilst three staff will always be rostered, if the PAS is unoccupied, staff will be detailed by
the unit duty senior nurse (DSN), to other tasks, eg, supporting the health based place of
safety.
There is consultant psychiatrist cover 9.00am – 11.00pm, weekdays. Medical cover outside
these times is provided by the on-call core trainee supported by the on-call SpR and
consultant.
Overall managerial responsibility for the operation of the service rests with the Greenwich
crisis team manager, with day to day responsibility delegated to the Greenwich home
treatment team manager.
5. Management of risk
The directorate, together with colleagues in Estates, has ensured that the physical
environment is appropriate for use. All patients are risk assessed by staff in the ED Liaison
team or GHTT, prior to transfer to the PAS.
Staff in the PAS will be vigilant to changes in a patients risk profile and can escalate
concerns to the consultant as required. Risk will be monitored as part of the on-going
general observations and is included in the two hourly reviews of all PAS patients.
6. Escalation procedure for admission delays
It is the intention that patients should not have to wait in the PAS for longer than 12 hours. In
the majority of cases this will be for a much shorter time. The DSN is appraised twice daily
of the bed state across the three units and will be actively focused on locating a bed and
keeping the PAS staff informed.
In the event of any patient waiting in the PAS for 6 hours, the nurse in charge will phone,
during working hours, the Greenwich crisis teams manager or if unavailable, the crisis
service manager or associate director. This is with the aim of ensuring that all possible
avenues for locating a bed are being pursued.
Further escalation to the associate service director will happen if necessary to ensure that
wherever possible, the situation is resolved before 12 hours is breached.
Out of hours, the nurse in charge contacts the senior manager on call via the Bracton Centre
to report the situation and seek advice and support, eg, to involve the consultant on call.
7. PAS activity levels
From the day the PAS opened on 9th February until 21st February, 29 patients used the
facility. The table below shows the length of time that they waited for a bed.

2

Hours Waiting in PAS

Number of Patients Waiting

1 - 4 Hours

14

4- 8 Hours

7

9 Hours

1

10 Hours

2

11 Hours

1

12 Hours

2

3

Board of Directors
2nd March 2017

Item
Enclosure

Agenda item

Quality Committee Report

Item from

Steve James, Non-Executive Director
Ify Okocha, Medical Director
a) Trust Quality Objectives Progress Report
b) Patient Safety Group Report

Attachments

9
7a&b

Summary and Highlights

This Quality report provides the January 2017 update on the following areas:
• Quality Committee’s report against the 6 priorities
• Patient Safety Group report reported to the Quality Committee
1. Quality Committee Indicators
The Quality Committee met on Friday 17th February 2016, and the enclosed Quality report 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 (how our care makes a
difference to patients)

2.Patient Experience Update – Michael Witney
This is covered under the Quality Objectives progress report
3.Patient Safety Update – Jane Wells
Enclosed is the Patient Safety Group focussed update to the Quality Committee. A summary is provided
below:
Quality dashboard
All serious incident RCA reports have been submitted on time with action plans to CCGs. As agreed at the last
Quality Board and with CCG agreement we have stopped reporting on the safety thermometer and will
instead produce regular reports on pressure ulcers and falls.

Serious incidents
There were four level 4 and one level 5 incidents in January.
Investigations
A summary of inquests, deaths in custody, independent homicide investigations, safeguarding children and
safeguarding adults investigations is provided with an update on the position of the investigation.
A Preventing Future Deaths Regulation 28 report that was issued in relation to CB (29 year old male who died
on 24 October 2016 at PRUH after asphyxiating on a ligature on Goddington ward on 21 October) was
received on 31 January 2017. The response has been completed for submission before 21 February.
Quarterly report
A summary of the incident themes for the last quarter is presented.
Good news
1. We have secured £800K from HEE to support nursing development across South London Mental
Health Trusts.
2. Oxleas Suicide Prevention Strategy is being launched on 17 February. It is available as an electronic
book with embedded videos. We are grateful for the experiences that families and staff have shared
in these videos. Each directorate will have its own workplan.
There is a continued positive trend in reporting of grade 2 pressure ulcers and we continue to have no
avoidable grade 4 pressure ulcers.

Recommendations
For the Board of Directors to note.

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

Oxleas Quality Overview – January 2016/17

Overview
Month

Nov

Dec

Jan

Total no of patients open to
Oxleas

150,847

151,536

153,384

Total no of patients seen in the
reporting month

31, 303

27,657

29,739

Total no of patients discharged
in the reporting month

9,747

8,929

9,657

Total no of patients referred

11,032

9,921

10,909

Patient Experience

As of 07/02/17 Datix data

No of patients giving feedback in
the reporting month

979

701

532

No of patients who have
complained in the reporting month

19

20

19

No of patients who have given
compliments in the reporting
month

103

125

93

93%
2%

92%
4%

91%
3%

Friends & Family Test
– Recommend
– Not Recommend

Patient Safety

As of 02/02/17 Datix data

No of Incidents (1-3)

986

923

929

No of Serious Incidents - Level 4

5

1

4

- Level 5

0

0

1

2

Oxleas caseload – January 2016/17

3

Proportion of caseload seen in January 2016

F&P

OPMH

CYP

AMHLD

ACH

In Contact

214 (72%)

1,865 (49%)

9,805 (9%)

4,851 (51%)

13,004 (36%)

Caseload

298

3,831

103,447

9,495

36,313

Objective 1 – Our Patient Promise
Quality Objectives

Quality Objective 1:
Ensure we meet our patient promise

Quality Indicators
To ensure 90% of patients who reported that
they wanted friends/relatives involved in their
care/treatment did feel that they were involved
To ensure 90% of patients surveyed are
reporting that they have been provided with
enough information about their care and
treatment
To ensure 90% of patients surveyed are
reporting that they have been involved in
decisions about their care and treatment
To ensure 90% of patients surveyed are
reporting that staff treated them with dignity &
respect
To ensure 90% of patients surveyed are
reporting that they have been helped as a result
of the care and treatment they have received
To ensure 90% of patients surveyed are
reporting that they would recommend our
services to friends and family if they needed
similar care and treatment
To ensure that less than 5% of patients surveyed
are reporting that they would not recommend
our services to friends and family if they needed
similar care and treatment
Number of formal complaints received
Number of informal complaints received
Number of compliments received
80% of complaint responses closed within 30
days
90% of actions completed on Datix
Total number of feedback received

July
2016
88%

Aug
2016
90%

Sept
2016
89%

Oct
2016
89%

Nov
2016
95%

Dec
2016
**

Jan
2017
98%

96%

97%

98%

97%

98%

97%

97%

94%

95%

97%

98%

98%

95%

96%

99%

99%

99%

98%

99%

99%

98%

93%

95%

93%

94%

94%

94%

95%

83%

87%

92%

92%

93%

92%

91%

3%

3%

4%

3%

2%

4%

3%

20
5
147
88%

15
10
80
52%

15
7
87
45%

17
9
49
58%

8
11
103
42%

19
1
125

13
6
93

78%

92%

87%

83%

84%

701

532

877

762

715

**The family/carer supported question was changed in December and so figures were not reported in this month.

831

979
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Objective 1 – Our Patient Promise
Numbers of formal and local complaints received in November. The figures in italics are indicative as at 7
February 2017.

Complaints received by all Directorates during November.

Compliments by Directorate in November:

Of the 47 issues raised in November, 15 issues were upheld/partly upheld (34%). 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 Objective 2:
Ensure we involve families,
carers and people important to
our patients

Quality Indicators

No: completed
in Oct 2016

No: completed
in Nov 2016

No: completed
in Dec 2016

No: completed
in Jan 2017

Total
cumulative
to Jan 31st
2017*

Number of young carers
identified

17

17

9

5

233

Number of patients with the
engagement tool completed on
RiO

19

28

40

45

166

* These cumulative figures include the months prior to October 2016.
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Objective 2 – Family & Carer Involvement
Update on Carers & Support Network Strategy

Feedback
• All items within the action plan are on target
• Within the regular surveys, 2 new questions measuring involvement of relatives and
friends.
• Carers survey - 1,250 questionnaires sent out in November 2016. 31% response rate –
390 responses.
Support Network Engagement Tool
• The tool was made available in RiO in September 2016, including guidance for use
• Numbers of completed network tools are monitored, but still need to be linked to iFox
• The action plan relating to the training for engaging service users, relatives and friends
was changed to prioritise AMH wards
• Recruited an “Expert by Experience”, and their relative, to deliver 45 min training session
jointly with ResearchNet. Training offered to ward managers so they can train their own
teams – promoting ownership
• Training started in Green Parks House in February in partnership with matrons, to ensure
compliance and attendance of teams
9

Objective 2 – Family & Carer Involvement
Update on Carers & Support Network Strategy

Young Carers:
• Identifying young carers and recording this on RiO
• Young Carers information about support available on internet, twitter and other places
Challenges to implementation:
 Challenge: In an attempt to bring about quick change, different teams within Oxleas
are producing solutions and/or implementation tools in silos, thus not joining and
engaging with trust-wide efforts.
 Solution: Monthly Carers CQUIN implementation group meeting to manage this.
 Challenge: More sustainable input is required to deliver the desired culture shift
needed for this new approach.
 Solution: Be realistic about timescales to achieve culture change
 Challenge: In some areas there is a management culture of ‘benign neglect of
carer/family involvement’ rather than of ‘active opposition’
 Solution: Top-down directives from directors to service/team managers to own the
carers strategy, rather than outsourcing it to so-called ‘carer champions’, carers leads
or carers groups
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Objective 3 – Personalised Care Planning
• Work continues with teams to ensure care plans reflect the
client’s views and are personalised.
• Peer review visits to the Crisis teams show that the
recommended template for personalising care plans are now in
use but a small minority do not adequately capture the views of
the patient and not all interventions were personalised.
• There is good evidence of local care plan auditing and learning
from the results.
• Agreed action is for further support and training to be provided
by the care planning transformation managers

Objective 4 – Safety First
Priorities
1. Timeliness and quality of serious incident RCA reports and actions
2. Learning from incidents themes and improvements to practice
3. Oversight of external investigations - inquests, deaths in custody,
independent homicide investigations, safeguarding children and
safeguarding adults investigations
4. Maintaining best practice – e.g. pressure ulcers
Highlights SIs
• All serious incident RCA reports have been submitted on time with
action plans to CCGs for 2 months consecutively.
• There were four level 4 and one level 5 incidents in January.

Objective 4 – Safety First
Highlights - learning from incidents Top 3 incident categories - Slips Trips and Falls, unexpected and
potentially unavoidable deaths and injury causing serious harm.
The issues identified in serious incidents remain as - Care planning, crisis plans, risk assessment and family
engagement.
Quality Improvement Projects have listened to staff to develop practical solutions which have included:
•

•
•
•
•
•
•
•
•

The merger of community health and mental health care plans on RiO to create an integrated care plan
renamed ‘My Care Plan’, with an additional function of referrals linking directly to interventions to provide
a clear identification of teams responsible for actions.
The 13 rules of care planning embedded into a flipping book guidance toolkit for staff including links to
video clips.
The review of the RiO risk assessment tool with the aim of directly linking risks to the care plan.
The development of multi disciplinary team templates.
The promise of a “family call” for all patients within 2 days of admission.
An updated carer’s pack.
Crisis and Home Treatment Teams beginning their Quality improvement programme with an increased
focus on improved personalised holistic care planning.
The Trust wide Suicide Prevention Plan is to be launched on 17 February 2017.
The Trust is developing Simulation Training to assist teams in reflective practice.

Objective 4 – Safety First
Highlights External investigations – Independent Homicide Investigations status
•

•

•

•

•

On 10 October 2011 NE killed Sally Hodkin and attempted to murder Kelly Clarke. The Trust has been
updated that they will receive 28 days notice prior to the publication of the independent report authored
by Care and Solution’s. An updated Trust action plan has been submitted to NHSE.
On 2 March 2014 DA killed his neighbour. He had been discharged from the Tarn on 28 February 2014. The
staff interviews have been completed and the independent investigation is being written up by Niche
Patient Safety.
On 21 February 2016 GE killed her mother. At the time of the incident she was under Greenwich IcMP. The
start-up meeting was held on 8 February where it was agreed that the chair of the independent
investigation is Andy Nash from Health and Social Care Consultancy, appointed by Greenwich Safeguarding
Board. NHS England has appointed Carol Rooney from Niche Patient Safety Consultancy who will provide
expertise on the mental health aspect of the investigation.
On 15 June 2013 DM killed a neighbour. He had been discharged from Greenwich recovery services on 22
October 2012. The Trust received the independent homicide report completed by HASCAS on 7 February
2017 with a deadline of returning the updated action plan for 22 February 2017. A pre-publication
meeting had been set for 27 February 2017.
The Trial of TP who killed an acquaintance on the 2 August 2015. The trial concluded on 20 January 2017.
TP was found guilty of murder. Hence it is unlikely to require an independent homicide investigation (yet
to be confirmed)

Objective 4 – Safety First
Highlights – Maintaining best practice - Pressure ulcers
 Good reporting of grade 2
 No avoidable grade 4
35
30
25
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Objective 5 – Evidence Based/Best Practice

Cardio-metabolic CQUIN – Local assessment of audit results 2016/17

• We have submitted our audit results to the national programme of improving the
physical health of patients with Serious Mental Illness (SMI)
• Local assessment of our achievement on the national CQUIN is shown below
(national results to be published by Royal College of Psychiatry in May):
Total no of
clients in
sample

No. of clients not
screened for one
or more of the 7
indicators

% Screening
Compliance

Oxleas Services
Inpatient services

Community Mental
Health Services
Early Intervention in
Psychosis
Total

No of
clients
with one
or more
interventi
ons
needed

No. of
clients with
%
one or more
Interventio % Overall
missing
ns
Compliance
intervention
Compliance
s (exclude
refusals)
94%
(47/50)

50

1

98% (49/50)

42

3

93%
(39/42)

100

19

81%
(81/100)

87

15

83%
(72/87)

71%
(71/100)

75

2

97% (73/75)

66

4

94%
(62/66)

92%
(69/75)

22

90%
(203/225)

89%
(173/195)

83%
(187/225)

225

195

22

Objective 5 – Evidence Based/Best Practice
• Inpatient services achieved 94% overall compliance, exceeding the set
target of 90%. Of the 50 records audited, 47 met the required CQUIN
standards for physical health screening and interventions.
• Community Mental Health services achieved 71% overall compliance,
exceeding the set target of 65%. Of the 100 records audited, 71 met the
required CQUIN standards for physical health screening and interventions.
• Early Intervention in Psychosis services achieved 92% overall compliance,
exceeding the set target of 90%. Of the 75 records audited, 69 met the
required CQUIN standards for physical health screening and interventions.

