117th Meeting of the Board of Directors
10.30am, Thursday, 8 June 2017
Maple Room
Pinewood House
Pinewood Place
DA2 7WG
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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 4 May 2017

To agree

Andy Trotter
Chair

1

3

Matters arising
• Board Actions Tracker

To note

Andy Trotter
Chair

2a-c

I4

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

Quality Committee report

To note

Steve James
Non Executive Director/
Ify Okocha, Medical Director

6

9

Changes to the Mental Health Act

To note

Helen Smith
Deputy Chief Executive

7a&b

To note

James Kellock,
Non Executive Director

8

Rachel Evans,
Panel Chair

9

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

10

Refreshment break

10

Board level inquiry – SM, DM & RM

11

Board level inquiry – AT

To note
WORKFORCE

12

Workforce Committee report

To note
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AGENDA
13

Andy Trotter
Chair

11

To note

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

12

To approve

Steve Dilworth

13

Andy Trotter
Chair

14

NED report - Board Visits

To note
SUSTAINABILITY

14

Business Committee report

15

Audit and Risk Assurance Committee update
• Gifts and hospitality policy

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 July 2017 at 10.30am
Maple Room, Pinewood House

Followed by
2.30- 3.30pm Health and Safety training – Kennedys
For all Board and Executive Team members
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Board of Directors
8th June 2017

Item
Enclosure

2
1

Item from

Minutes of the Board of Directors Meeting held on 4th May
2017
Andy Trotter, Chair

Attachments

Minutes of the Board of Directors Meeting 4th May 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

.

116th Meeting of the Board of Directors
Thursday 4 May 2017 - Maple Room, Pinewood House
Board of Directors
Andy Trotter
Steve James
James Kellock
Jo Stimpson
Stephen Dilworth
Yemisi Gibbons
Seyi Clement
Ben Travis
Helen Smith
Jazz Thind
Jane Wells
Simon Hart
Ify Okocha

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

In attendance
Michael Witney
Wendy Lyon
Sally Wainwright
Rachel Evans
Sally Bryden
Susan Owen

Director of Therapies
Head of Partnership (for item 9)
Staff Partnership Support Officer (for item 9)
Director of Estates and Facilities (for item 14)
Assoociate Director Corporate Affairs and Trust Secretary
Risk and Governance Manager (Minutes)

Members of the Council of Governors in attendance
Fola Balogun
Service user /carer: Children’s
Stephen Brooks
Public: Bexley
Action
1

Apologies for absence
• None.
Declaration of Conflicts of interest
• None.

Noted

2

Minutes of last meeting
• Page 4: Amend to read that nearly 90% patients are seen within 18 weeks.
• Page 5: Amend to read that good progress is being made with implementing the suicide prevention
strategy.
Pending these amendments, the minutes of the meeting on 6 April 2017 were approved as an accurate
record.

Approved

3

Matters arising from the minutes of the last meeting
Noted
SC – How will we measure progress against the Suicide Prevention Strategy?
JW – Directorates have worked on local action plans and these will be discussed at a meeting next
week.
AT – How easy is it to enforce bare below the elbows with psychiatrists and psychologists?
MW – Some have said that they cannot see the rationale. It is expected that the nurse in charge should
resolve this.
IO – The challenge is that doctors are not treating patient with open wounds.
JW – The rationale is not just for open wounds, we need to consider MRSA and C.diff. Staff treat people
who self-harm. Effective handwashing requires staff to be bare below the elbows. This is national
guidance and best practice.
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Action
YG – Does the policy say that it should apply to all staff or just certain groups?
SJ – We need to be clear on this.
JS – The rules need to be clear in the policy and staff must comply. It is not a burden on staff to expect
this.
IO – The policy will be reviewed by JW, MW and myself. We will consider the views of clinicians.
JS – In the meantime, staff should be expected to comply.
SC – What are our health and safety structures?
BT – The Corporate team sets policy and gives advice. Local teams manage health and safety on a day
to day basis.
SH – There are Local Safety Officers across the trust. Incidents are reported on Datix. There are also a
small number of union officers.

IO, JW and
MW

Action tracker
Item 11: The patient journey in relation to psychological therapies RTT will be available for the next
meeting.
Item 20: SB to follow up that staff in the Rapid Response Team have been updated about the
environmental issues they raised.
Item 14: JW said that the Restrictive Practice Group will meet from May to oversee the strategy and
workplan to reduce prone restraint. SJ said that we need to be clear on acceptable practice.
Item 6: There is no update on when the independent report into NE will be published. BT has met with
the families and a further meeting is planned. The families may want to make further submissions.
Item 12: IO said that teams should have processes for monitoring why some patients are waiting over
six weeks to be seen.

4

5

Action tracker format to be revised so it is clear whether actions are complete or in progress.

SB

Board Assurance Framework
The Board Assurance Framework was noted. Risk issues will be discussed under the relevant agenda
item.
AT – There have been occasions were communal areas have been found unsupervised. Can some
hazards such as trailing leads be eliminated through design changes? We should also consider having
more open spaces.
MW – Staff will maintain observation, not constant supervision, unless this is part of the care plan.

Noted

RE

Chief Executive update
Noted
CQC visit
Preparation for the CQC re-inspection has demonstrated a team effort across the trust. The revised
reports for adult acute, crisis and children’s community services were published this week and our
overall rating has been increased to Good. This is an excellent platform to build on. The CQC visited
forensics services during the week beginning 24 April. Verbal feedback was largely positive. The CQC
were impressed with the leadership but questioned if some of the changes were too restrictive for
rehabilitation and low secure services. This will be reviewed as we move forward. The draft report is
expected within the next five to seven weeks.
Service directorate reconfiguration
Clinical Director appointments have been finalised and new structure charts will be circulated shortly.
JS – How will we measure the benefits of the reconfiguration?
BT – We will measure against the outcomes that we expect to be delivered.
AT – It would be useful to invite directorates to update the Board on structures, budget, challenges and
opportunities.
YG – What are the integration KPIs?
IO – Directorate will need to scope these.
YG – We should consider having some financial and quality KPIs that run across all three boroughs.
HS – Integration leads have been given three months to agree a plan.
YG – It would be useful to set some KPIs even if these are not measured immediately.
HS
Staff Survey
A detailed analysis of the staff survey has been undertaken. Key priorities are increasing the visibility of
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Action
senior management; improving opportunities for flexible working, including piloting 12-hour shifts; reaffirming the trust has a learning organisation; and taking action on bullying and harassment from
SH
patients. The action plan will be presented to the next Board.
SD – There are mixed views on 12 hour shifts.
JW – We need to do more work on scoping the pilot sites and consider the impact on staff and patient
safety. We need to be conscious of fatigue and well-being.
JT – It has been successful in other trusts.
SH – It is good for rostering. It also allows staff to make savings on travel and childcare costs.
JW – ELFT has more beds, so can better smooth the impact.
Health and Safety Executive
A project group has been set up and will next meet once the HSE have sent details of charges.
Kennedys will provide a training session on health and safety to the Board after the June meeting. The
appointment of the health and safety senior management post is almost finalised.
Financial update
2017/18 will be a challenging year. We reported a £3.3m surplus for 2016/17, but would have reported
a deficit had we not used non-recurrent funding. Our ability to draw on this for 2017/18 is reduced.
SC – We need to understand the services that are not cost effective.
JT – A paper on areas were savings can be made will presented to the next Business Committee.
BT – There is a process for how STPs will close the funding gap.
Quality Improvement programme
This remains at the front of our priorities.
QMH
The Kidney Treatment Centre and Cancer Treatment Centre are now open to patients.
6

Integrated dashboard report
In light of the CQC rating of Good, we should expect of NHSI rating to increase from 2 to 1. Exceptions
to notes were as follows:
Item 20: Bed occupancy in intermediate care remains high as we support pressures elsewhere in the
system.
Item 22: Secondary health screening in prisons is improving. There is focus on our governance
arrangements for prisons health care. This is a complex area.
Item 30: Vacancy rates are beginning to reduce.
Item 35: The roster KPI is now included in the report.
JK – Is there a target on the Fit for Discharge indicator?
HS – The national target of 7.5% for delayed transfer of care was removed, but we could maintain this
as standard.
Psychological Therapies Referral to Treatment
This continues to be a challenge due to vacancies and increasing demand. A small increase in demand
can put considerable pressure on the service.
SD – Can we make more use of technology?
MW – We would need to explore this. We also need to review job plans.
Safe staffing
Steps have been taken to mitigate gaps. We are holding monthly recruitment days on Saturdays and
are working towards making appointments onthe day were possible.
JS – Will we be able to make all the recruitment checks during the day?
SH – We will aim to complete as much of the process as possible. We are working with colleagues to
ensure there are sufficient staff at the events to handle the applications.
SC – Is August a realistic timescale to address the recruitment risks?
SH – This is dependent on getting the right quality of candidates and getting staff commitment to
support this.
JS – We should pay staff overtime to support such recruitment events.
JS – What is the progress on opening our own ward to replace the ELFT beds?
BT – These plans are in progress. We are also reviewing the acute care pathway.
AT – What is the protocol for escalating issues around s136 suite availability?
IO – There is an understanding with the police that they should go to the next nearest suite. This does
not always happen and escalation guidance won’t unblock this. We need to have conversations with
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SH

Action
SLAM as to how they will support this.
BT – We need to be more formal on how we can work with SLAM and have a protocol to implement
within the escalation process.
HS – We need to recognise that SLAM are under pressure too.
SJ – What can we do to relieve the stress on DSNs?
IO – We do need to explore this more.
AT – When will we see the outcome of the acute care pathway review?
IO – We should be clear on the options by August.
Rostering
This is a new KPI. The target has been set at 80% amber and 90% green. There has been a steady
improvement and we expect to be amber next month.
Consent to Treatment
Breaches due to clinicians’ errors have been rectified and addressed with individual clinicians. Patients
have been advised of these errors. It has been reinforced that clinicans must act on reminders from
MHA Administrators.
JK – What is the risk to the trust?
IO – There is a risk of legal action.
JK – How are breaches detected?
IO – The MHA team undertake audits.
SD – Can the reminder be repeated?
MW – This is a manual administrative task, it is not automatic from RiO.
SD – Can this be done automatically?
IO – We can consider this, but is not a RiO priority.
JS – Where is it recorded?
IO – It is in the RiO diary and part of the ward round template.
SB (governor) – Can we review if the MHA administrators could send a second reminder?
Agency spend
There was a £0.5m cost pressure at year end due to the staffing the pre-admission suite, specialist
district nurses, 3:1 and 2:1 observations in forensic services and some speciality doctors. All trusts are
being scrutinised on the implementation of the junior doctors’ contract. The challenge is to fill
vacancies and we are making progress with this. We are working towards banning agency use by
September, except in exceptional circumstances.
JT – We need to review rostering practice and work with clinical leads so we are clear on when using
agency staff is reasonable. There should be a named individual accountable for making decisions. The
junior doctors’ contract has added complexity and we need to be mindful of this.
JW – We have a nurse development programme to take forward plans on changing the clinical
workforce. We need to be creative on skills mix and career development.
YG – What are the plans for the pre-admission suite?
JT – This links to the acute care pathway review. NHSI expect a reduction of £0.5m in locum use,
especially medical staff.
SH – There is a psychiatric premia in the new junior doctors’ contract.
7

Operational performance report
Between December 2016 and March 2017, an average of 120 patients per month were assessed in the
PRUH A&E by the Bromley liaison team and 256 per month in QEH A&E by the Greenwich liaison team.
On average, 23% of the patients who were assessed were admitted. In Bromley, out of a total of 35
admissions, there were 14 four hour breaches and four 12 hour breaches. In Greenwich, out of a total
of 56 admissions, there were 19 four hour breaches and six 12 hour breaches. Most breaches were
due to time taken to identify a bed. In March 2017, 34 patients were transferred into the Preadmission Suite (PAS) and of those, 85% were admitted. 20 were transferred to an Oxleas bed, six to a
private bed and three to ELFT. The remaining five were referred to the Home Treatment Team.
JS – It would be useful to correlate those who get discharged with length of stay in the PAS.
HS – We noted there was no difference with regard to the time of day.
SC – Will staff at HMP Rochester be re-deployed?
HS – This will be considered on a case by case basis. Although staff would be re-imbursed additional
travel costs, we would also need to be mindful of the practicalities.
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8

Quality Committee report
Noted
The April meeting of the Quality Committee was postponed due to the Forensic CQC visit. The Quality
Committee is reviewing its role and remit and this will be presented to the next Board.
IO
Quality overview for March 2017
Throughput remains largely the same and feedback low compared to the number of contacts.
Feedback is mostly positive. There were three level four incidents and no level 5 incidents. 85% of
patients waited less than six weeks to be seen. There has been no change in the proportion of patients
seen compared to caseload.
Objective 1 – Our patient promise
For patients who said they wanted their family involved, this was achieved for 98%. 84% of complaints
are closed within 30 days. As at year end, the trust received 282 formal complaints.
SJ – Directorates should be congratulated on the efforts made to close complaints within 30 days.
BT – Complaints will be more evenly spread in the new structure.
Objective 3 – Personalised care planning
This will remain a priority for the next four to five months. This will be supported by the Quality
Managers and there will be monthly audits in all teams to provide assurance.
Objective 4 - Safety First
The three level 4 incidents in March 2017 were death due to drugs overdose, a prisoner in HMP
Thameside who had his leg amputated due to sepsis and a 52 year old who was found deceased in a
hotel. There was one level 5 incident in April 2017; a patient on leave from Maryon Ward was found
deceased in a car park in Woolwich. The inquiry will be chaired by SH. The MEWS audit had been
completed. The Mortality Group received the draft Mortality Surveillance Policy and a thematic review
of deaths in custody. Most of these are due to the management of long-term conditions.
BT – It is right that we give a full account of these in the Board papers.
SD – This demonstrates the work we are doing to learn from incidents and make changes.
JS – Should the trust learn lessons from the recent high profile media interest in conviction of a surgeon
at another trust?
IO – We obtain references for all medical staff as well as commendations from their responsible officer.
We would ask about any issues. We have a robust system to flag practice issues. Medical staff who
practice at other organisations have to share information on their work at that location. We receive
updates from the GMC.
SH – We have good links with neighbouring organisations.
YG – What are the arrangements with the NMC and HPC?
JW – We have a relationship manager with the NMC.
BT – There are number of checks and balances, for example, the Chief Pharmacist will identify
concerns.
SH – We have a good track record of taking action when we need to.
SC – What are we doing to address staff undertaking e-learning at night? Should we be concerned
about the pressure on staff and their ability to concentrate?
SH – This is an efficient use of time, when night shifts are generally quieter. There is a broader issue on
training demands and releasing staff.
Quality Improvement Programme
We have held two events which have been well received. We have arranged visits to Tees, Esk and
Weir and an open day at ELFT. The acute care pathway review is being led by BIRCH. We will be
meeting with the Institute for Healthcare Improvement (IHI) on 27 May to discuss what a bespoke
training package would consist of for Oxleas Executive and Board members. We will also consider the
impact of having on-going IHI coaching support for the Trust.

9

Six month update on MG inquiry
The MG action plan is being taken forward with the overarching health and safety action plan for
forensic and is monitored at the forensic CQC oversight meeting and forensic Quality Committee. Key
areas of note are:
• Safe staffing - funded posts are being actively recruited to, including that of Safety and Security
manager for the directorate. This post will also act as the Trust’s Local Security Management
Specialist (LSMS)
• Safety and Security review – An external expert panel has been appointed to agree the terms of
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Action
reference of the review and the visit to the Bracton Centre is scheduled for 24 April 2017
• Catering - a business case is being prepared to centralise food preparation at the Bracton. There will
be a level of capital investment required. Henri’s - this remains closed to service users when the
kitchen is open because of modification works required. A health and safety assessment will take
place prior to the café re-opening to service users
• Cellsense - the new technology is on order but awaited
JK – It is disappointing to see that search arrangements are not always followed.
BT – The assurance visits from MW remain a key feature of our assurance framework.
10

Bi-annual safe staffing report
New national guidance has been circulated for consultation. We are close to completing the focused
review of Tarn Ward. We scope the cost of reviewing the role of the DSN role to focus on managing
s136 admissions.
HS – We will escalate serious concerns to the Borough Commanders.
SD – Of the 59% of staff who said they rarely or never had a break, is this due to pressure or time?
JW – These are individual cases, so it is not possible to generalise.
SJ – What is the outcome of the Keith Hurst review?
JW – This was helpful to develop safe staffing tools.
BT – CQC have not raised concerns on safe staffing.
YG – We are safe in terms of numbers but staff are stressed.
SC – Are the lack of breaks a working time directive issue?
SH – We will need to review this.

11

Staff partnership report
WL and SW presented the staff partnership report. Staff continue to raise the same issues and there
needs to be firm action to address this. Only two directorates responded to the outcome report in a
timely manner.
SH - 460 staff responded to the additional questions following the staff survey and raised similar issues.
BT – We have spent much time as an Executive discussing this. Senior managers are to spend at least
half a day a week in services.
BT – Staff have welcomed the ‘Let’s Talk’ sessions. We should build on this and set out the actions at
the next Board.
SJ – We need to focus on visibility and being responsive. We need to be honest in how we
communicate with staff and be clear that some targets are imposed on us by commissioners.
JS – How is the outcome report used?
WL – This is grouped into themes of the main concerns and how they will be dealt with. We take a
360° approach.
JK – The amount of change is increasing. Staff do not always feel involved or are given the tools to
implement change.
SH – We need to understand the things that we can’t change and communicate this. Staff do
understand this.
SJ – We should focus on dealing with the issues within our power.
HS – Benchmarking has shown that we have less staffing resources than other London trusts. We need
to be aware of how much staff are being asked to do.
JT – Staff do raise issues and we need to empower them to influence the solution.
SD – Are the criticisms of local induction related to time or the structure?
WL – It is seen as a tick box exercise with no process to check understanding. Staff do praise the
corporate welcome.
IO – The QI programme will engage staff to find solutions to problems. Our role is to create a culture
where that will happen.
SW – Staff appreciate the personal touch.
WL – We need to be mindful that staff are anxious about job security. Some staff at lower bands may
not have the confidence to challenge.
YG – How will receive updates?
AT – This will be through the Workforce Committee.
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12

Strategic Estates Partnership
The Board of Directors approved the creation of a Strategic Estates Partnership between the Trust and
Health Innovation Partners by approving and authorising the Trust to execute, sign and seal all the
necessary contract documentation required to be entered into by the Trust; and approved the JV LLP
Trust representatives as Jazz Thind and Rachel Evans.
JS – How will working capital be funded?
RE – This will be through Health Innovation Partners

13

Workforce Committee report
Noted
The Committee received positive assurance on the actions being taken to reduce corporate agency staff
spend. All but one of the actions from the Workforce Race Equality Scheme (WRES) have been
completed.

14

NED report – Board visits
Noted
JK – Volunteer team: The team see the benefit of their work. Greenwich EIP: Actions from the last visit
were completed.
SC – HR team: Staff raised the same issues as in the Staff Partnership Report. More support is needed
for tendering activity. Staff commented that it is difficult to find the time to attend meetings and
training.
JT – Atlas House: The unit was not full, but the service users can be very challenging. Staff asked if the
changes to therapeutic activity following the Bracton incident can be flexed. Some staff were upset by
the external response to a safeguarding incident. Staff would like more flexibility on procurement.
JS – Should the safeguarding be raised as an incident?
AT – We need to check that this has been reviewed internally?
HS – The local authority takes the lead on investigations.
SH – There is an HR process if staff are involved.
AT – The Board should receive an update on how we support staff when safeguarding incidents are
JW
being investigated.
SD – Yeoman House: Some issues were raised regarding GP support with depot medication prescribing.
This is a trustwide issue and is being reviewed. Staff also raised issues about community OT
assessments.

15

Business Committee report
Noted
For the financial year 2016-17 the Trust delivered a surplus of £1m (excluding STF). This was in line
with plan but was supported by some one-off benefits. The Committee noted the two material items
not included in the position; £0.6m CQUIN monies withheld by Greenwich CCG and £1.1m invoices
from LGT associated with existing occupancy at QEH. Greenwich CCG has provided for all outstanding
debt and an urgent meeting has been scheduled in early May. The CCG is keen to resolve all debt issues
to 31 March 2017 and has agreed to pay 50% of the outstanding overseas invoices. The Committee
was updated on close down plans for SEEC Community Interest Company. Additional funding was not
agreed and the Committee asked that the alternative employment voluntary sector support provision
be explored.

16

Infrastructure Committee report
The Committee received the QMH Development report and noted the excellent progress being made.
The Committee received a briefing on the Naylor Report and the recommendation that proceeds from
sales should go to the local health economy.

Noted

17

Annual Report
The Board of Director approved that authority for approval of the Annual Report and Accounts be
delegated to the Audit and Risk Assurance Committee on 25 May 2017.

Approved

18

Provider licence self-certification
The Board of Directors approved the document for sharing with governors for feedback and that
authority to sign off to be delegated to the Audit and Risk Assurance Committee on 25 May 2017.

Approved

19

Council of Governors update
The report from the Council of Governors was noted. Lead Governor elections are taking place next

Noted
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week and nominations for vacancies on the Council of Governors are now open.
20

Any other business
SC – Should the BAF tracker include the mitigation plan?
BT – The full report with mitigations is presented to the Audit and Risk Assurance Committee.

Noted

21

Questions from the public
None raised.

Noted
Next meeting of the Board of Directors
Thursday 8 June 2017 at 10.30 am
Maple Room, Pinewood House

Page 8 of 10

Jargon buster
This jargon buster is a glossary of acronyms and abbreviations.
It is intended that we will update this on a regular basis but we will also agree standards to reduce jargon usage.
If you feel there are more that should be included on the list please email sally.bryden@oxleas.nhs.uk
ACS – Adult Community
Services

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

MCA – Mental Capacity
Act

NRLS - National Reporting
and Learning System

MDO – Mentally
disordered offender

NSF – National Service
Framework

MDT – Multidisciplinary
team

OOHs – Out of Hours

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
POMH – Prescribing
Observatory for Mental
Health
PRUH – Princess Royal
University Hospital
QEH – Queen Elizabeth
Hospital
QMS/QMH – Queen
Mary’s Hospital Sidcup

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

OPMH – Older Peoples’
Mental Health

RCPsych Royal College of
Psychiatrists

OPS – Oxleas Prisons
Services Ltd

RCA – Root Cause Analysis

PAS – Pre-admission Suite
PEEP – Personal
Emergency Evacuation
Plan
PQQ - Pre Qualification
Questionnaire
PALS - Patient Advice and
Liaison Service
PEG – Patient Experience
Group
PD – Personality Disorder
PDP – Personal
Development Plan

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

RM – Risk Management

VAT – value added tax

RMN – Registered Mental
Nurse

VTE – Venous
thromboembolis

RMO – Responsible
Medical Officer

WLDC – Workforce and
Learning Development
Committee

RTT – referral to
treatment time
SAP – Single Assessment
Process

SEP – Strategic Estates
Partnership

PEAT – Patient
Environment Action Team

STEIS – Strategic
Executive Information
System (System for
notifying commissioners
of serious incidents)

RiO – Oxleas electronic
patient record system

SDS – Service
Development Strategy

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

SI – Serious Incident

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

SCG – Specialist
Commissioning group

PDR– Personal
Development Review

PFI – Private Finance
Initiative

RGN – Registered General
Nurse

SN – School Nurse

SLaM – South London and
Maudsley NHS Trust
SLR – Service Line
Reporting
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Board of Directors
8th June 2017

Item
Enclosure

Agenda item

Matters arising

Item from

Andy Trotter, Chair

Attachments

a) Board Tracker – complete
b) Board Tracker – in progress
c) Action Tracker background paper – 6 weeks

3
2a-c

Summary and Highlights
The Board trackers list actions from previous Board meetings.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Action raised
(Board date)

Item

Action details

Action for

Bring forward to

Report under

Action closed

Comments

04/05/2017

Chief Executive
update

Staff survey action plan and further feedback on staff
Simon Hart
engagement

08/06/2017

Workforce report

17/05/2017

The action plan was agreed at the May Workforce
Committee. It incorporates actions from the initial and
subsequent surveys. Follow on assessment of staff morale
will be obtained from June Staff Friends and Family Test.

