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Board of Directors
7th December 2017

Item
Enclosure

2
1

Item from

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

Attachments

Minutes of the Board of Directors Meeting 2nd November 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

121st Meeting of the Board of Directors
Thursday 2 November 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
Dr 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
Medical Director

In attendance
Michael Witney
Sally Bryden
Susan Owen
Tom Brown
Sarah Burchell
Dr Derek Tracy

Director of Therapies
Assoociate Director, Corporate Affairs and Trust Secretary
Risk and Governance Manager (Minutes)
Service Director, Bexley Care (for item 8)
Associate Director for Integration, Bexley Care (for item 8)
Clinical Director, Bexley Care (for item 8)

Members of the Council of Governors in attendance
Trilok Bhalla
Public: Greenwich
Joseph Hopkins
Service user/carer: Adult Community Health
Action
1

Apologies for absence
• Simon Hart, Director of HR and OD
Declaration of Conflicts of interest
• None

Noted

2

Minutes of last meeting
Page 2: Delete comment relating to CCG as the s136 suite will not be funded by the CCG.
Page 4: Clarify that the 316 campaigns relates to current live job advertisements
Page 5: Review wording of question from SD re: the particular circumstances that differentiate deaths in
custody in prison services from mental health in-patient deaths.
Page 6: Clarify that comment relating to safe sleep refers to safe sleeping practices. JW said that this is
reviewed through the Mortality Surveillance Group.
Page 7: Add that JK requested trust organagram under Business Committee item
Pending these amendments, the minutes of the meeting on 5 October 2017 were approved.

Approved

3

Matters arising from the minute of the last meeting
Page 2: JT said that we will consider taking legal advice on GDPR compliance once the final guidance is
published and our gap analysis complete.
Page 2: JT and BT said that we are close to transferring the budget for the forensic service project and the
level of risk is reducing
Page 3: BT said that health and safety currently reports into the Workforce Committee. KPMG are
undertaking a review of our governance structure and this arrangement will be reviewed as part of that
work. The Lone Working group has approved three solutions and services have been asked to ensure that

Noted
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Action
all teams select the one they will use. The Health and Safety Team will support implementation. Assurance
that this is complete by March 2018 will be brought to the Board. SD asked the Audit and Risk Assurance
Committee is also updated on progress.
Page 7: Pipework had been re-lagged to address the excessive heat in the Bexley CLDT teambase but this is
has not had sufficient impact so other options are being considered.
Board Action Tracker items
2017-07/#1: SD asked that a definitive date is added to commentary on GDPR.
2017-09/#1: JT said that there is more work to do regarding the rationalisation of London place of safety
suites and some investment will be required.

BT

2017-11/#1

4

Board Assurance Framework
Noted
It was noted that all Board Assurance Framework items are covered on the agenda.
Risk ID 1606 – use of ELFT beds
The number of contracted beds at ELFT has been reduced to three. We are considering ceasing to contract
all beds at ELFT but the arrangement could be re-instated if necessary.
AT – Will we be able to manage occupancy without these beds?
HS – We are managing well within our own bed base at present. Staff can still use UEAs when needed. We
need to keep this under review.
BT – Occupancy does fluctuate, but generally levels are reducing. We have made changes to our crisis
pathway and we have improved our processes for care co-ordinators visiting patients on wards. The Crisis
Café in Bexley will open in December 2017.
IO – We need to be aware that change to s136 may have an impact.
HS – We have less detained patients compared to other London mental health trusts, but we are able to
explain the context behind the data.
SD – What data will we collect to help us to understand the impact of the Crisis Café?
BT – We will monitor the number of people using the Café and number of people presenting at A&E in crisis.
IO – There is evidence to suggest that a 24/7 Home Treatment Team makes the biggest impact.
HS – The PAS is accepting direct access when it is safe to do so. The PAS team then works towards
discharging people to their own home when it appropriate and safe.
JS – Who is responsible for health and safety at the Café?
HS – The Café is located in a building run my MIND, so they are responsible, but staff will be supported by
our HTT.
SJ – Do we have plans for a 24/7 HTT?
HS – We are not funded to provide this, but we are strengthening the integrated HTT and liaison teams. It
is more effective for patients to use the PAS, where they will have a full assessment. We do not have great
demand overnight. The integrated HTT and liaison teams will together provide 24/7 cover and this is a
more efficient way of managing the pathway.
JT – We are providing the best service we can with the available funding.
SJ – Is there the opportunity to use the ELFT bed money elsewhere?
HS – We are reducing the number of ELFT beds to release funds for the crisis pathway work.
SJ – Can we be bolder?
JT – We could use non-recurrent funding, but we also need a recurrent solution.
SC – What is the split between formal and informal patients?
IO – Approximately 20% of patients on s136 are converted to a formal MHA section.
HS/IO
2017-11/#2
AT – What is the route for the Board receiving feedback on this?
HS – We will report to the Quality Committee in January 2018 and to the Board in February 2018.

5

Chief Executive update
Noted
Sustainability and transformation plans
The consultation on CCG leadership is complete. There will be one Accountable Officer across five CCGs.
The roles of the current CEOs will be reviewed to become Managing Directors or similar posts. A framework
to manage risk across the whole system is being developed. The general direction is that accountable care
systems will align with boroughs to provide opportunities for joined up working and risk sharing.
JS – Will this help to facilitate discussions?
BT – We do not think it will be detrimental.
South London Partnership
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Action
The CAMHS Tier 4 project is now live and we are positive about the opportunities this presents. The key
elements that will be taken forward over the coming months are a 24 hour crisis line, a community based
crisis team working across Bexley, Bromley and Greenwich, re-designing the bed base and case
management of in-patients. The Forensic project continues to progress well and seven business cases are
being considered.
JS – Are commissioners involved in these discussions?
BT – Local engagement is important. We are working towards having a hostel for female patients but we
need to agree how this will be funded.
Care Quality Commission
The CQC have undertaken a case study on our improvement journey and a number of colleagues were
interviewed as part of this.
Director of Workforce and Quality Improvement
Meera Nair has been appointed as Director of Workforce and QI. She will start her role with us on 15
January 2018, but will work with the trust for one day a week in the meantime.
JK – When can the Board expect to receive the QI business case?
BT – The next Informal Executive meeting will be dedicated to this and Clinical Directors have been invited
to attend. The Business Case will be presented to the Business Committee and Quality Committee in
December 2017 and to the Board in January 2018.
6

IO

2017-11/#3

Integrated Dashboard
Noted
Safe staffing
The overall average fill rate in September 2017 for registered nurses was 92.7% and for HCAs was 109.2%.
There are examples of where a low fill rate for registered nurses has been mitigated by a higher fill rate for
HCAs. The Band 4 development project is in progress. The main challenges are managing vacancies and
turnover.
JK – It would be useful to receive a narrative on staff experience as further assurance that we are staffing
teams safely.
JW – We have this evidence and we can include it. Sustainability is impacting on experience.
SD – Are we able to predict the number of staff approaching retirement? It would be useful to see this
data.
JW – The age profile information is available but we cannot be sure what individuals will decide about when JW
2017-11/#4
to retire. We can provide some scenarios.
Vacancies
The current overall vacancy rate is 13%. Some progress has been made in Bromley directorate. At a recent
recruitment event, we offered posts to students nearing completion of their training. Vacancies in prison
services have reduced to 19.5% from 23%. HMP Belmarsh will be fully resourced in the next three months.
SD – For students who have been offered posts, do we keep them engaged?
JW – Regular contact is maintained. Some are currently students on placement on our wards and some
undertake bank shifts as HCAs.
YG – How many could start immediately?
JW – Very few as most are still in their final year of training.
JS – How is the psychology student project progressing?
JW – They are settling in well and are being inducted.
Normalised surplus
The Trust reported a year to date underlying deficit of £1.7m at the end of September 2017. This is £1.2m
behind plan but the in-month September position showed an improvement in rate of spend. A number of
schemes have been developed which have been RAG rated. Productivity gains is the most critical to
achieve.
JS – We need to have granular plans on how this will be achieved.
JT – Services are now more engaged with this.
HS – Specific programmes are in place, but we need to explore if we can release more time for the staff
member seconded to support the productivity project.
IO – We need to be wary of being over-ambitious.
JT – We have set a standard based on the data.
JK – We are tackling the problem and have a mechanism for driving change.
BT – The overall savings target for 2017/18 will be more than the £3.3m identified for productivity gains.
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We do need to be ambitious and have a focus on this.
SJ – Is there a breakdown of the £3.3m?
HS – There are no individual targets, but every business case must have a productivity analysis. We need to
look at how we are managing demands on staff.
JT – We are only focusing on one group. We could be more ambitious.
Other exceptions
YG – What progress is being made with 48 hour follow up?
IO – I have spent time with clinical directors to better understand this. We need to keep a focus on
ensuring staff follow the process and arrange a date for follow up prior to discharge.
7

Operational update
Noted
48 hour and seven day follow up
Following consultation with other trusts, we have agreed to institute seven day follow up for all patients
discharged to a health care professional, not just those discharged on CPA. It is likely that national
guidance expected later this year will mandate the 48 hour follow up of all patients admitted due to selfharm/suicidality, so we will maintain this KPI.
Health based place of safety
We have met with colleagues from SLAM to discuss the joint use of their six bed 136 suite for the whole of
South East London. It was felt that the six beds would not be sufficient to manage the overall demand for
adult patients, particularly at times of surge. We continue to explore the best option for this group of our
patients and will present a business case detailing the options to the Business Committee. This includes
having a second s136 bed at Oxleas House. The SLAM service has a specialist bed for children and young
people and we are discussing the options of our CCGs commissioning this bed for our young patients who
are bought to our service under s136 on a ‘spot purchase’ basis.
Changes to section 136 of the Mental Health Act
Changes to s136 of the MHA come into effect from 11 December 2017. Within 24 hours of arriving at the
place of safety, the patient must either be admitted to a bed or discharged. This will create challenges in
terms of attendance of the Approved Mental Health Professional (AMHP), Second Opinion Approved Doctor
(SOAD) and finding a bed. The 24 hours deadline can be extended only in exceptional circumstances, for
example the need to arrange transport. A meeting of DSNs and consultants has been arranged to discuss
how we will manage this. The s136 suite at Green Parks will remain open for the time being.
AT – What are our arrangements for liaising with the police?
HS – The telephone line will go to the DSN. Staff will have RiO access so would be able to give some basic
clinical advice on a case by case basis for patients known to us. A decision will need to be made on whether
the patient’s presentation warrants the use of s136. This will more difficult for patients not known to us.
IO – We will rely on the police supporting us.
SC – How many young people use our s136 suite?
IO – We can collate this data.
It was agreed that the Board will be provided with an update at the December meeting, including the
HS
2017-09/#1
number of young people using our suites.

8

Bexley Care integration update
TB, SBu and DT joined the Board to present an update on the Bexley Care integration plans. The overall
aim is to develop a shared culture and understanding to deliver the integration of mental health, physical
health and adult social care through a joint focus on quality and a shared budget. The three key
workstreams are 1) a single point of contact; 2) a single assessment process; 3) local care networks (LCNs).
The LCNs will have a focus on meeting needs of the population which vary in the North, South and central
areas of the borough. GPs and acute trusts are involved in the plans. The challenge will be to engage staff
across all professions in changing the culture. Some progress has already been made, for example, closer
working between homecare and district nursing; and between older people’s mental health and social care
services. Other successes include the Discharge to Assess pathway and a risk share on district nursing overperformance.
JK – How will MDT co-ordination work?
SBu – This is being piloted around one GP practice.
SC – What would be the typical journey of a patient with multiple needs?
SBu – They would be referred through the Single Point of Contact. We would identify which locality they
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Action
live in. The triage system would identify any professionals who need to see the patient immediately. There
would then be a single assessment to agree all the other professionals who would need to be involved.
TB – Our aim to ensure that people are able to remain in their own home for as long as possible. If a care
home does become the safest option, then the budget responsibilities are within the system.
DT – This will help to create a more efficient patient journey.
SBu – Our aim is to eliminate duplication and move from crisis care to self-management and prevention.
JS – What is the approach to continuing the relationship with the patient? What is the care plan approach?
SBu - Part of the process is having structured support planned within the locality.
JT – Where is the information held?
SBu - One of the enablers is to ensure staff have access to both health and social care systems. We want to
work towards having a single system.
TB – Connect Care is now live.
YG – What are the main challenges?
SBu – This is a cultural shift for staff. We need to work with staff to break down professional boundaries
and move towards person centred care.
JS – What progress has been made so far?
SBu – We are engaging with staff. We have designed the system for the single point of contact and the
single assessment process. The LCN teams are being designed around workforce needs and we also
identifying the estate needs. We have set ambitious targets and some will be taken forward to the next
financial year.
MW – Some people might struggle to find their professional group on the structure chart.
SBu – This is to illustrate functions, rather than professions.
SC – When will we see the impact of the Discharge to Assess model in our bedded units?
TB - We can evidence a reduced length of stay but we need to get to a position where the money is
transferred across.
BT – We can show we are keeping people independent for longer in their own home.
JK – Are we engaging GPs?
SBu – GP leads in each LCN have been identified and are part of the working groups.
JS – We will need to bring together how we demonstrate improvement through patient and GP surveys.
TB – There will be financial saving and quality improvement.
SBu – We will also track patients through their journey.
SJ – This is impressive work but we must not underestimate the time and resource it takes to change the
culture.
9

Quality Committee report
The Quality Committee met on Friday 20 October 2017. The Committee received a detailed paper
describing the quality structures. This included the scope of responsibility of the trust and directorate
committees; the scope of work of quality subgroups and work streams; and the terms of reference for the
sub-groups. The committee discussed the trust position on prone restraint. The number of prone
restraints is low. It was recognised that is not feasible to eliminate this, but it must only be used as a last
resort and we must be able to evidence this. Feedback was received from two Quality Improvement
projects: Referral to Treatment (RTT) for psychological therapies in the Bromley East locality and Acute
Care pathway work that was led by Birch. The RTT work is progressing well and staff have made a number
of changes. The Trust has been selected to feature in a CQC publication on our rapid improvement
following CQC inspection. Some concerns were raised about NHSI asking if they could use benchmarking
data for a service modelling exercise. The Quality Committee agreed not to share the bechmarking data as
there are concerns about its reliability.
SD – Are there any seasonal variation in the number of complaints received?
MW – This remains fairly consistent from month to month.
SD – Do we have data on the number of people who would prefer virtual appointments?
MW – We would need to be able to identify them. It would be a significant shift in how we work. The
technology is available.
BT – We can consider adding this to feedback questionnaires.
JK – Are we at a satisfactory position with regard to outcomes?
IO – Forensic, CAMHS and ALD are making good progress but more work needs to be done in other areas.
SJ – There is not enough trustwide informatics support.
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Action
JS – Mortality surveillance is missing from the structure chart.
JW – This reports into the Quality Committee.
JS – Mortality surveillance will be part of the trust annual reporting so it will be useful to receive an annual
review of learning from deaths.
10

JW incident inquiry – six month review of actions
Noted
The progress on actions from this incident has been reviewed. All actions have been completed and where
required audited. Work that remains on-going is the use of the social network engagement tool and the
format of discharge letters.
SD – We need to recognise the value of staff with veterans experience as this has benefit to the community.
There is a productivity benefit on the action relating to discharge letters and we should consider bringing
this into the SLP workplan.

11

Bi-annual safe staffing report
Noted
JW updated the Board on the work plan in the last six months and going forward. We have a detailed staff
retention plan. We are nearing the end of a pilot of long-day shifts. We have undertaken in depth reviews
of staffing on Tarn Ward, Atlas House and prison in-patient units. We are piloting care hours per patient per
day as a measure. We held a positive Health and Wellbeing event for staff. HCA psychology graduates are
now in post.
SC – The data focuses on numbers. How can we understand skill mix?
JW – Skills are implicit in competencies. We can enhance this by looking at what activities are taking place
and how skills are being used.
SJ – What we see at Board visits does not always align with the data. When will see the impact of these
initiatives and how will this be reflected in the report?
IO – This is a reflection of vacancies and is difficult to capture in the report.
JW – We undertake quarterly reviews to better understand day to day pressures.
AT – Some narrative feedback would help.
JW – We need to work with HR colleagues to implement the Safe Care module in the staff rostering system
as this will provide more transparent real time monitoring.

12

Workforce Committee report
Noted
The committee noted the record volume of candidates whose checks were completed by the recruitment
team in September as well as the additional ongoing recruitment to the bank. The committee welcomed
the positive progress report relating to the BME coaching scheme and a full review of outcomes would be
completed in the new year. The committee noted the three lone working options from which all teams
were being required to choose, namely a diary management system, buddy system or safeguard system. An
audit of implementation will take place over the next six months. The committee received an update on
junior doctor training, highlighting the positive results of the GMC junior doctor surveys as well as ongoing
pressure on junior doctors when on call, particularly with regards supervision and support. JT said that in
response to a query raised at the October Board, the approximate recruitment cost per candidate was £70.

13

NED report – Board visits
Noted
JK – Greenwich East CMHT: The team was under pressure and would benefit from an early re-visit. HS said
that the team is performing well in terms of waiting time targets.
SC – Bluebell House: The unit needs more in terms of communication aids in light of the complex
communication needs of some of the service users. The dual regulatory regime is very challenging
particularly in light of the OFSTED requirement which treats the setting as residential children’s home rather
than a healthcare setting.
SD – Yeoman House: Issues raised at the last visit have been addressed and the team is more positive.
JS – Douglas House: This was a very positive visit. William Morris Centre: The team commented that the
‘opt in’ referral process could be more streamlined.
SJ – Meadowview: We need to ensure patients and staff have mutually agreed expectations for using the
buzzer and offering help in anticipation of care plan. Holbrook: Review use of rooms to create more
suitable staff rest area.

Page 6 of 9

Action
14

Business Committee report
The Committee agreed that the trust should withdraw from the Medway Integrated Children’s Service
tender. The outcome of the Kent Prisons Tender is expected imminently. As at Month 6 the trust’s
underlying position was a deficit of £1.7m which is £1.2m behind plan. September saw a slowdown in the
spend rate due to the additional focus that has been placed on expenditure across all Services. We are
considering a range of improvement actions. We can release £2m to get back on plan. We will review our
position again in November and December. With regard to debt, discussions continue to take place
between with Greenwich CCG regarding CQUIN monies. The CCG has recommended a 50:50 risk share
which has been refused. The overall level of debt is currently manageable.

Noted

15

Infrastructure Committee report
Representatives from the Partner of The Oxleas Property Partnership (TOPP) attended part 2 of the
Infrastructure Committee and some property disposals were agreed. The Queen Mary’s Hospital Phase 1
works completed in August and positive feedback has been received. Costs for Phase 2 are currently over
budget and this is being analysed with consideration being given to the cause, and plans to mitigate. It is
anticipated that the GMP for Phase 2 works will be available in December but this has caused a delay in
commencement of the next stage of the development works at QMH. We expect to be able to mitigate on
the risk associated with Bridge Housing.
SD – What is our position on the use of cladding?
SB – This had been reported to a previous Board that the use of cladding in our buildings has been reviewed
by the Workforce Committee. This review did not identify any actions required but we will keep this under
view.
JS – What are PLACE scores?
HS – These rate us on a range of environmental issues, such a food and cleanliness.

Noted

16

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

Noted

17

Any other business
JK – What progress has been made with the flu vaccination uptake?
JW – Our current uptake is 22%, which is a slight improvement on the position this time last year. We need
to understand why staff are resistant to having the vaccine.
AT – Are there any differences by service area?
JW – Any differences are marginal and there are no particular patterns. We have a cohort of senior
clinicians who are supporting the campaign.
SB – We have had a focus on internal communications.
SD – The Executive Team minutes state that some staff focus groups were cancelled.
BT – The Staff Partnership Report will be discussed at the Workforce Committee. We will look at different
ways of capturing feedback from staff.

Noted

18

Questions from the public
None raised.

Noted
Next meeting of the Board of Directors
Thursday 7 December 2017 at 10.30 am
Maple Room, Pinewood House
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Jargon buster
This jargon buster is a glossary of acronyms and abbreviations.
It is intended that we will update this on a regular basis but we will also agree standards to reduce jargon usage.
If you feel there are more that should be included on the list please email sally.bryden@oxleas.nhs.uk
ACS – Adult Community
Services

CEG – Clinical
Effectiveness Group

ECR – Electronic Care
Records

ACCT – Assessment, Care
in Custody, Teamwork

CHIS – Child Health
Information Services

ECT – Electro Convulsive
Therapy

ADHD – Attention Deficit
Hyperactivity Disorder

CIP – Cost Improvement
Programme

EIP – Early Intervention in
Psychosis

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
CAT - Central Access Team

FFT – Friends and Family
Test
FOI – Freedom of
Information
GDPR – General Data
Protection Regulations
GPhC – General
Pharmaceutical Society
GSTT – Guys and St
Thomas’ NHS Foundation
Trust
HCA – Health Care
Assistant
HEE – Health Education
England
HID – Hospital Integrated
Discharge Team
HO – Home Office
HIMP – Her Majesty’s
Inspectorate of Prisons

DBS – Disclosure and
Barring Service

HJIPs – Health and Justice
Indicators of Performance

DH – Department of
Health

HMRC – HM Revenue and
Customs

DN – District Nurse

CBT – Cognitive
Behavioural Therapy

DNA – Did Not Attend

CCG – Clinical
Commissioning Group

DOLS – Deprivation of
Liberty Safeguards

CD – Controlled Drugs

DPA – Data Protection Act

HR and OD – Human
Resources and
Organisational
Development
HSE – Health and Safety
Executive
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H&S – Health and Safety
HSO – Health Service
Ombudsman
HTT – Home Treatment
Team
HV – Health Visitor
IAPT – Increasing Access
to Psychological Therapies
ICP – Integrated Care
Pathway
IC – Information
Commissioner
ICT – Information
Communication
Technology
IGD - Integrated
Dashboard Report
iFox – Trust Business
Information System
IGT – Information
Governance Toolkit
IM&T – Information
Management and
Technology
JET – Joint Emergency
Team
JV – Joint Venture
KCH – Kings College
Hospital
KPI – Key Performance
Indicators
LAC – Looked After
Children
LADO – Local Authority
Designated Officer
LAS – London Ambulance
Service
LGBT – Lesbian, Gay,
Bisexual, and Transgender

LSCB – Local Safeguarding
Children Board

NMC – Nursing and
Midwifery Council

LTC – Long Term
Condition

NOMS – National
Offender Management
Service

MAPP – Multi Agency
Protection Panel
MCA – Mental Capacity
Act
MDO – Mentally
disordered offender

NPSA – National Patient
Safety Agency
NRLS - National Reporting
and Learning System
NSF – National Service
Framework

PFI – Private Finance
Initiative

SLAM – South London and
Maudsley NHS Trust

PICU – Psychiatric
Intensive Care Unit

SLR – Service Line
Reporting

PLACE – Patient-led
Assessments of the Care
Environment

SPC – Single Point of
Contact

POMH – Prescribing
Observatory for Mental
Health

OOHs – Out of Hours

PRUH – Princess Royal
University Hospital

MEWS – Modified Early
Warning Score Tool

OPD – Outpatients
Department

QEH – Queen Elizabeth
Hospital

MH – Mental Health

OPG – Office of the Public
Guardian

QMS/QMH – Queen
Mary’s Hospital Sidcup

OPM – Office for Public
Management

QSIP – Quality and Safety
Improvement Plan

OPMH – Older Peoples’
Mental Health

RAG – Red/Amber/Green

MDT – Multidisciplinary
team

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
NHSR – NHS Resolution

(previously known as NHS
Litigation Authority or NHSLA)

NICE – National Institute
for Health and Care
Excellence
NIHR - National Institute
for Health Research

RC – Responsible Clinician

OPS – Oxleas Prisons
Services Ltd
PAS – Pre-admission Suite
PEEP – Personal
Emergency Evacuation
Plan

RCPsych Royal College of
Psychiatrists
RCA – Root Cause Analysis
RGN – Registered General
Nurse

PQQ - Pre Qualification
Questionnaire

RiO – Oxleas electronic
patient record system

PALS - Patient Advice and
Liaison Service

RM – Risk Management

PEG – Patient Experience
Group

RMN – Registered Mental
Nurse

PD – Personality Disorder

RMO – Responsible
Medical Officer

PDP – Personal
Development Plan

RTT – referral to
treatment time

PDR– Personal
Development Review

SAP – Single Assessment
Process

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

SCG – Specialist
Commissioning group

PEAT – Patient
Environment Action Team

SEP – Strategic Estates
Partnership

SDS – Service
Development Strategy
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SN – School Nurse
SI – Serious Incident
STEIS – Strategic
Executive Information
System (System for
notifying commissioners
of serious incidents)
STORM – skills-based
training on risk
management for suicide
prevention
STP – Sustainability and
Transformation Plan
SWLStG – South West
London and St Georges
Mental Health NHS Trust
TOPP – The Oxleas
Property Partnership

(trading name of the Strategic
Estates Partnership – SEP)

TUPE – Transfer of
Undertakings (Protection
of Employment)
Regulations 1981
UEAs – Uncontracted
Emergency Admissions
UNIFY – System for
uploading staff staffing
returns and other national
datasets
VAT – value added tax
VTE – Venous
thromboembolis
WLDC – Workforce and
Learning Development
Committee

Board of Directors
7th December 2017
Agenda item

Matters arising

Item from

Andy Trotter, Chair

Attachments

a) Board Tracker – complete
b) Board Tracker – in progress

Item
Enclosure

3
2a&b

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

Board Actions Tracker 2017 - closed items from previous meetings (Following review at Oct 17 Board meeting, earlier items have been archived)
Ref

N/A

Action raised
(Board date)

04/05/2017

Item

Chief Executive
update

Action details

Update on borough directorate integration plans and
KPIs to measure progress

Action for

Bring forward to Report under

Helen Smith

05/10/2017

Operational
report

Action closed

Comments

05/10/2017

May 2017: Information included in operational report and further
update on developments and measures will be presented to the
Board in October.
Oct 2017: On agenda

N/A

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 the
Quality Committee.

Jane Wells

05/10/2017

Quality Report

05/10/2017

April 2017: 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 now
scheduled for Sept 2017
July 2017: This will now go to the CEG in August and to the Board in
October 2017
Oct 2017: on agenda
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Board Actions Tracker 2017 - closed items from previous meetings
Number

Minutes
reference

Action raised
(Board date)

Item

Action details

Action for

Bring forward to Report under

Action closed

Comments

Matters arising

05/10/2017

Discussions have taken place. We are comfortable with the current
arrangements to record telephone calls under the current DPA
legislation. We will need to review these arrangements as part of our
GDPR implementation plan

05/10/2017

05/10/2017

Matters arising

05/10/2017

Details circulated 28/9/17

07/09/2017

Operational
report

07/09/2017

Feedback in Operational Report in September board papers

1

2017-09/#3

07/09/2017

Quality report

To liaise with Alison Furzer on whether the call recording
project is in line with the General Data Protection
Michael Witney
Regulations (GDPR)

2

2017-09/#2

07/09/2017

Integrated
Dashboard

To circulate details of the incidents reported in June.

3

2017-07/#2

06/07/2017

NED visits

Feedback on the success of the Bromley CAMHS taskforce Helen Smith

Consent to Treat - to ensure that we have a process for
monitoring and addressing where clinicians repeatedly
breach consent to treat targets

Ify Okocha

07/09/2017

Matters arising

07/09/2017

IO writes to clinicians who breach the consent to treat target and this
is also fed into the appraisal process. Outliers are reviewed annually.
There have been no outliers in the past year; breaches tend to be on
an exception basis.

Jane Wells

07/09/2017

Matters arising

07/09/2017

This was circulated to NEDs on 15/8/2017

Jane Wells

4

2017-07/#3

06/07/2017

Integrated
Dashboard

5

2017-07/#4

06/07/2017

Quality report

To provide a key to the severity descriptors for incidents

07/09/2017

Matters arising

07/09/2017

Keith Soper and Elizabeth Zacariah giving presentation on these
issues to Board members in September

07/09/2017

Matters arising

07/09/2017

These were circulated

Matters arising

07/09/2017

The Quality Committee agenda includes a regular report from each
Service Directorate, CRE updates will be provided as part of this
update. Service Directorate savings plans are underpinned by local
quality reviews and signed off at the 1/4ly Quality Sign-off meeting by
the Medical Director, Director of Nursing and Director of Therapies.

Board Actions
tracker

06/07/2017

RI gave an update to the Board at the July meeting

06/07/2017

The 'bare below the elbows' guidance has been incorporated into the
Dress Code and Uniform Policy and this is published on the Intranet.
Guidance to be included in Board packs going forward on
expectations in each location. Circulated to NEDs 27/6/17

6

2017-07/#5

06/07/2017

NE report

Report on a) the report criticisms/recommendations and
explanation of what we have done; b) the volume and
Keith Soper
process for sign-off of MOJ discharge reports, including
supervision and leadership arrangements

7

2017-07/#6

06/07/2017

NED visits

Details of visits to be sent to YG and JS so they can join
other visits in the months when they are not visiting their Alison Furzer
own service

8

2017-07/#7

06/07/2017

Business
Committee

Ensure that assurance on the sign of process of CREs is
reported to the Quality Committee

9

2017-06/#1

08/06/2017

Matters arising

Waiting times - Board requested information on children
waiting over six weeks for CAMHS appointments to
Ify Ockocha
understand the length of waits and how risk is managed

08/06/2017

Matters arising

Hand hygiene - New hand hygiene information poster to
Alison
be circulated to all board members. Details of the level of
Furzer/Sally
hand hygiene expected in each location to be added to
Bryden
board visit packs

08/06/2017

Minutes of last
meeting

Level 4 incident - prison: JS requested overview of
incident brought to board when inquiry complete

10

11

2017-06/#2

2017-06/#3

Jazz Thind and Ify
07/09/2017
Okocha

Jane Wells

06/07/2017

06/07/2017

07/09/2017

Matters arising

Quality Report

07/09/2017

June 2017: Overview will be shared with Board at September
meeting.
Sept 2017: Overview of incident reported to the September meeting

12

2017-06/#5

08/06/2017

Quality Report

Mortality report - circulate the recent report to board
members

Sally Bryden
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06/07/2017

Matters arising

06/07/2017

Report was circulated on 9/6/17

Board Actions Tracker 2017 - closed items from previous meetings
Number

13

Minutes
reference

2017-06/#6

Action raised
(Board date)

08/06/2017

Item

Action details

Action for

Quality Report

Patients' email addresses - what are the plans for
collecting email addresses?

Rachel Evans

06/07/2017

Alison Furzer

Bring forward to Report under

06/07/2017

Action closed

Comments

06/07/2017

The use of email in clinical correspondence is already incorporated
into the Informatics work for 16/17. An update was provided at the
last infrastructure committee. Changes to Rio to capture patient
communication preferences are planned for August 2017.

Matters arising

06/07/2017

This has been discussed by the Executive, while the benefits are
recognised, this is not in the current estates workplan. Discussions
will continue with clinicians to develop future plans.

Matters arising

14

2017-06/#8

08/06/2017

Board visits

Betts Ward - is it possible to liaise with clinicains about
creating more open space?

15

2017-06/#9

08/06/2017

Board visits

iFox - Could the use of iFox be promoted within
teams/wards?

Alison Furzer

06/07/2017

Matters arising

06/07/2017

Yes - the use of iFox data has been discussed at the Executive and
teams and services will be encouraged to use as part of focus on realtime quality within services

16

2017-06/#10

08/06/2017

Board visits

Board visits: When setting board visits up NEDs would
like to talk to consultants/doctors if possible. Can we
Alison Furzer
ensure that all sites/teams are on the programme of visits

06/07/2017

Board visits

06/07/2017

This is being taken forward as part of the Board visit programme

17

2017-06/#11

08/06/2017

Audit and Risk
Assurance
Committee

Conflict of interest policy - Policy to be circulated to all
board members

Sally Bryden

06/07/2017

Matters arising

06/07/2017

Policies were circulated to Board members on 26/6/17

18

N/A

04/05/2017

Safe Staffing

For the Board to receive data on staff using bank selfbooking

Simon Hart

07/09/2017

Workforce report 28/09/2017

May 2017: Paper discussed at July Workforce Committee

19

N/A

04/05/2017

Integrated
Dashboard

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

Ben Travis and Ify
05/10/2017
Ockocha

Quality Report

07/09/2017

We are part of ongoing discussions in London on use and location of
136 suites. Local working relationships with SLAM continuing as part
of SLP discussions. Medical Directors have drafted protocol and are
consulting with colleagues before implementation. Update on
progress in three months

20

N/A

04/05/2017

Operational report

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

Ify Okocha

Operational
report

07/09/2017

A paper was presented to the September Board meeting.

Staff survey action plan and further feedback on staff
engagement

Simon Hart

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.

07/09/2017

21

N/A

04/05/2017

Chief Executive
update

22

N/A

04/05/2017

Matters arising

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

Jane Wells

08/06/2017

Quality Report

31/05/2017

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

23

N/A

04/05/2017

Business
Committee

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

Jazz Thind

08/06/2017

Business
Committee

08/06/2017

Paper and process presented to the May Business Committee. Agreed
to ask KPMG to share examples of best practice to guide future Trust
policy
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Board Actions Tracker 2017 - closed items from previous meetings
Number

Minutes
reference

Action raised
(Board date)

Item

Action details

Action for

Bring forward to Report under

Action closed

Comments

24

N/A

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

08/06/2017

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 health support.

25

N/A

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

08/06/2017

Board visit process paper presented at June meeting

26

N/A

04/05/2017

Safe Staffing

Exec position paper on safe staffing

Jane Wells

08/06/2017

tba

08/06/2017

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

27

N/A

04/05/2017

Integrated
Dashboard

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

08/06/2017

Integrated
Dashboard

08/06/2017

This has been added to the integrated dashboard.

28

N/A

04/05/2017

Integrated
Dashboard

For rolling data to be added to charts

Alison Furzer

08/06/2017

Integrated
Dashboard

08/06/2017

Trend data will be added for July report

29

N/A

04/05/2017

Integrated
Dashboard

Report on changes to the Mental Health Act

Jane Wells

08/06/2017

Quality Report

08/06/2017

Presented at June Board meeting

30

N/A

04/05/2017

Matters arising

Review Hand Hygiene policy

Jane Wells, Ify
Okocha and
Michael Witney

08/06/2017

Matters arising

08/06/2017

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

31

N/A

04/05/2017

Matters arising

Explanation of waits over 6 weeks

Ify Ockocha

08/06/2017

Quality Report

08/06/2017

Summary shared at June meeting
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Board Actions Tracker 2017 - progress on matters arising from last meeting and ongoing matters from previous meetings
Number

Minutes
reference

Action raised
(Board date)

Item

Action details

Action for

Bring forward to

Report under

Comments

1

2017-11/#4

02/11/2017

Integrated
Dashboard

To provide further information on retirement age planning.

Jane Wells

07/12/2017

Workforce
Committee

This was dicussed at the Workforce Committee in November

2

2017-11/#3

02/11/2017

Matter arising

For the Board to receive the Quality Improvement Business
Case

Ify Okocha

01/02/2018

Quality Report

The business case will be presented to the Business Committee and Quality Committee in
December 2017 and to the Board in January 2018.

3

2017-11/#2

02/11/2017

Board Assurance
Framework

For the Board to receive an update on the use of ELFT beds,
crisis pathway, use of crisis café and conversion from s136 to
formal section

Helen Smith/Ify
Okocha

01/02/2018

Matters arising

Report will be taken to Quality Committee in January and then to the Board.

Health and Safety

May 2017: Management of ligature risks reviewed by patient safety workstream, presented to
June Quality Committee and included in Quality report July 17. Lone working discussed at
Workforce Committee and full lone working review to be complete by October 2017 and will
be discussed at November workforce committee.

4

2017-11/#1

04/05/2017

Audit and Risk
Assurance
Committee

Health and safety issues - management of ligature risks and
lone working

Rachel Evans

01/03/2018

Nov 2017: For the Board to receive assurance that one of the three mandated lone working
solutions have been implemented in all teams.

5

2017-10/#2

05/10/2017

Quality report

For the Board to receive the outcome of the review of
governance processes for serious incidents and add cultural
aspects to terms of reference for Board level inquiries

Jane Wells

11/01/2018

Quality Report

The review of governance processes for serious incidents is being undertaken particularly
around definitions of harm for physical health incidents at levels 3,4,5. This will lead to our
policy being updated and we expect to update the Board in January 2018.
Following learning from recent inquiry feedback, the terms of reference for level 5 serious
incident inquiries now automatically include reference to consideration of equality and
diversity, including culture. This is also considered in level 4 serious incident reviews. The
embedding of learning and collective themes and tracking of action plans relating to all level 4
inquiries is taken to 8 embedded learning Safety Committee meetings a year. In addition, the
Incidents Manager records and feeds back reflective practice sessions held with teams
following the investigation process.

