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122nd Meeting of the Board of Directors
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Public: Bromley
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1

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

Noted

2

Minutes of last meeting
Approved
Page 3: Remove comment from JK regarding driving change.
Page 5: Add a sentence to say that the Quality Committee asked for clarity on the policy on prone restraint.
Page 5: Add a sentence to SJ’s comment to clarify that there is the potential to review using agency staff in
the informatics team.
Page 7: Remove comment relating to releasing cash.
Pending these amendments, the minutes of the meeting on 2 November 2017 were approved as an
accurate record.

3

Matters arising from the minutes of the last meeting
Board tracker
SD – Whilst we have closed the action regarding collecting email addresses, there is a residual risk on these
becoming out of date.
YG – Item 4 focuses on ligature management and lone working, but the Quality Committee noted a risk
regarding control of contractors’ equipment. How will we receive assurance that this has been addressed?
BT – The Head of Safety and Compliance is taking action on this.
SD – How will this be audited?
BT – This will be taken forward through the Health and Safety Team.
IO – The Quality Committee heard that incidents had not been reported. It is crucial that these are
recorded on Datix as this is one of our assurances.
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Noted

Action
BT – We need to triangulate the data.
Minutes of last meeting.
JS – Has the forensic budget transfer taken place?
BT – We have invoiced for out of area placements.
JT – This was our main area of concern.
JS – When will the Crisis Café open?
HS – This has been put back to January 2018 due to recruitment delays.
4

Board Assurance Framework
It was noted that whilst ligature risk management has been deescalated from the Board Assurance
Framework, we will retain a focus on the issue through the Health and Safety Team and the Safety
Committee.

Noted

5

Board governance arrangements
FN presented the KPMG review of the board governance arrangements. This involved comparing our
structures to other trusts and observing meetings of the Board of Directors, its sub-committees and the
Council of Governors. The review concluded that there were strong overall arrangements. Particular
examples of good practice were the Council of Governors, the level of challenge and debate exhibited in
meetings and support in terms of meeting preparation, minute taking and action tracking. However,
compared to other trusts, our Board meets more frequently and there are more sub-committees.
Discussions at the Board meeting observed tended to focus on assurance rather than strategy. The review
endorsed the proposed changes to quality structures.
JK – What do the highest performing trusts do differently?
FN – They tend to have no more than eight meetings a year and no more than four sub-committees.
JT – Do they have more strategy days?
FN – Some trusts do. Oxleas can take this as an opportunity to streamline.
JT – Our Business Committee is the equivalent to the Finance Committee at other trusts. Naming
conventions will vary.
AT – How do other trusts manage workforce governance structures?
FN – Most trusts do have a Workforce Committee, but not reporting directly to the Board. There are a
range of models. There are less joint NED and Executive meetings.
JK – There needs to be a balance between discussion and decision making.
AT – Receiving assurance is important. There will be a limit to the number of strategic decisions we will
need to make. We do need to have balance.
FN – Many of the assurance discussions take place at the Audit and Risk Assurance Committee and other
sub-committees.
AT – What were your observations on the Executive Team meeting?
FN – There was plenty of shared debate and opportunity for learning.
SD – In terms of being more forward looking, we need to consider if technology and innovation feature
enough on our agenda?
AT – Many of our discussions in the past year have been driven by the outcome of the CQC inspection, the
HSE investigation and a challenging financial position. As a Board, we will still need to receive assurance.
FN – The Board will need to be clear about the decisions it needs to make. The trust has faced a number of
challenges but is performing well.
FR – It is important the Board has a focus on actions.
AT – We need to be more explicit as to what decisions are brought to the Board.
BT – This is a welcome report. It recognises our journey and the challenges we have faced as a relatively
new Board. We have kept sight on our long term strategy, such as the major reconfiguration of our service
directorates. The Board receives presentations from services on integration plans. We have established a
new committee to focus on performance. We are committed to elevating quality improvement across the
trust. Workforce is a critical issue for the trust and it is right that we have a dedicated committee for this.
AT – If the Board is to meet every other month, we should consider having a more informal meeting in the
intervening months. This will prevent us from becoming too detached.
SJ – The NEDs do not need to be part of every element of the structure. We need to have assurance that
actions are progressed.
HS – A more informal meeting would be welcome as this would allow us to explore some issues in more

Approved
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Action
depth.
JT – Service directors could be invited to the meeting as this would enable us to make more connections.
SB – There is the opportunity to have workshops and development sessions on specific issues.
JK – This is not the right time to reduce the frequency of the Workforce Committee. We should review this
with the new Director of Workforce and QI once they have settled into post.
IO – I have no strong preference regarding the split of quality assurance and quality improvement. The
report does not mention the role of the sub-groups beneath the Board sub-committees.
SC – Quality improvement should not need to be a Committee that will remain in place indefinitely. We do
need to have more focus on ICT.
JS – Mortality surveillance will need a clear route to the Board.
BT – This will be through the Performance and Quality Assurance Committee.
SJ – We need to consider if quality improvement warrants a Board sub-committee.
BT – A business case will be presented to the Executive Team and the Business Committee in December
2017 and then to the Board in January 2018.
FR – We need to be clear that quality improvement is everyone’s responsibility. The Committee should
support delivery.
SC – It should also consider all forms of innovation, not just clinical innovation.
YG – If we are including operational innovation, we may need to review the membership.
The following proposals were agreed:
1. The Board of Directors will meet every other month, with an informal board development meeting
in the intervening months.
2. The Workforce Committee will continue to meet monthly, subject to the views of the new Director
of Workforce and QI.
3. We will establish a Performance and Quality Assurance Committee and Quality Improvement
Committee.
4. The Infrastructure Committee will remain in place but its role will be reviewed in one year.
5. The new cover sheet proposed by SB was approved.
SB to feedback to KPMG and to discuss structure of the informal meetings with AT.
SB
2017-12/#1
Board appointments planning
There will be one new NED appointment and two re-appointments in the coming year. The Board noted the
forthcoming key dates for board appointments and approved the process.
6

Chief Executive update
Noted
STP
Andrew Bland has been appointed as Single Accountable Officer for the STP and will commence in post on 1
April 2018. An appointment to the Chief Finance Officer role has not yet been made. The future of
accountable care systems remains under discussion.
CQC
We had a positive quarterly meeting with the CQC. Next year, we should expect a well-led review and up to
three risk-based core service reviews. This will include a use of resources assessment.
NHS Improvement
We have met with colleagues at NHSI and are comfortable with our current rating of 2.
Bed pressures
We are maintaining a daily focus on managing pressure on bed occupancy.
SJ – The Quality Committee discussed the CQC consultation on the Use of Resources assessment. The
Committee was concerned that quality issues could become diluted if the ratings are combined.
JT – We will respond to the consultation to this effect. This view is shared by many other trusts.

7

Integrated dashboard
The dashboard shows that the trust is in a positive position. There are two exceptions to note.
Vacancies
Good progress has been made on bank and agency use. Bank use has increased by 15% and agency use has
decreased by 2.7% of pay spend. The vacancy rate was below 12% in October 2017, but there remain some
areas of challenge. There has been a focus on the recruitment process to enable the trust to reduce the
time to recruit timescale whilst remaining compliant. A monthly meeting is being held to ensure that the
trust remains on track with the NHSI retention plan. HS said that sickness absence has reduced in the areas
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that have been trialing the long working day. JW said that this has been evaluated and there has been no
adverse impact in terms of incidents and complaints.
YG – Do teams know about the option to work long days?
HS – We are making teams aware of this.
JT – We are maintaining flexibility for staff who choose not to work long days.
SD – What is our target vacancy rate?
BT – We are aiming to reduce this to less than 10%.
Normalised surplus
The position has stabilised since August 2017. There have been some indications that the agency cap will
be further reduced next year.
Other exceptions noted
SJ – It is excellent progress to see that 97% of people in prison now have a care plan within two weeks.
JK – Is there an explanation why delayed transfers of care increased in October?
BT – There were some issues in Greenwich relating to care homes. These have been resolved and the
position has settled in November.
8

Operational Performance Report
Noted
Children and Young People: Additional staff have been trained to undertaken ASD assessments. This has
enabled the team to reduce waiting times. The training of music therapists and an occupational therapist
will increase the number of professionals able to support and deliver this service. Qualified staffing in
Bluebell House remains an area of focus and a range of initiatives, including rotational posts have been put
into place to ensure appropriate cover. The Bromley 0-4 service commenced on 1 October 2017. There
were some initial concerns about access to clinics, but these have now been resolved and a new venue has
opened in Beckenham. The clinical director and CAMHS service manager have been working with SWLSG
and SLAM to shape the models of care for the Tier 4 service across South London.
Adult Learning Disability: The process for the scrutiny of admissions of people with learning disabilities to
inpatient facilities 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.
Forensic and Prisons: The Bracton Centre received a two day inspection from the Quality Network in
October 2017. The draft report from the visit has been received. We were found to have fully met 76% of
the standards in medium secure services and 80% in low secure services. This represents an improvement
on the 2016 visit. Only 10 of the 152 standards across both inspections were considered to be not met and
an action plan has been developed to address these. It was noted that this was not a formal regulatory
review. There has been no further news on the Kent Prisons tender.
Bexley Care: The trusted assessor model has been implemented at QEH, and LGT staff are now 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. We are progressing our plans for
a Single Point of Contact and have received confirmation that we can consider this being on the site of the
existing council contact centre.
Bromley: 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.
Greenwich: The Directorate has completed a business case to provide existing Hospital at Home pathways
out of QEH. This is an innovative partnership to provide and integrated approach to care delivery. The
business case is due to go to the CCG governing body shortly.
SC – What are the long term plans for staff at Bluebell House?
HS – We are developing rotational posts to work across Bluebell, special schools and community nursing
teams. We will continue to ensure there is senior clinical input.
SC – What progress has been made with the data transfer issues for health visitors?
HS – This has been resolved.
SC – Where there any themes emerging from the Bracton Quality Network review?
IO/HS
2017-12/#2
IO – We will clarify this.
JS – Is there any contextual data on how we compare with other providers?
HS – This is a very good result for the service.
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Health Based Place of Safety developments
We have agreed internally to establish one s136 suite in the trust. It has been decided to decommission the
suite at Green Parks House and develop a two-bedded suite at 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. With regards to young people, in the last eight months, Oxleas has
averaged 3.2 presentations per month of young people under s132. We have concluded that it is not
feasible to establish a separate unit and we have approached SLAM to see if they will consider offering a
service to all children and young people in south east London. We are awaiting their response. The SLAM
unit has a dedicated room for young people and have trained their staff specifically to address their needs.
Changes to the Mental Health Act with effect from 11 December 2017 will mean that people under s136
must be converted or discharged within 24 hours as the section will then lapse.
BT – We are very sighted on the needs for young people in crisis.
AT – The availability of CAMHS beds will have an impact on this.
HS – Staff will not be allowed to use holding powers after the 24 hours have lapsed. To enable us to
prepare for the changes, crisis plans are being reviewed and multi-agency groups have been established.
9

Quality Committee report
Noted
The Quality Committee received a report on the use of prone restraint. The trust policy position is that
prone restraint should be used only in exceptional circumstances. The Committee heard that good progress
is being made with the roll out training on the new supine restraint technique. The Friends and Family Test
score for CYP community has reduced. This relates to the immunisation service where school children were
being asked whether they would recommend the service. The service no longer asks the question. The
Committee noted CQUIN progress. It is unlikely that the Trust will achieve the flu CQUIN. The Committee
received a presentation on a prescribing quality improvement project which focused on evidence that
increasing prescribing of antipsychotic depot and clozapine reduces relapse and admissions. It was noted
that this raises a number of complex issues as clozapine is a high risk medication in terms of monitoring the
side effects.
JK – The report says there were five level four incidents in October, but the dashboard states two.
JW- The correct figure is five.
SC – Not all CYP sites are using the Friends and Family Test. Is this a missed opportunity?
MW – There is a focus on increasing uptake. We are in the process of procuring a new system to support
this.
JS – The Mortality Surveillance Group have undertaken a review of deaths in learning disability services and
have identified lessons. We have received some positive feedback from families.
JS – With regard to completing complaints responses in 30 days, have we got enough focus or do we need
to review the target?
SJ – The Quality Committee was of the view that the target is correct.
MW – We should not expect complainants to wait more than 30 days.
BT – The number of complaints is now more evenly spread across services. We need to keep to this target
and focus on making an improvement.
SD – What progress is being made with regard to missing medical equipment?
JW – This is checked by external contractors, TBS. These are mostly small items and we can track which
ones are missing on the inventory. Teams must update the inventory. There will come a point when we
should agree to stop paying maintenance costs for missing items.
SD – It would be helpful to have a value on the items and the maintenance costs.
JW
2017-12/#3
YG – How do we address the issue of staff not retaining equipment?
JW – This is part of the exit interview.
YG – What is the process for staff who are not leaving the trust?
SJ – This should be remitted to the Safety Committee.
SC – For incident reference 2017/6253, please can you clarify if the incident was predictable or
preventable?
JW – This should read that ‘This however did not result in the fall being deemed as preventable.’

10

AT incident inquiry report
AT was a 51 year old female, admitted informally to Norman ward, Green Parks House on 11 August 2017.
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Action
On 26 August 2017 she requested to leave 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. As well as
reviewing the care and treatment offered to AT, the panel was also asked to review the support offered to
staff. It was found that whilst support was offered to staff in many different ways, there were a number of
aspects in the trust’s overall response that could be improved. The investigation focused on five areas:
1. Care and treatment offered by Bromley West PCP and Adapt teams.
2. Care and treatment offered by Bromley Home Treatment team (HTT) between 29 June 2017 and 21
July 2017 and between 6 and 10 August 2017.
3. Care offered by the Bromley mental health liaison team on 30 July and 3 August 2017.
4. Care and treatment offered by Norman Ward from 11 and 26 August 2017.
5. The decision to allow AT to take home leave on 26 August 2017.
The investigation addressed all the matters raised by the family. The investigation found that overall the
care was good and noted areas of good practice, including MDT assessment and care planning, consistency
of approach and family involvement, comprehensive assessments of need, care planning and appropriate
interventions in HTT and MHLT and good evidence of multidisciplinary input on the ward, including
psychological and occupational therapy formulations. The panel found that record keeping was good across
three services. The panel concluded that the decision to allow leave was appropriate and the incident was
not predictable or preventable. The Structured Judgement Review (SJR) found that there was some
evidence of problems in healthcare, but these were not causative and that AT’s death was not avoidable.
The panel made four recommendations:
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.
2. The Bromley directorate management team is asked to consider how continuity of care can better be
delivered within Bromley HTT.
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.
YG – The external panel member commended the standard of care planning and record keeping.
SJ – The issues raised here would also be found in Bexley and Greenwich.
SC – Can I have clarity on how we manage leave for informal patients?
HS – AT was accompanied as she was anxious. This is not the same as a detained patient being escorted.
Management of leave was not an issue in this investigation.
JK – Were the team sufficiently engaged with her family?
HS – The psychologists had engaged with the family. The family made this comment after the incident.
JK – What is a structured judgement review?
HS – This is a new element and is separate to the Root Cause Analysis. This looks for strengths and
weaknesses in the caring process, to provide additional learning on the delivery of care.
11

Children and Young People’s Services developments
SW presented an update on Children and Young People’s Services developments. There are wide variations
in population sizes across the boroughs and the three services of universal, specialist and CAMHS. Key
points to note were:
Universal Services
Services are delivered across 20 different sites. The main bases are Highpoint House, QMH, Stepping
Stones, Wesley Close and Erith Hospital. Services are being geographically aligned to children’s centres and
to some specialist services. This has enabled the service to reduce wait times for some services. The new
contract for Bromley 0 – 4 services came into effect from 1 October 2017.
Specialist services
There is closer integration between nursing and therapies teams. The service is also working in partnership
with other providers such as Evelina and Bexley Special Needs Access to Provision. Joint clinics have been
positively evaluated by families. Future plans include exploring the opportunity of joint post across speech
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and language therapist with adult teams to support transition and the launch of ADHD Digital Platform.
CAMHS
There is a Single Point of Access for CAMHS and children’s physical healthcare community services. Young
people can self-refer through the HeadScape website which also provides a library of information and selfhelp tools. There is a rapid triage (24 hours for vulnerable groups, 48 hours for all others). The service has
reduced waiting times for assessment and treatment. Rapid interventions for young people from
vulnerable groups are delivered via clinical in-reach. There are evidence-based support plans for all children
and young people referred. We have extended operating hours 8am -7pm Monday to Friday with a triage
service at weekends.
SC – What are DNA rates?
SW – These vary across services and boroughs.
SD – Is there scope for virtual clinics?
SW – We do make some use of this but personal contact is very important. We are expanding this where
families would prefer this approach but would envisage that not more than 5% of care would be delivered
through virtual clinics.
JS – Greenwich has invested more in children’s services. We need to be able to demonstrate the impact of
this to other commissioners.
SW – We can do this on an individual level, but this is more difficult on a population level.
12

Infection Prevention and Control report
JW presented the annual Infection Prevention and Control report. This demonstrates excellence in nursing
and clinical practice. All objectives have been achieved, including maintaining a low level of infection in
relation to alert organisms and outbreaks, unannounced and planned audit programme, training activity,
policy review and cleanliness monitoring. There has been a specific focus on anti-microbial prescribing and
a process has been established. The one outstanding action is with regard to the documentation of the
review/stop date and where the indication is documented. AT said that the IPCC team has visible impact.