04/05/2017

Matters arising

For the Board to be assured that directorates have
local suicide prevention action plans

08/06/2017

Quality Report

31/05/2017

There is now one trust wide action plan overseen by the
Safety Committee

06/04/2017

Board visits update For the Board Visits Action Tracker to be re-issued in
Sally Bryden
tracker
the new structure

04/05/2017

Matters arising

27/04/2017

This action has been completed and will be incorporated in
new process

06/04/2017

For the Board Visits Action Tracker to be presented
Board visits update
to the Executive Team so the outstanding actions can Sally Bryden
tracker
be addressed

04/05/2017

Matters arising

27/04/2017

This was presented to the Executive in April 2017

06/04/2017

NED report

Response to the concerns raised that tap water in
the accommodation for the Rapid Response Team at
Rachel Evans
QEH is not safe to drink and that asbestos is present
in the area.

04/05/2017

Matters arising

27/04/2017

Water is drinkable throughout the building. There is some
asbestos categorised as low risk; this is external and is being
managed. Team have been advised and has been discussed
at directorate meeting.

06/04/2017

Operational report

Number of patients seen in the pre-admission suite
to be verified

Helen Smith

04/05/2017

Matters arising

26/04/2017

To be included in the dashboard report from May 2017

06/04/2017

Integrated
Dashboard

Publication of staff roster six weeks in advance of
shifts (item 49) will be included in future reports

Helen Smith

04/05/2017

Matters arising

26/04/2017

To be included in the dashboard report from May 2017

06/04/2017

Integrated
Dashboard

Query from JS - What is meant by item 40 being reissued? (% estimated date of discharge entered
within 24 hours)

Helen Smith

04/05/2017

Matters arising

26/04/2017

This was an error and has now been removed from the
report

06/04/2017

Integrated
Dashboard

Can item 14 (fit for discharge) include a borough by
borough split

Helen Smith

04/05/2017

Matters arising

26/04/2017

To be included in the dashboard report from May 2017

31/05/2017

A new sub group of the Safety Committee has been
established. The "Restrictive Practice Group" will meet bimonthly from April. Terms of reference completed.
Membership includes heads of nursing and matrons. Chair
Janice Algar Lead Nurse Practice Improvement. It will review
data and promote best practice in managemnt of restraint.

Jane Wells

02/03/2017

Quality Committee

Arrangements for ensuring that the Quality
Jane Wells
Committee has oversight of prone restraint incidents

06/04/2017

Quality Report

02/03/2017

Pre-admission Suite

Waiting times in the pre-admission suite to be
reported to the Board from April 2017

Helen Smith

06/04/2017

Operational report /
Integrated
06/04/2017
Dashboard

Reported in operational report

02/03/2017

Chief Executive
update

Full action plan from Bracton Centre incident to be
reported to the Board

Rachel Evans

06/04/2017

HSE update

06/04/2017

Included on agenda for April 2017 Board meeting

02/02/2017

Integrated
Dashboard

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

Sally Bryden

02/03/2017

ICT and RiO update

02/03/2017

On agenda of 2 March 2017 meeting
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Action raised
(Board date)

Item

Action details

Action for

Bring forward to

Report under

Action closed

Comments

02/02/2017

Chief Executive
update

JW to present action plan from NE independent
inquiry

Jane Wells

02/03/2017

Quality Report

02/03/2017

On agenda of 2 March 2017 meeting

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

06/04/2017

The Carers Survey was presented to the Board in April 2017

02/02/2017

Matters arising

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

02/03/2017

Matters arising

17/02/2017

Verbal update given at the meeting

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.

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 given at the meeting
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Action raised
(Board date)

Item

Action details

Action for

Bring forward to

Report under

04/05/2017

Business
Committee

Updated process on third party funding bids to be
circulated to NEDs

Jazz Thind

08/06/2017

Paper and process presented to the May Business
Business Committee Committee. Agreed to ask KPMG to share examples of best
practice to guide future Trust policy

Comments

04/05/2017

NED report

Internal management of incident at Atlas House how have we learned from it and supported staff?

Jane Wells

08/06/2017

Matters arising

This was a Level 3 incident and was an unexplained injury,
rather than an allegation of abuse. It was investigated as a
safeguarding issue by Greenwich and we had the
safeguarding outcome conference on Friday 5 May. The
outcome was inconclusive as no cause was identified. They
felt the most likely cause was self injurious behaviour. In
addition there is a separate issue with the police and this
involves an allegation against a member of staff (low level
incident) but staff member has been suspended and
awaiting outcome of police and internal HR investigation.
Staff are being supported. Support is given to staff in such
circumstances in a number of ways - Care First (emotional
and psychological support), staff partnership support
including access to legal advice and HR and occupational

04/05/2017

NED report

NEDs would like update on actions from previous
board visits when re-visiting services

Sally Bryden

08/06/2017

NED report

Board visit process paper being presented at June meeting

04/05/2017

Safe Staffing

Exec position paper on safe staffing

Jane Wells

08/06/2017

tba

The safe staffing report has been updated with an additional
paragraph and agreed by the May Workforce Committee
after the May Board

04/05/2017

Integrated
Dashboard

Add target to DTOC / Medically Fit indicator - retain
7.5% target

Helen Smith

08/06/2017

Integrated
Dashboard

This has been added to the integrated dashboard.

04/05/2017

Integrated
Dashboard

For rolling data to be added to charts

Alison Furzer

08/06/2017

Integrated
Dashboard

Trend data will be added for July report

04/05/2017

Integrated
Dashboard

Report on changes to the Mental Health Act

Jane Wells

08/06/2017

Quality Report

On agenda for June Board meeting

04/05/2017

Safe Staffing

For the Board to receive data on staff using bank selfSimon Hart
booking

08/06/2017

Workforce report

Paper to June Workforce Committee

04/05/2017

Integrated
Dashboard

Consider how we can use an automatic reminder for
Jane Wells and Ify
MHA admin and clinicians to be reminded at 4 weeks
Ockocha
and 2 weeks for Consent to Treat reviews

08/06/2017

Matters arising

Lisa Moylan is exploring use of automatic reminders

04/05/2017

Integrated
Dashboard

Clarity on the escalation process for 136 suite and
protocol with SLAM

Ben Travis and Ify
Ockocha

08/06/2017

Quality Report

Discussions taking place as part of partnership working

04/05/2017

Operational report

For the Board to receive and update on acute care
MH pathway

Helen Smith

08/06/2017

Operational report

The Medical Director is chairing a project board which is
coordinating all aspects of the acute care pathway. A paper
will be presented to the September Board meeting.
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Action raised
(Board date)

Report under

Comments

04/05/2017

Integrated
Dashboard

RTT waits - the patient journey in relation to
psychological therapy and consideration of use of
Michael Witney/Helen
08/06/2017
technology to reduce waiting time. The patient
Smith
journey in relation to psychological therapies RTT will
be available for the June meeting.

Matters arising

Due to the challenges of achieving the internal RTT target,
this work is now a trust QI project. A project framework is
being drawn up and an update will be presented to the
October Board meeting.

04/05/2017

Chief Executive
update

More understanding of cost analysis of services

Jazz Thind

08/06/2017

tba

Service line cost analysis to be presented at June meeting of
the Business Committee

04/05/2017

Chief Executive
update

Updates from service directorates on
structure/budget/challenges/plans

Helen Smith

08/06/2017

Operational report

These are included in operational report and integration
plans for each borough will be presented to the Board in
November.

Matters arising

Each borough will present their integration plans to the
September Annual Plan meetings. KPIs to be agreed
following these meetings. Paper to the November Board
Meeting.

04/05/2017

Item

Action details

Chief Executive
update

Action for

Bring forward to

Develop integration KPIs for borough reconfiguration Helen Smith

08/06/2017

04/05/2017

BAF

Update on actions taken to reduce ligature risk

Rachel Evans

08/06/2017

Matters arising

A paper outlining further plans for ligature risk management
is being taken to the Safety Group. The estates team and
ward staff work together to reduce risks including selflocking doors where appropriate.

04/05/2017

Matters arising

Review Hand Hygiene policy

Jane Wells, Ify Okocha
08/06/2017
and Michael Witney

Matters arising

This has been reviewed and was discussed at the Quality
Committee away day on 19 May 2017. Some minor changes
requested which will be incoporated into the policy

04/05/2017

Matters arising

Explanation of waits over 6 weeks

Ify Ockocha

Quality Report

Summary paper attached - Enc 2c

06/04/2017

Audit and Risk
Assurance
Committee

An update on lone working to be provided to the
next Board - in terms of directorates setting out the
Rachel Evans
arrangements that are currently in place to monitor
the safety of their lone workers

04/05/2017

Matters arising

The Health and Safety Team continue to support services
with lone working arrangements. A verbal update on
compliance rates will be given at the meeting

02/03/2017

Integrated
Dashboard

To explore how we can work more collaboratively
with prisons and other trusts to reduce the time to
recruit timescales in prisos healthcare

06/04/2017

Integrated
Dashboard

We wrote to contacts in Ministry of Justice but got no
response. We have spoken to NHS I and asked them to
intervene on our behalf which they have agreed to do.

Simon Hart

08/06/2017

02/03/2017

Chief Executive
update

Revised End of Life Care framework will be presented
to the CEG and the Board will receive an update via Jane Wells
the Quality Committee.

06/07/2017

Quality Report

The End of Life skills framework is being reviewed by Janice
Algar Lead Nurse Practice Improvement and Connie Greig
Chair of End of Life Group. A gap analysis and plan to meet
will be presented to the End of Life Group and reported to
the Clinical Effectiveness Group by June 2017. Full update
for the Board scheduled for July 2017

02/02/2017

Any other business

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

22/06/017

Board Strategy Day

Put forward for June 2017 strategy day

Sally Bryden

Page 2 of 3

Action raised
(Board date)

Item

Action details

Action for

Bring forward to

Report under

Comments

02/02/2017

Chief Executive
update

STP to be discussed at future Board Strategy Day

Sally Bryden

22/06/017

Board Strategy Day

Put forward for June 2017 strategy day
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Action tracker – background information

Time interval between appointments
Every month, 85% of patients are seen within six weeks of their referral (if new to our
services) or since their last appointment. The other 15% are largely patients who may need
less frequent appointments such as an annual review.
The 15% with appointments over six weeks that we have analysed are patients from the
following services:
•
•
•
•
•

Children and young person’s directorate (Health visiting and CAMHS)
Adult community services (MSK services)
Adult Mental Health
Older Peoples’ mental health services (memory clinic)
Forensic mental health services

While we aim to see patients within six weeks, few services have a contractual requirement
to do so.
Reasons for appointments over six weeks
Children and young person’s directorate
Health visiting and school nursing services are not a referral to treatment service - children
are referred at birth to health visiting or transfer in - mothers are added during the
antenatal period and visited at 28 weeks or later only if they are on a targeted pathway
(people with specific needs). The service delivery requires either an outcome contact or a
completed health review form for mandated checks.
School nursing only open a referral to a child to identify a specific health need such as
whether they have asthma etc - this does not always result in a contact.
For CAMHS, none of the boroughs are commissioned to deliver assessments within 6
weeks. That said, Greenwich has commissioned less than 12 weeks and they are asking that
75% of children are seen within 8 weeks in the new contract.
Children’s therapy services work to an 18 week pathway and, due to demand, would not see
a child within 6 weeks.
Community paediatric breaches are mainly for the Autistic Spectrum Disorder or Attention
Deficit and Hyperactivity Disorder pathway and both Bexley and Greenwich commissioners
have acknowledged the demand in referrals cannot be met by the current capacity and are
aware of the extended waits. Bexley commissioners have invested some non-recurrent
funding this year.

For audiology - this has a 6 week pathway for diagnostic tests only and children who are
referred for follow up may need a review in up to six months.
Adult community health services (Bexley MSK)
Bexley MSK has a 10 (urgent) or 20 day (non-urgent) target. It is also provides choose and
book service via Kings e-referral. Waits are reviewed as part of the contract arrangements
and these are normally due to 'data' errors or patient choice. Whilst the 48 patients waiting
looks a lot it is relatively small compared to the 1,000 referrals the service receives each
month.
Older peoples’ mental health
The Bromley Memory Services are routinely setting appointments within 6 weeks (our
internal target) which is good. Maximum wait was 11 weeks and was explained by DNA's.
Cancellations have also impacted in some cases.
Adult mental health
In the Anxiety Depression and Personality Treatment (ADAPT) pathways, delays appear to
be more around booking the first appointment. This is further compounded by cancelled
appointments; both by patients and the service.
In the Adult ASD/ADHD service, patients wait more than 6 weeks and often up to 12 months
as this is an exceptionally small service. The service is not funded or commissioned to work
to 6 weeks.
Forensic mental health services
All the cases are in contact with psychological therapists but not necessarily seen within a 6
week timeframe.

Board of Directors
8th June 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 1st June 2017. The first column
of the report maps the agenda item where a discussion of the risk issue is covered.

Recommendations
For the Board of Directors to note

Board Assurance Framework - tracker fro June 2017 Board
Agenda item

ID

item 06
(Dashboard)

1217

Item 06
(Dashboard)

1220

Strategic
objective
Workforce,
Sustainability

Description

Quality

CDG01 - Data may be entered into the RiO Clinical Data
system late or data may be missing leading Governance Group
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

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'.

Responsible
Committee
Trust Business
Committee

Board Subcommittee
Business
Committee

Infrastructure
Committee

Item 06
1196
(Dashboard) and
item 7 (operational
performance)

Quality,
Partnership,
Sustainability

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

Item 08 (Quality
Report)

Quality

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

1162

Directorate Senior
Management Team

Controls in place

Existing assurances

All managers are tasked with reviewing all agency staff
working in their areas as a matter of priority, and the correct
process for booking and authorising agency staff has been reenforced. Monitor guidance is being adhered to and SLAs
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 non-compliance 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

1. RiO training for clinicians

1. Internal audit of data quality

2. Business office management of data capture within
directorates

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.

Bed escalation procedures now in place across the trust, Monitoring of occupancy rates on daily basis.
with twice daily whole system teleconferences chaired Recording of breaches of bed management
by the Associate Director. Emphasis on enhancing senior procedures
clinical leadership in bed management care pathways
with consultants attending all bed management
meetings
B
d
d
t t l
t d d
Clinical
Risk policyt
Guide to the Assessment and Management of Risk
Care Planning Policy - revised October 2016
Care planning "flip book"
Learning resource on NHS Learn
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Care planning audit cycle (audit to 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

Consequence
(current)
Major (4)

Likelihood
(current)
Possible (3)

Rating
(current)
12

Risk level
(current)
High

Major (4)

Possible (3)

12

High

Major (4)

Likely (4)

16

Significant

Moderate (3)

Possible (3)

9

Moderate

Agenda item

ID

Description

1210

Strategic
objective
Quality

Item 08 (Quality
Report)

Item 08 (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.

Item 08 (Quality
Report)

1160

Quality

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

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

Responsible
Committee
Trust Safety
Committee

Board Subcommittee
Quality
Committee

Controls in place

Existing assurances

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

Trust Safety
Committee

Quality
Committee

Ligature assessments have been completed on all wards Health and Safety Compliance Register
for unobserved areas.
The results of the reviews will be fed back by
exception at the directorate and Trust Patient
Safety Business Meetings
Expectations clearly set out in Care Planning Policy revised Oct 2016

Trustwide Care planning audit cycle (audit to be
repeated November 2017)

Supervision policy

Self-review checklist in Care Planning Policy revised Oct 2016

Consequence
(current)
Moderate (3)

Likelihood
(current)
Possible (3)

Rating
(current)
9

Risk level
(current)
Moderate

Major (4)

Unlikely (2)

8

Moderate

Moderate (3)

Possible (3)

9

Moderate

Moderate (3)

Likely (4)

12

High

Major (4)

Likely (4)

16

Significant

Strategic Project Group for Person Centred Care
Project leads in post
Quality Managers to have a focus on care planning as a
key element of their role

Monthly sample audit of 5 cases being carried by
ward and team managers, to be validated by care
planning transformation leads
Patient Survey

With the introduction of My care plan, services have the Patient experience feedback data
ability to record the client view in care plans, to help to
demonstrate that care plans are personalised and shared Senior Management teams are proving oversight
with clients
for Improvement within directorates supported by
CEG leads
AMH directorate have built a dashboard on IFox to
monitor care plans and risk assessments.

Item 12
(Workforce)

1213

Quality,
Workforce

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

Workforce
Committee

Recruitment and Retention Sub-Committee with focus Vacancy rate monitoring
on developing solutions to attract and retain high calibre “time to recruit” monitoring
staff.
On-going programme of recruitment events, including
weekend events and working closely with HEIs
Workforce Strategy in place.

Item 14 (Business
Committee)

1177

Sustainability

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

Business
Committee

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

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

ID

Item 14 (Business
Committee)

1216

Item 15 (Audit and 1270
Risk)

Strategic
objective
Partnership,
Sustainability

Description

Quality

Arrangements for ensuring the safety of
Health and Safety
lone working are not always implemented Committee
and recorded by teams, so the trust may
not have assurance of staff safety during or
at the end of a shift. This means that the
Trust may not be able demonstrate that it is
meeting its duty of care obligations in the
event of an incident

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

Responsible
Committee
Trust Business
Committee

Board Subcommittee
Business
Committee

Controls in place

Existing assurances

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

Workforce
Committee

Lone working policy - updated March 2017 to reflect
recommendations of KPMG audit, ie annual risk
assessment review and amendments to line manager
responsibilities re: safe systems of work and lone
working technology.

Health and Safety Risk Assessment Compliance
Register

Consequence
(current)
Major (4)

Likelihood
(current)
Likely (4)

Rating
(current)
16

Risk level
(current)
Significant

Moderate (3)

Likely (4)

12

High

Local inductions and local induction forms have been
amended to include reference to risk assessments / safe
systems of work.
Service user risk assessment and risk formulation
function on RiO so staff can see current risks and identify
where a joint visit may be required.
The lone working category is now live on Datix. The
manager review form includes a date field to enter the
date of when the risk assessment was completed
Role of the LSO has been changed.

No specific agenda
1451
item, but the Board
will receive training
on their H&S
responsibilities
following the meeting

Sustainability

There is a risk that the trust could be
Trust Business
prosecuted and convicted under the Health Committee
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

Business
Committee

Legal advice from external solicitors with regards to our Progress reported to Executive Team and Board of
responses to HSE letter and process once details of
Directors
charges are received
Detailed action plan from incident with evidence of
actions taken to date maintained by H&S Team

Major (4)

Certain (5)

20

Significant

No specific agenda
1452
item, but the Board
will receive training
on their H&S
responsibilities
following the meeting

Quality

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

Quality
Committee

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

Critical (5)

Possible (3)

15

Significant

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

Board of Directors
8th June 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
48 hour follow up
Vacancies
Consent to Treatment (S58)
Supervision

NHSI Indicators report also attached.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Integrated Performance Report - April 2017
S.No

Committee

Reported

Origin

1

Monthly

NHSI

2

N/A

CQC

S.No

Committee

Reported

Origin

Info
Assurance

Metric
Code

View from our regulators

Target

Exec
Lead

10766

NHS Improvement - Segment

Board

08 Aug 2016

10348

CQC Rating

Board

Info
Assurance

Metric
Code

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

Target

Exec
Lead

04 Jul 2016

10341

4 Must Dos - Treated with dignity and respect

>90%

IO

Q2
16/17

Q2
16/17

Q3
16/17

98.7%

98.7%

Quality

Monthly

DH

4

Quality

Monthly

Trust

29 Mar 2017

10798

Friends/relatives involved in care and treatment

>90%

IO

5

Quality

Monthly

Trust

04 Jul 2016

10338

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

>90%

IO

94.1%

6

Quality

Monthly

Trust

04 Jul 2016

10339

FFT - % recommended

>90%

IO

7

Quality

Monthly

Trust

04 Jul 2016

10340

Friends and Family Test (FFT) - % not recommended

<10%

IO

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

Committee

Reported

Origin

Jan-17

6

3

S.No

Q3
16/17

Feb-17

2

Jan-17

Mar-17

2

Feb-17

Apr-17

2

Mar-17

Comments - Apr 17
2 With effect from October 16 Trusts will be scored in line with the
NHSI Single Oversight Framework. Providers will be assigned a
segment when reviewed against 5 core themes - segment 1
(Complete Autonomy) to segment 4 (Special Measures)

Apr-17

Comments - Apr 17

98.3%

99.1%

98.5%

99.4%

98.0%

93.6%

97.5%

98.8% RAG: <84% Red: 84-90% Amber; >=90% Green.

93.9%

94.8%

93.0%

94.7%

96.2%

89.1%

92.6%

91.2%

91.3%

93.9%

94.0%

3.4%

2.9%

2.5%

3.0%

2.1%

2.3%

Q2
16/17

Q3
16/17

Jan-17

Feb-17

Mar-17

Apr-17

Comments - Apr 17

8

Quality

Monthly

Trust

24 Aug 2016

10528

Number of Complaints Received

IO

72

62

20

24

24

17

9

Quality

Monthly

Trust

24 Aug 2016

10529

Number of Compliments Received

IO

314

262

93

83

91

52

10

Quality

Quarterly NHSE

18 Aug 2016

10514

% Delayed Transfer of Care.

<7.5%

HS

4.6%

5.1%

5.6%

4.8%

3.9%

5.5% Bexley = (100/1704) 5.9%; Bromley = (37/1998) 1.9%; Greenwich
= (24/3117) 0.8%

11

Quality

Monthly

Trust

29 Mar 2017

10776

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

<7.5%

IO

8.8%

7.8%

6.8%

6.7%

12

Quality

Monthly

Trust

04 Jul 2016

10335

4 Must Dos - Enough information about care and treatment

>90%

IO

97.3%

97.4%

96.5%

97.3%

96.2%

96.9%

13

Quality

Monthly

Trust

04 Jul 2016

10336

4 Must Dos - Involved in decisions about care and treatment

>90%

IO

95.4%

96.9%

95.5%

96.0%

95.6%

96.9%

14

Quality

Monthly

Trust

01 Aug 2016

10026

Referral to treatment for Allied Health Professionals (AHP)

>95%

HS

98.5%

98.4%

98.5%

98.5%

98.4%

98.0%

15

Quality

Monthly

Trust

01 Aug 2016

10024

Referral to treatment for Psychological Therapies (PT)

>95%

HS

82.4%

84.2%

84.4%

86.8%

83.7%

84.7% RAG: < 85.0% Red ; 85.0% - 95.0% Amber; >= 95.0% Green. Please
see exception report.

16

Quality

Quarterly NHSI

12 Jul 2016

10248

Referral to treatment for incomplete care pathways

>92%

HS

97.2%

96.4%

93.8%

95.7%

95.3%

94.1%

Reported

Info
Assurance

Metric
Code

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

Target

Exec
Lead

Q2
16/17

Q3
16/17

S.No

Committee

Origin

Jan-17

Feb-17

Mar-17

Apr-17

Comments - Apr 17

17

Quality

Quarterly NHSI

13 May 2016

10314

CPA 7 Day follow up (Discharge from Inpatient setting)

>95%

HS

97.5%

95.8%

96.9%

98.6%

95.9%

93.2% RAG: < 85.0% Red; 85.0% - 95.0% Amber; >= 95.0% Green.
There was 1 breach in Bexley, 2 in Bromley and 2 in Forensics. The
teams have been reminded of the process with regard to 7 day
follow ups.

18

Quality

Monthly

Trust

16 Jun 2016

10342

Adult Acute Bed occupancy (excluding leave)

<100%

HS

103.7%

96.2%

96.7%

96.6%

95.4%

89.9% ELFT beds not included.