6

2017-10/#1

05/10/2017

Chief Executive
update

To receive an update on the SLP specialist CAMHS pilot
programme

Ben Travis

07/12/2017

Chief Executive
update

Not due until December 2017

7

2017-09/#4

07/09/2017

RP report

For a review of progress against the action plan to be
presented to the Board in six months

Jane Wells

05/04/2018

Quality

Not due until April 2018

8

2017-09/#1

07/09/2017

Operational report

Pan-London S136 suite rationalisation - continue to update the Helen Smith/Ify
Board on the progress with this work.
Okocha

Sept 2017: The plan is to reduce the number of suites from 21 to nine across London and it
likely we will asked to concentrate our services at one site. The options for Oxleas are to
locate the suite at Oxleas House or explore with SLAM whether it is feasible for us to use their
suite at Denmark Hill. We will need to consult widely to agree a solution. The STP is taking the
lead on this work.
07/12/2017

Matters arising
Oct 2017: JT will share information on the STP developments. In the meantime, we have a
protocol for the day to day operation of our existing suites.
Nov 2017: For the Board to receive an update on options for use of s136 suites, including
number of young people using the suites

9

2017-07/#1

06/07/2017

Board Assurance
Framework

To review risks relating to the General Data Protection
Regulations

Alison Furzer
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07/12/2017

Matters arising

July 2017: Briefing taken to August Infrastructure Committee
Sept 2017: For the Board to receive an report on gap analysis and actions
Oct 2017: Risk on potential for fine has been added to the BAF as a high risk. We are awaiting
national guidance. Once available, we will bring a position paper via the Infrastructure
Committee Nov 2017: Meeting held with KPMG to discuss the information governance audit
scheduled for Jan 2018 which will cover GDPR readiness. In advance of this, a paper describing
progress to date will be discussed by the Executive in December and then taken to the
Infrastructure Committee.

Board Actions Tracker 2017 - progress on matters arising from last meeting and ongoing matters from previous meetings
Number

10

Minutes
reference

2017-06/#4

Action raised
(Board date)

08/06/2017

Item

Action details

Action for

Integrated
Dashboard

If we do not see an improvement on 48 hr follow up recording
in three months, to push for the system to be developed so
Alison Furzer
that staff cannot over ride the prompt question

Bring forward to

02/11/2017

Report under

Integrated
Dashboard

Comments
June 2017: We are monitoring the situation and follow up with individuals when they have
not recorded a 48hr follow up. The system is able to identify who is not completing this
properly.
Sept 2017: To remain open on the tracker

11

12

2017-06/#7

N/A

08/06/2017

04/05/2017

Board level
inquiries (SM, DM
and RM) and (AT)

Integrated
Dashboard

Action plan updates to be brought to Board in six months

RTT waits - the patient journey in relation to psychological
therapy and consideration of use of technology to reduce
waiting time. The patient journey in relation to psychological
therapies RTT will be available for the June meeting.

Jane Wells

11/01/2018

Michael Witney/Helen 11/01/2018 (to be
Smith
confirmed)
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Quality

June 2017: Not due until January 2018

Matters arising

May 2017: 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 brought to the
November Board meeting. Oct 2017: Project discussed at October Executive meeting. Data
analysis has been undertaken and the referral process has been adapted to reduce duplication
and improve patient experience. Links have been made to productivity work. The project is
now in the test phase including patient feedback through ResearchNet. The aim is to complete
project by end of calendar year and extend learning to other directorates.

Board of Directors
7th December 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 28 November 2017. The first
column of the report maps the agenda item where a discussion of the risk issue is covered.
There are two changes to note:
•

Risk ID 1502 has been added to the Board Assurance Framework. This relates to staff retention.
The principle mitigations are covered under our NHSI retention plan. The risk is rated as high (12).
There is a separate risk (ID 1213) relating to recruitment challenges.

•

Risk ID 1466 relating to ligature risk management has been de-escalated from the Board Assurance
Framework as there is assurance that robust controls are in place to manage the risk. This will
remain on the risk register for the Safety Committee as an inherent risk.

Recommendations
For the Board of Directors to note

Board Assurance Framework as at 28 November 2017
Board agenda ID
item
Item 03 ‐
1451
Action tracker

Strategic
objective
Sustainability

Description

Responsible
Committee
There is a risk that the trust could be prosecuted and Trust Business
convicted under the Health and Safety at Work Act, Committee
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

Board Sub‐
committee
Business
Committee

Controls in place

Existing assurances

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

This will be mitigated by continuing to co‐
operate with the HSE investigating and
ensuring appropriate legal support. An
appropriate communications plan will also
be put into place to respond to any media
interest.

Item 03 ‐
1210
Action tracker

Quality

Learning from the collective themes identified in
Trust Safety
serious incidents has not resulted in changes to
Committee
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.

Quality
Committee

Incident Management Policy
Trust Patient Safety Group – Embedding Learning
Directorate Patient Safety Groups
Embedding Learning Events ‐ quarterly

The embedded learning to date has not
resulted in changes to practice for culture
and teamwork to address the themes
collectively

Item 03 ‐
1270
Action tracker

Quality

Arrangements for ensuring the safety of lone working Health and Safety Workforce
are not always implemented and recorded by teams, Committee
Committee
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

Embedding learning patient safety group

Gaps in controls and assurances

Health and Safety Risk Assessment Compliance Recommendations of the KMPG Lone
Register
working audit March 2017
Review of the role of the LSO
Raising awareness of risk assessments and
safe systems of work
Monitoring safe systems of work
Local inductions and local induction forms have been
Modifications to risk assessments
amended to include reference to risk assessments / safe
Review of risks assessment and safe systems
systems of work.
of work
Service user risk assessments
Service user risk assessment and risk formulation
Monitoring risk assessment compliance
function on RiO so staff can see current risks and identify
Personal safety devices
where a joint visit may be required.
Re‐iteration of incident management policy
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.

Consequence
(current)
Major (4)

Likelihood
(current)
Certain (5)

Rating (current)
20

Risk level
(current)
Significant

Moderate (3)

Possible (3)

9

Moderate

Moderate (3)

Likely (4)

12

High

Major (4)

Possible (3)

12

High

Critical (5)

Possible (3)

15

Significant

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
Item 03 ‐
1613
Action tracker

Item 03 ‐
1452
Action tracker

Sustainability

Quality

The latest guidance regarding General Data Protection Trust Business
Committee
Regulations (GDPR) means that unless there are
systems and processes in place to ensure adequate
compliance, the trust could be fined for data
protection breaches.

Business
Committee

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

Role of the LSO has been changed
A gap analysis has been completed and an action plan is Data breaches are reported on Datix as
being developed by the Information Governance Group incidents and learning shared with teams as
to ensure that the trust has processes in place to ensure appropriate
compliance

Ensuring that we have processes in place for
how we seek, obtain and record consent for
the processing of personal data
Ensuring that we have processes for
managing data breaches and reporting to
the ICO

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

Ensure that the new risk assessment process
is rolled out across the trust.

Board agenda ID
item
Item 07 ‐
1217
Integrated
Dashboard

Strategic
objective
Workforce,
Sustainability

Description

Responsible
Committee
Trust Business
Committee

Board Sub‐
committee
Business
Committee

Controls in place

Item 07 ‐
Integrated
Dashboard

1606

Sustainability

The trust continues to rely on ELFT beds and private Trust Business
Committee
beds due to demand on in‐patient services. If the
trust is not able to reduce demand through admission
avoidance and crisis care, this will continue to create a
cost pressure. This will have an impact on the overall
financial position of the trust and could lead to
additional scrutiny from NHS Improvement.

Business
Committee

Investment has been made available to support the
additional capacity at ELFT.

Monitoring of financial position reported to
Board, Business Committee and Executive
Team

Item 07 ‐
Integrated
Dashboard

1220

Quality

CDG01 & CDG11‐ Rio data entered late and inaccurate Clinical Data
Governance
data submissions. Data entered late could lead to
poor performance data being submitted to external Group
bodies like MHSDS as performance of the trust is now
being measures by NHSI using these datasets. .e.g EIP,
Data Completeness

Quality
Committee

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.

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 breach the
agency cap and which could bring greater 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'.

Existing assurances

Gaps in controls and assurances

Consequence
(current)
Major (4)

Likelihood
(current)
Possible (3)

Rating (current)
12

Risk level
(current)
High

Agreement on steps to be taken to reduce
reliance on ELFT and private beds, including
enhancing crisis care, Crisis Café and
considering whether it is necessary to open
an additional ward in Oxleas

Major (4)

Likely (4)

16

Significant

Validation not in place for all Board metrics.

Major (4)

Possible (3)

12

High

Our high impact priorites in the NHSI
retention plan are are to:

Major (4)

Possible (3)

12

High

Moderate (3)

Likely (4)

12

High

All managers are tasked with reviewing all agency staff Workforce report and associated measures
All actions in place and monitored through
(absence, turnover, vacancy, bank and agency) existing assurance processes
working in their areas as a matter of priority, and the
correct process for booking and authorising agency staff Monitoring of usage of e‐rostering
Numbers of Bank Staff recruited
has been re‐enforced. Monitor guidance is being
adhered to and SLAs continue to be reviewed in order to Measuring growth in numbers of bank staff
Monitoring of spend to assess if this is within
ensure agreements tie up with rate cap with defined
the resources available(funded establishment).
expectations on accountability and compliance. On‐
going monitoring of usage of off‐framework agencies
Monitoring of KPIs that track performance on
and non‐compliance with rates set out in NHSI guidance. a team by team basis
Staff who have been unsuccessful in their application for All teams on e‐roster and compliant with KPI
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 available 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 understanding the
capability of the e‐rostering system as an effective staff
planning tool.

4. A structured metric build enforces data quality checks
during testing.
4. The metrics being submitted to MHSDS
include validated metrics that have been
5. Data quality issues are flagged and discussed at CDG reported on the IBR.
meetings.
5. Testing documentation
6. Validation is performed for key metrics routinely and
in line with IBR reporting timetables.
6. Validation tasks performed by directorates
are recorded and visible on the validation
report

Item 07 ‐
Integrated
Dashboard

Item 07 ‐
Integrated
Dashboard

1502

1213

Workforce,
Sustainability

Quality,
Workforce

Increased demand, organisational change and funding Trust Workforce
pressures may lead to reduced morale impacting on Committee
retention, sickness absence and patient and staff
satisfaction

Workforce
Committee

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

NHSI retention plan
Range of initiatives for communicating with staff being
taken forward by Communications Team
Staff Partnership focus groups

On‐going programme of recruitment events, including
weekend events and working closely with HEIs; use of
social media to raise awareness of job opportunities
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7. CDG papers
National Staff Survey
Staff Friends and Family Test
Retention / staff turnover monitoring
Staff sickeness absence data

Vacancy rate monitoring
“time to recruit” monitoring

•Focus on making first year of employment
supportive, nurturing and fulfilling
experience
•Support managers to get the best out of
and develop individual staff
•Make people feel valued by an organisation
that prioritises quality of care
Oxleas not seen as an employer of
community health service staff

Board agenda ID
item
Item 09 ‐
1162
Quality
Committee
report

Strategic
objective
Quality

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

Board Sub‐
committee
Quality
Committee

Controls in place

Existing assurances

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

Item 09 ‐
Quality
Committee
report

Quality

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

Trust Clinical
Effectiveness
Group

Quality
Committee

Expectations clearly set out in Care Planning Policy ‐
revised Oct 2016

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
Trustwide Care planning audit cycle (audit to Staff attitude towards the care planning
project – staff commitment and competence
be repeated November 2017)
may be a barrier
Self‐review checklist in Care Planning Policy ‐
revised Oct 2016
There is poor documentation of instances
where the client was unable to participate in
Monthly sample audit of 5 cases being carried their in the development of their care plan
by ward and team managers, to be validated (18%), or where the client’s views are not
recorded in their CPA review details (33%)
by care planning transformation leads

1160

Description

Supervision policy
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

Gaps in controls and assurances

Consequence
(current)
Moderate (3)

Likelihood
(current)
Possible (3)

Rating (current)
9

Risk level
(current)
Moderate

Moderate (3)

Possible (3)

9

Moderate

Major (4)

Likely (4)

16

Significant

Major (4)

Likely (4)

16

Significant

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
Senior Management teams are proving
demonstrate that care plans are personalised and
oversight for Improvement within directorates
shared with clients
supported by CEG leads
AMH directorate have built a dashboard on
IFox to monitor care plans and risk
assessments.
Item 14 ‐
Business
Committee
report

1177

Sustainability

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

Business
Committee

Financial support available to service directorates to
support the delivery of plans.
Financial recovery regime in place for all directorates
RAG rated 'red'.

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

Savings plans identified but not all will be
fully delivered at start of financial year

Monthly finance reports shared
Item 14 ‐
Business
Committee
report

1216

Partnership,
Sustainability

Trust Business
There is continued pressure in the sector and it is
Committee
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.

Business
Committee

Financial support to service directorates
Monthly finance reports
Internal agreement that all local efficiency requirements
must be jointly agreed, communication startegy set out
to ensure stakeholders understand why and by whom
the decision has been made, and all planned to signe
doff by the Governing Body of the CCG (including a clear
narrative on the impact of service delivery ‐
performance, quality etc)
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Regular reporting of financial position to Exec, Commissioning intentions beyond 16/17
Business Committee and Board
Strong current financial position
NHSI Risk Rating

Board of Directors
7th December 2017

Item
Enclosure

5
4a-d

Agenda item

Board governance developments

Item from

Andy Trotter, Chair

Attachments

a) KPMG internal audit report – Board Governance
b) Oxleas Board Governance Structure – development proposals
c) Board sub-committee guide
d) Board appointments planning – key dates

Summary and Highlights
In December 2016, changes to our Board sub-committee structure were agreed and the new
structure has been running for ten months. During this year, national guidance on external Well Led
reviews has been published and the Care Quality Commission re-visited Oxleas and published its
findings that all domains including Well Led are rated as good.
As part of our preparation for the next external Well Led review, we commissioned our internal
auditors, KPMG, to undertake an audit of Board level governance structures. This has now been
completed and provides an assurance rating of significant assurance with minor improvement
opportunities. The findings and recommendations from this review are outlined in appendix A.
The findings are in alignment with our governance structure proposals presented in appendix B.
Therefore, our draft management response to the Board Governance report is proposed as:
Draft Management Response to Internal Audit on Trust’s Board Governance Arrangements
Risk

Recommendation
Frequency of Board meetings
We recommend moving to Board meetings
every two months

Management response, officer responsible
and deadline
Agreed
We propose to hold meetings in January,
March, May, July, September, November
annually. This will commence in January
2018.
Responsible officer: Sally Bryden, Trust
Secretary

Board agenda focus

Due date: January 2018
Agreed

We recommend the Board reconsider the
focus of its agendas to include more

We believe bi-monthly Board meetings will
support this. Board agendas will be drafted

strategic, forward-looking and outwardlooking discussion and a more obvious
joint problem-solving approach.

Board sub-committee structure
We recommend:
- The Trust considering having
Infrastructure Committee reporting
into Business Committee rather
than being a full committee in its
own right
- That Workforce Committee meets
every two months

to promote a strategic, longer-term focus.
Responsible officer: Sally Bryden, Trust
Secretary on behalf of Trust Chair
Due date: January 2018
Agreed
Our Workforce Committee will meet
bi-monthly from January 2018.
We are proposing that the Infrastructure
Committee remains a full committee but will
review this annually
Responsible officer: Sally Bryden, Trust
Secretary
Due date: January 2018

Alongside this internal audit, we have reviewed our governance structures in relation to oversight
of key issues and risks and links to the operational management of the organisation. We also
wanted to ensure that our system can support our planned quality improvement programme.
The proposed developments are outlined in appendix B. In summary, they are:
• To create separate Performance and Quality Assurance and Quality Improvement and
Innovation Board Sub-Committees
• To revise Executive reporting process to facilitate flow of risk information from directorate
teams to Board
• Reduce the frequency of Board meetings and Workforce Sub-Committee meetings
• To increase the strategic focus of Board meetings.
A guide to the management of Board Sub-Committees (appendix C) has also been drafted to
support good governance processes.
Finally, appendix D outlines forthcoming key dates relating to board appointments. The Board is
asked to note these and approve the proposed approach to their management.

Recommendations
The Board of Directors is asked to:
• agree our management response to the internal audit report on Board Governance;
• agree the development proposals outlined in the Board Governance Structure paper and
management of Board Sub-Committees paper;
• note forthcoming key dates for board appointments and approve process.

Board
Governance
Assurance rating:
Significant assurance
Significant assurance with minor
improvement opportunities
Partial assurance with improvements
required

No assurance

Oxleas NHS Foundation Trust
Internal Audit 2017-18
DRAFT: November 2017
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This of report is provided pursuant to the terms of our engagement letter. Nothing in this report
constitutes a valuation or legal advice. We have not verified the reliability or accuracy of any
information obtained in the course of our work, other than in the limited circumstances set out in our
engagement letter. This terms of reference is for the sole benefit of Oxleas NHS Foundation Trust. In
preparing this report we have not taken into account the interests, needs or circumstances of anyone
apart from Oxleas NHS Foundation Trust, even though we may have been aware that others might read
this report. This report is not suitable to be relied on by any party wishing to acquire rights against
KPMG LLP (other Oxleas NHS Foundation Trust for any purpose or in any context. Any party other than
Oxleas NHS Foundation Trust that obtains access to this report or a copy (under the Freedom of
Information Act 2000, the Freedom of Information (Scotland) Act 2002, through Oxleas NHS
Foundation Trust’s Publication Scheme or otherwise) and chooses to rely on this report (or any part of
it) does so at its own risk. To the fullest extent permitted by law, KPMG LLP does not assume any
responsibility and will not accept any liability in respect of this report to any party other than Oxleas
NHS Foundation Trust. Any disclosure of this report beyond what is permitted under our engagement
letter may prejudice substantially our commercial interests. A request for our consent to any such
wider disclosure may result in our agreement to these disclosure restrictions being lifted in part. If
Oxleas NHS Foundation Trust receives a request for disclosure of the product of our work or this report
under the Freedom of Information Act 2000 or the Freedom of Information (Scotland) Act 2002, having
regard to these actionable disclosure restrictions Oxleas NHS Foundation Trust should let us know and
should not make a disclosure in response to any such request without first consulting KPMG LLP and
taking into account any representations that KPMG LLP might make.
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Section one

Executive summary
Conclusion
We have provided an assurance rating of SIGNIFICANT ASSURANCE WITH MINOR IMPROVEMENTS
(AMBER/GREEN), over the Trust’s Board governance arrangements.
The Trust has good governance arrangements which provide assurance and oversight of quality, performance and risk.
Following on from the Trust’s 2016 CQC inspection report a lot of work has been done to strengthen escalation
processes from ward to Board and to provide assurance over the effectiveness of those arrangements. The
improvements made and their effectiveness was considered by the CQC in their follow up visit which saw a noticeable
improvement across the organisation. The Trust moved from a ‘requires improvement’ rating to rating of ‘good’ in less
than a year.
We observed significant good practice throughout our review. This was particularly evident at the Council of Governors
meeting where there was a good level of challenge and input from the governors, the meeting was well chaired with
enough time given to people to both ask and answer questions. The presentation by the Chief Executive was balanced,
clear and free of jargon. The Executive Team meeting was equally effective. There we observed good debate between
directorates and an appetite to share and learn from one another. There was clarity about which issues needed to be
escalated to which Board committee and a notable emphasis on forward looking actions needed to maintain and improve
performance. We also consider the level of Board support to be exemplary. This was noted in the timeliness and
accuracy of minute taking, action logs, follow up and future agenda planning that was shared with us for this review.
We consider the overall Board and sub committee arrangements to be effective. However, we did observe in the Board
meeting we attended, a greater focus on assurance than on forward looking actions and decision making. We are aware
that the Board meets every month for 11 months of the year and additionally has two awaydays which focus on strategy.
We do consider that whilst this enables the Board to keep up-to-date with developments, Boards of many similar
organisations meet less frequently without loss of focus. In a recent analysis of 20 mental health and community trusts,
although the number of meetings varied from 6 to 11, the average was 8 Board meetings per year. We are aware that
the Board has had a strong focus on assurance over the last couple of years – largely in response to the CQC findings but now consider that the organisation is in a position where a longer-term perspective could be a stronger focus at Board
meetings. Having meetings every two months would help the Board maintain sufficient focus on current performance (for
which it will also place more reliance on its sub-committees) while creating more time for Board members and senior staff
to focus on strategic development and implementation both within the Board room and outside (Recommendation one).
As the Board has a strong team around the table and demonstrates strong leadership – for example, through its excellent
relationship with the Council of Governors, it would be good to see it focus future agendas around more external, futurefocused issues around, for example, challenges to the implementation of its strategy and how together, the Board can
demonstrate joint problem-solving. Strategic priorities and external developments were raised at the Board meeting
observed (e.g., partnership working and improving patient care through integration) but there could have been more indepth discussion on future opportunities and risks as well as progress to date. This would have been possible if there
had been shorter discussions around matters arising and the action tracker (Recommendation two).
We have compared the Trust’s governance structure with other NHS mental health and community trusts, as well as a
wider spectrum of NHS providers. This Trust has more committees than most, with an Infrastructure Committee which
we have not seen at other trusts, and a Workforce Committee, which many trusts also do not have. However, we
understand the reasons for the proposed structure and support it, with a minor suggestion for placing Infrastructure
Committee as a sub-committee of Business Committee and reducing the frequency of Workforce Committee meetings to
every two months, rather than monthly (Recommendation three).
We have taken into account the Trust’s recent proposals for a new Board governance structure which will see the Quality
Committee replaced by two others - a Performance & Quality Assurance Committee and a Quality Improvement &
Innovation Committee. We endorse this proposal.
Our observation of the existing Quality Committee did note good evidence of shared learning and challenge from the Non
Executive Directors (NEDs) however the dynamic of having twenty people in a committee meeting, only two of whom
were NEDs did not lend itself to clear decision making and risk escalation. The briefings, information and innovation
sharing and the assurance that we did observe, are of course important and will be well placed on the agenda of the new
Quality Improvement & Innovation Committee. The scrutiny of performance and actions to be taken will sit more within
the remit of the new Performance & Quality Assurance Committee which we expect to see have a much smaller
membership. Given the Trust’s proposals we have not raised a recommendation as this will be covered by the new
structure.
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Section one

Executive summary
Background

Good governance is a feature of high performing organisations. Effective NHS Boards are primarily focused on care
quality and excellent patient experience, they are effective at understanding their business, they can articulate and deliver
a successful strategic vision and they can demonstrate robust financial control.
The Care Quality Commission key lines of enquiry sets out that:
1.

2.

The Board operates as an effective unitary Board, demonstrating:
•

Clarity around its function, including the powers it reserves for itself and those it delegates to subcommittees and
others;

•

Stable and regularly attending membership (including non-executive directors) of a size appropriate to the
requirements of the organisation;

•

Appropriate balance between challenge and support, for example between executive and non-executive directors,
and between governors and non-executive directors, where applicable;

•

Appropriate information flows supporting decision-making and the timely resolution of risks and issues;

•

That it operates within its terms of reference, and regularly reviews achievement against them.

The Board’s agenda is appropriately balanced and focused between:

•

Strategy and current performance (short term and long term);

•

Quality, operations and finance;

•

Making decisions and noting/receiving information;

•

Internal matters and external considerations;

•

Business conducted at public Board meetings and that done in confidential sessions.

Strong leadership is required if NHS organisations are to provide healthcare services that reflect the patient need as well
as striving for clinical and financial sustainability both today and in the future. This challenge requires Boards with a
probing and challenging mind set who are able to work collaboratively across care pathways and rethink and help
reshape traditional models of care to deliver truly integrated services that the patients want and need. The increasingly
challenging environment in which NHS providers operate - with increased demand, greater cross locality working as part
of the STP footprints, workforce shortfalls and a smaller financial envelope – make the need for effective, robust
leadership more important than ever.
In May 2014 NHS Improvement published its Well Led Framework for Governance Reviews at NHS Foundation Trusts
which set out the expectation that external governance reviews should be commissioned at least every three years to
assess the leadership of organisation against the framework. In response to this Oxleas NHS Foundation Trust (‘the
Trust’) commissioned an external Well Led review from Deloitte, the results of which were published in 2015. No
significant concerns were raised as a result of this review and positive assurance was provided to the Board and to NHS
Improvement. Since that time the Trust has reviewed and revised its governance structures. This has seen changes at
both Board Sub Committee level and has involved the move to a directorate borough structure that focuses on services in
geographical areas. The Trust has also experienced a number of changes to Board members including a new Chair and
Chief Executive.
In September 2016 the CQC published its first of two inspection reports for the Trust and gave the Well Led domain a
‘requires improvement’ rating. This was largely driven by concerns over the way in which risks around safe staffing levels
and bed use were being escalated from services up to senior management. The Trust responded positively and was
able to put in place appropriate actions and when the second report by the CQC was published in May 2017 all domains,
including Well Led were rated as ‘good’. The CQC commended the Trust for its robust governance structures and
observed good understanding of the issues faced by the Trust from ward to Board. .
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Section one

Executive summary
NHS Improvement has recently published new guidance for NHS providers for undertaking Well Led reviews. This has
been done in conjunction with the CQC and is designed to align the previous NHS Improvement guidance to the CQC
Well-Led assessment. It recommends providers undertake a review every three to five years. Given the changes since
the last external assessment the Trust is keen to obtain some assurance through the internal audit service of the Board
level governance structures in place in order to contribute to the self-assessment it will undertake in 2018 which will in
turn inform the scope of the next externally commissioned Well Led assessment.

Objectives
The objectives of our review were:
Objective

Description of work undertaken

Objective One

We reviewed your Board governance structure taking into account the roles of each
Board sub-committee and the groups that report directly into those sub-committees.
In doing so we also compared your structure to those of other mental health and
community service providers as well as a wider group of providers considering both
the number and nature of groups and committees

To review and benchmark the
Trust’s Board governance
framework
Objective Two

We observed meetings of your Board, Formal Executive Team, Quality Committee
and Council of Governors, to assess the Board’s effectiveness. We considered
whether information provided to the meeting was sufficient and appropriate to
enable decision making and considered how time was spent between different
agenda items. We also considered the escalation of reports to the Board from its
formal sub-committees.

To consider the effectiveness of
the Board through observation

Recommendations

We summarise below the recommendations raised as a result of our review:
High
Medium

Low

Total

Made

-

2

1

3

Accepted

-

TBC

TBC

TBC

Acknowledgement

We thank the staff involved in this review who helped us complete our work.
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Section two

Recommendations
This section summarises the recommendations that we have identified as a result of this review. We have attached a risk
rating to these recommendations as per the following table:
Risk rating for recommendations raised



High priority (one): A significant
weakness in the system or process
which is putting you at serious risk of
not achieving your strategic aims and
objectives. In particular: significant
adverse impact on reputation; noncompliance with key statutory
requirements; or substantially raising
the likelihood that any of the Trust’s
strategic risks will occur. Any
recommendations in this category
would require immediate attention.

No.
1

Risk





Medium priority (two):
A potentially significant or medium
level weakness in the system or
process which could put you at risk of
not achieving your strategic aims and
objectives. In particular, having the
potential for adverse impact on the
Trust’s reputation or for raising the
likelihood of the Trust's strategic risks
occurring.



Low priority (three):
Recommendations which could
improve the efficiency and/or
effectiveness of the system or
process but which are not vital to
achieving the Trust’s strategic aims
and objectives. These are generally
issues of good practice that the
auditors consider would achieve
better outcomes.

Management response, officer
responsible and deadline

Recommendation
Frequency of Board meetings
In our observations, we noticed that Board focused mainly on
current performance, albeit related to the agreed strategic
priorities of the Trust. This is understandable, given the CQC
‘requires improvement’ assessment in 2016 and the subsequent
action plans that the Board has needed assurance over.
However, the Trust has worked hard to address the issues
raised by the CQC and this has been evidenced in the Trust’s
‘good’ rating which it received just eight months later in May
2017. We feel that now the Board could usefully move to a
longer-term focus. To facilitate this, we consider Board should
move having meetings every two months, with its Committees
focusing on giving the Board assurance on performance. This
would ‘free up’ senior time for strategic development and
implementation.
Recommendation
We recommend moving to Board meetings every two months.
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Section two

Recommendations
No.
2

Risk



Management response, officer
responsible and deadline

Recommendation
Board agenda focus
As mentioned above, monthly meetings combined with the
unexpected CQC inspection result, has led to the Board having a
strong assurance (current performance) focus. We consider the
Board can now be confident to lift its sights beyond such a focus
on assurance; it has moved out of ‘requires improvement’ faster
than most Trusts, and has a strong and diverse Board team, with
good skills, knowledge and experience. We consider the
Board’s future agendas could be less focused on assurance
(with this function being supported by its sub-committees), and
include other aspects of its core roles: ensuring it is fully
informed on the wider context, engaging with stakeholders,
formulating strategy and reviewing and addressing issues
threatening its implementation, and shaping culture. We
understand much of the Board’s strategy work is done on its
twice-yearly awaydays, but maybe its meetings could reference
the work done at awaydays more, including progress made.
Recommendation
We recommend the Board reconsider the focus of its agendas to
include more strategic, forward-looking and outward-looking
discussion and a more obvious joint problem-solving approach.

3



Board sub-committee structure
This Trust is unusual in having six main Board sub-committees in
its proposed structure (in addition to Remuneration and
Nomination Committees), which is twice as many as the average
NHS Trust (see appendix one). Whilst there are good reasons
for this, this does represent a significant demand on NED time.
The Trust in unusual in having an Infrastructure Committee, and
we understand that there are significant estates projects being
considered by this Committee at this time. However, we feel the
Trust should consider whether Infrastructure Committee should
report into Business Committee, meeting when required and
reporting into Business Committee as required.
Not all Trusts have Workforce Committees, although this is
arguably the largest single issue facing this Trust at this time. To
focus its attention more on the strategic elements of this
challenge and less on assurance, we consider Workforce
Committee could usefully move to meetings every two months.
Recommendation
We recommend:
•

The Trust considering having Infrastructure Committee
reporting in to Business Committee, rather than being a full
Committee in its own right;

•

That Workforce Committee meets every two months.
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Appendix one

Governance structure comparison
NHS Trust Board and Committee structures
In a recent analysis we carried out, most NHS mental health and community trusts, as well as other NHS trusts, have a
committee structure with three key committees – Audit (and Risk), Quality, and Finance, along with a fourth Committee –
Remuneration, which usually meets annually.
In the diagram below we have shown our expectation of the role of the Board and its sub-committees in terms of whether
they perform an assurance role (shown in circles) or a responsibility and oversight role (shown in squares)– or both.
Summary findings: comparison with this Trust
In the diagram below, we set out the Trust’s proposed structure (which we broadly support), indicating where it is the
same as most other Trusts and where it differs.
•

In the Trust’s proposed structure, which has been shared with us, six committees are proposed (in addition to
Remuneration and Nomination Committees which meet when necessary) – twice as many as average. This
potentially can place a significant burden on NED time (and on committee support);

•

This Trust is unusual in having an Infrastructure Committee – this would usually be a sub-committee of another Board
Committee;

•

Many Trusts have a significant number of sub-committees of Quality Committee – this Trust only has one, the
Mortality Surveillance Committee. We understand that the Quality sub-committees all report in to Executive Team
who therefore have oversight, not only of all quality issues, but also of the impact in other areas of operation, such as
finance, workforce and external context. This seems a good approach.
Council of Governors

S

Q

G

Remuneration/
Nominations
Committees
P

Finance
Committee

Board
S

G

Audit & Risk
Assurance
Committee
G

F

F

P

F

Area

Performance
and Quality
Assurance
Committee
Q

G

P

Q

G

P

Assurance role

G

Q

P

Quality
Improvement
& Innovation
Committee
Q

G

S

F

S

G

Infrastructure
Committee

P

Business
Committee

P

F

Workforce
Committee

S

P

G

P

G

Responsibility
& oversight
role

Strategic

S

S

Governance and risk

G

G

Quality

Q

Q

Most NHS Trusts, also at Oxleas

Performance (Operational &
HR)

P

P

Most NHS Trusts, not at Oxleas

Finance

F

F

Oxleas, not seen at most Trusts
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Appendix one

Governance structure comparison (continued)
Our observations on the proposed structure of Board and its sub-committees:
Please note: detailed notes of meetings we observed are given in the following appendix.
Board
We consider Board has good skills, experience and knowledge around the table at NED and ED levels. It has strong
relationships with the Council of Governors and uses a variety of methods, including ward visits, awaydays and
training days, to inform and develop Board members. However, we consider its past strong focus on assurance,
required to lift the Trust from ‘requires improvement’ to ‘good’, can now be changed. To support this, we
recommend the Board move to having meetings every two months, rather than monthly, which we consider would
help to move the emphasis of the meetings (Recommendation one).
We also consider the Board can usefully spend more of its time on strategy development and monitoring, including
joint problem-solving on difficult issues, as it reduces its focus on detailed assurance issues (Recommendation
two).
Infrastructure Committee
This Trust is unusual in having an Infrastructure committee which looks at estates and IT issues; we understand the
reasons behind this in that the Trust had been putting into place strategic estates partnerships which are high profile
and potentially high risk, and therefore need strong governance oversight. However, we wonder whether
Infrastructure Committee could report into Business Committee, as estates and IT projects could be considered as
specific business projects similar to those already considered by Business Committee (Recommendation three).
Business Committee
This Trust has a Business Committee which covers the remit of most trust Finance committees, although is wider as
it includes consideration of potential new investments and due diligence around these, reviewing and agreeing the
Annual Plan and oversight of contract performance. In fact, Finance committees are the most varied across trusts,
with some including investment, performance or even productivity within their scope. We have no specific
comments on Business Committee.
Quality Committee
We recognise that Quality Committee has a large attendance (20 at the meeting we observed), with only two to three
NEDs (two at the meeting we observed) trying to challenge on issues across a long and varied agenda. This is why
many Trusts have a significant number of sub-committees of Quality Committee, to shoulder the burden of the
detailed quality areas across the Trust. We understand these sub-committees provide assurance to Executive
Team, and we support the Trust’s proposal to split the remit of the Quality Committee into two – one part focusing on
operational quality and performance issues (Performance and Quality Assurance Committee), which will allow this
Committee to provide robust assurance to the Board. The other element, looking to make improvement in quality
and particularly to oversee the introduction and implementation of the Quality Improvement Programme (the Quality
Improvement and Innovation Committee), will be able to focus entirely on future improvements, again identifying
issues for Board to discuss and supporting a renewed focus on the future at Board.
Workforce Committee
A minority also has a Workforce Committee, as does this Trust. As this is arguable the most significant single issue
facing the Trust, a robust Workforce Committee, providing strong assurance to the Board on workforce performance
and helping identify risks the Board needs to be aware of, and issues for the Board to discuss in more detail would
be very helpful. However, to support a more strategic approach for this Committee, we recommend moving to
meetings every two months, rather than monthly (Recommendation three).
Audit and Risk Assurance Committee
This Committee works in a similar way to many other Trusts and is an effective committee. We have no specific
comments on Audit and Risk Assurance Committee.
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Appendix two

Board and Committee observations
Summary findings from our observations
✓ Strong level of challenge and engagement by NEDs and executives in all meetings observed
✓ Open and honest culture; people not afraid to speak or ask questions; full answers given
✓ Excellent Council of Governors meeting, with strong relationships shown between Governors, NEDs and EDs;
Governors asked good and appropriate questions which were well answered by NEDs or EDs
✓ Executive Management Team showed high level of debate and engagement, with issues being addressed robustly
and in the round; appeared to be a real problem-solving and practice-sharing meeting at the highest level
✓ Good evidence of different parts of the Trust wanting to share learning and good practice at all meetings observed
✓ Chair welcomed questions and comments from Governors, NEDs, staff and was very supportive in style at all the
meetings he attended; explained process to new Governors at Council of Governors at key points in the meeting
when it was most relevant
✓ At all NED meetings attended, the Chair of the meeting asked for feedback on effectiveness of the meeting at the end
✓ EDs clearly understood each other’s areas well and supported each other in responses, particularly at Board
✓ In all meetings observed, there was recognition of high achievement and good performance as well as focus on poor
performance and what needed to be done
•

Long papers supporting meetings – 166 pages at Board, 138 pages for Executive Team and 124 for Quality
Committee. Given that these meeting are all currently monthly, that is significant amount of information to digest

•

Quality Committee had large number of attendees and few NEDs, leading to a strange dynamic in the meeting

•

Some papers were introduced in detail at meetings when they had been circulated in advance

•

Quality of presentation slides was generally poor – too busy and difficult to read

•

Format of formal Executive Team still needs embedding as there was a lack of consistency in reporting between
areas – but the meetings observed was the first of the new format

•

At Board, there could have been more focus on external and forward-looking items and less focus on assurance
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Appendix two

Board and Committee observations
Executive Management Team (Formal), 14 September 2017

Minutes

Executive Management Team 14/09/2017
200
180
160
140
120
100
80
60
40
20
0

What did the items focus on....
Forward / backward looking content
Primarily forward looking content
Primarily backward looking content

How was the time spent....
What did you do with the items...
Discuss / agree actions
Note
Approve

Key observations:

✓ Good level of debate between directorates and a real sense they wanted to share what had worked and learn from
each other; everyone appeared comfortable contributing
✓ Good references to Board committees and where specific issues needed to go – e.g., potential tenders to Audit
Committee; QIP business case to Quality Committee
✓ Good focus by the CEO on the Directors’ plans to address issues they faced - not just a discussion about the issue,
but what was their plan, what support did they need to implement it and when did they think it would begin to show
results. This meant that all Directorate item debates were very forward looking
✓ Good acknowledgement of successes in the room – e.g., ALD had no exceptions on the IBR; Facebook campaign
had been successful in recruiting in Bromley; Bexley restructuring of district nursing to reduce costs
✓ Long, rich and broad debate about QIP business case which engaged everyone, including how to present to staff and
to Board. A small pilot in one ward had been received enthusiastically
✓ CEO summarised well and kept meeting moving
•

Format still needs embedding – there was significant inconsistency between directorates in the way they reported.
However, it was the first meeting of the new format, so plenty of time yet to bed this down

•

It was a long meeting and therefore a huge investment of many senior people’s time

•

No indicative timings on the Agenda
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Appendix two

Board and Committee observations
Council of Governors, 21 September 2017

Council of Governors 21/09/2017

180

What did the items focus on....
Forward / backward looking content

Minutes

160
140

Primarily forward looking content

120

Primarily backward looking content

100

How was the time spent....