Noted

13

Workforce Committee report
The Committee received 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. The Staff Partnership Report emphasised the need for improved communication with staff
to ensure that key messages were received. The Partnership Team are trialing a different approach to
focus groups, which will involve them being more representative, and more efficient in gathering
information and feeding back to staff.
AT – It is valuable for the Partnership team to have access to the Board. We will test this process for six
months and then invite the Head of Partnership to the Board.

Noted

SB

2017-12/#4

14

NED reports - Board Visits
Noted
SC – Kidbrooke Health Centre: We need to raise the profile of Universal Children’s Services. Lone working
issues were raised as local authority colleagues do not always attend for joint visits. We need to ensure this
is raised with the local authority.
SD - Early Intervention in Psychosis (EIP): The team is under pressure. The lived experience practitioner was
a good example of innovation.
Volunteer service: The team is reviewing the use of WebEx. We received a positive financial review from
the Business Manager.

15

Business Committee report
The Committee approved the award of payroll and pensions tender to the preferred bidder. This will be
outsourced from 1 April 2018. The Committee reviewed the recent correspondence from the Department
of Health regarding tax avoidance issues within NHS. After undertaking a review and seeking advice, it has
been confirmed that the Trust does not participate in any scheme to gain a tax advantage. At the end of
Month 7, the trust is £1.2m behind plan. We are on track to break even in month. All directorates have
plans in place to achieve savings. Work is underway to manage out of area placements. We continue to
provide for the CQUIN risk reserve and await further clarification from NHSI as to whether this can be
released. The planning round will commence shortly and this will be discussed by the Executive Team. We
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are awaiting confirmation on funding of any pay award. We continue to liaise with Greenwich CCG to
resolve the £600k funding gap. From the perspective of Oxleas, the LGT rent dispute is closed. With regard
to property sales, there has been considerable interest in White Gables and this will be sold by auction in
December 2017.
JK – Kings College Hospital remains our highest debtor.
JT – They have been following the payment plan.
JK – The QI business proposal will need to include a comprehensive option analysis
SC – Some of the plans are marked as ‘to be confirmed’.
JT – Overarching plans are in place. Some actions are very granular.
BT thanked colleagues for how well the finances have been managed and this was endorsed by the non
executive directors.
16

Charitable fund report
Approved
The Charitable Fund report has been presented to the Business Committee but requires Board approval.
AT – We do not appear to spend all of the funding available.
JT – If funds are not being spent, we need to explain why it is being saved. We need to be able to
demonstrate is being used for a purpose.
JW – We have plans in place to use the funds allocated to district nursing.
The Board of Directors approved the Charitable Fund Report and the amendment to the Terms of Reference
to the Business Committee.

17

Audit and Risk Assurance Committee report
The Committee received the KPMG Internal Audit on nurse revalidation. This received an overall rating of
Significant Assurance (green). The auditors were impressed with the arrangements in terms of support,
engagement and training. Deloitte presented their planning report for the 2017/18 external audit of our
accounts. A key area to note is a change to accounting standards on deferred income. The Committee
received a report on the DH position on tax avoidance schemes in the NHS and was assured that the trust is
not participating in any scheme solely to gain a tax advantage and therefore is not avoiding tax.

Noted

18

Council of Governors update
The report from the Council of Governors was noted. Six governors took part in a visit to a wide range of
our children and young people’s services across Greenwich and Bexley. Governors found the visits
extremely useful and were impressed by the services on offer and the enthusiasm and knowledge shown by
staff.

Noted

19

Any other business
JK – The recent royal visit to the Bracton Centre noted our positive approach to diversity.
SD – NHSE are providing funds for veterans’ services. We should look at the opportunities that this
presents. With regard to the Remuneration Committee, we will need to review the interface with NEDs to
ensure there are no conflicts of interest.
SB – I will review this with the Director of Workforce and QI.
SC – We should consider having a representative from ICT at the Board.
AT – There is an Executive representative for every committee except the Infrastructure Committee. We
will review this.

Noted

Questions from the public
None raised.

Noted

20

Next meeting of the Board of Directors
Thursday 11 January 2018 at 10.30 am
Maple Room, Pinewood House
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SB
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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

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

RC – Responsible Clinician
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
SJR - Structured
Judgement Review
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
11 January 2018

Item
Enclosure

Report Title
Author
Accountable Director
Confidentiality/
FOI status

Matters arising
Sally Bryden, Trust Secretary
Andy Trotter, Chair
Public

Report Summary

The Board trackers list actions from previous Board meetings.

Purpose
(To select purpose,
click on relevant
choice for drop
down box)
Recommendation
Link to strategic
objectives click on
relevant choice for
drop down box)
Link to Board
Assurance
Framework
Implications
Quality
Financial
Equality analysis
Service
user/carer/staff

Information

To Note

Approval

Decison

3
2a&b

√

The Board is asked to note.

Quality

Workforce

Sustainability

Partnerships

There are links to risks relating to lone working, learning from serious
incidents and in-patient services

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

Action raised
(Board date)

Item

Action details

1

2017-12/#6

07/12/2017

Any other busines

2

2017-12/#5

07/12/2017

3

2017-12/#4

4

2017-12/#3

Number

Bring forward to

Report under

Comments

It was noted that there is the Executive lead at the Board for
every committee except the Infrastructure Committee. This to Sally Bryden
be reviewed.

11/01/2018

Matters arising

Discussed with BT and agreed that JT, as a member of the committee, will represent the
Executive at the Board

Any other busines

To review the Remuneration Committee to ensure there are
no conflicts of interest.

Sally Bryden

01/03/2018

Matters arising

SB to review committee with Meera Nair when she joins trust on 15 Jan 2018

07/12/2017

Workforce
Committee

To test the new Staff Partnership Process for six months and
then invite the Head of Partnership to the Board for review

Sally Bryden

05/07/2018

Workforce
Committee

Not due until July 2018

07/12/2017

Quality report

To provide a value on the items and the maintenance costs of
Jane Wells
the missing items on the medical devices inventory

01/03/2018

Matters arising

Report being compiled for meeting on 25 Jan 2018. Further details will be shared with Board
members.

To clarify if there were any themes arising from the Bracton
Quality Network review

11/01/2018

Matters arising

Sally Bryden

11/01/2018

Matters arising

Completed Dec 2017

For the Board to receive the Quality Improvement Business
Case

Ify Okocha

11/01/2018

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.
On January 2018 meeting agenda

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

01/03/2018

Matters arising

Report will be discussed by the Executive and Board sub-committees and presented to the
Board in March 2018.

2017-12/#2

07/12/2017

Operational report

6

2017-12/#1

07/12/2017

Board Governance SB to feedback actions agreed to KPMG and to discuss
Structures
structure of informal meetings with AT

7

2017-11/#3

02/11/2017

Matter arising

8

2017-11/#2

02/11/2017

Board Assurance
Framework

2017-11/#1

04/05/2017

Audit and Risk
Assurance
Committee

We were found to have fully met 79% of the standards, which was a slight improvement on
the 2016 inspection. We scored particularly well in the safety and security and rehabilitation
domains. Improvements were recommended in respect of some ward environments,
involvement in care planning, speed of access to leave (noted as a national problem) and food.

Helen Smith/Ify
Okocha

5

9

Action for

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

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.
Rachel Evans

01/03/2018

Health and Safety
Nov 2017: For the Board to receive assurance that one of the three mandated lone working
solutions have been implemented in all teams.
Jan 2018:
KPMG undertaking an audit in March 2018 and will report to Audit and Risk Assurance
Committtee in due course.

Jane Wells

01/03/2018

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 bring a paper to the Board in March 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.

10

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

11

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

Presented to December Board

12

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
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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

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.

13

2017-09/#1

07/09/2017

Operational report

Pan-London S136 suite rationalisation - continue to update the Helen Smith/Ify
Okocha
Board on the progress with 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
Dec 2017: Board heard that numbe of young people presenting at our s136 suites is less than
four per month so it is not feasible to establish a separate unit. We have approached SLAM to
see if they will consider offering a service to all children and young people in south east
London and await their response.

14

2017-06/#4

08/06/2017

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

01/03/2018

Integrated
Dashboard

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

15

16

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
01/03/2018
Smith
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Quality

June 2017: Not due until January 2018
On January 2018 meeting agenda

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.
Update: report going to February 18 Executive

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

1

2017-07/#1

06/07/2017

Board Assurance
Framework

To review risks relating to the General Data Protection
Regulations

Alison Furzer

07/12/2017

Matters arising

07/12/2017

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.

2

2017-11/#4

02/11/2017

Integrated
Dashboard

To provide further information on retirement age
planning.

Jane Wells

07/12/2017

Workforce
Committee

07/12/2017

This was dicussed at the Workforce Committee in November

3

2017-09/#2

07/09/2017

Integrated
Dashboard

To circulate details of the incidents reported in June.

Jane Wells

05/10/2017

Matters arising

05/10/2017

Details circulated 28/9/17

05/10/2017

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

07/09/2017

Workforce report 28/09/2017

4

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)

5

N/A

04/05/2017

Safe Staffing

For the Board to receive data on staff using bank selfbooking

08/06/2017

Minutes of last
meeting

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

6

2017-06/#3

Simon Hart

Jane Wells

07/09/2017

Quality Report

07/09/2017

May 2017: Paper discussed at July Workforce Committee

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

7

2017-07/#2

07/09/2017

07/09/2017

Matters arising

07/09/2017

This was circulated to NEDs on 15/8/2017

07/09/2017

Matters arising

07/09/2017

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

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

Jane Wells

2017-07/#3

06/07/2017

9

2017-07/#4

06/07/2017

Quality report

To provide a key to the severity descriptors for incidents

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

2017-07/#5

Matters arising

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.

Feedback on the success of the Bromley CAMHS taskforce Helen Smith

8

10

Feedback in Operational Report in September board papers

NED visits

Integrated
Dashboard

06/07/2017
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Operational
report

07/09/2017

06/07/2017

07/09/2017

Board Actions Tracker 2017 - closed items from previous meetings
Number

11

12

Minutes
reference

Action raised
(Board date)

Item

Action details

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

2017-07/#7

06/07/2017

Business
Committee

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

Action for

Bring forward to Report under

Action closed

Comments

07/09/2017

07/09/2017

These were circulated

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.

Jazz Thind and Ify
07/09/2017
Okocha

Matters arising

Matters arising

13

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

14

N/A

04/05/2017

Operational report

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

Ify Okocha

07/09/2017

Operational
report

07/09/2017

A paper was presented to the September Board meeting.

15

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

06/07/2017

Board Actions
tracker

06/07/2017

RI gave an update to the Board at the July meeting

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

06/07/2017

Matters arising

06/07/2017

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

06/07/2017

Matters arising

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

06/07/2017

Matters arising

06/07/2017

Report was circulated on 9/6/17

Sally Bryden

18

2017-06/#2

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

19

2017-06/#5

08/06/2017

Quality Report

Mortality report - circulate the recent report to board
members

Sally Bryden

20

2017-06/#6

08/06/2017

Quality Report

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

Alison Furzer

06/07/2017

Matters arising

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.

21

2017-06/#8

08/06/2017

Board visits

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

Rachel Evans

06/07/2017

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.
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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

22

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

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

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 - closed items from previous meetings
Number

32

33

Minutes
reference

Action raised
(Board date)

Item

Action details

Action for

Bring forward to Report under

Action closed

Comments

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

31/05/2017

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

04/05/2017

Chief Executive
update

Staff survey action plan and further feedback on staff
engagement

N/A

Simon Hart
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08/06/2017

Quality Report

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.

Board of Directors
11 January 2018

Item
Enclosure

4
3

Report Title
Author
Accountable Director
Confidentiality/
FOI status

Board Assurance Framework
Susan Owen, Risk and Governance Manager
Ben Travis, Chief Executive
Public

Report Summary

Attached is the Board Assurance Framework as at 2 January 2018. There are
no changes to note as none have been made since the last meeting of the
Board of Directors.

Purpose
(To select purpose,
click on relevant
choice for drop
down box)
Recommendation
Link to strategic
objectives click on
relevant choice for
drop down box)
Implications
Quality
Financial
Equality analysis
Service
user/carer/staff

Information

To Note

Approval

Decison

√

For the Board to note

Quality √

Workforce √

Sustainability √

Partnerships √

The BAF includes risks relating to quality
The BAF includes risks relating to finances
The BAF includes risks relating to workforce and user/carer/staff safety

Board Assurance Framework - as at 2 January 2018
Agenda item ID
03 - Board
actions
tracker

1451

Strategic
objective
Sustainability

03 - Board
actions
tracker

1270

Quality

Description

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

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

Responsible
Committee
Trust Business
Committee

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

Gaps in controls and
assurances
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.

Consequence
(current)
Major (4)

Likelihood
(current)
Certain (5)

Rating (current)
20

Risk level
(current)
Significant

Workforce
Committee

Recommendations of the
KMPG Lone 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
Modifications to risk
assessments
Review of risks assessment and
safe systems of work
Service user risk assessments
Monitoring risk assessment
compliance
Personal safety devices
Re-iteration of incident
management policy

Moderate (3)

Possible (3)

9

Moderate

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

Major (4)

Possible (3)

12

High

Critical (5)

Unlikely (2)

10

High

Lone working policy - updated March 2017 to reflect Health and Safety Risk Assessment Compliance
recommendations of KPMG audit, ie annual risk
Register
assessment review and amendments to line manager
responsibilities re: safe systems of work and lone
working technology.
Local inductions and local induction forms have been
amended to include reference to risk assessments /
safe systems of work.
Service user risk assessment and risk formulation
function on RiO so staff can see current risks and
identify where a joint visit may be required.
The lone working category is now live on Datix. The
manager review form includes a date field to enter
the date of when the risk assessment was completed
Role of the LSO has been changed.

03 - Board
actions
tracker

1613

Sustainability

The latest guidance regarding General Data
Protection 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.