Objective 6 – Clinical Outcomes
Headline data collection rates for paired scores obtained from RiO:
o
o
o
o
o
o

Trust: 12%
OA: 40%
Forensic: 41%
CYP: 20% (CAMHS - 45%, Specialist- 0%; Universal - 0.06%)
AMH & LD: 20% (ALD – 11.5%)
ACS – 0.4% (Intermediate care – 11.88%)

• Proportion of paired outcomes data shown in Ifox remains low however
there is a high proportion on ‘one’ scores
• It is important to note that this is partly due to low rates of data
acquisition, and partly due to local manual data collections that are not
recorded on RiO

Objective 6 – Clinical Outcomes

Objective 6 – Clinical Outcomes

Safety Report to Quality Committee – January 2017
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95% plus
90-94%
below 90%

Integrated dashboard – Safety

Quality Indicators

Service Area
applicable to

July - Aug
16
2016

Septemb
er 2016

October
2016

November
2016

December
2016
100%

January 2017

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

Mental Health
Services

97%

97%

98%

*88%

95.5%

96.9%

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

Mental Health
Services

97%

100%

96%

94%

93.2%

98.1%

96.8%

Maintain no incidences of MRSA bacteraemia cases
(QSIP)

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

100%

60%

80%

86%

89%

91%

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

All Oxleas
Services

96%

100%

96%

96%

96%

96%

96%

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

All Oxleas
Services

89%

89%

89%

88%

87%

88%

88%

+98%

1

Quality Indicators

Service Area
applicable to

July - Aug
16
2016

Septemb
er 2016

October
2016

November
2016

December
2016

January 2017
89%

To ensure 80% of staff compliant with safeguarding
adults learning expectations – new training – on track

All Oxleas
Services

98%

98.2%

60%

77%

82%

86%

Ensure 95% of clients on CPA have a recorded crisis
plan on RiO. (QSIP)

Mental Health
Services

97%

99%

99%

96%

97%

97.1%

All services

100%

100%

100%

100%

100%

100%

100%
Information no
longer collected
as agreed with
Quality
Committee and
Commissioners

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)

Community and
Older adults

93%

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

All inpatient
services

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

All services

0/2

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

All services

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) **

93%

93%

94%

93%

*88%

97.1%

61%

1/1

1/1

2/5

2/2

Not
applicable

100%

100%

100%

100%

89%

100%

100%

100%

All services

100%

100%

100%

100%

100%

100%

100%

All services

0%

0%

50%

25%

33%

100%

100%

All services

0%

0%

28%

58%

69%

75%

81%

2
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Patient safety risk registers

High Risks and mitigation plans
Description

Risk level

Mitigation update

(current)
If the Trust does not develop a robust informatics systems in place to accurately
capture the data required to give assurances about safeguarding of children and
their families we are not able to accurately report on the
Safeguarding needs and actions being taken to safeguard our patients and their

High

Mitigation plans in place. Risk reviewed Safeguarding children committee
January 2017.

families.
If the Trust does not develop robust informatics systems in place to accurately
capture the data required to give assurances about safeguarding of adults and their High – to
be
families, we are not able to accurately report on the safeguarding needs and actions
Reduced
being taken to safeguard our patients and their families.
The standards of cleanliness within the healthcare unit at HMP Belmarsh do not

High

Mitigation plan in place. Risk reviewed at Infection control committee
January 2017.

Moderate
– reduced
from High
Jan 2017

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. Review at PSG and Health and Safety committee March 2017.

meet the NHS national standards of cleanliness. There is a risk of cross-infection and
a risk of non-compliance with Health and Social Care Act (code of practice for
infection prevention).
If ligature risks in communal areas are not managed, there is a risk to patient safety
through self-harm or suicide.

Mitigation plan in place. Risk discussed at Safeguarding adults committee
November 2017. To be reduced.

3

If RBG do not have a robust system for prioritizing referrals to JET, there is a risk that High
a priority case may not be flagged to the JET team as a priority. This means
that patients safeguarding needs may not be identified and addressed in a timely
manner.
There is a risk that if inquest coordination and preparation is inadequate and not

High

prioritized that the Trust reputation would be compromised. Also, the high
numbers of inquests will impact on the capacity of the patient safety team to meet
patient safety priorities due to the demands of coordinating and preparing for
inquests.
The Trust are not completing all serious incident investigations and producing well
High
written results for submission to CCGs with in the 60 working day time frame.
Subsequent action plans are also delayed. This means that the learning and changes
to practice cannot be shared and implemented in a timely manner.

ACS working with RBG to set up systems. Review at Safeguarding adult
committee.

Additional resources made recurrently available in form of band 7 patient
safety manager. Inquest reporting will be to quality board each month from
January 2017. Review March 2017.

Mitigation plans include appointing a band 7 patient safety manager, new
process for allocating investigations and accountability. Review at Patient
Safety committee March 2017.

4

3

Serious incidents and Duty of Candour

Level 4 Incidents January 2017
1. On 6 January 2017 a 48 year old man was assessed by HMP Belmarsh healthcare as he was
breathless and experiencing chest pain. During the healthcare assessment the prisoner collapsed
and was treated for a cardiac arrest. The LAS were called at the prisoner died later that day in
hospital. An investigation is being undertaken as the prisoner had previously been assessed for
indigestion and chest pain prior to the incident. Duty of Candour is undertaken by prison
chaplaincy.
2. On 17 January 2017 a 37 year old man died in his cell at HMP Swaleside after making deep cuts
into his abdomen with razors. An investigation is being led by IC24 who attended the incident
and Oxleas MHIRT will be contributing as the prisoner was seen on 20 December 2016. Duty of
Candour is undertaken by prison chaplaincy.
3. On 21 January 2017 a 64 year old male inpatient on Scadbury Ward fractured his hip following
an un witnessed fall and required ventilation for severe hospital acquired pneumonia . Duty of
Candour letter sent by director within deadline.
4. On 31 January 2017 a 34 year old man hanged himself at HMP Elmley. An investigation is being
undertaken as the prisoner was referred to MHIRT who triages the day before the prisoner died
that no further assessment was required. Duty of Candour is undertaken by prison chaplaincy.
Level 5 Incidents January 2017
1. On 30 January 2017 a 28 year old woman was found deceased in bed with her 2 children (age 9
and 3) who were also found deceased.

4

External and partnership investigations and inquests

4a

Inquests

Inquest summary
GW was a 52 year old male under Greenwich
ADAPT who died on 2 February 2016 following
an incident where he appeared to have
deliberately placed his head under a lorry.
JMP was a 55 year old female who collapsed in
public place while on leave from Norman ward
on 18 May 2016. The cause of death was cardiac
arrhythmia due to right ventricular dysplasia
however there were family concerns regarding
the prescription of clozapine
MT died in 4 March 2016 following a fire at his
home address.
KA was a 42 year old man who was found
hanged on the bannister at his home. He was
under HTT, having been discharged from
Goddington ward.

Update
January –awaiting date for pre inquest review.

HM Coroner has opened an inquest. This inquest was to
be heard on 8 December 2016 but was vacated due to
an overdue report from an Oxleas consultant. Date to
be set in the New Year.
Patient Safety had made submissions to HM Coroner as
the MT was last seen by an AMPH and the case
therefore sits outside of Oxleas as an interested party.
Two psychiatric reports were submitted and the inquest
was held on 11 January 2017 with one psychiatrist
attending as a witness. The coroner’s conclusion was
suicide.
5

HF was a 29 year old male who swallowed a
bleach bottle top and died in hospital. Inquest in
January was vacated due to a witness being
unable to attend.
LD was a 69 year old female under Older
People’s Intensive Home Treatment Team who
took an overdose and subsequently died in
hospital.
MW was a 31 year old male who hanged himself
in a park. He had been discharged from
Shrewsbury ward.
AJ was an 82 year old male who was under Older
Peoples West Team. He was found at home with
a plastic bag over his head which had a tube
from a helium canister inserted into the bag.
MB was a 53 year old female who was under
Bexley EIP. She died following a fatal incident at
Charing Cross train station.
JMcP was a 54 year old female who died
following a cardiac arrest whilst on leave from
Betts ward.
JJ was a 32 year old male found deceased at
home in April 2015.

4b

January - awaiting new date.

The inquest is to be held on 3 March 2017. Five reports
were submitted to HM Coroner with four Oxleas
witnesses attending to give evidence. Pre Inquest
meeting was held on 25 January 2017.
The inquest is to be held on 10 March 2017. One
psychiatric report submitted to HM Coroner and one
Oxleas witness to attend the inquest. Pre inquest
meeting held on 2 February 2017.
One psychiatric report was submitted and the inquest is
to be held on 17 February 2017 the psychiatrist
attending to give evidence. Pre inquest meeting to be
held on 8 February 2017.
Two psychiatrist reports submitted and both to attend
the inquest which is to be held on 28 February 2017
Four reports submitted to HM Coroner, three
psychiatrists to attend as witnesses, two dates have
been vacated thus far. Currently awaiting independent
cardiologist report.
Inquest in January was vacated due to IP’s being unable
to attend. Awaiting new date.

Death in Custody Inquests

Death in custody inquest summary
PS died on 24 February 2015 after being
transferred from HMP Belmarsh to an acute
hospital.

DA died following an epileptic seizure at HMYOI
Cookham Wood on 4 July 2016. Inquest date to be
set in February 2017.

OM was found unresponsive on 2 February 2016 at
HMP ISIS

PR hanged himself at HMP Maidstone on 28
September 2015.

Update
A pre inquest meeting is scheduled for 26 January 2017
where it is expected that Oxleas will be required to
make submissions regarding the
management/identification of necrotising fasciitis and
Sepsis prior to transfer to hospital. The inquest is
scheduled from 20 until 24 March 2017.
January update: Next pre inquest review meeting due
on 7 March 2017.
January update: This was adjourned due to witness
availability and has been rescheduled to 24 to 26 April
2017 with Operational Manager to attend regarding
Preventing Future Death. Issues to be explored
regarding healthcare is likely to be the sharing of
healthcare plans with prison staff.
The Head of Patient Safety will attend a pre inquest
review on 24 January 2017 and inquest scheduled from
15 to 19 May 2017. Issues to be explored will be the
healthcare screening not saved on the electronic record
and manual suction machines being used during CPR.
The inquest is scheduled is scheduled for 3 – 6 April
2017.
6

4c

Independent Homicide Investigations in progress

Summary of incident
On 10 October 2011 NE killed Sally Hodkin and
attempted to murder Kelly Clarke.
On 2 March 2014 DA killed his neighbour. He had
been discharged from the Tarn on 28 February
2014.
On 21 February 2016 GE killed her mother. At
the time of the incident she was under
Greenwich IcMP.

On 15 June 2013 DM killed a neighbour. He had
been discharged from Greenwich recovery
services on 22 October 2012.
The Trial of TP who killed an acquaintance on the
2 August 2015. The trial concluded on 20 January
2017. TP was found guilty of murder

4d

Update
The Trust has been updated that they will receive 21
days notice prior to the publication of the independent
report authored by Care and Solution’s. An updated
Trust action plan has been submitted to NHSE
The staff interviews have been completed and the
independent investigation is being written up by Niche
Patient Safety.
The start-up meeting was held on 8 February where it
was agreed that the chair of the independent
investigation is Andy Nash from Health and Social Care
Consultancy, appointed by Greenwich Safeguarding
Board. NHS England has appointed Carol Rooney from
Niche Patient Safety Consultancy who will provide
expertise on the mental health aspect of the
investigation.
The Trust received the independent homicide report
completed by HASCAS on 7 February 2017 with a
deadline of returning the updated action plan for 22
February 2017. A pre-publication meeting had been set
for 27 February 2017.
A decision is pending regarding an independent
homicide investigation (this may not be required due to
verdict)

Serious Care Review (SCR) – children in progress

Summary of case
Medway Safeguarding Children’s Board MSCB
Child AG died 18.12.15 aged 16 years
On 18th December 2015 AG’s father found AG
on the floor at home with no signs of life. Both
father and the ambulance crew attempted
resuscitation but it was not successful. AG had
been known to Oxleas Paediatric Diabetic
Nursing Team since 2011 and was still open to
the team at the time of her death pending
transfer to Medway services. There is a picture
of poor diabetic management and adolescent
neglect.
Greenwich Safeguarding Children’s Board GSCB
Baby TB died 20.09.16 aged 8 weeks
TB was a healthy 8 week old baby boy who
incurred serious injuries whilst in the care of his
parents and died 4 days later on 20.09.16.
Criminal investigations are on-going. Little was
known about the family they had 3 contacts with
Oxleas Universal Children’s Services. Suspected
cause of death ‘abusive head trauma’.