80
60

What did you do with the items...

40
20

Discuss / agree actions

0

Note
Approve

Key observations:

✓ Good presentation by CEO, pitched well with little or no jargon, and clear; included both good and less good news
✓ Good level of challenge and input from governors
✓ Good mix of input: background papers, speaking, slide presentations and videos
✓ Chair managed meeting well, allowing people to speak, ensuring questions were fully answered and summarising well
✓ Chair welcomed new governors and explained process at various points – e.g., governor scrutiny role in holding
NEDs to account, and in independent inquiries; commended governors for appropriate challenge on particular items
✓ NEDs not defensive when challenged
✓ Good level of activity by governors as demonstrated by reports back on observations of NED committees ward visits
✓ Active CoG Membership Committee, identifying priorities (younger members) and reporting to full CoG
✓ Good induction and training programme for new governors (upcoming training dates circulated with agenda)
✓ Mixed EDs, NEDs and Governors on each table
✓ Sense of openness and honesty in meeting – questions asked appeared well answered; some quite robust debate,
particularly when personal situations discussed; good interaction between governors, NEDs and EDs

✓ Chair asked for feedback on the meeting at the end – how governors had found it
✓ Plenty of natural light and a good open space
✓ Good screen for showing presentations and videos – everyone could see and technology worked well
•

No indicative timings on the agenda
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Appendix two

Board and Committee observations
Board, 5 October 2017

Minutes

Board 05/10/2017
200
180
160
140
120
100
80
60
40
20
0

What did the items focus on....
Forward / backward looking content
Primarily forward looking content
Primarily backward looking content

How was the time spent....

What did you do with the items...
Discuss / agree actions
Note
Approve

Key observations:
✓ Introductory session with NEDs only (not observed) appears to work well for NEDs

✓ Introduction session with NEDs, Governors and Trust Secretary was good; Chair encouraged governors to ask
questions or raise concerns, empathising with their challenges, and thanking them for their work as governors
✓ NEDs introduced all their own committee reports, reporting on wider discussions not just the minutes
✓ Good level of challenge from NEDs, who pushed back if questions not answered fully first time
✓ EDs clearly understand each other’s areas well and support each other in responses
✓ Good NED engagement with ward and service visits; lively reporting back; good template to support this
✓ Good chairing, allowing people to speak but moving on appropriately; summarising at the end of items
✓ Governors asked if they wish to contribute anything at the end of the meeting
•

No timings on the agenda

•

The nature of the meeting observed was more updating than decision-making meeting. The main focus was on
implementation of current strategies rather than forward-looking discussion and planning

•

Some written (and previously circulated) reports introduced in some detail (rather than assumed they had been read)

•

Not clear that risks were clearly being escalated from Committees – or being identified as such

•

The length of the debate meant that it was not always easy for observers to follow
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Appendix two

Board and Committee observations
Quality Committee, 20 October 2017

Quality Committee 20/10/2017
140

What did the items focus on....
Forward / backward looking content

120

Minutes

Primarily forward looking content
100

Primarily backward looking content
80

How was the time spent....

60

What did you do with the items...

40
20

Discuss / agree actions
0

Note
Approve

Key observations:

✓ Good presentations (three in total) showing how the Trust is making a difference on the ground, including two from
same business area allowing meeting to compare/contrast across boroughs
✓ NEDs challenged well, even though only two of them – e.g., impact on patient outcomes; baseline benchmarking;
prone restraint, including Trust policy and targets; good at asking follow up questions if necessary
✓ Good debate around NHSI request to break anonymity to build a better ‘model’ for a mental health hospital (which
they unanimously decided to refuse)
✓ Good evidence of sharing learning across directorates – e.g., learning from inquests

✓ Chair good at summarising at end of items; Chair reviewed meeting effectiveness at the end
✓ Chair complimented good achievements
✓ Good support (and occasionally challenge) by EDs and CDs of other staff
✓ Indicative timings for items on the agenda
•

20 people in the room and only two NEDs; a difficult dynamic

•

Some papers introduced in detail

•

Slides for presentations were too busy and difficult to read; they did not add to verbal presentation

•

Not a decision-making meeting, although there was some good challenge, information-sharing and learning from good
practice

•

Committee did not agree at the end what risks or key issues needed to be escalated to Board
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Appendix four

Staff involvement and documents reviewed
We held discussions with the following staff as part of the review:
Name

Job title

Andy Trotter

Chair

Ben Travis

Chief Executive

Steve Dilworth

Non Executive Director and Audit Committee Chair

Steve James

Non Executive Director and Quality Committee Chair

Dr Ify Okocha

Medical Director

Sally Bryden

Associate Director of Corporate Affairs and Trust
Secretary

We observed the following meetings:

•

Executive Team, 14 September 2017

•

Council of Governors, 21 September 2017

•

Board, 5 October 2017

•

Quality Committee, 20 October 2017

We reviewed the following documents:

— Board Committee Structure;
— Terms of Reference for the Board and each of its sub-committees;
— Papers for the Board and its sub-committees;
— Operational Plan;
— Proposed committee structure for 2018;
— Annual report.
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Oxleas Board Governance Structure
Introduction

Development proposals

In December 2016, changes to our Board sub-committee structure were agreed. The new
structure has been running for ten months and some further developments are proposed to
ensure full oversight of key issues and risks, to maximise links to the operational
management of the organisation and to ensure that our planned quality improvement
programme is fully part of our system.
Background
What are we trying to achieve?
We want a governance framework in place that:
• Supports continuous improvement
• Enables sharing of best practice
• Identifies and manages risks
• Ensures required standards are achieved
• Identifies poor performance and checks that action is taken to improve.
The framework needs to be comprehensive (ie link ward to board) but not overly arduous
and bureaucratic.
Proposed Board Committee structure

Aim of proposed structure
1. To separate focus on quality governance/performance and quality improvement
To achieve this, we propose separate committees focusing on each aspect. A Performance
and Quality Assurance Board Sub-Committee monthly plus a Quality Improvement and
Innovation Board Sub-Committee every other month.
Performance and Quality Assurance Committee.
The focus of this committee would be to review performance in key quality indicators for
patient safety, patient experience and compliance with standards including infection control
and NICE guidelines. The committee will monitor the key clinical indicators on the Trust
Board integrated dashboard.
Through the Executive lead, reports on trustwide quality assurance matters including
• Patient safety
• Medicines management
• Patient experience
• Mental Health Act legislation oversight
• Safeguarding Children
• Safeguarding Adults
• Infection Prevention and Control
• Mortality Surveillance
• Medical Devices
will be discussed at this committee. The committee will provide assurance to the Board of
Directors that required clinical quality standards are being achieved, any areas requiring
improvement are identified and that action is taken to make improvements where
necessary.
Quality Improvement and Innovation Committee
A separate Quality Improvement and Innovation Committee would be established to
oversee our quality improvement programme and ensure that we are maximising
opportunities to benefit from it.
The focus of this committee would be to have oversight of the delivery of the Quality
Improvement programme and share learning and good practice (identified through clinical
effectiveness groups and QI project groups) across the organisation so that our services
continuously improve.

2. To streamline quality of services assurance and risk reporting from services and
corporate departments.
Each directorate senior management team reports to the Executive every two months
presenting their integrated performance dashboard (including quality/finance/HR
indicators), key issues and risks facing the directorate.
Every two months, professional clinical and corporate leads report to the Executive on key
issues/risks and key performance indicators within their areas. Through this mechanism, via
the Executive leads, trustwide groups such as the Information Governance Group, Infection
Control and Prevention Group, Safeguarding Children and Adults groups report on issues
and risks and the actions being taken to mitigate these.
Through these reports, issues and mitigation plans would be agreed by the Executive.
Executive leads would take significant risks/issues to board sub-committees.
Every six months, the senior management teams of each service directorate meet with
corporate leads as part of the annual planning process. Through these meetings, an in-depth
review of the directorate’s achievements in delivering key annual plan objectives and
planning for the coming year is undertaken.

To strengthen links between operational management and quality performance it is
suggested that senior management teams with their quality leads (clinical director and

directorate representatives on trustwide quality groups) establish integrated directorate
governance processes.

3. Reducing the frequency of board meetings to six times a year
This would enable greater trend analysis and strategic focus and would reduce burden of
meetings. Board level oversight would be maintained via sub-committee meetings and
annual reports on key issues such as Mental Health Act compliance, Safeguarding etc. The
proposed meeting timetable would be the first Thursday in January, March, May, July,
September and November.

Appendix A
Committee membership
There is a balance of NEDs (at least two at each committee) and Executive Directors across
the committees. The Trust Chair is not a standing member of the committees but attends as
appropriate. Governors are invited to observe the NEDs carrying out their role as chairs of
the sub-committees.
The aim is to keep meeting times to 2 hours and keep the number of committee members
to below 10.
1. Audit and Risk Assurance Committee
The focus of this committee is to review financial and corporate governance, assurance
processes and risk management.
NED members

Executive Director
attendees

Service/corporate
Directors attendees
Oxleas staff

Frequency

Steve Dilworth (Chair)
Jo Stimpson
Steve James
Ben Travis
Jazz Thind (Executive Lead)
Meera Nair
Michael Witney
Keith Soper
Sally Bryden
Rhoda Iranloye
Sue Owen
Every two months

Additional attendees depending on topic plus rotational focus on sub-committee risk
registers. Representatives of external and internal audit will also attend.

2. Infrastructure Committee
The focus of this committee is the capital investment programme and the IT infrastructure
development.
Membership
NEDs

Executive Directors
In attendance
Service/corporate
Directors

Oxleas staff
Frequency

Seyi Clement (Chair)
Steve Dilworth
Steve James
Jazz Thind
Rachel Evans (Executive lead)
Alison Furzer
Keith Soper
Tracy Longley
Every two months

3. Business Committee
This committee has oversight of the financial development of the trust.
Membership
NEDs

Executive Directors

In attendance
Service/corporate
Directors
Oxleas staff
Frequency

Jo Stimpson (Chair)
Steve Dilworth
James Kellock
Andy Trotter
Ben Travis
Helen Smith
Jazz Thind (Executive Lead)
Ify Okocha
Tom Brown
Simon Henley-Castleden
Monthly

4. Workforce Committee
This committee has oversight of recruitment, retention, staff development, health and
safety and staff engagement and communication.
Membership
NEDs

Executive Directors
In attendance
Service/corporate
Directors
Oxleas staff
Frequency

James Kellock (Chair)
Jo Stimpson
Yemisi Gibbons
Meera Nair (Executive Lead)
Jane Wells
Helen Smith
Michael Witney
Rachel Evans
Iain Dimond
Sally Bryden
Every two months

5. Performance and Quality Assurance Committee
The focus of this committee would be to review performance in key quality indicators for
patient safety, patient experience and compliance with standards including infection
control, mortality surveillance and NICE guidelines. The committee will monitor the key
clinical indicators on the Trust Board integrated dashboard.
NEDs

Executive Directors

Service Director
Clinical Director
Oxleas staff
Frequency

Yemisi Gibbons (Chair)
James Kellock
Seyi Clement
Andy Trotter
Jane Wells (Executive Lead)
Ify Okocha
Helen Smith
Michael Witney
Estelle Frost
Derek Tracy (representative role rotating annually between clinical
directors)
Rhoda Iranloye
Simon Sherring
Monthly

6. Quality Improvement and Innovation Committee
This committee would ensure a systematic approach to implementing quality improvement
and sharing and embedding good practice. The focus of this committee would be to have
oversight of the delivery of the Quality Improvement programme and share learning and
good practice (identified through clinical effectiveness groups and QI project groups) across
the organisation so that our services continuously improve.
Membership
NEDs
Executive Directors

In attendance
Clinical directors
Service/corporate
Directors
Oxleas staff
Frequency

Steve James (Chair)
Seyi Clement
Yemisi Gibbons
Ify Okocha (Executive Lead)
Jane Wells
Ben Travis
Meera Nair
Lorraine Regan, Lesley French, Anthony Akenzua, Abi Fadipe,
Elizabeth Zachariah, Derek Tracy
Michael Witney
Stephen Whitmore
Rhoda Iranloye
Other staff will attend depending on focus of meetings
Every two months

7. Nominations Committees – executive and non-executive
These committees have oversight of board succession planning and the appointment of new
non-executive and executive directors.
Membership – non-executive
NEDs
Andy Trotter
Plus one NED
Governors
Lead governor
User/carer governor
Public governor
In attendance
Meera Nair
Frequency
As required

Membership – executive
NEDs
Executive Directors
Governors
In attendance
Frequency

Andy Trotter
Plus two NEDs
Ben Travis
Lead governor
Meera Nair (as appropriate)
As required

8. Remunerations Committee
This committee has oversight of executive remuneration and recommends non-executive
remuneration policy to the Council of Governors.
Membership
NEDs
Governors
Oxleas staff
In attendance
Frequency

Andy Trotter
Steve Dilworth
James Kellock
Governor representative
Wendy Lyon, Head of Partnership
Meera Nair
Ben Travis
As required – at least annually

JAN
Formal Board of Directors
1st Thursday 10:30-2:00
Papers
Board Strategy/
Development awayday
Business Committee
3rd Tuesday 09-11:30
Infrastructure Committee
3rd Tuesday 12:00-14:00
(bi-monthly) after BC
Audit & Risk Assurance
Committee 3rd Tuesday
12:00-14:00
(bi-monthly) after BC
Workforce Committee
3rd Wed 13.00 – 15.00
(bi-monthly)
Performance and Quality
Assurance Committee
3rd Weds 15.30 – 17.30
Quality Improvement and
Innovation Committee
4th Weds 15.00 – 17.00
Formal Executive Team
2nd Tuesday 09.00-12.00
Informal Executive Team
4th Tuesday 09.00-11.00
Council of Governors
Thurs 14:30-17:00

FEB

11

MAR
1

4

22
8

16

20

16

20

24
9
A
23

17

13
A
27
15

19

20

8
A
22

21

12
B
26
21

18

10
A
24

16

18

17
19

11
A
25
20

18

20

17

27
14
B
28

20

16

15

26

DEC

1

18

15

NOV

25
4

21

18

OCT

6

17

24
10
B
24

17

20
16

SEPT

30

19
22

18

AUG

5

(sign off
accounts)

22
13
B
27

15

18
21

JULY

28

17

21

JUNE

3

20

21

MAY

26

20

17

APR

19
21

19

22
9
B
23

13
A
27

11
B
n/a
13

Appendix B – draft
meeting schedule

Board sub-committee guide
1.0 Introduction
Every foundation trust should be headed by an effective board of directors who are
collectively responsible for the performance of the organisation. Having a comprehensive
Board sub-committee structure supports the delivery of this. The Board sub-committees
enable regular detailed discussion on key issues. They are a core part of our risk
management processes, provide assurance to the wider Board of Directors and information
and opinions to shape strategic direction. This guide gives a framework to ensure that the
committees work effectively.
2.0 Board Sub- committee structure

3.0 Terms of reference
Each sub-committee will have a terms of reference in place which is reviewed regularly.
Each sub-committee will be chaired by a non-executive director and have an identified lead
director from the Executive.

3.1 Key committee responsibilities
Audit and risk assurance committee
• Monitor, review and report to Board on financial integrity and governance
• Oversight of risk management and effectiveness of internal control
• Oversight of compliance with corporate governance standards
• Internal and External audit functions
Infrastructure committee
• Capital investment programme
• IT infrastructure development
• Emergency planning and buildings safety
• Oversight of Strategic Estates Partnership
Business committee
• Business planning and oversight of business proposals
• Financial management and performance
• Contract performance and negotiation
Performance and quality assurance committee
• Performance in quality key indicators
• Compliance with clinical standards including infection control, safeguarding and
patient safety
• Oversight of Mortality Surveillance Group
Quality improvement and innovation committee
• Delivery of quality improvement programme
• Sharing learning and good practice identified by clinical effectiveness groups and QI
projects
Workforce committee
• Recruitment and retention
• Staff development
• Staff engagement
• Staff health and safety issues

Nominations Committee
• Oversight of board succession planning requirements
• Identification and assessment of potential board candidates
• Nominations for approval by Board or Council of Governors as appropriate
Remunerations Committee
• Oversight of executive director remuneration and recommendation to Council of
Governors on non executive director remuneration

4.0 Meeting planning
The agenda for each meeting will be agreed by the committee Chair and the Lead Director.
Before each committee meeting, a pre-meet will be held between the Chair and Lead
Director to review and plan for the upcoming meeting.
Annually, the Chair and Lead Director will evaluate the performance of the committee
against its terms of reference and meet with Trust Chair and Chief Executive to agree
whether changes are needed to the committee membership and/or focus.

5.0 Meeting management
Papers for the sub-committee and Board meetings will be completed using the template
front sheet (appendix A) and will be circulated several days in advance of the meeting. An
action tracker will be maintained to ensure that agreed actions are completed and items
return to the committee for further review as appropriate.
At the beginning of each meeting, the chair will check that the meeting is quorate and
whether any conflicts of interest need to be managed. Governors are invited to attend to
observe the non-executive directors carrying out their roles as chairs of the sub-committees.
Reports will be taken as read and the aim is to keep sub-committee meeting times to two
hours and board meetings to four hours. The committee will identify items that need to be
reported up to the Board for further discussion or decision.
Dates for meetings will be agreed annually and any changes to meeting dates must be
shared with trust secretary.

Appendix A – committee front sheet template

XX Board/Sub- Committee

Item

Date

Enclosure

Report Title
Author
Accountable
Director
Confidentiality/
FOI status
Report Summary

Name/title
Name/title
An explanation why the paper should remain confidential where this is the
case.
A précis of the report

Purpose
(tick one box
Information
Approval
To note
Decision
only)
Recommendation Clear outline of what the committee is being asked to
agree/discuss/note. Items for information will not allocated time for
discussion within meeting.
Link to strategic
objectives

Quality

Workforce

Sustainability

Partnerships

Link to Board
Assurance
Framework

Cross reference to risk register

Implications
Quality
Financial
Equality analysis
Service
user/carer/staff

Briefly outline implications of the recommendations in this report

APPENDIX D

Board appointments planning – key dates
1. Background
To ensure the independence of non executive directors on a Board of Directors,
appointments are made for a specific period of time. Our Constitution states that the Chair
and other non executive directors will hold office for a period of up to three years and are
then eligible for re-appointment. They may not hold office for more than three successive
terms. The Council of Governors appoint and re-appoint the Chair and non-executive
directors.
In 2018, the following terms of office will be completed:
• Andy Trotter will complete his first term on 31 October 2018 – eligible for reappointment
• Stephen Dilworth will complete his first term on 31 October 2018 – eligible for reappointment
• James Kellock will complete his third term on 31 October 2018
We therefore need to consider how we will undertake these appointments/reappointments.
2. Proposed process
New NED appointment
Spring 2018 – Nominations Committee review Board composition and agree person
specification and interview process for non executive director
Early Summer 2018 – advertise non executive opportunity at Oxleas
Summer 2018 – interviews for non-executive director
1st week September 2018 –Nominations Committee agree proposal on appointment to take
to Council of Governors
20 September 2018 – approval at Council of Governors’ meeting.
Chair and NED re-appointments
Early Summer 2018 appraisal of Chair (led by Senior Independent Director) and nonexecutive director (led by Chair) including feedback from governors/board members
1st week September 2018 – feedback shared with Nominations Committee and
Nominations Committee agree proposal on re-appointment to take to Council of Governors
20 September 2018 – approval at Council of Governors’ meeting.
The Board is asked to note the key dates and approve the process

Board of Directors
7th December 2017

Item
Enclosure

7
5

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:
•
•

Vacancies
Normalised Surplus YTD

NHSI Indicators report also attached.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Integrated Performance Report - October 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%

Q4
16/17

Q1
17/18

2

Jul-17

2

Aug-17

2

Jul-17

Sep-17

2

Aug-17

Oct-17

2

Sep-17

Comments - Oct 17
2 With effect from October 16 Trusts are scored in line with the
NHSI Single Oversight Framework. Providers are assigned a
segment when reviewed against 5 core themes - segment 1
(Complete Autonomy) to segment 4 (Special Measures). Note:
(Financial segment of this measure = 3 (Amber))

Q4
16/17

Q1
17/18

Oct-17

IO

98.6%

99.1%

99.1%

98.8%

99.5%

99.1%

Comments - Oct 17

3

Quality

Monthly

DH

4

Quality

Monthly

Trust

29 Mar 2017

10798

Friends/relatives involved in care and treatment

>90%

IO

96.4%

96.8%

94.8%

93.6%

95.3%

93.0%

5

Quality

Monthly

Trust

04 Jul 2016

10338

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

>90%

IO

94.1%

95.6%

97.2%

96.3%

97.4%

97.4%

6

Quality

Monthly

Trust

04 Jul 2016

10339

FFT - % recommended

>90%

IO

92.1%

93.6%

90.2%

90.9%

89.9%

91.8%

7

Quality

Monthly

Trust

04 Jul 2016

10340

Friends and Family Test (FFT) - % not recommended

<10%

IO

2.6%

2.4%

2.1%

2.9%

2.3%

1.5%

Info
Assurance

Metric
Code

Responsive - People get the treatment and care they need at the
right time, without excessive delay and services are organised so
that they meet people's needs

Target

Exec
Lead

S.No

Committee

Reported

Origin

Q4
16/17

Q1
17/18

Jul-17

Aug-17

Sep-17

Oct-17

Comments - Oct 17

8

Quality

Monthly

Trust

24 Aug 2016

10528

Number of Complaints Received

IO

68

67

32

23

25

20

9

Quality

Monthly

Trust

24 Aug 2016

10529

Number of Compliments Received

IO

267

206

63

74

90

73

10

Quality

Quarterly NHSI

10768

Delayed Transfers of Care

<7.5%

HS

3.2%

4.8%

4.6%

5.3%

7.3%

11

Quality

Monthly

Trust

04 Jul 2016

10335

4 Must Dos - Enough information about care and treatment

>90%

IO

96.7%

96.8%

97.4%

96.4%

98.2%

98.2%

12

Quality

Monthly

Trust

04 Jul 2016

10336

4 Must Dos - Involved in decisions about care and treatment

>90%

IO

95.7%

96.8%

97.1%

96.0%

97.3%

97.9%

13

Quality

Monthly

Trust

01 Aug 2016

10026

Referral to treatment for Allied Health Professionals (AHP)

>95%

HS

98.4%

97.2%

97.0%

97.6%

98.4%

98.3%

14

Quality

Monthly

Trust

01 Aug 2016

10024

Referral to treatment for Psychological Therapies (PT)

>95%

HS

85.0%

84.5%

86.5%

86.9%

87.4%

89.1% A QI initiative is underway led by Rhoda Iranloye. This metric will
remain 'greyed out' and no exception reporting will take place
until QI work is completed at end of Dec 2017.

15

Quality

Quarterly NHSI

12 Jul 2016

10248

Referral to treatment for incomplete care pathways

>92%

HS

94.9%

93.5%

94.7%

93.8%

97.2%

96.2%

Reported

Info
Assurance

Metric
Code

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

Target

Exec
Lead

Q4
16/17

Q1
17/18

S.No

Committee

Origin

Jul-17

Aug-17

Sep-17

Oct-17

Comments - Oct 17

16

Quality

Quarterly NHSI

13 May 2016

10314

CPA 7 Day follow up (Discharge from Inpatient setting)

>95%

HS

97.1%

94.7%

95.2%

95.7%

100.0%

97.4%

17

Quality

Monthly

Trust

16 Jun 2016

10342

Adult Acute Bed occupancy (excluding leave)

<100%

HS

96.2%

94.5%

96.9%

95.6%

96.8%

96.1%

18

Quality

Monthly

Trust

25 Jul 2016

10463

OPMH Acute Bed occupancy (excluding leave)

<100%

HS

90.8%

91.3%

89.2%

94.0%

96.0%

94.8%

19

Quality

Monthly

Trust

13 Jun 2016

10343

Adult Community Intermediate Care Bed Occupancy

85-95%

HS

96.2%

94.6%

90.1%

91.8%

91.9%

82.9% <= 80% Red, 80-85% or >95% Amber, 85% - 95% Green.
Meadowview 93.8%, GICU 68.8%. Occupancy levels were
impacted by additional beds on GICU which should have been
closed down in November 2017.

20

Quality

Monthly

Trust

26 Oct 2017

10869

Crisis Home Treatment Team Gatekeeping

21

Quality

Quarterly Trust

01 Aug 2016

10101

CRHT Gatekeeping

>95%

HS

22

Quality

Monthly

Trust

19 Jul 2016

10446

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

>95%

HS

95.0%

23

Quality

Monthly

Trust

20 Oct 2016

10512

48-Hour Post-Discharge Follow-up

>100%

IO

24

Quality

Monthly

Trust

01 Jul 2016

10355

No of incidents (1-3)

N/A

25

Quality

Monthly

Trust

11 Jul 2016

10356

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

26

Quality

Monthly

Trust

04 Jul 2016

10447

Incidents of Grade 3 and 4 Pressure Ulcers

27

Quality

Monthly

DH

04 Jul 2016

10351

28

Quality

Monthly

DH

04 Jul 2016

29

Quality

Monthly

Trust

08 Aug 2016

Report Run Date: 01 Dec 2017 04:01 PM

98.8% This metric is now calculated directly from RIO. RAG: Green: >95%;
Amber: >85%<95%; Red: <85%. Metric 10869 applies from
October 2017.

HS

100.0% 100.0%

100.0%

100.0%

100.0%

93.0%

97.0%

93.8%

96.4%

93.0% RAG: Red: < 85.0%; Amber: 85.0% - 95.0%, Green: >= 95.0%

98.9%

88.5%

94.9%

94.4%

96.4%

96.5% BEX 15/15, BRO 23/24, GRE 17/18

JW

2,649

2,715

912

916

864

959

N/A

JW

9

14

6

8

9

2

N/A

JW

39

33

5

9

13

6

Safe staffing levels- Registered (Actual against planned)

>100%

JW

94.1%

97.1%

94.5%

89.4%

92.5%

95.8% Red: < 95.0%; Amber: 95.0% - 100.0%; Green: >= 100.0%

10352

Safe staffing levels- Unregistered (Actual against planned)

>100%

JW

110.0% 113.2%

115.0%

109.7%

109.2%

106.2% Red: < 95.0%; Amber: 95.0% - 100.0%; Green: >= 100.0%

10448

Medication errors

N/A

IO

57

71

52

183

Page-1

192

66

Integrated Performance Report - October 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

Q4
16/17

Q1
17/18

Jul-17

Aug-17

Sep-17

Oct-17

Comments - Oct 17

30

Workforce &
Development

Monthly

Trust

23 May 2016

10334

Vacancy Rate (Trustwide)

<14%

SH

13.5%

12.8%

13.2%

12.9%

12.9%

11.8% RAG: <=14 Green; 14-17 Amber; >17 Red

31

Workforce &
Development

Monthly

Trust

01 Jun 2016

10445

Vacancies - Exceptions Prisons

<14%

SH

20.7%

20.5%

13.4%

18.8%

19.8%

16.6%

32

Quality

Monthly

Trust

10852

Vacancies - Exceptions Bromley

<14%

SH

18.9%

18.2%

18.3%

16.9%

14.9%

33

Quality

Monthly

Trust

10913

Vacancies - Exceptions Forensics

<14%

SH

11.5%

20.5%

20.2%

20.7%

19.6% Please see exception report.

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

S.No

Committee

Reported

Origin

Info
Assurance

Q4
16/17

Q1
17/18

Jul-17

Aug-17

Sep-17

Oct-17

Comments - Oct 17

34

Quality

Quarterly NHSI

10767 Early Intervention in Psychosis (EIP) - 2 Week Waiting Times (Waiting)
/10915

>50%

37.0%

50.0%

52.9%

50.0%

75.0% RAG: Green >= 50; Red < 50. (7/14).

35

Quality

Quarterly NHSI

10850 Early Intervention in Psychosis (EIP) - 2 Week Waiting Times (Seen)
/10916

>50%

34.6%

57.9%

55.6%

50.0%

80.0% RAG: Green >= 50; Red < 50. (4/8)

36

Quality

Monthly

Trust

63.2%

95.7%

93.1%

93.5%

91.9%

96.5%

37

Quality

Monthly

Trust

26.2%

78.6%

68.6%

82.0%

85.4% There was a system issue with the health roster system in August
2017, hence that figure is unavailable, and un-recoverable.

38

Quality

Monthly

Trust

94.3% Red:<90%, Amber: 90%-100%, Green: = 100%. (181/192 = 94.2%)

39

Quality

Monthly

40

10645

% Estimated Date of Discharge entered within 24 hours

>90%

10836

Roster Score %

>90%

25 May 2016

10323

Ensure patients detained under the MHA are provided with info as
stated-recorded on Rio (S132)

>100%

IO

96.7%

96.1%

98.1%

97.5%

95.8%

Trust

25 May 2016

10325

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

>100%

IO

93.9%

88.8%

100.0%

100.0%

100.0%

Quality

Quarterly NHSI

09 Aug 2016

10324

Data Completeness: Mental Health Identifiers

>97%

HS

99.5%

99.5%

99.5%

99.5%

99.5%

99.5%

41

Quality

Monthly

Trust

15 Aug 2016

10322

MH CPA Service user reviews after 6 months

>95%

HS

92.3%

92.9%

96.9%

96.7%

96.6%

97.3%

42

Quality

Monthly

Trust

15 Aug 2016

10102

CPA formal review within 12 mths

>95%

HS

99.5%

99.5%

99.4%

99.5%

99.8%

99.9%

43

Quality

Monthly

Trust

05 Jul 2016

10359

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

>95%

HS

96.3%

96.7%

94.0%

98.0%

98.0%

97.0%

Info
Assurance

Metric
Code

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

Target

Exec
Lead

Q4
16/17

Q1
17/18

S.No

Committee

Reported

Origin

29 Mar 2017

HS

Jul-17

Aug-17

Sep-17

100.0% Red:<90%, Amber: 90%-100%, Green: = 100%. (10/10).

Oct-17

Comments - Oct 17

44

Workforce &
Development

Monthly

Trust

19 Aug 2016

10353

Staff Personal Development Review (PDR) Completeness

>80%

SH

90%

87%

88%

87%

88%

89% Red: < 74.0%, Amber: 74.0% - 80.0%, Green: >= 80.0%

45

Workforce &
Development

Monthly

Trust

19 Aug 2016

10354

Supervision Completeness

>80%

SH

80%

76%

81%

73%

82%

77% Red: < 74.0%, Amber: 74.0% - 80.0%, Green: >= 80.0%. Overall
position was impacted by acquisition of a new service / staff group
at the beginning of October 2017, performance had improved to
81% compliance by the end of November 2017.

46

Workforce &
Development

Monthly

Trust

23 May 2016

10333

Sickness Rate

<4%

SH

4.6%

3.6%

4.1%

4.1%

3.9%

4.6% >6% Red; 4-6% Amber; <=4% Green

47

Workforce &
Development

Monthly

Trust

01 Aug 2016

10331

Bank Costs as % of pay spend (All professions)

>7%

SH

6.4%

7.1%

6.8%

8.5%

7.6%

7.3% Figures include all professions >7.0% Green; 5.0 -7.0% Amber; <=
5.0% Red.

48

Workforce &
Development

Monthly

Trust

12 Jul 2016

10332

Agency costs as % of pay spend

<8%

SH

10.8%

9.4%

8.4%

8.3%

9.7%

7.0% 'RAG: >11.0% Red; 8.0% to 11.0% Amber; <= 8.0% Green

49

Business

Monthly

NHSI

12 Jul 2016

10326

Normalised Surplus - Year to Date (£M)

0.1

JT

1

-1

-1.2

-1.6

-1.7

50

Business

Monthly

NHSI

12 Jul 2016

10327

Cash Position (£m)

47.0

JT

62

65.7

60.9

57.7

54.8

51

Business

Monthly

Trust

12 Jul 2016

10328

Capital Expenditure - Year to Date (£m)

<22.4

JT

31.4

4.1

5

5.9

6.6

7.1 Year to date plan £7.9m, Year end plan £16.4m

52

Business

Monthly

Trust

01 Aug 2016

10330

CRE Plans 17/18 (£M)

>9.5

JT

7.4

7.1

7.3

7.7

8.1

8.2 Year end saving plan £9.5m

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: 01 Dec 2017 04:01 PM

Page-2

-1.6 Please see exception report
54 Year to date plan £50m, Year end plan £47m

EXCEPTIONS REPORT: Lines 30, 31 and 32 – Vacancies (Exceptions Bromley, Forensics and Prisons)
Vacancies – Trust wide, Bromley (CMHS & Inpatient) 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
Forensic

Q4
20.67
-

Effectiveness of Actions to Date

Q1

May-17

Jun-17

Jul-17

Aug-17

Sept- 17

Oct-17

20.48%
-

18.87%
19.59%
12.95%

18.50%
21.12%
9.79%

18.21%
13.38%*
20.52%*

18.26%
18.83%
20.22%

16.94%
19.48%
20.71%

14.91%
16.59%
19.63%

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 Inpatient establishments as an identified cost pressure. Improvement to October’s vacancy
figures due to increased recruitment efforts and volumes.

Future Actions and monitoring process

General:

On 8 November, a workshop was held with key stakeholders to review the recruitment process and identify where we have opportunities to speed up the process by running tasks
concurrently or reducing the time spent on each activity. This new recruitment process was discussed at the Workforce Committee and is expected to lead to a significant reduction in the
recruitment timeframe. Our recruitment and retention plan has been submitted to NHS I and reviewed. Actions are underway to implement it and progress will be monitored through a
monthly meeting chaired by the CEO.
Prisons:

•
•
•

There are 14 band 5 nurses and 32 candidates in total undergoing pre-employment checks.
Further work is taking place to transfer long term nurse and pharmacy agency workers to our staff bank.
Employees are commencing on security clearance waivers where permissible following risk assessment and consultation with prison governors.

Forensics:

•
•

The forensic establishment increased in July by 20.56FTE. This has therefore increased the vacancy rate to 19.63% (without the increase in staffing, the vacancy rate would have
been around 15%).
Currently 62 candidates are at pre-employment check stage (31 HCAs, 8 nurses, 4 assistant practitioners, 2 psychologists)

Bromley (Inpatient & CMHS)

•There has been a further improvement in the vacancy rate.
•A successful Saturday band 5 nurse recruitment event took place on 28 October and a further campaign is underway.
•Currently 33 candidates are at pre-employment check stage (5 of these are band 5 nurses - some due to qualify in March 2018).

Lead Board Director:

Estimated time to resolve: TBC

EXCEPTIONS REPORT: Line 49 – Normalised Surplus Year to Date (£m)
The Trust reported a year to date underlying deficit of £1.6m at the end of October 17. The year to date overspend is driven by; continued reliance on private sector beds
over and above those commissioned from ELFT; underachievement of CRE plans; continued use of temporary staffing over and above funded establishment and the
requirement to now provide 0.5% for the CQUIN risk reserve. The latter has to be ‘Uncommitted’ and cannot be released until advised by NHSI.