Trust Business
Committee

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

Ensuring that we have
processes for managing data
breaches and reporting to the
03 - Board
actions
tracker

1452

Quality

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

Workforce
Committee

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.

Agenda item ID
06 Integrated
Dashboard

1217

06 Integrated
Dashboard

1220

Strategic
objective
Workforce,
Sustainability

Description

Responsible
Committee
The usage of agency staff poses a financial risk Trust Business
as agency staff are considerably more
Committee
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'.

Board SubControls in place
committee
Business Committee All managers are tasked with reviewing all agency
staff working in their areas as a matter of priority,
and the correct process for booking and authorising
agency staff has been re-enforced. Monitor guidance
is being adhered to and SLAs continue to be reviewed
in order to ensure agreements tie up with rate cap
with defined expectations on accountability and
compliance. On-going monitoring of usage of offframework agencies and non-compliance with rates
set out in NHSI guidance. Staff who have been
unsuccessful in their application for substantive posts
are considered for recruitment to the Trust Bank.
Task force set up and sign off of invoices escalated to
senior management levels. Additional resources
deployed to support staff in setting up rosters and
using the system effectively to ensure greater
understanding the capability of e-rostering as an
effective staff planning tool. Greater focus and
monitoring of bookings supported by bank staff and
where this has not been possible, understanding why
this is the case. Agreed agency monitoring process.
Tier system set up, task force regime 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.

Existing assurances

Quality

CDG01 & CDG11- Rio data entered late and
Clinical Data
inaccurate data submissions. Data entered
Governance
late could lead to poor performance data
Group
being submitted to external 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. Internal audit of data quality

1. RiO training for clinicians

Gaps in controls and
assurances
Workforce report and associated measures
All actions in place and
(absence, turnover, vacancy, bank and agency) monitored through existing
Monitoring of usage of e-rostering
assurance processes
Numbers of Bank Staff recruited
Measuring growth in numbers of bank staff
Monitoring of spend to assess if this is within
the resources available(funded establishment).
Monitoring of KPIs that track performance on
a team by team basis
All teams on e-roster and compliant with KPI

Consequence
(current)
Major (4)

Likelihood
(current)
Possible (3)

Rating (current)
12

Risk level
(current)
High

Validation not in place for all
Board metrics.

Major (4)

Possible (3)

12

High

2. Business office management of data capture within 2. Trust Information Assurance Framework (on
ifox)
directorates
3. Ifox enables clinicians to view missing data near
real time
4. A structured metric build enforces data quality
checks during testing.
5. Data quality issues are flagged and discussed at
CDG meetings.

3. Integrated Performance Report tracks
where metrics have been checked for accuracy
including completeness.
4. The metrics being submitted to MHSDS
include validated metrics that have been
reported on the IBR.
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
7. CDG papers

07
1606
Operational
performance

Sustainability

The trust continues to rely on ELFT beds and Trust Business
Committee
private 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

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

08 - Quality
report

Quality

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

Quality Committee

Embedding learning patient safety group

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

Moderate (3)

Unlikely (2)

6

Moderate

1210

Incident Management Policy
Trust Patient Safety Group – Embedding Learning
Directorate Patient Safety Groups
Embedding Learning Events - quarterly
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Agenda item ID
12 Workforce

12 Workforce

1502

1213

14 - Business 1177
Committee

Strategic
objective
Workforce,
Sustainability

Quality,
Workforce

Sustainability

Description

Controls in place

Existing assurances

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

National Staff Survey
Staff Friends and Family Test
Retention / staff turnover monitoring
Staff sickeness absence data

On-going programme of recruitment events,
including weekend events and working closely with
HEIs; use of social media to raise awareness of job
opportunities

Vacancy rate monitoring
“time to recruit” monitoring

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

Board Subcommittee
Workforce
Committee

That the trust cannot recruit staff to a level
which enable it to maintained required levels
of safe staffing and service delivery. This will
impact on the delivery of care and patient
experience
Not achieving the savings as a result of
reductions in contract values would have a
negative impact on the recurrent deliverability
of our operational financial plan and raise
questions about our long term sustainability.

Recruitment
and Retention
Committee

Workforce
Committee

Trust Business
Committee

Business Committee Financial support available to service directorates to
support the delivery of plans.

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

Gaps in controls and
assurances
Our high impact priorites in the
NHSI retention plan are are to:

Consequence
(current)
Major (4)

Likelihood
(current)
Possible (3)

Rating (current)
12

Risk level
(current)
High

Oxleas not seen as an employer
of community health service
staff

Moderate (3)

Likely (4)

12

High

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

Major (4)

Likely (4)

16

Significant

Major (4)

Likely (4)

16

Significant

•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

Monthly finance reports shared

14 - Business 1216
Committee

Partnership,
Sustainability

There is continued pressure in the sector and it Trust Business
is likely that commissioners will be attempting Committee
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
Business Committee and Board
beyond 16/17
Strong current financial position
NHSI Risk Rating
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Integrated Dashboard
Alison Furzer, Director of Informatics

Accountable Director Ben Travis, Chief executive
Confidentiality/
FOI status
Report Summary

Please see attached the integrated dashboard with exception reports on the
highlighted areas:
•
•
•

Purpose
(To select purpose,
click on relevant
choice for drop
down box)
Recommendation
Link to strategic
objectives click on
relevant choice for
drop down box)
Link to Board
Assurance
Framework
Implications
Quality
Financial
Equality analysis
Service
user/carer/staff

Vacancies
S58 Consent to Treatment
Normalised surplus YTD

Information

To Note

Approval

Decison

√

The board are asked to note

Quality √

Workforce

Sustainability √

Partnerships √

Integrated Performance Report - November 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

Nov-17

2

Oct-17

Comments - Nov 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).

Q4
16/17

Q1
17/18

Nov-17

IO

98.6%

99.1%

99.1%

98.8%

99.5%

99.1%

98.9%

Comments - Nov 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%

93.1%

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%

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%

92.5%

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%

2.0%

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

Nov-17

Comments - Nov 17

8

Quality

Monthly

Trust

24 Aug 2016

10528

Number of Complaints Received

IO

68

67

32

23

25

20

16

9

Quality

Monthly

Trust

24 Aug 2016

10529

Number of Compliments Received

IO

267

206

63

74

90

73

108

10

Quality

Quarterly NHSI

10768

Delayed Transfers of Care

<7.5%

HS

3.2%

4.8%

4.6%

5.3%

7.3%

6.3%

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%

97.9%

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%

97.5%

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%

97.9%

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%

88.1% 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%

96.0%

Reported

Info
Assurance

Metric
Code

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

Target

Exec
Lead

Q4
16/17

Q1
17/18

S.No

Committee

Origin

Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Comments - Nov 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%

100.0%

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%

96.5%

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%

93.4%

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%

89.2%

20

Quality

Monthly

Trust

26 Oct 2017

10869

Crisis Home Treatment Team Gatekeeping - Oct 2017 onwards

21

Quality

Quarterly Trust

01 Aug 2016

10101

Crisis Home Treatment Team Gatekeeping - Up until Sept 2017

>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

30

Workforce &
Development

Monthly

31

Workforce &
Development

32

Quality

98.8%

HS
100.0%

100.0%

100.0%

93.0%

97.0%

93.8%

96.4%

93.0%

88.8% RAG: Red: < 85.0%; Amber: 85.0% - 95.0%, Green: >= 95.0%

98.9%

88.5%

94.9%

94.4%

96.4%

96.5%

96.7% Bexley: 10/10 = 100% ; Bromley: = 33/34= 97%; Greenwich: 16/17=
94%

JW

2,649

2,715

912

916

864

959

904

N/A

JW

9

14

6

8

9

5

2

N/A

JW

39

33

5

9

13

6

10

Safe staffing levels- Registered (Actual against planned)

>100%

JW

94.1%

97.1%

94.5%

89.4%

92.5%

95.8%

10352

Safe staffing levels- Unregistered (Actual against planned)

>100%

JW

110.0% 113.2%

115.0%

109.7%

109.2%

106.2%

109.1%

08 Aug 2016

10448

Medication errors

N/A

IO

183

192

57

71

52

66

56

Trust

23 May 2016

10334

Vacancy Rate

<14%

SH

13.5%

12.8%

13.2%

12.9%

12.9%

11.8%

11.2% RAG: <=14 Green; 14-17 Amber; >17 Red.

Monthly

Trust

01 Jun 2016

10445

Vacancies - Exceptions Prisons

<14%

SH

20.7%

20.5%

13.4%

18.8%

19.8%

16.6%

16.2%

Monthly

Trust

10852

Vacancies - Exceptions Bromley

<14%

SH

18.9%

18.2%

18.3%

16.9%

14.9%

11.7%

Report Run Date: 05 Jan 2018 11:22 AM

100.0% 100.0%

100.0% RAG: Green: >95%; Amber: >85%<95%; Red: <85%

Page-1

97.8% Exceptional number of observations required across the
trust,individual wards fill rates are reviewed each month by the
Associate Director of Nursing to explore all variances

Integrated Performance Report - November 2017
S.No

33
S.No

Committee

Quality

Reported

Monthly

Committee

Reported

Origin

Info
Assurance

Trust
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

10913

Vacancies - Exceptions Forensics

<14%

SH

Metric
Code

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

Target

Exec
Lead

Q4
16/17

Q1
17/18

11.5%
Q4
16/17

Q1
17/18

Jul-17

Aug-17

20.5%
Jul-17

20.2%
Aug-17

Sep-17

20.7%
Sep-17

Oct-17

19.6%
Oct-17

Nov-17

Comments - Nov 17

18.5% Please see exception report.
Nov-17

Comments - Nov 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%

60.0% RAG: Green >= 50; Red < 50. (12/20)

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%

91.7% RAG: Green >= 50; Red < 50. (11/12)

36

Quality

Monthly

Trust

63.2%

95.7%

93.1%

93.5%

91.9%

96.5%

96.2%

37

Quality

Monthly

Trust

26.2%

78.6%

68.6%

82.0%

85.4%

80.6% 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

91.1% Red:<90%, Amber: 90%-100%, Green: = 100%

39

Quality

Monthly

40

10645

% Estimated Date of Discharge (inpatient adult community services)
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%

94.3%

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%

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%

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%

95.5%

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%

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%

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

Oct-17

87.5% Red:<90%, Amber: 90%-100%, Green: = 100%. Please see
exception report.

Nov-17

Comments - Nov 17

44

Workforce &
Development

Monthly

Trust

19 Aug 2016

10353

Staff Personal Development Review (PDR) Completeness

>80%

SH

90%

87%

88%

87%

88%

89%

90%

45

Workforce &
Development

Monthly

Trust

19 Aug 2016

10354

Supervision Completeness

>80%

SH

80%

76%

81%

73%

82%

77%

81%

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%

4.5% >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%

8.0% 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%

6.6% >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

-1.6

50

Business

Monthly

NHSI

12 Jul 2016

10327

Cash Position (£m)

47.0

JT

62

65.7

60.9

57.7

54.8

54

54 Year to date plan £46m, Year end plan £48m

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

7.8 Year to date plan £7.7m, Year end plan £14m

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

8.5 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: 05 Jan 2018 11:22 AM

Page-2

-1.4 Year to date plan £-0.5m, Year end plan £0.1m. Please see
exception report.

EXCEPTIONS REPORT: Lines 30, 31 and 32 – Vacancies (Exceptions – Forensics)
Vacancies: Forensics. 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

Q1

20.7%
-

20.5%
-

Jul-17

Aug-17

Effectiveness of Actions to Date
Sept- 17

Oct-17

Nov-17

18.2%
18.3%
16.9%
14.9%
11.7%
13.4%*
18.8%
19.5%
16.6%
16.2%
20.5%*
20.2%
20.7%
19.6%
18.5%
*Establishment data incorrectly allocated across Prisons and Forensics.

Nursing vacancies remain high within the Forensic directorate noted on the exception report,
however the downward trajectory for both Forensic and Prisons is positive. Vacancy rates for
qualified nursing staff are particularly acute in these areas.

Future Actions and monitoring process

General:
•
•
•
•
•
•

A recruitment workshop was held on the 8th November 2017 with senior stakeholders in order to review and agree in principle changes to the recruitment process. HR colleagues have been preparing to implement
the agreed changes to the recruitment processes by amending and formulating new operating procedures and systems. A Trust wide communication to recruiting managers will be issued in January 2018 explaining
the amendments to the process and what this means in practice.
The Resourcing Team will undergo training in January 2018 with a view to go-live shortly after.
A monthly meeting to review the staff recruitment and retention programme has been set up and is chaired by the chief exec
Trust wide agreement on the future nursing recruitment strategy for Band 5 and 2, which has seen successful implementation of ‘speed dating’ interview and selection approach for Band 5 and 2s across the three
boroughs. Next selection day scheduled for February 2018.
Vacancies in the above directorates are covered via Temporary staffing solutions using both bank and agency staffs to ensure that safe staffing levels are maintained. Fill rates are monitored on a monthly basis by
the Workforce Committee.
Significant efforts have been made to increase the capacity of external bank recruitment, and structured monthly bank interview days are planned to commence in late January 2018 to assist in continuing these
efforts.

Forensics:
•
Forensic establishment increased in the summer by 20.56 FTE, which increased the vacancy rate from 9.79%. Significant recruitment efforts have seen a downward trend in the vacancy rate in the last couple of
months and we aim to be below 14% within the next6 months.
•
There are 72.61FTE actively being recruited. 48 candidates at pre-employment check stage, including 27 HCAs, 8 nurses, 5 nurses, 3 Assistant Practitioners, 3 Psychologists, 4 Assistant Psychologists.
•
Temporary additional resource in place within the Resourcing Team to support the current high recruitment volume.

Bromley (Inpatient & CMHS):
•
Further improvement in vacancy rate in November month, with reduction in RAG rating to green.
•
Bromley have been trialling long days on inpatient wards and plan to continue the use of these. A paper has been written with a recommendation to extend the use of long days which will be discussed
•
•
•
Prisons:
•
•
•

by the exec within the next month.

A Saturday Band 5 nurse selection day planned in February, using the ‘speed dating’ assessment approach which has received positive feedback from both managers and candidates. A further Bromley RMN
campaign is at the shortlist stage.
4 x Band 4 HCA Psychology Graduates commenced in September in Bromley following a recruitment day in August. The Trust is contributing to one third of the fees for their post-graduate qualification.
There are currently 29.31 FTE being recruited, with 17 candidates at pre-employment check stage, including 8 nurses.

November vacancy rate has reduced by 0.4%, but remains amber.
There are 70.4 FTE vacant positions at recruitment stage, and 30 candidates are undergoing their pre-employment checks
Lengthy prison security clearance timeframes are adding to recruitment timescales. The Resourcing Team Leader has been trained by SERCO on the security vetting system. Subject to checks and their approval we

Lead Board Director: Meera Nair

Estimated time to resolve: TBC

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

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

KPI Data
S132
S58

Target
100%
100%

Q4

Q1

Jul-17

97.6%
93.9%

96.1%
88.8%

98.1%
100%

97.5%
100%

Effectiveness of Actions to Date
95.8%
100%

94.3%
100%

91.1%
87.5%

The numbers of patients included in the S58 metric are small and therefore the
compliance rate can be flagged as red with just one breach. To date the actions
in reminding approved clinicians when authorisation is due have been largely
effective.

Future Actions and monitoring process
S58: There was one patient for whom CTT could not be located. CTT due 27/11/17 and the Dr carried out consent to treatment review on 13/11/2017 and
found the patient lacked capacity, but did not complete an emergency treatment order (S62). The section ended on 11/12/17, and the Dr has been asked to
write a letter of apology to the patient.