Update
IMR Author: Michele Sault Named Nurse Greenwich
Independent Management Report (IMR) MSCB
submission date: 23.02.17
Oxleas Senior Management review and sign off week
beginning: 06.02.17
Adjustments to the report requested by MSCB to be
completed by: 07.04.17
MSCB IMR Authors meeting : 21.04.17

IMR Author: Jane Downing Head of Safeguarding
Independent Management Report (IMR) GSCB
submission date: 20.02.17.
Oxleas Senior Management review and sign off week
beginning: 06.02.17
Further dates pending for this case.
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Greenwich Safeguarding Children’s Board GSCB
Baby MMT died 10.11.16 aged 12 weeks
On 04.11.2016 Baby brought to Gallion’s Reach
Health Centre. She was found to be without a
pulse and CPR was started. An ambulance was
called and was initially taken to Queen
Elizabeth’s Hospital but then transferred to Kings
College Hospital. Brain stem testing was
performed on 10.11.16 following which care was
withdrawn and she died on 10.11.16. Medical
examinations suggest shaken baby syndrome as
the cause of death. Mother and Baby were
known to Oxleas Universal Children’s Services.
Mother was known to Adult Mental Health
Services though her engagement had been
sporadic.
Greenwich Safeguarding Children’s Board GSCB
Child R M-D aged 3 years and sibling D MD died
30.01.17 aged 9 years
The bodies of a Mother S-B M aged 28 years and
her 2 children aged 3 and 9 years were found in
their flat on 30.01.17 after family raised
concerns about their welfare.
The Rapid Response meeting was held on
03.02.16. Post mortems have been completed
on all 3 bodies the cause of deaths is not known
toxicology results are pending. The Police are not
treating the deaths as suspicious at this time it is
thought mother took her own life and that of her
children.
Bromley Safeguarding Children’s Board BSCB
Child K – AM was a 5 year old boy murdered by
his Mother's boyfriend. They had not long
moved from Lambeth to Bromley. The family
were not known to any Bromley services (not
known to Oxleas).
Bromley Safeguarding Children’s Board BSCB
GSCB
Child ET 17 year old murdered by a 16 year old
'boyfriend'.

4e

IMR Authors To be confirmed MS and lead Name Doctor
Safeguarding AMH
Independent Management Report (IMR) GSCB
submission date: 06.04.17
TOR and further dates pending.

The Chair of the RRM meeting has made a
recommendation to GSCB that the case is considered
for a SCR. This was confirmed as a SCR on 7 February.

The SCR is a joint undertaking by Lambeth and Bromley.
No information shared by Bromley LSCB yet.

No decision has been shared by Bromley LSCB yet. It is
being reviewed at the Bromley SCR panel and it is likely
to be a SCR.

Safeguarding Adult Reviews (SAR) – adults

Summary of case

Bexley LSAB
Mr K – died 2015.

Bexley LSAB
JW - known to health and social care services

Update

The final report has been submitted to the SAB
Chair and a learning event for the Board happened
on 15 December. A decision is yet to be made
regarding the publication of the report. Learning
from the review will be cascaded in the new year.
SAR to be commissioned
8

within the borough
Greenwich LSAB
This incident is also currently the subject of a
A review into the care and treatment of a criminal investigation. CQC are still collating
female in a nursing home
information to review what regulatory action may
be required.
Greenwich LSAB
Joint SAR and Independent homicide
A review into the care and treatment of a Commenced 8 February
female who was killed by a relative (GE/PE)

5.

Mortality Surveillance

The mortality surveillance committee did not hold this month; an update will be provided at the
next Board.

6a.

Review of serious incidents – action and learning completion status

All serious incident investigation reports due to the CCG in January were submitted within time
frame.

6b.

Oxleas Serious Incident (SI) reporting for the quarterly report

1) Number of serious incidents reported on StEIS not dependent on the financial quarter but
the last 6 months prior to the month of the actual CQRG meeting that the SI report is
being presented at.
From 1 July 2016 until 31 December 2016 (excluding pressure ulcers) there were 21 serious
incidents reported on StEIS.
In the previous 6 months from 1 January 2016 until 30 June 2016 there were 38 serious
incidents reported on StEIS. This time frame included incidents reported in April which is always
consistently higher than other months.
From 1 July 2015 until 31 December 2016 there were 19 serious incidents reported on StEIS.
2) Breakdown for the past 12 months per CCG (i.e. Bexley/Bromley/Greenwich)
From 1 December 2015 until 31 December 2016 the type of category reported by CCG were;
Bexley
Slips/trips falls
Unexpected/potentially avoidable death
Injury causing serious harm
Abuse/alleged abuse of child patient by third party
Incident demonstrating existing risk that is likely to result in significant future
harm
Commissioning incident meeting SI criteria
Accident e.g. collision/scald (not slip/trip/fall)
Total

5
3
2
1
1
1
1
14
9

Bromley
Slips/trips falls
Unexpected/potentially avoidable deaths
Injury causing serious harm
Failure to obtain appropriate bed for child who needed it
Disruptive/ aggressive/ violent behaviour
Total

1
10
5
2
1
19

Greenwich
Slips/trips falls
Unexpected/potentially avoidable deaths
Injury causing serious harm
Medication incident meeting SI criteria
Disruptive/ aggressive/ violent behaviour
Sub-optimal care of the deteriorating patient
Unauthorised absence
Homicide
Total

1
5
4
1
2
1
1
1
16

3) Analysis and Shared Learning

The top 3 incident categories are;
Slips Trips and Falls, unexpected and potentially unavoidable deaths and injury causing serious
harm.
The issues identified in serious incidents remain as:
Care planning, crisis plans, risk assessment and family engagement.
The Quality Improvement Projects have listened to staff to develop practical solutions which
have included;
• The merger of community health and mental health care plans on RiO to create an
integrated care plan renamed ‘My Care Plan’, with an additional function of referrals
linking directly to interventions to provide a clear identification of teams responsible
for actions.
• The 13 rules of care planning embedded into a flipping book guidance toolkit for staff
including links to video clips.
• The review of the RiO risk assessment tool with the aim of directly linking risks to the
care plan.
• The development of multi-disciplinary team templates.
• The promise of a “family call” for all patients within 2 days of admission.
• An updated carer’s pack.
• Crisis and Home Treatment Teams beginning their Quality improvement programme
with an increased focus on improved personalised holistic care planning.
• The Trust wide Suicide Prevention Plan is to be launched on 17 February 2017.
• The Trust is developing Simulation Training to assist teams in reflective practice.
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4) Status of OPEN SIs by CCG

As of 26 January 2017 the following incidents were open on StEIS;
• Bexley CCG - 3
• Bromley CCG - 4
• Greenwich CCG – a review required by the CCG
The Head of Patient Safety has monthly meetings with the CCG Patient Safety/Clinical
Governance leads to ensure investigations have been reviewed by the CCG and any outstanding
Oxleas actions are completed. Following this review, reports and action plans will be closed on
StEIS

7.

Validation that actions have been completed

8

Compliance exception report for January 2017

9

Good news story

A random check of 4 serious incidents found that;
1. AMH Web35677 No action plan had been uploaded to Datix January update- updated
action plan uploaded.
2. AMH Web36939 Two outstanding actions required evidence January update – Evidence
still not uploaded
3. AMH Web39378 Action plan uploaded but required updating following deadlines
identified for December 2016. January update – Remains outstanding
4. AMH Web46663 Action plan uploaded
5. Prison Services Web46982 Updated action plan uploaded
6. Prison Services Web47111 Updated action plan uploaded
7. AMH Web48506 Action plan uploaded actions deadline March 2017.

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

The South London Mental Health Partnership (SLP) has been awarded £800k in funding from
Health Education England to attract and recruit mental health nurses.
The funding will be used to help address mental health nurse recruitment and retention
challenges across South London.
The nursing development programme is another collaborative approach from the South London
Mental Health Partnership which compromises: South West London and St George’s Mental
Health NHS Trust (SWLSTG), South London and Maudsley NHS Foundation Trust and Oxleas NHS
Foundation Trust. The partnership is leading change across organisations to improve career
development pathways.
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A recent NHS Employers survey of registered nurses (December 2015) found that in South
London, 18 per cent of registered nurse posts were vacant, and that mental health community
and inpatient posts were the most difficult to recruit to.
The trusts are committed to developing new roles, particularly for our health care assistants, to
help meet the needs of service users, as well as maximising their ability to recruit and retain our
newly qualified nurses. The trusts also recognise that other professions and branches of nursing
may provide another resource that can help respond to these needs.
Oxleas Suicide Prevention Strategy is being launched on 17 February. It is available as an
electronic book with embedded videos. We are grateful for the experiences that families and
staff have shared in these videos. Each directorate will have its own workplan.
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Minutes of Patient Safety Meetings – for information

The Patient Safety Meeting was held on 12 January 2017 and the Embedding Learning meeting was held
on 10 January 2017.
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Pressure Ulcers

We continue to see a positive rise in reporting of grade 2 pressure ulcers and no grade 4 avoidable
pressure ulcers.

Avoidable grade 2, 3 and 4 pressure ulcers acquired in Oxleas care
Month
Grade 2 (blank forms in brackets)
Grade 3
2015
Jan
6 (12)
7
Feb
7 (17)
3
March
6 (4)
1
April
21 (10)
2
May
14 (1)
3
June
14
2
July
15
5
Aug
19
2
Sept
20
2
Oct
15
4
Nov
13
1
Dec
11
7
2016
Grade 2
Grade 3
Jan
19
1
Feb
15
4
March
16
4
April
17
6
May
18
2
June
19
1
July
14
4
August
24
3

Grade 4
0
0
0
0
0
0
0
0
0
0
0
0
Grade 4
0
0
0
0
0
0
0
0
12

Sept
October
November
December
2017
Jan

25
24
32
27
Grade 2
29

1
2
2
1 (3 to Feb panel)
Grade 3
15 reported

0
0
0
0
Grade 4
0

Avoidable pressure ulcers January – November 2016
35
30
25
20

grade 2

15

grade 3

10
5
0
Jan

Feb March April

May

June

July

aug

sept

oct

nov
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Board of Directors
2nd March 2017
Agenda item

Review of NE action plan

Item from

Jane Wells, Director of Nursing

Attachments

Action plan Independent Investigation

Item
Enclosure

10
8

Summary and Highlights

The Independent Inquiry into NE will be published in the next few weeks. We have submitted the
attached completed action plan to NHSE. Further information to support this has been collated to
provide assurance that processes are in place and working effectively.

Changes to risk register

New risks identified

Recommendations
The Board are asked to note.

Previous
rating

New rating

Rating

Oxleas NHS Foundation Trust

Organisation

Independent Investigation Ms A – Action Plan
Recommendation
From the Independent
Investigation Report by Caring
Solutions Ltd. October 2016

1. The recommendations and
action plan of the Trust’s
internal investigation should
be reviewed to take account
of the External Independent
Investigation Panel additional
findings

2011/19216

Actions to achieve
recommendation

Implementation
Lead

Implementation Evidence of
by when
completion

Monitoring and
evaluation
arrangements

Be specific and clear. Label
each action: a, b, c, etc.

State who will take
the lead in ensuring
the action is
implemented. Use
roles, not names.

Realistic target
date. If
complete, state
when the action
was completed.

Reference the
documents that can
provide assurance of
completion.

State which forum(s)
are ensuring ongoing
compliance with the
action

Completed
April 2014

Trust Governance
Board minutes

Trust Board

This action plan addresses Chief Executive
all additional findings
Officer

Trust Board Paper
March 2017

1

The action plan has
been reviewed in
December 2017 by
Director of Nursing
against the
recommendations of
the final version of
the Independent
Investigation. The
final version
contained an
amendment to
recommendation 14
and
recommendation 21
(actions for NHSE)

Organisation

Recommendation
From the Independent
Investigation Report by Caring
Solutions Ltd. October 2016

Oxleas NHS Foundation Trust

2. Actions developed from
additional recommendations
must be auditable to ensure
compliance

2011/19216

Actions to achieve
recommendation

Implementation
Lead

Implementation Evidence of
by when
completion

Monitoring and
evaluation
arrangements

Be specific and clear. Label
each action: a, b, c, etc.

State who will take
the lead in ensuring
the action is
implemented. Use
roles, not names.

Realistic target
date. If
complete, state
when the action
was completed.

Reference the
documents that can
provide assurance of
completion.

State which forum(s)
are ensuring ongoing
compliance with the
action

a. Annual review of
discharge pathways (8)
b. Audit of RiO and best
practice newsletter
evidence of good practice
(10)
c. Audit of conditionally
discharged patients (11)
d. Minutes of patient
experience group (12)
e. Foreign Travel Policy (13)
d. Minutes of police meetings
and action plans (14)
e. Supervision notes and
records (15)
f. Minutes of whole system
group (16)
g. Sign off matrix and team
meeting minutes (17)
h. Community Policy (18)
i. On call rota (19)
j. MAPPA protecting the
public in partnership Annual
report 2013 audit (20)

Service Director

Completed
April 2014

See
recommendation
evidence of
completion 8 – 20
identified in 2014
action plan

Forensic Quality
Board

2

Organisation

Recommendation
Actions to achieve
recommendation

Implementation
Lead

Implementation Evidence of
by when
completion

Monitoring and
evaluation
arrangements

Be specific and clear. Label
each action: a, b, c, etc.

State who will take
the lead in ensuring
the action is
implemented. Use
roles, not names.

Realistic target
date. If
complete, state
when the action
was completed.

Reference the
documents that can
provide assurance of
completion.

State which forum(s)
are ensuring ongoing
compliance with the
action

3. The Trust to ensure that
the action plan continues to
be monitored and its
progress reported upwards
via its governance reporting
systems

a. Action plan to be
presented to Trust Patient
Safety Group on 11 March
2014, Forensic Patient
Safety Group on 20 March
2014 and Trust
Embedding the Learning
Patient Safety Group on 8
April 2014

Chief Executive
Officer

Completed
14 April 2014

Minutes of Patient
Safety Group
meetings

Trust Board Paper
March 2017

4. The Trust should ensure
that all recommendations
from Internal Investigations
are SMART and auditable,
leading to effective learning

a.Patient Safety Group to
review internal
investigations and ensure
recommendations are
SMART and auditable,
leading to effective
learning.

Director of
Nursing

Oxleas NHS
Foundation
Trust

Oxleas NHS Foundation Trust

From the Independent
Investigation Report by Caring
Solutions Ltd. October 2016

2011/19216

Forensic Incidents
Newsletter March
2016 evidences
repeating to remind
and maintain
embedding of
learning

3

On-going

Minutes of Patient
Safety Group
Embedded Learning

Patient Safety Group
reporting to Trust
Board via Quality
Committee.

Organisation
Oxleas NHS Foundation Trust

Recommendation
From the Independent
Investigation Report by Caring
Solutions Ltd. October 2016

5. The Trust should ensure
that all Policies identified
within the report are updated
to address the findings

2011/19216

Actions to achieve
recommendation

Implementation
Lead

Implementation Evidence of
by when
completion

Monitoring and
evaluation
arrangements

Be specific and clear. Label
each action: a, b, c, etc.

State who will take
the lead in ensuring
the action is
implemented. Use
roles, not names.