19

Quality

Monthly

Trust

25 Jul 2016

10463

OPMH Acute Bed occupancy (excluding leave)

<100%

HS

88.7%

92.4%

88.0%

92.0%

92.5%

96.4%

20

Quality

Monthly

Trust

13 Jun 2016

10343

Adult Community Intermediate Care Bed Occupancy

85-95%

HS

90.1%

92.2%

96.8%

96.0%

95.9%

94.0% RAG: Green: <100%; Amber: 100% - 105%; Red: >105%

21

Quality

Quarterly NHSI

01 Aug 2016

10101

CRHT Gatekeeping

>95%

HS

100.0% 100.0%

100.0%

100.0%

100.0%

22

Quality

Monthly

Trust

19 Jul 2016

10446

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

>98%

HS

90.1%

93.2%

94.0%

94.0%

97.0%

23

Quality

Monthly

Trust

20 Oct 2016

10512

48-Hour Post-Discharge Follow-up

>100%

IO

97.7%

95.2%

96.8%

100.0%

100.0%

24

Quality

Monthly

Trust

01 Jul 2016

10355

No of incidents (1-3)

N/A

JW

3485

3023

923

845

881

786

25

Quality

Monthly

Trust

11 Jul 2016

10356

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

N/A

JW

12

12

5

1

3

1

26

Quality

Monthly

Trust

04 Jul 2016

10447

Incidents of Grade 3 and 4 Pressure Ulcers

N/A

JW

34

27

15

15

9

17

27

Quality

Monthly

DH

04 Jul 2016

10351

Safe staffing levels- Registered (Actual against planned)

>100%

JW

94.0%

95.7%

94.3%

93.8%

94.3%

28

Quality

Monthly

DH

04 Jul 2016

10352

Safe staffing levels- Unregistered (Actual against planned)

>100%

JW

108.1% 105.9%

108.7%

111.7%

109.7%

114.5%

29

Quality

Monthly

Trust

08 Aug 2016

10448

Medication errors

N/A

IO

62

55

66

55

Report Run Date: 02 Jun 2017 03:22 PM

166

Page-1

173

100.0%
87.1% We have agreed with prison governor that no prisoner will move
onto a wing until secondary screening has taken place which will
improve performance.
89.0% Please see exception report.

97.7% A new approach (Safecare module) has been agreed and will be
implemented over the Summer to enable measuring of
establishments, actual staff and requirements based on acuity and
dependency. To support recruitment, there are recruitment
Saturdays for RMNs and HCAs on 3rd and 17th June.

Integrated Performance Report - April 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

Q2
16/17

Q3
16/17

Jan-17

Feb-17

Mar-17

Apr-17

Comments - Apr 17

30

Workforce &
Development

Monthly

Trust

23 May 2016

10334

Vacancy Rate (Trustwide)

<14%

SH

13.43% 13.73%

13.70%

13.84%

12.91%

13.14% RAG: <=14 Green; 14-17 Amber; >17 Red.

31

Workforce &
Development

Monthly

Trust

01 Jun 2016

10445

Vacancies - Exceptions Prisons

<14%

SH

20.67% 20.22%

19.67%

20.65%

19.56%

20.72% Please see exception report.

32

Quality

Monthly

Trust

10852

Vacancies - Exceptions Bromley

21.4%

21.3%

18.6%

19.3% Please 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

29 Mar 2017

10515

Mental Health (Early Intervention in Psychosis Waiting Times)

>50%

JW

10836

Roster Score %

>90%

S.No

Committee

Reported

Origin

SH
Q2
16/17

Q3
16/17

Jan-17

60.9%

48.5%

33

Quality

Quarterly NHSI

34

Quality

Monthly

35

Quality

Monthly

Trust

29 Mar 2017

10645

% Estimated Date of Discharge entered within 24 hours

>90%

HS

36

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

95.7%

93.5%

37

Quality

Monthly

Trust

25 May 2016

10325

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

>100%

IO

97.2%

38

Quality

Quarterly NHSI

09 Aug 2016

10324

Data Completeness: Mental Health Identifiers

>97%

HS

39

Quality

Monthly

Trust

15 Aug 2016

10322

MH CPA Service user reviews after 6 months

>95%

40

Quality

Monthly

Trust

15 Aug 2016

10102

CPA formal review within 12 mths

41

Quality

Monthly

Trust

05 Jul 2016

10359

Info
Assurance

S.No

Committee

Reported

Origin

56.3%

Feb-17

Apr-17

Comments - Apr 17

50.0%

53.8% 53.8% RAG: < 20.0% Red; 20.0% - 50.0% Amber; >= 50.0% Green

78.6%

82.1%

93.3%

96.2%

92.4% RAG: Green: >=90 ; Amber: >85<90; Red:<=85

95.9%

96.0%

98.1%

95.6% (152/159) 95.6%

92.3%

100.0%

100.0%

81.8%

87.5% (8/7) 87.5%. Please see exception report.

99.4%

99.4%

99.4%

99.5%

99.5%

99.5%

HS

95.2%

95.7%

93.3%

92.1%

91.5%

91.8% RAG: Red < 85.0%; Amber: 85.0% - 95.0%; Green: >= 95.0%

>95%

HS

99.7%

99.7%

99.7%

99.4%

99.4%

99.5%

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

>95%

HS

93.7%

94.7%

95.0%

97.0%

97.0%

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

Q2
16/17

Q3
16/17

Jan-17

58.3%

Mar-17

Feb-17

Mar-17

Information not available.
Apr-17

Comments - Apr 17

42

Workforce &
Development

Monthly

Trust

19 Aug 2016

10353

Staff Personal Development Review (PDR) Completeness

>80%

SH

90%

90%

90%

90%

89%

86%

43

Workforce &
Development

Monthly

Trust

19 Aug 2016

10354

Supervision Completeness

>80%

SH

79%

80%

81%

82%

77%

73% <74% Red; 74-80% Amber; >=80% Green. Please see exception
report.

44

Workforce &
Development

Monthly

Trust

23 May 2016

10333

Sickness Rate

<4%

SH

4.2%

4.8%

5.0%

4.5%

4.2%

2.2% >6% Red; 4-6% Amber; <=4% Green. Provisional figure.

45

Workforce &
Development

Monthly

Trust

01 Aug 2016

10331

Bank Costs as % of pay spend (All professions)

>7%

SH

5.9%

5.9%

6.9%

6.0%

6.3%

7.2% Figures include all professions. =>7% Green; 5%-7% Amber; <5%
Red.

46

Workforce &
Development

Monthly

Trust

12 Jul 2016

10332

Agency costs as % of pay spend

<8%

SH

10.4%

9.3%

9.6%

9.9%

12.8%

47

Business

Monthly

NHSI

12 Jul 2016

10326

Normalised Surplus - Year to Date (£M)

0.1

JT

-0.5

0

0.3

0.6

1

48

Business

Monthly

NHSI

12 Jul 2016

10327

Cash Position (£m)

47.0

JT

67.7

62.4

64.9

65.4

62

49

Business

Monthly

Trust

12 Jul 2016

10328

Capital Expenditure - Year to Date (£m)

<22.4

JT

15.6

23.8

24.2

26.6

31.4

50

Business

Monthly

Trust

01 Aug 2016

10330

CRE Plans 16/17 (£m)

>9.5

JT

7.8

7.9

7.4

7.4

7.4

Please see individual metric documents for RAG ratings
Information Assurance

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: 02 Jun 2017 03:22 PM

Page-2

9.5% >11.0% Red; 8.0% to 11.0% Amber; <= 8.0% Green.
-0.2 Year to date plan £-0.2m, Year end plan £0.1m
58.6 Year to date plan £60m, Year end plan £47m
0.4 Year to date plan £1.5m, Year end plan £22.4m
6 Year end saving plan £9.5m

EXCEPTIONS REPORT: Line 15 Clients on a Psychological therapies 18 week RTT pathway - Clients Waiting at end of month
(Bexley/ Bromley/ Greenwich)
Waiting times for psychological therapies have been rated amber for a number of years. Reduced waiting times improve the experience of the patient and
clinical effectiveness.

KPI Data
Target >95%
Waiting
Borough

Effectiveness of Actions to Date

Q2

Q3

Jan-17

Feb-17

Mar-17

Apr-17

82.4%

84.2%

84.4%

86.8%

83.7%

84.7%

Feb-17

Feb %

Mar-17

Mar %

Bexley
209/234 89.3%
212/245 86.5%
Bromley
209/257 81.3%
192/250 76.8%
Greenwich
245/283 86.6%
236/281 84.0%
CAMHS
22/22
100%
35/35
100%
FOR
42/42
100%
37/38
97.4%
Total
737/838 86.8%
712/849 83.9%
(CYP and OA are 100% compliant Feb 2017 to April 2017)

Apr-17

Apr %

214/239
175/215
222/276
22/22
39/40
674/796

89.5%
84.4%
79.7%
100%
97.5%
84.7%

Please see below.

Future Actions and monitoring process
The directorates have faced continual challenges in meeting this internal target. The Executive are therefore proposing to remove this indicator
from the trust dashboard for six months. This will enable the services to be subject to a QI project, which will bring an in-depth project
management approach to tackling these long standing problems. This work will be led by the medical director, in conjunction with the director of
service delivery and director of therapies. The QI project will be undertaken by the associate director of quality and governance.

Lead Board Director: Helen

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

EXCEPTIONS REPORT: Line 23 - 48-Hour Post-Discharge Follow-up
Patients discharged from an adult MH inpatient unit who were either admitted for self-harm, self-harm on the ward or have attempted suicide, receive a follow-up within 48
hours of discharge from an inpatient unit.

KPI Data
Target
100%

Q2
97.7%

Q3
95.2%

Effectiveness of Actions to Date

Jan-17

Feb-17

Mar-17

Apr-17

96.8%

100%

100%

89%

Bex: Effectiveness to be reviewed over the coming months
Bro: Effectiveness to be reviewed over the coming months

Borough
Bexley
Bromley
Greenwich
Total

Apr-17
9/10
14/15
10/12
33/37

Percentage
90%
93%
83%
89%

Gre: Performance has generally been positive for last 3 months and the follow
up tracker has been developed. Guidance for usage is being sent out to teams.

Future Actions and monitoring process
Bex: In April - One Patient was not referred by the ward to Bexley HTT for a 48 hour follow up. The patient was not added by the ward to the monthly team
planner for Bexley HTT and so was a breach.
Bro: In April – I breach. The team has been reminded of the process with regards to 48 hour follow ups. Patient has subsequently been seen.
Gre: There were 2 confirmed breaches because the patients were not referred by the ward to Greenwich HTT. The wards have been reminded of the process
with regards to 48 hour follow up. The directorate will reinforce the usage of the tracker with teams and will continue to raise breaches with team leads. Further
development of the follow up tracker and RiO inpatient care plan will support improved monitoring of 48 follow requirement prior to discharge. The inpatient
care plan was added to RiO in the last configuration release on 8/4/17. Informatics support will need to be agreed to update the tracker.

Lead Board Director: Ify Okocha

Estimated time to resolve: TBC

EXCEPTIONS REPORT: Lines 31 and 32 – Vacancies (Exceptions Bromley and Prisons)
Vacancies – Trust wide, Bromley (CMHS & IR&C) 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%
Bromley
Prisons

Effectiveness of Actions to Date

Q1

Q2

Jan-17

Feb-17

Mar-17

Apr-17

23.19%

20.67%

21.38%
19.67%

21.32%
20.65%

18.57%
19.56%

19.29%
20.72%

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

Future Actions and monitoring process

General

•
•
•
•
•
•

Prisons

Roll out of Pan-London agency rates (nursing & AHPs) for all agencies used by the trust finalised. SLAs agreed with 16 of our highest volume agencies via the London Procurement Partnership under
the new CPP agency framework.
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.
Exploring scheme of guaranteeing our student nurses a job offer in their final placement.
Trustwide agreement on the future nursing strategy for Band 5 and 2, which will trial the use of ‘graduate’ interview and selection approach for Band 5 and 2s within the three boroughs.
Competency testing has been ceased and replaced with a Care Plan exercise for nurses.
Vacancies in both the Prisons and Bromley Borough are covered via Temporary staffing solutions using both bank and agency staff to ensure that safe staffing levels are maintained. Fill rates are
monitored on a monthly basis by the Workforce Committee.

•
•
•
•
•
•

There are currently 13 x Band 5 nurses at pre-employment check stage.

•
•
•
•
•

There are currently 72.48 FTE vacant positions in the establishment, and 14 candidates are undergoing their pre-employment checks.

There are 51.54 FTE vacant positions in the establishment, and 34 candidates are undergoing their pre-employment checks.
Significant efforts at Prison Pharmacy recruitment has resulted in 7 x pharmacy candidates currently at check stage.
An advert for prison RGNs has been published in the 2017 RCNi Career Guide, and our RGN Band 5 Greenwich Prison advert on NHS Jobs is due to close for shortlist in mid-April.
Lengthy prison security clearance timeframes are adding to recruitment timescales.

A range of options regarding recruitment and retention is being considered following April’s Greenwich prison Cluster Task Force meeting.
Bromley (IR&C & CMHS)
There are currently 6 x Band 5 nurses who are undergoing pre-employment checks – 2 of these do not qualify until September.
There are currently 3 x HCA Band 2s are undergoing pre-employment checks.
We are holding selection Saturdays on 3rd and 17th June, for Nurses and HCAs. 26 nurses have been invited to attend on the 3rd, and will be trialling a new method of selection.
For the bulk nurse and HCA campaigns 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.

Lead Board Director: Simon Hart

Estimated time to resolve: TBC

EXCEPTION REPORT: Line 37 - Ensure consent to treatment is obtained from clients assessed and detained under the
MHA (S58)

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

KPI Data

S58

Effectiveness of Actions to Date

Target

Q2

Q3

Jan-17

Feb-17

Mar-17

Apr-17

100%

97.2%

92.3%

100%

100%

81.8%

87.5%

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

Future Actions and monitoring process

•

In April 2017 seven out of eight patients had consent to treatment authorisation in place. The one breach related to a patient transferred from prison on
S48/49 to Crofton ward. He stayed for a short period and was returned to prison without a diagnosis of mental illness. The Clinical director and medical
director have both discussed this breach with the consultant responsible.

•

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

Lead Board Director: Ify Okocha

Estimated time to resolve: N/A

EXCEPTIONS REPORT: Line 43 - Supervision
Supervision: Regular supervision of staff allows individuals to receive support and guidance, prioritise work and for performance issues to be
addressed. Failure to provide regular supervision may directly impact the quality and safety of care provided.
KPI Data
Target
>80%

Supervision

Effectiveness of Actions to Date

Q2

Q3

Jan-17

Feb-17

Mar-17

Apr-17

79%

80%

81%

82%

77%

73%

Whilst the target has been met on occasions it has yet to be consistently
maintained by directorates at the 80%+ target of supervision taking place every
six weeks. Despite having achieved over 90% compliance during the CQC visit
this has not been sustained subsequently although the position has returned to
compliance in mid May.

Future Actions and monitoring process
•
•
•
•
•
•

On-going review by Workforce Group
On-going review by Executive and Directorate Senior Management Team
Performance Management of individual managers where necessary by directorate teams
Regular reporting available to business managers on ifox.
All service managers with underperforming teams have been written to setting out the expectations of the Board
Log in reminder to all staff to book supervision in place and wider internal comms reminders

Lead Board Director: Simon Hart

Estimated time to resolve: Sep-17

SINGLE OVERSIGHT FRAMEWORK DASHBOARD
May 2017 - Reporting April 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%

99.3%

98.6%

95.8%

97.1%

98.5%

98.0%

97.0%

94.1%

93.8%

95.7%

95.3%

94.1%

Operational
Performance

Helen Smith

CRHT Gatekeeping

10101

MHSDS / UNIFY2 IBR

Yes

95%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

20/20 Bromley; 47/47 Bexley; 60/60 Greenwich.

Operational
Performance

Helen Smith

EIP 2 week wait

10388

MHSDS / UNIFY2 IBR

Yes

50%

63.0%

74.4%

66.7%

56.1%

51.8%

41.7%

50.0%

53.9%

56.3%

58.3%

50.0%

53.8%

53.8% RAG: < 20.0% Red; 20.0% - 50.0% Amber; >=
50.0% Green

Operational
Performance

Helen Smith

IAPT - % completing treatment

10652
(provisional)

IAPT MDS

Yes

50%

46.0%

75.2%

61.0%

56.3%

49.5%

48.1%

48.9%

69.1%

46.0%

68.7%

59.0%

57.1%

Cardio-metabolic assessment - Inpatients

Annual Survey

Local CQUIN

TBD

May-16

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Apr-17

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

94% overall 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

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

Annual Survey

Local CQUIN

TBD

Comment

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

IAPT

Operational
Performance

Helen Smith

IAPT Waiting Times - 18 weeks

10534

IAPT MDS

IAPT

Yes

95%

100.0%

98.7%

97.0%

98.7%

98.7%

98.9%

96.9%

99.4%

98.6%

100.0%

100.0%

100.0%

Operational
Performance

Helen Smith

IAPT Waiting Times - 6 weeks

10533

IAPT MDS

IAPT

Yes

75%

87.0%

87.3%

89.6%

87.0%

87.3%

91.6%

89.0%

89.6%

89.0%

99.5%

98.4%

97.7%

Operational
Performance

Helen Smith

Maximum 6-week wait for Diagnostic
Procedures (Audiology)

10670
(provisional)

Unify2

DM01

Yes

99%

98.0%

93.0%

91.4%

100.0%

100.0%

100.0%

93.1%

100.0%

98.1%

98.6%

97.1%

95.0%

Operational
Performance

Helen Smith

MHSDS Completeness - IDs

10324

MHSDS / UNIFY2 MHSDS

Yes

95%

99.5%

99.5%

99.4%

99.4%

99.5%

99.5%

99.4%

99.4%

99.4%

99.5%

99.5%

99.5%

Operational
Performance

Helen Smith

MHSDS Completeness - priority metrics

10655
(provisional)

MHSDS / UNIFY2 MHSDS

No

85%

IAPT: We had some issues submitting the IAPT
data for October-December 2016 and some of
our data did not make the national
submission. This has been rectified from
January. The data shown here is the Oxleas
complete data set

5 breaches in Bexley, 96/101.

Metric under development

Quality of Care Helen Smith

% clients in employment - for 16-69 yr olds who 10666
are on CPA
(provisional)

NHS Digital

MHSDS

Yes

N/A

2.6%

2.6%

2.4%

2.0%

2.0%

2.0%

2.0%

1.0%

2.0%

2.0%

Lastest publication data is February 2017, published
24/05/2017. These figures are marked as
experimental by NHS digital.

Quality of Care Helen Smith

% clients in settled accommodation - for 16-69 10665
yr olds who are on CPA
(provisional)

NHS Digital

MHSDS

Yes

N/A

14.2%

14.6%

14.2%

14.0%

13.0%

13.0%

13.0%

14.0%

15.0%

13.0%

Lastest publication data is February 2017, published
24/05/2017. These figures are marked as
experimental by NHS digital.

Quality of Care Helen Smith

Admissions to adult wards of under 16s

10664
(provisional)

NHS Digital

Local
Reporting

Yes

0

0

0

0

0

0

0

0

0

0

0

0

0

Quality of Care Helen Smith

CPA 7 day followup

10314

HSCIC

IBR

Yes

95%

98.7%

99.0%

97.4%

97.5%

97.6%

97.3%

95.5%

94.6%

96.9%

98.6%

95.9%

93.2%

Quality of Care Jane Wells

CAS alerts outstanding

10660
(provisional)

NRLS

Internal

N/A

N/A

100.0%

86.0%

100.0%

100.0%

90.0%

88.9%

100.0%

100.0%

100.0%

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

0

0

RAG: < 85.0% Red; 85.0% - 95.0% Amber; >= 95.0%
Green.
There was 1 breach in Bexley, 2 in Bromley and 2 in
Forensics. The teams have been reminded of the
process with regard to 7 day

Domain

Director

Metric

Metric Number

NHSI Method of
Collection

Current
Reporting

Matches Local Target
Reporting?

Quality of Care Jane Wells

Under-reporting of Patient Safety Incidents

10654
(provisional)

NRLS

IBR

Yes

N/A

Quality of Care Jazz Thind

Aggressive CREs

10330

FT

IBR

N/A

TBD

May-16

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Apr-17

Comment

Awaiting further clarification of this metric definition
from NHSI. Jane Wells and Simon Sherring are
pursuing.

3.5%
Quality of Care Michael Witney

Community FFT - % positive

10339 (A)

NHSE

IBR

Yes

90%

94.9%

92.7%

84.0%

96.6%

96.3%

96.0%

96.3%

96.9%

97.7%

96.8%

96.9%

98.1%

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

Quality of Care Michael Witney

Mental Health FFT - % positive

10339 (B)

NHSE

IBR

Yes

90%

86.8%

81.2%

80.2%

84.4%

85.1%

89.1%

87.4%

86.1%

81.9%

85.2%

88.1%

86.3%

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

Quality of Care Michael Witney

Complaints

10528

NHS Digital

IBR

Yes

N/A

29

30

25

25

21

30

17

15

20

24

24

17

Quality of Care Simon Hart

Exec Turnover

10656
(provisional)

FT

Not collected

N/A

N/A

0

17%

0

0

0

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%

10.2%

10.4%

10.2%

10.3%

10.6%

9.7%

9.4%

8.8%

9.6%

9.9%

12.8%

9.5%

RAG: >11.0% Red; 8.0% to 11.0% Amber; <= 8.0%
Green. Information available 10th of the month.

Quality of Care Simon Hart

Sickness

10333

NHS Digital

Workforce
Dashboard

Yes

4%

4.3%

4.5%

4.5%

3.9%

4.1%

4.7%

4.9%

4.9%

5.0%

4.5%

4.2%

2.2%

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

Quality of Care Simon Hart

Staff FFT - % recommend care

10653
(provisional)

NHSE

IBR

N/A

N/A

10334

NHS Digital

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)

Data to be shared, provisionally, in April 2017

Q3 excluded due to the staff survey.

79%
Workforce
Dashboard

Yes

14%

Confirmed by Simon Hart

13.0%

81%
13.3%

13.8%

13.8%

88%
14.0%

13.9%

14.0%

13.4%

13.7%

13.8%

12.9%

13.1%

Provisional; RAG: <=14 Green; 14-17 Amber; >17 Red.
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Operational performance report

Summary:

The operational performance report identifies the top issues of concern that will be the focus of
each directorate management team in the coming month.
The issues noted in the report are as follows:
Directorate
Children & young people
Adult learning disability
Forensics & Prisons
Bexley Care

Bromley
Greenwich

1.
2.
1.
2.
3.
1.
2.
1.
2.
3.
4.
5.
1.
2.
1.
2.
3.
4.
5.

Issues
Service mobilisation: Greenwich Integrated Therapy Service
Service transfer: Bexley 0-19 service
Atlas House
Queen Mary’s move
Greenwich transformation project
CQC inspection
Regulation 28: report to prevent future deaths
OPMH beds and delayed discharges
District nursing
Referrals and caseloads
WAA bed managemnt
Directorate wide issues
RTT waiting times
Ipad usage
Financial framework and CREs
GCCG MH Review
AMH bed occupancy
Waiting times for PCP
Supporting LGT patient flow

Pre Admission Suite (PAS)

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

Board Operational Performance Report
1 June 2017
Children & young people’s services
1. Service mobilisation: Greenwich Integrated Therapy Service
Following final agreement on the financial envelope for the service we are now working on
staff consultation, communications and other mobilisation
Mitigation plans
• Work with finance to ensure new budgets are established quickly
• Work with RBG and CCG and communications to ensure communications to
stakeholders are timely and appropriate
2. Service transfer: Bexley 0-19 service
Meetings have taken place with commissioners and the new provider and transfer steering
group has been established. There is a risk that data migration will not be completed in time
due to a delay in agreeing scope of migration.
Mitigation plans
• Monitor issues and risk mitigation plans
• Communicate progress to commissioners
• Mitigate data transfer issue by agreeing continued access to RiO to a restricted number
of staff
• Work closely with new provider to ensure transfer takes place on agreed date

Adult Learning Disabilities Services
1. Atlas House
As part of the South London Partnership, the Directorate is involved with a review of LD
Forensic patients. This work is part of the Partnership’s models of care work stream.
2. Queen Mary’s move
The Bromley team has now moved into the new department in QMH.
3. Greenwich Transformation project
The RBG-led Greenwich transformation work stream for LD services has developed
transition plans for young people with LD as part of an integrated pathway. The pathway
requires health funded resourcing to progress and discussions are taking place with the
CCG.