Lead Board Director: Ify Okocha

Estimated time to resolve: N/A

EXCEPTIONS REPORT: Line 49 – Normalised Surplus Year to Date (£m)
The Trust reported a year to date underlying deficit of £1.4m at the end of November 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

Jul 17

Aug 17

Sep 17

Oct 17

Nov 17

1.0

-1.0

-1.2

-1.6

-1.7

-1.6

-1.4

Attention has focused on forecast outturn and mitigations to ensure adverse
variances from plan are minimised, which have shown a real reduction in the run
rate of spend. Since September 17 the variance against plan has stabilised (£1.1m).
For the last 2 months the Trust has achieved an overall breakeven position. The
forecast outturn position is continually being reviewed, the latest assessment shows
the Trust is still able to meet its control total if the assumptions made in relation to
cost reductions hold true, namely use of private beds and establishment control.
The former remains high risk.

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

Services

Deputy CEO

Oct 17 to Mar 18

£0.2m

Trust Wide

Deputy CEO

Dec 17 to Mar 18

£0.8m

Agency spend reductions on wards
Reduction in bed pressure costs (UEAs and ELFT)
Risk share agreements

RAG
Rating

Financial Impact
£0.6m

Bexley

Director of Service (TB)

Mar 18

£0.7m

Explore use of volunteers and technology to reduce reception spend

Trust Wide

Director of Service (EF)

Apr 18 to Mar 19

TBC

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

Lead Board Director: Jazz Thind

Estimated time to resolve: March 2018

SINGLE OVERSIGHT FRAMEWORK DASHBOARD
December 2017 - Reporting November 2017 Activity
For further information pertaining to each of these measures, click here: Link to NHS Improvement Single Oversight Framework Document
Domain
Director
Metric
Metric Number NHSI Method of Current
Matches
Target
Collection
Reporting
Local
Reporting?
Operational
Performance

Ify Okocha

Cardio-metabolic assessment Inpatients

N/A

Annual Survey

Local CQUIN

TBD

Operational
Performance

Ify Okocha

Operational
Performance

Ify Okocha

Operational
Performance

Helen Smith

Consultant Led 18 week RTT 10248
patients on an incomplete pathway

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) - 10915 / 10767
2 Week Waiting Times Monitoring
(Waiting)

MHSDS / UNIFY3 IBR

Yes

Operational
Performance

Helen Smith

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

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

Dec-16

Jan-17

Feb-17

Mar-17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

Sep-17

Oct-17

Nov-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 N/A
Community Mental Health Services

Annual Survey

Cardio-metabolic assessment - EI

Annual Survey

N/A

Local CQUIN

TBD

Comment

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

Local CQUIN

TBD

90%
92% compliance (69/75) - local audit - August 2016
94.1%

93.8%

95.7%

100.0%

94.4%

92.2%

94.9%

93.8%

97.2%

96.2%

96.0%

98.8%

100.0%

RAG: Green: >95%; Amber: >85%<95%; Red: <85%.

100.0%

100.0%

100.0%

100.0%

>=50%

61.1%

50.0%

50.0%

52.9%

50.0%

75.0%

60.0%

RAG: Green >= 50; Red < 50. (12/20).

Yes

>=50%

50.0%

53.9%

57.9%

55.6%

50.0%

80.0%

91.7%

RAG: Green >= 50; Red < 50. (11/12).

IAPT

Yes

50%

48.1%

55.7%

56.0%

52.9%

56.4%

56.9%

56.2%

58.0%

54.5%

54.0%

63.4%

57.2%

IAPT MDS

IAPT

Yes

95%

100.0%

100.0%

99.7%

100%

100.0%

99.8%

100.0%

100.0%

100.0%

99.6%

100.0%

99.8%

10533
(IAPTUS)

IAPT MDS

IAPT

Yes

75%

98.4%

97.3%

97.9%

98.1%

94.0%

90.3%

98.0%

97.1%

98.3%

98.0%

99.5%

98.5%

Maximum 6-week wait for
Diagnostic Procedures (Audiology)

10670
(provisional)

Unify2

DM01

Yes

99%

100.0%

98.1%

98.6%

97.1%

95.0%

97.1%

100.0%

100.0%

100.0%

95.8%

100.0%

100.0%

Helen Smith

MHSDS Completeness - IDs

10324

MHSDS / UNIFY2 MHSDS

Yes

95%

99.4%

99.4%

99.5%

99.5%

99.5%

99.5%

99.5%

99.5%

99.5%

99.5%

99.5%

99.5%

Operational
Performance

Helen Smith

MHSDS Completeness - priority
metrics

10655
(provisional)

MHSDS / UNIFY2 MHSDS

No

85%

Quality of Care

Helen Smith

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

NHS Digital

MHSDS

Yes

N/A

1.0%

2.0%

2.0%

1.0%

2.0%

2.0%

2.0%

2.0%

2.0%

3.0%

Information for October 2017 available after the 20th January 2018

Quality of Care

Helen Smith

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

NHS Digital

MHSDS

Yes

N/A

14.0%

15.0%

13.0%

13.0%

14.0%

14.0%

14.0%

13.0%

12.0%

12.0%

Information for October 2017 available after the 20th January 2018

Quality of Care

Helen Smith

Admissions to adult wards of under 10664
16s
(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%

94.6%

96.9%

98.6%

95.9%

93.2%

95.7%

95.2%

95.2%

95.7%

100.0%

97.4%

100.0%

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%

100.0%

100.0%

94.1%

100.0%

100.0%

100.0%

95.3%

Greenwich = 3/3 = 100%; Bexley = 65/65 = 100%

Domain

Director

Metric

Metric Number

NHSI Method of Current
Collection
Reporting

Matches
Local
Reporting?

Target

Dec-16

Jan-17

Feb-17

Mar-17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

Sep-17

Oct-17

Nov-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

6.5%

6.5%

6.6%

6.4%

6.0%

7.0%

6.4%

6.0%

6.5%

6.4%

6.6%

6.0%

Quality of Care

Jazz Thind

Aggressive CREs

10330

FT

IBR

N/A

TBD

Comment

Apr-2017 onwards TBD

3.5%
Quality of Care

Michael
Witney

Community FFT - % positive

10339 (A)

NHSE

IBR

Yes

90%

96.9%

97.7%

96.8%

96.9%

98.1%

95.4%

96.4%

93.9%

94.0%

91.2%

94.3%

95.1%

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%

86.1%

81.9%

85.2%

88.1%

86.3%

88.0%

88.5%

82.3%

85.8%

85.4%

87.0%

83.6%

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

15

20

24

24

17

27

23

32

23

25

20

16

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

17%

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%

8.8%

9.6%

9.9%

12.8%

9.5%

9.6%

9.0%

8.4%

8.3%

9.7%

7.0%

6.6%

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

Quality of Care

Simon Hart

Sickness

10333

NHS Digital

Workforce
Dashboard

Yes

4%

4.9%

5.0%

4.5%

4.2%

2.2%

4.3%

4.2%

4.1%

4.1%

3.9%

4.6%

4.5%

>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

12.9%

11.8%

11.2%

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

Quality of Care

Simon Hart

Turnover

KEY
Performance on or above target
Performance within specified threshold (see
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.

88%
Workforce
Dashboard

Yes

14%

Director of HR November 2017.

13.4%

13.7%

13.8%

73%
12.9%

13.1%

12.9%

85%
12.1%

13.2%

12.9%

Board of Directors
11 January 2018
Report Title

Item
Enclosure

Board Operational Performance Report

Author
Helen Smith, Deputy CEO/Director of service delivery
Accountable Director Helen Smith, Deputy CEO/Director of service delivery
Confidentiality/
Public
FOI status
Report summary

Directorate
Children & young
people

Issues
Specialist Services
• Ongoing work with our CCGs
• Frame football team
• Giving Voice campaign
• Bexley SNAP
• Joint clinics
Universal Services
• Bromley service mobilisation
• Greenwich one year review
CAMHS
• Bromley CAMHS
• CAMHS New Models of Care

Adult learning disability

•
•
•

LeDeR (Learning Disabilities Mortality review)
Aims accreditation in Atlas House
Link Nurse for primary care local care networks

Forensics & Prisons

•
•
•
•
•
•
•
•

Royal visit to Bracton
Update on bids
Update on South London Partnership
Quality network report
CQC inspection of HMP Rochester
London Pathways Partnership: HSJ Awards
Peer mentor scheme
Wards move (Danson and Crofton)

7
5

•
•
•
•
•

Reducing district nurse (DN) activity
Mental health bed management
Mental health Crisis Cafe
Primary care-based multidisciplinary meetings pilot going live
January
Accountable care system memorandum of understanding

Bromley

•
•
•
•
•

Primary Care-based Integrated Care Networks
Bromley Well single point of access
Support to Princess Royal University Hospital
Bromley Quality Structure
CQC/ Mental Health Act Inspections

Greenwich

•
•
•
•
•

Community Assessment Unit
Hospital at Home service
Adult Community Services financial saving
Winter pressure funding (mental health)
Update on Primary Care Plus developments

Bexley Care

Information

To Note

Approval

Decison

√

The Board is asked to note the operational performance report.
Link to strategic
objectives (click on
relevant choice for
drop down box)

Quality √

Workforce √

Sustainability √

Partnerships
√

Link to Board
Assurance
Framework

The report is linked to the following areas within the Board Assurance
Framework:
1217 workforce sustainability (use of agency staff)
1216 partnership sustainability (commissioners may reduce contract values)
1606 sustainability (mental health bed management and use of UEAs)

Implications
Quality
Financial
Equality analysis
Service user/carer
/staff

The operational report has implications for the areas listed below.

Board Operational Performance Report
11 January 2018
Children & young people’s services
Specialist Services
Ongoing work with our CCGs
Business cases have been submitted for autistic spectrum disorder services in Greenwich to
meet the growth in demand – initial meetings have been held with commissioners which also
included discussions around attention deficit hyperactivity disorder.
We are working with Greenwich CCG and RBG to review respite provision for Bluebell
House and service provision for music therapy.
Bexley Therapies service has submitted a business case for increased need following the
plan to increase places in the local special school during 18/19 and 19/20.
Frame football team
Our frame football team all received new kit and were invited to attend a disability sports
event at Charlton Athletic. We are planning to attend tournaments next year!
Giving Voice campaign
This was launched in Bexley and is supported by our speech and language therapists. There
will be a number of events throughout the year to raise awareness of communication needs
Bexley SNAP
Following a small grant from the lottery the Bexley speech and language team is working
with Bexley SNAP (special needs access to provision). Therapists provide therapy sessions,
staff skills development and parent workshops in Normandy Children’s Centre, for children
with complex needs.
Joint clinics
Joint clinics, enabling access to community paediatrics, physiotherapists and the consultant
orthopaedic surgeon from the Evelina unit, Guys Hospital, have been positively evaluated by
families. These clinics bring care closer to home, improve patient experience and support
clinical development of our staff.

Universal Services
Bromley service mobilisation
Oxleas delivered the 0-4 Health visiting service in Bromley from 1 October 2017. Staff are
starting to deliver the new model, supported by their new professional development lead and
the Greenwich development leads.
Additional clinic and appointment venues have been found, starting 15 January 2018, in
Orpington Village Hall and The Aquila Centre, Chislehurst.
We are working with our new colleagues to ensure that all are up to date with PDR and
supervision (now at 50% up from 25% at contract start). Bromley data is starting to be
reported, showing encouraging coverage of new births and 6/8 weeks checks.

Greenwich one year review
Work continues to improve the uptake and recording of one year reviews and we are
showing a steady improvement, week to week. The model will change from January, when
we will invite all babies to a 1 year review session.

CAMHS
Bromley CAMHS
Commissioners have indicated their commissioning intentions with regard to three of our
proposals:
•
•
•

Tier 3 shortfall between capacity and demand: there will be a reduction in the
transforming programme investment for specialist CAMHS which will impact on the
shortfall.
Tier 3.5: an additional 3.2 wte posts are required to provide intensive treatment /
community alternative to inpatient care; this will not be funded.
Children and young people’s mental health liaison business case: BBG commissioners
have agreed to fund this service. The development of the service specifications, key
performance indicators and contract negotiations are underway.

As a consequence of the first two decisions, we will re-structure the service and re-baseline
our activity. We will reorganise clinical resources to provide the intensive service for high risk
adolescents, as we consider this critical to providing good quality care and supporting our
acute hospital; partners.
CAMHS New Models of Care
The South London Partnership (SLP) is making good progress in developing the design and
operation of the new services. Key work streams are: establishing a crisis line, reconfiguring
the crisis pathway; establishing dialectical behavioural therapy; establishing an assertive
outreach service in SWL&SG; and developing the Eating disorders service.
The SLP was successful in securing further funding to ‘accelerate’ the development of crisis
care services.

Adult Learning Disabilities Services
LeDeR (Learning Disabilities Mortality review)
ALD services continue to apply the national mortality standards for learning disability to their
reviews of deaths. Sixteen reviewers have been trained and each review is taking around six
months to complete. We have provided detailed feedback to NHSE about how we have
experienced the programme to date, with some suggestions for improvements.
Oxleas will be used as an example of good practice in the One Year On report, NHSE are
hoping to roll out the timeframe our services have developed as the national template.
AIMS accreditation in Atlas House
The AIMS accreditation visit to Atlas House took place on 22 November 17. The draft report
is very positive with 99% of type 1 standards and 97% of type 2 standards met. 80% is the
required compliance for accreditation.
Link Nurse for primary care local care networks (LCNs)
We have reintroduced a link nurse system in all three boroughs, based around the primary
care-based LCNs. This is a first step to ALD services re-shaping resources to align with the
changing borough models.

Forensic & prison services
Royal visit to Bracton
The Bracton hosted a visit from HRH Princess Anne on 1 December 2017, to celebrate the
role of occupational therapists in healthcare and officially to open Henri's café.
Update on bids
We successfully retained the primary care prison services at HMP Maidstone and HMP East
Sutton Park. Unfortunately, we were unsuccessful in our bid for primary care and inpatient
services on the Isle of Sheppey.
Update on South London Partnership
Our service has led on the development of three business cases for investment through the
South London Partnership: increased community forensic provision; forensic LD services at
Atlas House; and the development of a Female Forensic Tilt hostel.
Quality network report
We received a positive Quality Network report and assessment following their visit to the
Bracton Centre in October 2017. We have put in place an action plan to address those areas
identified for further work.
CQC inspection of HMP Rochester
We have received notice of two regulatory requirements following the HMIP/CQC inspection
of HMP Rochester. These relate to waiting times to see a GP and the safe storage and
transportation of medicines. The full report is awaited; however action has already been
taken to address these two issues.
London Pathways Partnership (LPP): HSJ Awards
Our LPP service was highly commended in the Specialised Service Redesign category at
the HSJ Awards in November 2017. There were 10 finalists in the category; all the others
were in areas of mainstream healthcare, so it was a real tribute to the work of the
Partnership.
Peer mentor scheme
We have received written confirmation from the CQC that our peer mentorship scheme in
the LPP can continue to be provided with the safeguards put in place and that it does not
constitute 'regulated activity'.
The issue arose because the nature of the mentor’s work and the fact that they are paid to
undertake the role, meant that they would be subject to employment checks which would
result in them appearing on the barred list because of their offending history. The
arrangements were reviewed by our Workforce and Development and Safeguarding
Committee.
Our commissioners have commended us on the scheme and the thoroughness of the
controls we have in place.
Wards move
We successfully moved Danson and Crofton wards at the Bracton in early December, to
provide more appropriate clinical environments and improve management of the intensive
care area (Kelsey ward).

Bexley Care
Reducing district nurse (DN) activity
Work continues with the CCG to reduce DN activity back to within contracted levels. Weekly reports are being shared so that progress is visible
to all stakeholders. The latest graph showing the overall figures is included below (the weekly report also shows this by DN team).