KPI Data

Target
17/18
£0.1m
Surplus
(£m)

Effectiveness of Actions to Date

Q4

Q1

May 17

Jun 17

Jul 17

Aug 17

Sep 17

Oct 17

1.0

-1.0

-0.5

-1.0

-1.2

-1.6

-1.7

-1.6

We are now beginning to see a reduction in the run rate; conversations in relation
to overspends within Bexley Care have resulted in a positive outcome and
continued focus on the use of temporary staffing over and above establishment has
led to reductions with the majority of wards now not breaching establishment. A
detailed analysis of operational performance has been undertaken to assess the
forecast outturn position for the Trust. Taking into account the benefits available
from the actions below and non-recurrent mitigations, this allows the Trust to still
plan to meet its 2017-18 control total. However there are risks associated with
delivering every action and this continues to be reviewed on a monthly basis.

Future Actions and monitoring process
Scheme

Directorate

Lead

Timing

Annual leave accrual

Corporate

Director of Finance

May 17

Limit expense claims to 3 months

Trust Wide

Director of Finance

Sep 17

N/A

Corporate vacancy panel

Corporate

Director of HR

Sep 17 to Mar 18

£0.1m

Strengthening financial oversight – run rate reduction

Trust Wide

Executive

Sep 17 to Mar 18

£0.9m

Agency spend reductions on wards

RAG
Rating

Financial Impact
£0.6m

Services

Deputy CEO

Oct 17 to Mar 18

£0.2m

Reduction in bed pressure costs (UEAs and ELFT)

Trust Wide

Deputy CEO

Dec 17 to Mar 18

£1.0m

Explore use of volunteers and technology to reduce reception spend

Trust Wide

Director of Service (EF)

Dec 17 to Mar 18

TBC

Non recurrent actions to offset overspends

Corporate

Director of Finance

Jan 17 to Mar 18

TBC

Bexley

Director of Service (TB)

Mar 18

£0.7m

Productivity

Trust Wide

Director of Finance

Apr 18 to Mar 19

£3.3m

SLP collaborative opportunities

Corporate

Director of Finance

Apr 18 to Mar 19

£0.2m

Risk share agreements

Lead Board Director: Jazz Thind

Estimated time to resolve: March 2018

SINGLE OVERSIGHT FRAMEWORK DASHBOARD
November 2017 - Reporting October 2017 Activity
For further information pertaining to each of these measures, click here:
Domain
Director
Metric

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

Operational
Performance

Helen Smith

CRHT Gatekeeping

10869

MHSDS / UNIFY2 IBR

Yes

95%

Operational
Performance

Helen Smith

CRHT Gatekeeping

10101

MHSDS / UNIFY2 IBR

Yes

95%

Operational
Performance

Helen Smith

Early Intervention in Psychosis (EIP) - 2 Week
Waiting Times Monitoring (Waiting)

10915 / 10767

MHSDS / UNIFY3 IBR

Yes

Operational
Performance

Helen Smith

Early Intervention in Psychosis (EIP) - 2 Week
Waiting Times Monitoring (Seen)

10916 / 10850

MHSDS / UNIFY4 IBR

Operational
Performance

Helen Smith

IAPT - % completing treatment

10652
(IAPTUS)

IAPT MDS

Operational
Performance

Helen Smith

IAPT Waiting Times - 18 weeks

10534
(IAPTUS)

Operational
Performance

Helen Smith

IAPT Waiting Times - 6 weeks

Operational
Performance

Helen Smith

Operational
Performance

Operational
Performance

Cardio-metabolic assessment - Inpatients

Annual Survey

Local CQUIN

TBD

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

Sep-17

Oct-17

65%
Cardio Metabolic Assessments
This is an annual audit, the results shown are from our annual
submission to NHS England. Confirmation is for the 2016/17
audit.

94% overall compliance (47/50) - NHSI comfirmed - June 2017
Cardio-metabolic assessment - Community
Mental Health Services

N/A

Cardio-metabolic assessment - EI

N/A

Annual Survey

Local CQUIN

TBD

Comment

65%
72% compliance (72/100) -NHSI confirmed - June 2017

Annual Survey

Local CQUIN

TBD

90%
92% compliance (69/75) - local audit - August 2016
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100.0%

93.8%

100.0%

95.7%

100.0%

95.3%

100.0%

94.1%

100.0%

94.4%
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94.9%
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98.8%

This metric is now calculated directly from RIO. RAG: Green: >95%;
Amber: >85%<95%; Red: <85%. Metric 10869 applies from October
2017.
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100.0%

100.0%

>=50%

61.1%
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50.0%

52.9%

50.0%

75.0%

RAG: Green >= 50; Red < 50. (4/8).

Yes

>=50%

50.0%

53.9%

57.9%

55.6%

50.0%

80.0%

RAG: Green >= 50; Red < 50. (7/14) .

IAPT

Yes

50%

60.0%

48.1%

55.7%

56.0%

52.9%

56.4%

56.9%

56.2%

58.0%

54.5%

54.0%

63.4%

IAPT MDS

IAPT

Yes

95%

100.0%

100.0%

100.0%

99.7%

100%

100.0%

99.8%

100.0%

100.0%

100.0%

99.6%

100.0%

10533
(IAPTUS)

IAPT MDS

IAPT

Yes

75%

99.4%

98.4%

97.3%

97.9%

98.1%

94.0%

90.3%

98.0%

97.1%

98.3%

98.0%

99.5%

Maximum 6-week wait for Diagnostic
Procedures (Audiology)

10670
(provisional)

Unify2

DM01

Yes

99%

93.1%

100.0%

98.1%

98.6%

97.1%

95.0%

97.1%

100.0%

100.0%

100.0%

95.8%

100.0%

Helen Smith

MHSDS Completeness - IDs

10324

MHSDS / UNIFY2 MHSDS

Yes

95%

99.4%

99.4%

99.4%

99.5%

99.5%

99.5%

99.5%

99.5%

99.5%

99.5%

99.5%

99.5%

Helen Smith

MHSDS Completeness - priority metrics

10655
(provisional)

MHSDS / UNIFY2 MHSDS

No

85%

Greenwich = 3/3. Bexley = 48/48.

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

2.0%

1.0%

2.0%

2.0%

1.0%

2.0%

2.0%

2.0%

2.0%

2.0%

Information for September 2017 available after the 20th December
2017

Quality of Care Helen Smith

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

NHS Digital

MHSDS

Yes

N/A

13.0%

14.0%

15.0%

13.0%

13.0%

14.0%

14.0%

14.0%

13.0%

12.0%

Information for September 2017 available after the 20th December
2017

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%

95.5%

94.6%

96.9%

98.6%

95.9%

93.2%

95.7%

95.2%

95.2%

95.7%

100.0%

97.4%

Quality of Care Jane Wells

CAS alerts outstanding

10660
(provisional)

NRLS

Internal

N/A

N/A

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

Domain

Metric

Metric Number

NHSI Method of
Collection

Current
Reporting

Matches Local Target
Reporting?

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

Sep-17

Oct-17

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

Quality of Care Jane Wells

Under-reporting of Patient Safety Incidents

10654
(provisional)

NRLS

IBR

Yes

N/A

6.9%

6.5%

6.5%

6.6%

6.4%

6.0%

7.0%

6.4%

6.0%

6.5%

6.4%

6.6%

Quality of Care Jazz Thind

Aggressive CREs

10330

FT

IBR

N/A

TBD

Director

Comment

Apr-2017 onwards TBD

3.5%
Quality of Care Michael
Witney

Community FFT - % positive

10339 (A)

NHSE

IBR

Yes

90%

96.3%

96.9%

97.7%

96.8%

96.9%

98.1%

95.4%

96.4%

93.9%

94.0%

91.2%

94.3%

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

Quality of Care Michael
Witney

Mental Health FFT - % positive

10339 (B)

NHSE

IBR

Yes

90%

87.4%

86.1%

81.9%

85.2%

88.1%

86.3%

88.0%

88.5%

82.3%

85.8%

85.4%

87.0%

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

17

15

20

24

24

17

27

23

32

23

25

20

Quality of Care Simon Hart

Exec Turnover

10656
(provisional)

FT

Not collected N/A

N/A

0

0

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%

9.4%

8.8%

9.6%

9.9%

12.8%

9.5%

9.6%

9.0%

8.4%

8.3%

9.7%

7.0%

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

Quality of Care Simon Hart

Sickness

10333

NHS Digital

Workforce
Dashboard

Yes

4%

4.9%

4.9%

5.0%

4.5%

4.2%

2.2%

4.3%

4.2%

4.1%

4.1%

3.9%

4.6%

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

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)

The latest staff survey published April 2017 will inform NHSI opinion.

Q3 2016 excluded due to the staff survey.

Workforce
Dashboard

Yes

14%

14.0%

88%
13.4%

13.7%

13.8%

73%
12.9%

13.1%

12.9%

85%
12.1%

13.2%

12.9%

12.9%

11.8%

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

Metric
Cardio-metabolic assessment - Community

Current Location
Not collected

Cardio-metabolic assessment - EI

Not collected

Cardio-metabolic assessment - inpatients

Not collected

Consultant Led 18 week RTT - patients on an incomplete pathway

IBR

CRHT Gatekeeping

IBR

IAPT - % completing treatment

IAPT

Confirmed location
Email Kemi Omisore /
Kemi.Omisore@oxleas.nhs.uk / Leanne.Menlove@oxleas.nhs.uk
Leanne Menlove
Email Kemi Omisore /
Kemi.Omisore@oxleas.nhs.uk / Leanne.Menlove@oxleas.nhs.uk
Leanne Menlove
Email Kemi Omisore /
Kemi.Omisore@oxleas.nhs.uk / Leanne.Menlove@oxleas.nhs.uk
Leanne Menlove
http://oxbidb.int.oxleas.nhs.uk/ReportServer?%2fReports%2fDashboards_New Row 16 - percentage
Org%2fIBR%2fIntegrated+Board+Report&rs:Command=Render&rs:ClearSession
=true&rc:Toolbar=false
http://oxbidb.int.oxleas.nhs.uk/ReportServer?%2fReports%2fDashboards_New Row 21 - percentage
Org%2fIBR%2fIntegrated+Board+Report&rs:Command=Render&rs:ClearSession
=true&rc:Toolbar=false
http://oxbidb.int.oxleas.nhs.uk/ReportServer?%2fReports%2fDashboards_New Row 34 - percentage
Org%2fIBR%2fIntegrated+Board+Report&rs:Command=Render&rs:ClearSession
=true&rc:Toolbar=false
http://oxbidb.int.oxleas.nhs.uk/ReportServer?%2fReports%2fDashboards_New Row 35 - percentage
Org%2fIBR%2fIntegrated+Board+Report&rs:Command=Render&rs:ClearSession
=true&rc:Toolbar=false
https://oxleas.iaptus.nhs.uk/patients.php?tab=tableau&th_id=1113

IAPT Waiting Times - 18 weeks

IAPT

https://oxleas.iaptus.nhs.uk/patients.php?tab=tableau&th_id=1113

For the metric ‘IAPT Waiting Times - 18 weeks’ - open up IAPTu Stuart Weller

IAPT Waiting Times - 6 weeks
Maximum 6-week wait for Diagnostic Procedures (Audiology)
MHSDS Completeness - IDs

IAPT
Unify2
MHSDS

For the metric ‘IAPT Waiting Times - 18 weeks’ - open up IAPTu Stuart Weller
Sama Ali

MHSDS Completeness - priority metrics

MHSDS

https://oxleas.iaptus.nhs.uk/patients.php?tab=tableau&th_id=1113
G:\Reports\Regular Reports\111 - DMO1 Submission run\Reports
http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integrated%20Per Row 41 - percentage
formance%20Report%20for%20Board.pdf
Output of 086 report - Monitor Targets-2016-17 cont.(bottom table)

% clients in employment
% clients in settled accommodation
Admissions to adult wards of under 16s
CPA 7 day followup

KPI
KPI
Not collected
IBR

CAS alerts outstanding

Not collected

Never Events

Not collected

under-reporting of patient safety incidents

IBR

Aggressive CREs

Sat Dhinsa

Community / MH FFT - % positive

IBR

Complaints - rate

IBR

CQC Inpatient / MH and Community Survey

Not collected

Exec Turnover
NHS Staff Survey
Proportion of Temp Staff
Sickness

Not collected
Not collected
Not collected
IBR

Staff FFT - % recommend care
Turnover

IBR
IBR

Early Intervention in Psychosis (EIP) - 2 Week Waiting Times Monitor IBR

Early Intervention in Psychosis (EIP) - 2 Week Waiting Times Monitor IBR

Location

https://digital.nhs.uk/article/4172/Mental-health
https://digital.nhs.uk/article/4172/Mental-health
Open Script
http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integrated%20Per
formance%20Report%20for%20Board.pdf
Gemma.Murkin@oxleas.nhs.uk / Bryony.Robertson@oxleas.nhs.uk

Comments

Contact for commnets
Kemi Omisore / Leanne Menlove
Kemi Omisore / Leanne Menlove
Kemi Omisore / Leanne Menlove

Yes

Robin Campbell, Selby Delguidice, Louise YEs
Wilkinson.
Robin Campbell, Selby Delguidice, Louise YEs
Wilkinson.
Robin Campbell, Selby Delguidice, Louise YEs
Wilkinson.
For the metric ‘IAPT - % completing treatment’ - open up IAPTu Stewart Weller

Yes
Yes

Yes
YEs
Yes
Yes

Row 17 - percentage

http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integrated%20Per Row 56 - percentage
formance%20Report%20for%20Board.pdf
Aisha Abdullah - report received by Janet
Copy of previous files are
in "FFT Data" folder. The
first tab contains formula
for calculating the survey
responses.
http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integrated%20Per Row 08 - Number
formance%20Report%20for%20Board.pdf

Yes

These are in the MHSDS already, but no logic yet in place.

Column R of the csv file i.e AMHSDS Monthly: Final MM YYYY MHSDS Monthly Data File
Column P of the csv file i.e MHSDS Monthly: Final MM YYYY MHSDS Monthly Data File

Email Gemma Murkin
/Bryony Robertson
Gemma.Murkin@oxleas.nhs.uk / Bryony.Robertson@oxleas.nhs.uk
Email Gemma Murkin
/Bryony Robertson
http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integrated%20Per Row 26 - percentage
formance%20Report%20for%20Board.pdf

Completed

Yes
YEs
The source of the information is: Use Ifox to get data for
(a) Numerator: Metric No 10355 No of incidents (1-3) + Metric
No 10356 No of Serious incidents (4-5) + Metric No 10447
Incidents of Grade 3 and 4 Pressure Ulcers and

912

15311
Michael Whitney

Email Lynda Longhurst for update

Yes

Yes

Michael Witney / Pauline Thomson
Email Simon Hart

James Hilton / Katy Murray / Simon Hart
Simon Hart
Simon Hart

http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integrated%20Per Row 51 - percentage
formance%20Report%20for%20Board.pdf

Yes

Yes
Simon Hart

http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integrated%20Per Row 34 - percentage
formance%20Report%20for%20Board.pdf

Yes

9

5

926

6.0%

Board of Directors
7th December 2017

Item 8
Enclosure 6a&b

Agenda item
Item from

Operational performance report
Helen Smith, Deputy Chief Executive

Attachments

a) Operational performance report
b) Update on Mental Health Act/s136 suites developments

Summary:

The operational performance report identifies the top issues for each directorate management
team in the coming month. The issues noted in the report are as follows:
Directorates
1.

Children & young people’s services

Issues
Attention Deficit Hyperactivity Disorder Platform
Asperger’s Spectrum Disorder Assessments
Competencies
Bexley Single Point Access
Bluebell House
Bromley 0-4 service
Bromley CQC Safeguarding and LAC Inspection
New Models of Care (CAMHS)
Tenders

2.

Adult learning disabilities services

Atlas House
Care and Transformation Review
Performance Reports

3.

4.

Forensic & prison services

Bexley Care

Quality Network review
HMIP/CQC Inspections
Tenders
Acute pathway
District Nursing – reducing demand

Single point of contact
Multi disciplinary meetings
5.

Bromley

Directorate management team posts
Day Treatment/Home Treatment teams
Borough reconfiguration
Recruitment

6.

Greenwich

Community Assessment Unit (Eltham
Community Hospital)
Hospital at Home
Primary Care Mental Health Model

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

Board Operational Performance Report
7 December 2017
Children & young people’s services
Attention Deficit Hyperactivity Disorder (ADHD) Platform:
The team had been invited to showcase their quality improvement project funded by The Health
Foundation: “An Innovative web-based platform for children and young people with ADHD and their
families”. They received positive feedback from attendees. The platform is due to go live and it’s
hoped that it will greatly improve the support available for children, young people, families, special
educational needs coordinators and GPs.
Asperger’s Spectrum Disorder (ASD) Assessments
To support the growing demand for ASD assessments, we have trained an additional ten staff to
undertake these assessments, thus reducing the pressure on the speech and language service. The
training of music therapists and an occupational therapist will increase the number of professions
able to support and deliver this service.
Competencies
Thanks to the support of the lead nurses for children’s community nursing, Bluebell House, Looked
After Children and Special Schools, we are near the completion of nurse and health care assistant
competencies being added to e-rostering; this will enable managers to be assured that they have the
appropriate skill mix of staff in place.
Bexley Single Point Access
The single point of access has improved compliance with waiting time targets in the Bexley
community paediatric service. Following a new process of managing the waiting list for community
paediatrics, the RTT was 98.14% as at the end of October, meaning that of the 215 open referrals for
children awaiting their first community paediatrician appointment, only four children were breaching;
of these, only one was a true breach and the appointment was offered in November.
Bluebell House
Qualified staffing in Bluebell House remains an area of focus for the Directorate. Due to maternity
leave, secondment to the paediatric nursing team and two staff leaving (one for promotion, the other
for family reasons), the service has a vacancy rate of 30%. In addition, we have two members of staff
on long term sickness; to mitigate this risk, we have:
• Appointed two new nurses
• Seconded a band 6 nurse from the children’s community nursing team (CCNT).
• Members of the CCNT team are undertaking shadow shifts, working alongside a substantive
member of the Bluebell team to assure competencies and to increase the pool of staff suitable
to work in the unit.
• Managers have worked flexibly to respond to service gaps, cover evening, nights and
weekend shifts.
We are putting in place an enhanced bank rate for permanent staff (as we have for bank only staff),
to encourage a greater number to take on bank work and we will continue to develop rotational posts
which will work across Bluebell, Special Schools and the Community Nursing teams.
Integrated Therapies mobilisation
The new contract has been in place since April 2017, with key elements of the service commencing
in September 2017. Initial feedback has been extremely positive: parents are pleased that they can
be seen on the same day and have been happy to wait to see the specialist. Access has improved as
1

we now provide drop in clinics within 5 children’s centres across the borough. The previous model
would have been a referral to the therapies team and a potential wait of up to 18 weeks to be seen.
The team are currently reviewing the numbers attending, and will redirect families that are contacting
the single point of access for information about this service, to the quieter children’s centres to reduce
the waiting time.
Bromley 0-4 service
The service transferred to Oxleas on 1 October 2017, and the Directorate have been working closely
with Bromley Healthcare, commissioners and corporate colleagues to ensure a smooth transition.
The first two weeks went well, with all staff now trained on RiO. Staff have received iPads and are in
the process of being trained to enable mobile working. A shortage of venues to deliver services has
caused some overcrowding and concerns in two of the Children & Families centres. To alleviate this,
a new venue was opened in Beckenham on 30 November to replace the Beckenham Beacon site
which Bromley Healthcare could no longer make available for clinics. To mitigate the impact, we also
have lengthened sessions, increased staffing and encouraged clients to plan their regular weight
checks in line with the recommendations of the health visitor rather than attending weekly for
reassurance.
Bromley CQC Safeguarding and LAC Inspection
This was held in the second week after the 0-4 service went live. Initial reports are of a good
inspection with no significant concerns. The initial report also has been positive about the CAMHS
safeguarding and LAC services.
New Models of Care (CAMHS)
The clinical director and CAMHS service manager have been working with SWL&SG’s and SLAM to
shape the proposal to deliver Tier 4 care across South London. This will give more control over the
provision of Tier 4 beds and the aim is to reduce the need for children to be placed outside of
London. Weekly conference calls are being held to discuss progress. A series of design workshops
have taken place.
Tenders
Following the competitive dialogue process in July 2017, the Directorate reluctantly withdrew from the
tender process for Medway children’s services, due to financial gaps in the available funding. We
wrote to commissioners explaining our reasons.

Adult Learning Disabilities Services
Atlas House
The estate plans to accommodate low secure patients have been developed and are now less
disruptive than originally planned, with only perimeter fencing being required to be commissioned.
Care and Transformation Review (CTR)
There is a national requirement for closer scrutiny of admissions of people with learning disabilities to
inpatient facilities, following the Winterbourne View recommendations. The process is going well and
has led to a reduction in admissions in Bromley, Bexley and Greenwich. An ‘at risk’ register of
individuals is being developed in partnership with the CCGs.
Performance Reports
A refresh of internal and external ALD KPIs is to take place to fit the monitoring requirements of the
transforming care agenda. This will take place alongside a review of service specifications.
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Forensic & prison services
Quality Network review
Our secure services at the Bracton Centre received a two day inspection from the Quality Network in
October 2017. The draft report from the visit has been received.
The Quality Network is a peer review process which assesses secure services against 152 standards
across 14 categories. The findings are influenced by responses from staff and patients to advanced
questionnaires that are submitted. We were found to have fully met 76% of the standards in medium
secure services and 80% in low secure services. Compared to the previous inspection in 2016, this
represents a slight improvement (in 2016 76% of standards were met in medium secure and 75% in
low secure). Only 10 standards across both inspections were considered to be not met. Low secure
services at the Memorial will be inspected in January 2018.
HMIP/CQC Inspections
HMP Rochester received a four day HMIP / CQC inspection on 30 October 2017. The report from the
visit is expected in early 2018.
The draft report following the CQC visit to HMP YOI Cookham Wood has been received. There are
no regulatory requirements from the visit, four recommendations and one good practice example
relating to our services. We deliver primary care only at HMP YOI Cookham Wood.
Tenders
We imminently are expecting news on our two bids for prison healthcare services in Kent. The bid is
in two separate lots: the first for primary healthcare and inpatient services at the three prisons on the
Isle of Sheppey; and the second for primary healthcare services at HMP Maidstone and HMP East
Sutton Park. We are the existing provider of the services in Lot 2.
The contract is for three years with an option of a further two year extension. We have been advised
that there will not be a competitive dialogue/interview process. Healthcare within HMP Rochester,
HMP YOI Cookham Wood and in-reach mental health and psychological services are not being
tendered as part of this process, with re-procurement timetabled for 2019.

Bexley Care
Acute pathway
The trusted assessor model has been implemented at QEH, and LGT staff now are completing
assessments for patients requiring a bed at Meadow View or GICU. This is helping to build trusting
relationships between the staff and reducing duplication in assessments.
District Nursing – reducing demand
We continue to work with the CCG to reduce district nursing activity. Weekly reports are shared with
external colleagues in order for the system to understand how this work is progressing. It has been
agreed to develop a new electronic referral form to help our acute trusts understand the new district
nursing provision and improve patient information.
Bexley Care Implementation – single point of contact (SPC)
We are progressing our plans for a SPC and have received confirmation that we can consider this
being on the site of the existing council contact centre. Detailed plans are being worked up but a
staged approach could include moving the existing Central Access Team as a ‘test and learn’. We
will need to consider how this work fits with other ‘single points of contact’ that the trust is
considering, including the mental health crisis lines.
3

Bexley Care Implementation – Multi disciplinary meetings (MDMs)
We are establishing MDMs that will run on a monthly basis in each of the three primary care ICN
localities. These meetings will discuss the GP’s most complex patients and agree how all agencies
will support the patients going forward. The first meeting will be used as a test and learn and is due to
be held in December 2017.

Bromley
Directorate management team (DMT) posts
We have appointed Neil Springham (currently trust head of art therapy) as Bromley Head of
Psychology and Donve Thompson-Boy (currently team manager, community rehabilitation team) as
the lead Allied Health Professional, on the DMT.
We are advertising the directorate Head of Nursing post; interviews are scheduled for 6 December
2017.
Day Treatment/Home Treatment teams
These two teams have now merged, leading to a more integrated response for patients in crisis.
Borough reconfiguration
In conjunction with Bexley Care and the Greenwich directorate, we are devolving the community
mental health rehabilitation service, currently managed for the trust by Bromley DMT, so that each
borough will manage their own team. This will be in effect from 1 January 2018. At the same time, the
trust wide early intervention in psychosis service is devolving to each borough.
Recruitment
The DMT has focused on addressing staff vacancies. This has led a reduction in vacancies from 20%
over the summer 2017, to below 18% in October 2017.

Greenwich
Community Assessment Unit (Eltham Community Hospital)
The day chairs and beds are now open within the unit. The Directorate is working with Greenwich
CCG to finalise the recurrent investment, which will include informatics resource to develop system
wide KPIs to support monitoring of admission avoidance.
Hospital at Home
The Directorate has completed a business case to provide existing Hospital at Home pathways out of
QEH. These include intravenous antibiotics and rapid response physiotherapy capacity, as well as
staff from the community assessment and rehabilitation teams (CARTs) and District Nursing
attending bed management meetings at QEH. The paper is due to go to the CCG governing body
shortly.
Primary Care Mental Health Model
The CCG have completed the development of initial scoping of the Primary Care Mental Health
Model and have agreed that Oxleas can take forward the full business case. A project timetable has
been agreed with the full business case expected in February 2018.
The model will involve a new integrated partnership between PCP, IAPT and 3rd sector services to
provide services closer to primary care, promoting recovery and admission avoidance. A number of
positive meetings with 3rd sector services have taken place.
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Update on the decision re local
Health based places of safety
1. Background
In September 2017, a paper was presented to the Board, detailing the London wide work
programme to reduce the number of 136 suites in London, to allow a more targeted service,
with 24/7 staffing, thus improving patient experience and providing more support to other
public services, such as the Police and LAS.
The emerging view from this work was that there will be nine sites for London, a reduction
from the current 20 sites. Within Oxleas, we have been asked to reduce our two HBPoS
sites (in Oxleas House and Green Parks House) to one site.
2. Analysis of 136 presentations
In 17/18, we have averaged 12.8 section 136 presentations/week across the two sites, that
is, an average of 0.9 presentations/day at each unit. This is an increase from 15/16, when
we averaged 9.9 presentations/week across both units.
Further analysis shows:
• Greenwich residents have the highest number of section 136 presentations.
• There are fewer presentations on Saturday/Sunday than any of the weekdays.
• The peak time of presentations is 00.00 – 04.00, although not by a large margin.
3. Options
We considered two options:
3.1 Establish a SE London-wide HBPoS
SL&M recently have established a six bed HPBoS unit, for the whole of the trust. It has 24/7
staffing, including full medical cover.
The Oxleas medical director and deputy chief executive met with colleagues from SL&M to
discuss whether it would be possible and desirable for this unit to manage all section 136s in
SE London.
It was felt that there would be insufficient capacity to manage adult presentations and so this
option has not been pursued.
3.2 Establish one site in Oxleas
We have agreed internally to pursue this option.
Based on analysis of presentations and the physical environment in both Oxleas House and
GPH 136 suites, it has been decided to decommission the 136 suite in GPH and develop a
two-bedded HBPoS in Oxleas House. We are securing agreement for this decision from our
CCGs and local authorities.
Currently, we do not have dedicated staff for this service and would need to create a new
24/7 team. We will need a commitment from all three CCGs to identify funding for this
service.
4. Managing section 136 presentations in children and young people
The SL&M unit has a dedicated room for young people and have trained their staff
specifically to address their needs.

In the last eight months, Oxleas has averaged 3.2 presentations/month of young people
under section 1326. It is not feasible therefore, to establish a separate unit and we have
approached SL&M to see if they will consider offering a service to all children and young
people in SE London. We are awaiting their response.
5. Next steps
1. To secure agreement to the Oxleas House option with our CCGs and local
authorities. To be completed by end of December 2017.
2. To secure funding for a 24/7 dedicated team: expected completion by end of January
2018.
3. To progress the building works within Oxleas House: completion date to be
determined.
4. To secure agreement from SL&M re the use of their unit for young people:
completion expected by end of December 2017.

Board of Directors
7th December 2017
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Agenda item

Quality Committee Report

Item from

Steve James, Non-Executive Director
Ify Okocha, Medical Director

Attachments

a) Mortality Surveillance Update
b) Draft minutes of the last meeting of the Quality Committee,
held on 29 November 2017

Summary and Highlights
1. Quality Committee Update
The Quality Committee met on Wednesday 29th November 2017 and highlights from the meeting are noted
below.
•

The Trust throughput data showed an increase in throughput, closer to usual levels.
Month
Total No of patients open to Oxleas

Jul
Aug
153,518 150,728

Sep
121,873

Oct
147,532

•

Prone restraint update – The Trust position on prone restraints was further clarified at the meeting
as follows: “Restraint of patients, particularly prone restraint should not be used except in exceptional
circumstances”.
• It was noted that there had been a decline in the use of prone restraint in the trust. In quarter 1
2017/18 there were 56 incidents of prone restraint and in Quarter 2, there were 32 incidents. This
was also lower than the average quarterly number of prone restraints for 2016/17 of 53 incidents.
• 100% of prone restraint incidents in October involved the administration of intramuscular rapid
tranquilisation.
• More supine restraints are being reported and although more staff have been trained further training
has been procured until the middle of January 2018 to ensure that a significant proportion of staff in
identified clinical areas are trained.
•

Feedback from Bromley – Bromley directorate provided an update on how they are achieving their
quality objectives and service redesign.
o Ensure we meet our patient promise – A key area of work is on improving patient
experience feedback returns.
o Outcomes – Health of the Nation Outcome Scale (HONOS) is to be used by all teams, but
teams can also use other outcome measures.
o Service redesign – The Directorate Management Team (DMT) is in place and recruitment of a
Head of Nursing is underway, with interviews scheduled for next week. DMT away day in
September focused on strategy and direction and the Service and Clinical Directors have
completed meet and greet visits to all teams.
o Quality Improvement – The directorate is involved in the Acute Care pathway work, Visual
Management Boards and has completed a Community Diagnostic (by Birch). Visual boards
are used for huddles to improve daily planning.

o

Other news – The Memory Service achieved memory service accreditation, the Perinatal
Service featured on ITV and Sky News and the directorate is contributing to the mental
health strategy in Bromley.

• Patient experience

Having seen an increase in the number of patients providing feedback of just over 2000 in September,
this dropped to 1497 in October 2017.
Month
No of patients giving feedback in
the reporting month
No of patients who have
complained in the reporting month
No of patients who have given
compliments in the reporting
month
Friends & Family Test
– Recommend
– Not Recommend

Jul
1436

Aug
1878

Sep
2010

Oct
1497

32

23

25

22

63

74

88

63

90%
2%

91%
3%

90%
2%

92%
2%

National Friends and Family Test

The Friends and Family Test (FFT) scores are shown separately for community health and mental
health. Generally, community services perform better. However, community scores slipped in July and
August, pulled down by specialist services and children and family service. The latter relates to the
immunisation service where school children were being asked whether they would recommend the
service. The service no longer asks the question.

Complaints received by all Directorates in August: performance against 30 day response
rates

There is a slightly improving response rate for completion of complaints investigations within 30 days.
Three of the five directorates achieved 100% in September.

•

Quality Accounts – Midyear progress update
18 indicators were identified and to date, 13 (72%) have been achieved. 4 are amber rated as mostly
achieved, and data is not yet available for the remaining indicator. The four ambers are on Falls,
prone restraint, physical health CQUIN and clinical outcomes. The fifth is on ensuring patients have
their support network identified and noted within their care record.
Achieved
Mostly Achieved
Not achieved
Data not yet available
Total

13 (72% )
4 (22%)
0 (0%)
1 (5%)
18

•

CQUIN Update - The Committee reviewed progress on CQUINs and discussed the impact of changes
introduced during the course of the year on our achievement of all CQUINs. Also, unprecedented
factors such as the higher number of CQUINs this year compared to previous years have presented
additional challenge to achieving CQUINs.
We are making good progress to achieve local CQUINs and forensic services CQUINs but have not
met all of our national CQUINs. Partly due to the change in process mentioned above, the
community element of the physical health CQUIN has not been achieved, a loss of £65,721. The
other loss is preventing ill health by risky behaviours, that requires staff to screen all patients for
smoking and drinking habits and evidence appropriate interventions in care plans. The nonachievement amounts to £2450.
It is unlikely that the Trust will achieve the Flu CQUIN. Current uptake is 28% and partial payment
begins at 50% and full payment from 70%.

•

Quality improvement - Feedback was received for the South London Partnership Prescribing Quality
Improvement Project. The presentation focused on evidence that increasing prescribing of
antipsychotic depot/Long Acting Injections (LAIs) and clozapine reduces relapse and associated
hospitalization. The potential benefit to patients and cost reductions through reduced inpatient
admissions are compelling. Workstreams have been identified to engage Oxleas prescribers, General
Practitioners and CCGs to increase use of injectable antipsychotics and clozapine, where appropriate.

•

The CQC regulatory update
The quarterly Trust engagement meeting with CQC was held on 16 November 2017. Oxleas services
will be inspected again in the next financial year (before the end of March 2019). CQC will ask for
data and decide which core services to inspect, giving notice of 24 hours. They will follow up with a
well led review.
CQC Consultations
Current consultations are on regulatory fees and also the use of resources. The Committee will
discuss the use of resources consultation proposal more fully at the next meeting.

•

Patient Safety update
Overview
Month
No of Incidents (1-3)
No of Serious Incidents
- Level 4

Jul
912

Aug
916

Sep
864

Oct
959

7

7

8

5

- Level 5
0
1
1
0
Greenwich
46 year old woman ingested bleach resulting in a protracted hospital admission.
Bexley
25 year old woman also known to SLaM eating disorders and substance misuse services was found deceased
in a public toilet.
43 year old man was found deceased at a friend’s house. The death has been referred to the coroners.
Prisons
32 year old man was found deceased in his cell at HMP Elmley. The cause of death at this time is unknown.
54 year old man was found deceased in his cell at HMP Swaleside. The cause of death at this time is
unknown.

2. Mortality Surveillance Committee – Jane Wells

•

•

The Mortality surveillance committee meets every month. On 22 November, it received
feedback on deaths in the month of October, progress on meeting the Department of
Health’s requirements, reconciliation of ‘deceased’ status between the national spine and
RiO and learning from thematic reviews of learning disability deaths and deaths in custody.
The papers are enclosed for the Board’s attention as this is a statutory requirement.

Recommendations
For the Board of Directors to note.

Mortality Surveillance Update - 2017/18
Summary and Highlights

1 Mortality Surveillance Committee

The Mortality Surveillance committee is held monthly and reviews all deaths that have occurred in the preceding month. Deaths are classified
according to the Mazars expected / unexpected and natural / unnatural classification and the level of investigation is discussed. The findings of
serious incident reviews into deaths are shared and thematic reviews undertaken. Highlights to date:
1.1 Progress meeting DH guidance requirements
In quarter two we have completed and ratified our policy on learning from deaths, including involving families and carers, which has been
published on our intranet. We have collated monthly data in a new template format since June. From October 2017, we will be publishing more
detailed information on deaths, reviews and investigations via a quarterly agenda item and paper in board meetings.
Next steps
• From October 2017, all serious incident investigations into deaths and those under LeDeR will be subjected to the PRISM structured
judgement review to form a view as to the probability and degree of the death being avoidable or not. This will form part of the RCA
investigation terms of reference and be recorded in the investigation report. The patient safety manager for investigations is
implementing this along with bespoke training for investigators during October 2017. NHS Improvement is fully aware that many
organisations, particularly mental health and community care providers, have less clarity on methodologies and scope for these new
requirements and do not expect providers to have developed perfect processes by autumn 2017.
• From June 2018 we will publish an annual review of this information in our Quality Accounts.
1.2 Reconciliation of deceased data between national spine and RiO.
Monthly ifox reports are now generated to enable clinical reviewers to check that deaths have been deceased. Clinical reviewers review deaths of
patients active on caseloads.

2 Learning from deaths - level 4 and 5 investigations 2017 / 18

2.1 RCA reports submitted April 2017

Level 4/5
Patient death.

Children
and Young
People

Forensic
and Prison

Greenwich
Mental
Health and
OPMH

1

0

1

Bexley
Mental
Health
and
OPMH
1

Bromley
Greenwich
Mental
Adult
Health
Community
and OPMH

Bexley Adult
Community

Adult
Learning
Disability

0

0

0

0

StEIS Number

Summary of Incident

Predictable or preventable

2017/1854

A female service user was found deceased at
home. Cause of death 1a)Respiratory
Failure and 1b) Multiple Drug Overdose
A male young person threatened his partner
with a knife.