Forensic & prison services
1. CQC inspection
The CQC visited the Bracton Centre and Memorial Hospital from 24 – 26 April 2017 to
inspect our forensic inpatient services. Currently, our forensic services are the only part of
the trust rated as ‘requires improvement’; these ratings are in place for the safety,
effectiveness and well led domains, giving an overall service line rating of ‘requires
improvement’.
Positive aspects reported by the inspection team include:
1

•
•
•
•
•

Wards were calm and relaxed. They observed a de-escalation process and commented
on the professionalism and skill of staff in managing the situation
Service users gave good feedback regarding staff, in particular clinical team leaders.
HCR-20s (professional guidelines for the assessment and management of violence
risk) were of a high standard
Activities and opportunities offered were recovery focussed and individualised
There was good evidence of procedural security, however, we were challenged as to
whether our consistent approach across clinics and in particular between medium and
low secure services, was necessary (ie, should we modify our approach to security in our
low secure services to differentiate from medium secure)

The draft report is expected in June 2017.
2. Regulation 28: Report to Prevent Future Deaths (PFD)
We have received a PFD report from HM Coroner for Mid-Kent and Medway. The PFD
relates to the death of a prisoner at HMP Rochester in May 2015 and follows an Inquest held
in April 2017.
The prisoner was remanded to HMP High Down in August 2014 and transferred to HMP
Rochester in March 2015. Whilst at HMP High Down the prisoner expressed suicidal
thoughts and self-harmed, however he was not receiving treatment from the mental health
team at the time of transfer to HMP Rochester (we do not provide healthcare services at
HMP High Down).
During his time at HMP Rochester, he was seen by the in-reach mental health team. Other
appointments (substance misuse and counselling) were missed whilst in segregation. The
PFD relates to the receiving healthcare team’s ability to access a full medical history at the
time of reception into the prison. Details of the prisoners medical history, and specifically his
suicidal thoughts and self-harm whilst at HMP High Down, were not available to the nurse at
the time of his reception into HMP Rochester. Our response will be with HM Coroner by the
end of June 2017.

Bexley Care
1. OPMH Beds
Bexley older person’s inpatient occupancy rates have been relatively low during 2016,
however this has been increasing. We are working with the CCG to review length of stay,
delayed discharges etc., to understand the opportunities our new integrated services may
bring to improve the position.
Mitigation plans
a) Delayed transfer of care (DToC) performance & action planning routinely is reviewed at
each CCG contract meeting
b) Delayed discharge meetings are held weekly; they are working well with good
stakeholder involvement
c) Bed management meetings continue to ensure all inpatients have robust discharge
planning care plans
d) Teleconference weekly meetings are now in place with Bexley CCG and Council to
agree delayed discharges and action plans
2. District Nursing
The Bexley district nursing teams continue to experience high demand, which has resulted in
increased bank and agency costs to deliver the additional activity. The year-end position

2

resulted in the DN service being 139% above contracted activity (187,914 appts against a
commissioned figure of 134,748).
Mitigation plans
a) A review group with Bexley CCG has been established, focused on developing improved
co-ordinated pathways between Oxleas and other providers, to review current and
emerging technologies, identify enablers and make recommendations for productivity
savings.
b) By Q2, the group will develop a remedial action plan to address the over-performance
and bring the service into line with budget.
c) Monthly finance taskforce meetings are in place and our finance colleagues are
providing greater clarity through regular bank and agency reports.
3. Referrals and caseloads
Referrals to the mental health teams continue to rise and year to date, we are showing 144%
against expected activity. The teams have been meeting this demand by reducing caseloads
and currently we are showing 95% against expected target.
The focus continues to be on waiting times within the Primary Care Plus Service; we have
seen some improvements with the average waiting times coming down from 26 to 15 days
over the last 12 months.
Mitigation plans
a) Additional bank/agency staff have joined the team for 3 months to help address the
issue.
b) The service manager is undertaking a demand and capacity review in conjunction with
the business office. This will allow an in-depth analysis of the issues and the
development of an action plan.
c) Develop and implement plans around the Bexley local care networks with the three
associate directors allocated to one of the networks.
d) PCP consultants to continue to engage with GPs and ensure they are accessible for
advice and support
4. WAA Bed Management
Bed occupancy and length of stay have been increasing, as has the Home Treatment Team
caseload, although percentage of occupied bed days versus commissioned bed days is at
91%.
Mitigation plans
Members of Bexley Care senior management team and clinical and team leaders have
engaged in the Trust’s Internal Qi Programme - working with Birch Collaboration to review
acute mental health care pathways through a quality improvement and innovation
programme.
5. Directorate wide issues
a) A workshop for managers (Band 7 and above) was held on 12 May, which identified
improved ways of working, reduction in duplication and alignment opportunities with the
local care networks.
3

b) The Bexley Care management team are continuing with induction visits to our front line
teams. This forms part of our ongoing engagement strategy which incorporates a
directorate newletter, due to be launched shortly.
c) We have aligned our 3 ADs to the 3 LCNs in Bexley. We are arranging regular meetings
with the new LCN leads to understand their needs as we continue to develop our
integration plans. The LCNs leads were invited to lunch at our away day on 12 May to
meet the wider management team.

Bromley
1. RTT Waiting Times
The directorate continues to focus on improving the RTT waiting times which is performing at
76.9% in Adult Mental Health and 80.1% overall as at 30 April (see table below).
The following actions are underway:
• A workshop took place on 23 May, to streamline the referral pathway and scope the
most efficient way to respond to demand
• The Head of Psychological Therapies is considering establishing a Lived Experience
Practitioner post for PCP/ADAPT interventions, to provide extra resource for referral
management

RTT for Psychological
Therapies (Trust target 95%)

TRUST
POSITION
83.8%

BROMLEY
POSITION
80.1%

OPMH
POSITION
100.0%

WAA
POSITION
76.9%

2. Ipad Usage
iFox data continues to indicate low levels of use of SAF and MIA in Bromley. April data
shows that no teams were rated as ‘GREEN’ during the month.
Of the 205 iPads in Bromley, 195 are assigned to individuals. The perceived under-use of
SAF & MIA is to be reviewed at team and individual level to identify issues, barriers, staff
concerns and additional training requirements to increase utilisation. Informatics will be a
standing agenda item for the monthly directorate Performance management reviews with
each locality, will ensure a continuing focus on use of technology and support systems (e.g.
iFox).

Greenwich
1. Financial Framework and CRES
The Directorate held an away day in mid-May to scope out CRE options and develop a CRE
options appraisal for sign off at the end of June. Initial options have focused on two areas in
mental health:
•

Oaktree Lodge – there is scope to increase income generation at Oaktree Lodge by
selling beds to neighbouring Boroughs and through step down of Forensic patients.
Further discussion on how income generation can be developed will take place at the
Directorate Finance meetings.

•

The Directorate is undertaking a visit this month to the Richmond Wellbeing Service,
which is an integrated Primary Care Plus and IAPT service run by ELFT. Although the
4

service serves a demographically different community, it has developed efficiencies
through a single point of referral for mental health and has ‘lean’ administrative and
operational systems. This type of integration and pooling of resources will be a priority in
the Directorate CRE plans.
CRE plans for Adult Community Services are more challenging due to the CCG looking for
QIPP savings to meet their own cost pressures. At the Directorate away day, an agreement
will need to be reached on the proportion of CRE savings applied to ACS.
2. Greenwich CCG Mental Health Review
Following the mental health review, the CCG in consultation with Oxleas have developed a
set of initial priorities ranked (top two in bold have been agreed as the immediate priorities):
•
•
•
•
•
•
•

Improvements to MH Liaison in A&E
Enhanced primary care model and increased support to primary care
Increased understanding across the system of what exists now and how to access it
More ‘alternatives’ to admission (e.g. places, pathways, advice line)
Improved working between HTT and CMHT (and interface with primary care)
Meaningful crisis care plans developed through effective MDT and joint working
(especially for frequent attenders)
Patient flow and achieving a shift in settings of care away from acute beds

These priorities and associated action plans will be developed through a set of work streams
that will be led by the CCG. The Directorate will be sharing progress with the Birch Qi
Programme with the CCG as part of the mental health review action planning.
3. AMH Bed Occupancy
Bed occupancy against Greenwich commissioned beds remains positive at 93% and the
number of 4hr breaches fell from 44% in March, to 37% in April. Work continues with the
Birch Qi Programme and a highlight report will be developed by Birch in May.
4. Waiting times for PCP
Waiting times for assessment in PCP remain a concern. The Directorate has temporarily put
in additional resource to reduce the backlog which has reduced the waiting times from 21 to
18 days over the last month. As part of the CCG review, the work streams will be developing
action plans to ensure demand for services is sustainable. This will include plans to improve
discharge flow.
5. Supporting patient flow in QEH
Despite the problems within the local health economy and in QEH in particular, delayed
transfer of care for Lewisham & Greenwich Trust is currently the third lowest in the country1,
which demonstrates that the ACS input into discharge flow is working well.
Pre Admission Suite (PAS)
The review of the PAS is now complete. This work is part of the acute care pathway project
board and a decision has not yet been reached on the future of the PAS.
In terms of performance for the last four months, the table below shows the average waits
per month:

1

Information provided by NHSE to the Out of Hospital and Urgent Care Board (national meeting
chaired by Anthony Keally) based on data taken in March 17 (12 month rolling average).
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Hours
Feb
Mar
Apr
May
Total

PAS average waiting time
05:06:22
04:34:30
03:18:34
05:55:57
04:37:11
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Summary and Highlights
1. Quality Committee Monthly Update
The Quality Committee held an away day on Friday 19th May 2017 to discuss and agree the following:
The scope of the work of the Quality Committee and what it should focus on. The following points were
agreed:
•

The Quality Committee would like to see a separation between quality Improvement and quality
assurance
• The main focus of the Quality Committee should be on quality improvement
• It was agreed that in terms of quality assurance, the Trust Quality Committee would need to alerted
to exceptions only
• It was agreed that Quality Assurance should take place in service directorates, with exceptions
reported to the Board, Executive team, Audit and Risk Assurance Committee
• It was agreed that directorates should determine the most appropriate subgroup structures as long
as they address work plans agreed by the trust wide subgroups (that is., PEG, CEG and PSG
Action to be in place for next Quality Committee
• Executive to agree how we provider assurance that proves changes have been put into place and are
being monitored effectively
Clinical Reference Groups (CRGs)
• The CRGs is a group of clinicians who do similar work across Oxleas and therefore set standards –
“what good looks like”
• It was agreed that CRGs would have an advisory function and de-coupled from management
• It was agreed that the existing groups e.g., pressure ulcer group, NICE guideline group, memory
service group, Older adults research group etc should continue and a list of all groups is needed
• It was also agreed that some groups will be permanent, while others will be set up for specific
purposes (task and finish) and would disband once business as usual
• It was agreed that progress would be revisited at the end of three months (September 2017)

2. Quality Progress Report
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 so that we know that our care makes a
difference to patients
3. Quality Accounts 2016/17
Each year, we are required to publish our Quality Accounts and submit it to the Department of Health,
Monitor and the NHS Choices website. The Oxleas 2016/17 Quality account was signed off at the audit and
risk assurance committee and has been circulated to the Board for information. The report is split into 4
defined areas:
Part 1 – The Chief Executive statement on the quality of our services.
Part 2 –Overview on our quality priorities for improvement and covers the following:

•

A summary of our achievement against the 2016/17 quality priorities
Achieved
Mostly Achieved
Not achieved
Total

21 (91% )
2 (9%)
0 (0%)
23

•

Our quality improvement priorities under each of the 6 Quality Objectives for 2017/18

•

A statement of assurance from the Board on key areas stipulated by the Department of
Health and NHS Improvement. These cover: clinical audits, participation in clinical research,
our agreed CQUIN goals with commissioners, registration status with CQC, clinical coding
and data quality.

Part 3 - Our performance as a trust against the NHSI Risk Assessment and Single Oversight frameworks. We
also showcase areas of good practice that are aligned either to the 3 quality domains, our trust values or the
trust 4 must dos. A summary of our sign up to safety plan, national staff survey result, national patient survey
result, complaints, CQC achievement, Equality & Diversity and our process for Duty of Candour are provided.
Part 4 – Feedback from stakeholders
Department of health requires us to obtain comments from our stakeholders (clinical commissioning groups,
local health watch and overview and scrutiny committees) about our quality account before it is published.
The responses from Healthwatch, Greenwich, Bexley and Bromley CCGs are included in the report.

Recommendations
For the Board of Directors to note.

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

Oxleas Quality Overview – April 2017/18

Overview
Month

Feb

March

April

Total no of patients open to Oxleas

154,295

155,952

154,546

Total no of patients seen in the
reporting month

28,930

31, 867

23,440

Total no of patients discharged in the
reporting month

8,987

11,276

9,366

Total no of patients referred

10,637

11,276

8,834

Patient Experience
No of patients giving feedback in the
reporting month

1006

925

701

No of patients who have complained
in the reporting month

23

23

16

No of patients who have given
compliments in the reporting month

50

90

40

91%
3%

94%
2%

94%
2%

No of Incidents (1-3)

845

881

786

No of Serious Incidents - Level 4

1

3

3

- Level 5

0

0

1

Friends & Family Test
– Recommend
– Not Recommend

Patient Safety

2

Oxleas caseload – April 2017/18

3

Proportion of caseload seen in April 2017
154
F&P

315
1335

OPMH

3774
6786

CYP

104219
4313

AMHLD

9409
10852

ACH

36829
0

20000

40000

60000

80000

100000

F&P

OPMH

CYP

AMHLD

ACH

In Contact

154 (49%)

1335 (35%)

6786 (7%)

4313 (46%)

10852 (29%)

Caseload

315

3774

104,219

9409

36,829

120000

Objective 1 – Our Patient Promise

Quality Objectives

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

Quality Objective 1:
Ensure we meet our patient
promise

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
To ensure 80% of complaint responses closed within 30
days
To ensure 95% of actions completed on Datix
Total number of feedback received

July
2016

Aug
2016

Sept
2016

Oct
2016

Nov
2016

Dec
2016

Jan
2017

Feb
2017

Mar
2017

Apr
2017

88%

90%

89%

89%

95%

*

98%

94%

98%

99%

96%

97%

98%

97%

98%

97%

97%

97%

96%

97%

94%

95%

97%

98%

98%

95%

96%

96%

96%

97%

99%

99%

99%

98%

99%

99%

98%

99%

98%

99%

93%

95%

93%

94%

94%

94%

95%

93%

95%

96%

83%

87%

92%

92%

93%

92%

91%

91%

94%

94%

3%

3%

4%

3%

2%

4%

3%

3%

2%

2%

20
5
147

14
10
80

15
7
87

18
9
49

8
11
103

18
2
98

12
5
99

17
6
50

17
6
90

12
4
40

88%

52%

45%

58%

42%

75%

71%

78%

100%**

78%

92%

87%

83%

84%

76%

88%

85%

877

762

715

831

979

701

532

1006

*The family/carer supported question was changed in December and so figures were not reported in this month.
** The figures in italics are indicative as not all complaints for this month are due to be closed as at 3 May 2017

925

701

6

Objective 1 – Our Patient Promise
Apr- 16

May16

Jun16

Jul- 16

Aug16

Sep- 16

Oct- 16

Nov16

Dec16

Jan17

Feb- 17

Mar17

Total
(YTD)

Apr-17

20

20

20

20

14

15

18

8

18

12

17

17

200

12

Formal
15/16

13

14

16

13

10

13

9

20

13

16

18

19

174

20

Local

2

9

10

5

10

7

9

11

2

5

6

6

82

4

Local 15/16

6

12

8

8

10

15

13

9

5

5

9

11

111

2

Formal

Complaints received by all Directorates during February.
ACS

AMH & LD

CYP

F&P

OPMH

3

15

4

0

1

C&YPS

F&P

OPMH

12

0

4

Compliments received by all Directorates during February.
ACS
34

AMH & LD
0

ACS

Partly upheld/Upheld
AMH & LD
CYP

Total

Communication

1

3

1

5

Clinical Care

1

2

2

5

7

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

No:
completed
in Oct 2016

No:
completed
in Nov 2016

No:
completed
in Dec 2016

No:
completed
in Jan 2017

No:
completed
in Feb 2017

No:
completed
in Mar 2017

No:
completed
in Apr 2017

Total
cumulative
1st Jul 2016
- 30th Apr
2017*

Number of young
carers identified

17

17

9

5

6

7

4

88

Number of patients
with the engagement
tool completed on
RiO

19

28

40

45

172

105

26

597

Quality Indicators

* The cumulative figures include the months prior to October 2016.
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Objective 3 – Personalised Care Planning
•

Trust care planning resources were launched in May in a series of care
planning drop in events attended by 60 people from all directorates. The
resources included the care planning policy, a writing care plans guide book
and a care planning e-book.

•

In April and May, 8 RiO Care planning workshops were delivered to 34. A
further 4 workshops will be delivered in June with 32 spaces fully booked.

•

Specific directorate action plans from the 2016/17 care planning audit results
have been developed into posters and are displayed in teams to support so
there is awareness of much needed improvements.

•

Care planning leads are meeting and engaging team managers to embed
process of monthly local audits as a way of ensuring improvements in care
planning. This is monitored centrally.

Objective 3 – Personalised Care Planning

http://theox.oxleas.nhs.uk/Easys
iteWeb/getresource.axd?AssetID
=20964&type=full&servicetype=
Inlin.

http://theox.oxleas.nhs.uk/Easys
iteWeb/getresource.axd?AssetID
=22719&servicetype=Attachmen

Objective 4 – Safety First
Safety Indicators Dashboard
October
2016
Quality Indicators

November 2016

December 2016

January 2017

February 2017

March 2017

April
2017

Service Area applicable to

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

Mental Health Services

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

*88%

95.5%

94%

93.2%

100%

96.9%

98%

95.9%

86.8%

98.1%

96.8%

100%

100%

89%

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

80%

86%

89%

91%

93%

93%

93%

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

All Oxleas Services

96%

96%

96%

96%

96%

95%

95%

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

All Oxleas Services

88%

87%

88%

88%

88%

89%

87%

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

All Oxleas Services

77%

82%

86%

89%

89%

92%

93%

96%

97%

97.1%

100%

100%

100%

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

To ensure that there are no avoidable grade 4 pressure ulcers

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

Mental Health Services

All services

All services

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

97%

97%

100%

100%

Not yet available

100%

100%

72.5%**

All inpatient services

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

97.1%

2/5

2/2

Not applicable

100%

100%

100%

100%

All services

89%

100%

100%

100%

100%

100%

100%

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

All services

100%

100%

100%

100%

100%

100%

100%

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

All services

25%

33%

100%

100%

100%

100%

100%

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

All services

13%

24%

33%

43%

53%

62%

59%

Serious Incidents April 2017
• Level 4 incidents occurring in April 2017
1. 40 year man under Greenwich ADAPT assaulted a police officer during a
welfare check to his home address. The patient used a screw driver as a
weapon and has caused a puncture wound to the officers hand.
2. 94 year old woman on Bexley Holbrook Ward had an unwitnessed fall
resulting in a pubic ramus fracture.
3. 64 year old man on Bexley Millbrook Ward had a witnesses fall resulting in
a fractured hip
• Level 5 incidents occurring in April 2017
1. 33 year old man under section 2 died whilst on leave from Maryon Ward.

CAS alert - Risk assessment and gap analysis against NHS/PSA/2016/006 (Nasogastric
tube misplacement: continuing risk of death and severe harm) and
CNO letter 21 April 2017 re PDF concerning misplaced nasogatric tubes
Use of misplaced nasogastric and orogastric tubes were first recognised as a patient safety issue
by the National Patent Safety Agency (NPSA) in 2005 with further alerts in 2011 and 2015.
Nasogastric tube misplacement is a Never Event.
Never events are considered wholly preventable where guidance or safety recommendations that
provide strong systemic protective barrier are available and implemented.
The Patient Safety Alert 2016 asks that organisations undertake the following:
 Identify a named executive director who will take responsibility for the delivery of the
actions required in the alert Jane Wells is our named executive director
 Undertake a central assessment to identify organisation has systems in place to support
staff to safely check initial nasogastric and orogastric tube placement checks We do not
undertake initial checks following placement in Oxleas as we do not place nasogastric
and orogastric tubes
 Undertake an action plan if assessment raises concerns Not applicable as not required
However we have undertaken a risk assessment and gap analysis. Senior nurses in community
services were consulted. There are operation procedures/ guidelines and competencies for the
management of nasogastic tubes in adult and children’s services.

Objective 5 – Evidence Based/Best Practice
• One of the quality indicators under this objective is to engage in national audits that
permit benchmarking. Following a review of national audits applicable to Oxleas in
2016/17, we have participated in 14 national audits. The 2016/17 detail is provided
below:
No.

1
2
3
4
5
6
7
8
9
10
11
12
13
14

National clinical audit title 2016/17

Participation
(yes/no)

Number of
cases
submitted

% of cases
submitted

Topic 15a - Prescribing valproate for bipolar disorder
(POMH)
Topic 14b - Prescribing for substance misuse: alcohol
detoxification (POMH)
Sentinel Stroke National Audit Programme (SSNAP)

Yes

182

N/A

Yes

56

N/A

Yes

231

National Chronic Obstructive Pulmonary Disease
(COPD) Audit Programme
Topic 11c - Prescribing antipsychotic medication for
people with dementia (POMH)
Topic 7e - Monitoring of patients prescribed Lithium
(POMH)
Topic 16a - Rapid Tranquilisation audit (POMH)
Topic 1g & 3d - Prescribing high dose and combined
antipsychotics (POMH)
Early Intervention in Psychosis (Pilot)
National Audit of Cardiac Rehabilitation (NACR)
Early Intervention in Psychosis (Full Audit)
Learning Disability Mortality Review Programme
(LeDeR)
Maternal, Newborn & Infant Clinical Outcome Review
Programme (MBRRACE)
Child Health Clinical Outcome Review Programme

Yes

342

N/A

Yes

333

N/A

Yes

150

N/A

Yes
Yes

60
258

N/A
N/A

Yes
Yes
Yes
Yes

49
7793
325
04

N/A
N/A
100%
100%

Yes

0

100%

Yes

39

N/A

Objective 6 – Clinical Outcomes
Trust level collection rate on iFox has
improved in the last 6 months
Nov 2016

Caseload
One score
Paired scores

May 2017

8.2
%

12.4
%

15

What helps/impedes data collection on iFox
What would help?

What gets in the way?