There are a number of key developments as shown below.
Area

Agreed

Status

Commentary

Implementation
Date
To have a revised
housebound definition

1 Oct 2017

Completed Implemented

No cover for Practice
Nurse

1 Oct 2017

Completed Implemented

Reduce ear syringing

16 Oct 2017

Completed Implemented

To develop new
16 Oct 2017
pathways for medication
prompting/administration

Partially
completed

Pathway document reviewed by
Medicines committee. CCG
Pharmacy lead has requested
some amendment. A further
meeting arranged for 3rd Jan 18.
Until such time we will instruct
DN leads to follow the existing
flowchart.

For the CCG to develop
a new pathway for nonhousebound catheter
care

16 Oct 2017

Not
No update on the progress of this
Completed work from the CCG. Oxleas
continues to provide this service
until an alternative provider/
pathway is identified. Audit
information requested by the
CCG was sent on 14.11.17.

End of Life personal
care

1 Jan 2018

Partially
completed

Email from Alison Rogers on
19.12.17 confirming interim
arrangements to access
domiciliary care.

To develop new
pathways for insulin and
blood glucose
management

1 Jan 2018

Partially
completed

1st draft of flowchart developed
by Oxleas. CCG have not been
able to attend follow up meetings.

Mental health bed management
The inpatient mental health wards continue to hold daily 30 minute ‘huddles’ with representatives
from home treatment, day treatment and community services, where discharge progress is reviewed
and actions allocated and reviewed. With senior management presence, escalation of issues can
take place earlier. All UEA patients are discussed at each huddle and decisions made who can be
brought back to Woodlands.
The community mental health huddles are taking place daily with senior managers and clinicians and
all red zone patients are reviewed and actions agreed to reduce the need for inpatient admissions.
Once a week, the team undertake a more detailed review of the previous week’s admissions from
ICMP to see if all that could have been done was done to prevent the admission and what actions
need to be taken to discharge to prevent further admissions.
On each Friday, there is a weekend preparation meeting to ensure all community patients in the
red/amber zone have appropriate crisis plans.
Additionally we have identified a nurse who is on a phased return to work to review the crisis plans
for ICMP clients.
Mental health Crisis Cafe
Work is under way to open a crisis café in partnership with Bexley MIND. The café will be based in
MIND’s Devonshire Road new headquarters and they currently are refurbishing the space. The café
will have two main purposes: firstly it will provide a service so that people can access support to
prevent risk of crisis & consequent presentations at A&E and potential admissions. Secondly, it will
provide a community based, non-clinical place of safety for people in crisis as an alternative to A&E,
when medical interventions are not required.
The recruitment of staff (mental health clinical staff and health and wellbeing workers) is underway
and Mind is planning to open the café five evenings a week until 11.00pm and all day Saturdays and
Sundays.
Primary care-based multidisciplinary meetings pilot going live in January
As part of our integration work, we have agreed to pilot a new multi-disciplinary meeting with The
Albion surgery in January 2018. This meeting will bring together health and social care staff and local
GPs to discuss patients with complex needs who require a range of services. A range of tools and
process maps have jointly been developed and admin support will be provided, during the pilot
phase, by Bexley Care. Lessons learnt will be reviewed before cascading the pilot across the
remaining localities.
Accountable care system memorandum of understanding
In December 2017, partners across Bexley, including Oxleas and Bexley Council, signed a
memorandum of understanding (MoU) that commits to the values and behaviours required to set the
foundations for developing an accountable care system in Bexley.
This document intends to provide clear signal of intent for the direction of travel, and the relationships
and culture required between partners across Bexley. In being a signatory to the MoU, the local care
network partner organisations have made a commitment to work to an agreed set of principles.

6

Bromley
Primary Care-based Integrated Care Networks (ICNs 1)
OPMH colleagues have been working alongside Bromley Healthcare and GPs to develop the primary
care-based ICN networks and to promote integrated working along the Proactive Care pathway for
older, frail people. The team regularly have been attending the weekly multidisciplinary team
meetings in the three ICNs in Orpington, Bromley and Beckenham, attending 117 meetings to date.
Overall, 865 patients have been discussed in the year to the end of October 2017. A provider
workshop is being held in January 2018 to review progress and plan next steps.
This initiative was awarded the NHS Pioneer Award 2017.

Bromley Well single point of access
There is a new single point of access to voluntary support in Bromley from a consortium of third
sector organisations, collectively known as Bromley Third Sector Enterprise. The Bromley Well single
point of access is operated by the Citizens Advice Bureau and involves Age UK, Mencap, Bromley &
Lewisham Mind, Community Links and others.
The Bromley management team recently had a presentation from the Bromley Well team to learn
about how our patients can benefit from this new service. Our patients transferred back to primary
care will be able to access ongoing support from Bromley Well, to promote health, wellbeing and
independence.

1

Please note, Bromley has named its primary care network, integrated care networks; Bexley and Greenwich, local care
networks.

7

Support to Princess Royal University Hospital (PRUH)
We received thanks from managers in both the PRUH and Bromley CCG for the responsive and
supportive way our mental health liaison team staff supported their staff following a serious incident
on one of their wards. In addition, one of our consultant psychiatrists has been asked to sit on the
serious incident panel reviewing the events.
Bromley Quality Structure
We have established two new monthly quality groups across the directorate: the quality assurance
group and the quality improvement group. We are delighted that two service user representatives
from our Researchnet group have joined the Quality Improvement group and have made a strong
start in contributing to our ideas for service improvement.
CQC/ Mental Health Act Inspections
We had an unannounced Mental Health Act inspection of Scadbury Ward on 16 November 2017, and
received the written report on 29 November. We were very pleased to see that all the issues
identified in previous visits had been resolved and that the good practice on the ward had been
recognised. In particular, the ECT pack was mentioned as notable practice.
There were two areas of concern that we have addressed in our provider action statement:
• Free access to the garden
• Patient access to independent support in relation to the Mental Health Act
Bromley Local Authority had a safeguarding and looked after children CQC inspection recently. The
CQC team visited our mental health services at the end of October to review case notes and talk to
our staff. The feedback has been very positive.

Greenwich
Community Assessment Unit (CAU)
In December, in response to pressures in the system, bed capacity has increased from 10 to 12 and
chair capacity reduced from 10 to 8. In conjunction with partner organisations, we have reviewed the
criteria for admission and have increased the length of stay for CAU beds from 24 to 72 hours and
accepting referrals from Queen Elizabeth Hospital (not from the community) for patients resident or
registered in Bexley.
Hospital at Home
The directorate and CCG are reviewing the business case, pending activity data being provided by
the existing Hospital@Home scheme provided through QEH. The CCG have not yet taken the
scheme to the A&E Delivery Board for agreement to proceed.
Adult Community Services financial saving
Communication to GPs is being drafted to inform primary care colleagues of the changes agreed with
the CCG (and required to meet their financial savings target) within COPD and Neuro Rehabilitation
services. Staff consultations are underway in both areas to reduce establishment. All deleted posts
currently are vacant, other than one therapy assistant post, where the current post holder will be
redeployed. The impact of the savings will be some reduction in activity and potentially a lengthening
of waiting times (although we will not breach RTT); we are monitoring the impact with the CCG.
The District Nursing saving remains work in progress and has not been agreed.
Winter pressure funding (mental health)
As a result of our successful bid for mental health winter pressures funding, plans are being put into
place to increase the B7 nurse establishment within our mental health liaison team, based in QEH
A&E.
8

Update on Primary Care Plus (PCP) developments
Following a series of engagement meetings with RBG and third sector partners, we will be
developing a business case with the CCG to re-model PCP within Greenwich, to extend the support
offered to our patients and to enhance our support to primary care.
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1. Quality Committee Update
The Quality Committee met on Wednesday 20 December 2017 and highlights from the meeting are
noted below.
•

The Trust throughput data showed a slight increase.
Month
Total No of patients open to Oxleas

Jul
153,518

Aug
150,728

Sep
121,873

Oct
147,532

Nov
148,252

•

New Quality Governance Structure Proposal
The proposal to replace the Quality Committee with the Performance and Quality Assurance
and the Quality Improvement and Innovation Committees was discussed. The new changes
will be implemented in January 2018, with the first meeting of the Performance and Quality
Assurance Committee on the 17th and that of the Quality Improvement and Innovation
Committee on the 24th.

•

Service updates: Bexley District Nursing
o Activity – It was noted that there was great level of over performance by the
service, and that we have agreed with Bexley Commissioners on strategies to
address this. A key part of that work is agreement on the definition of ‘housebound’
patients. There is also a review of tasks that do not require District Nursing input.
o Patient experience – Feedback remains mainly positive despite high activity levels.
There were 3 complaints which have been investigated and responses issued with
no further action. Two quality alerts were raised due to differences in opinion on
patients’ ‘housebound’ status.
o Care planning – The focus is on ensuring that the patient’s view is contained within
care plans and that these are personalised. In February 2017 the electronic care plan
was updated to include the patient’s view and whether a copy of the plan had been
given to the patient.
o CQC outcome - Community services were inspected by CQC in 2016 and services
were rated ‘Good’ in all domains.
o Recruitment – The rolling programme has been going very well and has resulted in
significantly reduced agency costs.

•

Directorate Feedback: Adult Learning Disability Services – The focus of the presentation
was on areas the directorates have found to be challenging.
o Care and Treatment Reviews (CTRs) – These are mandated by NHS England for
people with learning disabilities and autism, who are likely to require admission.
Although a good number of staff are trained, the reviews can take as much as 6
months to complete. This has been raised with the national team.
o Coding – There is over use of the Learning Disability code for people with learning
difficulties or acquired cognitive impairment as a way of flagging those who require
reasonable adjustments. Work is underway to resolve this with a dedicated code for
learning difficulties or acquired cognitive impairment.
o Service provision – There is uncertainty about the South East London Transforming
Care Programme commissioning intentions. A likely outcome is that Oxleas may
have to bid for beds currently provided.
 High estate costs – There are very high costs associated with the Goldie
Leigh site. The finance department has been assisting with modelling but no
solution has been yet been identified.
The directorate also reported on the quality impact of this year’s efficiency savings.

• Patient experience
Having seen a decrease in the number of patients providing feedback of just less than 1500 in
October, this has increased to 1922 in November 2017. The number of compliments has also
increased.
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

Nov
1922

32

23

25

20

16

63

74

90

73

108

90%
2%

91%
3%

90%
2%

92%
2%

93%
2%

•

National Mental Health Survey
The annual survey of adult and older adult community mental health service users is a CQC
requirement. An organisation called Quality Health conducted the survey on behalf of
Oxleas and the response rate was 27% from a sample of 828. The key point is that the
overall rating of experience has gone up from 69% in 2016 to 71% in 2017.

•

Clinical Effectiveness Group Quarterly Update
New CEG Subgroup – Mental Health Legislation Oversight Group (MHLOG) - The Mental
Health Legislation Oversight Group (MHLOG) was now a subgroup of the Clinical
Effectiveness Group to ensure practice issues on the Mental Health and Mental Capacity
Acts are reviewed. This is a new group which replaced the Mental Health Act Scrutiny
Committee and the Mental Capacity Act Steering Group.
Pressure ulcer audit – The pressure ulcer report showed improving practice overall,
especially on prevention and management of pressure ulcers and use of Pressure Ulcer
Prevention Strategies (PUPS).
Areas of improvement are around use of;

o Waterlow assessment and reassessments
o Malnutrition Universal Screening Tool (MUST)
o Surface, Skin, Keep moving, Incontinence and Nutrition (SSKIN) bundle

Care planning remains an area of focus. November data showed that less than half the
number of teams expected to carry out audits are carrying them out. The list of team yet to
self-audit has been shared with directorate to address locally. In total, 575 care records have
been audited and over 70% of cases showed updated risks.

The Care Programme Approach (CPA) policy was agreed but with opportunity to forward
further comments.
Clinical Audits - Feedback was received for completed audits on Accessible Information
Standard Baseline, Multi-Disciplinary Team (MDT) ward round template and national
Prescribing Observatory for Mental Health (POMH): 1g & 3d: Prescribing high dose and
combined antipsychotics

POMH - Prescribing high dose and combined antipsychotics – The table shows
improvement over time in proportion of patients in acute adult/PICU settings in the
total national sample and Oxleas for whom the total daily prescribed dose of
antipsychotic drugs including PRN is higher than BNF limits. In Oxleas, the proportion
dropped from 30% in 2006 to 8% in 2017.

There are 2 areas we need to do better (please see below).

Although monitoring was generally good, checking plasma glucose could be better. The
other area is on carrying out ECGs. The need for ECGs was discussed and it was agreed to
provide inpatient teams with 10 handheld ECG machines that they can use more readily. An
additional 5 will be provided by the Health Innovation Network.
•

Trust Quality Improvement Progress Update: Quality Improvement Business Case
The latest version of the Business Case was discussed and actions agreed.

•

The CQC regulatory update
The Consultation on reporting and rating NHS trusts’ use of resources was discussed.

The Committee was informed that CQC had recently asked for information on the
configuration of Children and Young People’s Services, and also asked if they could attend a
Board of Directors meeting, as well as a Clinical Quality Review Group (CQRG) meeting. This
may be indication that they are considering inspecting Oxleas services.
Feedback was received on the outcome of a recent inspection of South London and the
Maudsley NHS Foundation Trust (SLaM)’s adult community mental health services by CQC.
•

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

Jul
912

Aug
916

Sep
864

Oct
959

Nov
904

7

7

8

5

1

- Level 5

0

1

1

0

1

Level 4 incident
Greenwich
52 year old man found unconscious next to his car which had collided into a tree.
Level 5 incident
Greenwich
33 year old man found deceased in the river Thames following discharge from Shrewsbury
Ward three days earlier.
•

Note from the Trust Chair
At this last meeting of the Quality Committee, the Trust Chair expressed his thanks to the
Chair and members, encouraging all to celebrate achievements over the last tough year.

2. Mortality Surveillance Committee – Jane Wells
•
•

The Mortality surveillance committee meets every month. In November, the thematic focus
was on perinatal mental health deaths and deaths from sepsis. When reviewing deaths from
sepsis, the theme was more around monitoring deterioration in physical health.
The tables below provide information for the Board on mortality reviews and root cause
analysis reports completed since the Board last met.

October 2017
Directorate

Total deaths in month

Children &
Young People

Forensic &
Prison

Greenwich
Mental Health
& OPMH

Bexley Mental
Health &
OPMH
& Community

Bromley Mental
health & OPMH

Greenwich
Adult
Community

Adult Learning
Disability

3

2

4

54

8

31

2

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

1
0
0
0
1
0
0

0
0
0
0
0
0
0

2
0
0
2
0
0
0

30
0
0
0
2
0
17

5
1
0
2
0
0
0

21
0
3
0
0
0
7

0
1
0
0
0
0
0

0

2

0

5

0

0

1

Preliminary Case Note Review

2
0

0
0

4

54

8

31

0

0

0

0

0

0

0
0
1

5
0
12

0
0
0

2
0
2

0
0
0

0
0
0

0
1
0

24

20

30

361

59

204

12

Classification (Mazars)

CDOP
RCA – SI Mortality
LeDeR
N um ber of cases still under
review aw aiting further
inform ation e.g. coroner
2017 / 18 Total Number
of Deaths Year to Date

RCA reports submitted October 2017

Level 4/5
Patient death.
StEIS Number
201717152

Children
and
Young
People

Forensic and
Prison

Greenwich
Mental
Health and
OPMH

Bexley
Mental
Health
and
OPMH

Bromley
Mental
Health
and
OPMH

Greenwich
Adult
Community

Bexley
Adult
Community

Adult
Learning
Disability

0

0

2

1

0

0

0

0

Summary of Incident
63 year old male found deceased in
July 2017. It was later confirmed
that he was found hanged.