Realistic target
date. If
complete, state
when the action
was completed.

Reference the
documents that can
provide assurance of
completion.

State which forum(s)
are ensuring ongoing
compliance with the
action

a. The Mental health
liaison team operational
polices to include clear
procedures for transferring
patients admitted following
MHLT assessments from
the Emergency
Departments direct to
wards.

Service Directors

Completed
September
2014 and ongoing

MHLT operational
policy.

Adult Mental Health
Quality Board

4

Following CQC
inspection since
2016, bed
management
arrangements have
changed. Patients
no longer wait on
wards and stay in
Emergency
Departments until a
bed is available.

Organisation

Recommendation
From the Independent
Investigation Report by Caring
Solutions Ltd. October 2016

6. The Trust should ensure
that all those involved or
affected by a serious
incident, have the opportunity
to contribute to an
investigation and to receive
support

Actions to achieve
recommendation

Implementation
Lead

Implementation Evidence of
by when
completion

Monitoring and
evaluation
arrangements

Be specific and clear. Label
each action: a, b, c, etc.

State who will take
the lead in ensuring
the action is
implemented. Use
roles, not names.

Realistic target
date. If
complete, state
when the action
was completed.

Reference the
documents that can
provide assurance of
completion.

State which forum(s)
are ensuring ongoing
compliance with the
action

a. The management of
serious incidents policy to
be revised.
b. Audit of staff
experiences of level 5
investigations to be
completed by April 2014.

Head of Patient
Safety
Director of
Human
Resources and
Organisational
Development

Completed
March 2014
And now ongoing

Trust Patient Safety
Group (minutes 11
March 2014)

Board

Governance Board
(minutes April 2014)

Oxleas NHS Foundation Trust

Evidence of 2014
audit of staff
experience not
available.
Staff Partnership
confidential focus
groups with all staff
involved in serious
incidents 2015 and
2016 (meeting
records and
Executive and Board
papers and minutes)

2011/19216
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Organisation

Recommendation
From the Independent
Investigation Report by Caring
Solutions Ltd. October 2016

Oxleas NHS Foundation Trust

7. The Trust should assure
itself that leadership at both
clinical and managerial level
is effective

Actions to achieve
recommendation

Implementation
Lead

Implementation Evidence of
by when
completion

Monitoring and
evaluation
arrangements

Be specific and clear. Label
each action: a, b, c, etc.

State who will take
the lead in ensuring
the action is
implemented. Use
roles, not names.

Realistic target
date. If
complete, state
when the action
was completed.

Reference the
documents that can
provide assurance of
completion.

State which forum(s)
are ensuring ongoing
compliance with the
action

Ensure that systems to
support are in place:
a. Senior management
development programmes
b. Work plans for medical,
therapies, nursing
executive committees
c. New senior staff
performance ratings
d. Medical revalidations

Chief Executive
Officer

Completed April
2014
And now ongoing

Senior management
development
programme
(feedback reports)

Workforce, Learning
and Development
Committee

Medical, therapies
and nursing
executive work plans
(minutes)
Staff survey (action
plans)
Deloittes Well Led
review (2014)
CQC Inspection
(2016)

2011/19216
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Organisation

Recommendation
From the Independent
Investigation Report by Caring
Solutions Ltd. October 2016

Oxleas NHS Foundation Trust

8. The Trust should review
the Practice of discharging
conditionally discharged
patients to low supported
accommodation which does
not have staffing over a 24
hour period

2011/19216

Actions to achieve
recommendation

Implementation
Lead

Implementation Evidence of
by when
completion

Monitoring and
evaluation
arrangements

Be specific and clear. Label
each action: a, b, c, etc.

State who will take
the lead in ensuring
the action is
implemented. Use
roles, not names.

Realistic target
date. If
complete, state
when the action
was completed.

Reference the
documents that can
provide assurance of
completion.

State which forum(s)
are ensuring ongoing
compliance with the
action

Completed
April 2014 and
now on-going

Directorate referral
meetings (minutes)
Senior peer review
group (minutes)

Forensic Quality
Board

a. In the first instance
Service Director
consideration is always
given to 24 hour supported
care. Where it is
considered not clinically
indicated, high support
accommodation will be
sought, however in
exceptional circumstance,
where a greater level of
independent
accommodation may be
appropriate, these cases
will be peer reviewed.
b. In line with
recommendation 10, the
conditions upon discharge
will be agreed by the
MHRT, including
discharge destination.
c. Annual reviews of
discharge pathway

7

Referral data base
2014 – 2016 (annual
review)
Protocol for the
required discharge
pathway (protocol)
Spot check: December
The annual reviews
show that 2014 – 2016
had no discharges for
anyone to live alone in
independent
accommodation. There
have been discharges
of people to live with
their families. There is
an up to date protocol
which covers the
required discharge
pathways (protocol)

Organisation

Recommendation
From the Independent
Investigation Report by Caring
Solutions Ltd. October 2016

Oxleas NHS Foundation Trust

9. The Trust should review
the approach taken when
patients on a ‘conditional
discharge’ gain employment,
in terms of communication
with the employer and
assessing the
appropriateness of the job

2011/19216

Actions to achieve
recommendation

Implementation
Lead

Implementation Evidence of
by when
completion

Monitoring and
evaluation
arrangements

Be specific and clear. Label
each action: a, b, c, etc.

State who will take
the lead in ensuring
the action is
implemented. Use
roles, not names.

Realistic target
date. If
complete, state
when the action
was completed.

Reference the
documents that can
provide assurance of
completion.

State which forum(s)
are ensuring ongoing
compliance with the
action

a. Directorate will produce best
practice newsletter regarding
third party information exchange
and disclosure, This will be
formulated based on the Trust
policies and professional body
guidelines noting in particular
that best practice should be in
line with latest MAPPA
guidelines (2012)
b. Separate consideration of
disclosure regarding mental
health vulnerabilities, and
regarding risk to others, will be
evidenced, both of which require
different actions which need to
be recorded.
c. Multidisciplinary decisions
regarding disclosure must be
evidences in progress notes and
the updated risk assessment in
RiO.
d. The Trust will always disclose
to an agency the relevant
background in relation to
criminal offences.

Service Director

Completed
April 2014 and
now on-going

Disclosure to the
workplace policy and
flowchart

Forensic Quality
Board

Best practice
Newsletter (2015)
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Organisation

Recommendation

Oxleas NHS Foundation
Trust

From the Independent
Investigation Report by Caring
Solutions Ltd. October 2016

10. The Trust should satisfy
itself that the practice and
approach sometimes taken
by a Responsible Clinician in
applying to the MoJ, rather
than the patient seeking this
through the MHA Tribunal, is
acceptable

2011/19216

Actions to achieve
recommendation

Implementation
Lead

Implementation Evidence of
by when
completion

Monitoring and
evaluation
arrangements

Be specific and clear. Label
each action: a, b, c, etc.

State who will take
the lead in ensuring
the action is
implemented. Use
roles, not names.

Realistic target
date. If
complete, state
when the action
was completed.

Reference the
documents that can
provide assurance of
completion.

State which forum(s)
are ensuring ongoing
compliance with the
action

a. Application will be made
to a Tribunal for all
restricted patients. In
exceptional
circumstances, where a
clinical team believes
discharge via the MofJ to
be more appropriate, this
will be peer reviewed
before ratification.
b. Embed learning via
good practice meeting
March 2015.

Service Director

Completed 2014
and now ongoing

Spot check
November 2016 –
there have been no
discharges via MoJ
since NE incident.
All have been
completed through
the mental health
tribunal process.

Forensic Quality
Board
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Organisation

Recommendation

Oxleas NHS Foundation
Trust

From the Independent
Investigation Report by Caring
Solutions Ltd. October 2016

11. The Trust should review
the Bracton Centre’s
communication with the MoJ,
as correspondence to the
MoJ did not fully reflect Ms
A’s behaviour and
presentation

2011/19216

Actions to achieve
recommendation

Implementation
Lead

Implementation Evidence of
by when
completion

Monitoring and
evaluation
arrangements

Be specific and clear. Label
each action: a, b, c, etc.

State who will take
the lead in ensuring
the action is
implemented. Use
roles, not names.

Realistic target
date. If
complete, state
when the action
was completed.

Reference the
documents that can
provide assurance of
completion.

State which forum(s)
are ensuring ongoing
compliance with the
action

a. April to June 2014
conduct an audit of the 20
(50%) of the conditionally
discharged forensic
outreach caseload

Service Director

Completed 2014
and now ongoing

Discharge audit of
restricted patients
(2014)

Forensic Quality
Board

Spot check November
2016 – Audit
completed of restricted
patients and the
reports that go to MofJ
to check that all
information is in line
with MofJ guidance in
terms of content and
completeness (audit)
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Organisation
Oxleas NHS Foundation Trust

Recommendation
From the Independent
Investigation Report by Caring
Solutions Ltd. October 2016

12. The Trust should review
its practice and culture
relating to communication
with families and other
stakeholders involved in the
care of the patient, both
during the CPA process, and
during day to day
management of care

Actions to achieve
recommendation

Implementation
Lead

Implementation Evidence of
by when
completion

Monitoring and
evaluation
arrangements

Be specific and clear. Label
each action: a, b, c, etc.

State who will take
the lead in ensuring
the action is
implemented. Use
roles, not names.

Realistic target
date. If
complete, state
when the action
was completed.

Reference the
documents that can
provide assurance of
completion.

State which forum(s)
are ensuring ongoing
compliance with the
action

a. In line with
recommendation 10, the
Care Programme
Approach and Trust Carer
Strategy will be used to
enhance carer
involvement, to ensure
family and other
stakeholder engagement,
as appropriate.

Medical Director

Completed 2014
and now ongoing

Patient Experience
Group minutes (April
2014)
Carers groups
(minutes)
Patient and carer
feedback including
family and friends
feedback questions
at directorate and
Trust Patient
Experience Group
(papers and
minutes)

Quality Board

b. The new forensic family,
carer and important other
strategy is now live and
must ensure robust
Involvement. (Superseded
by Trust Support and
Networks Strategy 2016 –
19)

2011/19216

Carer Support and
Networks Strategy
2016 – 19 including
network mapping
tool appendix 2
page11.
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Organisation

Recommendation
From the Independent
Investigation Report by Caring
Solutions Ltd. October 2016

Oxleas NHS Foundation Trust

13. The Trust should ensure
that robust processes are in
place to support a clinical
decision to allow patients
who are on a conditional
discharge to visit other
countries

Actions to achieve
recommendation

Implementation
Lead

Implementation Evidence of
by when
completion

Monitoring and
evaluation
arrangements

Be specific and clear. Label
each action: a, b, c, etc.

State who will take
the lead in ensuring
the action is
implemented. Use
roles, not names.

Realistic target
date. If
complete, state
when the action
was completed.

Reference the
documents that can
provide assurance of
completion.

State which forum(s)
are ensuring ongoing
compliance with the
action

a. Develop a protocol for
foreign travel for
conditionally discharged
patients which will include
formal pre and post
reviews, as well as
standards for
communication with the
MofJ, key family or friends
involved in the visit.

Service Director

Completed April
2014 and now
on-going

Foreign Travel
protocol form

Forensic Quality
Board

Terms of reference
Senior Peer review
Group
Letters regarding
agreement or not to
travel abroad for
restrictive patients.

b. All foreign travel for
conditionally discharged
patients will need to be
ratified by the peer review
group.

2011/19216

Spot check –
November 2016
foreign travel
protocol is being
followed. Requests
are rare. Only one
was approved
(documented in
Conditional
Discharge Report)
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Organisation

Recommendation

NHS England to lead on behalf of emergency services,
acute trusts (A&Es) and Mental Health Trusts

From the Independent
Investigation Report by Caring
Solutions Ltd. October 2016

14.
a) The circumstances of this
case highlight the need for a
process by which the police
and other emergency
services are able to conduct,
on arrival, an appropriate
handover of the patient with
appropriate health
professionals regardless of
the manner through which
crisis mental health care is
sought.

Actions to achieve
recommendation

Implementation
Lead

Implementation Evidence of
by when
completion

Monitoring and
evaluation
arrangements

Be specific and clear. Label
each action: a, b, c, etc.

State who will take
the lead in ensuring
the action is
implemented. Use
roles, not names.

Realistic target
date. If
complete, state
when the action
was completed.

Reference the
documents that can
provide assurance of
completion.

State which forum(s)
are ensuring ongoing
compliance with the
action

OXLEAS:
Superseded by:
Mental Health Crisis Care
for Londoners: London’s
Section 136 and Health
Based Place of Safety
Specification (December
2016)

OXLEAS:
Medical Director
Director of
Nursing

OXLEAS:
On-going

OXLEAS:
Oxleas Borough
Commander
meeting (minutes)

OXLEAS:An Oxleas/ Police
partnership group
chaired by Oxleas
Chairman with
members form
Borough
Commanders meets
regularly to review
joint working and
compliance with
Mental Health
Concordat and crisis
care.

b)The circumstances of the
case also highlight the need
for A&E departments and
their Mental Health Trust
partners to consider how the
Mental Health Act powers are
deployed in support of the
crisis care pathway including
the powers that may be
enacted by the hospital alone

2011/19216

Mental Health Crisis
Care for Londoners:
London’s Section
136 and Health
Based Place of
Safety specification
(December 2016)
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Organisation

Recommendation
From the Independent
Investigation Report by Caring
Solutions Ltd. October 2016

Oxleas NHS Foundation Trust

15. The Trust to review the
uptake of training relating to
risk assessment and
management, and clinical
observation, for all Mental
Health Liaison Team staff to
ensure staff are up to date

2011/19216

Actions to achieve
recommendation

Implementation
Lead

Implementation Evidence of
by when
completion

Monitoring and
evaluation
arrangements

Be specific and clear. Label
each action: a, b, c, etc.

State who will take
the lead in ensuring
the action is
implemented. Use
roles, not names.

Realistic target
date. If
complete, state
when the action
was completed.

Reference the
documents that can
provide assurance of
completion.