Workforce issues
•
All relevant staff confident in using outcomes
measures, and new staff quickly inducted with using
outcomes
•
Having a local ‘champion’ to maintain momentum,
troubleshoot issues and liaise with Directorate lead
•
Clear criteria (e.g. at all CPAs) and processes (i.e.
timings & responsibilities) for capturing and inputting
data
•
Embedding measurement as “routine” part of practice

Workforce issues
•
Lack of clarity around who is responsible for collecting
/ submitting outcomes (NB: it is usually the individual
clinician)
•
Distant relationship with informatics / business office
•
“An extra thing to do” – not a priority for many staff

Data issues
•
Measures that can be easily input “live” into RIO
•
Straightforward measures with clear clinical utility;
ideally can be discussed with patient to track progress
•
Limited number of measures that facilitate overall
synthesis
Infrastructure issues
•
Measures linked to external reports / incentives (e.g.
commissioners)
•
Increased monitoring in supervision / performance
meetings

Data issues
•
Having to type free text into RIO, either for the
measure itself (as not sufficiently automated) or for
the “scoring”
•
Lack of front-line trust in the relevance or benefit of
the measure, i.e. how and by whom it is used
•
Lack of standardisation / inter- & intra-rater
consistency
Infrastructure issues
•
No reminders / prompts for T1 or T2
•
Convoluted / protracted process for inputting data
•
No clear targets for collecting data
•
Team managers / staff / patients “not getting
anything useful” from data
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Board of Directors
8th June 2017

Item
9
Enclosure 7a&b

Agenda item

Changes to the Mental Health Act

Item from

Helen Smith, Deputy Chief Executive

Attachments

a) Mental Health Crisis Legislation overview and scrutiny

(May 2017)
b) Analysis of strategic guidance in respect of mental health
pathway (append)

Summary:
Mental Health Crisis legislation Overview and Scrutiny May 2017
There are potential proposed changes to the Mental Health Act (1983) specifically relating to
proposed the Policing and Crime Act amendments in 2017 (post purdah) and expectations about the
mental health crisis care pathways and specifications in London.
At the moment there are discussions about how the changes are being coordinated across London
and between organisations.
This paper sets out to describe the current governance and structures, set out how we plan to
oversee and implement proposed changes to the Metal Health Act and address any gaps in respect
of the expectations of the crisis care.
It has been agreed by the executive to establish:
1. A mental health legislation oversight group (MHLOG). This will replace the current MHA
Scrutiny Committee and the MCA steering group. The committee will report to the Trust
CEG. The membership has been agreed as:
•
•
•
•
•
•
•
•

Jane Wells Director of Nursing (Chair)
Lisa Moylan Lead Mental Health Act Legislation & Safeguarding
Dr Ify Okocha Medical Director
Dr Deji Sorinmade Lead Clinician MCA
Rachel Matheson, Pauline Kenny, David Shear, Doug Reid Service Managers
Dr Michael Witney, Dr Liam Dodge (plus x1 medical approved clinician TBC) Approved
Clinicians
Barbara Godfrey, Margaret Anderson, Lorna Lee, Heads of Social Care
Non-Executive Director TBC

2. A time limited reference group for acute and crisis care, reporting to the MHLOG, to be
established across the boroughs for the implementation of actions to address any gaps in
respect of the London’s Section 136 Pathway and Health Based Place of Safety
Specifications and draft Compact. Once these have been implemented the oversight and
monitoring will be the responsibility of MHLOG. The membership has been agreed as:
•
•
•
•
•

Francis Adzinku Head of Nursing Bexley (Chair)
Jane Wells Director of Nursing
Iain Dimond Service Director Greenwich
Adrian Dorney Associate Director Bromley
Barbara Godfrey, Margaret Anderson, Lorna Lee, Heads of Social Care

3. Ensure representation and sharing of information from external groups which have a
relationship with mental health legislation and crisis care pathways with these two groups.
Recommendations:
To note

Mental Health Crisis legislation Overview and Scrutiny
May 2017
Introduction
There are potential proposed changes to the mental Health Act (1983) specifically relating to
proposed the Policing and Crime Act amendments in 2017 (post purdah) and expectations about the
mental health crisis care pathways and specifications in London. At the moment there are
discussions about how the changes are being coordinated across London and between
organisations.
This paper sets out to describe the current governance and structures, set out how we plan to
oversee and implement proposed changes to the Metal Health Act and address any gaps in respect
of the expectations of the crisis care.
There are potential proposed changes to the Mental Health Act (1983) specifically relating to
proposed the Policing and Crime Act amendments in 2017 (post purdah) and expectations about the
mental health crisis care pathways and specifications in London.
Mental Health Legislation Overview and Scrutiny
The Trust’s Hospital Managers have a statutory duty to ensure that all relevant functions of the
Mental Health Act 1983 (MHA) are applied and monitored according to the law and in line with the
Code of Practice to the MHA.
In this context ‘managers’ does not mean the management team of the hospital, but the people or
body whose hospital it is, for Oxleas NHS Foundation Trust this is the trust board. For the most part,
hospital managers do not have to perform their functions personally, but may delegate them to
officers. Specific delegated functions are identified in the trust MHA scheme of delegation.
Regardless of the scheme of delegation, organisations retain responsibility for the performance of all
hospital managers’ functions and should put into place appropriate governance arrangements to
monitor and review the way that functions under the Act are exercised on its behalf (Code of
Practice Chapter 37 paragraph 11).
There are currently a number of forums within the trust which are involved in the oversight and
scrutiny of the MHA. However, attendance at these meetings is not consistent and the links between
practice within services and assurance at the Board is not clear. The hierarchy of meetings can be
broadly represented by the chart below.

There are a number of external meetings which have a relationship with mental health legislation
that are attended by different members of staff across the organisation (and some groups
collectively representing organisations on behalf of the STP). There appears to be no consistent coordination of attendance at these meetings and processes for disseminating information within the
organisation and across organisations are not clear. External meetings attended by Oxleas (or STP
representatives) staff are:
Name
London Mental
Health Delivery
Group
Healthy London
Partnership –
s136 Pathway
workstream

Frequency
Quarterly

Purpose
Not known

Oxleas rep
Not known

Not known

Jon Cooley?

Crisis Care
Concordat
London MHA
Network

Not known

Healthy London Partnership has been
established by all of London’s CCGs and NHS
England (London region) to deliver
transformational changes to London’s health
and social care system, one of these areas is
to look at what could happen at a pan-London
level to improve London’s mental health and
specifically crisis care.
Not known

Six monthly

To ensure high quality and maintenance of the
role and function of Hospital Managers

London MHA
Leads meeting

Quarterly

Lisa Moylan
& Anne
Taylor
Lisa Moylan

S12 and AC
Panel

Not known

To assist member organisations to ensure that
they correctly implement and work within the
relevant legislative framework so that their
patients are cared for lawfully. This is achieved
through shared analysis of current and
developing statute and case-law, along with
associated guidance and direction from
relevant bodies
Statutory responsibility for application for
Michael
Approved Clinician approvals and S12
Witney &
approvals under the Mental Health Act 1983
Kiki O’Neill-

Not known

London MH
Social care
leads network

Bi-monthly

(as amended) delegated by the Secretary of
State for Health.
To identify key priorities that would benefit
from collaborative working, acting as a wider
system influence for mental health at a pan
London level

Byrne
Heads of
Social Care

Proposal for improved oversight within Oxleas
It is proposed that the trust sets up a mental health legislation oversight group (MHLOG). This will
replace the current MHA scrutiny committee and the MCA steering group. The committee will be
chaired by an -executive board director and include a non-executive director with responsibility for
mental health legislation and will report to the trust CEG.
The MHLOG will meet bi-monthly and will be responsible for ensuring that statutory responsibilities
of the trust are carried out and that lawful practice is maintained in regard to the MHA, MCA and
DoLS.
Membership of the group will encompass the trust Medical Director, Trust head of MHL, Clinical lead
for MCA, Service Managers, Heads of Social Care and practising Approved Clinicians (one medical,
one non-medical, one forensic). The group will receive updates from staff who are representing the
Trust at external meetings.
Directorate attendees at the group will be expected to cascade information and updates from the
group to local forums.
The trust s136 policy requires review. The review has been delayed whilst the Policing and Crime Bill
was debated.
Section 136 – Policing and Crime Act 2017
The Policing and Crime Act received Royal Assent on 31 January 2017. Part 4 Chapter 4 of the Act
amends sections 135 and 136 of the Mental Health Act 1983. At present it is believed these changes
will come into effect in May 2017, but this has not been confirmed (or denied).
Section 135(1)
Following the execution of a warrant under s135(1), instead of removing the person to another place
of safety, the person may be kept at the premises as long as the conditions described in the
amendments to a place of safety (see below) are met.
Places of safety
The use of a house, flat or room where a person is living may still be classified as a place of safety if:
• The detainee is the sole occupier and agrees to it being used as a PoS.
• If not the sole occupier, then one of the other occupiers must also agree to its use.
• If not an occupier, then the detainee and at least one of the occupiers must agree.
Any other place may be regarded as a suitable PoS as long as the person who appears to be
responsible for the management of the place agrees to it.
Use of police stations as places of safety (new S136A)

•

A police station may not be used as a place of safety for any person aged under 18.

Section 136
It is no longer necessary for the police to ‘find a person in a place to which the public have access’ in
order to implement the power to remove to a place of safety.
The power can now be exercised anywhere other than:
• Any house, flat or room where the person, or any other person is living or
• Any yard, garden, garage or outhouse that is used solely in connection with the house, flat
or room.
So, the power can be exercised pretty much anywhere other than a private dwelling.
In order to exercise their power under s136 the constable may exercise force to enter the place
where s136 may be used.
Consultation prior to use of s136
Before using their power under s136 a constable must, if practicable, consult:
• A registered medical practitioner (or?)
• A registered nurse (or?)
• An approved mental health professional, or
• Any other person as specified by the Secretary of State.
Periods of detention
A person being detained under s135(1) or s136 may only be initially detained for up to 24 hours. The
detention period starts wither when the person arrives at the place of safety, or, for s135(1) patients
kept at their address, when the warrant is executed.
Extension of detention
The registered medical practitioner responsible for the examination of the patient may extend the
period of detention by a further period of no more than 12 hours (starting at the end of the 24hr
period).
Where a police station is used as a place of safety any extension can only take effect if agreed by an
officer of the rank of superintendent or above.
Protective searches
A person detained under s135 (1), s135(2) or s136 may be searched by a constable if it is believed
they present a danger to themselves or others and is concealing an item that could be used to cause
injury. In order to undertake the search the constable may require the person to remove any coat,
jacket or gloves. The constable may also search the person’s mouth.
Analysis of action require to meet the expectations in London drivers
There are two key publications that Oxleas needs to review its current practice against. Firstly the
Healthy London Partnership (December 2016) Mental Health Crisis Care for Londoners. London’s
section 136 Pathway and Health Based Place of Safety Specifications.
Secondly, although currently in draft, the Access to mental health inpatient services in London (all
ages) (proposed draft) A Compact between London’s mental health and Acute Trusts, Local
Authorities, CCGs, NHS England, NHS Improvement, London Ambulance Service and Police Services
(May 2017).

A gap analysis has been carried out by acute and crisis mental health leads within respect of the
specification and the gap analysis in respect of the Compact is nearly completed (paper will be
updated to reflect this).
Healthy London Partnership (December 2016) Mental Health Crisis Care for Londoners. London’s
section 136 Pathway and Health Based Place of Safety Specifications
This guidance document is aimed at stakeholders involved in the section 136 (s136) pathways.
Specifically, London’s police forces, London Ambulance Service, Approved Mental Health
Professionals and Acute and Mental Health Trusts. It outlines a consistent pathway of care across
London and a minimum standard for Health Based Place of Safety sites. Both the s136 pathway and
Health Based Place of Safety specification focus on all ages and should be used together to improve
consistency of care in London.
This document should be used in addition to London mental health crisis commissioning standards
and recommendations (2014), the Mental Health Act 1983: Code of Practice (2015) and core
principles of the Mental Health Crisis Care Concordat and Future in Mind (2015).
The guidance covers the s136 pathway from when the individual is detained in a public place,
conveyance processes, the interface with Accident and Emergency departments and processes at
the Health Based Place of Safety (including the Mental Health assessment and arranging follow up
care). Expected changes to legislation (mid 2017) will reduce maximum s136 detention to 24 hours.
Gap analysis against responsibilities for mental health providers and HBPOS providers in respect of
London’s section 136 Pathway and Health Based Place of Safety Specifications.
The full analysis is appended, gaps requiring actions are tabled at end of paper.
Access to mental health inpatient services in London (all ages) (proposed draft) A Compact
between London’s mental health and acute Trusts, Local Authorities, CCGs, NHS England, NHS
Improvement, London Ambulance Service and Police services
The Compact is intended to establish a common understanding of what is expected from each part
of the health and care system in providing access to mental health inpatient facilities in London,
including Health Based Places of Safety. The Compact is not intended to apply to access to services
or facilities available in the community without the need for inpatient assessment. Drawing on
existing regulations and policies governing mental health services both in London and England, as
well as existing good practice, the Compact outlines the roles and responsibilities of individual
organisations along patient pathways to admission. It also provides a framework for capacity
management and a pan- London escalation process to support access once individuals are waiting to
be admitted. It also includes reporting requirements to make capacity pressures more transparent
and to facilitate shared learning across the system.
The contents have been developed on the basis of existing regulations and policies governing mental
health services in England and/or London, including:
•
•

The Mental Health Crisis Care Concordat. Department of Health and Concordat signatories
(2014)
London Mental Health Crisis Commissioning Guide. Mental Health Strategic Clinical Network
(2014)

•
•
•
•

London mental health crisis commissioning standards and recommendations. Mental Health
Strategic Clinical Network (2014)
Mental Health Act: Code of Practice 1983. Department of Health (2015)
Mental health crisis care for Londoners: London’s section 136 pathway and Health Based
Place of Safety specification. Healthy London Partnership (2016)
Improving care for children and young people with mental health crisis in London:
Recommendations for transformation in delivering high-quality, accessible care. Healthy
London Partnership (2016).

It also draws on existing London-wide protocols for access to acute facilities for those admitted with
physical health needs, several London mental health Trusts’ own escalation protocols and examples
internationally. Reports of past incidents involving lengthy waits have also been considered.
The core elements of the proposed Compact are:

The responsibilities of the HBPOS providers outlined reflect:
• Initial requests for access to and onsite acceptance
• Expectations when there is no capacity to accept a person on site
• Diversions to ED including for intoxication
• Use of police station as Place of Safety
• Responsibilities for securing an inpatient bed
• Boundaries of responsibilities between Trusts for accepting adult inpatient admissions
• Expectations when receiving Trust cannot find a bed
• Commissioner responsibilities for funding care
• Other factors to consider when facilitating timely admissions
• Transitional arrangements for children and young people
• Monitoring capacity and mitigation and actions
• Escalation processes – timeframes, triggers and actions
• Reporting of delays
• Capacity utilisation
• Reporting of 12 hour delays and RCA investigation of these as SIs

The full analysis is appended, gaps requiring actions are tabled at end of paper.
Recommendations
It is recommended that the executive review and agree:
1. A mental health legislation oversight group (MHLOG). This will replace the current MHA
scrutiny committee and the MCA steering group. The committee will be chaired by an
executive board member with responsibility for mental health legislation and will report to
the trust CEG.
2. A time limited clinical reference group for HBPOS crisis care is established across the
boroughs for the implantation of actions to address any gaps in respect of the London’s
section 136 Pathway and Health Based Place of Safety Specifications and draft Compact. It
will be a sub group of the MHLOG and when completed the MHLOG will oversee
coordination and monitoring.
3. The representation at and sharing of information at external groups which have a
relationship with mental health legislation and crisis care pathways

Healthy London Partnership (December 2016) Mental Health Crisis Care for Londoners. London’s section 136 Pathway
and Health Based Place of Safety Specifications - gap analysis - recommended actions
Initial detention and access to HBPOS

Where are we now

Requirements

Lead

1.1 Local arrangements must be in place to ensure there is always a suitable mental
health professional for the police officer to consult with prior to detaining the person
under s136. Where it is practicable, this consultation may provide support to officers in
terms of providing further information on the individual or signposting to alternative
services. The consultation could be in the form of a 24/7 mental health triage/crisis line
service or a psychiatric decision unit providing an alternative option to detention. Refer
to Appendix 2 for good practice models providing alternatives to s136 detentions

DSNs are the key contact
via dedicated telephone
contact. Note – these
DSNs are not
supernumerary and this is
not their only
responsibility.

Review DSN
capacity to be
responsive.

Service
Directors

1.2 If there is a co-produced crisis care plan30 in place the instructions in the crisis care
plan for managing a mental health crisis should be followed wherever possible to avoid
detention under s136. The crisis care plan should be accessible through the suitable
health professional when first contact is made, however if the person clearly needs ‘care
or control’ (as expressed in the Mental Health Act 1983) the s136 pathway should be
followed. The responsibility for that decision rests with the Police.

Service users have crisis
plans on RiO. Assurance is
required of their content
and how well they used.

Purposeful
sampling on
how well crisis
plans are being
followed in
crisis and
contents of the
plans.

Service
Directors

1.7 It is essential that the Approved Mental Health Professional (AMHP) service for the
area where the Health Based Place of Safety is located is notified as soon as is
practicable of the individual’s imminent arrival there. It has been agreed that this contact
should be made by staff at the Health Based Place of Safety themselves (or by the A&E
department if the person is being taken straight to A&E, rather than by the (police). The
police officer or ambulance crew who are bringing the individual to the relevant place of

AMPHs are contacted but
there is some feedback
that this is not always
timely.

The timeliness
of contacting
AMPHs to be
explored and
improved by
matrons.

Matron (NA)

safety must always check that the staffs there are aware that it is their responsibility to
do this.
1.11 If the police officer has been informed that a Health Based Place of Safety has
capacity to accept an individual, action should be taken to ensure this capacity remains
available up until the individual arrives on site. If, in exceptional circumstances, the
Health Based Place of Safety becomes unable to accept the individual during the time
taken to convey, all efforts should be made to inform the conveying officers and an
alternative Health Based Place of Safety should be identified by Health Based Place of
Safety staff.

Conveyance and handover
2.24 Health Based Place of Safety staff must be able to summon extra help at short
notice from the Trust’s emergency team.

Capacity is only used in
exceptional
circumstances. There
needs to be a process of
confirming to other police
services if a notification
of an individual arriving is
made.

APP is in
development in
STP to maintain
real time
capacity
information.

Service
Directors to
confirm lead

Where are we now
Staff are summoned from
wards which depletes the
wards.

Requirements
HBPOS staffing
to be
supernumerary
and
establishment
reviewed.

Lead
Service
Directors

Responsibilities for coordinating conveyance between sites
Where are we now
2.46 Trusts must ensure robust and cohesive policies are in place and monitored for
Policies are in place and
conveying detained individuals between sites and escalation process are in place which is being monitored. The
timescales are not being
instigated where timescales are not met for all transfers.
met and require
improvement.

Requirements
Lead
Identify the
Service
barriers to
Directors
achieving
timely
conveyance
Improve
timescales for
conveying

detained
individuals
between sites.
Acute Trusts and Health Based Place of Safety Care Pathways
4.2 Discharge documentation from a Health Based Place of Safety or A&E (if a mental
health assessment takes place in the department) should contain:
• Patient name
• Date of Birth
• NHS Number
• ICD Code (International Classification of Diseases)
• Care Coordinator (if applicable)
• Time of admission
• Circumstances of admission
• Progress in the Health Based Place of Safety
• Mental health history
• Physical health history and current physical health
• Social history including drug, alcohol and smoking status and access to funds
• Care plan including medication and medication monitoring, mental and physical health
follow up, and recovery interventions including lifestyle, social, employment and
accommodation plans where necessary for physical health improvement
• Crisis plan including signposting 24 hour crisis line information
• Discussions with next of kin, family and carer
• Time of discharge, discharge destination and method of transport

Where are we now
Documentation in place
but ICD10 to be added

Requirements
Add ICD10

Lead
Service
Directors

Governance and monitoring
1.1 – 1.3
1.2 Mental health Trusts and HBPOS providers must be represented on London’s Urgent
and Emergency Care Network

Where are we
Need confirmation of
current representative
from Oxleas attending

Requirements
Confirm
names and
roles of senior
managers /
service
directors

Lead
Service
Directors

1.4 A local multi-agency group led by the provider Trust providing the Health Based
Place of Safety should exist for each Health Based Place of Safety across London and be
overseen by the respective UEC network. Each group should be positioned
within the local governance system and have appropriate representation to ensure
that there is adequate oversight and accountability in line with local approaches across
the health and social care system.
1.5 The local multi-agency group must be attended by senior representatives from the
Health Based Place of Safety, local A&E departments (including liaison psychiatry
staff), Approved Mental Health Professionals, the Police, London Ambulance
Service and Healthwatch (or other patient representatives). The group should ensure the
membership is able to represent all ages.
1.6 The group should perform the following roles:
Measure and analyse current performance at the Health Based Place of Safety
(specific measurements to be monitored are included in Appendix 8).
• Understand the contact s136 detainees have had with mental health services
previously and what alternative pathways or interventions could have been applied in
order to prevent the use of s136.
• Discuss specific case studies where issues have occurred across the pathway to ensure
learnings across the system from these specific cases.
• Facilitate training initiatives on local policies and protocols which include key partners
and local Acute Trusts.
• Network with other local multiagency groups across London to ensure consistency of
service across the s136 pathway.
• Ensure the Directory of Services is regularly updated showing accurate up-to date
information regarding the Health Based Place of Safety site.

There have been groups
led by Oxleas but these
need to be re-established
with new terms of
reference to meet
specification requirements
and following borough
restructure

Mental health assessment process
3.1 Mental health assessments must not be delayed due to uncertainty regarding the
availability of a suitable bed.

Where are we now
We are not achieving this
because the AMPs will not
agree to transfer following

attending the
groups and
networks.
Establish new
Oxleas led
multi-agency
groups and
fulfil the roles
in 1.6

Requirements
Bed
management
processes in

Service
Directors

Lead
Service
Directors

assessment unless a bed
has been identified.

3.2 The mental health assessment should be completed within 4 hours of the
individual arriving at the Health Based Place of Safety unless there are clinical
grounds for delay, such as the person being significantly intoxicated, acutely unwell
following self-harm and in need of care and treatment at the A&E department or,
after being clinically assessed by the team, being deemed to require more time for their
mental state to settle.

This is not always met as
there is only one AMHP
available so timescales
cannot be assured.

Staffing requirements within a Health Based Place of Safety
4.3 Adequate, dedicated staff must be available 24/7 to ensure staff members do not
come off inpatient wards. Similarly, if the Health Based Place of Safety is co-located
with an A&E department there must be adequate staff available to ensure that theunit
does not have to rely on members of the liaison psychiatry team to fulfil this role in
addition to other demands.

Where are we now
Staffing does not meet
specification. Currently
staff do come off of wards
and DSN role is not
supernumerary or
dedicated to just the
HBPOS.
No modelling on up to date
activity data has taken
place.

4.4 At all Health Based Place of Safety sites staffing levels should be modelled off
accurate and up-to-date activity data for that area and contingency plans should be in
place for responding to demand that exceeds average usage.
4.6 There should be a minimum of two mental healthcare professionals (minimum of
at least one registered mental health professional) immediately available to receive the
individual from the Ambulance Service and the Police. One of the two mental
healthcare professionals must have CAMHS competencies or access to senior
CAMHS advice. These two roles should provide support to the s136 coordinator
as well as clinical staff when performing the initial medical screening and physical health
checks.
4.7 Extra clinical staff (minimum of three) must be available at short notice if required
as there should be sufficient staff to cope with all but the most challenging

The minimum staffing
requirement is met but this
may involve taking an HCA
from a ward and difficulties
with timely access to
CAMHS
Specification not met.

place and
need to be
monitored for
availability of
a bed.
Provision of
AMPHs is
required.

Service
Directors

Requirements
Resource
staffing
establishment
to meet
specification

Lead
Service
Directors

Staffing levels
to be
modelled on
activity data
Resource
staffing
establishment
to meet
specification

Service
Directors

Resource
staffing

Service
Directors

Service
Directors

behaviour, without recourse to on-going police support. The needs of individuals
with learning disabilities should be specifically planned for including access to
trained staff and specialist advice through a 24/7 rota, this could cover nurses who
have completed a module or doctors on a rota
Staff training
4.18 The provision of training should be covered in the jointly agreed policies and
procedures developed by the local multi-agency group

establishment
to meet
specification
Where are we now
Currently multi-agency
groups need to be
reviewed and terms of
reference revised

Requirements
Establish
multi-agency
group and
ensure
training is
included

Lead
Service
Directors

Access to mental health inpatient services in London (all ages) (proposed draft) A Compact between London’s mental
health and acute Trusts, Local Authorities, CCGs, NHS England, NHS Improvement, London Ambulance Service and
Police services – gap analysis – recommended actions
Initial requests for access and acceptance onsite
Police and ambulance staff should not have to wait more than 15 minutes to access the
Health Based Place of Safety. Adequate, dedicated clinical staff should be available 24/7
to ensure staff members are not removed from their duties in inpatient wards.

Where are we now
Compliant 15 minutes if
place of safety vacant.

Requirements

Lead

A designated senior nurse
is available 24/7 but form
part of ward staffing.
Additional staff are taken
from wards.

Resource
staffing
establishment
to meet
specification

Service
Directors

Expectations when there is no capacity to accept a person onsite

Where are we now

Requirements

Lead

Diversions to emergency departments including for reasons of intoxication

Where are we now

Requirements

Lead

Under exceptional circumstances when an individual under section 136 presents at an
emergency department with no physical needs (e.g. due to limited Health Based Place of
Safety capacity), the emergency department should not refuse access unless a formal
escalation process has been enacted and the department has been closed to all patients.

Acute Trust responsibility

Use of police stations as places of safety
Mental health assessments:
Individuals in mental health crisis presenting in an acute, community or criminal justice
setting should have had a response by a mental health service within one hour of
referral. A response should consist of a review to decide on the type of assessment
needed and arranging appropriate resources for that assessment. The initial response
may also include consultation with an AMHP service.

Where are we now
Protocols are in place –
criminal justice settings are
covered by Forensic Liaison
Nurse 8 – 8 Monday –
Friday.

Requirements

Lead
Forensic
Services

AMHP available within one
hour 9 – 5 Monday –
Friday. The out of hours
provision varies across
Bexley, Bromley and
Greenwich.

Services to be
extended
when
resources
allow.

L.A.

No action
required.

Complete

Review of

Forensic

Oxleas Mental Health
Liaison service is available
to undertake assessments
of the mental health needs
of those patients who
present.