The incident was not predictable or
preventable.

2017/676

2017/2366

Male service user fell and sustained a
fractured neck of femur.

The incident was not predictable or
preventable.

The Falls group reviewed the report
with the conclusion that due to

Learning and improvements
identified
None identified
Problem: To review service gap with
Bromley CCG re provision of mental
health treatment and management
of high risk young people with
forensic profile.
Solution: There have been on-going
meetings with the CCG to discuss
and agree the clinical pathway for
the management of young people
with a forensic profile.
A complete revision and re-launch
CAMHS management matrix and
guidance.
Revision of CAMHS CPA protocol and
review all young people on the
adolescent team caseload and
allocate to CPA as appropriate.
Problem: Vital signs whilst unwell
were not recorded on the MEWS

physical and mental health and the
comorbidity of low bone density the
fall could not have been predicted or
prevented.

chart.
Solution: On-going audits of
compliance with MEWS

2.2 RCA reports submitted May 2017
Children
and Young
People

Level 4/5
Patient death.

Forensic
and Prison

Greenwich
Mental
Health and
OPMH

Bexley
Mental
Health
and
OPMH

Bromley
Greenwich
Mental
Adult
Health
Community
and OPMH

1

Bexley Adult
Community

1

StEIS Number

Summary of Incident

Predictable or preventable

2017/3711

Male sentenced prisoner hanged himself in
his prison cell and died.

2017/6253

Female service user fell and sustained a
fractured neck of femur.

The external clinical review
concluded that the clinical care
provided by healthcare was
equivalent to that expected had the
individual been in the community
The incident was not predictable or
preventable.

2.3 RCA reports submitted June 2017

Adult
Learning
Disability

Learning and improvements
identified
Problem: The Did Not Attend
protocol remains outstanding for
review.
Problem: The Falls risk assessment
tool was not completed as per trust
policy. This however did result in the
fall being deemed as preventable.
Solution: Ward manager to discuss
in clinical supervision with each
qualified member of staff

Level 4/5
Patient death.

Children
and Young
People

Forensic
and Prison

Greenwich
Mental
Health and
OPMH

0

0

0

Bexley
Mental
Health
and
OPMH
0

Bromley
Greenwich
Mental
Adult
Health
Community
and OPMH

Bexley Adult
Community

Adult
Learning
Disability

1

0

0

0

StEIS Number

Summary of Incident

Predictable or preventable

2017/8000

A male service user was found deceased in a The incident was not predictable or
bookmakers with a needle in his hand.
preventable.
Toxicology stated that the Morphine levels in
blood were of a potentially fatal
concentration and that there were levels of
cocaine consistent with recreational use.

Learning and improvements
identified
Problem: Staff did not follow the
Trust Transfer of Care Policy.
Solution: This policy was circulated
and discussed in both individual and
team meetings.
Problem: Access to psychological
services post rehabilitation from
drug and alcohol services to be
reviewed particularly in regards to
the local guidance that clients need
to be abstinent for 6 months from
drugs/ alcohol before an assessment
is undertaken.
Solution: In December 2017 a review
paper is to be presented at the
Bromley Directorate Quality Board.

2.4 RCA reports submitted July 2017
Children
and Young
People

Forensic
and Prison

Greenwich
Mental
Health and
OPMH

Bexley
Mental
Health
and
OPMH

Bromley
Greenwich
Mental
Adult
Health
Community
and OPMH

Bexley Adult
Community

Adult
Learning
Disability

Level 4/5
Patient death.

0

1

0

1

1

0

0

0

StEIS Number

Summary of Incident

Predictable or preventable

Learning and improvements
identified
Problem: Patients who have
required extended periods of
rehabilitation should be offered
psychological support as part of the
discharge planning process to
support their move back to the
community.
Solution: Team away day to review
rehabilitation pathways scheduled
for October 2017.

2017/15528 Bromley

A male service user was found
deceased at his home address with a
self-inflicted knife wound to his
neck.

Neither predictable nor preventable.

2017/8778 Bexley

A female service user was found
deceased in a hotel room by the
police.
Cause of death was submersion in
water with alcohol and drug toxicity.

Neither predictable nor preventable.

Problem: All PCP staff to have access
to Windip.
Solution: All staff now have access
to Windip and admin staff check
Windip for every referral. The RiO
Transformation team are also
exploring if Windip availability can
be highlighted on RiO.

2017/1903 Prison

A male prisoner found hanging in his
cell.

Neither predictable nor preventable.

Problem: The Trust observation
policy did not include guidelines for
observations in prison inpatient
services.
Solution: The Trust’s Safe and
Therapeutic Observation Policy has
been reviewed and implemented in
prison healthcare inpatients.
Problem:
Awareness of the Clinical Records

Policy to be actively promoted
within Healthcare.
Solution: The Prisons Quality Board
has prioritised the 109 clinical
policies into four categories for
review.
1) Requires consideration of the
needs of health care services in
prison within three months
2) Requires consideration of the
needs of health care services in
prison within six months
3) Requires consideration of the
needs of health care services in
prison within twelve months
4) Requires consideration of the
needs of health care services in
prison at the time of the
scheduled policy review.
2.5 RCA reports submitted August 2017

Level 4/5
Patient death.

Children
and Young
People

Forensic
and Prison

Greenwich
Mental
Health and
OPMH

1

0

0

Bexley
Mental
Health
and
OPMH
0

Bromley
Greenwich
Mental
Adult
Health
Community
and OPMH

Bexley Adult
Community

Adult
Learning
Disability

0

0

0

0

StEIS Number

Summary of Incident

Predictable or preventable

2017/13863

A male young person died from the
injuries he sustained by jumping off

Neither predictable or preventable

Learning and improvements
identified
Problem: The protocols for
supporting a young person during

the eighth floor of a building.

and post inpatient admission require
review to ensure that the standards
for contact during and after
admission are clear.
Solution: The Clinical Director has
reviewed the appropriate policies
and these will be shared and
discussed with staff. There are also
ongoing conversations with
commissioners regarding on call
advice for high risk CAHMS cases.

2.6 RCA reports submitted September 2017

Level 4/5
Patient death.

Children
and Young
People

Forensic
and Prison

Greenwich
Mental
Health and
OPMH

0

0

3

Bexley
Mental
Health
and
OPMH
1

Bromley
Greenwich
Mental
Adult
Health
Community
and OPMH

Bexley Adult
Community

Adult
Learning
Disability

0

0

0

0

StEIS Number

Summary of Incident

Predictable or preventable

Level 5
2017/10127

A male service user utilised section
17 leave for one hour. When he did
not return as expected, ward staff
circulated him as missing to the
police. It was reported that he was
found collapsed in a car park in
Woolwich, having had a cardiac
arrest.

Incident was predictable.

Learning and improvements
identified
Problem: The MDT template did not
allow staff to clearly document the
agreed actions at MDT the MDT5
meeting.
Solution: Audits have been
completed and presented to teams
to generate solutions to feedback to
the RiO transformation team.
Problem: The Procedure for

2017/16356

A male service user was found
deceased at the address of a friend.
Cause of death currently
unascertained . Toxicology results
indicated alcohol at a level
associated with drunkenness and
positive for buprenorphine (above
therapeutic level) and citalopram
(above therapeutic level).

Neither predictable or preventable

2017/16632

A female service user had been
found deceased at a friend’s house
after she had hanged herself.

Neither predictable or preventable

missing/absconding patients
or detained patients who are absent
without leave” the policy to include
removal or clarification for the
phrase ‘period of grace’
Solution: The policy has been
reviewed to include time frames in
line with perceived risk.
Problem:
Care plan interventions related to
substance misuse and alcohol must
be specific and targeted in order to
the address the problem.
Teams must ensure that specialised
community services in relation to
substance misuse and alcohol are
involved in patients care.
Teams must actively involve family
and carers in patients care and
treatment.
Solution: The HTT will be auditing
care plans that relate to substance
misuse. To enable better links with
substance misuse services the team
will receive additional training,
develop the role of a substance
misuse lead and ensure that that the
support network engagement tool is
completed for all patients.
Problem: The GP records must be
requested by Home Treatment
Teams when an unknown out of area
patient is referred to the service.
Solution: Three monthly audit of out
of hour referrals.

2017/19024

A male service user died in June
2017. The cause of death was
1a. multiple injuries
1b. collision with a train

Neither predictable or preventable

Problem:
Clinical documentation (care plan,
crisis plan, and risk assessment)
must be updated accurately and in a
timely manner.
Solution: Monthly audit of clinical
documentation to be documented in
clinical supervision.
Problem: All referrers must be asked
to provide the contact details of a
friend or family member when
making a referral to the service.
Solution: Updated information has
been sent to all potential referrers to
include the need to include the
contact number of a friend or family
member.
Ensure that all clinical staff are
aware of the standards required
when documenting information on
RiO to ensure that RiO holds a
comprehensive and accurate
reflection of discussions that have
taken place.
Solution: Monthly audit of clinical
documentation to be documented in
clinical supervision

2.7 October 2017
Investigations in progress (and will also include a new column showing decision of structured judgement review level of availability) from August
onwards.

3 Learning from thematic reviews
3.1 Thematic review of adult learning disability death - September 2017
•
•
•

Deaths within the ALD caseload have been reported and reviewed since May 2016. From this time and until the present time there have been 23
reported deaths. Of these there have been 7 in Bromley, 5 in Bexley and 11 in Greenwich.
Deaths of people with an LD have been reported to the LeDeR programme since March 2017. From May 2017 all ALD deaths have required a review
following the LeDeR process.
Since March 2017 Oxleas ALD has reported 8 deaths (3 Bromley, 2 Bexley and 3 Greenwich). 7 deaths have occurred since May and of these 3 have so
far been allocated for review by LeDeR/CCG leads. There have been 4 deaths in August and September which are currently awaiting allocation by the
local CCG. The findings of these reviews are yet been completed. There are currently 5 LeDeR trained reviewers within the ALD service with plans for a
further 5 staff to be trained. There are a number of trained reviewers outside of Oxleas and each review is carried out by 2 people (1 from Oxleas and
1 from another agency i.e. the Local Authority, Trust etc).

Summary of review findings and improvements
The majority of the reviews have been positive and have found good quality care and service delivery. Where lessons have been identified these have been
fed back to the teams/staff involved and actions agreed and implemented to improve our systems and practice and to prevent this from happening again.
Some are wider issues outside of ALD and outside of Oxleas and work remains on-going to improve services for people with LD.
To date there have been some themes in the findings of the reviews.
These are:
•

Lack of knowledge of the Mental Capacity Act and its implementation/recording

This has happened predominantly outside of ALD services although there have been some examples of poor recording within ALD. There have been examples
within Acute services and Community services of decisions being made without appropriate frameworks being followed (use of a syringe driver, consent to
treatment, family consenting to treatment on behalf of a client with LD, treatment being stopped without a Best Interest meeting). There is also frequent
recording of a client’s consent to treatment where a diagnosis of late stage dementia is recorded which is questionable. Further training and case discussion
about the practical application of the MCA is needed so that theory can be routinely embedded into everyday practice.
•

The assessment and recording of physical health issues

This has not always been completed appropriately and regularly within ALD services and there has been some inconsistency in where information has been

recorded on RiO. There has sometimes been a lack of information on RiO about the results of Annual Health checks carried out by GPs. This links to care
planning for CPH needs. Work is on-going across and beyond ALD to improve this area.
•

Liaison between agencies

There are examples of lack of communication between agencies which have or have had the potential to affect care quality and delivery. Examples are
decisions made in meetings not being well communicated to others, services not liaising about client care. This has involved a wide variety of services
including ALD, acute and primary care, Palliative care, residential care providers and Community services.
•

Quality of the management of complex physical health related issues within residential/supported living services

It has been clear that while some services provide high quality and responsive care, others need training and mentoring to improve their knowledge and
practice around the management of physical health issues in people with LD. Specific areas of need include monitoring health and symptoms, early
identification of issues and responding to and managing existing conditions. This includes End of Life care where there have been some examples of staff
needing additional support in challenging and emotionally charged situations i.e. DNAR plans.

3.2 Thematic review of deaths in custody - April 2017
From 1 April 2015 until 1 April 2017 there were 18 deaths in custody.
Summary of review findings and improvements
•

Reception Screenings

All patients to have a secondary screening within 48 hours of admission to the prison. To review the present system for reception screening to
ensure that effective use is made of the information which accompanies a prisoner so that previous records are considered when they are seen in
reception.
•

Attending to medical emergencies

In addition to theoretical training for CPR healthcare and prison staff to carry out mock exercises to test the responsiveness to emergency calls.
This should include the use of codes including guidance about when not to resuscitate. Prisoner’s choices about resuscitation (DNAR) must be
communicated to all staff.
•

Documentation

All staff to be suitably trained in the effective use of SystmOne. Psycho-social partners to consider use of SystmOne as part of routine
engagement/care planning so that care is better co-ordinated.
•

Counselling/IAPT

Waiting times for Counselling services to be advertised enabling clinicians to plan/arrange interim supportive measures. In-place and on-going.
Referrals for IAPT services and counselling services to come through a central point which is the secondary mental health team. All referrals to
then be discussed and allocated at the weekly complex case and mental health meeting. Issues around length of time to be seen are also to be
discussed and documented at these meetings.
•

Physical Health care

All prisoners with high blood pressure readings must be monitored and treated in line with NICE guidance. Healthcare must ensure that patients
who have long-term conditions, such as hypertension, are appropriately assessed, investigated and managed. Furthermore, a QRISK2
cardiovascular risk score must be measured in all patients with hypertension and further action taken as necessary. MEWS to be implemented
throughout prison healthcare services. GP’s to ensure red flags and follow up actions are documented as part their consultations to support
Nursing actions. Healthcare staff to introduce immediate care plans for patients awaiting unplanned transfer to hospital including frequency of
observation and MEWS score. There must be a presumption that hospital appointments for children are not cancelled. When an appointment is
cancelled the decision should be overriding fully justified and documented security reasons and healthcare staff should be satisfied that there is
no detriment to the child's health. There must be there is an effective system to inform staff of young people's relevant medical conditions and
what to do if there is an emergency or if there are any other concerns.
•

Medication Administration

Medication Administration SOP to be developed providing clear guidelines to be followed when patient DNA.
•

Handovers

Handover reports to include an "Action by" column so that staff are clear who is responsible for completing that action, staff also made aware to
follow this up during the evening handover period.
•

Allied Health Professionals

Referral Pathway for Occupational Health and Physiotherapy and documentation with inclusion / exclusion criteria and information relating to

prioritisation. Targets to be introduced such as triaged and accepted/declined within 2-3 working days. Provision of a Physiotherapy assessment
template and development of an accepted physiotherapy assessment template either built into the electronic system or paper based with clear
guidance on uploading to the primary record. Development to be based on assessments used currently within the trust in other inpatient units
and in conjunction with the falls group. Review / Audit of current Physiotherapy and occupational health provision and audit of current care
provision / planning and clinical documentation to address concerns noted relating to quality. Audit of case notes and care planning to be
reported to quality team based at pinewood house and to Quality board. Review of equipment provision within Prisons with a further review and
standardisation required with regards to health equipment identification and provision to ensure consistency. Review in conjunction with
community equipment contracts to establish clear differentiation between health equipment and social care equipment and establish clear
pathways for procurement, issuing and assessment. Regular Care plan Audits including a 6 monthly report on care plan compliance and quality to
be submitted to the quality team.
•

Observation Policy

The observation policy to be reviewed to and ensure that it is clear and articulates who is responsible for carrying out the observations, how
these should be carried out and what the observations should be. A revised policy and a local standing operating should be issued to staff.The
Head of Healthcare at HMP Thameside should review any other Observation policy pertinent to prisoners in the early days of custody to ensure
that staff are clear which policy is being followed and why.
Simulation training has been provided in HMP Thameside during August 2017 for health and prison staff as part of suicide prevention
(https://vimeo.com/223021633 Password: Thameside)

4 Numbers, classification and reviews of deaths undertaken
The directorates changed from functional to borough directorates in April 2017. Mortality surveillance continued on a functional basis during a period of
transition and data has been collated on the new borough basis since June.
4.1 April 2017
To be collated into table for Quality Accounts– monthly table introduced in June 2017
4.2 May 2017
To be collated into table for Quality Accounts – monthly table introduced in June 2017
4.3 June 2017

Directorate
Total deaths in
month
Classification
(Mazars)
EN1
EN2
EU
UNI
UN2
UU
Rejected –
died in hospice
/ hospital
Type of
Review
Required
Preliminary
Case Note
Review
CDOP
RCA – SI
LD – LeDeR
Number of cases
still under review
awaiting further
information e.g.
coroner
2017/18 Total
Number of Deaths
Year to Date

Greenwich
Mental
Health &
OPMH
1 AMH
4 OPMH

0 OPMH
2 AMH

Bromley
Mental
health &
OPMH
0 AMH
4 OPMH

0
0
0
1
0
0
0

3
0
0
0
0
0
1

0
0
0
0
0
0
0

2

1

1

2
1
0
0

0
1
0
0

0
0
0
1 OPMH

Children &
Young
People
2

1

Total of
deaths
classified
0
1
0
0
1
0
0

12

Forensic &
Prison

16

Bexley Mental
Health &
OPMH

Greenwich
Adult
Community

Bexley Adult
Community

Adult
Learning
Disability

33

43

1

4
0
0
0
0
0
0

19
0
0
0
0
0
13

26
0
0
0
0
0
18

0
0
0
1
0
0
0

2

3

33

43

0

0
1
0
1

0
0
0
0

0
0
0
0

0
0
0
1

0
0
1
3

3 AMH
*TBC
15
82
*TBC
3
14 OPMH
*From July and August directorates have moved to a borough mortality surveillance reporting structure. The numbers of deaths have to date been collated by
functional lines and need recalculating for boroughs.

4.4 July 2017
Directorate
Total deaths in month

3

1

3

Bexley Mental
Health &
OPMH
& Community
55

1
0
1
0
0
0
0

0
0
0
1
0
0
0

1
1
0
0
0
1
0

44
6
0
0
0
0
0

Children &
Young People

Forensic &
Prison

Greenwich
Mental Health
& OPMH

Bromley Mental
health & OPMH

Greenwich
Adult
Community

Adult Learning
Disability

11

28

1

9
2
0
0
0
0
0

16
0
0
1
0
2
9

0
0
0
1
0
0
0

Classification (Mazars)
EN1
EN2
EU
UNI
UN2
UU
Rejected – died in hospice /
hospital
Type of Review Required

Preliminary Case Note
3
1
3
55
11
33
0
Review
CDOP
3
0
0
0
0
0
0
RCA – SI Mortality
0
1
1
1
0
0
LeDeR
0
0
0
0
0
1
Number of cases still under 1
0
1
5
0
0
3 to date
review awaiting further
information e.g. coroner
2017/18 Total Number of
16
17
TBC*
TBC*
26
110
3
Deaths Year to Date
*From July and August directorates have moved to a borough mortality surveillance reporting structure. The numbers of deaths have to date been collated by
functional lines and need recalculating for boroughs.
4.5 August 2017

4

1

5

Bexley Mental
Health &
OPMH
& Community
46

EN1
EN2
EU
UNI
UN2
UU
Rejected – died in hospice /
hospital
Type of Review Required

0
0
0
0
2
0
0

1
0
0
1
0
0
0

5
0
0
0
0
0
0

29
0
0
0
0
0
17

3
1
0
1
0
1
0

15
2
0
0
0
1
12

0
1
0
1
0
0
0

Preliminary Case Note
Review
CDOP
RCA – SI Mortality
LeDeR
Number of cases still under
review awaiting further
information e.g. coroner
2017/18 Total Number of
Deaths Year to Date

4

1

4

46

5

27

0

2
2
0
2

0
1
0
0

0
0
0
1

0
0
0
0

0
1
0
0

0
1
0
0

0
0
2
0

19

18

21

258

39

142

6

Bromley
Mental health
& OPMH

Greenwich
Adult
Community

Directorate
Total deaths in month

Children &
Young People

Forensic &
Prison

Greenwich
Mental Health
& OPMH

Bromley Mental
health & OPMH

Greenwich
Adult
Community

Adult Learning
Disability

6

15

2

Classification (Mazars)

4.6 September 2017
Directorate

Children &
Young
People

Forensic &
Prison

Greenwich
Mental
Health &
OPMH

Bexley
Mental
Health &
OPMH

Adult
Learning
Disability

2

0

5

&
Community
49

EN1
EN2
EU
UNI
UN2
UU
Rejected – died in hospice /
hospital
Classification not yet known
Type of Review Required

0
0
0
0
1
0
0

0
0
0
0
0
0
0

2
0
0
3
0
0
0

23
1
0
1
0
1
20

5
6
0
1
0
0
7

19
1
0
3
0
1
12

2
0
0
2
0
0
0

0

3

0

0

0

Preliminary Case Note
Review
CDOP
RCA – SI Mortality
LeDeR

0

0

5

49

30

27

0

2
0
0
0

0
0
0
0

0

0

0

0

0

0
0
1

1
0
3

0
0
0

1
0
0

0
4
0

21

18

26

307

51

173

10

Total deaths in month

12

31

4

Classification (Mazars)

Num ber of cases still
under review aw aiting
further inform ation e.g.
coroner

2016 / 17 Total Number
of Deaths Year to Date

1

Recommendations
For the Board of Directors to note

Quality Committee

Present

Minutes of meeting
Wednesday 29 November 2017, 15.00 to 17.00hrs
Boardroom, Pinewood House

Steve James
Andy Trotter
Yemisi Gibbons
Ify Okocha
Michael Witney
Simon Sherring
Iain Dimond
Stephen Whitmore
Lesley French
Derek Tracy
Adrian Dorney
Paul Maycock
Rhoda Iranloye
Susan Owen
Joe Nhemachena

Non-Executive Director and Chair of the Quality Committee
Trust Chair
Non-Executive Director
Medical Director
Director of Therapies
Associate Director of Nursing (For Jane Wells)
Service Director, Greenwich and Adult Learning Disability Services
Director of Children and Young People’s Services
Clinical Director for Children and Young People’s Services
Clinical Director for Bexley Care
Associate Director, Bromley (For Abi Fadipe)
Deputy Chief Pharmacist (For Carol Paton)
Associate Director of Quality and Governance
Risk and Governance Manager
Head of Quality and Compliance

In attendance
Maxine Patel
Stania Kamara

Consultant Psychiatrist
Speciality Doctor

Item

Subject

Action

1

Apologies for absence
• Estelle Frost, Service Director for Bromley
• Seyi Clement, Non-Executive Director
• Abi Fadipe, Clinical Director for Bromley
• Carol Paton, Chief Pharmacist
• Jane Wells, Director of Nursing
• Anthony Akenzua, Clinical Director for Greenwich
• Lorraine Regan, Associate/Clinical Director ALD and Greenwich Integration Lead
• Tom Brown, Service Director for Bexley Care
• Sarah Burchell, Associate Director for integration in Bexley
• Elizabeth Zachariah, Clinical Director, Forensic and Prison Services
Minutes of the last meeting
Minutes of the Quality Committee meeting on 20 October 2017 were approved as an
accurate record.
Matters arising from minutes of the last meeting
Action tracker
th
34 – The December meeting of the Quality Committee is now scheduled for the 20 .
35 – Bromley CCG has commissioned a substantive service and Oxleas is putting a bid
together. The financial modelling for this will be used to initiate conversations with Bexley
and Greenwich CCGs.
SJ – Are we confident we will be successful?
PM – We have put a lot of work into the bid and we think we are in a favourable position.
37 – RI reported that CQC interviews for their good news publication took place as
previously reported and they held individual interviews and met with 3 staff as a group.
38 – RI reported that she has further information about the request to use the NHS
benchmarking data. RI has been told that NHS improvement and CQC are collating
intelligence on Trusts and will use benchmarking and other publicly available data. Concerns
were relayed that historical benchmarking data was not reflective of the Trust as services
had changed and that data may not be accurate.

Noted

2
3
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YG asked if the data was of poor quality.
IO explained that it goes through validation but when published and reviewed by services it
shows inaccuracies.
SJ added that issues raised were also to do with how it was categorised in reports.
SW said that there was need to influence the process, particularly around definitions.
It was agreed that if further discussion and decision was required, this would be brought
back to a future Quality Committee meeting.
Update on prone restraint
36 – SS provided an update on prone restraints. The Trust position is that “Restraint of
patients, particularly prone restraint should not be used except in exceptional
circumstances”.
As a Trust our aim is to use physical intervention in the management of violence and
aggression in exceptional circumstances and to promote evidence based initiatives that
reduce and manage conflict and containment. This is in keeping with the latest CQC
recommendation and the NICE guideline on Violence and Aggression (NG10).
Staff are completing the new Supine Restraint training and at the end of the free training
period, we have commissioned further training until the middle of January 2018 at which
point we will take stock. As of 22 November 2017, 41% of relevant staff had received
training on Supine Restraint.
A review of the incident data shows that in October, 100% of prone restraint incidents
involved the administration of intramuscular medication for rapid tranquilisation. In quarter
1 of this year (April – June) there were 56 incidents and in quarter 2 (July –September) there
were 32. In the same period, the number of supine restraints recorded was 31 for Q1 and 14
for Q2. The prone restraint data this year compares favourably to the average number per
quarter for last year (16/17) which was 53. The plan is to sustain this downward trajectory of
prone restraints.
SJ - what sorts of restraints are included in the 230 figure?
SS - Those are types. There may be different types for a single restraint episode.
IO said that in their brief guide, CQC only recognises: Physical restraint of which prone
restraint is a subtype, chemical restraint and mechanical restrain. We do not use chemical or
mechanical restraint in Oxleas. There is need to review Datix categories.
SJ - We need clarity around our definitions.
ACTIONS: SS will add clarity on definitions to the next report to the Quality Committee. To
also explore Datix categories in relation to types of restraints and amend future reports.

4

SJ Asked when the remainder of staff who require training will be trained?
IO explained that it had been decided to prioritise areas that may use prone restraint but
the idea was to train all staff who currently receive Prevention and Management of Violence
and Aggression (PMVA) training. The challenge is removing staff from acute inpatient wards
where there is so much pressure for training. The situation will be assessed and reported by
mid-January when the training contract expires The committee is assured that current
PMVA training raises awareness of the risks of prone restraint particularly if prolonged. The
duration of prone restraints is reducing, demonstrating that people are being mindful of the
risks where prone restraint is used.
ACTION: To report training compliance at the January meeting.
Directorate Feedback – Bromley Services
AD presented and showed a list of Bromley teams, explaining that the Community
Rehabilitation service was managed by Bromley although there are teams in all 3 boroughs.

SS

SS

Ensure we meet our patient promise – There were 197 patient experience feedback
responses between September and October 2017, compared to 669 and 2002 in Bexley and
Greenwich respectively. Even accounting for the fact that Bromley does not provide
Enc 7b Draft Quality Committee minutes - 2017 11 29
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community health services, responses are low. Local plans are in place to address this.
IO noted that the agreed and established ‘6 must ask questions’ are not reflected in the
Bromley feedback.
ACTION: To ensure the 6 must ask questions are asked in all Bromley patient experience
feedback.

AF

Section 132 Rights – 3 of the 11 exceptions are in Bromley across 3 different teams i.e.
Intensive Case Management for Psychosis, older people and adult mental health services.
Ensure we involve families, carers and significant others – There have been 30 formal and
13 local complaints year to date. Compliments are potentially under reported.
Ensure we deliver personalised care planning to every patient – Data shows that Care plan
recording is 89.9% against a 95% target. The 6 monthly CPA compliance is 97.8% against a
95% target.
IO asked that the directorate reports their monthly care planning audit results in future
especially as many teams have not engaged in the audits yet.
Section 58 – This is at 100%
Ensure we put the safety of our patients first and avoid or eliminate harm – There is one
open level 5 incident investigation.
Ensure we provide services and deliver care in line with national best practice and
guidelines
RI explained that the QSIP dashboard was no longer being produced in the same way.
AD reported that delayed transfer of care was 3.3% against a less than 7.5% target as a
result of focussed effort.
Audits – The directorate is participating in audits of restrictive practice, care planning,
antimicrobial, Pressure Ulcers, Early Intervention in Psychosis and medication related family
planning in inpatient psychiatry audits.
Outcomes – Health of the Nation Outcome Scale (HONOS) is to be used by all teams, but
teams can also use other outcome measures.
Service redesign – The Directorate Management Team (DMT) is in place and recruitment of
a Head of Nursing is underway, with interviews scheduled for next week. A DMT away day
was held in September, and strategy and direction were set. Service and Clinical Directors
completed meet and greet visits to all teams.
Integration although the community bid was not successful, there is liaison with Bromley
Healthcare and a discussion was held recently with their executives on a single point of
access. Older people’s services received an award on their work on Integrated Care
Networks (ICNs).
Quality Improvement Projects – These include the Acute Care pathway with Birch, Visual
Management Boards and Community Diagnostic completed by Birch. Visual boards are used
for huddles to improve daily planning.

5

Other news – The Memory Service achieved the Memory Services National Accreditation by
the Royal College of Psychiatrists. The Perinatal Service featured on ITV and Sky News and
the directorate is contributing to the mental health strategy in Bromley.
Patient Experience Quarterly Update
Patient experience
MW gave an overview of the patient experience programme, noting that there has been a
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drop in the number of people providing feedback from 2010 in September 2017 to 1497 in
October 2017. The dashboard of our ‘6 must ask’ questions are green in areas and the detail
about directorate (and team) performance is available.
There is a slightly improving response rate for completion of complaints investigations
within 30 days. Three of the five directorates achieved 100% in September. Bexley and
Greenwich did not do as well.
The use of the support network tool on RiO to record conversations about support network
needs further push in all directorates. 150 forms were completed in October, less than the
month before where 242 were completed. There is a long way to go based on the number of
service users in services.
Patient Experience Group (PEG) report
Each directorate completes the highlight report but unfortunately the Bromley report is not
available. On the “You said, we did” feedback, the Bracton Centre has good examples.
SJ – observes that the Belmarsh prison feedback demonstrated a good attempt to work
around a real issue on access to nursing services due to resource constraints in prison that
impedes movements of prisoners.
The Friends and Family Test (FFT) scores are shown separately for community health and
mental health. Generally, community services perform better. However, community scores
slipped in July and August, pulled down by specialist services and children and family service.
The latter relates to the immunisation service where school children were being asked
whether they would recommend the service. The service no longer asks the question.
Mental health scores are at, or just below, national and London scores except for July.
The month of last closed complaints is July 2017. There were 29 complaints. The average for
the year so far is 23, same as last year, although there was a small spike in Bromley. The top
3 concerns remain clinical care, attitude and behaviour of staff and communication.
Complaint subject by staff group shows that 22 complaints were against doctors and 24
against nurses. There were also 5 for corporate services.
There were 290 PALS contacts, and 147 related to non Oxleas services at Queen Mary’s
Hospitals.

6

AT asked if there was a policy on responding to website comments.
MW explained that Service Directors, Clinical Directors, PEG leads and others are informed
of comments and asked to respond. The standard would be that we have a response for all
comments. There are plans to take down the comments section to divert comments to PALS,
who will forward to services and encourage a response. Patients will still be able to leave
feedback. We are looking to procure a provider to collect and drive up responses and
enhanced capacity to report.
IO - do we reflect any negotiations with complainants to extend the response period in the
report?
SW explained that if services get back to the complaints team on negotiated timescales with
families, this gets considered.
MW added that where complexities arise, services can request an extension which is taken
into account when breaches are finalised.
Mortality Surveillance
SS reported that the group reviewed deaths that occurred in the previous month. In quarter
2 policy on learning from deaths was completed and ratified, including involving families and
carers, which has been published on our intranet.
Monthly ifox reports are now generated to enable clinical reviewers to ensure reconciliation
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of ‘deceased’ data between national spine and RiO.
Learning from thematic reviews of adult learning disability deaths - The majority of the
reviews have been positive and have found good quality care and service delivery. Where
lessons have been identified these have been fed back to the teams and staff involved, and
actions agreed and implemented to improve systems and practice.
Summary of review findings and improvements – themes identified are in the following
areas;
• Knowledge of the Mental Capacity Act
• The assessment and recording of physical health issues
• Liaison between agencies
• Quality of the management of complex physical health related issues within
residential/supported living services
Learning from thematic reviews of deaths in custody – examples of identified themes are;
• Reception Screenings
• Attending to medical emergencies
• Documentation
• Observation policy – For prison services, the observation policy is to be reviewed to
ensure that it is clear and articulates who is responsible for carrying out the
observations, how these should be carried out and what the observations should
be.
SW suggested that it may be helpful to have consistency in reporting to ensure there can be
comparison of data. For example, Bexley data was amalgamated whereas Greenwich had
separate data foe community health.
ACTION: To explore if this request can be addressed.

SS/JW

SW – asked members to note that currently, child deaths are reviewed by an external
committee and CCG representative. New guidance was published in October on this process
being overseen regionally. The positive aspect is that due to low numbers of child deaths,
regional comparison is more beneficial.

7

SJ said that Oxleas was noted for best practice on mortality surveillance at a Non-Executive
Directors event he attended recently.
Quality Accounts – Midyear progress update
RI presented the mid-year progress report, highlighting areas of achievement as well as
those requiring further focus in order to meet the set quality goals.
13 (72%) of the 18 indicators have been achieved. 4 are rated amber as mostly achieved and
data is not yet available for the remaining indicator. The four amber rated indicators are:
Falls, prone restraint, physical health CQUIN and clinical outcomes. On falls, an audit is
awaited and on clinical outcomes, each directorate was to set a trajectory of paired scores
but this has not progressed as expected.
RI said that in the coming weeks, it would be good to think about next year’s priorities.
YG asked why the falls indicator was still amber.
RI explained that this was possibly due to the increase in level 1 and 2 falls and compliance
with the falls policy.
Following Deloitte’s audit of mandated indicators, they will be back in March next year and
will check whether recommendations were addressed. There is no cause for concern on
recommendations and the only outstanding issue is on the carers indicator and there is a
meeting scheduled for next month to look at progress.
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SJ - At the Audit and Risk committee Deloitte said that there were no issues around
definitions.
RI - we will be re audited on gatekeeping again so please ensure good practice continues.
CQUIN Update
JN presented a paper on the 8 national CQUINs for this financial year. The local and forensic
CQUINs were not discussed as these are progressing well.
He noted that these CQUINs are for two financial years and identified a number of
unprecedented factors that have challenged our clinicians. These are:
• Many more CQUINs than before: 8 national CQUINs compared to 2 or less
previously.
• Community Health Services have national CQUINs for the first time in a number of
years. The only other time was over 3 years ago, with the national safety
thermometer CQUIN.
In addition to the challenges above, a small number of changes introduced during the course
of this year presented additional challenges to achieving CQUINs.
Although teams have engaged in the national physical health CQUIN for several years, there
was a change in the process for confirming achievement this year. In the past a specific audit
was undertaken to establish whether trusts have achieved the CQUIN but this year, without
notice, NHSE decided to check achievement through the National Clinical Audit of Psychosis
(NCAP) for community and inpatient mental health settings. This means that:
• Instead of the usual process of auditing patient records over two months (August
to September 2017) a 12 month period (July 2016 to July 2017) was audited.
• The audit sought evidence of checks and interventions carried out between 1
November 2016 and 31 October 2017
• The physical health CQUIN excludes patients who are not on CPA but the NCAP
audit includes them thus broadening patients included in the audit and potentially
diluting the sample the CQUIN was intended for. NCAP also covers forensic
services that are excluded from the CQUIN. As a result of the broader cohort, the
CQUIN sample is likely to be smaller thus making it more difficult for us to achieve.
The committee was asked to note that having reviewed progress we are making, it is
unlikely that the Trust will achieve all of the Flu CQUIN. Current uptake is 28% and partial
payment begins at 50% and full payment from 70%.
RI added that other mental health Trusts face a similar challenge.
Partly due to the change in process described above, the community element of the physical
health CQUIN has not been achieved, a loss of £65,721. The other loss already realised is
preventing ill health by risky behaviours that requires staff to evidence inpatient care plans
that they have screened for risky behaviours: smoking and drinking and have offered
appropriate interventions. A loss of £2450.
Improving services for people with mental health needs who present to A&E
It is difficult to say whether the required reductions in attendance at A&E of a cohort of
patients classed as ‘frequent attenders’ will be met.
AT – Do we know what the data is saying?
JN - Initial CQUIN requirements were on improving coding of mental health patients
(completed by A&E staff) who attend A&E by so that we could be sure the data was reliable.
This has been completed but A&E departments are having to upgrade their systems to be
able to collect and report Emergency Care Data to the centre every week. We will not know
the position until this is complete and we run a report.
Transitions out of Children and Young People’s Mental Health Services
There are very robust governance systems and the caseload is understood, dates known and
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care coordinators and operational leads are aware. The gap is around booking transition
clinics but 7 out of 14 are in place.
Supporting proactive and safe discharge
This is a multi-provider CQUIN that requires further discussion with commissioners and
acute providers to agree next steps. Oxleas community services are involved but have little
influence on main milestones that are for acute services.