State which forum(s)
are ensuring ongoing
compliance with the
action

a. Prior to being authorised to
work independently, all staff
within the MHLT to undertake a
9 week induction training
programme which includes:
3 weeks shadowing, 3 weeks
supervised practice, 3 weeks
reflective practice, attending
team based risk training. Only
when this is completed are staff
authorised to work
independently.
b. All staff will have attended
annual risk training.
c. All MHLS staff to have
completed specific training in
relation to risk management.
Staff to complete one or more of
following courses: risk
management including clinical
risk, assessment and
management of risk in clinical
practice and observation and
engagement of patients at risk.
d. On-going reflection on risk to
be undertaken within MHLS
clinical meetings and within
clinical supervision.

Director of
Nursing
Medical Director

Completed April
2014 and now
on-going

Supervision records
(Trust electronic learning
system)

Workforce, Learning
and Development
Committee

Training records
(Trust electronic learning
system)

Patient Safety Group

Observation training
records for all ward staff
in mental health
(December 2016)
Spot check November
2016 – the gold standard
induction training remains
in place in Greenwich.
There is a further
modified version in place
for temporary staff.
STORM training is being
introduced to all crisis
teams to be completed
by May 2017 (STORM
training records)
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Organisation

Recommendation

Oxleas NHS Foundation
Trust

From the Independent
Investigation Report by Caring
Solutions Ltd. October 2016

16. The Trust should ensure
an auditable process is in
place to monitor
communication between the
A&E Department and the
Mental Health Liaison
Service, so that it remains
effective

2011/19216

Actions to achieve
recommendation

Implementation
Lead

Implementation Evidence of
by when
completion

Monitoring and
evaluation
arrangements

Be specific and clear. Label
each action: a, b, c, etc.

State who will take
the lead in ensuring
the action is
implemented. Use
roles, not names.

Realistic target
date. If
complete, state
when the action
was completed.

Reference the
documents that can
provide assurance of
completion.

State which forum(s)
are ensuring ongoing
compliance with the
action

a. Greenwich MHLT to
attend Whole System
Meetings
b. Greenwich MHLT to be
based adjacent to
Emergency Department
c. Greenwich MHLT
manager to have daily
contact with Emergency
Department service
manager

Service Director

Completed April
2014 and now
on-going

Whole Systems
Resilience groups
(minutes)

Whole System
Resilience Group
Bed flow meetings

Since 2016 daily bed
flow report (excel)

15

Organisation
Oxleas NHS Foundation Trust

Recommendation
From the Independent
Investigation Report by Caring
Solutions Ltd. October 2016

17. The Trust should review
the route undertaken by
acutely mentally unwell
patients, who are admitted
via the MHLS to Oxleas
House.

2011/19216

Actions to achieve
recommendation

Implementation
Lead

Implementation Evidence of
by when
completion

Monitoring and
evaluation
arrangements

Be specific and clear. Label
each action: a, b, c, etc.

State who will take
the lead in ensuring
the action is
implemented. Use
roles, not names.

Realistic target
date. If
complete, state
when the action
was completed.

Reference the
documents that can
provide assurance of
completion.

State which forum(s)
are ensuring ongoing
compliance with the
action

a. Review MHLT
operational policy –
include clear procedures
for transferring patients
admitted via MHLT from
the ED department directly
to the ward.
b. Policy requires staff and
security to accompany
admitted patients for ED to
Oxleas House to ensure
safe transfer.
C Policy cascaded to all
staff who are required to
sign a matrix confirming
that they have red and
understood the policy.

Service Director

Completed April
2014 and now
on-going

Sign off matrix
Team meeting
(minutes)

Executive
Committee

Feedback and
minutes whole
system group
Process reviewed
following CQC
feedback in
inspection (2016)
(minutes CQC
actions)

16

Organisation
Oxleas NHS Foundation Trust

Recommendation
From the Independent
Investigation Report by Caring
Solutions Ltd. October 2016

18. The Trust must ensure
that given the new
commissioning arrangements
for Forensic Services, no gap
is allowed to develop for
Service Users who are
forensic inpatients, but then
discharged to the care of a
general team

Actions to achieve
recommendation

Implementation
Lead

Implementation Evidence of
by when
completion

Monitoring and
evaluation
arrangements

Be specific and clear. Label
each action: a, b, c, etc.

State who will take
the lead in ensuring
the action is
implemented. Use
roles, not names.

Realistic target
date. If
complete, state
when the action
was completed.

Reference the
documents that can
provide assurance of
completion.

State which forum(s)
are ensuring ongoing
compliance with the
action

a. Review existing
community policy which
includes standards and
procedures for hand over
to working age adults
services.

Medical Director

Completed April
2014 and now
on-going review

Discharge protocol

Quality Board

November 2016
Spot check audit
(audit report)
Adult community
mental health
operational policy
(Locality AMHS
incorporating PCP,
ADAPT and ICMP)
version 28 (policy)
Appendix 14
Standards and
procedures for
transfer to adult
mental health
services (policy)

2011/19216
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Organisation

Recommendation

Oxleas NHS Foundation
Trust

From the Independent
Investigation Report by Caring
Solutions Ltd. October 2016

19. The Trust should review
their Duty Doctor on-call
arrangements to consider the
use of a specific Doctor oncall rota for the Forensic
services

2011/19216

Actions to achieve
recommendation

Implementation
Lead

Implementation Evidence of
by when
completion

Monitoring and
evaluation
arrangements

Be specific and clear. Label
each action: a, b, c, etc.

State who will take
the lead in ensuring
the action is
implemented. Use
roles, not names.

Realistic target
date. If
complete, state
when the action
was completed.

Reference the
documents that can
provide assurance of
completion.

State which forum(s)
are ensuring ongoing
compliance with the
action

a. Duty forensic on-call
rota to commence on 20
September 2015
b. On-call forensic duty
doctor will be contacted in
the event of a patient open
to Bracton / or known to
have a forensic history
consultation presents in a
crisis
c. the on-call service to be
formally communicated to
services

Medical Director

Completed
February 2014
and formally
reviewed in
September
2014 and now
on-going

On call rota (rotas)

Forensic Quality
Board

18

Organisation

Recommendation
From the Independent
Investigation Report by Caring
Solutions Ltd. October 2016

Actions to achieve
recommendation

Implementation
Lead

Implementation Evidence of
by when
completion

Monitoring and
evaluation
arrangements

Be specific and clear. Label
each action: a, b, c, etc.

State who will take
the lead in ensuring
the action is
implemented. Use
roles, not names.

Realistic target
date. If
complete, state
when the action
was completed.

Reference the
documents that can
provide assurance of
completion.

State which forum(s)
are ensuring ongoing
compliance with the
action

OXLEAS:
MAPPA policy (now
replaced by London
MAPPA Guidance
2014)

OXLEAS: Forensic
Quality Board

20. MAPPA should hold a
central database for those
patients on Level 1 MAPPA.

MAPPA*

MAPPA referrals
discussed
(Community
meetings between
SWs and CPNs
minutes)
Bracton Unit
Coordinator Role
protocol (protocol)

2011/19216
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Organisation
NHS England

Recommendation
From the Independent
Investigation Report by Caring
Solutions Ltd. October 2016

Actions to achieve
recommendation

Implementation
Lead

Implementation Evidence of
by when
completion

Monitoring and
evaluation
arrangements

Be specific and clear. Label
each action: a, b, c, etc.

State who will take
the lead in ensuring
the action is
implemented. Use
roles, not names.

Realistic target
date. If
complete, state
when the action
was completed.

State which forum(s)
are ensuring ongoing
compliance with the
action

21. NHS England should
ensure that the terms of
reference guide the Panel to
identify where it may become
necessary to invite additional
Panel members with
specialist knowledge of other
organisations such as Police
or Housing. The Panel
acknowledge that their
reports must not only be fair
but be seen to be fair and
wider membership may be a
way to achieve this
* MAPPA – Multi Agency Public Protection Arrangements

2011/19216
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Reference the
documents that can
provide assurance of
completion.
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Board of Directors
2nd March 2017
Agenda item:

Report on Clinical records system

Item from

Alison Furzer

Attachments

Oxleas RiO update

Item
Enclosure

11
9

Summary and Highlights
The attached report provides an update on the development of Oxleas Rio since its deployment
in the summer of 2015.

Changes to risk register

New risks identified

Recommendations
The board are asked to note

Previous
rating

New rating

Rating

Oxleas Rio Update
Background
The contract with BT to supply our clinical systems came to an end in October 2015. We launched
our mini-competition in August 2013 to procure a new system. The procurement was based on a
detailed statement of requirements prepared through in-depth clinical engagement and
consultation. Three suppliers showed interest in detailed evaluation by Oxleas staff.
A 4 stage procurement process was undertaken:
•
•
•
•

Stage 1: Systems demonstrations
Stage 2: Site Visits
Stage 3: Selection of top 2 suppliers
Stage 4: Testing of top 2 systems and detailed appraisal

A wide range of clinicians across all areas of the Trust were involved with each stage of the
procurement process and after a comprehensive evaluation and testing process the new contract
was awarded to Servelec, who host and support ‘Oxleas’Rio.
We went live with the clinical system in 3 phases:
1. Transition of our Mental Health records to the new system- June 2015
2. Transition of our Children’s and Adult Community Records- July 2015
3. Merge of the 3 clinical systems- October 2015
Key Benefits of Oxleas Rio
1.1 Improved access to clinical information & one system facilitating integrated working across
multiple services:

One of the benefits of a merged clinical system is that many staff no longer need to log on to several
versions of RiO. In addition, upon launch of the merged system, many staff became aware for the
first time that their patients were also being seen by other Oxleas health professionals and this has
created opportunities to provide more joined up care. For example, the merged record enabled
children’s services to have a more seamless view of their patients as previously the records had been
split across the Bexley and Greenwich system.
Having all the clinical data in one place has facilitated conversations about how integrated our
services are and will support the move to borough based services.
2.11.2 Availability of Rio mobile working solutions for staff

Formatted: Heading 5

It is widely accepted that for clinicians working in the community access to view and complete
patient records when away from base increases productivity as well as improving patient outcomes
and experience. The RiO contract with BT offered no viable mobile working solution.

1

In 2013 a project was initiated to find a product that could integrate with the 'locked down' BT
version of RiO and provide electronic access to patient records away from base. iNurse was found to
be the best option available and was initially made available to 50 users across 5 district nursing
teams. There was a significant immediate positive impact with the number of appointments
outcomed doubling in the first month and staff reporting time saved by less travel to and from base
between appointments.
The infrastructure supporting the solution made it unviable to deploy Trust wide however the
benefits were significant enough that 6 months after go live a proposal to expand the use of
iNurse across all district nurses and 50 nurses in C & YP was agreed.
Oxleas Rio Solution: As part of the negotiation for Oxleas RiO we negotiated a 5 year Trust wide
solution deploy Servelecs mobile working solution. The cost of the solution offered significant
savings over the iNurse solution. iNurse cost approx. £145,800 per annum for 250 users.
(£49/month/user) We now pay £157,500 per annum for 1100 users (£12/month/user) . This cost
includes all licence and data charges
We have 1900 iPads deployed and Staff are using both the on-line and off-line versions of Rio. We
have invested in training and support for staff and are monitoring usage across directorates . We
were the first Trust in the country to use Rio on an iPad and nearly 2 years later we are not aware of
any other Trusts who have rolled out this functionality at scale.
1.32 Improved reporting and data collection:

Being able to configure the system ourselves is the biggest benefit of the core system. Implementing
configuration changes would have taken a minimum of 6-9 months to implement by BT, but would
have also needed to be agreed by multiple other Trusts under the LPfIT contract. In reality hardly
any configuration type changes were made under the BT contract.
Change Management Process
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We have established a robust change management process to facilitate changes to the system.
Any staff member can request that a change is made to Oxleas Rio. All requests are channelled
through the directorate representatives (typically there is a clinical and business lead per
directorate). Once there is local agreement with the directorate leads that a change is required, this
change will go through the informatics change management process.
Informatics staff will make the changes within a test environment and will do the initial ‘sense’
checking of a change. Directorate staff then provide user acceptance testing. Often the changes are
iterative and are rolled out to a small group of staff initially before a broader roll out (e.g. recent roll
out of MDT form and inpatient care plan). Whilst there are many objectives for changes to the
system the Rio Transformation team will always ensure that the number of clicks within the system
is reduced as much as possible.
We now release changes in a controlled way into the production system. We have planned releases
every 2- 3 months but have been flexible in our approach to date to meet operational needs. 6
releases were deployed into production to date in 2016 and we have had 2 releases so far this year.
2

Configuring RiO

Over the last 12 months we have created a number of new forms as well as amend existing forms in
order to meet our clinical and business needs. We have been able to support the outcomes
measures project by adding clinical outcome measures and scales that we have not previously had,
supported CAMHS with new measures that can now be completed in RiO and not on an external
database, as well as assisting health visiting, school nursing, cardiac rehab and rapid response to
become paper light. The table below shows which services have benefited.
CYPS & CAMHS
ACHS
AMH & LD
OPMH
Forensics
Corporate

New Forms
59
6
14
1
2
2

CYPS
ACHS
AMH
OPMH
Forensics
Corporate

Form Amendments
8
4
11
5
2
6

Case study- ASQ3: A Key area of focus this year will be to replace the population of all manual forms
with electronic replacements. A good illustration is the ASQ3 form. Historically this has been a paper
form that is populated to track a child’s development. The health visitor had to manually calculate a
score from the information on the form, which was then scanned and saved in Rio. The score was
also tracked in a separate database for national reporting. The form is now on Rio so the data can be
recorded directly into Rio and the calculation is done automatically. It has been estimated that this is
a time saving of approx. 10 minutes per child and the service sees approx. 60 babies so the overall
time saving is in the region of 10 hours a month across the service.
More recently we have introduced new forms to provide a tailored care plan and MDT form for our
Mental Health in-patient wards. The development of these forms were part of the QUIP programme
within inpatient services and had a huge amount of clinical involvement. They evolved over a couple
of months with over a dozen changes being made following feedback from clinicians who started to
trial the forms. The feedback has been positive and these forms are now in operational use across
our MH wards.
Software changes requiring Servelec Involvement