No action
required by
Oxleas

Acute Trust
Service
Directors

All efforts are being made
for out of hours within
current services.
In practice, a response within one hour will require prompt responses from liaison
psychiatry services within emergency departments, liaison and diversion services within
police custody, and local crisis teams in community settings. For individuals detained
under section 136, LAS should attend within 30 minutes (or 8 minutes if the individual is
being physically restrained) and once the individual has been conveyed to a place of

Assessment can begin
within one hour for those
within S136/ HBPoS, liaison
psychiatry in ED and by
Crisis teams in the

safety, an initial assessment should be completed by the Health Based Place of Safety
team within one hour of the individual’s arrival.

community – All subject to
level of demand.

provision

Services

Compliant for psychiatric
liaison services in ED and
s136 HBPoS

No action
required

Complete

MHAA to start within 4
hours, law will allow 24
hours for completion.

AMHPs will
not work to
4/24 if
assessment
takes longer.

Police custody response
not available within one
hour out of hours - working
towards this.
Unless there are clinical grounds for delay, individuals presenting in crisis should have a
physical and mental health assessment and a care plan in place within 4 hours of arriving
at a Health Based Place of Safety or emergency department, or from the point of referral
to a local crisis team or liaison and diversion service .

Unless there are clinical grounds to delay the assessment, the AMHP and section 12
doctors should attend within 3 hours of being contacted to conduct assessments. This
timeframe excludes situations when a warrant is sought under section 135(1) to
facilitate the assessment.

Dependent on level of
demand, resources don’t
always allow for one hour
response. #
Assessment process to
start with 4/24 but
completion may take
longer. No legal timeframe
in 83 MHA act.
This timescale can be
adhered to when s12
doctors are available.

L.A. is working
to increase
EDT cover (out
of hours
AMHP in
Bromley),
Greenwich has
Action
required
Availability of
s12 doctors is
not consistent.
Arrangements
need to be

AMHPs

CCG & Trust

Assessments under the Mental Health Act must not be delayed due to uncertainty
regarding the availability of a suitable bed.

MHAAs are not delayed but
cannot be signed and
completed unless a
suitable bed has been
identified

Local Authorities are responsible for ensuring that sufficient AMHPs are available to
carry out their role under the Mental Health Act, including assessing individuals to
decide whether an application for detention should be made. A 24 hour service that is
able to respond to patients’ needs should be in place. Provision of dedicated AMHPs
should be sufficient to meet needs, especially in out of hour periods.

Some shortfall of AMHP
availability at short notice
out of hours in Bromley
due to having other
competing responsibilities
such as child protection.

CCGs and NHS England are responsible for ensuring that doctors are available in a timely
manner to examine individuals under the Mental Health Act when requested to do so by
the AMHP. Whenever possible, one of the doctors involved in the assessment should
have previous acquaintance with the person being assessed. Trusts should support and
encourage their doctors to attend assessments in such circumstances.
Boundaries of responsibility between Trusts for accepting adult inpatient

Greenwich has 24/7 AMHP
provision.
The Trust supports doctors
attendance at assessments

reviewed.
Availability of
beds – Review
of acute care
pathway is
underway
within the
Trust to
ensure that
throughput is
appropriate
and most
effective use
of bed
capacity is
maintained.
LBB LA are
reviewing out
of hours
provision

LBB L.A.

Completed
Trust rota
would help

S12 doctors and limited in
Additional
number and MHAA can be S12s
delayed as a result delayed.
Where are we now

Trust

Requirements

Trust
CCG

Lead

admissions
The second exception is in situations where a person has been under the care of a
mental health Trust recently – i.e. the individual has received inpatient care within the
past six months or where the person is receiving after care under section 117 of the
Mental Health Act. Situations may arise where recent or ongoing care has been provided
by a mental health Trust other than the Trust where the person is resident or where the
person has been assessed. In such cases, the person’s preference for the location of care
should be sought. The expectation is that the person should be admitted by the Trust
with the recent or ongoing relationship with the service user, but not if admission by this
Trust is contrary to that user’s preference.
Transitional arrangements for CYP
At present, 18 years of age is the typical cut-off for access to and management within
mental health services for CYP. There is an expectation that transition planning will have
started between CYP and adult services in the 6 months prior to the person becoming
18. Ineffective or delayed transition (or loss to follow-up) may lead to lack of continuity
of care which could lead to avoidable crisis as the safety and coping plan cannot be
affected.
• This may pose a particular challenge when a young person presents in mental health
crisis a few weeks before their 18th birthday. Guidance suggests that it bed in an
emergency, if a suitable CAMHS bed is not available or in the circumstances where the
adult bed is the most appropriate environment. This could include young people on the
verge of transition where an adult ward can provide consistency of care desirable in their
recovery. Appropriate staffing and support arrangements should be put in place to
support young people placed an in adult setting including those that reflect the
consideration of potential and actual safeguarding issues.
• Children and young people at transition ages do face additional problems if they
require admission into a medical inpatient setting with the choice of an adult medical
ward or children’s (paediatric) ward. They should be able to express a preference and
have that preference taken into account.

We do not currently make
planned admissions of
patients from other areas.

Consideration
of the impact
of this
guidance on
capacity and
patient
wellbeing.

Where are we now
This remains variable. We
currently have national
CQUIN 5 driving
improvement on the
transition arrangements.

Requirements

Trust

Lead

Monitoring capacity and mitigation actions
Trusts should have formal processes in place for managing capacity when pressure
is building to mitigate individuals having to wait long periods for acceptance to Health
Based Places of Safety or admission to inpatient care. Processes should be structured
with clear triggers for escalation actions to be taken. Suggested triggers and escalation
actions are listed below. The list below is not intended to be exhaustive and there may
be more locally tailored to individual area needs.
Trusts should also refresh their processes for managing capacity at regular intervals,
for example, to build in learning from internal Quality Improvement (QI) programmes
or shared learning from other Trusts). Such reviews might include
approaches to daily capacity planning, bed management, and discharge planning.
Possible indicators of building pressure
Indicators of building pressure on capacity within a Health Based Place of Safety or
inpatient beds should be monitored and used to trigger escalation actions to alleviate
pressures. Examples of high level trigger points that might be used are listed below.
Increased demand
• Local crisis teams / liaison psychiatry: demand for these services reach levels that are
higher than planned. A possible indicator is that teams are taking longer than 4 hours
from referral to respond and assess individuals presenting in community and acute
settings.
• AMHP services / s12 doctors: demand for these services reach levels that are higher
than planned. A possible indicator is that teams are taking longer than 3 hours from
referral to attend and start assessments.
Decreased supply
• Availability of Health Based Places of Safety: individual Trust’s place of safety is at
significant risk of reaching full capacity. For units with capacity for two or more
assessments, a possible trigger for escalation is when the unit is only able to
accommodate one more admission. For others, escalation actions might be taken as
soon as the unit becomes occupied and/or once it has been occupied for a specific
period (e.g. 2-3 hours).
• Inpatient bed capacity: individual Trusts approaching or reaching levels of

Where are we now
Escalation processes are in
place to manage capacity
within s136 HBPoS.

Requirements

Lead

We are piloting a Preadmission suite at Oxleas
House to support those
waiting for beds with both
direct nursing support and
supervision and
psychiatrist review and prn
treatment.
The Trust is undertaking a
quality improvement
programme for full roll out
across services.
A daily bed state report is
produced to monitor bed
usage and HTT metric on
demand. Daily bed
management conference
calls are undertaken and
each inpatient unit has a
weekly formal bed
management meeting with
Consultant and Senior
Management attendance.
Our Liaison psychiatry

S136
assessments
begin with
3/24 response to
custody within
3/24. Few
others can be
responded to
within this
time.
Increased

LA

bed availability outside of the planned for norms. The Royal College of Psychiatrists
recommend an average occupancy rate of 85%.
Waiting times
• Significant risk of an individual waiting for more than 4 hours to access a Health Based
Place of Safety.
• Significant risk of an individual waiting for more than 12 hours to be admitted for
inpatient care from a Health Based Place of Safety, or a community, acute or police
custody setting.
Staffing
• Actual or predicted staff sickness, absenteeism or vacancy reach a point at which safe,
effective care for service users is likely to be compromised. Baseline to be specified by
Trusts in local plans.

teams have escalation
processes in place to
respond to increasing
demand with the SpR and
Consultant on call “working
down” to undertake
assessment out of hours.
We have increased the
number of liaison staff on
shift at high demand times
such as twilight periods.

AMHP
capacity to be
considered

Escalation to senior
managers both in and out
of hours is in place.
Safe staffing levels,
sickness and annual leave
are monitored. Some
services that have
experienced protracted
levels of demand have
been received temporary
cost pressure funding by
the Trust to ensure the
safety and quality of
provision is maintained.

Reporting
Reporting of 12 hour delays
While not formally reportable as SIs 12 hour delays into inpatient care should be viewed

Where are we now
Breaches are recorded as
incidents and desk top

Requirements
Review
arrangements

Lead
Trust Patient
Safety

as such by the Trust, and be the subject of a proper investigation following the principles
of Root Cause Analysis (RCA), as undertaken for SIs.
Where a 12 hour breach is believed to have occurred, a Trust should:
1. Report the incident to NHS Improvement, NHS England and the relevant commissioner
by 10am next morning following the incident
2. Review the person’s journey to confirm 12 hour delay
3. Provide an initial report within ten working days to NHS England and NHS
Improvement on the cause of the delay using the standard reporting form (see appendix
5).
4. Provide a final report to NHS England and NHS Improvement. Joint investigation and
reporting of 12 hour delays is required where two or more Trusts are involved in the
delay.

reviews undertaken
including liaison with
partnership agencies
where appropriate. These
are not conducted as full
RCA’s at this time.

for reviewing
breaches

Board of Directors
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Summary:
Executive summary
SM was a 28 year old woman who lived in Thamesmead with her daughter DM (aged 9) and her son
RM (aged 3). She was separated from SD, the father of her children.
On 30 January 2017, following a welfare check by police requested by her family, SM was found
deceased in bed. Both her children were found with her and were also deceased. There were empty
packets of over the counter analgesia and a bottle of methadone found in the same room. A note
was found, which was provided to HM Coroner and emotive messages written clearly on the walls
depicting betrayal and loss. The exact content of the note is unknown, however it has been stated by
the police that SM alluded to housing and financial issues which left her feeling unable to cope. Post
mortem and toxicology results are pending.
SM was seen once by the Greenwich Mental Health Liaison Team at Queen Elizabeth Hospital,
Woolwich, on 16 August 2016, following a referral from her general practitioner (GP). Following
assessment, she was discharged back to her GP and was not seen by Oxleas’ mental health services
again.
DM attended St Stephen’s Catholic School in Welling. She was referred to the Joint Communication
team (Local Authority Speech and Language Team) in May 2013 by the school special educational
needs coordinator and she received support for a reluctance to speak which was resolved and she
was discharged in May 2014.
RM was on the East Greenwich Health Visitor Team Universal caseload. During 2015, SM and RM
had not attended planned appointments but had made efforts to reschedule his two year
developmental check which was partially completed (height and weight measurements were done in
clinic); however he was referred and seen by a speech and language therapist (SALT) in 2015 but was
not seen by SALT following a further referral in 2015 as he had not been re-registered with the GP
and as such did not meet referral criteria.
Members of the inquiry panel heard from SM’s sister and ex-partner that her family were very
shocked by the deaths and that they had not had any concerns as she was being “normal”. They
described SM as a private person and appeared normal in terms of her physical appearance and
appearance and behaviour of her children who were always dressed well, had excellent school
attendance and were happy.
[Type text]

Summary:
Her ex-partner, father of SM and RM, said that he had last seen his children on Christmas Day 2016.
His relationship with them was good and he had regular weekend contact but the usually amicable
relationship with SM was a little tense since he asked if he could change the days that he looked
after the children as he had a new job with a new working pattern. He also reported that out of
character SM had gone to stay with his sister about a week before the event, which his sister would
neither confirm nor deny at the time. He said SM had one very close friend who he understood she
had recently argued with. He knew that she was having housing problems and had tried to support
her by offering to set up viewings. He said that SM had contacted her MP about her housing
problems.

Findings
The panel did not consider that the tragic deaths were either predictable or preventable.

Care delivery problems
The quality of the assessment and care plan for SM when she was seen by the Mental Health
Liaison Team on 16 August 2016:
The panel concluded that the overall assessment and care planning were appropriate.
The quality of the communication with and referral to the GP by the Mental Health Liaison Team:
The panel were satisfied that the psychiatric liaison nurse communicated at the time of the
assessment his findings and plan of care.
The quality of the care and treatment by the Health Visiting Team in respect of RM and any
contact with DM:
The panel concluded that there were a number of factors which had impacted on the health visiting
team exploring vulnerabilities further. These were:
• The possibility of disguised compliance was considered (disguised compliance involved
parents giving the appearance of cooperating with child welfare agencies to avoid raising
suspicions and allay concerns (NSPCC, 2014)
• Perceived reduced opportunities to build rapport and relationship
• Practice of identification and management of postnatal depression
• Decision making regarding universal caseload allocation
• Opportunities for further contacts when concerns were highlighted were missed / not
passed on when staff were absent.
• No action taken when speech and language appointment could not be given
The consideration given to safeguarding adults and safeguarding children
The panel concluded that in respect of safeguarding there were no failures to act based on the
knowledge that was held by clinicians during their contacts with SM and her children. However,
vulnerability factors were not adequately considered and were masked / mitigated by the way SM
presented herself and that the children appeared well cared for (albeit there is an absence of
qualitative information in records and no acknowledgement of the voice of the children about their
experience of living in various temporary accommodations with financial stresses).

Recommendations
1.a. Ensure addresses and contact details are up to date on Rio at all contacts.
1.b Use wider methods, e.g. text messaging or E-mails, to keep in touch with service users
who change address regularly.

Summary:

2. Raise awareness of disguised compliance through safeguarding updates.
3. Engage teams in quality improvement initiatives to enable operating within the
parameters of the model and apply the principles of health visiting.
4. All opportunistic visits whether successful or unsuccessful in making a contact to be
recorded on RiO records.
5. Raise awareness of using professional curiosity to support decisions about universal or
universal plus caseload allocation and review.
6. Evidence that there is a process in place regarding the checking of messages and
management of unexpected staff absence is being followed.
7.a. Ensure all children services have robust systems and processes to ensure future children
who have been referred receive assessments, including the follow up of any children whose
referrals were not accepted by the referrer.
7.b. The SALT administrative process in relation to discharge for non-registration with a GP
be reviewed and that the decision to discharge sit with a clinician rather than administration
staff as flexibility needs to be considered rather than a strict adherence to referral criteria.
8. Raise awareness of role of health visitors and need for communication and liaison in
respect of early help between mental health services and health visitors.
9a. Explore whether an alert can show health visitors when a family on their caseload has
had contact with a mental health team
9b. Raise awareness of the early help editable letter on Rio for meant health teams to share
with health visiting teams.
10. Deeper analysis of 2017 safeguarding children section 11 audit to establish themes of
safeguarding awareness and practice amongst segments of staff (groups and demographics).
11a. Seek out how other providers share details of families who move regularly.
11b Explore through a snapshot, how many families have frequent moves within boroughs
including across health visitor caseloads to establish the extent of the number of families in
this situation.
11c Explore how families experiencing the stress of frequent moves cope and what support
they need from health and social care services and how better engagement can be
facilitated.

Recommendations
The Board is asked to note the report

Action Plan

StEIS Reference: 2017/ 8126 Updated: 2.6.2017

Recommendations as in RCA
report
Recommendation 1
a).Ensure addresses and
contact details are up to date
on Rio at all contacts.
Service users are asked at each
contact whether there have been
changes to their contact details,
e.g. address or telephone
number, and the record updated
as appropriate.
b).Use wider methods,
e.g. text messaging or Emails, to keep in touch
with service users who
change address regularly.

1

Required outcome
(description)

Action

Action
owner

The Rio electronic
system is up to date
with client contact
details
Contact is maintained
with families who
change their address
frequently

Amend HV 0 to 19 Standard
document to include check
and update service user
contact details at all
contacts. Invite clients to
nominate other methods of
contact for those who are
moving frequently

Ellen Shelly As
(ES)
appendix
to
standards
document
May 2017
Addition
to
standards
doc
July 2017

E mail addresses to be
sought at first contact with a
family

Target
date

May 2017

Completion/ Action
date
commentary

Completed
May 2017

Completed

CAT admin
seek e mail
addresses
from all
clients on
referral to

service
Recommendation 2
Awareness of potential disguised
compliance and its management
to be raised.

Focus of work
remains child centred
HVs establish facts
and gather evidence
about what is
happening rather
than accept parents
presenting behaviour
and assertions greater ' professional
curiosity.
Early identification of
un met needs.

National policy briefing on
Disguised Compliance Feb
2017 to be circulated to
safeguarding Team and 0 19 clinical leads

Head of
Safeguardi
ng Jane
Downing
JD

May 2017

Completed

Practitioners to be
supported to recognise
disguised compliance in
safeguarding and clinical
supervision.

Safeguardi
ng Team
0 -19
Clinical
Michelle
Sault

May 2017

Commence
d as part of
clinical
supervision

Disguised compliance to be
presented at the Annual
Safeguarding Children’s
Champions’ Event

Safeguardi
ng
Children
Team

June 22nd
2017

Establish a task and finish
group to identify quality
improvement initiatives in
relation to health needs
assessment and care

Profession
al
developme
ntal lead
Jo-Anne

Group has
been
establishe
d first
meetings

Recommendation 3
Engage teams in quality
improvement initiatives to enable
operating within the parameters
of the model and apply the
principles of health visiting.
2

To ensure that a
qualitative
assessment is made
as part of ongoing
health needs

Completed

assessments

planning. Also share at
Quarterly Forums.

Linnane
held in
and Head
May
of Service
Ellen Shelly Run group
May August
Next
Forum
date July
and
Septembe
r 2017
Audit
December
2017

Recommendation 4
All opportunistic visits to be
documented on RiO.

To ensure clinical
records are complete
and accurate

Remind staff of the NMC
standards of record keeping.
Refer to 0 to 19 Standards
for Hv

Ellen Shelly
Yvonne
May 2017
Golding

Focus of work
remains child centred

Linked to action 2/3 see
action plan above

HVs establish facts
and gather evidence
about what is
happening rather

National policy briefing on
Disguised Compliance Feb
2017 to be circulated to
safeguarding Team and 0 -

Head of
Safeguardi
ng Jane
Downing
JD

Recommendation 5
Awareness raising of using
professional curiosity to gain
more information to support
decisions about universal or
universal plus caseload allocation
and review (link to
recommendation 2 and 3)
3

May 2017

Completed

Completed

than accept parents
presenting behaviour
and assertions greater ' professional
curiosity.

19 clinical leads
Practitioners to be
supported to recognise
disguised compliance in
safeguarding and clinical
supervision.

Safeguardi
ng Team
0 -19
Clinical
Leads
JP/KC/MM
/DC

Disguised compliance to be
presented at the Annual
Safeguarding Children’s
Champions’ Event

Safeguardi
ng
Children
Team

June 22nd
2017

Establish a task and finish
group to identify quality
improvement initiatives in
relation to health needs
assessment and care
planning. Also share at
Quarterly Forums.

Profession
al
developme
ntal lead
Jo-anne
Linnane
Head of
service
Ellen Shelly

Establish
group

May 2017

Run group
May August
Next
Forum
date July
and
Septembe
r 2017
Audit
December

4

Commence
d as part of
clinical
supervision

Completed

2017

Recommendation 6
Check that the processes for
checking the message book and
that all messages have had
appropriate actions. In addition,
ensure cover arrangements for
vulnerable families are being
followed.

To ensure early help
and support is
mobilised for families
in need , and cover for
this work is ensured

Message book processes are
embedded

All staff to follow up
children not accepted
following a referral to
ensure their needs
are to be met

Review of SOP’s within the C Victoria
and YP Directorate
Saffin
VS/HDB/B
M/MT

August
2017

Reminder of responsibility
to staff via Quality
Newsletter

VS

June 2017

S&LT to review current
process for receiving and
accepting referrals

SLT action

June 2017

ES and YG

Completed
March 2017
(as part of
CQC actions

Establishment of Duty HV in
each base

Recommendation 7.
a)Ensure all children’s services
(including S and LT) have robust
processes to ensure referred
children receive assessments and
to include the follow up by
referrers of any children whose
referrals were not accepted by
the referrer

Recommendation 7

Cases should not be
automatically
b) The non-registration with a GP discharged simply on
5

Julia

should be explored further. The
administrative process in relation
to decline for non-registration
with a GP be reviewed and that
the decision to decline sit with a
clinician
rather
than
administration staff as flexibility
needs to be considered rather
than a strict adherence to referral
criteria.

the basis of lack of GP
registration
Referrals to services
for children with a
Bexley or Greenwich
GP that present at the
“wrong” SPA to be
automatically referred
and the referrer to be
advised

Longthorn
e / Rhian
Grounds

For Children with GP’s
other than Bexley
/Greenwich the
clinician should
review the referral to
decide on the actions
to take
Recommendation 8
Raise awareness of the role of
health visitors and the need for
communication and liaison in
respect of early help / support
networks between mental health
services and health visitors.

To ensure that a
complete
understanding of a
family is known in
relation to parental
mental health and its
impact on children

Agree liaison and
information sharing
processes which are
effective between mental
health services and universal
services
Information sharing form to
be embedded
Use of shared Rio records
Audit use of information

6

ES

Jen Baker

Completed
Date
February
2016

sharing tool

Ruth
Ashworth
Richard
Anderson

Septembe
r 2017

Discuss with RIO
transformation team

Reena
Jamieson

May 2017

AMH and Universal services
embed the learning from the
audit (as in recommendation
8 ) of the use of editable
letters between AMH and
Universal services

Jen Baker
Ruth
Ashworth
Richard
Anderson

Findings from GSCB Section
11 Audit and Action Plan to
be shared with Adult and

Jane
Downing
Head of

Recommendation 9
a) Improve communication
between mental health and
health
visiting
teams,
specifically:
Determine the
Explore whether an alert on Rio effectiveness of an
can show health visitors when a alert on Rio
family on their caseload has had
contact with a mental health
team.
b. Raise awareness of the early
help editable letter on Rio for
mental health teams to share
with health visiting teams.

Alert has no
specific field
alternative
options now
being
explored by
Rio team

October
2017

Joint AMH
action

Recommendation 10
Deeper analysis of 2017 GCSB To establish
Section 11 audit to establish Practitioners
themes
of
safeguarding Safeguarding
7

May 2017

Completed :
Commence
d as part of

awareness and practice amongst confidence, skills and
segments of staff groups and knowledge. To
demographics
develop appropriate
learning opportunities
and training.

Recommendation 11
a)Seek out how other providers
share details of families who
move regularly.

Recommendation 11
b)Explore through a snapshot,
how many families have frequent
moves within boroughs including
across health visitor caseloads to
establish the extent of the
number of families in this
situation.

To identify
opportunities and
gaps in information
sharing

Children’s Services Clinical
Leads and Practitioners ,
through level 3 safeguarding
training

Safeguardi
ng

ongoing
level 3
safeguardin
g training

Seek out processes and
pathways used by
representative and relevant
local providers
( HV services, QEH Womens
services
Greenwich Children’s
Centres
Greenwich housing )

Service
Manager
HDB

June to
August
2017

Audit to establish extent of
the number of families with
frequent change of address
within the borough of
Greenwich from HV
caseloads

CAT
Manager
Lin Noyce

June 2017

Use results above to contact
families to seek their views
and experience of frequent
moves and the support they

CAT
manager
and Op
leads in 0

August to
Septembe
r 2017

Recommendation 11
c) Explore how families
experiencing the stress of
frequent moves cope and what
support they need from health
8

and social care services and how
better engagement can be
facilitated.

9

wish for.

to 19
service
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Rachel Evans – Director of Estates and Facilities
Keith Soper – Director of Forensic and Prison Services
Action Plan
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Summary and Highlights
AT was a 34 year old married man who came from Uzbekistan to live in the UK in July 2004.
He had three daughters aged 7, 6 and 2, and the two older children lived with his sister in
Uzbekistan. His older daughters could not come to the UK as they were unable to get
passports.
He and his family experienced a number of problems with their accommodation resulting in
them living in inadequate conditions until June 2016, when he secured a mortgage for a flat
in Thamesmead.
In August 2016 AT’s wife took their youngest daughter to Uzbekistan to visit their other two
daughters and did not contact AT when she returned. He eventually made contact with her
and after some time they resumed living together as a family. During this time AT lost his
job.
AT stated that in mid-November 2016 he was stressed and depressed and took a herbal
remedy recommended by a pharmacist.
A work colleague and close friend raised concerns about the welfare of AT’s wife and she
was found deceased at their home address by the police on 12th December 2016. A postmortem examination established the cause of her death as manual strangulation. AT was
found lying next to her unconscious on the bed and had made deep incisions to both of is
his wrists.
On 13 December 2016 the Consultant Psychiatrist for the Greenwich Mental Health Liaison
Team saw AT in the Emergency Department of Queen Elizabeth Hospital. It was the initial
conclusion of the consultant psychiatrist that AT was having an acute stress reaction and AT
accepted 1mg of oral Lorazepam.
AT warranted further psychiatric assessment and it was felt a recommendation for a section
2 could have been completed; however, this was not possible in the absence of an identified
receiving hospital. The adult mental health wards and medium secure service were
considered inappropriate. AT was remanded to the police custody suite.