9

YG asked why there was a recording issue around the risky behaviours CQUIN.
IO explained that an example had been given where a care plan could not be found for a
service user. A Quality and Governance manager had asked the care coordinator to ensure a
care plan was available but the care coordinator had 3 other patients in crisis to attend to at
the time.
Quality Improvement
Trust Quality Improvement Progress Update
The informal meeting of the executive had discussed how to implement the Quality
Improvement on 28 November 2017. It was agreed to pursue modular implementation and
a paper will come to the quality committee in December and then the board in January
2018.
ACTION: To present the quality improvement paper to the Quality Committee at the next
meeting.

RI

South London Partnership (SLP) Prescribing Quality Improvement Project
MP presented work she is leading in Oxleas that is part of the South London Partnership:
Increase prescribing of antipsychotic depot/Long Acting Injections (LAIs) and clozapine to
reduce relapse and associated hospitalisation.
She shared follow up research from Sweden that showed that during follow-up of 29 823
patients with Schizophrenia aged 16-64, 43.7% were re-hospitalized and 71.7% experienced
treatment failure (Tiihonen, 2017: Real-World Effectiveness of Antipsychotic Treatments in
a Nationwide Cohort).
Another study of Early Intervention in Psychosis (EIP) Service patients looked at the relapse
rate and predictors of relapse in patients with first-episode psychosis following
discontinuation of antipsychotic medication (Di Capite et al, 2016). They found that relapse
occurred about 8 months following discontinuation of treatment and discontinuation was
commoner in: male patients who were not in education, employment or training (NEET) and
who have had previous admissions to hospital. They reported that relapse is also common
after discontinuation of antipsychotic medication following recovery from a First Episode
Psychosis (FEP).
Critical treatment failure window of Clozapine in Treatment Resistant Schizophrenia;
A small but interesting study from Japan showed at patient delay determined response
(improvement) to clozapine, a drug used in treatment resistant schizophrenia.
Delay of less than 2.8yrs results in 82% of patients responding to clozapine and
Delays of over 2.8yrs results in a lower response rate of 31%.
The summary of all of these is that staying on medication results in fewer relapses and
therefore admission to hospital. Also, earlier initiation of clozapine results in greater
response and therefore better outcomes.
Oxleas data
• 4047 patients: active community caseload
• 485 admissions (From March 2016 – February 2017)
• 29246 bed days, financial cost of over £10million
• 60 days mean admission duration
• On depot/LAI: 19% Oxleas (31.5% England/Wales, NAS)
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On clozapine: 14% Oxleas (23.7% England/Wales, NAS)
1% increase in clozapine/ depot prescribing (where clinically appropiate)
• prevents 1% of admissions
• NNT: 13 to prevent 1 admission and save 60 bed days
• Financials: costs £5k (if 4 patients are put on clozapine and 9 are
put on depot) to save £20k admission
• Human: value to patient of avoided admission will be far greater
as outcomes will be much improved

MP showed Rightcare data on mental health admissions. Greenwich has 70% more mental
health admissions compared to 10 similar CCGs. Bexley has 50% more and Bromley 45%
more.
MP then outlined the actions that have been undertaken or are needed which are
summarised as follows:
For Oxleas prescribers
• Primary target: To address prescriber knowledge/ attitudes/ barriers
• Pharmacy: Newsletters, prescribing data monitoring, new leaflets
• Evidence based talks with benchmarking and local contexts
• All 3 borough based meetings for consultants and middle grade Doctors
• EI strategy meeting to oversee the Greenwich business case for 3 year
service
• PPP: Schizophrenia Positive Practice Points minor edits
• Bespoke case note review by SpR in ICMP-E. in Greenwich
• Next steps: Individualised meetings with consultants to stimulate interest and
propose projects
CCGs and GPs
• Primary target: GPs to take back patients on depot from ICMP/EIP
• CCGs
• Bromley: The Clinical Director is having dialogue
• Greenwich: GP mental health leads just commenced dialogue
• GPs
• Oxleas pharmacy project: analysed the GP depot data on 10 similar CCGs
• Bromley: six pilot practices identified to take back more depot patients
• Greenwich: Syndicate approach being considered
• Next steps:
• Bexley CCG and GPs: Researchnet is looking at clozapine in primary care
th
• There is a CCG 3 borough meeting 7 February to share benchmarked data

10

YG - Is there shared care guidance?
MP said that this was included in on-going conversations.
CQC & Regulatory Update
RI explained that CQC have been holding events where they explain their next phase of
inspection. Presentation slides of the events were enclosed. The quarterly Trust engagement
meeting with CQC was held on 16 November 2017.

Noted

Oxleas services should be inspected before the end of March 2019. CQC will ask for data and
decide which core services to inspect, giving notice of 24 hours. They will then conduct a
well led review.
CQC Consultations
CQC are currently seeking providers’ views through 2 consultations on:
• The change to regulatory fees (Consultation period ends 18th January 2018).
• Reporting and rating NHS trusts on the use of resources (consultation period ends
10th January 2018).
NHI will review use of resources, and CQC will make a judgement and apply a rating which,
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combined with quality of service ratings, will have impact on overall rating of a Trust.

11

SJ - This item will need to be presented at a future meeting, with more time allowed for
discussion.
IO said that at the time of the engagement meeting with inspectors, the emphasis was on
acute Trusts.
YG asked whether the new system will be implemented after consultation.
RI said that this had already commenced in acute services.
ACTION: To present the tem at the next meeting, allowing adequate time for discussion.
Risk Register
SO presented. There are 30 risks across all quality work streams. There is one significant risk
relating to learning from the incident at the Bracton Centre in July 2016. Since the last
meeting 3 new risks have been raised and they are all owned by the Trust Safety Committee;
• 1661 – Safety Committee: If incident handlers do not review and approve
incidents in a timely manner, then we are unable themes and trends which may
highlight areas of risk.
• 1662 – Safety Committee: If teams do not review the medical devices inventory,
there is a risk that items that items recorded as missing may still be in use,
presenting a safety risk if they have not been services or calibrated or may be
missing and not in use but still incurring maintenance costs. Also, new items that
have not been added, will not be scheduled for service and maintenance.
This was opened as a risk because as at September 2017, there are 800 items
recorded as missing.
• 1669 – Mental Health Legislation Oversight Group: There is a risk that patients
will be unlawfully deprived of their liberty if inpatient DOLs are not reviewed and
further requests made before expiration of authorisation by community teams in
boroughs where there is inconsistency in the health and social care system and
different processes for the COP10. This risk has been separated into mental
health and community mental health service

RI

The November meeting of the Quality Committee received a report of aged risks, opened
prior to April 2016, so will be more than two years old by the end of the financial year. The
work streams that own these risks will be asked to undertake a more detailed review and
agree whether the risks should be tolerated or the target rating and date reviewed with a
view to closing or tolerating the risk in the near future. Two relate to medicines
management and will soon be reviewed. The risk on supporting carers will probably stay
while work to roll out some aspects of the carers strategy progress.
SJ asked why 800 items stated in the medical devices risk could not be found.
SO explained that it is not always clear whether equipment is missing or has not been
properly logged.
ACTION: To raise with the Patient Safety Group to check whether this is a significant issue.
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YG asked if a risk had been considered around contractors leaving equipment unattended.
SO said that the Health and Safety Committee had discussed this and felt assured these had
been isolated incidents.
MP reported that she had dealt with 3 incidents in Oxleas House and that this may be more
common.
ACTION: To raise with the Health and Safety committee to reconsider.
Any Other Business
There was no other business to discuss.

SO

SO

Date of next meeting
Friday 20 December 2017
13.00 pm to 15.00 pm
Boardroom, Pinewood House

Enc 7b Draft Quality Committee minutes - 2017 11 29
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Summary and Highlights
AT was a 51 year old female, admitted informally to Norman ward, Green Parks House on 11
August 2017. On 26 August 2017 she requested access off the ward at 10.50 hours. She was due
to meet her brother on the ward at 11.30 hours but had not returned by this time. Ward staff
circulated her description to the police; the police later confirmed that AT had jumped in front of a
train at Bromley South station.
AT’s first presentation to Oxleas mental health services was on 4 May 2017 when her GP referred
her to Bromley West Primary Care Plus (PCP) team, with concerns that AT was suffering from
anxiety and depression. She received care from Bromley West Adapt team and Bromley home
treatment team (HTT), before being admitted to the ward via the mental health liaison team, on 11
August 2017.
The panel looked at the care offered to AT by the different teams, including Norman ward.
There were some delays in accessing care from Bromley West PCP and Adapt teams. However, the
panel found that the care offered by HTT, mental health liaison team and Norman ward was good,
with clear evidence of multi-disciplinary input and family involvement. Record keeping also was
good.
The family of AT had a number of questions and these are addressed in the report.
As part of the terms of reference, the panel was asked to review the support offered to staff on the
day of the incident and in the following days. The panel chair spoke with nursing staff, the OT and
the psychologist. Whereas support was offered to staff in many different ways, and all had been
reminded that they could contact Care First, there were a number of aspects in the trust’s overall
response that could be improved and these are detailed in the report.
The panel has made 4 recommendations arising from our investigation:
Recommendation 1: The Bromley directorate management team reviews the current waits for
assessment to Bromley West PCP and Adapt teams and takes remedial measures to ensure that
trust standards are maintained.
In addition, the DMT are asked to institute local standards for contact by care coordinators for
new/returning referrals.
Recommendation 2: The Bromley directorate management team is asked to consider how
continuity of care can better be delivered within Bromley HTT.
Recommendation 3: The Bromley directorate management team to ensure that patients and
families receive information on admission, outlining what multidisciplinary treatment and support will

be offered on each ward, particularly in relation to ward based psychology and occupational therapy.
Recommendation 4: The trust develops systems for ensuring better and more consistent support to
staff following a serious incident.
A key part of this report is to assess whether AT’s suicide was predictable or preventable. The
report sets out our tests for these questions.
We concluded that AT’s suicide was not predictable as there was no evidence that her words,
actions or behaviour on the days immediately preceding 26 August 2017, or on that morning, could
have alerted the Norman ward team that she imminently might commit suicide.
We concluded that AT’s suicide was not preventable. This conclusion is based on the assessments
carried out in the days prior to her going on leave and on the morning of 26 August 2017. These
assessments gave no indication of on-going suicidal risk and the panel concluded that there were
no actions that staff could or should have taken.
The report concludes with the new requirement to undertake a Structured Judgement Review (SJR).
This is intended to look for strengths and weaknesses in the caring process, to provide information
about what can be learnt when care goes well and to identify points where there may be gaps,
problems or difficulties with the delivery of care.
The SJR found that:
•

There was some evidence of problem/s in healthcare.

•

The nature of staffing in HTT meant that AT was seen by different members of the team and the
waiting time for community referrals were considered too long. However it was felt that although
these may have been contributory factors to the healthcare problem, they were not causative.

•

The panel concluded that AT’s death was not avoidable.

The action plan is attached.

Recommendations
To note.

BROMLEY DIRECTORATE
SERIOUS INCIDENT ACTION PLAN: StEIS: 2017/19024
Recommendation

Action required

1a: The Bromley
Directorate
Management Team
(DMT) reviews the
current waits for
assessment to
Bromley West PCP
and ADAPT Teams
and takes remedial
measures to ensure
that Trust standards
are maintained.

Short term: Staffing
temporarily to be
increased to
support PCP to
reduce backlog.

Due by
13/11/17

4/12/17 and
Medium term:
monthly monitoring
Locality managers
to review and adjust
PCP/ADAPT
pathway utilising
feedback from Birch
to ensure the
system can achieve
the target. Support
from Business
Office re trajectory.
To present proposal
and trajectory at QA
Board January
2018.

Lead
P. Kenny, service
manager (SM),
Bromley

P. Kenny, SM
S. Francis,
business manager

How will this be
evidenced
Waits currently
averaging 27 days
(Nov 17); to be
monitored at DMT
and reported to the
Formal Executive
Meeting

Progress and date

Service model and
trajectory to be
approved by
December Quality
Assurance Board.
Thereafter waits will
be monitored at
monthly QA/DMT
and reported to the
Formal Executive
Meeting.
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Recommendation

Action required

Due by

1b: In addition, the
DMT are asked to
institute local
standards for
contact by care
coordinators
(CCOs) for
new/returning
referrals.
2: The Bromley
Directorate
Management Team
is asked to consider
how continuity of
care can better be
delivered within
Bromley HTT.

Team managers to
ensure that once
allocated, CCOs
contact service
users within 2
working days.

1/12/17

P. Kenny, SM

March 2018

P Kenny, SM

Present audit to
March 18 QA
Board.

HTT to review
information given to
new service users
to ensure they
understand HTT
work as a team to
deliver their care.
The team will
consider the
contact needs of
patients and family
via the MDT
assessment and
incorporate this into
care plan as far as
possible, and within
team constraints.

4/12/17

Emilia Endeley,
HTT Team
Manager

Discuss with the
HTT

Pauline Kenny, SM

Report to
December 17 DMT
re evidence from
team meetings
minutes.

Pauline Kenny, SM

Audit of care plans,
carer assessment
forms and Patient
Experience
feedback to March
18 QA Board.

March 2018

Lead

How will this be
evidenced
Report to
December 17 DMT
re evidence in team
meeting minutes.

Progress and date

Care coordinators
to be reminded that
they need to work
Page 2 of 3

Recommendation

3: The Bromley
directorate
management team
to ensure that
patients and
families receive
information on
admission, outlining
what
multidisciplinary
treatment and
support will be
offered on each
ward, particularly in
relation to ward
based psychology
and occupational
therapy.
4: The Trust
develops systems
for ensuring better
and more
consistent support
to staff following a
serious incident.

Action required

Due by

alongside HTT to
provide consistency
for patients.
Professional leads
28/2/18
to collaborate with
Modern Matron
GPH, to review
multi-disciplinary
input and produce a
leaflet with input
from patients, lived
experience
practitioners, etc.
as part of the
welcome pack.

Trust director of
service delivery to
agree the changes
with service
directors and
update Director/
service manager on
call guidance.

5/01/18

Lead

How will this be
evidenced

Lawrence Yong
Modern Matron,
GPH

Draft to be signed
off at the
Directorate Quality
Assurance Meeting
in March 2018.

Helen Smith
Director of Service
Delivery

Minutes of January
18 service director
meeting.

Progress and date
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Summary and Highlights
The infection prevention service has maintained a focus on the core activities of surveillance,
monitoring and control of infection over the past year. Excellent progress was made against the
objectives in work plan for 2016-2017 with all objectives completed. The infection prevention and
control work plan for 2017-2018 is in place and focuses on the core issues of audit, policy development
and review, maintaining compliance with the Health and Social care Act 2008, and other national
guidance and legislation.
Specific objectives achieved in the year have included:
•

Maintaining a low level of infection in relation to alert organisms. There were zero cases of MRSA,
MSSA or E. Coli bacteraemia, 2 cases of Clostridium Difficile, and a low number of MRSA
colonisations. Post Infection Reviews (PIRs) for both C. Diff cases concluded that there were no
lapses of care attributable to Oxleas.

•

Outbreaks of infection were limited to suspected Norovirus, with 3 reported outbreaks throughout
the year.

•

The unannounced audit programme for year was completed with over ninety audits completed.
Unannounced audits by the Infection Prevention Team identified many areas of good practice in
particular; management of waste, transportation of specimens, vaccine storage and kitchens. There
were some areas of practice identified where compliance did not meet the required standards
particularly in relation to the decontamination of patient equipment and the cleanliness of toys.
Progress has been made in all of these areas and will continue throughout the following year.

•

Monthly hand hygiene and mattress auditing by services has continued throughout the year. The
average response rate was 80% for hand hygiene and 81% for mattress audits. There will be a focus
on improving further on response rates in the coming year, although this is an improvement on last
year. Average compliance rates were very good with an average of 96% being achieved for hand
hygiene 97% for mattresses.

•

Training activity was consistently high in the year with the 80% target for mandatory infection
control training being achieved throughout the whole year. Additional training was provided by the
Infection Prevention Team on Clostridium Difficile, care bundles, aseptic technique, outbreak
management, and safety sharps devices. Training has also been provided on the Student Nursing
programme.

•

All policies were reviewed by their review date or reviewed to incorporate changes necessary due to
changes in National guidance or legislation. In addition three new policies were produced; Bed Bug
policy, Use of FFP3 respirators and Sepsis.

•

In the last year two audits of antimicrobial usage across the inpatient areas (excluding prison
services) were carried out. Both audits highlighted that overall the prescribing of antibiotics is low
across the Trust, that there is good compliance with following the trust guidance and
documentation of allergy status. There are currently inconsistencies with documentation of the
review/stop date and where the indication is documented.

•

Overall cleanliness monitoring scores were high throughout the year in the majority of areas.

Changes to risk register

New risks identified

Recommendations
To note

Previous
rating

New rating

Rating

Annual Report of the
Director of Infection Prevention and
Control
April 2016-March 2017

Report compiled by the Head of Infection Prevention and Control
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Executive Summary
The infection prevention service has maintained a focus on the core activities of
surveillance, monitoring and control of infection over the past year. Excellent progress
was made against the objectives in work plan for 2016-2017 with all objectives
completed. The infection prevention and control work plan for 2017-2018 is in place and
focuses on the core issues of audit, policy development and review, maintaining
compliance with the Health and Social care Act 2008, and other national guidance and
legislation.
Specific objectives achieved in the year have included:
•

Maintaining a low level of infection in relation to alert organisms. There were zero
cases of MRSA, MSSA or E. Coli bacteraemia, 2 cases of Clostridium Difficile, and a
low number of MRSA colonisations. Post Infection Reviews (PIRs) for both C. Diff
cases concluded that there were no lapses of care attributable to Oxleas.

•

Outbreaks of infection were limited to suspected Norovirus, with 3 reported
outbreaks throughout the year.

•

The unannounced audit programme for year was completed with over ninety audits
completed. Unannounced audits by the Infection Prevention Team identified many
areas of good practice in particular; management of waste, transportation of
specimens, vaccine storage and kitchens. There were some areas of practice
identified where compliance did not meet the required standards particularly in
relation to the decontamination of patient equipment and the cleanliness of toys.
Progress has been made in all of these areas and will continue throughout the
following year.

•

Monthly hand hygiene and mattress auditing by services has continued throughout
the year. The average response rate was 80% for hand hygiene and 81% for mattress
audits. There will be a focus on improving further on response rates in the coming
year, although this is an improvement on last year. Average compliance rates were
very good with an average of 96% being achieved for hand hygiene 97% for
mattresses.

•

Training activity was consistently high in the year with the 80% target for mandatory
infection control training being achieved throughout the whole year. Additional
training was provided by the Infection Prevention Team on Clostridium Difficile, care
bundles, aseptic technique, outbreak management, and safety sharps devices.
Training has also been provided on the Student Nursing programme.

•

All policies were reviewed by their review date or reviewed to incorporate changes
necessary due to changes in National guidance or legislation. In addition three new
policies were produced; Bed Bug policy, Use of FFP3 respirators and Sepsis.

•

In the last year two audits of antimicrobial usage across the inpatient areas
(excluding prison services) were carried out. Both audits highlighted that overall the
prescribing of antibiotics is low across the Trust, that there is good compliance with
following the trust guidance and documentation of allergy status. There are
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currently inconsistencies with documentation of the review/stop date and where
the indication is documented.
•

Overall cleanliness monitoring scores were high throughout the year in the majority of
areas.
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1.

INFECTION PREVENTION AND CONTROL ARRANGEMENTS

Organisation of Infection prevention and Control
Infection prevention and Control resources
1wte - Head of Infection Prevention and Control
1.4wte - Infection Prevention and Control Nurses
Microbiology resources
The trust has a Service Level Agreement with Lewisham & Greenwich Healthcare Trust
for Consultant microbiological support and microbiology laboratory Services.
Reporting Arrangements
The Director of Infection Prevention and Control (DIPC) meets regularly with the Chief
Executive and the Medical Director. The DIPC is the chair of the Infection Prevention and
Control Committee and the Trust Safety Group, and is the Board lead for infection
prevention.
Infection Prevention and Control Committee
The Trust maintains effective infection prevention and control arrangements through a fully
constituted Infection Prevention and Control Committee which meets quarterly and reports
directly to the Trust Safety Group. The Trust Safety Group receives the minutes of the
Infection Prevention and Control Committee and the quarterly Infection prevention Report.
The Trust Safety Group reports by exception to the Risk Committee where the quarterly
reports are noted. The Risk Committee minutes are received at the Board of Directors
meetings and the Board of Directors receive a monthly update from the Director of Nursing
which includes a section on infection prevention.
The Infection Prevention and Control Committee produce an annual work plan which
describes objectives, actions and how these provide assurance against strategic objectives /
priorities, and external indicators.
The Infection Prevention and Control Committee maintain a Risk Register, which includes
controls, assurances and gaps in control.
Infection Prevention and Control team
The Trust Infection Prevention Team has the primary responsibility for providing advice and
expertise in all aspects of infection prevention and are responsible for the core services of
surveillance, monitoring, prevention and control of infection across the trust. The Infection
Prevention Team is led by the Head of Infection Prevention who reports directly to the DIPC.
The Infection Prevention Team aim to provide an infection prevention and control advisory
service to the trust, staff, patients and visitors and provide management and control of
outbreaks, staff training and be key in the formation, implementation and monitoring of all
infection prevention control policies. The Infection Prevention Team conduct day-to-day
activities both proactive and reactive to maintain effective infection prevention and control.
The Infection Prevention Team are available Monday- Friday during normal office hours
which are 9-5. Outside of these hours the Trust has 24 hour access to a Consultant
Microbiologist at the local acute hospital. In addition to this Trust staff are able to call the
South London Health Protection Team at Public Health England out of hours.
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2.

SURVEILLANCE STATISTICS

Surveillance information is obtained via email or telephone calls from the infection
prevention team in the Acute trust that processes samples from Oxleas via a service
level agreement. Oxleas Infection Prevention team has no direct access to surveillance
information.
Mandatory surveillance and reporting
Any positive results obtained from a patient in Oxleas care would be reported to NHS
England or Public Health England as appropriate by the acute hospital who processed
the sample and obtained the result. This would include:
• Staphylococcal bacteraemia (including MRSA & MSSA),
• Toxigenic Clostridium Difficile
• E. Coli bacteraemia
• Bacteraemia caused by Glycopeptide Resistant Enterococci
The Infection Prevention Team from the acute hospital will inform Oxleas Infection
prevention Team of the result.
A Post Infection Review (PIR) will be carried out for any Oxleas patient who is diagnosed
with a bacteraemia (MRSA, MSSA, E. Coli) or toxin positive Clostridium Difficile.
Rates of mandatory reportable alert organisms for April 2016 - March 2017
Alert Organisms – New cases
Timescale

Clostridium Difficile

E.coli bacteraemia

MSSA
bacteraemia

MRSA
bacteraemia

April – June 16
(Quarter 1)
July – Sept 16
(Quarter 2)
Oct – Dec 16
(Quarter 3)
Jan – March 17
(Quarter 4)

0

0

0

0

0

0

0

1
(1 GCCG)
1

0

0

0
(1 GCCG)
0

0

0

0
(1 BCCG, 1 GCCG)

Quarter 2
MRSA bacteraemia - Greenwich CCG
In September 2016 the Infection Prevention Team were informed by the Public Health
Team in Greenwich that a patient in the community had been admitted to A&E with an
MRSA bacteraemia in August 2016. At the time of the infection the patient had been
receiving care at home from the Charlton District Nursing team in addition to the
diabetic foot clinic at Guy’s and St Thomas’s. The patient had a Topical Negative Pressure
dressing in place on a post-surgical foot wound. The patient received IV antibiotics whilst
an inpatient at GSST which continued in the community and recovered well.
A Post Infection Review (PIR) was completed by Greenwich Public Health Team. The
bacteraemia was allocated to Greenwich CCG with two recommendations for Oxleas which
were:
1) Investigate why MRSA screening was not carried out considering the patient had a chronic
wound that was not healing.

2) Investigate why the required equipment (canisters for the TNP dressing) were not
available which led to the TNP dressing being stopped.
The above recommendations were allocated as actions on Datix to Adult Community
Services and were investigated
Quarter 3
Clostridium Difficile -Greenwich CCG
On October 20th 2016 the Infection Prevention team were contacted by Greenwich Public
Health Team about a patient who had died at QEH following a diagnosis of Clostridium
Difficile which was listed on part 1a of the death certificate. The patient had been receiving
care from Oxleas podiatry team.
Background
This patient was an 86 year old lady who was diagnosed as Clostridium difficile positive from
a stool specimen on 08/10/2016 at QEW. The patient presented to A&E on 07/10/2016 at
23:29 pm with abdominal pain, history of diarrhoea, fever and generally unwell. On
admission, the patient was hypotensive and treated for severe sepsis. Despite aggressive
fluid and antibiotics resuscitation the patient continued to deteriorate and required
admission to Intensive care for inotropic support. The patient had severe AKI likely due to
dehydration. A stool sample culture grew C. difficile and microbiology advised that it was
severe life-threatening case.
The patient was treated for C. difficile colitis but continued to deteriorate and required
intubation and ventilation. Unfortunately, despite all active treatment and maximum organ
support the patient passed away on 12/10/16.
A Post Infection Review was completed with the following lesson’s learned for Oxleas:
1. The wound swab was not taken for the second visit although podiatry standard
letter showed the swab was taken.
2. The information on the referral letter was incorrect.
3. There was miscommunication between the GP and podiatry; the podiatry standard
letter to GP was dated erroneously.
4. If patients are on antibiotics and reporting symptoms of diarrhoea they are advised
to speak to the prescriber ASAP (Loperamide 2mg had been prescribed as a family
member had reported the diarrhoea symptoms during a consultation on the 7th. It
was issued as a precautionary measure against AKI with the instruction that one
tablet only was to be used and for review if there had been no improvement. It
appears from the chronology that it was unlikely to have been used.)
Recommendations/Actions for Oxleas podiatry.
• All team members to be educated on C. diff for example the cause, signs, symptoms
• Stool sample: Antibiotic requests and potential side effects to be considered more
carefully in line with the antibiotics guidelines
• The antibiotics template letter to be adjusted on RiO
• The podiatry team members to be reminded to double check the review dates on
the letters they send
• Review the policy and practice on swabbing – deep tissue/ tissue samples are better
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Clostridium Difficile - Oxleas
This 81 year old gentleman was admitted to Eltham Community Hospital (GICU) on
01/11/2016 following a 14 night inpatient admission in QEW where he was admitted for a
lower respiratory tract infection. The patient had a low appetite, low energy and had lost
weight.
The patient has a previous medical history of; Peripheral Vascular Disease, high cholesterol,
COPD, Atrial Fibulation, Type 2 IDDM, Ischaemic Heart Disease, Congestive Cardiac Failure.
The patient also has diabetic foot ulcers on both feet an amputated right big toe and a grade
3 pressure ulcer on the left heel. The patient has an indwelling urinary catheter.
The patient developed diarrhoea during the night of the 8th November. On the 9th November
the patient continued to have diarrhoea and became physically unwell so was transferred to
QEW. A stool sample taken on admission to QEW was Clostridium Difficile positive. A Post
Infection review has been completed which has highlighted recent antibiotic treatment as
the most likely cause of the Clostridium Difficile. This has been described as an unavoidable
infection as antibiotic treatment was necessary to treat chest infection/pneumonia and a
urinary tract infection (antibiotic prescribed at QEW) and was prescribed in accordance with
Oxleas prescribing policy.

Lessons learned from the PIR
• Prescription of anti-diarrhoeal medication
Loperimide was prescribed on 07/11/16 on the Medication chart with an indication of
loose stools. The use of Loperamide in diarrhoeal illness should be restricted to cases of
diarrhoea where an acute infection has been excluded.
• Documentation
There was no documentation in Rio regarding the patient having diarrhoea until the
night shift of the 8th November, although as Loperimide was prescribed on the 7th
November the patient must have been experiencing loose stools before the night of the
8th November.
Quarter 4
MRSA bacteraemia
Case 1 – Bexley CCG
A 50 year old gentlemen who had diabetes and severe long term complications of this such
as diabetic retinopathy, stage 5 kidney disease, severe obesity and left ventricular
hypertrophy presented at A&E at QEH Woolwich on 28/12/17. The patient was showing
signs of sepsis and was in a state of peri-arrest. Blood cultures taken in A&E were positive for
MRSA. The patient had a full cardiac arrest and passed away.
In the weeks leading up to the diagnosis of the MRSA BSI the patient became very unwell but
was on occasion reluctant to go into hospital. The patient was receiving dialysis treatment
at Kings College Hospital three times a week and was visited regularly by Oxleas district
nursing team. The patient was admitted to QEH with signs of sepsis on the 06.12.16 where
blood cultures were positive and IV antibiotics were started. The patient was discharged
home on the 07.12.16. It was noted that his dialysis line site appeared healthy on inspection.
It is unclear why the patient was discharged home first and not transferred directly to KCH.
On the 08.12.16 at KCH for a planned dialysis session MRSA screens from the line tip and site
was found to be MRSA positive. The patient remained an inpatient until 15.12.16 and was
treated with antibiotics. The patient continued having 3 times a week dialysis sessions at
KCH and was last seen by the district nursing team on the 19.12.16.
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A Post Infection Review was conducted on 12th January 2017 where it was concluded that
the most likely cause of the MRSA bacteraemia was the dialysis line inserted and managed
by KCH.
Lessons learned for Oxleas
• Documentation and communication – not all members of the district nursing team
caring for the patient were aware of his MRSA status and there was no
communication with the GP following taking the MRSA swabs.
Case 2 – Greenwich CCG
A 66 year old woman was referred to A&E at QEH by her GP on 23/01/2017 following a giddy
episode where she fell but with no loss of consciousness. GP found on examination patient
had tachycardia and hypoglycaemia (uncontrolled diabetes type II). Patient also complained
of lower back pain and increasing urine frequency. The patient presented to A&E at
lunchtime on the 23/01/17 and blood cultures taken later in the day were positive for MRSA.
The patient had very little input from primary care and had been having input from podiatry
every 4-5 weeks.
The patient has since had further positive blood cultures for MRSA despite antibiotic
treatment and continues to receive treatment at QEH. The cause of the bacteraemia
remains unknown at this time. Imaging of the spine and feet has ruled out a discitis or
osteomyelitis.
A Post Infection review meeting was held on 8th February where it was agreed that this
would be reported as a community acquired bacteraemia of unknown source. There are no
lessons learned or actions for Oxleas.

Clostridium Difficile
Greenwich intermediate Care Unit
This 95 year old gentleman was admitted to GICU from QEW where he had been admitted
from home following a fall which resulted in a bilateral ramus fracture. The patient was also
diagnosed with a right sided DVT and was in urinary retention and was catheterised. The
patient was admitted with a grade two sacral pressure sore. The patient had a previous
inpatient stay at QEW in January 2017 where he was treated with antibiotics for pneumonia
and a urinary tract infection.
The patient developed diarrhoea within 10 days of being admitted to GICU and the sample
taken was GDH and PCR positive for C. diff but Toxin negative. As the patient was
symptomatic the advice from microbiology was to commence the patient on 10 days of
Metronidazole. The patient was then prescribed a further 7 seven days course of
Doxycycline for pneumonia. On the 22nd February 2017 due to deteriorating physical health
the patient was transferred to A&E at QEW where the patient was prescribed a 7 day course
of Flucloxacillin for cellulitis. The following week the patient was diagnosed with pneumonia,
UTI and the sacral sore was not healing. The ward Doctor contacted Microbiology who
suggested commencing the patient on a 5 day course of Co-Amoxiclav. Five days after this
medication was stopped the patient developed diarrhoea and a stool sample confirmed that
the patient had Toxin positive Clostridium Difficile.
Likely cause of C. diff – Antimicrobial use
Key issues identified:
1. Administration of medication
The prescription for Co-Amoxiclav was for 5 days. On the drug chart the medication had
been signed for as being given for one additional dose after the stop date.
Action:
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•
•

Nursing staff to be reminded to thoroughly check medication charts before giving
any medication especially stop dates for antibiotics.
Prescribers to ensure that stop dates for antibiotics are clear on the medication
chart.

Outbreaks
Between April 2016 and March 2017 there were 3 reported outbreaks of infection. All were
assumed to be Norovirus based on an assessment of symptoms and no evidence to suggest
an alternative infection. These outbreaks impacted on the normal activity of the wards as in
line with national guidance the wards were closed to admissions, transfers and discharges.
Throughout the outbreak the service completes an outbreak monitoring form which is
emailed daily to a member of the infection prevention team
The Infection prevention team compile evidence following the management of outbreaks
which highlights areas of practice that require improving and any actions that are necessary.
Common themes within outbreak management this year are:
• The Infection Prevention Team not being alerted early enough to the outbreak.
Clinical area

Date

Nature of
outbreak

Meadowview

23/08/16

Diarrhoea &
vomiting

Greenwich
Intermediate Care
Meadowview

07/11/2016

Diarrhoea &
vomiting
Diarrhoea &
vomiting

21/12/2016

Number of patients and
staff affected
Patients
Staff
3
0
6

0

Ward
closure
days
Bay 15
closed for 3
days
7

6

0

6
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3.

INCIDENT DATA

Incidents
Between April 2016 and March 2017 there were 33 reported incidents in relation to
infection prevention and control. As the table below shows the majority of reported
incidents were low level incidents with the level three incidents being for reportable or
notifiable infections or outbreaks.
Type of Incident

Severity
Level

Directorate

Description

Level 1

Greenwich,
Oxleas House,
Avery Ward

Non-reportable infection

Level 2

Greenwich,
Oxleas House,
Maryon Ward

Waste Disposal

Level 1

Forensic,
Prison
Services, HMP
Thameside

Isolation of patients

Level 3

Forensic,
Prison
Services,
Primary Care,
HMP
Rochester

Pest Control

Level 1

Greenwich,
Oxleas House,
Maryon Ward

A bed bug was found crawling on a
patient. The bug was picked up and
contained in a bottle for confirmation
of bed bugs.
Patient observed with red spots on his
skin. Patient reported being bitten by
something. Staff inspected bedroom
and found dead bed bugs.
Sluice room where oxygen/entonox
cylinders, clinical waste and sharps
bins are kept is in a poor
environmental condition.
Sharps bins are not being exchanged
and therefore bins are running out.
Clinical waste is currently not being
removed and is left all over the floor.
There is a foul odour throughout
healthcare due to this and staff
cannot access the room safely.
Patient with suspected TB isolated to
wing on 30/3/16. Isolation was
delayed due to mixed messages from
different GPs.
Patient was allowed out of cell by
prison staff – being investigated by
the prison.
Patient was taken to Medway hospital
without wearing a mask.
Patient took a bed bug to staff. Staff
checked bedroom and found more
live bed bugs in the bed.

Outbreak

Level 3

Contamination of equipment

Level 1

Forensic,
Prison
Services,
Primary Care,
HMP/YOI Isis
Greenwich,
Oxleas House,

Quarter 1
Non-reportable infection

Outbreak of Scabies at HMP/YOI Isis 4 reported cases of scabies within the
prison - all cases on Thames House
block. PHE leading the incident.
Patient reported that the coffee in the
coffee pot appears to have an odd
12

Type of Incident

Severity
Level

Directorate

Description

Maryon Ward

Non-reportable infection

Level 2

Quarter 2
Waste Disposal

Greenwich,
Oxleas House,
Maryon Ward

smell. On investigation by staff the
coffee pot was found to have faeces
and water in it. The coffee pot was
disposed of.
Patient reported that she had bites on
her face and arm - staff confirmed
that they were bed bug bites.

Level 2

Used acupuncture needles left on the
table in the room.

Pest Control

Level 2

Forensic,
Prison
Services,
Mental
Health, HMP
Maidstone
Greenwich,
Oxleas House,
Avery Ward

Inappropriate transfer

Level 1

Outbreak

Level 3

Non-reportable infection

Level 2 Minor
Harm

Environment

Level 1

Quarter 3
Reportable Infection

Level 3

ACS

Reportable infection

Level 3

ACS

Outbreak

Level 3

ACS

Policy not followed

Level 1

Forensic

Community patient admitted to
hospital with an MRSA bacteraemia –
having input from District Nursing.
Community patient died in hospital of
C. diff related colitis. Patient being
seen in community by Podiatry.
Outbreak of diarrhoea and vomiting
on GICU. 6 patients affected, ward
closed for 4 days.
Staff were not informed in handover
about a patient who was MRSA
positive – correct control measures
not in place.