To date we have been able to make most of the requested changes to Rio ourselves through
configuration of the system. However two changes have been prioritised by services that we have
had to seek agreement and assistance from Servelec:
1.‘My Care Plan’ – Cost: £28K: Prior to Oxleas RiO, the Trust used 3 separate RiO systems; RiO
Mental Health, RiO Community and RiO Bexley. When the systems were separate, clinicians in
mental health services could not see the care plans created by community services and vice versa.
Post merge all the care plan information was in one system, however the mental health and
community health care plans were still kept separate.
A number of workshops were held with clinicians across all directorates to determine the
requirements for the new care planning screen. The result was a combined care plan that contains
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both mental health and community health information. This type of change required a fundamental
change to the structure of Rio and wasn’t something we were able to do ourselves.
The merged ‘my care plan’ was implemented in early January. Clinicians now only need to go to one
area of RiO to update and view both a client’s community and mental health care plans.
My care plan is easily accessible from most of the forms within Oxleas Rio. This enables instant
access to and from the forms to the care plan, reducing the number of clicks for clinicians
We also took the opportunity to amend the printable care plan that is given to the client. It is now in
a more user friendly format. We will be working with services to identify a process of pulling data
from ‘My care plan’ into their own letter templates.
2. ‘48 hour follow up’ prompt. – Cost : £27K. This change will prompt the clinician to verify that a 48
discharge follow up has been set up. This request has taken some time to come to fruition and a
release date is due from Servelec imminently.
It is likely that we will request further structural changes over the coming year. For example, We
have identified an opportunity to provide a direct link from Oxleas Rio to the clinical portals that are
now established in Greenwich, Bexley and Bromley. This would be immensely beneficial to our
clinicians to enable them to quickly establish whether our service users are known to other services
within the borough. Costs and funding options for these developments are being explored.
Navigational improvements
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We know that navigating around the system can take many clicks of the mouse to get from one form
to another. In mental health to navigate between a core assessments (just presenting situation) a
risk summary and progress note takes 15 clicks. We want to make navigating around the system
more efficient by reducing the number of clicks and keeping regularly used forms grouped together
to try and reduce having to click in and out of forms. Much work was done in 2016 to improve the
system navigation and this will continue to be a key area of focus in 2017.
Formatted: Heading 5

Finances

The initial price for a 5 year contract with Servelec for ‘Open’ Rio was quoted at £3,064,000.
Negotiations with our new supplier meant that we were finally able to procure the contract for
£1,579,473. This includes a Trust wide licence for Rio mobile.
The Rio change management process is being supported predominantly by existing revenue
resources within the Informatics directorate. Two teams within the informatics directorate have
been redesigned to accommodate additional work that has been generated by the new system.
Current annual revenue funding for Rio support within the Informatics directorate is as follows:
Revenue Costs:
Area
Rio Transformation
Information team: Adhoc and Regular reporting*
It Rio configuration, and smartcard
Total

WTE
7.8
12.8
8.9
29.5

Annual Cost
£419,000
£736,000
£330,000
£1,485,000

*NB The majority but not all the reporting within this team is Rio related.
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In addition capital funding is being utilised to accommodate the huge amount of change that has
been requested now that we have the ability to design the system to our own specification. We also
have additional resources to support the deployment of iPads in clinical settings. The proposed
Capital Plan costs are as follows:
Capital Costs associated with Rio
Area
IT Ipad project support and development
RiO Mobile training and development
Rio Project Configuration resource

Cost

£75,000
£75,000
£50,000

Clinical Portals*

£150,000

Ifox Development*

£713,000

Rio development and external systems
integration
Total

£150,000
£1,213,000

*NB Only a % funds associated with these programmes will be associated with the Rio system
What’s next?
Form

Risk assessment
Mental Health
physical health form

MEWS Form

MUST Form
Adult & Child
safeguarding

Detail

Areas Impacted

Ongoing discussions about structure of the
changes post February CEG.
Trustwide
Goal is Reduction in number of forms (6 to 2)
and number of clicks & consolidate capture of
CQUIN Data
Trustwide
MH and
Community
Introduction of MEWS (Modified Early
Warning score), currently recorded on paper inpatient wards
Consolidation of current MUST (Malnutrition
Universal Screening Tool) forms and
introduction of automatic score calculation. Reduction in clicks
Trustwide
Development of Local authority referral
forms within Rio to automate reporting
Trustwide

Anticipated
Delivery date
TBD

April

April

April
April

In addition, we held a workshop at Pinewood with colleagues from SWLSG last week. SWLSG also
use Rio as their main clinical system. We are investigating the opportunities for joint working on the
development of Rio which could potentially save us time and money. We will be aligning our
strategies and regularly sharing our configuration plans with a view to joint development across both
Trusts where appropriate.
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Training
The Rio Training and Transformation team are led by 2 team leads who are mental health and
community nurses by profession. The team also receive guidance from the Clinical Director of
Informatics (Dr Reza), who has 1 day a week dedicated to providing clinical input to the Informatics
directorate.
Mental Health
lead (8A)

Community Health
lead (8A)

Training Officer (Band 7)
3 x Rio MH
Transformation /
trainers x Band 6

2 x Rio Com
Transformation /
trainers x Band 6

We are reviewing existing RiO training, which currently includes face to face sessions, e-learn
courses and webinars to a mixed audience of clinical and admin staff. We are considering separating
the training for in-patients and community settings. This will enable us to target functionality
relevant to their areas in order to improve data quality. We know webinars are popular; they allow
us to target more people than face to face training, plus webinars allow staff to stay at their desks
whilst providing an interactive training experience.
To supplement the core training, we have developed a suite of Oxleas RiO e-learn modules to assist
staff to record information correctly within Oxleas Rio. The first module will be referral for treatment
(RTT) for multiple disciplinary and single teams for both MH and physical settings. This will be
launched next week.
We will also be supplementing the existing Rio training with more locally based drop in sessions this
year. This approach has proved useful during the implementation of mobile working and will be
advertised directly with teams and via the Ox.
Ifox and data quality
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Ifox is a key tool for clinical staff that should be used in conjunction with Rio. One of the first
products that were developed in iFox was the Clinicians task list. This dashboard was designed to
address a need identified by one of our OPMH consultants. He identified that to obtain all the
clinical information he required to review a patient he needed to perform 250 clicks in Rio. The
clinician’s task list provides this information in 5 clicks.
Since this first development we have created a suite of dashboards to assist teams with managing
the quality of data recorded in Oxleas Rio. Team dashboards are available for Mental Health teams
and a bed management dashboard is now live and being rolled out to staff. One of the main recent
developments has been the ‘automated’ integrated board report. A daily view of the Boards
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integrated board report is available to all staff and provides data at Trust and directorate level and
pseudonymised patient level which facilitates better data quality and drives performance.
To supplement training, within the iFox dashboards we have been developing ‘web clips’ . These are
short videos that are embedded against each indicator within the dashboard. The web clips show
staff a set by step guide on how to record data in Rio correctly. We will be rolling out this
functionality over the next few months. In addition, we have recently launched iFox webinar training
for existing staff which is bookable via the Oxleas learning centre. We will be developing a
communications campaign to raise awareness of the newer iFox functionality and webinar training.
Challenges
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Whilst we have some very engaged clinicians, there has been a gradual decrease, in the clinical
involvement in changes to Oxleas Rio . Whilst we have identified both clinical and business leads in
each directorate, over time the responsibility for change within the system has reverted
predominantly to business offices once again. This reflects our past experience with Rio champions
and user groups. Typically these groups have been attended by admin and not clinicians. In addition,
we do sometimes struggle to get a decision on changes to the system. Currently we have a clinical
director of Informatics who has 1 day of dedicated time for his informatics role. This is incredibly
useful but having some dedicated clinical time per directorate would no doubt pay dividends in the
development of Oxleas Rio. We will pursue this idea at the Exec team away day in April.
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Summary and Highlights

The Workforce and learning development group met on the 22nd February 2017
Workforce KPIs and Agency Usage
The committee reviewed the Workforce KPI and associated data on roster performance, EWTD
compliance and agency usage. The committee reviewed in detail the agency usage of corporate
functions and noted particular areas of usage in Estates and Informatics. The potential impact of
HMRC IR 35 rules was noted along with the work being done by the trust with agencies to enforce
these new rules.
The challenge of ensuring effective roster usage was discussed. Whilst the challenges of creating a
roster that balanced the needs of staff with an efficient usage of staff time were noted there was
clearly still considerable room for improvement in many teams. The matter was a performance
management one rather than a training issue
The joint work with SLAM around the potential tender of the trust bank was noted. Further work was
being done to standardise training and other systems between the trusts prior to putting out the
tender in order to be able to get best value.
Overall bank and agency usage was noted along with the controls in place. The NHSi Agency checklist
was updated to reflect further controls put in place by service directorates. The implementation of
EOL (Employee on Line) allowing bank staff to book shifts directly on line was noted. Further work
with ward managers to address outstanding issues with bank processes was agreed.
Risk Register
The risk register was agreed and risk ratings assigned to the new risks identified by the committee.
Workforce Strategy
The revised workforce strategy was agreed. The committee would review plans and progress on an
annual basis.
Nursing Strategy
The committee noted and agreed the revisions to the workforce elements of the nursing strategy.

Apprenticeships
An update on the actions being taken to implement apprenticeships was noted. The main focus would
be on nursing around HCA and Nurse Associate apprenticeships but further opportunities around
nurse apprentices and informatics apprentices were also being explored.
Workplace Stress
The analysis of instances of absence as a result of stress/anxiety/other psychiatric condition were
shared and discussed. The majority of absence for these reasons were personal/domestic related as
had been the case when previously audited. The findings would be discussed in further detail with
staff side.
Supervision Policy
The revised supervision policy was approved. Improvements in uptake of supervision were noted as
well as further work to embed in standard practice.

Changes to risk register
1502 Increased demand, organisational change and funding
pressures may lead to reduced morale impacting on retention,
sickness absence and patient and staff satisfaction.

Previous
rating

New rating

3x3 (9)
3x4 (12) high
moderate

1503 If the trust does not demonstrate effective roster practice there 3x3 (9)
3x4 (12) high
is a risk that the trust will not maximise the efficient use of staff
moderate
resource, impacting on quality and safety and leading to increased
regulatory scrutiny.
New risks identified

Recommendations
To Note

Rating
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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
th

6 February 2017

Service

Bexley Early Intervention in
Psychosis Service (EIP)

Attendees

Yemisi Gibbons
Jazz Thind
Gordon McKay
Iain Dimond
Lorraine Regan

Brief description of service
This is one of three EIP teams within Oxleas. This is a community service based at Park Crescent
in Erith. The team provides assessment and treatment to individuals 18+ with a first episode (or
suspected first episode of psychosis). Treatment is via psychosocial, pharmacological and family
interventions. Average length of time for service users in the team is 3 years (as per funding).
The team is made up of a consultant psychiatrist, CPNs, social worker, psychologists, OT, support
workers.

Overview of visit
Gordon McKay managers the service in Bexley but also provides cover to equivalent teams in
Bromley and Greenwich.
EIP services were originally set up to provide a service to adults between the ages of 18-35. This
was extended on the 1st April to the age of 65. Data shows that more than 50% of the client
group is 35+ years old with 30% of new referrals for this age as well.
The team has a ‘referral to treatment’ target and needs to see 50% of new referrals within this
time scale. This target is now increasing to 65%. The clock stops if the referral is declined or the
service user is allocated to another team. The service provision is in line with NICE concordat
care and offers a variety of interventions e.g. Psycho-interventions; family work including ‘back
to work’ education services. Most 35 year olds that come into contact with the service have
generally had previous contact with MH services. The risk factors tend to be higher with
significant and more violent attempts at suicide. Psychological therapies generally provide a
minimum of 1 contact every 2 weeks but ‘zoning’ determines frequency and if a service user is in
the ‘red’ zone then they are seen once every week.
Inappropriate referrals can be linked to personality disorders, inaccurate diagnostics.
Most service users attend Park Crescent to see clinicians and these are usually on a 121 basis
although some are seen in group settings.
Patient feedback is sought and use of IPADs to this effect is being embedded.

The team has a caseload of circa 76, post a number of recent discharges, with performance now
slightly below commissioned activity. The team continues to struggle with discharges to primary
care as there is a continued reluctance regarding prescribing, with a tendency to seek funding
e.g. medication. Teams have previously reached out to GPs to try and provide education and
support but these were very poorly attended.
The team has a number of different professional staff groups including nurses, social workers
(one of whom is an AMPH), psychologist and OTs. The Team would like greater support worker
input.
The team have regular supervision (4-6 weeks) with the team manager undertaking the majority
of these. Clinical supervision is provided by other professional leads. Nurse revalidation is
bedded in and staff are actively using the SARD model.
IPADS are used and there is one super-user who is very positive with the technology now that
MIA is in place and has been completed converted. Store and Forward was not as effective and
was seen to be part of the problem.
Co-location with community teams is beneficial.
The biggest challenges are throughput and the continued bedding down of the re-design.
The Team asked about the future commitment to Charlton Athletic Community Trust as the
benefits to patients were deemed to far outweigh the investment made. We discussed how
when resources are limited choices have to be prioritised. The Team understood and
appreciated this position.
We met with 5 members of staff who were all very positive about their roles and the work of the
team. They voiced similar concerns regarding primary care and how some surgeries put up
barriers and did not welcome taking back stable patients. Their primary focus appears to be
money and they are not willing to take on any care unless there is funding involved. They sighted
one patient having to receive their depot at work, when it could very easily be provided at the
GP practice.
The team would welcome some additional resources as a support worker would enhance the
team and aid physical health need assessments.
The team experienced a lack of integration between teams (physical and MH alike) and have on
occasion struggled to engage colleagues e.g. transition of care before hand over to another
team. The new RIO joined up care record was beneficial but staff were concerned about access
to individual MH records and asked if the patient need to give consent for to be available to
other staff.
All staff commented how much they liked to work for Oxleas and we asked them to take this
positive voice out to other friends, family, colleagues to encourage them to apply for roles. The
team were expanding their work with schools working with 6th formers and teachers to educate
them on what they need to maintain MH and wellbeing.
Iain discussed accommodation available to staff at QMH, staff were not aware of this and we
agreed get a response on this.
One member of the team commented that it was unfair for substantive staff to only be paid
point 3 of the bank shift band and this discouraged staff to take up bank shifts.