AT arrived at HMP Belmarsh on the 16 December 2016 after being charged with the murder
of his wife. AT was seen in the First Night Centre by a Band 5 nurse for his first night
screening and was then also seen by the Locum GP.
Upon examination AT was found to be confused and thought disordered and lacerations to
his wrist were noted, AT denied thoughts of self-harm and his overall behaviour and
presentation was deemed unpredictable. An Assessment Care in Custody and Teamwork
(ACCT) was opened due to the injuries observed and he was immediately moved to the
Oxleas Inpatient Unit on constant watch. This was regularly reviewed but he remained on
constant watch until 20th December 2016 when his observations were reduced to within 15
minutes. At the ACCT review on 21st December his observations were reduced to within 30
minutes, and on 22 December 2016 to within one hour. On 23rd December his observations
were reduced to three observations during the day, including one conversation, and five
observations during the night.
AT demonstrated consistent improvement in his mood and behaviour. His interactions with
other prisoners, healthcare and prison staff were good. There were no self-harm behaviours
observed, and his observation level was reviewed regularly. The final ACTT review took
place on 28th December at which his observations remained unchanged.
On the 30 December 2016, at approximately 02.20hrs, whilst carrying out observations, a
prison officer saw AT standing with his back against the cell door. He did not respond to
verbal command so assistance was requested immediately.
AT had tied together both his knees and wrists, had a ligature round his neck and his airway
was blocked with tea bags. Staff were unable to feel a pulse and CPR was started at around
02.27hrs. An ambulance was called and arrived at 02.40hrs. AT was pronounced dead at
03.25hrs.
Recommendations
The panel made 7 recommendations:
1. On 16 December 2016 AT arrived at HMP Belmarsh and was placed on constant watch.
ACCT reviews were regularly undertaken and his level of observations began to be
reduced from 20th December 2016 onwards. At the ACCT review on 23rd December his
observations were reduced to three observations during the day, including one
conversation, and five observations during the night. This observation level remained in
place until his death despite regular review.
There was clear documentation of ACCT reviews and ACCT plans; however, there was a
reliance on the prison’s ACCT process to manage observations, and there was no
minimum frequency for observations.
Recommendation 1 : That the Trust’s Safe and Therapeutic Observation Policy is
reviewed to ensure that there is policy and guidance regarding observations in the
Prison Healthcare Units, including expected level of involvement of medical staff in
decisions to reduce healthcare observations. The policy review should acknowledge the
use of ACCT in the Prison Healthcare Units.

2. The psychiatric assessment completed by the consultant psychiatrist on 19 December
2016 was not documented on SystmOne. The consultant psychiatrist stated that she had
written her assessment on SystmOne but due to error it had not saved on the system.
The ward round took place the following day and the absence of the medical assessment
was not recorded. The ward round documentation was not considered sufficient.
Recommendation 2: A ward round template should be used which includes history,
mental state examination, risk assessment and plan.
Recommendation 3: Staff should be reminded of need to ensure patient records are
completed comprehensively and on a timely basis in accordance with the Clinical
Records Policy. Notes should be reviewed at or before ward rounds and any gaps
identified should be corrected.
3. The medical establishment for HMP Belmarsh is 0.8 WTE Consultant, 1 full-time
Associate Specialist, 1 full-time Specialist Trainee. On 30 December 2016 the associate
specialist was on a secondment at the Trusts Medium Secure Service and a specialist
interest trainee was in post.
Although the panel did not consider reduced medical staffing to have been a
contributory factor to AT’s death and there was nothing to indicate that this affected the
quality of care provided to other prisoners, it was the view of the independent Forensic
Consultant that medical staffing levels appeared low. In addition, staff indicated that
access to forensic psychiatrists was only possible informally outside established hours.
Recommendation 4: The clinical director to review medical staffing and on-call medical
arrangements out of hours.
4. At the time of his death AT in a prison “safe cell” within the healthcare unit; this is
designed under prison regulations. The cell was of a similar ligature free environment to
that of an Oxleas mental health inpatient bedroom. Photographic evidence and prison
officer statements have yet to be disclosed by HM Coroner and the panel concluded that
without this additional evidence, no further recommendations could be made about the
design of the ‘safe cell’. Following the conclusion of the inquest any additional
recommendations would be incorporated into the action plan.
The panel considered the timing of the move of AT from the safe cell. Prisoners facing
life sentences are at high risk of suicide and in this context the safe cell may not have
provided the safest environment. Re-location to the ward may have presented a safer
option given its proximity to the nurse base and presence of other prisoners.
Recommendation 5: Consideration should be given to the potentially safer environment
presented by shared accommodation for those at risk of suicide.
5. In the absence of an agreed protocol, the panel saw evidence in the clinical record of
robust multi-disciplinary team decision-making and documentation, when attempting to
resolve the difficulties when AT was in A&E requiring psychiatric assessment; however,
clarity is required to support teams and ensure a consistent and appropriate response.
Recommendation 6: The Trust should adopt the national protocol being produced by
the Ministry of Justice working group regarding suspect’s fitness for interview and

Mental Health Act Assessments in custody. In the interim a memorandum of
understanding should be agreed locally.
6. Trust-wide policies did not always take account of prison health care services and the
prison regime took precedence. Where the Trust takes responsibility there is a need for
clear health policy that dovetails with prison policy.
Recommendation 7: Trust clinical polices to be reviewed, on a prioritised basis, to
ensure that the needs of health care services in prison are appropriately considered
Conclusion
AT was admitted onto the healthcare wing on constant watch on arrival at Belmarsh, as the
GP felt him to be thought disordered, vulnerable and that it was not possible to predict his
behaviour. He remained on constant watch for the first 4 days.
It was documented that AT was stressed but there was no evidence of any past mental
illness or any on-going mental illness. He demonstrated consistent improvement in his
mood and behaviour. He ate and slept well, and his interactions with other prisoners,
healthcare and prison staff were good. No self-harm behaviours were observed. There were
several protective factors in play:
1.
2.
3.
4.
5.

AT was placed in a safe cell.
AT remained under an ACTT.
AT indicated that he was not considering self-harm
AT had 3 daughters and talked about his responsibilities to them
Staff were interacting well with him.

Evidence indicates that all prisoners facing a life sentence are at enhanced risk of self-harm,
however given AT’s improved presentation and the above protective factors the reduction
in his observations under the ACTT were considered reasonable. There was evidence of
good joint working between prison and health staff and the panel concluded that, whilst a
number of recommendations have been made, the care given to AT was appropriate.
The Forensic and Prison Services Directorate action plan in response to these
recommendations is attached.
Recommendations
To note

AT Enquiry Action Plan JUNE 2017 V5

No

Recommendation

1a The Trust’s Safe and
Therapeutic Observation
Policy is reviewed to ensure
that there is policy and
guidance regarding
observations in the Prison
Healthcare Units, including
expected level of
involvement of medical staff
in decisions to reduce
healthcare observations.
The policy review should
acknowledge the use of
ACCT in the Prison
Healthcare Units.

Page 1

Implemen
tation by:

Service
Managers

Target Date
for
Implementat
ion
July 2017

Evidence of Progress and
Completion

Monitoring & Evaluation
Arrangements

The Trust’s Safe and Therapeutic
Observation Policy is to be
reviewed for use in prison inpatient units that admit patients
with mental health concerns and /
or are admitted under the mental
health team. It is acknowledged
that the responsibility for
observing patients in inpatient
units that are not operationally
managed by Oxleas will sit with
other providers.

Revisions to the policy will
be completed in line with
the directorate review
specified under
recommendation 5.

An audit of compliance
with the safe and
therapeutic observation
policy will be undertaken
and the results presented
to the Directorate Clinical
Effectiveness Group. This
The review will be informed by the will include evidence of
our recording of the
practice that covers informal
required level of
patients admitted to acute
observations and
inpatient units.
communication to
providers where we do not
The Safe and Therapeutic
operationally manage the
observation policy will be
inpatient facility.
independent of the ACCT policy
within prisons but will
acknowledge the remit and
applications of the ACCT policy,
since this is the overriding policy
document within prisons and
guides the observations required
of prison staff.

Sign off –
Action
completed
date

Sign
off
by:
EZ /
KS

2 A ward round template
should be in place to
include history, mental state
examination, risk
assessment and plan.

Service
Managers

June 2017

The System One ward round
template for MDT management
rounds will be implemented in all
inpatient units within prison
healthcare provided by Oxleas.

Service
Managers

August 2017

3 Staff should be reminded of
need to ensure patient
records are completed
comprehensively and on a
timely basis in accordance
with the Clinical Records
Policy. Notes should be
reviewed at or before ward
rounds and any gaps
identified should be
corrected.

Clinical
Director

July 2017

Administrative support for
management rounds within inpatient units will be assessed in
each prison healthcare facility,
with recommendations made for
the minimum expected standard.
Consultant job plans and nursing
staffing establishments will be
reviewed to ensure adequate time
is allocated to administration work
and documentation following
clinical contact.

4 The clinical director to
review consultant medical
staffing and on-call medical
arrangements out of hours.

Clinical
Director

Page 2

Service
Managers
June 2017

September
2017

All prison staff, including those
sub-contracted by Oxleas, will be
reminded of the need to complete
records in line with the Trust’s
record keeping standards
Consultant cover against the
baseline of our initial clinical
model will be analysed to
determine whether there is
adequate consultant capacity,
including availability out of hours.
This will be undertaken in the
context of the individual clinical
models in place of each of our
prisons, to take account of what
other services are available (e.g.
out of hours GP cover).

An audit of the completion
of ward round templates
will be undertaken and the
results presented to the
Directorate Clinical
Effectiveness Group.

EZ /
KS

A record keeping
standards audit will be
undertaken to review
whether there has been
improved compliance in
this area. This will be
presented to the
Directorate Clinical
Effectiveness Group.

EZ /
KS

A report will be presented
to the Prisons Quality
Board with
recommendations for
consideration.

EZ /
KS

5 Consideration should be
given to the potentially safer
environment presented by
shared accommodation for
those at risk of suicide.

Service
Managers

June 2017

Clinicians will receive Clinical
Director and Service Director
support where they feel those at
high risk of suicide would benefit
from being in a shared
environment. This will be fed into
the ACCT process.

6 The Trust should adopt the
national protocol being
produced by the Ministry of
Justice working group, and
in the interim a
Memorandum of
understanding be agreed
locally.

Service
Director

July 2017

Memorandum of Understanding
to be drafted between the Court
Liaison and Diversion Team,
Police, acute inpatient mental
health units and local A&E
departments for patients
presenting with mental health
needs following a serious criminal
charge.

7 Trust clinical polices to be
reviewed, on a prioritised
basis, to ensure that the
needs of health care
services in prison are

Page 3

Service
Managers
Risk
Manager

May 2018

Within Oxleas, roles and
expectations in such
circumstances to be clarified,
including the need for a
Consultant Forensic Psychiatrist
to personally review any patient
presenting in A&E following a
serious criminal charge.
The directorate has been
provided with a list of all relevant
existing clinical policies (109) and
has prioritised them into four
categories 1) Requires

Any instance where the
clinical preference to place
prisoners in a shared
environment is not
supported through ACCT
will be reported internally
as an incident. Such
incidents will be escalated
to the Governor by the
Service Director. Trends
will be monitored by the
Directorate Patient Safety
Group.
The Clinical Effectiveness
Group will undertake a
review of all urgent
admissions for patients
suspected of a serious
criminal offence. Since
such incidents are rare,
this will be undertaken as
a when such an admission
occurs.

EZ /
KS

The Prisons Quality Board
will monitor the progress
of all policy reviews.

EZ /
KS

EZ /
KS

appropriately considered.

consideration of the needs of
health care services in prison
within three months (3) 2)
Requires consideration of the
needs of health care services in
prison within six months (29) 3)
Requires consideration of the
needs of health care services in
prison within twelve months (43)
4) Requires consideration of the
needs of health care services in
prison at the time of the
scheduled policy review (34).
An initial screening of the policy
will be undertaken by the Service
Managers in Prisons, supported
by the Trust Risk Manager. This
will also consider pre-existing
policies in place within prisons.
Any policies that simply need to
reference the fact that services
are provided in prisons, but there
is no required procedural change,
will be updated, with the new
version placed on the
Intranet. The Risk Manager will
ensure the Policy Author and
responsible Trust Governance
Group is advised that such an
amendment has been made.
Where the policy requires a more
detailed update and / or change in
process specific for the prison
setting, this will be agreed within
the Forensic and Prisons Quality

Page 4

structure, with final ratification at
the respective Trust Governance
Group.
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Summary and Highlights

The Workforce and Learning Development committee met on 17th May

Workforce KPI
The committee reviewed the April workforce KPI as well as specific data relating to EWTD breaches and
noted the following points.
• Ongoing reduction in sickness absence which was lower than the comparable point in 2016.
• Overall vacancy rate largely unchanged however the variance across the new boroughs was noted,
with Bromley having a 19% vacancy rate
• Prison vacancies remain high, primarily within the Greenwich cluster.
• The broadened requirement for PREVENT training and its impact on compliance was noted.
• Both supervision and appraisals had dipped in the aftermath of the CQC inspections and the
borough reorganization. This had been flagged at the formal executive for action.
• The roster KPI was continuing to show a steady improvement
• The committee welcomed the EWTD trend data that showed a reduction in the number of
violations from over 900 in October to 19 in April.
Corporate Agency Usage
The committee reviewed the use of corporate agency and noted that with one exception the only
corporate agency now being used was within informatics supporting a number of specific fixed term
projects. All were IR35 compliant.
Safe Staffing
The updated bi-annual safe staffing report was agreed. The committee also noted the plans for the trialing
of 12 hour shifts on a number of wards, primarily in Green Parks House. The proposals on staffing levels
for the Tarn were also noted. Benchmarking on a London and national level showed the staffing levels on
the Tarn to be amongst the lowest. Proposals on either increasing the number of staff or reducing the
number of beds will be discussed with the Greenwich Service directorate and finance.
Productivity
Simon Henley-Castleden and Dave Murfin gave an update on their work developing a team based
productivity tool utilising information contained in a range of trust IT systems including RiO, ESR, Roster
and Ifox.

The work had been piloted with the EiP teams. The initial data had thrown up a number of issues including
the possibility that client contacts are not always recorded (especially telephone contacts on RiO) and the
need for more detailed recording of activity (e.g. first appointments usually take longer than subsequent
ones). The data was continuing to be discussed with the EiP team however there was clearly the potential
for the application of the tool in a wide variety of settings going forwards.
Staff Survey
The committee noted the paper detailing the results of the follow up survey undertaken by the
communications team after the outcome of the 2016 national staff survey was known. The committee
also noted and approved the action plan and the forthcoming Staff Friends and Family Test as an
immediate indicator of staff morale. The action plan is below

1
2
3
4
5
6
7
8
9.
10.
11.
12.

1
2
3
4
5

6

7

Communications & Leadership
Finding out why staff have answered as they have
Asking them what the trust should do
Sharing actions and organisational commitment to
respond with all staff
On-going visibility and accessibility of senior staff in
both formal and informal settings
Continuation of Let’s Talk meetings and videos
A focus on local reward, recognition and praise by
all elements of organisational leadership
Regular communication from trust management
about organisational issues and plans where
possible
Ensuring that feedback from Partnership Team
focus groups is responded to promptly
Review focus group process with Partnership team
Clear organisational message on the accessibility
and priority of training opportunities
New directorate staff events to allow for
engagement with new management teams
All teams to receive card of thanks and biscuits from
directors for CQC outcome
Harassment & Bullying
Revised publicity posters for patients, staff and
visitors about abuse to staff
Publication of guidance for teams when managing
violent and abusive patients
Appointment of substantive Local Security
Management officer
Leadership from senior clinicians in MDTs to
respond proactively to abusive behaviours
Clear communication from senior leadership about
the unacceptability of bullying by staff or patients
and willingness of the trust to take action
Working with staff side and staff networks to
reinforce the message of the trust’s lack of
tolerance for bullying and harassment

Complete
Complete
End of May 2017
On-going
On-going
On-going
On-going

On-going
End of June 2017
End of May 2017
End of June 2017
May 2017

End of May 2017
End of June 2017
Complete
On-going
On-going

On-going

Further publicity for the Bullying & Harassment By end of June 2017
Advisors

1
2
3
4
5
6

Health & Wellbeing
Trust pilot of 12 hour shifts
Review of demand on line managers to assist July 2017
prioritisation of demand
Launch Care First ‘Zest’
Ensure publication of rosters at least 6 weeks in
advance
Deliver the Health & Well Being Strategy
Review of flexible working policy to assist line
managers

Changes to risk register

New risks identified

Recommendations
To Note

July 2017
On-going
On-going
July 2017

Previous
rating

New rating

Rating

Board of Directors
8th June 2017
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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.
Board Visits
The Francis report into the failings at Mid Staffordshire NHS Foundation Trust was published in
2013. The report highlighted clearly that the Mid Staffs board did not listen sufficiently to its
patients and staff to ensure that the detection of deficiencies were brought to the Trusts attention.
As part of our response to the Mid staffs inquiry findings we introduced a programme of regular
board visits across all service areas in the Trust. Initially these were quite informal visits with a
combination of Corporate Directors and NEDS joining the service director for a visit to each area of
the service directorates. Staff and patients were given the opportunity to explain what was going
well in the service and to raise any issues or concerns that they may have.
Over time we have put reporting processes in place to ensure that written feedback from each
board visit is provided to the Trust Board and any specific actions are noted in the board report and
tracked via an ‘action tracker’.
Other Service visits
In addition, due to the changing focus of CQC in 2013 we started a programme of Peer reviews
across our services. This work was co-ordinated by the Quality team and mirrored the type of new
inspection regime that had been put in place by the CQC. A detailed report and action plans are
issued after each peer review which are then followed up by the quality team. These reviews have
been monitored through Directorate Quality committees and more recently the Trust CQC group.
Furthermore, in response to our initial CQC visit, Michael Witney has been undertaking assurance
visits which have been run independently of the board and Peer review framework to provide
additional assurance about the quality of our care.
Finally it should be noted that there are many other visits that are undertaken each month within
services both by service and corporate colleagues. For example, the chairman and CEO regularly
visit services and actions are fed back to the relevant director on a case by case basis.
Proposed Approach for future visits
It is proposed that the above programme of visits continues and the governance around the

programme is strengthened.
Given the increase of information and intelligence that is available internally about our services we
would like to invest some time in thinking about how this information is made available to the
board in advance of meetings and how we ensure that actions raised are seen through to
conclusion.
It is proposed that the oversight of the administration of board visits is co-ordinated centrally. There
will be an executive lead (Director of Informatics) with project management support from the
quality team (Head of Quality and Compliance).
A board briefing will be issued at least 3 days before each board visit. This briefing will include:
•

Brief description of services

•

Key Finance and HR information

•

Key Quality and patient feedback information

•

Outstanding actions from previous board visits

•

Previous board visit notes as an appendix

The central team will ensure that information is available to attendees prior to each visit plus to
ensure that board visit actions are completed in a timely fashion.
It is anticipated that feedback from the other visits will also be incorporated in to this process.
Next Steps
•

A draft board visit briefing template has been drafted and will be refined during June

•

Follow up process for key actions to be established.

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

3/5/17

Service

Sheperdleas Ward

Attendees

James Kellock, Iain Dimond, Simon Hart,
Dr Anthony Akenzua

Brief description of service

This is a 19 bedded ward for older adults with mental ill health or dementia, from Bromley, Bexley
and Greenwich. It was recently transferred from the Older Adults directorate to the new Greenwich
directorate.

Overview of visit

We initially met the Ward Manager and Modern Matron (the consultant was not available). Current
issues are the negative impact patients with dementia have on the other patients and falls but the
most significant is the delay in discharging patients. An example was given of a patient that needed
to be on the ward for two months but stayed for thirteen. Reasons for delays include the Borough
rejecting the papers intending to delay the process and families not agreeing to placements in a
timely way. Delays are not good for patients for a variety of reasons including the confusion it can
cause them.
Vacancies are low but using agency staff is demoralising for the permanent staff (Sheperdleas, as
an older adults ward is not popular with Bank staff).
Being a PFI ward causes problems. For example the chairs provided are not suitable (this was raised
by staff too). The modern matron will give ID a list of faults that need fixing.
We then met a group of staff – two nurses and three HCAs. Communication within the team was
criticised in particular the participation of OTs and Physios. The nursing staff felt these other
professionals could be more flexible, more involved in business meetings and could give the nursing
staff more information about patient progress.
Staff were concerned about night time shifts; with only three staff rostered they often find there
are only two for nineteen patients as one may be away escorting a patient to QEH. If the other staff
are agency/bank “you feel on your own” (it was suggested that pay could be increased to encourage
more Bank staff). Late admissions (e.g. at 3am) were criticised as not being appropriate for this
patient group. The number of patients on observations was also challenged. Nursing staff felt this

was not always required and the consequence was that “patient- centred care went out of the
window”.
Other comments were
• How does the Borough reconfiguration work?
• Make the staff survey shorter
• If there’s a change it’s nice to know why the change is being made.
When asked what their messages to he board were we were told
• “it’s nice of you guys to come round so we can see the face behind the badge”
• “the ward is nice – it’s not all doom and gloom”
I met three patients and two of their families on walking round the ward. I was told the staff are
good and the food is acceptable or good. One patient was not pleased about being in Greenwich
when they lived in Orpington. One family pointed out that their parent had been on the ward
before yet they were asked to fill out a form repeating much of the information recorded at the first
admission.
On walking round I noticed that no anti-ligature parabolic mirrors had yet been fitted (I was told it
was believed that Estates were taking it in turn to fit them and had not got to Sheperdleas yet).

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

Issues raised

Action

To consider if new/additional incentives can be
given to encourage staff to join the Bank

SH

To pursue the faults identified by the modern
matron

ID

To consider how engagement by all professional
groups can be improved

AA

To consider if late admissions can be reduced

ID

To consider if the ward consistently has too
many patients on observations

AA

To consider whether admission procedures can
be simplified

ID

To ensure that all anti-ligature measures are
implemented

ID

To try and reduce delays in discharging patients

ID

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

16 May 2017

Service

Betts Ward, Green Parks House

Attendees

- Stephen Dilworth – NED
- Estelle Frost – Service Director, Bromley
- Dr Abimbola Fadipe – Clinical Director,
Bromley
- Adrian Dorney – Associate Director,
Bromley

Brief description of service

Betts Ward is a Mental Health Acute ward for working age adults. The ward provides acute inpatient
services for patients from Bromley but also at times for patients from Bexley and Greenwich.
The ward offers pharmacological and psycho social interventions to patients, with Psychiatry,
Nursing, Occupational Therapy and Psychology aspects to the multidisciplinary team.
Admissions to the ward are generally short term to support patients at the most acute phase of their
illness. The ward work closely with Home Treatment Team (HTT) and Community services to support
people back to their own homes as soon a clinically possible.