Bedbugs reported by 3 patients, and
have been confirmed in 2 bedrooms
on male corridor, patients in rooms
9,10 and 11 have all reported being
bitten whilst in bed, bedbugs were
identified in room 9 and 11.
Bexley,
Patient transferred from QEH with
Meadow View diarrhoea
Bexley,
Outbreak of diarrhoea and vomiting.
Meadow View Bay 15 closed to admissions.
Bexley,
AR has been diagnosed as having
Woodlands
Klebsiella pneumoniae; an infectious
Unit,
treatment resistant strain of bacteria
Millbrook
Ward
Bexley, Erith
Assessment of patient’s home
Health Centre requested due to being unhygienic
and possible health risk to both
patient and staff visiting.
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Type of Incident

Directorate

Description

Contamination of equipment

Severity
Level
Level 1

ACS

Reportable infection

Level 3

ACS

Non-reportable infection

Level 2

OA

Sterile equipment in CASH service
contaminated due to mice infestation.
Equipment was thrown away and
room was deep cleaned.
Patient in GICU transferred to QEW
where a stool sample result was
positive for C. Diff. This will be
attributable to Oxleas.
MRSA infection to an open wound

Outbreak

Level 3

ACS

Contamination of equipment

Level 1

Forensic

Quarter 4
Reportable infection

Level 3

ACS

Invasive Device

Level 2

WAA

Reportable infection

Level 3

ACS

Non-reportable infection

Level 1

Prisons

Hand hygiene facilities

Level 1

ACS

Exposure to infection

Level 2

ACS

Exposure to infection

Level 2

WAA/CYP

Reportable infection

Level 3

ACS

Reportable infection

Level 3

ACS

Non-reportable infection

Level 1

Prisons

Outbreak of Diarrhoea & Vomiting on
Meadowview. 6 patients affected
ward closed for 6 days.
Patient with infected ear using sink in
the beverage bay for personal hygiene
Community patient receiving care
from the District Nursing service was
diagnosed with an MRSA Bacteraemia
(Bexley CCG)
Patient returned to the inpatient ward
with a cannula in-situ that should
have been removed in A&E
Community patient receiving care
from podiatry service was diagnosed
with an MRSA Bacteraemia
(Greenwich CCG)
Inpatient diagnosed with MRSA
wound infection
Hot water switched off at Garland
Road Health Centre all day – podiatry
service used cold water for hand
hygiene
Three staff members from Bexley
neuro-rehab community team
required prophylactic treatment after
being exposed to Norwegian Scabies
Four staff required follow up from
PHE following exposure to Pertussis
Patient diagnosed with Toxin Positive
Clostridium Difficile (GICU)
Patient diagnosed with Toxin Positive
Clostridium Difficile (Meadowview)
Offender who worked in the inpatient
facility as an orderly was found to be
MRSA positive
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4.

TRAINING AND EDUCATION

Mandatory Training
Infection prevention and control is included as one of the trusts mandatory training
requirements. It is currently mandatory for all staff to complete infection control
training on a three yearly basis. Staff can access infection prevention and control training
via E learning on the NHS Learn website or by attending one of the face to face sessions
that are run by the Infection Prevention Team. Completing either session fulfils the
mandatory training requirement.
Mandatory Training figures up to end of March 2017 indicate that compliance was at
98.12%. All directorates were above the 80% target for compliance throughout the year.
Directorate

Required

ALD
Adult Community Services
Child & Adolescent MHS
Children and Young People Service
Corporate
Forensic s
Older Adults
Prisons
Working Age Adult (CHMS)
Working Age Adult (IR&C))

2
7
2
5
1
7
0
8
11
6

Completed

Average %
Compliance Rate
142
99%
588
99%
163
99%
571
99%
338
100%
322
98%
299
100%
198
96%
390
97%
387
98%
Overall compliance rate
98.12

Ward and Department Based Training
Numerous ad hoc training sessions have been provided to staff in their clinical areas.
These have been requested by individual wards usually in response to changes in
infection control policies, or as a result of incidents of infection.
Student Nurse Programme
Infection Prevention and control training is provided on a rolling programme of training
for Oxleas nursing students. These sessions cover similar issues as the mandatory
training but include more in depth awareness of specific infections and nursing
responsibilities in relation to cleanliness and decontamination.
Aseptic Technique and care bundles Training
The Infection Prevention Team provided additional training to community health staff on
the requirements of the aseptic technique policy and the requirements in relation to
completing the DH High Impact Intervention care bundles.
Clostridium difficile Training
The Infection Prevention team carried out training in relation to the requirements of the
Clostridium difficile policy in areas where patients were diagnosed with C.difficile.
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5.

DEVELOPMENT AND REVIEW OF POLICIES

There is a comprehensive collection of infection prevention and control policies that can
be accessed by staff on the Trust intranet.
All policies are developed and reviewed by the Head of Infection Prevention and Control
using relevant evidence from research or national guidance and are agreed by the
Infection Prevention and Control Committee before being formally ratified at the Patient
Safety Group.
New Policies:
• Bed bug policy
• Use of FFP3 respirators
• Sepsis
Reviewed Policies
The following policies were reviewed throughout the year:
• Admission, movement/transfer and discharge of patients with an
infection/infectious disease
• Infection Prevention and Control in Childcare settings
• Reporting of Notifiable diseases
• Outbreak policy
• Transmissible Spongiform Encephalopathy’s
• Safe handling and disposal of sharps
• Resistant organisms
• Diarrhoea & vomiting
• Surveillance policy and Reporting HCAI’s to Public Health England have been
amalgamated into one policy: Surveillance and reporting of HCAI’s and antibiotic
resistant organisms.
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6.

ANTIMICROBIAL STEWARDSHIP

Antimicrobial stewardship is currently reported through the Infection Prevention and
Control Committee. In the last year two audits of antimicrobial usage across the
inpatient areas (excluding prison services) were carried out. Key findings of both audits
and areas requiring action are outlined below.
Both audits focused on collecting information on the following aspects of prescribing
antimicrobials:
• Number of patients on a ward prescribed an antimicrobial
• Number of antimicrobials prescribed per patient
• Recording of allergy status
• Recording of review/stop dates
• Recording of provisional diagnosis/indication
• If trust guidance was followed
The audit carried out in July 2016 highlighted that:
• Antimicrobial use across the inpatient service is low
• There is good compliance with following trust guidelines
• There is good compliance with allergies being documented – only one patient did
not have allergies noted
• There is inconsistent practice in where the provisional diagnosis/indication is
documented
• Over a third of prescriptions did not have a review or stop date documented.
Following a review of the questions and some alterations to the survey the audit was
carried out again in January 2017. This audit highlighted that:
• Not all inpatient areas completed the survey, despite numerous requests
• There is good compliance with allergies being documented – only one patient did
not have allergies noted
• 6/21 prescriptions did not have a review or stop date documented
• There is inconsistent practice in where the provisional diagnosis/indication is
documented
• Some of the data was ambiguous – some questions need re-wording.
Both audits demonstrate the main standards to which adherence could be improved all
relate to prescribing.
Future Actions:
The Antimicrobial Sub-committee to agree on the on-going support required for future
audits and the frequency of audits and the lead profession to be agreed.
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7.

CHILDREN’S CENTRES & HEALTH ADVICE CLINIC’S

Following issues raised as part of the CQC inspection in April 2016, the Infection Prevention
and Control team were asked to visit all Children’s centres and GP practices where Oxleas
staff provide child health advice sessions/clinics.
In total 32 visits were carried out over a three week time frame. The focus of the visits were
to assess the environment in terms of cleanliness, how offensive waste is managed, if hand
hygiene facilities were appropriate and to assess the practice and procedures of the staff
running the sessions to ensure that infection prevention policies were being followed i.e.
hand hygiene, BBE, decontamination of equipment and toys.
The scores were very variable across all the areas but there were some consistent themes
that emerged across many areas which included;
•
•
•
•

Offensive waste disposal - nappy disposal bins did not meet the standards required
in healthcare and are not emptied regularly enough.
Environment - Lots of fabric chairs/sofas and carpets that are not clean and do not
have a cleaning regime in place.
Hand hygiene - staff need to use toilet facilities for hand washing as sinks within
rooms used are used for cleaning art equipment etc.
Environmental cleaning standards in general were extremely variable

Action plans were created for all areas and the service worked directly with the
Children’s Centres to ensure issues raised were addressed. There were two areas that
scored below the minimum expected standard. The service has stopped running a
service from one of those areas (Falconwood). In the other location (Vista Field) issues
were able to be resolved so that the service could continue to be provided.
It was agreed at the Infection Prevention and Control Committee in October 2016 that
to ensure that standards remained consistent that the Children’s Centres would be
added to the Infection Prevention team unannounced audit schedule from April 2017.
Children’s Centres and Health advice clinic scores
Clinical
area

COMPLIANCE WITH REQUIRED STANDARDS
Environment/
Cleanliness

Mulberry Park Children’s
centre
Brookhill Children’s
centre
Vista Field Children’s
centre
Cardwell Children’s
centre
Quaggy Children’s
centre
Abbey Wood Children’s
centre
Sherington Children’s
centre

Equipment &
Decontamination

Hand hygiene

Waste
disposal

Management
of toys

Total
scores
78%

81%

78%

81%

72%

N/A

70%

85%

73%

64%

67%

76%

73%

50%

60%

79%

81%

87%

70%

100%

55%

75%

70%

100%

82%

80%

100%

88%

67%

93%

78%

43%

100%

77%

86%

76%
69%

N/A
67%

76%
77%

N/A
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Eglington Children’s
centre
The Slade Children’s
centre
Robert Owen Children’s
centre
Storkway Children’s
centre
Waterways Children’s
centre
Pound Place Children’s
centre
Greenacres Children’s
centre
Falconwood Children’s
centre
St Augustines Children’s
centre
Danson Youth centre
North Cray Children’s
centre
Belvedere Medical
Centre
Parkside Surgery
Plas Meddyg Surgery
Bellegrove Surgery
Ingleton Avenue Surgery
Lyndhurst Road Surgery
Northumberland Heath
Medical Centre
Bexley Group Practice
Bursted Wood Surgery
Mill Road Surgery
Pickford Lane Surgery
Cairngall Surgery
Albion Road Surgery
Westwood Lane Surgery

100%

90%

90%

100%

N/A

95%

55%

100%

80%

100%

N/A

80%

90%

100%

100%

100%

100%

96%

67%

86%

80%

88%

67%

79%

70%

85%

72%

80%

N/A

78%

70%

75%

91%

92%

N/A

83%

50%

86%

75%

75%

N/A

72%

15%

85%

88%

83%

N/A

69%

100%

100%

100%

90%

N/A

97%

90%

86%

78%

83%

100%

86%

90%

100%

90%

70%

100%

90%

70%

92%

100%

82%

N/A

87%

90%

100%

91%

92%

N/A

94%

67%

79%

80%

83%

100%

64%

70%

83%

N/A

78%

80%

71%

91%

83%

N/A

81%

80%

77%

82%

82%

N/A

81%

90%

75%

82%

67%

N/A

78%

60%

86%

82%

75%

N/A

77%

100%

100%

91%

100%

N/A

98%

90%

100%

80%

82%

N/A

89%

80%

86%

82%

83%

90%

100%

82%

75%

N/A

87%

90%

85%

64%

67%

N/A

76%

100%

93%

91%

80%

N/A

91%

76%

80%
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77%

83%

8.
AUDIT PROGRAMME
The Trust had an on-going infection control audit programme covering the year. The
services self-audit programme covers monthly hand hygiene and mattress auditing. The
unannounced audit schedule includes all areas that receive an unannounced audit from
the Infection prevention Team (Appendix one).
Monthly Hand Hygiene Audits
The table below illustrates the rates of compliance and response rates for monthly hand
hygiene auditing across inpatient and community health services on a quarterly basis.
Monthly hand hygiene auditing is not performed in community mental health services as
there are significant issues in being able to observe hand hygiene as staff work primarily
in isolation. The audit tool requires staff to assess the suitability of the environment to
be able to wash hands effectively, i.e. if there are compliant hand wash sinks, if soap and
alcohol hand gel are available, if community hand hygiene packs are used etc. The
observation section of the audit requires staff to observe 4 staff members in terms of
their compliance with the hand hygiene policy i.e. bare below the elbows, technique etc.

April 2016– March
2017

Response rate

Compliance rate

Quarter 1

84%

96%

Quarter 2

81%

96%

Quarter 3

70%

96%

Quarter 4

82%

97%

The response rate has been consistent with a slight dip in quarter three. There remains
room for improvement to be made with the response rate in the coming year. The
compliance rate has remained consistent throughout the year as the graph below
illustrates.

Hand hygiene Audit results
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100
80
60
40

Response rate
Compliance rate

20
0
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Monthly Mattress integrity audits
The table below illustrates the rates of compliance and response rates for monthly
mattresses auditing within inpatient units. The audit tool requires all mattresses on a
ward to be checked every month for stains, tearing and wearing thin. The hand
compression test (to check that the mattress is fit for purpose and comfortable) is also
performed. The majority of mattresses fail the audit due to staining.
April 2016 – March
2017

Response rate

Compliance rate

No: mattresses
replaced

Quarter 1

77%

96%

46

Quarter 2

83%

98%

23

Quarter 3

81%

97%

18

Quarter 4

84%

99%
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Response rates were lower than expected particularly in the winter months and will
require improving through the coming year. The number of mattresses that required
replacing due to failing the audit varied throughout the quarters with one ward in
quarter 4 needing to replace a large number of mattresses at one time.

Mattress Audits
120
100
80
60

Response Rate

40

Compliance rate

20

replacements

0
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AUDITS COMPLETED BY THE INFECTION PREVENTION TEAM (UNANNOUNCED)
Inpatient wards/rehabilitation units
All inpatient wards/rehabilitation units were audited by the Infection Prevention Team
throughout the year. Overall compliance with standards was very good in relation to
transport of specimens, ward kitchens, clinical rooms, sharps management and waste
disposal. Compliance with standards for bathrooms & toilets, environmental cleanliness
and laundry management was generally good although there are some areas where
practice could be improved. Compliance with standards for patient beverage bays,
bedrooms and decontamination of patient equipment was lowest on average and will be
a focus for improvement in the coming year.
Community clinics
Forty six community clinics within mental health services and community health services
had an unannounced audit carried out by the Infection Prevention Team throughout the
year. Results were variable with some very good practice noted in relation to vaccine
storage and transportation, transport of specimens, management of sharps and hand
hygiene. Non-compliance with standards was in relation to environmental cleanliness,
decontamination of patient equipment, clinical rooms not having the appropriate
equipment and inadequate systems in place for the cleaning and storage of toys.
Day hospitals/services
Six day hospitals/services were audited within the year. Good compliance was noted
with baby changing facilities, hand hygiene, management of sharps and waste disposal.
Areas that require particular improvement include decontamination of patient
equipment including sensory rooms and decontamination of toys.
Specialist services
ECT: The ECT Suite has an individual infection prevention audit tool. The ECT suite was
re-located in the year and achieved excellent compliance with standards.
Hydrotherapy: The hydrotherapy pool has an individual audit tool. The trust is now using
the hydrotherapy pool at Orpington hospital in addition to the hydrotherapy pool at
Goldie Leigh. Both pools were audited within the year and achieved excellent
compliance with standards. Both pools have had recent refurbishment.
Dental Practices
Dental services are only provided in prison services. Due to difficulties in being able to
get access to the dental practices and the small amount of time that they are open the
dental services are required to complete a self- assessment of their compliance with the
implementation of HTM 01-05: Decontamination in primary care dental practices. All
dental practices reported full compliance with standards.
Children’s centres & Health advice clinics
32 Children’s centres and health advice clinics were audited. Standards were good
overall with similar issues that required resolving such as nappy disposal, environment
and cleanliness and hand hygiene. There were two areas that scored below the
minimum expected standard. The service has stopped running a service from one of
those areas (Falconwood). In the other location (Vista Field) issues were able to be
resolved so that the service could continue to be provided.
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Inpatient wards/residential areas
COMPLIANCE WITH REQUIRED STANDARDS
Time Period

Ward
kitchen

Beverage
bay

Clinical
room

Hand
hygiene

Sharps

Patient
equipment
& decon

Transport of
specimens

Waste
disposal

Sluice

Laundry
room/linen

Bedrooms

Toilets/
bathroom
/showers

Environment
and
cleanliness

No
Audits:

Quarter 1

90%

87%

82%

77%

80%

78%

86%

81%

85%

85%

72%

85%

83%

10

Quarter 2

79%

77%

86%

81%

87%

77%

92%

87%

N/A

81%

79%

80%

80%

8

Quarter 3

87%

76%

87%

77%

84%

81%

98%

78%

89%

83%

77%

84%

87%

5

Quarter 4
Annual
average

88%

78%

86%

76%

84%

81%

91%

83%

89%

77%

75%

80%

74%

10

86%

79%

85%

78%

84%

79%

92%

82%

88%

82%

76%

82%

81%
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Vaccine
storage &
transport

Transport of
specimens

Community teams/clinics – Oxleas premises
COMPLIANCE WITH REQUIRED STANDARDS
Time Period

Lobby/
entrance

Toys

Pt
toilets

Baby
changing

Staff
kitchen

Clinical
room

Hand
hygiene

sharps

Podiatry
practice

Patient
equipment
& decon

Waste
disposal

Environ
&
cleanliness

No
Audits:

Quarter 1

83%

83%

90%

85%

71%

82%

83%

89%

80%

99%

96%

82%

83%

77%

8

Quarter 2

81%

N/A

85%

60%

57%

76%

86%

85%

87%

97%

96%

81%

80%

76%

11

Quarter 3

61%

83%

88%

N/A

80%

74%

84%

81%

N/A

98%

80%

73%

82%

70%

4

Quarter 4
Annual
average

84%

70%

86%

84%

83%

78%

80%

86%

N/A

N/A

89%

80%

85%

80%

5

77%

79%

87%

76%

72%

78%

83%

85%

84%

98%

90%

79%

83%

76%
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Community teams/clinics – Non Oxleas Premises
Clinical
Area

COMPLIANCE WITH REQUIRED STANDARDS
Toys

Clinical
Room

Hand
Hygiene

Sharps

Podiatry
Practice

Vaccine
Storage &
transport

Transport
of
specimens

Patient
Equipment
& decon

Waste
disposal

Environ
&
cleanliness

No
Audits:

Quarter 1

59%

78%

84%

90%

81%

92%

88%

78%

83%

83%

3

Quarter 2

77%

75%

89%

86%

76%

90%

78%

82%

86%

76%

6

Quarter 3

80%

81%

83%

84%

85%

N/A

76%

81%

81%

79%

5

Quarter 4
Annual
average

74%

80%

84%

84%

80%

100%

N/A

82%

89%

74%

4

73%

79%

85%

86%

81%

94%

81%

81%

85%

78%
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Patient
equipment
& decon

Snoozelem/
sensory
room

Day Hospitals
Clinical
area

COMPLIANCE WITH REQUIRED STANDARDS
Lobby/
entrance

Toys

Pt
toilets

Baby
changing

Main
Kitchen

Staff
kitchen

Clinical
room

Hand
hygiene

sharps

Waste
disposal

Environment
& cleanliness

No
audits:

Quarter 1

80%

66%

90%

100%

78%

83%

77%

90%

100%

67%

63%

92%

82%

3

Quarter 4
Annual
average

95%

N/A

82%

N/A

83%

60%

82%

86%

95%

72%

63%

89%

80%

3

88%

66%

86%

100%

81%

72%

80%

88%

98%

70%

63%

91%

81%

6
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ECT Suite
Clinical
area

COMPLIANCE WITH REQUIRED STANDARDS
Lobby/
entrance

ECT Suite
Woodlands

86%

Patient
toilets

Treatment
room

93%

Pt equipment &
decontamination

92%

100%

Hand
hygiene

89%

sharps

Waste disposal

100%

Recovery room

92%

91%

Linen

Total scores

Environment &
cleanliness

100%

94%

94%

Dental Practices
Clinical
area

COMPLIANCE WITH REQUIRED STANDARDS
Reception

HMP/YOI
Cookham
Wood
HMP
Isis
HMP
Thameside
HMP
Rochester
HMP
Belmarsh

Patient
toilets

Staff
kitchen

Prevention
of BBV
exposure

Decontamination

Environmental
design and
planning

Hand
Hygiene

Dental
Medical
devices

Personal
protective
equipment

Waste
disposal

Total
scores

N/A

74%

N/A

100%

98%

87%

100%

100%

100%

93%

94%

N/A

N/A

N/A

100%

96%

100%

93%

100%

100%

93%

97%

88%

74%

N/A

100%

96%

100%

93%

95%

100%

86%

94%

N/A

N/A

N/A

95%

100%

98%

95%

98%

100%

93%

99%

100%

N/A

N/A

100%

94%

95%

100%

100%

100%

100%

98%
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Hydrotherapy Pool
Clinical
area

COMPLIANCE WITH REQUIRED STANDARDS
Hydrotherapy
Pool area

Goldie Leigh
Orpington Hospital

Patient toilet/ shower/
changing areas

Patient toilet/ shower/
changing areas

Environment and
Cleanliness

Total
scores

78%

84%

95%

94%

88%

89%

87%

91%

88%

89%

Children’s Centres
Clinical
area

Children’s Centres

COMPLIANCE WITH REQUIRED STANDARDS
Environment/
Cleanliness
77%

Equipment &
Decontamination

Hand hygiene
88%

Waste disposal
82%

81%

Management of
toys
88%

No audits:
32
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9.

RISK REGISTER

The risk register for infection prevention and control is reviewed every quarter at the
Infection Prevention Committee.
At the end of March 2017 the following risks were on the risk register:
IPC10: The standards of cleanliness within the healthcare unit at HMP Belmarsh do not
meet the national standards of cleanliness. There is a risk of cross infection and a risk of
non-compliance with the Health and Social care Act 2008.
Risk rating:

3 x 4 (High)

The current contractual arrangements in place for cleaning within the inpatient unit
have not changed throughout the year. The current contract does not provide for a
cleaning service within the bay areas or single cells, therefore this is currently provided
by nursing staff and offenders. The Trust will be initiating a trust-wide re-tender of
cleaning services in early 2018 which prison services will be included in. This will be an
opportunity to ensure that the areas currently excluded from the contract can be
included.
IPC11: If the trust do not have adequate strategies in place around antimicrobial
prescribing, there is a risk of inappropriate prescribing of antibiotics, which impacts on
patient safety and experience. There is also a risk of non-compliance with criterion 3 of
the Code of Practice.
Risk rating:

3 x 3 (Moderate)

Antimicrobial audits have been conducted throughout the year and have been led by the
Infection Prevention Team and Pharmacy. There is an agreement that these audits and
other aspects of antimicrobial stewardship require ownership from the medical
directorate in order for the principles to become embedded within practice. Progress is
being made with this and it is envisaged that the risk rating will be able to be lowered to
a low risk within the next year.
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10.

CLEANLINESS

The Trust provides cleaning to the National standards of cleanliness 2007
criteria supported by the Publically Available Specification (PAS) 5748:2011 criteria for
assessing cleaning standards.
PAS 5748:2011 is a risk-based system whose adoption is designed to provide evidence of
the Trust’s intent to comply with the CQCs requirements for cleanliness and infection
control. The audit is based on 50 scored elements that provide a representative sample
from which level of risk can be assessed.
At Oxleas the Cleaning function is carried out as part of the duties of a number of
healthcare professionals; this includes nurses, domestics and estates officers.
Specific responsibilities for cleaning duties vary by site and borough.
At the Queen Mary’s hospital site OCS is responsible for soft facilities management
service provision, at the Queen Elizabeth hospital site ISS via Meridian PFI provides all
soft FM services and Interserve provides soft FM services at the rest of the Trust sites.
Our contractors are bound within the contract to provide internal quality assurance
based on the agreed cleaning standards.
Deep cleaning programme
All residential units (only) received scheduled specialist quarterly deep cleans to their
main kitchens, beverage bars, patient kitchens and ALD kitchens as well as quarterly
cleans to the hard to clean areas including under heavy equipment (fridges etc.) shower
gullies and behind radiators.
Ad hoc deep cleaning services
Are available to address outbreak of infection such as MRSA, Nora virus etc.
Monitoring
Cleaning standards are subject to formal and informal monitoring
Formal monitoring
•
Annual unannounced auditing by the Infection control team using the National
Infection control monitoring tool which includes environmental cleanliness. These audits
includes an action plan which is circulated to the site manager, FM team and cleaning
contractor for ensuring actions are completed.
•
Technical assurance audits are undertaken in line with PAS 5748:2011
requirements. All high risk areas are audited weekly, medium risk areas are audited
monthly and low risk areas are audited quarterly. These audits are completed by our soft
FM contract teams and are discussed at the monthly Oxleas contract performance
review meetings. Audit results are disseminated via a log on to the web based system
for cascading and auctioning within their areas.
•
The Trust FM team conduct 6 monthly joint audits of all functional areas. These
audits are conducted in accordance with the guidelines laid down in the National
standards for cleanliness 2007 criteria and result in a pass/ fail score for each area.
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•

•

Monthly Modern Matron walk-rounds are attended by the Infection Prevention
Team and the FM team to address any issues patients or clinicians have with the
Facilities services including the environment.
The cumulative results of the Soft FM providers and Trust facilities mangers are
presented at the Quarterly Infection control meeting.

Informal monitoring
•
Mock CQC inspections- The Trust has a programme of peer reviews based on the
mock CQC inspection format. These visits include assessment of cleaning
standards.
•
NED’s/ Exec Visits. The visits includes observing cleaning standards.
Risk level
Very high risk
Significant risk
Low Risk

Target result (as set out by
NPSA)
95%
85%
75%

Oxleas results
96%
90%
85%

The information above is taken from an average of all the audits completed within
2016/2017.
Action taken following failures
The Trust in conjunction with our soft FM contractors has put in place procedures to
ensure that any cleaning failures encountered during the monitoring programme are
where possible acted upon immediately. Areas that fail audits are re-audited within the
audit period to confirm appropriate action has been taken.
Overall the Facilities team have a good working relationship with all members of the IPT
and contracting team, taking a working collaboratively approach to ensuing that Oxleas
environment meet all required standards.
PLACE
The Trust PLACE assessments were undertaken between April and June 2016. WE have
organised training for staff and patient assessors in March 2016. Individual ward/
departmental PLACE reports are send immediately following an inspection to ensure
failures are acted upon without delay. Our PLACE cleaning scores are as follows:

BRACTON

Cleanliness
96.32%

GREEN PARKS HOUSE

96.59%

OXLEAS HOUSE

99.04%

MEMORIAL

98.92%

IVY WILLIS

97.24%
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QUEEN MARY'S HOSPITAL

98.34%

ELTHAM COMMUNITY HOSPITAL

99.37%

GOLDIE LEIGH HOSPITAL

99.38%

Refurbishments and New Builds
All new build and major refurbishment projects are designed in full accordance with the
latest Building regulations and the British standards together with the latest HTM
guidance especially in relation to Infection prevention and control and with
consideration to the OPC audits. Standard details include:
•
PVC wall cladding in lieu of tiles.
•
Sheet vinyl flooring with coved skirting and welded joints.
•
HTM 64 sanitary ware and brassware.
•
Solid core laminated service panelling to conceal pipe work.
•
Suitable vinyl covered furniture.
The Infection Prevention Team provide advice and support during refurbishments and
new builds across the trust, including advice to ensure compliance with national
guidance and the audit programme. The IPCT have continued to work in partnership
with Estates in relation to the plans and works carried out at Queen Mary’s ensuring
compliance with Hospital Building Note 00-09.
Challenges
•
Preparation for CQC re- inspection.
•
Mobilisation of the kidney treatment centre
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11.

WATER MANAGEMENT

The following information provides assurance to the Water Management Group, the
Infection Prevention and Control Committee and thus to the Trust Board on the
effectiveness of the functioning of the Water Management Group.
It reports on performance for the financial year 2016-17 against the measurable
objectives as set out in the Group’s Terms of Reference, and provides an action plan for
the following year to address any gaps or performance issues.
Terms of Reference (of the Water Safety Group)
The key purpose of the Group is to advise, monitor and challenge the process of keeping
all buildings that are owned and/or occupied by the Trust safe and compliant with
respect to:
The Health & Safety Executive Approved Code of Practice (ACoP) Legionnaires’ Disease:
The control of Legionella bacteria in water systems (L8);
• HSG 274: parts 1 to 3;
• HTM 04-01 Safe Water in Healthcare Premises Parts A, B and C, and supplement
(D08).
Duties
More specifically, the Group will:
Receive assurance on the safety of the water systems across the Oxleas NHS Foundation
Trust owned and/or occupied properties with regard to:
• Pseudomonas in all Augmented Care Areas; and,
• Legionella;
Summary
The majority of the properties are managed and maintained by our two hard FM
providers; CBRE and Rydon. Reports and updates are also provided by Lewisham and
Greenwich NHS Trust for Oxleas House and Vinci for Green Parks House.
In summary CBRE have over the last year advised that tour Water Hygiene status is Good
Rydon describe the status of the Bexley PFI water management as Satisfactory.
Both Oxleas House and Green Parks House have had no reported issues.
Bexley PFFI estates – Rydon
In the Bexley PFI all the Water risk assessments are update to date. Water sampling is not
mandatory if a temperature management system is in place but Legionella testing was
instructed and carried out in late 2016 with only one low count recorded in the ground
floor of Block F. This has since been actioned retest result negative – this was due to low
use of an outlet.
Although a number of properties are no longer used for clinical services, the Trust has
permitted the property Guardians to use the property until they are sold. We continue to
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ensure testing is carried out in line with the regulations.
Greenwich and Bromley and Bexley retained Estate including Queen Mary’s Hospital
(QMH) –CBRE
QMH - To mitigate the poor condition of the pipework and the fluctuations in water
temperatures, chlorine dioxide is added in very low levels to the water (not drinking
water). There is regular water testing and disinfection of the pipes and outlets. A robust
reporting process enables any positive counts to be actioned within a very short period of
time and resampled. In addition and where possible little used outlets are identified and
removed.
The water sampling at QHM and testing for legionella at QMH has seen a fairly constant
small number of recorded counts but the majority of these are low counts in the SG2-15
legionella serogroup.
Detail of the trends for the last year are shown below.
Queen Mary’s Hospital
Water testing - 6 months report

Water testing for last 12 months
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Retained estate
Water testing - 6 months report

Retained estate
Water testing for last 12 months

QMH continues to record counts which we have been advised in not unusual in a large
hospital of the age of QMH and works are on-going to address the services with the
redevelopment. With Phase 1 completion in July 17 and a with the large number of the
services relocating from A Block to B Block we expect to start seeing a slight reduction
longer term as we will be able to isolation of a large areas of old pipework. Design work
has commenced for the second floor which is the last area on B Block that contains old
pipework refurbished be the end of 2018.
The rest of the estate has very good record of no counts except for Erith Outpatients and
X-Ray buildings. This is due to the poor condition of the pipework and water heating
system. – To address this, the Estates team have a project on-going to replace pipework,
remove any dead legs and insulate. Water heating systems are to be replaced or repaired.
Work is expected to be completed by the end of 2017.
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Water Risk Assessments
Due to all the work on going at QMH to address the water management the Water Risk
Assessment (WRA) has not been updated from the WRA that was undertaken in 2013 and
updated in 2015. On completion of Phase 1 and by August 2017 the Water Management
Group has been advised the WRA will be updated.
Water Risk Assessments for the rest of the estate are up to date and any remedial actions
addressed.
Maintenance and monitoring
The Trust has a rigorous maintenance procedure when it comes to water management
this includes servicing Thermostatic mixing Valves (TMV’s) (potential area of growth for
legionella) and tank inspections and cleaning.
QMH New Services: In April and May two new services opened at QMH: Kidney
Treatment Centre and Cancer Centre respectively. Work is on-going to ensure
appropriate testing is undertaken as this includes augmented care areas. The Water Risk
Assessments have been commissioned for both buildings which will provide guidance on
the level and type of testing required.
Water Management Group
With the retirement of the Head of Estates, the role of chairperson of the Water
Management Group has been under taken by Colin Cope, Head of Estates Development
with support from Steve Town; Estates Manager This is a short term solution until the
new Risk Manager is appointed in Estates and Facilities and they will then take on the
assurance and compliance part of the role.
Information provision: The Water Management Group receives good quality information
for the quarterly meetings we are invited to the Lewisham and Greenwich Water Group
which covers Oxleas House and QEH. Representatives from Vinci have attended the
Group and provided information. NHS Property services have been invited to provide
water management information for several buildings including Eltham Community
hospital. No information has been forthcoming and this has been escalated to the
Director of Estates.
Responsible and Approved persons named under HTM 04-1
With the hard FM contract transferring to Rydon on the 1 June 2017 a number of the
named person have changed as they had been appointed through the previous hard FM
Company. We are currently in the process of appointing these new named people to the
roles and expect to have this complete by end of August 2017.
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Agenda Item

Workforce and Learning Development Committee update

Item From

James Kellock, Non Executive Director
Katy Murray, Head of Resourcing and Workforce Development
Front sheet only

Attachments

Summary and Highlights

The Workforce and Learning Development committee met on 22nd November

Workforce KPI
The committee reviewed the October workforce KPI and noted the following points.
• The overall vacancy rate had reduced and was now below 12% for the first time in a while. This
reflected further improvements in Bromley and Bexley, as well as a significant improvement in
Prison recruitment. The overall vacancy rate for qualified nurses had also reduced. The only area
that was red rated was forensics. This was due to additional posts being added to the
establishment as a result of the review of safe staffing, rather than any increased turnover.
•

The committee noted a similar reduction in turnover in October, which had also contributed to the
vacancy position.

•

The committee noted that the supervision rate was below target. This was primarily due to issues
within prison services and the impact of the newly joined Bromley 0-4 HV service.

•

The committee noted with satisfaction the continuing reduction in agency staff and improvements
in bank usage. This downward trend had been going on for over 6 months. It was also noted that
October was the first month that the trust had met its NHSi Agency expenditure target. The
committee thanked the efforts of managers and the temporary staffing team.

•

The committee noted the improved roster KPI, as well as the workshop that had taken place with
ward managers to share good practice and identify areas for improvement. A number of actions
for ward managers around local roster and staff management were identified. Matron and service
manager involvement was key.

•

It was agreed that non shift based rosters should also be scrutinized, but on a quarterly basis. A
proposed dataset for these rosters would be brought to the December committee.

•

The committee noted the slight increase in EWTD breaches and approved the notification of Heads
of Nursing and matrons of these breaches. It was agreed that the names of individual staff would
be removed from the KPI going forwards.

Month
Bank Shifts %
Agency Shifts %

Mar-17
57.10%
42.90%

Apr-17
59.10%
40.90%

May-17
58.90%
41.10%

Jun-17
60.00%
40.00%

Jul-17
61.50%
38.50%

Aug-17
63.80%
36.20%

Sep-17
65.4%
34.6%

Oct-17
66.6%
33.4%

Month
No. of Bank Shifts
No. of Agency
Shifts
Grand total

Mar-17
6972

Apr-17
5750

May-17
5955

Jun-17
6370

Jul-17
6546

Aug-17
6663

Sep-17
6601

Oct-17
6688

5228

3975

4152

4251

4090

3375

3495

3357

12200

9725

10107

10621

10636

10038

10096

10045

Bank and Agency Shift Bookings per Month
8000

Number of Shifts

7000
6000
5000
4000

No. of Bank Shifts

3000

No. of Agency Shifts

2000
1000
0
Mar-17 Apr-17 May-17 Jun-17

Jul-17 Aug-17 Sep-17 Oct-17

Recruitment and Retention Update
The committee noted the action plan and proposed changes to the recruitment process following the
workshop on 8th November. The aim was for a quicker recruitment process that maintained engagement
with candidates. The revised process would be accompanied by a new recruitment system that was being
procured. The committee also noted the increased responsibilities for line managers within the process
and commended the plan.
Jane Wells presented a paper on the projected impact on staff numbers of nurse retirement. This reviewed
the staff profile of the current workforce and the impact of a range of assumptions around the age
individuals will choose to retire. Approaches to retain experienced nurses were discussed such as
discussions on options around retirement, flexible working options and retaining staff on our bank of
temporary staff.
Staff Partnership Report
The Partnership team are trialling a different approach to focus groups, which would be more efficient in
gathering information and as importantly, in feeding back to staff.
Some managers were still resistant to the partnership team visiting their areas. Regular meetings with
Associate Directors were helping to eliminate this.
The report emphasised the need for improved communication with staff across a number of mediums to
ensure that key messages were received.