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

Issues raised

Action

New Rio and sharing of MH information
Team asked if it was acceptable to share confidential MH care
records with colleagues not working in MH

Hashim Reza

Joining the Bank and Bank payments to substantive staff
This was not deemed seamless and feedback was that it was
difficult and elongated

Simon Hart

The team wanted to know if there was a view to changing this
so that staff could be paid their substantive band and point
Accommodation at QMH
The team wanted to know if there was an option to get
subsidised housing
Support Worker input
SMT to review possibility of diversion of resource

Rachel Evans

Simon Hart

Template for Non-Executive Directors’ board visits
Service

Date of visit
13 February
2017

Douglass House Project(DHP) SE4 Forensic and Prison Services

Attendees
Stephen Dilworth
Caoimhe McAnena DHP
Jonathan Bullock DHP
Delreen Walker Turning Point/DHP
Michael and Keith (service users)

Brief description of service
Oxleas works with Turning Point (TP) to help service users with severe personality disorders. The
patients are approaching the end of long term sentences and DHP prepares them for reintegration
back into the community. Development work includes helping with social, interpersonal and
independent skills and subsequent monitoring after release ensures that patients are given ongoing
support.

Overview of visit
14 of the 18 staff (78%) work for Turning Point but it is noticeable that staff and service users see this
as a seamless delivery and there is no evident differentiation between TP and Oxleas delivery. In that
sense the DHP identity and partnership is a very good model to follow. Since my last visit (6 June
2016), redecoration and some refurbishment (paid for by TP) has taken place which has improved
security and provided a brighter environment. Patients were very enthusiastic as to the support they
receive (Michael “ I give the service here 10 out of 10”) although staff did observe that such opinions
can vary from day to day, such is the nature of this work and the clientele. Staff enquired on my last
visit as to whether TP could use NHS jobs or our site to advertise for vacancies - I will ask Simon Hart
for his thoughts on a review of this as the staff say that the current policy (where TP can’t access this
facility) is reducing the number and quality of candidates. So it would be in our mutual interest to
help if we can. On a separate point regarding evidence of treatment outcomes, one of the staff is
completing Masters studies on the benefits of DHP work and I have asked for sight of the key
findings. Overall staff and patients were very positive as to the work undertaken by DHP and
relationship between Oxleas and TP.

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

Issues raised
1. Review access for DHP to advertise vacancies.
2. CMcA to provide a summary of validated
outcomes for DHP work as evidenced in
Masters study.

Action

Template for Non-Executive Directors’ board visits
Date of visit
9.2.17
23.2.17

Service

Attendees

Green Parks House AMH in-patient
Woodlands & Oxleas House AMH
In-patient units

Andy Trotter, Chair

Brief description of service
Adult Mental Health in-patient services, Woodlands, Green Parks House, Oxleas House

Overview of visit
I visited Woodlands, GPH and Oxleas House, met with staff and patients. I visited the refurbished
S136 suite at GPH and the new Pre Admission Suite (PAS) at Oxleas House.
The staff at all locations were very pleased with the improvements made by the admissions policy
and the hiring of the ELFT beds. Staff on Avery were happy with the gender separation at Oxleas
House.

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

Issues raised

Alarm system at Woodlands – concerns was
raised about the removal of the fixed wall
mounted alarm following the acquisition of the
personal alarms.
General concerns about the operation of the
Bank system.

Action
RE

SH
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Date of visit

Service

7th February 2017 HMP Swaleside - Forensic and
Prisons

Attendees
Stephen Dilworth
John Enser
Tim Riley
Anne Willoughby
Debbie Smith (all Oxleas)
Habib,Ali,Ryan,Hussain (mentors/service
users)

Brief description of service
Swaleside is a Category B mens prison, one of 3 prisons within the Sheppey Cluster. As part of our
support and provision of health services, a programme was started in May 2015 to develop
Emotional Well-Being (EWB). This uses existing prisoners to participate in a training programme to
act as mentors to support and help other prisoners who are struggling

Overview of visit

EWB currently has 10 mentors, 6 of whom are volunteers and 4 receive a small payment. The
mentors offer 1 to 1 support and, taking Habib as an example, he has made 274 contacts with
prisoners in the last month. They are authorised to be called out late at night time to a few mentees
who are deemed in need of high support. As part of the programme, staff and mentors provide
courses on self-help information, anger management and facing up to conflict. Outcome evidence
indicates that 57% of mentees have stopped or reduced their self-harming behaviour and 66% had
reduced or stopped thoughts and/or attempts at suicide. There are clear financial benefits to the
prison - an example was given of prisoner “A “ who had previously wrecked 28 cells (total
refurbishment cost £56,000) but after 3 months of the programme had not been involved in any
similar disturbances. The scheme has now been extended to HMP Rochester and is likely to be
expanded further. Mentors also encourage mentees to develop or re-establish contact with family
and friends, a benefit which aligns with our values, priorities and patient promise.
Staff and mentors were very positive about the programme and also the general support offered by
Oxleas. (Ryan - “ I was in a very deep hole and probably wouldn’t be here if it wasn’t for Oxleas” ;
Habib - “Oxleas staff go the extra mile”). There was also great pride from the mentors on the reach of
the programme and the evidence of success.
The December riot was discussed and attributed to aggressive cell searches (“the cells are their
homes”) and the high turnover of prison staff which prevents beneficial long term relationships. The
latter used to identify and remedy issues at an early stage. For staff there was still some nervousness
regarding their personal safety and we need to continue to monitor and support their thoughts on
this.

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

Issues raised
1. Monitor and assess evidence of EWB
programme, and extend as appropriate.
Recognise success for individuals involved.
2. HR/Executive to provide ongoing support for
staff following riots.

Action
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Agenda item

Business Committee update (21st February 2017 meeting)

Item from

Jo Stimpson, Non-executive Director
Jazz Thind, Director of Finance
a) Finance Report
b) NHS Providers On The Day Briefing 2016-17 Q3

Attachments

Summary
Key highlights from the Business Committee
•

The Committee noted the performance indicators as at January 17, these are in line with
expectations.

•

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

Bexley Dietetics (£0.3m pa) – Unsuccessful bid
Bromley Community Services (£31m pa) – ITT due on the 10th March
Bromley 0-4 Health Visiting (£3.5m pa) – ITT due on the 17th March
Bexley Falls Service (£50k pa) – Interview on the 3rd March
Bromley Community Sexual Health (£1.8m pa) – Withdrawn from bid

•

The Committee noted the Trust had delivered a surplus of £276k (excluding STF) at the end of
January 17. This was in line with plan. In month pressures over and above those in the
forecast outturn position included increased costs associated with UEA, additional use of
temporary staffing in Adult Community Services and additional observation costs in PICU.
These had been partially offset by additional income. The Committee noted the Trust savings
target for 17/18, with a detailed review at the March meeting.

•

The Committee noted that there was a consultation out on the ‘Finance and Use of Resource’
metric and that NHSI are looking to expand the theme to include additional KPIs. The current
focus is on acute providers.

•

The Committee were updated on the Borough reconfiguration project. Staff consultation is
due to end on the 10th March with an outcomes paper to be published on the 13th March.
Additional cost savings have been identified, with the Estates and IT work underway. The
work is now focussed on patient safety to ensure a smooth handover.

•

The Committee were updated on the governance proposals for the South London Partnership.
The inaugural meeting of the inter-trust Partnership Board will take place on the 23rd February
and will consist of the CEO and a Non Exec Director from each of the partners. The chair of

the group will rotate every 6 months to ensure equal representation. It was agreed that
approval to proceed with any project coming from this collaboration would remain with the
individual Trusts.
•

The Committee were updated on the South London Forensic Partnership and received a copy
of the ‘SLFP Common Board Paper’ which will be presented at each of the partners’ Board of
Directors meeting in March. The document sets out the terms of the partnership, with Oxleas
being the host partner. The Committee will recommend the Board approve the proposal.

•

The Committee agreed the Single Tender Waiver for the purchase of bespoke bins as the
bespoke product dealt with the concerns raised by the HSE.

•

The Committee were updated on the recent Reference Cost submission. The Trust received a
Reference Cost Index (market force factor adjusted) of ‘87’ which demonstrates the Trust
costs are below the national average of 100.

Other Update - Q3 Sector Performance
The attached on the day briefing from NHS Providers sets out the reported performance at the end of
Q3.
The key highlights from this and other intelligence are set out below.
The provider sector reported a year-to-date et deficit of £886 million at Q3 2016/17. This position
comprised of:•
•
•

£1,298m combined deficit at provider level on control total basis (mainly acute driven),
offset by
£56m technical adjustment and
£356m of unallocated Sustainability and Transformation fund (STF).

The unrelenting demand for hospital-based emergency and urgent care, was further heightened over
the winter months leading to operating costs exceeding plan by 1.4%. The significant volume of
unplanned admissions replaced planned elective work resulting in total clinical income being £167m
off plan. Overall, 80 providers reported a year-to-date adverse variance against plan, 9 more than Q2
2016/17.
Year-to-date agency expenditure was £505m lower than in the same period last year, total
expenditure amounted to £2,222m, 19% greater than plan. More than two thirds of trusts have
reduced their agency expenditure since the introduction of the agency rules in October 2015.
Costs of drugs and clinical supplies significantly exceeded plan by £116m and £119m respectively.
So far, providers have spent £123m on waiting list initiative and £302m on outsourcing during the
first three quarters of this financial year.
Sustained high demand and capacity constraints have also left many providers failing to meet the
national standards. Failure to meet these standards usually attracts penalties but providers will not
face these if they have accepted their control totals and meet their agreed performance trajectories

for access standards this year. This change has resulted in an aggregate reduction in the financial
sanctions to £92m (£308m last year).
Delayed transfers of care (DToCs) have also continued to have a detrimental impact on many
providers. The bed days lost due to DToCs have risen by 28% at Q3 compared to last year. At Q3,
DToCs cost providers £124m, £20m more than a year ago.
Cost improvement programmes reduced total year-to-date expenditure by 3.3%.
Providers were asked to review their capital forecasts at Q3. Letters from NHS Improvement were
sent to all providers to ask for a detailed review of the current capital forecast in light of level of back
ended spend and the financing available to fund the schemes. As a result of trust confirmations, the
forecast CDEL position at month 9 reduced from £3.23bn to £2.98bn.

Recommendations

The Board to note
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1

Financial Overview
Control Total
Control total – surplus of £2.580m – Underlying surplus £1.0m and sustainability and transformation funding (STF) of £1.580m.
Year to date
For the ten months ended 31st January 2017 (excluding STF funding) we have achieved a surplus of £276k, which is £5k behind plan. This has been achieved
through the us of non-recurrent flexibilities including the recognition of £300k profit on asset disposal. The major in month highlights are:1. Continued pressure on private placement (UEA) costs
2. Under recovery of ad-hoc cost and volume income – namely related to under occupancy in the Tarn and non-contracted MH activity
3. Use of temporary staff over and above establishment, this month shows a increase against the previous downward trend, due partly to January being a 5
week period, extra staff needed to resource nine (9) new beds opened in Bexley Meadow View and additional incentive payments for substantive staff
completing 6 bank shifts and working bank holidays and agency nurse usage across a range of service lines.
Forecast Outturn
Based on our latest assessment of ‘business as usual’ cost and income, and use of non-recurrent flexibilities we continue to plan to deliver a surplus of £1m,
which is in line with our control total.
It is critical that all services deliver in line or better than forecast as some flexibilities have had to be played in sooner than planned.
This 16/17 planned position was adversely impacted by the additional £1.2m of costs associated with the inpatients beds at ELFT. ‘Profit on asset sales’
(£0.3m), additional investment (£0.3m) and further endeavours to reduce non-recurrent spend (£0.6m) will fully offset this pressure.
NHSI have agreed for us to use ‘profit on asset sale’ as a one-off benefit this financial year to achieve our control total.
The forecast outturn excludes costs associated with the on-going HSE investigation. The impact will be assessed once the investigation has been concluded
as this will have a direct impact on the bottom line. We have accounted for £30k of spend associated with HSE actions in the year to date position.
Cash
Total cash and short term investments was £64.9m at the end of January which is in line with plan. Year-end cash forecast of £50m remains on track.
NHSI Finance and Use of Resource Metric
The new ‘Single Oversight Framework’ went live 1st October 2016. We continue to achieved a score of 2 against the Finance and Use of Resources metric.
Efficiency Challenge
16/17 - target and plans have been revised down by £0.5m (previously ££8.1m and £7,9m respectively). This reflects the agreement with NHSE to defer the
£0.5m local efficiency to 2017/18. The FYE value of savings equates to £7.4m (£0.3m of these remain high risk) with £6.7m to be released by 31st March.
Any under achievement will be rolled forward into 17/18.
17/18 target equates to £6.9m - £4.7m of this relates to the value required to deliver a underlying surplus of £0.1m, £1.2m agreed QIPP and £1.0m current
brought forward net under-achievement from 16/17. The latter will be updated to reflect the position at 31/3/17. We have plans with a FYE value of £3.1m
with 26% of these currently risk-rated red. Savings to the value of £3.8m need to be identified(see Appendix 2a). These figures exclude £2.7m of unidentified
local efficiencies.
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NHSI Finance and Use of Resources Score
•

The new ‘Single Oversight Framework’ scoring system went live on 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.

•

NHSI - Segmentation - 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.

3

Statement of Comprehensive Income
Surplus YTD
For the ten months ended 31st January 2017 (excluding STF funding)
we have achieved a surplus of £276k, which is £5k behind 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 £2.7m 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 £3.3m 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 £11.1m,
actual cost £14.4m) and shows a steady improvement over the last 4
months.