Overview of visit

As part of our access to the unit, we ensured that all those present had bare arms below the elbow
and we noted that staff were also adhering to this..
On entering the ward we observed some patients settled in the lounge area. We noticed the small
communal area although we know this may be difficult to change as it is a PFI development :
“difficult but not impossible” as someone mentioned. Certainly would be very useful if we could
expand the area. ‘Environment is everything” as mentioned by Dr Abi.
The ward area was found to be clean and tidy. Notice boards displaying necessary advice to patients
on healthy eating, dangers of substance misuse, mental health conditions and medication leaflets
etc were all evident and in order
We noted signage on various ward doors indicating access requirement, supervised or unsupervised.
We found that the dining area door was locked as it should be when not in use.
Staff were found to be occupied engaging with patients on the ward, some in the office but most

staff in the patient areas.
Meeting with Ward Manager:
We first met with Shamara Bailey, Ward Manager –
We discussed the physical space available on the ward and the difficulties with this. It was
acknowledged that each of the wrads has a slightly different footprint due to the design of the
building and that change to create more space would be difficult. It was also raised that the PFI
arrangements meant that any physical change on the ward was slow, event putting up notice boards
etc.
Shamara accounted the vacancy position being at about 5% which was positive. The change to self
booking on for Bank shifts had helped as it made the process simpler, staff were using this method
to book shifts. Also, about 4 Betts ward permanent staff also do Bank shifts on Betts ward and this is
very helpful for consistency and familiarity.
Shmara advised that the ward has 2 days a week of psychology time and this is very good. HTT
inreach to the wards daily to pull through patients for faster discharge.
Shamara said that they have a quality meetings every two weeks on the ward, Dr Fadipe said that
she will attend some of these meetings to support the team and feedback.
Dr Markus Bienroth was unfortunately not available to meet with us due to patient reviews.
Meeting with staff:
We then met with the wider staff team including band 6, band 5, non qualified and a Bank member
of staff who has been regularly working on the ward while waiting to start in a permanent position.
We thanked the staff for the excellent work on dealing with CQC requirements, maintaining
standards and achieving a “Good” rating.
Staff were aware of the ward vacancies and said 2 staff vacancies at present but they felt the
situation is manageable and relatively good compared to other units. There are two recruitment
days coming up soon.
Two good points the staff wanted to raise about Oxleas was that staff were very positive about:
training opportunities and communications within the Trust. They said that Shamara as their
manager conveyed information to them in team meetings and through email as required.
On the issue of training the team asked if Bank staff could be included in training sessions if there
are empty spaces? Staff felt this would be helpful to build loyalty and commitment from Bank staff
and also may encourage some of them to think about permanent positions within Oxleas.
Staff highlighted their understanding of the ligature risks on the ward.
Staff said that they would appreciate tangible thanks for recognition of achievement. Need not be
expensive, a few bottles of wine etc. Discussion on Christmas bonus and whilst some would
appreciate this, there are also some staff who would rather see the money given to patient care.
We asked staff if they understood how to raise issues if they had any concerns. Staff stated that they
would and do take issues to Shamara as their manager and they said that Lawrence Yong, Modern
Matron was approachable and visible on the wards. Little knowledge of whistleblowing policy, which
was disappointing. Alternatively, it was considered perhaps this was an indication that staff hadn’t
felt the need to raise issues beyond the unit.
The smoke free arrangements were surprisingly well received by staff although they felt that new

patients should be advised of the fact that they cannot smoke on the ward before they are admitted
on the ward. If the aren’t made aware this can cause a problem. Existing patients are relatively
accepting.
We discussed the outside area that used to be the “smoking pods”, agreed to use existing exterior
smoking space as a space for non smokers and perhaps to consider plants / gardening options for
the space.
Good staff respect for Shamara Bailey as Ward Manager.
We were pleased to see Estelle back at work for her first day.

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

Issues raised

Action

2. Bank staff access to training, consider if
possible for regular bank staff to access some
training which would improve quality.

2. Adrian Dorney to discuss with Service Director
and issue to be raise with Training and
Development.

3. Patients to be advised of no smoking on the
wards prior to admission

3. HTT, Mental Health Liaison Team and
Community teams to be advised of need to
inform patient of no smoking on wards prior to
admission. Adrian Dorney

1. Quality meeting on ward every two weeks

1. Dr Fadipe will attend some of these meetings.

Template for Non-Executive Directors’ Board Visits
Date of Visit

24 May 2017

Service

Children and Young People’s Service
Acorns, Queen Mary’s Hospital, Sidcup

Attendees

Seyi Clement
Ben Travis
Lesley French
Stephen Whitmore

Brief Description of Service
The Acorns house several services for Children and Young People, include Community Paediatric,
audiology, SaLT and CAMHS. The site has been newly refurbished as part of the QMH development
and the environment created by the designers of the unit raised high praises from the staff and
visitors that I spoke to. The staff were very positive about working in that environment and the fact
that some of the C&P services were provided under the one roof. The services are aimed at infants
to 19 year olds and their families. Like many of our services, they are experiencing exponential
growth in referral without a commensurate increase in resources. They reported that they have
30,000 open cases.

Overview of Visit

The teams that we met were very positive about the working environment, and the support from
their management teams. Some of the teams have suffered from high staff turnover and are just
getting back on their feet. We will need to watch these and help the teams build some stability.
However, even in those young teams, one couldn’t but be impressed by their positivity. Many of the
teams were coming up with ideas on how to improve the service. One need to quickly harness this
energy otherwise it could dissipate. I think the investment in QI will be greatly appreciated by this
team. However, I am surprised that many of the staff are not aware of what we are doing in terms
of investing in QI. The Teams without any exception are carrying vacancies which is putting pressure
on the service. The withdrawal of some corporate support is also having impact on the management
team and their ability to be innovative in their service delivery. Some of the initiatives by the Team
needs corporate support to ensure that the full benefits of the initiatives are realised. The Comm
Paeds team are looking at ASD Surveys, the therapists are also looking at a few initiatives. My
overall view of the visit is very positive. The Teams are well motivated and well led. The
environment works well for staff and services users. The Teams raised several issues, which are
impacting on the provision of services in Bexley, such as the lack for provision for eating and sleeping
disorder, fragmentation of services etc., but they recognised that these are commissioning decisions
and not within Oxleas’s control. Nevertheless, both BT and SW promised to keep raising the issues

with the commissioners.

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

Issues Raised

1. Withdrawal of some corporate services is
impacting some of the manager’s ability
to fully discharge their clinical roles.
Some of the managers complained that
this is impacting on their clinical roles
which is suffering.
2. Lack of career opportunities within
audiology following the withdrawal of St
Georges from the provision of the
services in QMH.

Action

1. We discussed a few initiatives which
would assist them in streamlining some
of the administrative tasks. They will
speak to IT to see if some of the
initiatives are workable.

2. The Team will continue to explore
working in collaboration with L&G, which
is providing some audiology services from
the site.

Board of Directors
8th June 2017
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Summary
Key highlights from the Business Committee
•

The Committee noted the Month 1 position against the indicators assigned to the Committee
on the Integrated Board Report. These were all in line with expectations and agreed.

•

The Committee reviewed the risk register and agreed to add an additional risk relating to the
financial gap within the South East London STP.

•

The Committee were updated on the following bids & tenders:
1. Bromley Primary School Screening (£0.2m pa) – Unsuccessful bid
2. Bromley Community Services (£30m pa) – Interview attended on the 27th March
3. Bromley 0-4 Health Visiting (£3.5m pa) – Interview attended on the 6th April

•

The Committee noted that for Month 1 2017-18 the Trust had delivered a normalised deficit
of £0.16m (excluding STF). This was in line with plan but non-recurrent support was required
due to continued agency usage and the need to mobilise CRE plans. Greenwich CCG have
confirmed in that their 2016-17 position has taken into account all amounts owed to the Trust
with the Commissioner willing to settle £4.3m of the £5.4m debt. The outstanding amount
relates to CQUIN invoicing which the Trust continues to seek payment. The Trust currently
awaits a response from Lewisham and Greenwich Trust regarding the increased cost for
occupancy at Oxleas House which was not accounted for within the 2016-17 position.

•

The Committee discussed the key learning gained from the Trust’s experience of tendering
over recent years. Successful bids followed a similar pattern which the Trust must continue to
adopt given the positive outcomes.

•

The Committee noted that the SEL STP had gone live within wave 1 and that the biggest area
of concern continues to be Kings College Hospital who have not agreed their 2017-18 control
total due to a financial gap of £41m. NHSI continue to refer to this as the STP challenge and
how it is the STP’s responsibility to close the gap. The Trust is planning on providing a
collaborative response with both SLaM and SWLStG regarding the governance process and
savings plans for the SEL STP.

•

The Committee were updated on issues affecting the close down of the SEEC Community
Interest Company. The additional funding requested is to be further reviewed along with a
structured close down to minimise service user impact.

•

The Committee noted that there are occasions where external organisations have requested
funding from the Trust. As currently no process exists the Committee is proposing that KPMG
be asked to share best practice policies for such requests that provide robust governance.

•

The Committee noted the back office collaboration plans within the South London
Partnership. Potential savings of £1.9m over 5 years have been discussed with the detailed
workings currently being developed.

Recommendations

The Board to note

Finance Report for 1 month to 30th April 2017
Board of Directors
8th June 2017

Financial overview
NHSI Finance and Use of Resources Score
Statement of Comprehensive Income
Statement of Financial Position (Balance Sheet)
Capital Investment Summary
Risk Register
Appendix 1: Operational Performance
Appendix 2: 17/18 Savings Target and Plans
Appendix 3: Agency Analysis
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1

Financial Overview
Control Total

Surplus of £3.13m – Underlying surplus £0.1m; sustainability and transformation funding (STF) of £1.49m; profit on asset disposal of £1.54m

Year to Date

For the month ended 30th April 2017 (excluding one-off items – STF and profit on asset disposal) we have delivered a deficit of £0.167m. This is on
plan. The underlying position however reported an adverse recurrent variance of £0.15m in month. This has been managed temporarily through
the use of one-off non-recurrent flexibilities.
This position includes the following items:•
•
•

ELFT additional bed capacity £190k
Pre assessment suite costs £54k
Acute and Crisis Quality Improvement initiative £36k

The key areas of management focus are: pay expenditure (net overspend of £139k) and under achievement of CREs (£508k across all
services). Agency costs accounted for 9.3% of total pay expenditure; this is lower than prior month’s spend but higher than the NHSI target for the
Trust. Further measures taken by the Executive Team to curb agency have been highlighted on appendix 3.
Non pay spend reported a favourable position of £278k in month 1. This is largely due to underspends in Central and Service specific reserves. The
service specific reserves relate to projects that are yet to commence, offset by deferred income; central underspends offsetting the pressure of
unmet CREs.
The financial impact of the HSE investigation is yet to be fully determined.

Cash

Total cash and short term investments was £58.7m at the end of April which is behind plan (£59.8m). This is due primarily to late payment of
block income by Greenwich CCG (£0.7m).

Capital programme

The Trust’s capital plan for 17/18 is £22.4m, year to date shows a spend of £0.5m against a plan of £1.6m (28%).

NHSI Metric

We continue to achieve a score of 2 against the Finance and Use of Resources metric. This metric forms part of the ‘Single Oversight Framework’
which has been live since 1st October 2016.

17/18 CRE

17/18 challenge equates to £9.6m to deliver an underlying surplus of £0.1m and includes any savings not delivered recurrently in 16/17. We have
plans with a FYE value of £6.9. All Directorates are tasked with identifying a further £2.7m by the end of Q1 (see Appendix 2) to ensure there is
sufficient time to mobilise plans and reduce costs. All plans will be reviewed and signed off by clinical leaders before the end of Q2 to ensure the
impact on quality is understood and any adverse implications mitigated against.

2

NHSI Finance and Use of Resources Score
•

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

•

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.

•

‘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.

3

Statement of Comprehensive Income
Surplus YTD: for the month ended 30th April 2017 (excluding STF
funding) we delivered a deficit of £0.167m, this is in line with our plan.
SL Forensic Partnership: The financial summary above does not reflect
the income and cost changes associated with this work stream.
Conversations regarding the financial flows continue with NHSE with a view
that this will be concluded, at the latest, by the end of Q1.
Agency cap: we are currently breaching our agency cap, our current
performance is 22% above cap (target of £1.1m, actual cost £1.4m). The
April position shows an improvement in the level of spend associated with
temporary staff usage specifically agency.
Medical Locums – NHSI has set a target of reducing year on year spend
on medical locums by £150m nationally in 2017/18. The savings target for
our trust for 2017/18 has been set at £583k.

•

Income: £0.4m behind plan. This is mainly due to :- deferred
income relating to decommissioned Greenwich CCG services and
underperformance against non-contracted activity. Both income and
expenditure budgets in relation to Greenwich CCG decommissioning
of services will be adjusted in month 2.

•

Pay expenditure: £0.1m higher than plan, due mainly to
continued reliance on temporary agency staff.

•

Non-pay expenditure: £0.6m lower than plan due to resources
held centrally not yet allocated, currently supporting the financial
position and off-setting the overspends within the services.

4

Statement of Financial Position
Debt summary
• Total debt stands at £14.5m, a net increase of £0.8m from March 2017.
• Debts >90 days have decreased by £0.7m to £3.9m between March and April. Of this, £0.4m has been paid
or agreed for payment in May.
•

Areas of focus: Greenwich CCG: post discussions between FD and new CFO written confirmation has been received
that the CCG will settle £4.3m of the £5.3m outstanding debt (of which they have paid £670k). The
£1.1m balancing value is made up of local CQUIN (£0.6m) and £0.5m of non-block invoices. The latter
is being reviewed and evidence being collated to explain the rationale for the charges. The CCG remain
of the view that CCG specific local CQUIN schemes were not agreed and therefore payment is not due.
This is disputed by the Trust and conversation will continue regarding this.
 RBG £0.1m mostly relates to CAMHS Youth Offending Team and has now been escalated to David
Pinson (Health Improvement Principal (Adults) at RBG. £30k is approved for payment and is anticipated
to be paid shortly).
 NHSPS £0.1m. Invoices approved awaiting payment, the team continue to pursue (previous
commitment to pay in February 17 was defaulted).
 Bridges Healthcare Services £0.3m (QMH drugs and Foxbury rent). A further £29k was received early
April (£50k in November). Our legal representation has written to Bridges regarding the outstanding
debt and interest penalties have been calculated. The offer received from Bridges Healthcare on 21st
April 2017 has been rejected as it did not include the payment of all outstanding charges and any
repayment was on the basis of the Trust offering and agreeing a new lease. Commissioners have been
informed of the position.

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 April 86% of invoices by volume and 83% of invoices by value were paid within this target.

5

Capital Investments

•

QM H Redevelopm ent
Phase 1 – Our project managers have now assessed the GallifordTry programme for the completion following damp and screed issues with the floor
and have advised the completion date will be the 28 June. Construction of the new main entrance lobbies and canopy is progressing and the clinical
areas on the first floor will be ready for quality control starting this month. Works has started on preparing the leases for the service moves in July.
Phase 2 – Following a conference call with the King’s Director of Estates, a sign off pack has been sent for approval, including the 2nd floor proposed
plans for dental & eyes which they have assured us they will action. A theatre design specialist has been engaged to prepare the specification for the
theatres. The GallifordTry design team has remobilised and the current programme shows the GMP for Phase2 anticipated to be submitted for Trust
approval in August/September 2017.
ALD - The Bexley & Bromley Adult Learning Disability Teams relocated w/c 24 April to QMH and are based on the 3rd floor of the Main Building.

•

Cancer Treatm ent Centre
Opened to patients on the 8 May 2017

•

Profit on Asset Disposal
£1.5m profit on asset disposal required to meet NHSI Control Total for 2017-18

6

Risk Register
Financial risks scoring 8 or above and not yet achieving ‘target’ risk rating have been included in this section. The schedule below reflects the latest
discussion at the May 17 meeting of the Business Committee. A new risk has been opened in relation to SEL STP financial gap.

7

Appendix 1 - Operational Performance

C&YP: £68k overspend
A £106k income under achievement was partially offset by pay underspend in both AHPs and
Nursing. The pay underspend is largely due to unfilled vacancies. The service continues to
explore ways to recruit to these. The directorate reported agency usage of £250k and this
related mainly to nursing and medics.
Non pay reported a favourable variance of £27k net of unmet CREs (£77k).
 Forensic & Prisons: £135k overspend
£33k of income was not recovered, largely due to lower than anticipated overseas activity (5 of 8
current available beds filled). The service is actively exploring ways to fully utilise available
capacity. Pay reported a net underspend of £54k. Within this, nursing was overspent by £83k
driven by additional support for CQC visit; increased patient acuity and observation; additional
escorts and bed watches in the prison cluster; and need to use a further 5 wte in relation to
maternity leave, sickness and staff under suspension.
Overspend in non pay is largely due to unmet CREs. Most of the CRE plan relates to the SLP
repatriation of OOA patients.
 LD £35k underspend
This is mainly achieved through continued underspends on vacancies offsetting the impact of not
achieving CREs (£30k).
 Greenwich: £208k overspend
Pay reported a £95k overspend and this largely due to greater than planned usage of nursing
hours in the Tarn and the Home Treatment Team.
Non pay reported a adverse variance of £100k; accounted in the main by unmet CREs (£80k),
UEA over performance (£30k) and a overspend in drug usage (£20k).
 Bexley : 254k overspend
Pay costs show an adverse variance of £133k largely due to the use of agency staff to cover
vacancies and sickness.
Non pay reported a £98k overspend: £50k in relation to Pressure Relieving Equipment and the
remaining pressure being unmet CREs.
 Bromley : £77k overspend
Income reported £13k under achievement mainly due to lower than planned NCA. Pay was
ahead of plan by £22k, largely due to use of agency to cover vacancies. Non pay overspend of
£41k is mainly due to unmet CREs.
 HQ Services: £51k adverse variance driven largely by under achievement of savings
plans.
 One-off items:- Profit on Asset disposal is key to the Trust delivering it’s control total and
has been phased to be delivered in the last quarter of 17/18.
8

Appendix 2 – 2017/18 CREs

•

The 17/18 savings challenge of £9.6m includes what is required to deliver an underlying surplus of £0.1m and includes the final carry forward value from 16/17.

•

Plans with a full year effect of £6.9m have been developed. All plans will be quality impact assessed and the risk rating updated to reflect the latest discussions.

•

All Directorates have been tasked with developing plans to ensure the current gap of £2.7m is closed by the end o f quarter 1.

•

The CRE position above includes the repatriation of Forensic OOA placements. This scheme is yet to deliver the proposed savings, the reported position is net of the
unmet CRE plan.

•

Bexley care is earmarked to deliver a total saving of £5.9m in year across its spectrum of health and social care services. On the agreed contribution basis Oxleas share
of this saving equates to £2.1m (35%). Our plan recognises approx. 50% of this value and therefore the full year additional financial risk exposure equates to £1.1m, l
£87k per month.

9

Appendix 3 - Agency Analysis

Agency Taskforce
As at March 17 the threshold for Tier 3 ‘Agency Value’ has been
reduced from £100k to £50k and will remain in place for future
monitoring. On the basis of this change the following teams met the criteria
for Tier 3 interventions. The Deputy CEO, Workforce Lead and DoF will focus
attention to these teams to reduce or where possible eliminate agency spend.
The reported spend was incurred in Informatics, Estates & QMH, Finance.
Finance usage ceased at the end of April, Informatics and one key role at
QMH will continue for the foreseeable future.
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Agenda item

Report from Audit and Risk Assurance Committee

Item from

Steve Dilworth, Chair of Audit and Risk Assurance Committee

Attachments

Front sheet only

Summary and Highlights

The Audit and Risk Assurance Committee met on 25 May 2017
Highlights
Annual Report and Accounts 2016/17
The Committee approved the Annual Report and Accounts for 2016/17, as authorised to do so by the Board
of Directors. A qualified opinion has been given on the Quality Accounts, due to data quality issues with the
gatekeeping indicator. An action plan has been put into place to address this.
Provider Licence Self-certification
The Audit and Risk Assurance Committee approved the Declaration of Compliance, as authorised to do so by
the Board of Directors. Members of the Council of Governors had been given the opportunity to comment
on this prior to approval.
Internal Audit
The overall Head of Internal Audit Opinion for 2016/17 is that ‘significant assurance with minor
improvements’ can be given on the overall adequacy and effectiveness of the trust framework of
governance, risk management and control. There are two recommendations that are overdue for
completion. Part 2 of the data quality audit received an opinion of ‘significant assurance with minor
improvement opportunities’ with recommendations relating to the gatekeeping metric. The Internal Audit
Plan for 2017/18 was approved.
Cyber security briefing
The Committee receiving an assurance briefing on cyber security. Whilst Oxleas was not affected by the
ransomware attack on 12 May and generally has robust controls in place, the trust is taking a number of
steps to enhance the ICT infrastructure. A detailed report will be presented to the Infrastructure Committee
meeting.
Conflicts of Interest Policy and Gifts and Hospitality Policy
The Conflicts of Interest Policy and Gifts and Hospitality Policy have been reviewed to align with new
guidance issued by NHS England which came into effect on 1 June 2017. The Conflicts of Interest Policy is
based on the NHSE model policy. The key change to the Gifts and Hospitality Policy is that staff should not
accept gifts from suppliers that have a value of over £6. The limit for the declaration of other gifts has been
increased from £25 to £50 to align with NHSE guidance. An internal communications campaign will be
undertaken to raise staff awareness and both policies will be discussed at the Council of Governors’ meeting
in June. Registers of conflicts of interests and gifts/hospitality are maintained by the Trust Secretariat Office.
Reporting a Matter of Concern Policy
The Committee noted the view of the Reporting a Matter of Concern Policy. In the most recent staff survey,

Oxleas was rated above average for fairness and effectiveness of procedures for reporting errors, near
misses and incidents and staff confidence and security in reporting unsafe clinical practice. The Q1 Staff
Friends and Family test will contain two additional questions relating to Raising a Matter of Concern.
Changes to the Board Assurance Framework
1166 - If the Trust cannot reduce the use of temporary staff to fill recruitment gaps and roster gaps, there
is a risk that this will impact on quality, safety and patient experience
The Workforce Committee reduced the likelihood from 4 to 3 in light of the outcome of the KPMG review of
agency checks. Risk rating reduced from HIGH (12) to MODERATE (9). It was agreed that this risk can be deescalated from the BAF, but the wording should be reviewed to reflect that whilst we are assured of the
quality of agency staff, the volume of agency use is remains an areas of concern.
1464 - There is a risk that the CQC do not find sufficient evidence to award an outcome of "good". This
means that the trust would remain at the rating of "requires improvement" until at least the next full reinspection
This risk is currently rated at consequence = 4, likelihood = 3, rating = 12 (HIGH). The Committee agreed to
close this risks as the trust has received a rating of “good” following the re-inspection of March 2017. The
outcome of the Forensic Services inspection will not alter the rating.
1270 - Arrangements for ensuring the safety of lone working are not always implemented and recorded by
teams, so the trust may not have assurance of staff safety during or at the end of a shift. This means that
the Trust may not be able demonstrate that it is meeting its duty of care obligations in the event of an
incident
It was agreed that this risk should be escalated to the Board Assurance Framework and the current rating of
consequence = 3, likelihood = 4, risk rating = HIGH (12). This risk is managed through the Health and Safety
Committee and overseen by the Workforce Committee. The mitigation plan is in line with the
recommendations and management response to the KPMG Internal Audit.
Previous rating
(C x L)

New rating
(C x L)

1166 - If the Trust cannot reduce the use of temporary staff to fill
recruitment gaps and roster gaps, there is a risk that this will impact on
quality, safety and patient experience

HIGH (12)
(4 x 3)

MOD (9)
(3 x 3)


1464 - There is a risk that the CQC do not find sufficient evidence to award
an outcome of "good". This means that the trust would remain at the rating
of "requires improvement" until at least the next full re-inspection

HIGH (12)
(4 x 3)

CLOSED

Changes to existing risks

New risk for escalation to Board Assurance Framework
1270 - Arrangements for ensuring the safety of lone working are not always implemented and
recorded by teams, so the trust may not have assurance of staff safety during or at the end of a
shift. This means that the Trust may not be able demonstrate that it is meeting its duty of
care obligations in the event of an incident

Recommendations
For the Board of Directors to note

Rating (C x L)
HIGH (12)
(3 x 4)

Board of Directors
8th June 2017
Agenda item

Council of Governors update

Item from

Andy Trotter, Chair
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Summary and Highlights
Since the last board meeting, the following activities have been undertaken.
Governor visit to TOPs and Tall Trees – 16th May
Four governors visited these services and observed activities taking place. Feedback has been
positive.
A further visit is planned to the Can you understand it team meeting on 28th June where they will
discuss promoting accessible information for people with learning disabilities.
Governors have observed the board sub-committees.
Lead Governor elections –
Raymond Sheehy has been re-elected as Lead Governor.
Main Governor Elections:
Nominations closed on 30th May and the elections will be held over the coming weeks.
The Membership Committee met on 25th May.
The next Council of Governors’ meeting is on 15th June 2017.

Recommendations
For the Board of Directors to note