Predictable or preventable
Not predictable or preventable.

Learning and improvements
identified
Problem:
Not clear enough or
consistent approach among
clinicians to documenting risk issues
which protective factors.
Solution:
Referrals between teams to
include a comprehensive handover
that is sufficiently explicit about
deteriorating mental state and ongoing treatment.
Problem:
The Locality Adult Mental Health
Service operational policy
Incorporating ICMP was out of date.
Solution:
Policy to be updated

201718670

45 year old man found deceased by
his partner on bed. Cause of
death was Morphine (fatal
concentration) with Pregabalin
and Cocaine.

Awaiting information from inquest.
Service user was well known to our
mental health teams and his
engagement was poor. There was a
delay in referral and no ongoing
assessment of mood but it has not
been possible to establish if the
death caused by alcohol and drugs
could have been predicted or
prevented.

201719724

53 year old man was found
deceased on the kitchen floor by
the step son's girlfriend. PM not yet
received.

Not predictable or preventable

Problem:
Insufficient awareness of community
teams.
Solution:
To ensure that inpatient staff have a
good understanding of the functions
of the community teams and how to
refer.
Problem:
There is no clear guide to enable
clinician’s to make informed
decisions of who to visit
unannounced when there is poor
engagement from service users.
Solution:
The Operational policy is currently
being updated.
No recommendations.
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Item

Subject

Action

1

Apologies for absence
• Estelle Frost, Service Director for Bromley
• Seyi Clement, Non-Executive Director
• Stephen Whitmore, Director of Children and Young People’s Services
• Lesley French, Clinical Director for Children and Young People’s Services
• Iain Dimond, Service Director, Greenwich and Adult Learning Disability Services
• Carol Paton, Chief Pharmacist
• Tom Brown, Service Director for Bexley Care
• Sarah Burchell, Associate Director for Integration in Bexley
• Elizabeth Zachariah, Clinical Director, Forensic and Prison Services
• Susan Owen, Risk and Governance Manager
Minutes of the last meeting
Minutes of the Quality Committee meeting on 29 November 2017 were approved as an
accurate record.
Matters arising from minutes of the last meeting
Action tracker
39 – JW reported that SS was completing work on adding clarity around definitions, and also
exploring Datix categories in relation to types of restraints.
ACTION: The new Performance and Quality Assurance Committee to receive an update.

Noted

2
3

Approved
Noted

SS

41 – AF clarified that all 6 must ask questions are asked in all Bromley services with the
exception of the perinatal mental health and Attention Deficit Hyperactive Disorder/Autism
Spectrum Disorder (ADHD/ASD) services.
42 – Relating to consistent reporting in the Mortality report, JW said that the report will be
broken down into mental health and community health from April 2018 onwards. The
change to current format had been as a result of the reconfiguration of services.
45 - Regarding the medical devices that could not be found, JW reported that it had been
agreed for this to remain on the risk register. Work is underway to identify what the devices
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4

5

Subject
are and the associated costs. Progress will be monitored by the new Performance and
Quality Assurance Committee.
46 – A paper providing an update on the issue of contractors leaving equipment unattended
was enclosed.
SJ asked members to note, and observed that the incidents referred to had occurred some
considerable time in the past.
New Quality Governance Structure Proposal
SJ reported that the Board of Directors had reviewed the proposed Trust governance
structures in to provide oversight of key issues and risks and approved the changes. The
Quality Committee will be disestablished and replaced with the Performance and Quality
Assurance Committee and Quality Improvement and Innovation Committee. SJ said that the
Non-Executive Director YG will chair the former, and he will chair the latter. Membership
and frequency of meetings were outlined in the enclosed paper. Changes will be
implemented in January 2018. SJ advised that the meeting today was the last of the Quality
Committee.
Focus on Community Services - Bexley District Nursing Update
KR presented the Bexley District Nursing report. The District Nursing service operates from
08:00 to 17:00hrs in 2 shifts, 08:00 -16:00hrs and 09:00 -17:00hrs, and is located in 6 teams
across the borough. The service provides nursing care to all adults aged 18 and over who are
classified as housebound and registered with a Bexley GP.

Action

Noted

Noted

The twilight service operates from 17:00 to 23:00hrs in 2 shifts, 17:00 – 22:00 and 18:00 23:00hrs. It is located at the Memorial hospital site alongside the Greenwich twilight team,
and visits patients across the whole borough.
Activity - The service is consistently over performing. To meet the increased activity Bexley
care is currently providing additional agency staff over and above the establishment to
address the over performance issues. This is at a cost to Bexley Care and is not sustainable.
There in on-going work following discussions with Bexley commissioners to develop
strategies to address this issue. A definition of ‘housebound’ has been agreed to stop
unnecessary visits. There is a review of current workload to identify where district nursing
input is not necessary.
MW - The extent of over performance is huge but it is good to see it coming down.
LR asked if the new definition of housebound had taken complex physical health care for
people with learning disabilities into account.
KR said that the service was working together with social care to address complexities.
Patients also have to meet criteria for the Care Act. There is exploration of how the third
sector and voluntary organisations could assist.
Patient experience - There are very good patient experience results and they are more
positive regardless of increased activity.
In the period April – July 2017, the District Nursing service in Bexley received three
complaints and two quality alerts. All three complaints related to staff attitude and
behaviour, clinical care and communication. These have been investigated and responses
issued to the complainants with no further action required. The two GP quality alerts related
to differences in opinion of the patients’ housebound status. This issue is being addressed
through clarification of the ‘housebound’ definition with Bexley CCG and Oxleas.
Patient safety - There have been no serious incidents in the past year.
Every District Nursing team has an infection control champion. Audits are completed and the
only non-return was from the Erith team as a result of an administrative error.
Care planning - The Trust and DN service continue to work to ensure that the patient’s view
is contained within care plans and that these are personalised. In February 2017 the
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electronic care plan was updated to include the patients’ view and whether a copy of the
plan had been given to the patient.
Care Quality Commission (CQC) outcome - Community services were inspected by CQC in
2016 and services were rated ‘Good’ in all domains.
Recruitment – There is a good rolling recruitment campaign which has resulted in successful
recruitment of Band 5 nurses. Some teams will be close to full establishment in the next two
months. The night service now has full establishment and agency costs have significantly
reduced. There is still reliance on bank staff but generally, the District Nursing service only
has a few vacancies left.

6

DT said that the DN service is very good and staff do the right things for patients.
IO noted that there was a lack of data a number of years ago and now it was possible to use
data to demonstrate activity and to talk to commissioners about it. On patient experience IO
noted that the sample size was small and asked what other mechanisms the service had
considered to collect feedback.
KR explained that there was an attempt at using the snap software on iPads, with the
challenge that staff have to hand over their iPad in the patient’s presence.
MW said that in future the patient experience team will explore text messaging a link to
patients.
SJ said that he had visited some District Nursing teams and they were very good. He asked
KR to reflect to teams the enormous thanks for their commitment and skill, from the Quality
Committee and the Board of Directors.
Directorate Feedback – Adult Learning Disability Services
LR presented said that generally, performance dashboards show adult learning disability
services as compliant. For this reason, her presentation would focus on areas that present
challenges.

Noted

Services
• Atlas House, a specialist inpatient service based on the Goldie Leigh Site
• Bexley and Bromley Community Learning Disability teams based at the Queen
Mary’s Hospital
• Two small day services, The Older People’s Service (TOPS) for older adults with
Learning Disabilities and Tall Trees for adults with Learning Disabilities and
behaviour that challenges, both based on the Goldie Leigh Site
• Greenwich Community Learning Disability Team based at the Woolwich Centre
Current focus – There are two strands of work, community teams and Atlas House.
Community- Time is now being spent supporting Care and Treatment Reviews (CTRs), which
are mandated by NHS England for people with learning disabilities and autism, who are
likely to require admission. Focus is on completing CTRs in the community to prevent
admission. A dynamic risk register is being developed of those in community thought to be
at risk. The Oxleas cohort is known fairly well in Adult Learning Disability services but this is
more challenging in Adult Mental Health services
Positive behaviour support training has been provided to help manage people safely. A
conference was held 2 weeks ago at Goldie Leigh and a number of General Practitioners
attended. Half a bed was decommissioned in Atlas House but this has been reinvested in
psychology and nursing in Bexley to support admission avoidance.
Atlas House
The unit was rated as good by CQC and is also accredited through the Accreditation for
Inpatient Mental health Services (AIMS) programme. These achievements are unusual for
this type of service. Additionally, Atlas House has unusually short lengths of stay and lower
levels of physical intervention according to national benchmarking data.
There is a wider piece of work to ensure the CTR processes happen smoothly in all relevant
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areas of the Trust.
Challenges
Learning Disability coding is still a challenge across the Trust, with over use of Learning
Disability code for people with learning difficulties or acquired cognitive impairment. A new
F80 code has been agreed that can be used in the future to acknowledge cognitive
impairment.
IO added that the over use of the Learning Disability coding may have resulted from a
requirement in 2009 to flag for reasonable adjustments.
RI asked if there was a way to review appropriateness of coding.
LR said that there were about 370 people being reviewed. There may be about 20% who
truly need the Learning Disability code.
The Transforming Care scope has widened to include people with Autism but no Learning
Disability and this has created expectations of a service being available.
There is uncertainty about the South East London Transforming Care Programme
commissioning intentions. In the new year they will be commissioning 22 beds. Bexley,
Bromley and Greenwich commissioners will have joint funding. Oxleas is likely to bid for
beds currently provided. Financial modelling has shown high estates cost.
Low staff morale has been acknowledged and there is increased difficulty in attracting bank
staff. A small number of complex and challenging patients makes it a less favourable place to
work. Recruitment for substantive staff has just been completed but there remains a
challenge.
Atlas House model
To create a sustainable service work is in progress with the South London Partnership (SLP)
to develop a step down service for people with Learning Disabilities in Forensic settings.
There is a plan for 6 Forensic step down and 5 assessment and treatment beds.
Mortality Reviews
The report from the Confidential Inquiry into Premature deaths Of People with Learning
Disability (CIPOLD) recommended that when someone with learning disabilities dies, there
should be checks on what happened.
Oxleas is doing well on Learning Disability Mortality Reviews. There are 16 trained reviewers
and 15 deaths have been reported. Reviews are currently taking about 6 months. Feedback
has been shared with NHS England, who have also been asked to consider similar timescales
to those of Root Cause Analysis (RCA) processes for investigating serious incidents.
Quality impact of CREs
The deletion of a preceptorship nursing post in the community service has resulted in a loss
in opportunity for newly qualified nurses, as it was not part of numbers.
Although CREs have not been met, the directorate is green financially. The following year
will be even more challenging.

7

SJ expressed that it was good not to focus on greens and to talk about the issues for the
directorate. He asked for context around estates issues.
LR explained that the site is very expensive. Closure of other services has resulted in costs
being redistributed to existing services. The finance team has been involved in exploring
options and currently there is no solution. This will mean a higher bed price.
Clinical Effectiveness Group Quarterly Update
New CEG Subgroup – Mental Health Legislation Oversight Group (MHLOG) - IO reported
that the Mental Health Legislation Oversight Group (MHLOG) was now a subgroup of the
Clinical Effectiveness Group to ensure practice issues on the Mental Health and Mental
Capacity Acts are reviewed. This is a new group which replaced the Mental Health Act
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Scrutiny Committee and the Mental Capacity Act Steering Group.
Pressure ulcer audit – The pressure ulcer report showed improving practice overall,
especially on prevention and management of pressure ulcers and use of Pressure Ulcer
Prevention Strategies (PUPS).
Areas of improvement are around use of;
• Waterlow assessment and reassessments
• Malnutrition Universal Screening Tool (MUST)
• Surface, Skin, Keep moving, Incontinence and Nutrition (SSKIN) bundle
Care planning remains an area of focus. November data showed that less than half (42 of
96) of the number of teams expected to carry out audits are carrying them out. The list of
team yet to self-audit has been shared with directorate to address locally. In total, 575 care
records have been audited and over 70% of cases showed updated risks.
The Care Programme Approach (CPA) policy was agreed but with opportunity to forward
further comments.
Clinical Audits - Feedback was received for completed audits on Accessible Information
Standard Baseline, Multi-Disciplinary Team (MDT) ward round template and national
Prescribing Observatory for Mental Health (POMH): 1g & 3d: Prescribing high dose and
combined antipsychotics
POMH - Prescribing high dose and combined antipsychotics – IO explained data in a table
showing improvement over time in proportion of patients in acute adult/PICU settings in the
total national sample and Oxleas for whom the total daily prescribed dose of antipsychotic
drugs including PRN is higher than BNF limits. In Oxleas, the proportion dropped from 30% in
2006 to 8% in 2017. This has been a long journey and the proportion has been on the
decline, which is the right direction. It shows how challenging it is to change practice.
There are 2 areas we need to do better. Although monitoring was generally good, checking
plasma glucose could be better. The other area is completing ECGs. The need for ECGs was
discussed and it was agreed to provide inpatient teams with 10 handheld ECG machines that
they can use more readily.

8

AA - in Greenwich we will have some in community.
RI said that 5 more were being procured.
SJ asked if there would be enough devices.
AF explained that there was a good number and there was need to focus on increasing the
use of these and emphasising the benefits to sfaff, before more devises are considered.
AA agreed that the culture around practice needed to be addressed first.
SJ commended the decade of year on year improvement in the POMH audit.
Mortality Surveillance
JW reported that the December meeting was held earlier today. However, the November
meeting reviewed deaths that occurred in October. In November the thematic focus was on
perinatal mental health deaths and deaths from sepsis. Sepsis did not come up as a theme
but learning was more around monitoring deterioration in physical health.

Noted

SJ observed that the solution in a number of actions was to carry out monthly or three
monthly audits. He asked who completed these and how it was known that they had been
done.
JW explained that every incident has an action plan and evidence uploaded to the incident
management system Datix. The incidents managers checks that actions have been
completed and evaluates evidence for this. The Mortality committee also reviewers and
checks whether actions have been completed. Team do the audits.
LD said that it often falls on clinicians’ shoulders and regular audits can be a burden.
AF – The action plans need to be realistic for them to be effective.
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National Mental Health Survey
MW presented the 2017 results. He explained that there was a requirement from CQC to
conduct an annual survey of adult and older adult community mental health service users.
An organisation called Quality Health conducted the survey on behalf of Oxleas and 85% of
NHS services. The response rate was 27% from a sample of 828. Eighty of these where from
older adult services, with the remainder (146) from adult mental health.

Action

There are 2 main elements to highlight on improved scores. There was less change in who
our patients saw for care and services in the preceding 12 months. Also, where change
happened, people knew who was in charge while the change happened. The second
element is that crisis care contact continued to do well as it has done consistently over the
years. People said they knew who to contact out of hours if in a crisis.
However, one of the declining scores was that when people contacted the crisis helpline
they did not always get the help needed.
Colleagues in relevant areas of adult and older adult mental health services are reviewing
these results and considering necessary action. The overall rating of experience has gone up
from 69% in 2016 to 71% in 2017.

10

When Quality Health presented the results, they advised to look at these scores with caution
as numbers involved are small.
AT asked for clarification around requirements to undertake the audit.
MW explained that it is an annual requirement from CQC and the next one is about to
commence.
IO explained that CQC refer to this audit and rely on it to be able to make fair comparison
with other Trusts.
RI added that CQC also ask us for our Oxleas patient experience data, maybe as an
acknowledgement of small sample size in the national survey.
MW - We are close to 21000 responses this year in our internal survey.
Trust Quality Improvement Progress Update
Quality Improvement Business Case
RI presented the latest version of the Business case, which was presented to the Executive
Committee on 14 December and to the Business Committee on 19 December 2017. This
version shows revised options and has now linked why improvement is necessary to the
Trust’s strategic priorities.