•

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 £15.8m, a net increase of £2.6m from March 2016.
Debts >90 days have decreased by £0.4m to £4.6m between December and January. Of this, £2.7m has
been paid or agreed for payment in February. Areas of focus: Greenwich CCG £1.9m (15/16 and 16/17 overseas patient charges). The CCG has received its 16/17
allocation (£1.6m). Our best estimate indicates that the charges to 31/03/2017 will not exceed this
value. The CCG had indicated payments would be released in January but have not entered into any
further communication regards their repayment plan to date. Escalated to CEO level discussion.
 Greenwich CCG £0.9m (non-block charges). £0.3m MSK was paid on 1st Feb and a further £0.1m has
been approved for payment in February. The remainder is made up of a number of charges for noncontracted activity. The CCG are looking, in the future, to roll up some of these into the block
agreement. Progress has stalled again as the key finance contact has left the CCG.
 NHSPS £0.3m. Payment of £0.2m was paid as agreed on 7th February.
 LGT £0.2m (QMH parking permits and EBME). Awaiting Sue Burns-Mason to approve 50% credit
relating to parking permits from 14/15 onwards. Recent monthly charges have been amended.
 Bridges Healthcare Services £0.3m (QMH drugs and Foxbury rent). A partial settlement of £50k was
received in November. An 18 month re-payment schedule has been agreed with Bridges with interest
penalties should payment not be received. December’s rent has been settled in full. Sue Burns-Mason
is to meet with Bridges mid February to review progress.
 NHSE £0.3m QIPP, agreement has been reached and this debt will be settled once internal governance
is complete.

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 January 84% of invoices by volume and 87% of invoices by value were paid within this
target.
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Capital Investment Summary

•

•

QM H Redevelopm ent

Phase 1 – GallifordTry are on track with the ground & 1st floors of the main building. We are in week 44 of the 60 week contract. Construction of the main entrance lobbies and
canopy has started.
Phase 2 – We met with Kings Director of Estates and await sign off of the plans for the 2nd floor work (dental/eyes). Lewisham have advised of a delay agreeing the diabetic
services whilst they discuss the service with Bexley CCG. Scope documents for Theatres and Imaging are being drafted with sign-off by the tenants due end of Feb 2017.
Admin Space (ALD) – Work is progressing well as per programme for the 3rd floor ALD office space. Work commenced in Jan 17 and is due to complete in Apr 17.
Backlog Maintenance - Asbestos remedial works started Monday 20 Feb with the contract awarded to Horizon. Approval for funding the removal of oil tanks is expected shortly,
with a start date of end of Feb 17.
Car park works and external lighting – Contract works are complete and final account due shortly.
Kidney Treatm ent Centre (KTC )
GallifordTry are on programme and are due to complete 20 Mar 2017 with the service opening at the end of Apr 17. We are in week 24 of the 28 week contract. Tenant works
are proceeding on schedule managed by Diaverum. We are working closely with GSTT and Diaverum on the handover and opening the service around the 24 April 2017 as per
the original programme.

•

Cancer Treatm ent Centre

•

Highpoint House

•

68 The Heights

Current completion date provided is 17th February. 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. Risks 1218 and 1468
updated as discussed at January 17 meeting of the Audit and Risk Assurance Committee . No new risks have been identified, the
complete Risk Register will be presented at March 17 meeting of Business Committee for review.

Appendix 1 - Operational Performance

Appendix 2 – 2016/17 Savings Target and Plans

•

Original 16/17 planned target - £8.154m – this is made up of £4.880m of national and £3.045m local efficiency requirements.

•

Local efficiency value includes:£2.589m of reductions associated with Greenwich CCG (part year effect) and
£0.456m NHSE QIPP

•

The latter has now been deferred to 17/18. Both the target and plans have been adjusted accordingly and the above details the latest updated position.

9

Appendix 2a – 2017/18 Savings Target and Plans

10

Appendix 3 - Agency Analysis

All Agency spend within Corporate Services (Admin & Management - HQ) is reviewed on a monthly basis to ensure that where agency staffing is used, there is a clear
rational for the decision and the impact on service delivery fully understood. Where agency usage is covering vacancies all directorates are undertaking a recruitment drive
to ensure we commence 2017-18 with a substantive workforce. Where the usage is associated with temporary project related work, the ability to recruit will be limited with
the requirements reviewed to ensure the role is critical to the organisation meeting its priorities.

As at January 2017 Thameside Primary Care (Forensics and Prisons Directorate) met the criteria for Tier 3 interventions. Deputy CEO, Workforce Lead and DoF continue to
support this team to reduce or eliminate agency spend.
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Agenda item

Infrastructure Committee Update

Item from

Seyi Clements, Non Executive Director
Jazz Thind, Director of Finance
a) Capital Programme
b) Strategic Estates Procurement Paper

Attachments

15
13a&b

Summary and Highlights
•

This was the first meeting of the Infrastructure Committee and the Terms of
Reference were agreed subject to one suggested amendment.

•

Capital spend – the original planned annual spend of £37m was revised to down to
£33.3m in January 2017.
NHSI had requested all providers to review capital their capital programmes and, to
where safely able to do so, work to reduce the level of expenditure assigned to this
financial year. The Trust had formally declared the lower sum of £33.3m.
The Committee agreed that given performance to date the forecast outturn could be
lower than this.

•

The report requested by the previous Capital Investment Committee, on the
achievement of best value in procuring anti-ligature windows, was noted.

•

The Committee noted the sale of Horizon House.

•

The Committee received the QMH Development progress report and congratulated
the team on the efforts that had gone into delivering the programme on plan and on
budget.

•

The Committee received an update on the deployment and use of new technology
across the Trust and was advised of the Executive’s approval of the business case for
the investment in server rooms – one new facility at QMH along with work to
consolidate and retain Pinewood as the Disaster Recovery site.

•

The Committee reviewed and approved the capital plan for both Estates and IT. The
Committee recommends the Board approve the plans.

•

The Committee was updated on the outcome of the procurement process to appoint
a Strategic Estates Partner. The Committee recommends the Board approve the

contract award to the preferred bidder.

Recommendations
The Board :• approve the Capital Programme
• approve the award of the SEP contract to the preferred bidder

CAPITAL PROGRAMME 2017/18

CAPITAL
Directorate

Project

QMH

CQC related

Financial
sustainability

Other

IT

Essential
000's

Adult Mental
Health & ALD

REVENUE

£000's

Comments
£000's

£000's

£000's

68 The Heights - refurbishment to create additional clinical space and better
accommodate clinical team.

£580

Cator Ward & associated office space

£450

Oxleas House - 136 Suite Improvements

£160

Holbrook garden

£40

Bexleyheath Centre - disabled access

£50

Yes

Kelsey & Danson Wards

£540

Yes

Heath Seclusion room

£30

Yes

Highpoint House

£150

Yes

£2,000

Yes

£2,000

Childrens Therapy Unit, Goldie Leigh

£200

Yes

£200

Anti-ligature works

£250

Yes

£250

Oxleas House, Green Parks House, Woodlands & Joydens Windows

£1,872

Yes

£1,872

Reconfiguration of space to meet clinical service requirements (A,B,C&F Blocks)

£11,814

Yes

£180

Yes

Yes

£000's

Started

Not Started

£000's

£000's

*

£580

£450

Essential maintenance and supports estates strategy
Allocation excludes relocation of existing teams from Cator Ward

£160

Carried forward from 2016/17
£40

Improvements to allow better use of space

£50

Essential DDA works

OPMH

Forensic &
Prisons

CYPS

Erith Hospital - Development of Childrens Centre

£540

Works commenced 2016/17

£30

Carried forward from 2016/17
£150

Completion of 2016/17 project
Reconfiguration for Bexley CAMHS and other childrens services - agreed in principle as part of
contract discussions
Improvements to ensure delivery of new service contract
Essential work post communal areas audits

CQC Works

QMS

Erith Outpatients Building

£11,814

Essential works commencing 2016/17 following approval of business case

*

Continued redevelopment of site
£180

Essential maintenance

Other Services
Service Contract Bids
Sustainability
Projects

£50

Sustainability Projects

£50

Bracton Heating & Environmental Improvements

£285

£50

Estate changes required to support bid

£50

£100
£285

SEP (Plumstead/Upton Road/Goldie Leigh)

*

Telephone systems

£35

Statutory Compliance

£100

To be determined following tender decision

£35
£100

Completion of 2016/17 project

Yes

£200

Fees relating to Feasibility work

£50

£50

Floor Plans & MICAD Polylining

£50

£50

General
Project Management

£285

Yes

Estates Strategy/Small Moves

£50

Yes

Small Projects

£250

£285
£50

Estate changes/team moves to support estates strategy

£250

£500

IT Capital Projects

IT

Clinical
Transformation

Regular PC Replacement

£350

£350

PC's are replaced every 6 years

New Server rooms

£228

£228

Improved infrastructure. NB Total cost is £458K. £225K sits in 16/17 plans

Wan Reprocurement

£150

£150

A significant amount of our networking equipment requires replacement

Project Management

£125

£125

To support current and planned IT projects

Small Projects

£170

£170

Projects include cyber security improvements, network faxing, bi-directional text messaging

Clinical Portals

£150

£150

Integration work for Bromley LCR and access to portals via Rio

Rio External systems integration

£150

£150

Paperless agenda- Digitisation of pathways

£150

£150

projects include hybrid mail, e-obs and e-forms

Rio Mobile

£75

£75

Testing and training resources to support the roll out

Small projects

£205

£205

Work includes structured messaging, docman, e-referrals projects

DMT Dashboards

£200

£200

New metric Development

£185

£185

Regular Report Automation

£220

£220

Smaller Projects

£108

£108

Informatics

Total Projects

Total Expenditure : Capital and Revenue

OTHER POSSIBLE 2017/18 ESTATES PROJECTS
Remove Smoking Shelters
Data Centre (post Highpoint House and Childrens Directorate moves)
Endoscopy, Queen Mary's Hospital
Redevelopment of Bluebell
Bromley Community Health Services bid
Atlas House - convert for forensic LD
Review use of kitchens in clinical areas

£21,837

£550

£22,387

£11,814

£2,312

£2,785

£2,466

Projects include work to support productivity and benchmarking
£1,075

£1,935

Procurement of a Strategic Estates Partner
In July 2016 the Board of Directors approved the development of a Strategic Estates Partnership
(SEP) with the remit of providing commercial skills and experience to support the Estates Directorate
to maximise the value derived from the Trust estate. A SEP will bring both capability and capacity
through a trusted partnership, but with minimal commitment and a high degree of flexibility.
Attached are papers which have been previously produced for the Capital Investment Committee
and Trust Board which explain the concept of the SEP in more detail.
A Project Team comprising members of the Estates and Finance Directorates as well as legal and
financial advisors was tasked with undertaking a tendering exercise and the PQQ was issued in
August 2016. A short list of 3 bidders proceeded to the competitive dialogue stage.
Dialogue was undertaken during at least 7 meetings with each bidder over a 2 month period
culminating in the submission of final tenders on 23 December.
The evaluation process was clearly defined in the Invitation to Participate in Dialogue and scoring
was undertaken against 6 main criteria, with each broken down into a number of elements. The
evaluation team comprised:
Steve Dilworth – Non-Executive Director
Jo Stimpson – Non-Executive Director
Ben Travis – Chief Executive
Jazz Thind- Director of Finance
Rachel Evans – Director of Estates & Facilities
Simon Henley-Castleden - Associate Director, Strategy Development
Tracy Longley – Property Services Manager
Anthony Worrall – Senior Project Manager
Charmaine Leslie - Business Manager: Contracts & Procurement
Tracy Drake - Head of Financial Accounts
Caroline Folley - Head of Financial Accounts
The legal and financial criteria were initially evaluated by external consultants Bevan Brittan and
BDO respectively, but approved by the evaluation panel. The final scores of the full evaluation panel
are as follows.

Section/Question
Key Criteria: A Partnership working
Key Criteria: B Strategic Estate Services
Key Criteria: C Integrator Services
Key Criteria: D Efficiencies in Service
Transformation
Key Criteria: E Legal/Commercial
Key Criteria: F Financial offer and viability
Total Weighted Score
Rank

Maximum
Achievable
Weighting
20%
40%
5%
5%

Bidder A
Mark
Achieved
%
14.0
32.0
4.0
4.0

Bidder B
Mark
Achieved
%
15.2
32.0
4.0
4.5

Bidder C
Mark
Achieved
%
13.6
29.6
3.6
3.5

10%
20%
100.00%

8.0
13.0
75.0

8.0
15.7
79.4

9.0
15.5
74.8

2

1

3

It was the view of the Evaluation Panel that 3 strong bids had been received and that any one of
them had the necessary skills and expertise. However the unanimous decision of the evaluation
panel was to award the SEP to Bidder B. The prime reasons for their selection are:
•
•
•
•

Strong focus on partnership working
Good insight into Trust’s expectations for the SEP
Excellent response on the financial offer
Options for the priority projects were clear and comprehensible

The next steps to completion are to work with the Preferred Bidder and our advisors to complete
the legal documentation which includes:
•
•
•
•

Partnering Agreement
LLP Agreement
Management Service Agreements
Working Capital Facility Agreement

It is also necessary to agree the final Initial Partnership Plan which will enable the Trust and the
partner to understand the key features of the SEP and its phasing plan for the estate over the short,
medium and long term.
A proposed programme to undertake these works is as follows:
Task
Trust Board to approve Preferred Bidder and provide authority for
Infrastructure Committee to agree final details for contract award.
Clarify and confirm documentation with Preferred Bidder and agree Initial
Partnering Plan
Award contract
Standstill period (10 days)
Establishment of partnership

Rachel Evans
Director of Estates and Facilities
February 2017

Date
02 March 2017
By mid-April 2017
mid April
end April
Beginning May
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Council of Governors update

Item from

Andy Trotter, Chair

Attachments

Front sheet only

Item
Enclosure

16
14

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

Involvement at the members’ focus groups in Bromley, Bexley and Greenwich in February
including presenting information about the Council of Governors’ and how they work with
the Board of Directors to participants and leading table discussions.
Visiting older people’s mental health services at the Bexleyheath Centre and the ECT suite.
Feedback is that this was felt to be a very worthwhile visit.
The Membership Committee met on 23 February 2017, with key discussion on the focus
groups, forthcoming events and potential engagement opportunities.
Participating in Recognition Award panels, choosing winners for the Having a User Focus and
Governor awards.
Supporting the Bromley community engagement event on 14 February 2017.

The next governor services visit is planned for 28 June 2017 and will focus on meeting the ‘Can I
understand it’ group who work with us to ensure our communications are accessible for people
with learning disabilities.

Changes to risk register

New risks identified

Recommendations
The Board notes the update.

Previous
rating

New rating

Rating