It was noted the focus groups in this cohort reported a general decline in morale of staff, but the
Partnership team felt that some of this was related to the new borough structures and the changes in
expectations of individuals. The visibility of senior staff remained important.

Changes to risk register

Previous
rating

New rating

None
New risks identified
None
Recommendations
To note

Rating
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Andy Trotter, Chair
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Board visit summaries
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Summary and Highlights
Several visits have been undertaken by Board members over the past month and the attached
summarises the visits and outcomes.

Changes to risk register

New risks identified

Recommendations
The Board to note.

Previous
rating

New rating

Rating

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

Tuesday, 24
October 2017
@ 2 pm – 4 pm

Service

Kidbrooke Village Centre, 7 Elford Close,
Kidbrooke SE3 9FA

Attendees

Seyi Clement
Ben Travis
Lesley French
Stephen Whitmore

Apols

Brief Description of Service

Within the C&YP section of the building sits the following servicesHealth Visiting- the service covers the area from Shooters Hill, to the borders of Lewisham in
Blackheath Village to the borders of Bexley/Bromley in Eltham. The caseload of children under five is
just under 5,500.
Staffing – there are 15 HV’s in post although two are now on maternity leave (one is due back end of
October) and we have 1.9 vacancies which are being recruited too. In addition we have 6 nursery
nurses and 2 breast feeding advocates. There are no staffs on long term sick.
School Nursing- They cover all the schools in the Charlton, Blackheath, Eltham and Kidbrooke area.
Staffing-there are 16 school nurses who cover between 53 primary and secondary schools. Most
staff are term time only, but four are fulltime. There is one staff member on long term sick

Overview of Visit

My overall impression of the visit was very positive. Despite the dispersed and itinerant nature of
the team, there is a cohesiveness to the operation. The management team seem highly visible and
hands on. I spoke to two trainees who were very complimentary of the service, colleagues and the
management team. I also visited the HV team based at Eltham Hospital and observed their
operation of a while. The mothers seem happy with the services, but I observed that opportunities
to obtain feedback from the mothers were missed. There was no iPad for the FFT and this could
explain why the FFT rate for the unit is low, but I understand that they are working on this with
Michael Whitmore’s team and an iPad will be provided in due course. I also attended a nasal flu
immunization exercise at St Patrick’s Catholic Primary School. There were about 4 nurses and 1
admin support on the day and the work was intense albeit for a short period. I wonder if some of
the clerical work could be automated.

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

Issues Raised

The staff did not raise any issue, but I made some
notes of things that I would like to follow up.
1. I did not see any notice or sign at Eltham
Hospital indicating the presence of
Oxleas or the services that we provide at
the Hospital.
2. Whilst the team is mindful of the fact
that they needed to improve on the FFT
rate, they will need some support. The
provision of iPad will be a step in the
right direction.
3. The HV noted that in some schools the
support given to the team by the schools
could be improved. This would ensure
that appropriate facilities are provided

Action

To be raised with Rachel Evans

I’ll be speaking to MW

This was feedback to the Team manager.

Non-Executive Directors’ Board visit
Service

Date of visit
15 November
2017

Attendees

Early Intervention in Psychosis (EIP) Estelle Frost
& Perinatal Service - Carlton Parade Dr Abimbola Fadipe
Helen Smith
Steve Dilworth

Brief description of service
Bromley Early Intervention Team
Work with people aged 18-64 with a first episode of psychosis. We provide care coordination,
psychology (CBT for psychosis), Occupational Therapy and Social work intervention. We also offer all
clients formal Family Intervention. Also have a new MIND employed IPS Worker.
Bromley Perinatal Mental Health
Staff :
•
•
•
•
•
•
•

0.7 Perinatal Consultant Psychiatrist (Oxleas)
1.0 Perinatal Mental Health Nurse Specialist (Oxleas)
0.6 Specialist Perinatal Midwife (Kings)
1.0 Support Worker (Bromley & Lewisham Mind)
0.5 Psychologist (Oxleas)
0.2 Specialist Community Pharmacist (Oxleas)
Team Administrative Support

The functions include:
• Specialist assessment which is timely, accessible and comprehensive
• Medication in pregnancy and breastfeeding
• Risk assessment, safeguarding
• Perinatal psycho- education
• Patient and family involvement
• Tocophobia- clients with the fear of pregnancy are assessed in collaboration with the obstetric
team.
• Preconception counselling assessment
• Specialist perinatal psychology assessment and intervention.

•
•
•

Liaison with range of services- maternity, health visiting, GP, CMHTs, IAPTS.
We have Weekly integrated MDT meetings.
We also offer Psychosocial support - via MIND

The team undertake pre-birth planning meetings by 32 weeks according to national guidelines that is
individualised. A copy is given to the client, the GP, Health visitor and a copy kept in her maternity
notes.
1. A service currently unique (within Oxleas) to Bromley. Caseload of about 60. There are approx
5,000 live births a year in Bromley. Prevalence of mental health issues is around 10% and 1%
of these will be SMI.
2. Work closely with maternity services(Kings at PRUH) , midwives and HV's( now Oxleas)
3. Weekly referral meetings involve all these services and BHC IAPT. Around 52 referrals a
quarter go through this meeting and about half come to our team and half to IAPT.
4. Referrals received from GPs, maternity or social services and from other Oxleas teams where a
service user is pregnant or planning pregnancy.
Work ranges from
1. Pre conception meetings for women on MH meds. This involves a 1 hour assessment in which
a plan is made about the pregnancy. No psychiatric meds are absolutely unsuitable in
pregnancy, but each case needs careful consideration. A follow up meeting is offered once the
patient falls pregnant.
2. Concerns from professionals or service users/carers during pregnancy about mental state: prebirth assessments.
3. Post partum psychosis or depression cases also referred via maternity, liaison mental health
team etc.

For known service users on CPA in ICMP or ADAPT, care coordination is retained by the
referring team. People on standard care might be held under perinatal team.
There is a national bidding process expected soon to enable expansion of perinatal and we
have a business case ready to submit.
The team psychiatrist, Dr Sushma Sundaresh is a renowned expert in the field.

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

Issues raised

Action

EIP:
1. The
new
Mind
employed
IPS
(employment) worker explained the remit
of the team and that it remained a
Greenwich led Trust wide service due to
technicalities involved in the prescriptive
nature of the service model re response
times, and NICE compliant treatment
pathway. However there are plans in
place to devolve the team's back to
boroughs as the importance of the local
system now felt to take precedence.
2. Concern about getting timely referrals to
meet the response target (2 weeks from
referral to treatment). Cases coming
through PCP can be delayed and as the
team have to start the clock at the first
suspicion of a psychotic illness, can miss
the target, if has been earlier suspicion.
Encouraging referring teams to err on
side of caution and refer as soon as there
is suspicion.
3. As a result about 30% of people referred
do not actually have a psychosis. Concern
that this assessment and screening out
function is not really counted (and it
consists of a minimum of 2 meetings patient and family) as their commissioner
KPI is caseload size.
4. Of further concern are the blocks the
team experience passing cases onto other
teams and back to primary care (those
settled on depot or clozapine), though
team offer direct re entry to the service
within 6 months if patient relapses.
5. Ideally should also take on 'at risk' mental
states but concern about capacity. Work
with some people with ADHD if have
psychotic type symptoms.
6. The pathway dictates that all patients
have to be offered CBT and family
interventions, physical health support
and support into study or employment.
National audit last year was positive for
us against standards, but concern now as
it is due to be re done and we expect to
fall back in the family interventions. This
is because at first NHSE funded the

Team to get support from Bromley Business office
once the team is within the directorate to ensure
that accurate activity is being captured.

Bromley Directorate to review internal interfaces
as part of Birch review.
Directorate have an agreement with CCG to look
at secondary/ primary interface.

training needed to deliver the family
intervention required and all the team
had the prescribed training and follow up
supervision.
Now
due
to
staff Consider using a Trust Fund to cover this,
turnover, not everyone is trained and approach L&D, consider Directorate training
there are no resources for training budgets
available within the team. The training
needed costs £3.5 k per person including
follow up supervision. 7 people need the
training across the Trust (In Bromley
alone.
7. Psychology resources are stretched. The
Bromley team consultant psychologist
works cross borough and is part time. 1.8
wte in total
8. Bromley CCG invited a business case
business to build a service expansion. The
paper is nearly ready for submission and
reflects ICN development. Need for
better GP links re early identification and
post diagnostic shared care. Proposal
includes a support worker in each ICN to
facilitate this.
9. Commissioned for a caseload of 76 and
currently working in mid 80s

Perinatal concerns:
1. GPs expressed some frustration with the
referral mechanism at recent GP
event. GPs don't want to fill in two forms
with same info.
2. Workforce development. Team wish to
host a training day for Oxleas staff and
other professionals in the borough about
perinatal MH. Could make this into an
Oxleas showcase with our HV service.
Team will s and Directorate will find funds
( basically hiring a venue for the day and
lunch)
3. Team raised concerns about their office
accommodation, which is large enough to
accommodate another workstation (desk
and PC). This would be good so that the
team psychologist can sit with other team
members and students etc can also not
desk in the team room. However they
have been told that the Estate Team have
refused this request. EF has already
raised this with Estates colleagues but will
chase up.

The consultant is now working with maternity
service to streamline referrals across both
services.

Team will s and Directorate will find funds (
basically hiring a venue for the day and lunch)

EF has already raised this with Estates
colleagues but will chase up.

Non-Executive Directors’ Board visit
Service

Date of visit
Tuesday
14 November
2017

Trust-wide Volunteering Services
(VS)
Venue: Memorial Hospital

Attendees
Stephen Dilworth Non Exec
Stephen Francis Service Manager
Japleen Kaur Head of VS
C.Gill, J.Langford, L.Sanders,
A. Wattingham, L.Williamson
D.Goodson, L.Leakey

Brief description of service
The team is responsible for recruitment, retention and training of our volunteers. In addition the
team develops policy and programmes such as Volunteer to Work (VTW) which helps volunteers
progress to employment.

Overview of visit

VS has an enthusiastic group of staff and volunteers although they sometimes feel that their activities
have not always been appreciated in the past. Like so many of our teams, they often go beyond their
allocated duties and an example was given of where they liaise with social workers to assist with
house clearance where deceased patients have no living relatives or existing patients are not
returning to their homes.
They organise Christmas presents and entertainment for patients in 4 of our wards, and decorate
some of the wards for the elderly (e.g Holbrook)
The team is very open to new ideas and have taken on “speed recruitment” to find the right
volunteers. Good feedback was given on support from our HR, although they emphasised that “it is
all about finding the right person to speak to”.Following comments on difficulties in getting together,
I suggested that they should look at Webex and similar channels for meetings and they agreed to do
this.
VTW has produced 10 successful placements over a year with a further 5 being currently processed.
SF gave a very good and realistic update on the financial status for Oxleas and the need to work
within the budget. In fact the team is well within budget.
The value of the team is running at around £600k per annum (£153k in last quarter) - this is
calculated by a combination of £10 per hour for each volunteer, small amount of goods sold through
shops and savings through not using external sources particularly for drivers.This is a reduction from
previous years which is mainly due to the reconstruction at QMS and the resulting disruption of
volunteer opportunities. This situation is now expected to return as QMS redevelopment progresses.
Feedback from surveyed volunteers is positive although they appreciate that more respondents are
required to make this data robust. As it stands, 97% feel that they are providing value,94% find the
training useful and 94% feel appreciated by their supervisor.
The VS has been mentioned at SLP meetings and for our SLP partners this is certainly an opportunity
to explore.
The team mentioned that they often received requests for volunteers at the last moment and this is
not good practice given the time it takes to recruit particularly for specialist help such as drivers.
Other departments need to build any required volunteer support into their planning process.

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

Issues raised

Action

1. Requests for volunteer support need to be part 1. To be raised through the Exec.
of the planning process for Oxleas teams.
2. Build relationships with SLP.
2. SF/JK to develop links and keep Exec informed.
3. Need to raise profile on activities such as VTW 3. SF/JK to organise case study material.
programme. SD asked for 1 or 2 case studies.
4. Need to use technology
4. SF to look at Webex etc for future meetings

Board of Directors
7th December 2017

Item
Enclosure
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Agenda item

Business Committee update (21st November 2017 meeting)

Item from

Jo Stimpson, Non-Executive Director

Attachments

Finance Report

Summary
Key highlights from the Business Committee
•

The Committee noted the performance indicators as at October 17. As a result of the Trusts
improved financial position within the month, the NHSI metric ‘Finance and Use of Resource’
score has increased from a 3 to 2.

•

The Committee agreed the addition of a new risk in relation to changes to the Mental Health
Act, specifically relevant to s136.

•

The Committee noted that the outcome of the Kent Prisons Offender Health tender was still
outstanding however a decision was expected in November 17.

•

At Month 7 the Trust’s underlying position was a deficit of £1.6m, £1.2m behind plan. This is
net of the one-off release associated with the change in the annual leave policy and excludes
the increased costs from LGT for the Trust’s occupancy of Oxleas House (16/17 and 17/18).
In-month (before STF and Profit on Asset sales) the Trust delivered a surplus of £132k driven
mainly by the catch up of income not previously recognised. Excluding these items the Trust
achieved a breakeven position for the month. We continue to provide for the CQUIN risk
reserve and await further clarification from NHSI as to whether this can be released. This
remains an unplanned cost pressure and continues to impacts on the Trust’s ability to deliver
its control total. The delivery of the control total remains challenging and is still reliant on a
reduced spend profile for the remainder of the financial year as well as support from nonrecurrent one off actions.

•

The Committee was updated on the financial performance for the NHS provider sector at
quarter 2. The provider sector was £1.15bn in deficit.

•

The Committee noted the updated ‘Single Oversight Framework’ and the move to
disaggregated the Finance and Use of Resources theme in two separate measures. The
Finance element will continue to be determined by performance against the current metrics,
but the Use of Resources aspect will in future be linked to the outcome of a Use of Resources
Assessment.

•

The Committee reviewed the proposed changes to the NHS Standard Contract which will take

effect from April 18. Some changes will have a direct or indirect impact on the Trust and will
be considered by the Executive.
•

The Committee agreed that in order for the Board to discharge its responsibilities as
Corporate Trustee, the charitable funds report would be presented to the Board in full.

•

The Committee reviewed the recent correspondence from the Department of Health
regarding tax avoidance issues within NHS. After undertaking a review and seeking advice
where appropriate, it has been confirmed that the Trust does not participate in any scheme to
gain a tax advantage.

•

The Committee approved the award of payroll and pensions tender to the preferred bidder.

•

The Committee noted the recent review of the OHSEL STP.

•

The Committee was updated on the potential options for the Trust to diversify into primary
care.

•

The Committee received an update with regards to SARD JV, a joint venture between the Trust
(51%) and Mango Swiss (49%). The organisation has developed a strong brand with an
excellent reputation and is looking to start repaying the Trust loan with effect from April 18.

Recommendations

The Board to note

Finance Report for 7 months to 31st October 2017
Board of Directors Meeting
7th December 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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Financial Overview
Control Total

Control total surplus of £3.1m – Underlying surplus £0.1m; sustainability and transformation funding (STF) of £1.5m; profit on disposal of asset £1.5m

Year to Date

For the month ended 31st October 2017 (excluding one-off items – STF and profit on asset disposal) the Trust reported a ‘underlying deficit’ of £1.6m,
£1.2m behind the deficit plan of £0.4m. This variance is further worsened by £0.7m in relation to non receipt of STF which is directly linked to the
achievement of the financial p lan. The underlying position includes a one-off release of £0.6m relating to the restriction of annual leave carry over from 5 to
2 days. The position excludes the agreed risk share with Bexley CCG and Local Authority: risk share on District Nursing overspend and the net overspend on
Bexley care partnership. The calculation that will underpin the value assign in the risk shares has been agreed wit h the service and will be reflected with
effect from month 8.
The position is driven by the following:
Income: £0.6m ahead of plan YTD
Overall the Trust income was behind plan by £0.1m in month 7 and £0.6m ahead of plan YTD. The adverse income variance was mainly due to non
achievement of non contracted activity income. The position includes the following catch-up income not previously recognised:- NHSE NRT smoking cessation
funding; recharge to NHSE for Thameside reception and billing to RBG associated with therapy services delivered in Children’s Centres. The YTD position is
largely due to the following: improved overseas patient’s activity, UEA risk share and other cost & volume activity.
Pay: £1.4m overspend YTD
In-month pay underspent by £0.2m improving the YTD overspend to £1.4m, this was due mainly to a review of agency usage and the costs assigned. The
Bromley 0-4 service commenced on the 1 st October 17 and also contributed £21k to the pay underspend due to vacancies.
Non-pay: £0.1m overspend YTD
The Trust is reporting an in-month overspend of £0.1m and £0.2m YTD. The YTD position is mainly driven by spend on private beds over and above those
commissioned from ELFT and the non achievement of CRE plans. There continues to be a downward trend on UEA spend (a reflection of the trust-wide
concerted effort in bed management); a reduction in pressure relieving equipment costs following the agreement to terminate the rental arrangements and
purchase these it ems through Bexley Care. The position continues to include a 0.5% CQUIN risk reserve provision, which NHSI has stipulated must remain
‘uncommitted’, and therefore cannot be recognised as income as per the Trust plan.
The position continues to exclude all costs associated with the increased charges levied by LGT in relation to the Trust's occupancy on the Queen Elizabeth
site. This is being formally disputed and NHSI has been alerted to our position on this matter and the impact, should we include it , on the Trust’s ability to
achieve its control total.

Forecast Outturn

In month 6 the Trust undertook a comprehensive review of its forecast outturn. On the basis of this analysis the Trust plans to meet its control total and has
pulled together a recovery plan that aims to achieve this. The actions and mitigations required are challenging but deemed to be achievable should the
assumptions upon which they are based remain constant. All mitigations have been risk assessed and deviations will be monit ored and investigated to
understand the impact on the year end position. (See Appendix 1 for Directorate level position). The forecast is reviewed on a monthly basis and the latest
position takes account of changes associated with underlying and non-recurrent improvements and deteriorations.
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Financial Overview: Cont.
Actions to
improve
performance

17/18 CRE

The 17/18 target equates to £9.6m and underpins the delivery of an underlying surplus of £0.1m and includes any CIP not delivered recurrently in
16/17. We have plans with a FYE value of £9.1m; realising an in year impact of £7.5m.
The Trust is currently meeting it s CREs as set out in the operational plan, as these are weighted into the latter part of the year. However internally
savings targets are phased equally across the year to ensure the Executive is fully focussed on delivery. This includes both plans that are yet to be
mobilised and the pressure associated with the ‘unidentified’ gap. The plan includes a non-recurrent contingency to offset the negative impact of timing,
but additional non-recurrent measures will be needed to mitigate any additional unplanned delays.

NHSI Metric

The improvement in the Trusts I&E position has impacted the calculation of the NHSI ‘Finance and Use of Resources Metric’ score from 3 to 2. This
metric forms part of the ‘Single Oversight Framework’ which has been live since 1st October 2016 and is one of the 5 themes that underpins the
‘Segmentation’ assigned to the Trust.

Cash

Total cash and short term investments was £54.0m at the end of October, this is ahead of plan (£47.9m).

Capital
programme

The Trust’s original capital plan for 17/18 was £22.4m, latest estimates continue to show the Trust is likely to undershoot this by £5.9m.
Actual spend to the end of October was £7.0m against a revised YTD plan of £7.9m (89%). Monthly NHSI returns reflect the lower forecast full year
spend of £16.4m.

3

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.
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Statement of Comprehensive Income

YTD: For the month ended 31st October 2017 (excluding one-off items – STF and
profit on asset disposal) the Trust reported a ‘underlying deficit’ of £1.6m, £1.2m
behind the deficit plan of £0.4m. This variance is further worsened by £0.7m in
relation to S&T Funding which is directly linked to the achievement of the financial
plan. The position excludes the agreed risk share with Bexley CCG and Local
Authority: risk share on District Nursing overspend and the net overspend on Bexley
care partnership.
Agency Cap: The Trust continues to breach the agency cap target. Current YT D
performance is 12% above the assigned threshold (target of £7.8m, actual cost
£8.7m), continuing to show a net downward trend YTD.
Medical Locums – NHSI has set a target of reducing year on year spend on
medical locums by £150m nationally in 2017/18. T he Trust has been assigned a
annual tar get reduction of £0.6m. Current YT D spend of £2.2m means we are
£0.5m above the assigned threshold of £1.6m, reducing this spend remains a
challenge.

•

Income: £0.6m ahead of plan. The following income streams
are key contributors to the over-performance YTD: overseas,
NCAs, MSK services and UEA risk shares. Income continues to
be deferred where expenditure has not yet taken place (offset
by an equal and opposite underspend of costs) .

•

Pay Expenditure: £1.4m higher than plan, due mainly to the
usage of temporary staff over and above funded
establishment to cover for vacant posts and increased acuity
and observations.

•

Non-pay Expenditure: £0.1m overspent and is largely due
to use of external beds over and above the ELFT beds and
under-achievement of CRE schemes.
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Statement of Financial Position
Debt summary
• Total debt stands at £11.7m, a net increase of £1.2m from September 2017.
• Debt >90 days has increased by £0.3m to £4.3m the majority of which relates to DGT.
• Areas of focus: Greenwich CCG: The main area of focus remains the 16/17 outstanding debt (£0.6m). Discussions
continue and the CCG continue to recommend a 50:50 risk share and although not explicit this is
linked to the 17/18 QIPP discussion.
 KCH: Total debt £1.5m. The team continue to focus on ensuring KCH adhere to their payment plan.
 NHSE: Total debt £2.5m. Of this £1.5m was settled in November. Of the remainder £0.6m relates to
Swaleside LPP where there has been a delay in NHSE releasing the funds.
 DGT: Total debt £1.2m. We are not aware of any disputes, where appropriate invoices are
approved and awaiting payment. We have contacted D&G to request a payment plan is put in
place. DGT are experiencing cash flow issues in relation to non payment of invoices from KCH.
 RBG: Total debt £0.3m. £0.05m relates to CAMHS Youth Offending Team and £0.02 relates to 1:1
costs for a patient at Tall Trees. Audrey Johnson at RBG has indicated that the CAMHS invoices are
a commissioner to commissioner issue and she is taking this up with her legal team. We have
requested regular updates. RBG dispute the inflationary uplift in relation to 1:1s and we are in
negotiation for them to settle everything bar the uplift.
 NHSPS £0.2m. Invoices are approved for payment but remain on hold. Director of Finance has
written twice to Matthew Bryant, NHSPS Director of Finance seeking final settlement. We have
received no response however we are now pursuing this through the NHSPS complaints procedure.
 Bridges Healthcare Services £0.25m (QMH drugs and Foxbury rent). We were notified in August
that the company has commenced liquidation proceedings and have submitted our proof of debt.
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 October 93% of invoices by volume and 89% of invoices by value were paid within this.
target.
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Capital Investments

The 2017/18 NHSI plan assumes a Capital spend of £22.4m, current indications are that we are likely to underspend by the value of £6m. NHSI do not set
monitoring targets against capital spend but performance against plan is taken into account in the national consolidated position. NHSI has been informed of the
change in spend profile through the monthly returns but has not as yet, asked for a formal re-forecast.
The Infrastructure Committee agreed to proceed with the sales of Colyers Lane, Murchison Avenue and White Gables in 2017/18 to achieve the £1.5m profit on
disposals required to achieve the control total of £3.1m. Further property sales will be considered in 2018/19 alongside the requirement to utilise Trust estate to
achieve a long term income.
QMH Redevelopment
Phase 1: The contract has completed and work continues to close out defects. The new facilities have been well received and we are seeing a significant
increase in activity across all services since opening. This is an important milestone in the history of the Hospital and Trust. The final account for the contract
will be finalised by the end of November 2017. GallifordTry has delivered the project £0.7m below the GMP, this ‘reward’ will be shared 50:50 between the Trust
and GallifordTry.
Phase 2: GallifordTry has submitted the GMP for the Levels 2, 3 and 4 of B Block, this is £2m greater than the plan of £13.6m this is driven mainly by inflation
and inclusion of additional clinical space. We continue to explore options to reduce the impact of this and are in discussion with tenants as to how we take this
forward. The feasibility study for the remainder of A Block is being undertaken which will enable costs to be formulated for the theatres, imaging and demolition
so that we have full visibility of the total cost to complete the QMH redevelopment.
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Risk Register
Financial risks scoring 8 or above and not yet achieving ‘target’ risk rating have been included in this section.
relation to the s136 Mental Health Act planned changes.

A new risk has been opened in
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Appendix 1 - Operational Performance
 Children & Y.P. Services: £5 4 k underspend YTD
Income is £174k adverse variance and is due mainly to the lower than expected NCA activity and the deferral of CAMHs
transformation funding (offset by underspend in cost). Pay and non-pay are underspent YTD. There is on-going pressure
associated with agency staff supporting children in specialist continuing care packages and a strategy is being developed to
use less agency staff, this currently offset by vacancies. Achieving CRE plans continues to present a challenge to the
service (£386k YTD); this however is currently being mitigated by non-recurrent underspends.
 Forensic & Prisons: £200k underspend YTD
Income is ahead of plan mainly due to the recognition of:- catch up funding for NRT smoking cessation, agreed recharge to
NHSE for Thameside reception and a increase in overseas patients. Pay reported a net underspend of £9k in month, £175k
YTD. Of this, nursing reported an overspend of £86k in the month driven by increased patient acuity/observation and cover
for vacancies. Non-pay overspend is largely due to the following: drugs; medical equipment and escort and bed watches.
The service continues to pursue NHSE for a contribution where the care is associated with unavoidable
specialist/exceptional care.
 South London Partnership: Breakeven
Income is ahead of plan mainly due to recognition of savings over and above those required to deliver QIPP. This equates
to £250k pa and offsets the Trust’s contribution to The Hub.
 Adult LD: £134k underspend YTD
The directorate reported a £32k underspend position in month, £135k favourable variance YTD. In month favourable
variance was driven by YTD catch up billing relating to 1:1 care in Atlas House. Pay underspend has reduced in recent
months due to increase bank and agency usage particularly on Atlas House reflecting increased acuity.
 Greenwich: £1,396k overspend YTD
The Borough delivered a in month deficit of £68k, £1,395k YTD. The improved in month variance relates to the allocation
off centrally held budgets. The underlying overspend of £184k is in line with the reductions seen in September and is a
reflection of the focussed attention in monitoring the actions agreed. Income reported a breakeven position in-month and
an over-performance YTD.
 Bexley: £1,265k overspend YTD
Pay accounts for £649k of the overspend; largely due to over establishment in district nursing and inpatient wards. Nonpay overspend is driven by the following: UEAs £86k YTD net of risk share, pressure relieving equipment £258k and
unachieved CREs £401k, partially offset by an overachievement of MSK & Holbrook income. The actions agreed in relation
to District Nursing activity are being imple mented, these show an improvement in both reducing over performance and the
cost associated with additional te mporary staffing. Pressure relieving equipment (previously rented) has now been
purchased outright leading to a reduction in revenue costs.
 Bromley: £389k overspend YTD
The borough reported £35k favourable position in month and £389k overspend YTD. The improvement in month was
driven by a reduction in bed occupancy associated with Bromley patients and benefiting from the inter-borough recharge
where Greenwich and Bexley clients used Bromley beds. Pay spend was £48k overspent due to nursing particularly in the
Crisis teams. Nursing agency reduced in month whilst bank increased. YTD NCA income continues to perform above plan
and is on plan to meet the income target.
 HQ Services: £1123k underspend YTD
The YTD position is driven by underspend in the following departments: Estate & facilities (vacancies); Finance
(vacancies); Quality and Governance (Pharmacy vacancies), Therapies (User surveys), and Trust Management (Stationery),
 One-Off Items:£1.5m of profit on asset disposal is key to achieving the control total, any additional benefit over and above this will
support the underlying position, this is phased into the last quarter of 17/18. Not being on plan means the position does
not recognise £670k of STF. STF rules do however provide an opportunity to recover this retrospectiv ely on a YTD basis,
incentivising providers to make every effort to deliver control totals.
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Appendix 2 – 17/18 Savings Target and Plans

•

The 17/18 target equates to £9.6m and underpins the delivery of an underlying surplus of £0.1m and includes any CIP not delivered recurrently in 16/17. We
have plans with a FYE value of £9.2m; realising an in year impact of £7.6m. The Trust is currently carrying a ‘unidentified’ gap of £0.4m.

•

The YTD impact of non achievement of CREs on the bottom line is circa £1.5m. This includes both plans that are yet to be mobilised and the pressure associated
with the ‘unidentified’ gap.

•

The Trust has undertaken a comprehensive forecast outturn and the output indicates the need for a significant non-recurrent support to offset the in-year under
delivery of the savings plans.
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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. The
Deputy CEO, Workforce Lead and DoF continue to focus attention on the teams in this category . The work focuses on ensure staffing are
rostered appropriately, the rationale for using temporary staff is robust and where possible without compromising safety, ensuring services
‘live’’ within their funded establishments.
Agency Movements
• Admin & Management HQ and Medical - the majority of the reductions relate to clarification with regards to rates payable, and commitments
associated with low volume high value staffing requirements linked to the forecast outturn deep dive.
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Summary
Introduction
The affairs of the Charity are formally reported to the Trustee's meeting. Oxleas NHS
Foundation Trust is the Corporate Trustee, acting through the Board, and is responsible for
direct control of key decision making. In particular the Corporate Trustee must set the
strategy and policy for the charitable funds.
As agreed in May 2014 the Business Committee receives a detailed 6 monthly update
relating to the charity. This takes place prior to a report being presented to the Corporate
Trustee. However to ensure that the Corporate Trustee discharges its obligations under the
Charity Commission guidance this report must also be presented to the Board so that, as the
Corporate Trustee it can discharge its duties in relation to:1.
2.
3.
4.
5.
6.

Ensuring that the Charity is carrying out its purposes for the public benefit;
Complying with the Charity’s governing document and the law;
Acting in the Charity’s best interests;
Managing the Charity’s resources responsibly;
Acting with reasonable care and skill; and
Ensuring the Charity is accountable.

The terms of Reference for the Business Committee will need to be amended and the
following statement removed:•

Act as an agent for the Board providing an oversight on Charitable Fund accounts
and reviewing every six months

Charitable Fund Report: Financial Update
The Charitable Fund report covers the period from 1 April to 30 September 2017 and
consists of the following:
•

Statement of Financial Activities
o Opening balance - £736k
o Income - £12k

Summary

o Expenditure - £65k
o Closing balance - £683k

•

Balance Sheet
o Cash held as at 30 September 2017 was £695k
o Liabilities amounted to £12k
o Closing balance was £683k

•

The top 10 charitable funds account for £489k (72%) of the closing fund balance with
the balance of £194k (28%) attributed to 49 other funds.

•

The attached provides an analysis of the transactions associated with the top 3 funds
namely the:
o Forensic Psychology Fund;
o Bracton Fund; and
o Pharmacy Trust fund.

Charitable Fund Annual Report and Accounts 2016/17
•
•
•

The Annual Report and Accounts were reviewed and approved at the September
meeting of the Audit and Risk Assurance Committee
Deloitte is finalising the Independent Review of the Annual Report and Accounts
Once the review is completed these documents will be submitted to the Charity
Commission by the deadline of 31 December 2017

Recommendations
To approve the :• Charitable fund report
• Amendment to the Terms of Reference to the Business Committee

Charitable Fund Report
April to September 2017

Overview

Income – This relates to interest receivable . The negative movement in May is associated with a backdated correction in relation to student placements .
Expenditure - The top 3 funds account for the majority of the expenditure incurred to date : Forensic Psychology £34k; Post Graduate £17k; and Forensic
Psychiatry £7k.
Cash Balance - £300k was reinvested as a 6 month deposit in September 17.
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Top 10 Charitable Funds

3

Top 3 Charitable Funds- Income and Expenditure
Forensic Psychology Fund
Opening balance £110k
Income: £3k
VAT not previously reclaimed
Expenditure: £34k
First Step Trust South East Team Funding for 17/18, who create employment opportunities for disadvantaged people
Integrated Care Project for those in forensic care
Other expenditure including course and training fees and meeting room hire
Closing balance £78k
Bracton Fund
Opening balance £89k
Expenditure: £1k
Small values associated with meetings for the Bracton Against Drugs (BAD) group.
Closing balance £88k
Pharmacy Trust Fund
Opening balance £63k
Income: £4k
Other income, in return for our monthly returns to IMS (Intercontinental Marketing Services) Healthcare to help
build their usage figures a contribution 0is made back to the charitable fund
Invoiced for training students at QMH
Closing Balance £67k

them
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Other highlights
Summary
• There are currently 59 funds, unchanged from the start of the financial year.
• None of the funds have nil balances. Excluding the top 3 funds referenced earlier, the remaining 49
funds have a total £194k.
• The process of re-aligning the charitable funds to the new borough structure is nearing completion and
this may result in a small number of funds being merged. It is estimated that no more than 3 or 4 funds
will be impacted by this change.
• Funds with balances of over £10k receive monthly reports, all other funds receive a 6 monthly update.

2016-17 Charitable Fund Annual Report & Accounts
• Oxleas NHS Foundation Trust Charitable Fund Annual Report and Accounts for 2016-17 were
independently reviewed by Deloitte in July 2017 and were subsequently approved by the Audit and
Risk Assurance Committee in September 2017. Once these documents have been signed by Deloitte
they will be filed with the Charity Commission by no later than the deadline of 31 December 2017.
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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 21 November 2017. Key highlights to note are:
KPMG Internal Audit of nurses revalidation
This audit received an overall rating of Significant Assurance (green). The auditors were impressed with the
arrangements in terms of support, engagement and training.
External audit planning report
Deloitte presented their planning report for the 2017/18 external audit of our accounts. Although there
were no significant risks, guidance was give on areas of particular focus.
Quality Accounts
The Committee received a mid-year progress report on the Trust’s Quality Account 2017/18 indicators.
Much work has taken place to address the concerns raised last year. The gate-keeping indicator will be retested to provide assurance that this has now been resolved.
Tax Avoidance Issues in the NHS
The Committee received a report on the DH position on tax avoidance schemes in the NHS. The Trust has
performed a review of its contractual arrangements in response to this. The Committee received assurance
that the trust is not participating in any scheme solely to gain a tax advantage and therefore is not avoiding
tax.
Aged risks
The Committee received a report of aged risks, ie any that have remained on the risk register of over two
years. All directorates will be asked to review these with a view to either tolerating the risk or reviewing the
mitigation plan to ensure that the risk can be reduced or closed within a reasonable timeframe.
Board Assurance Framework
One new risk was escalated to the Board Assurance Framework. This relates to staff retention. The principle
mitigations are covered under our NHSI retention plan. The risk is rated as high (12). One risk was deescalated from the Board Assurance Framework. This is a low risk relating to ligature risk management. It
will remain on the risk register for the Safety Committee as an inherent risk.
New risk for escalation to Board Assurance Framework
1502: Increased demand, organisational change and funding pressures may lead to reduced
morale impacting on retention, sickness absence and patient and staff satisfaction

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

Changes to risks since the last meeting
1466: If ligature risks in communal areas are not managed, there is a risk to
patient safety through self-harm or suicide.

Recommendations
For the Board of Directors to note

Previous
(C x L)
MOD (8)
(4 x 2)

New
(C x L)
LOW (4)
(4 x 1)
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Summary and Highlights
Since the last board meeting, the following activities have taken place.

Governor visits to services

Children and Young People – 15 November
Six governors took part in a visit to a wide range of our children and young people’s services across
Greenwich and Bexley. Guided by Service Director Stephen Whitmore, the tour included visiting
Highpoint House, Goldie Leigh and Acorns Centre at Queen Mary’s Hospital. The governors meet a
range of staff including health visitors, school nurses, child and adolescent mental health services
professionals and therapists.
Governors found the visits extremely useful and were impressed by the services on offer and the
enthusiasm and knowledge shown by staff.
Bromley adult mental health services – 17 November
Three governors visited Bridgeways in Bromley and met with staff involved in delivering mental
health services for older people in the borough. The governors felt this gave them a good overview
of the range and complexity of these services and the variety of support that is available.
HMP Thameside – 21 November
One governor took part in this visit to understand the services we offer within in a Category B
prison and some of the challenges this creates such as less ability to rely on technology in a
restricted environment.
Further visits are being planned including to HMP Belmarsh and Green Parks House in January.

Attendance at Sustainability and Transformation Partnership engagement event

Governors joined our non executive directors at this event held on 7 November 2017 to learn of
recent developments in the partnership programme.

Training

Governors have taken part in training to take part in serious incident inquiries and core skills
courses for new governors.

Attendance at Board sub-committees and committee

Governors have observed Board sub-committees during the month and taken part in the
Governors’ Membership Committee.
Recommendation:
For the Board to note