Noted

RI reiterated that quality improvement is not a quick fix but a long term plan.
Return on investment – Studies in North America on the lean methodology concluded that
50% of what we do adds no value to patient care. The Academy of Medical Royal Colleges in
the UK says that 20% of NHS spend has no clinical benefit. Based on these examples and a
conservative 10% reduction on Oxleas’ recurrent pay bill of £160M, savings could be around
£16M.
East London NHS Foundation Trust (ELFT)’s model on return on investment shows that the
majority of returns are on patient and family outcomes, staff experience, productivity and
efficiency, cost avoidance, cost reduction and revenue, in that order.
ELFT has also seen a 60% reduction in violence across three wards with highest levels of
violence, and 40% reduction across all six wards in Tower Hamlets following focussed quality
improvement work. They have realised returns from less replacements of broken estate and
equipment and from the legal process.
Model for improvement – This model is used by our South London Partnership partners and
ELFT. The 5 steps used are set an aim, establish measures, identify changes, test changes
and implement changes.
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Proposal and options – The following 3 options are proposed.
• Option 1 – Do nothing
• Option 2 – Appoint a Strategic Partner: Provision of all phases of support to Oxleas
(Diagnostic, senior leadership workshops and building improvement capability)
• Option 3 – Modular implementation with no strategic partner. Start
implementation with a small number of initiatives per directorate. Training and
Executive leadership locally led and in partnership with the SLP.
The preferred option is option 3. There has been good discussion around starting small with
a smaller number of projects. We have worked with South London and Maudsley NHS
Foundation Trust (SLaM) to see if they could provide training instead of the strategic
partner.
The proposed Quality Improvement governance and potential success measures were also
highlighted.
YG - What was the feedback from the Business Committee?
IO said that there had been robust discussion. There was a gap as members had not been
sighted on the paper. We have received points for clarification, some to talk through and
some that are already in the business case. There was a recommendation not to take the
Business Case to the Board of Directors yet.
AA – the presentation seems as if it is fixated on projects. Culture is more important. Instead
of using numbers of staff trained as success factors, it could be the rate of training roll out.
RI the hope is to change the culture in the long term.
YG said that there was need to move away from trying to achieve what good looks like. It
could be about how we get to outstanding instead of what good looks like as we are good
now.
PM said that it is important to break down the patient journey to remove unnecessary
processes.
YG - are we able to modify this process and is there flexibility to change?
MN said that the advantage of the Modular approach is the ability to modify.
SJ said that in order for the board to consider it, There is a financial cost and we have to be
confident that there is a financial benefit from those who have done it. If there is an
expectation from regulators that where there is an improvement programme there are good
outcomes then that should reflect. The recommendation is that we ask the Executive team
to tighten up on financial context and recommend going ahead. Is under £500k enough?
MW - we could spent £500K and not get benefits without a strategic partner.
IO - Other Trusts say you need a strategic partner to check if on track and to give advice.
Tees, Esk & Wear Valley NHS Trust (TEWV) are still with Virginia Mason 10 years on and ELFT
with the Institute for Healthcare Improvement (IHI) 5 years on.
SJ asked what the committee thought and AA asked what RI’s view is as she has spent a
great deal of time on the work.
RI advocated for a hybrid version including a diagnostic check to understand our culture.
Training could be done working with the SLP.
AT said that he supports the paper and commended the work that has gone in preparing the
case. He said that the Executive team had put the case together and has to make the
decision about the right course. The financial context is understood. The Executive members
have to take control of weighing up options. The Business case can come to next Board
meeting for discussion.
SJ checked if the committee was in support. The committee agreed to support the paper. SJ
added that the Executive members must be certain that the amount of money asked for will
achieve what they say it will and in the financial context we are in. The programme is to be
constantly reviewed.
ACTIONS: The Executive team to be satisfied that the resource being requested is
adequate for expected outcomes taking current financial context into account.
To present the Business case at a Board meeting.
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CQC Regulatory Update
RI presented the paper on CQC’s Consultation on reporting and rating NHS trusts’ use of
resources. This consultation ends on 10 January 2018. NHS Improvement will review use of
resources and CQC will make a judgement and apply a rating which, combined with quality
of service ratings, will have impact on overall rating of a Trust.

Action
Noted

RI also reported that it is likely that CQC may be considering inspecting Oxleas service. They
have recently asked for information on the configuration of Children and Young People’s
Services and they have also asked to attend a Board of Directors meeting, as well as a
Clinical Quality review Group (CQRG) meeting.
Issues raised at a recent inspection of South London and the Maudsley NHS Foundation
Trust (SLaM)’s adult community mental health services by CQC was discussed.
SJ said that issues on care plans and risk assessments are raised in the SLaM report.
Referring to Oxleas audit data presented earlier in the meeting he noted that information
suggested there were similar issues.
IO explained that the audit data shows good results for care planning and risk assessments.
The issue was that only 44% of teams that should be auditing are currently participating.
ACTION: IO suggested that a schedule of peer review visits should be presented at the
JN
next meeting of the Performance and Quality Assurance Committee.
12
Any Other Business
Noted
SJ advised that the next meeting will be the Performance and Quality Assurance Committee
on 17 January, and chaired by YG.
AT extended his thanks to SJ for his role as Chair of the Quality Committee. He said that it
had been a tough year but encouraged member to remember what the Committee had
achieved. He again thanked Committee members and said that the achievements of this
outstanding year should be celebrated. AT his wishes for a Merry Christmas to all.
Dates of next meetings
The first meeting of the Performance and Quality Assurance Committee will be on Wednesday 17 January 2018,
15:30 to 17:30hrs in the Maple Room at Pinewood House.
The first meeting of the Quality Improvement and Innovation Committee will be on Wednesday 24 January
2018, 15:00 to 17:00hrs in the Boardroom at Pinewood House.
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Report on the Level 5 Inquiry into the death of PB
Michael Witney, Director of Therapies
Michael Witney, Director of Therapies
For reasons of confidentiality, the report has been anonymised.

PB was a 62 year old, single retired man, admitted as an informal patient to Maryon
Ward in the early hours of Saturday morning 26thAugust 2017 at the start of the bank
holiday weekend. On Thursday 31st August 2017, 5 days after his admission, PB left the
ward with the agreement of staff ostensibly to attend an unrelated medical
appointment in the community that had been formerly arranged. PB did not return to
the ward. Ward staff circulated his description to the police. PB’s family found him
deceased at his home in Eltham on Saturday 2nd September 2017. It was reported by
the family that he had hanged himself and that he had died on Friday 1st September
2017.
Prior to his admission to Oxleas House, PB had very limited contact with Oxleas mental
health services. His only contact with Oxleas prior to August 2017 had been a brief
mental health assessment in March 2007 which consisted of a single appointment.
The panel reviewed the care offered to PB from August 2017. Following a detailed
review of the care and treatment provided to PB, including interviews with key
members of staff directly involved in his care, the Panel concluded that PB’s suicide was
not predictable, nor that his suicide was preventable. This conclusion is based on the
assessments carried out in the days prior to him going on leave and on the morning of
31st 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.
However, notwithstanding the areas of good practice, the panel noted some issues
where lessons could be learned and improvements made.
The panel were cognisant of the substantial pressure under which staff were working,
especially given staffing level challenges at times. Despite these pressures, the panel
noted in this instance that there did not appear to be as much professional curiosity as
might have been anticipated.
The panel has made the following 9 recommendations arising from our investigation:
Recommendation 1: Further consideration should be given to how patients are
allocated to each nurse to ensure that the primary nurse will be on shift for a significant
proportion of the patient’s admission to meet with their allocated patients regularly,
and that they are able to effectively manage their specific caseload in addition to their
other duties.

Recommendation 2: The ward team should complete the MDT ward review template
for discussion in the multidisciplinary team meeting. This would allow all professionals
to formally contribute their view of the patient’s progress and to record the patient’s
own view of their progress.
Recommendation 3: Formal risk assessment recording should be completed in RiO
according to the policy guidelines.
Recommendation 4: All clinical staff must be mindful of a patient’s social network and
inquire about this as part of a standard assessment. The support network tool in RiO
should be used to record this information. Where an informally admitted patient
refuses to provide the name of their next of kin or the contact details of other
important family members or friends, then consideration should be given to whether
the patient is indeed giving informed consent to the informal admission with the
attendant conditions associated to that admission.
Recommendation 5: The policy for missing/absconding patients or detained patients
who are absent without leave notes that the police should be contacted after 12 hours
should a low-risk patient remaining missing. The wording of this part of the policy
might need further review as in the view of the panel, contacting the police should be
dictated by the circumstances of each case as informed by the staff knowledge of the
risks. In addition, it would be helpful to clarify for ward staff what their responsibilities
are in relation to making a visit to an informally admitted patient’s home, or other
known address when they fail to return from leave.
Recommendation 6: The panel strongly recommend that staff be reminded to
complete contemporaneous notes and validate these consistent with our Oxleas Clinical
Records policy.
Recommendation 7: Consideration is given to how communication is conducted
between primary and secondary care mental health services about patients presenting
at A&E who are also accessing GTTT, or indeed any IAPT service.
Recommendation 8: Further consideration should be given to staffing levels,
particularly in relation to the Duty Senior Nurse role being part of the ward staffing
establishment.
In the event of a number of key staff requesting leave for the same period of time,
consideration should be given to whether further additional more senior staff oversight
of the planned leave requests is required.
Recommendation 9: Consideration should be given to the schedules of ward meetings
for staff and the therapeutic activities for patients when a bank holiday interrupts the
usual course of events.
Structured Judgement Review
The Structured Judgement Review (SJR) is intended to look for strengths and
weaknesses in the caring process, to provide information about what can be learnt
about hospital systems when care goes well and to identify points where there may be
gaps, problems or difficulties with the delivery of care. The SJR blends traditional,

clinical-judgment based review methods with a standard format. This approach requires
reviewers to make safety and quality judgements over phases of care, to make written
comment and to score care.
1) Determination of problem in healthcare
A problem in healthcare is defined as ‘any point where the patient’s healthcare fell
below an acceptable standard and led to harm’. Considering all that you know about
this patient’s admission, were there any problems in healthcare (including any
problems before admission)?
There was some evidence of problem/s in healthcare
2) Apparent contributory factors to this problem in healthcare
For the range of reasons described in this report, care planning for PB was not
sufficiently effectively executed, including not recording his views on what he wanted
to achieve from his informal admission to Maryon Ward. The panel were left with the
impression that this potentially might have caused PB to think that there was not a
clear path of treatment for him.
3) In your judgement, is there some evidence that the patient’s death was
avoidable if the problem/s in healthcare had not occurred?
No, death was definitely not avoidable
Avoidability of death judgement
Score 6 Definitely not avoidable
The Panel concluded that PB’s death was not preventable. This conclusion was based on
the assessments carried out in the days prior to him going on leave, and on the morning
of 31st August 2017. These assessments gave no indication of risk of suicide. The panel
concluded that there were no actions that staff could or should have taken to prevent
his death.
The action plan is attached.
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A number of the findings of the inquiry, and the consequent recommendations
made, relate to risks noted in the Board Assurance Framework (Risk no’s: 1160;
1162; 1210; 1213).
A number of the recommendations relate to the quality of service provided.
Three recommendations have potential financial implications.
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ADULT MENTAL HEALTH AND LEARNING DISABILITY DIRECTORATE
PATIENT SAFETY GROUP
SERIOUS INCIDENT ACTION PLAN
Initials:
Incident date:
Team involved at time of incident:
Date of action plan:
PB
1 September 2017
Maryon Ward
11 December 2017
Brief summary of incident: PB was a 62 year old male who had been admitted informally to Maryon Ward, Oxleas House in the early hours of Saturday morning, 26th
August 2017, of the bank holiday weekend. On Thursday 31st August 2017, 5 days after his admission, PB left the ward with the agreement of staff ostensibly to attend
an unrelated medical appointment in the community that had been formerly arranged. PB did not return to the ward. PB’s family found him deceased in his home in
Eltham on Saturday 2nd September 2017. It was reported by the family that he had hanged himself and that he had died on Friday 1st September 2017.

Recommendation

Action required

Due by

Lead

1.The panel recommends that further
consideration be given to how
patients are allocated to each nurse
to ensure that the primary nurse will
be on shift for a significant proportion
of the patient’s admission to meet
with their allocated patients regularly,
and that they are able to effectively
manage their specific caseload in
addition to their other duties

In allocating a primary nurse for
each new patient admission, the
shift coordinator will take into
account which nurses are on the
ward for the next three days
and will allocate a primary
nurse that will be on duty within
24 hours of the new patient
admission and wherever
possible, be on a shift on each
of the patient’s first three days .
If this is not possible then this
will be delegated to an
associate nurse.

By end
January 2018

Ward Managers

2. The ward team should complete
the MDT ward review template for

MDT ward review template to
be completed for each patient

By end
January 2018

How will this be
evidenced
Allocation list

Monthly ‘snap-shot audit
of five sets of patient
records (as an addition to
the already established
monthly care plan audit).
Audit to be conducted
Head of Nursing for
respective directorates
and monitored through
directorate quality
meetings.

By end
February
2018

Consultant
Ward Manager

Monthly ‘snap-shot audit
of five sets of patient

Progress and date

discussion in the multidisciplinary
team meeting. This would allow all
professionals to formally contribute
their view of the patient’s progress
and to record the patient’s own view
of their progress

and by all professionals involved
in a patients care.

3. Formal risk assessment recording
should be completed in RiO according
to the policy guidelines

The Ward Managers and
Consultants will remind all
clinical staffof these
documentation requirements
and will discuss with all clinical
staff at ward meetings.

By end of
February
2018

Staff must ensure that the
‘Support Network Engagement
Tool’ is completed for all
patients and should be
reviewed within 24 hours of
every inpatient admission

By end of
February
2018

4. All clinical staff must be mindful of
a patient’s social network and inquire
about this as part of a standard
assessment. The support network
engagement tool in RiO should be
used to record this information.
Where an informally admitted patient
refuses to provide the name of their
next of kin, or the contact details of
other important family members or
friends, then consideration should be
given to whether the patient is indeed
giving informed consent to the

If any patient refuses to provide
information about their social
network, clinical staff should
revisit the questions at least
daily to ascertain and document
who might be part of the

Matron

Ward Managers

Ward Managers

records (as an addition to
the already established
monthly care plan audit).
Audit to be conducted
Head of Nursing for
respective directorates
and monitored through
directorate quality
meetings .
Ward Managers meeting

Monthly ‘snap-shot audit
of five sets of patient
records (as an addition to
the already established
monthly care plan audit).
Audit to be conducted
Head of Nursing for
respective directorates
and monitored through
directorate quality
meetings .
Monthly ‘snap-shot audit
of five sets of patient
records (as an addition to
the already established
monthly care plan audit).
Audit to be conducted
Head of Nursing for
respective directorates
and monitored through
directorate quality
meetings .

informal admission with the
attendant conditions associated to
that admission
5. The policy for missing/absconding
patients or detained patients who are
absent without leave notes that the
police should be contacted after 12
hours should a low-risk patient
remaining missing. The wording of
this part of the policy might need
further review as in the view of the
panel, contacting the police should be
dictated by the circumstances of each
case as informed by the staff
knowledge of the risks.
In addition, it would be helpful to
clarify for ward staff what their
responsibilities are in relation to
making a visit to an informally
admitted patient’s home, or other
known address when they fail to
return from leave.

patient’s social support
network. If a patient continues
to refuse, this must be
documented.
Review of the policy entitled
“Procedure for
missing/absconding patients
or detained patients who are
absent without leave”
specifically in relation to
assessing risk, local searches
and contacting the police.

By end
February
2018

Ward Managers to remind all
staff that
• missing/absconding
patients will be
discussed at every
handover and multidisciplinary meeting;
• the DSN/nurse in charge
will be informed; and
• an evaluation of the
By end
potential for increased
February
risk due to the patient
2018
being away from the
ward as decided by the
MDT will be
documented in RiO as
detailed in section 10 of
the above policy.

Head of Mental
Health Legislation
Oversight Group
(MHLOG) Policy
owner

Review of policy and
discussion at the MHLOG

Ward Managers

Ward meeting minutes
Review of notes in 1:1s
and Ward team meeting

6. The panel would strongly
recommend that staff be reminded to
complete contemporaneous notes
and validate these consistent with our
Oxleas Clinical Records policy which

All clinicians will be reminded of
these documentation
requirements and ward
managers will discuss with their
staff at ward meetings.

By end
January 2018

Matron &
Ward Managers

Ward managers meeting
minutes
Ward meeting minutes

states that notes must be completed
by the end of the shift for ward based
staff.

An investigation will be
undertaken in respect of the
professional practice of the
individual clinicians in this case
in relation to retrospective
notes being made in the clinical
record post the patient’s death.

By end of
January
2018.

Clinical Director

Investigation outcome
report

A review of the Clinical Records
Policy to take place to include
information on documenting in
a patients notes following a
serious incident.
All A&E presentations are
recorded on and can be
accessed via the Connect Care
system. All staff in GTTT will
complete the Oxleas e-learning
on accessing Connect Care.

By end of
January
2018.

Julie Lucas

Updated policy

By end
February
2018

Head of
Psychological
Therapies in
Greenwich;

8. Further consideration be given to
staffing levels, particularly in relation
to the Duty Senior Nurse role being
part of the ward staffing
establishment.

Consequent to the recent
changes made under the
Mental Health Act s136, the
implications for ward staffing
and the DSN role in particular
will be give consideration in
collaboration with
commissioners.

March 2018

CEO & Trust
Executive

In the event of a number of key staff

The E-roster has been set with

By April 2018

Ward Managers

7. Consideration be given to how
communication is conducted between
primary and secondary care mental
health services about patients
presenting at A&E who are also
accessing GTTT, or indeed any IAPT
service

Program Manager
for Remote
Working

Evidence of completed
learning on e- learning for
all GTTT staff (minimum
80% compliance when
monitored).

E-Roster KPI reports

requesting leave for the same period
of time, consideration should be given
to whether further additional more
senior staff oversight of the planned
leave requests is required

staffing levels for annual leave.
The Ward Managers will be
reminded of these levels and
will discuss with their staff at
ward meetings the need to
adhere to their rosters.
All roster requests above the
recommended level of 17% will
be considered, but will be
granted on an exceptional basis
only following discussion
between the Ward Manager
and the Matron with the
appropriate cover
arrangements made.

9. Consideration should be given to
the schedules of ward meetings and
therapeutic activities when there is a
bank holiday during the week.

For staff who are not on the
ward e-roster (psychologists
and doctors), ward managers
must be informed of annual
leave plans and modern
matrons should be informed in
the event of multiple members
of the MDT planning annual
leave at the same time.
There opportunities 7-dayweek working for key clinical
staff including OT’s are being
considered.

By April 2018

Modern Matrons

By end of
January 2018

Ward managers &
modern matrons

By end of
March 2018

Trust Head of OT
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Update on Serious Incident Investigation Action Plans
Jane Wells Director of Nursing
Jane Wells Director of Nursing
N/A

The progress of the action plans for SM and AT has been reviewed and updated.
SM
SM and her children were found deceased at home in January 2017. The
progress against the action plan is documented. Actions have been completed
apart from 2 actions underway which will continue to be monitored. These are:
• Action 8: An audit of the information sharing form regarding that
effectiveness of liaison and information sharing processes between
mental health services and universal services is due to be completed at
the end of December 2017 and be reported to the directorate clinical
effectiveness group.
• Action 15 and 16: An audit to establish extent of the number of families
with frequent change of address within the borough of Greenwich from
HV caseloads which will be used to gather information from a few of
these families about their perception of the issues related frequent
moves. Data is required from informatics.
Confirmed at executive committee 14.12.17
AT
AT was found deceased in a cell in December 2016. The progress against the
action plan is documented. Actions have been achieved apart from:
• Action 6: The Trust should adopt the national protocol being produced
by the Ministry of Justice working group, and in the interim a
Memorandum of understanding be agreed locally. It was agreed at the
executive committee on 14.12.17 that this action has been postponed
until the Ministry of Justice Protocol is released.
• Action 7: Trust clinical polices to be reviewed, on a prioritised basis, to
ensure that the needs of health care services in prison are appropriately
considered. This action is not due until May 2018 and is on track.
• Action 4: The clinical director to review consultant medical staffing and
on-call medical arrangements out of hours. This has been achieved but
directorate still need to put the on call change into the contract to make
Green on action plan. On call telephone advice is available as per action.
Confirmed at executive committee 14.12.17

Purpose
(To select
Information
purpose, click on
relevant choice
for drop down
Approval
box)
Recommendation Note progress
Link to strategic
objectives (click
on relevant
choice for drop
down box)
Link to Board
Assurance
Framework
Implications
Quality
Financial
Equality analysis
Service
user/carer/staff

Quality √

To Note

√

Decison

Workforce

Sustainability

Partnerships

This links to risk 1210 relating to learning from serious incidents.

Briefly outline implications of the recommendations in this report
Patient safety and learning from incidents

AT Enquiry Action Plan DECEMBER 2017 V8
No

Recommendation

1a

2

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

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

Responsible

Service
Managers

July 2017

Evidence of Progress and Completion

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

Service
Managers

Service

Page 1

Target Date

June 2017

August 2017

The Safe and Therapeutic observation
policy will be independent of the ACCT
policy within prisons but will
acknowledge the remit and applications
of the ACCT policy, since this is the
overriding policy document within
prisons and guides the observations
required of prison staff.
The System One ward round template
for MDT management rounds will be
implemented in all inpatient units within
prison healthcare provided by Oxleas.
Administrative support for management
rounds within in-patient units will be

Monitoring & Evaluation
Arrangements
Revisions to the policy will be
completed in line with the
directorate review specified
under recommendation 5.
An audit of compliance with the
safe and therapeutic
observation policy will be
undertaken and the results
presented to the Directorate
Clinical Effectiveness Group.
This will include evidence of our
recording of the required level
of observations and
communication to providers
where we do not operationally
manage the inpatient facility.

Sign off –
Action
completed
date
New version
on Intranet.

Sign off
by:
EZ /
KS

July 2017
Observation in
Oxleas units
undertaken by
Oxleas staff,
however the
two inpatient
services in
HMP Elmley
and HMP
Swaleside are
managed by
ic24.
Audit planned
for Quarter 3
2017/18.

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

The System
One ward
round
template is in
use in our
inpatient
units.

EZ / KS

Managers

assessed in each prison healthcare
facility, with recommendations made for
the minimum expected standard.

May 2017
Administrative
staff now
attend the
ward rounds
and in-reach
referrals
meetings. The
outputs are
uploaded to
System One.
June 2017
Audit planned
for Quarter 3
2017/18.

3

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

Page 2

Clinical
Director

July 2017

Consultant job plans and nursing staffing
establishments will be reviewed to
ensure adequate time is allocated to
administration work and documentation
following clinical contact.

June 2017

All prison staff, including those subcontracted by Oxleas, will be reminded
of the need to complete records in line
with the Trust’s record keeping
standards

Service
Managers

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

All healthcare
and subcontractors in
Greenwich
(except
Lifeline
service) use
System One.
Quality Boards
have
reminded staff
of the need to
complete
records in line
with the
Trust’s record
keeping

EZ / KS

standards.
The Clinical
Director and
Service
Director have
written to all
staff, and subcontractor, to
remind them
of their
obligations.
4

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

Clinical
Director

September
2017

Consultant cover against the baseline of
our initial clinical model will be analysed
to determine whether there is adequate
consultant capacity, including availability
out of hours. This will be undertaken in
the context of the individual clinical
models in place of each of our prisons,
to take account of what other services
are available (e.g. out of hours GP
cover).

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

July 2017
At HMP
Belmarsh
there is
currently 2.7
full time
equivalent
medical cover
including
Consultant,
Associate
Specialist and
an SpR. This is
accepted as
sufficient and
well above the
proposed
cover in the
contract.
It has been
agreed that
Forensic
Consultant on
call can

Page 3

EZ / KS
Achiev
ed but
still
need to
put the
on call
change
into
the
contrac
t to
make
Green.
On call
telepho
ne l
advice
is
availabl
e as
per
action.

provide
telephone
advice to our
mental health
staff out of
hours. As
direct
assessment
would not be
feasible, on
call GP for
individual
prisons should
remain the
primary point
of contact.

Confir
med at
executi
ve
commit
tee
14.12.1
7

Scope for this
verbal advice
is being
agreed by the
forensic
consultant
group prior to
the on call
contract being
amended by
HR.
Two Associate
Clinical
Director posts
have been
appointed to.
5

Consideration should be given to
the potentially safer environment

Page 4

Service
Managers

June 2017

Clinicians will receive Clinical Director
and Service Director support where they

Any instance where the clinical
preference to place prisoners in

July 2017.
This is
considered to

EZ / KS

presented by shared
accommodation for those at risk
of suicide.

6

The Trust should adopt the
national protocol being produced
by the Ministry of Justice working
group, and in the interim a
Memorandum of understanding
be agreed locally.
ACTION POSTPONED UNTIL THE
MINISTRY OF JUSTICE PROTOCOL
IS RELEASED.
AGREED AT EXECUTIVE
COMMITTEE 14.12.17

Service
Director

July 2017

feel those at high risk of suicide would
benefit from being in a shared
environment. This will be fed into the
ACCT process.

a shared environment is not
supported through ACCT will be
reported internally as an
incident. Such incidents will be
escalated to the Governor by
the Service Director. Trends
will be monitored by the
Directorate Patient Safety
Group.

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

The Clinical Effectiveness Group
will undertake a review of all
urgent admissions for patients
suspected of a serious criminal
offence. Since such incidents
are rare, this will be undertaken
as a when such an admission
occurs.

Within Oxleas, roles and expectations in
such circumstances to be clarified,
including the need for a Consultant
Forensic Psychiatrist to personally
review any patient presenting in A&E
following a serious criminal charge.

be a rare
event. Service
Managers
have
confirmed
staff feel
empowered
to challenge
decisions. Any
conflicts are
documented
in the clinical
record and
ACCT
document.
June 2017
A consultation
was convened
to address this
action point,
following
which the
criteria for
emergency
admissions
was outlined
and the risk
management
measures to
be adopted
prior to such
admission was
agreed.
It was agreed
that where
possible the

Page 5

EZ / KS

on call
consultant
and senior
manager
would make a
recommendati
on to an
emergency
admission
panel
(including
members of
Forensic
Directorate
Senior
Management
Team), but if
necessary out
of hours this
could be done
through
liaison with
senior
colleagues. Ac
ceptance of an
individual for
an emergency
admission to
hospital would
be on the
basis that
there is an
available bed
and that the
admission can
be safely
staffed and
managed.

Page 6

In the event
that the
individual is
admitted as
an emergency
to medium
security at
that point, it
would be the
responsibility
of the
assessing
team to
ensure that
arrangements
for
continuation
of criminal
proceedings
are put in
place with the
police prior to
their
transfer. This
may include
the making of
bail
conditions, or
arrangements
for further
appearance
either at the
Police Station
or before the
Courts.
These
recommendati

Page 7

ons
require ratific
ation by the
Core Board
and wider
discussion and
agreement
with South
London
Partnership be
fore being
incorporated
into the
Bracton
Centre
Referral and
Admissions
Policy and A2
Pathway
Operational
Policy.
Once agreed
the local
procedures
will be
disseminated
to colleagues
with the
Criminal
Justice Liaison
Team and the
A&E Liaison
Team.
7

Trust clinical polices to be
reviewed, on a prioritised basis,
to ensure that the needs of

Page 8

Service
Managers

May 2018

The directorate has been provided with
a list of all relevant existing clinical
policies (109) and has prioritised them

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

Reviews are
continuing
and on track

EZ / KS

health care services in prison are
appropriately considered.
Not due – until May 2018 – on
track

Risk
Manager

into four categories 1) Requires
consideration of the needs of health
care services in prison within three
months (3) 2) Requires consideration of
the needs of health care services in
prison within six months (29) 3) Requires
consideration of the needs of health
care services in prison within twelve
months (43) 4) Requires consideration of
the needs of health care services in
prison at the time of the scheduled
policy review (34).
An initial screening of the policy will be
undertaken by the Service Managers in
Prisons, supported by the Trust Risk
Manager. This will also consider preexisting policies in place within prisons.
Any policies that simply need to
reference the fact that services are
provided in prisons, but there is no
required procedural change, will be
updated, with the new version placed on
the Intranet. The Risk Manager will
ensure the Policy Author and
responsible Trust Governance Group is
advised that such an amendment has
been made.
Where the policy requires a more
detailed update and / or change in
process specific for the prison setting,
this will be agreed within the Forensic
and Prisons Quality structure, with final
ratification at the respective Trust
Governance Group.

Page 9

for
completion
within the
agreed
timescale.

Action Plan
StEIS Reference: 2017/ 8126 Updated: 12.12.17
Issue raised
(description)
Recommendation 1
Service users are
asked at each contact
whether there have
been changes to their
contact details, e.g.
address or telephone
number, and the
record updated as
appropriate.
Use wider methods,
e.g. text messaging or
E-mails, to keep in
touch with service
users who change
address regularly.

Required
outcome
(description)

Action

Target date

Completion
date

Action
Updated
commentary 12.12.17

1a

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

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

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

1

Action owner

Ellen Shelly
(ES)

As appendix to
standards
document May
2017
Addition to
standards doc

Document
amended in
May

May 2017

ALL
COMPLETE
July 2017

Completed

CAT admin
seek e mail
addresses
from all
clients on
referral to
service
All ante
natal
referrals
come from
Health
Intelligence
London via
csv file and
email is

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

2a
Focus of work
remains child
centred
HVs establish
facts and gather
evidence about
what is
happening
rather than
accept parents
presenting
behaviour and
assertions greater '
professional
curiosity.

Early
identification of
un met needs.
Recommendation 3
Engage teams in
quality improvement
initiatives to enable
operating within the
parameters of the
model and apply the
principles of health
visiting.

2

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

Tri.X Brief:
Disguised
Compliance Feb
2017 to be circulated
to safeguarding
Team and 0 -19
clinical leads
Practitioners to be
supported to
recognise disguised
compliance in
safeguarding and
clinical supervision.

Head of
Safeguarding
Jane
Downing JD
Safeguarding
Team
0 -19 Clinical
Leads Name
required

Safeguarding
Children
Team

May 2017

Nothing further
outstanding
TX circulated
February 2017
May 2017

June 22nd
2017

Disguised
compliance to be
presented at the
Annual
Safeguarding
Children’s
Champions’ Event
3a

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

Professional
development
al lead
Jo-anne
Linnane

Circulated in
Sept quality
street to all
staff 14.9.17

Run group
May - August
(green)

Audit
December

Outcome of
task & finish
group was
to develop
content for
professional
developmen
t afternoons
Health
Needs

The
professional
development
afternoons
dates:
04/01 06/03
08/05 05/09
01/11 05/12

share at Quarterly
Forums.

Recommendation 4
All opportunistic visits
to be documented on
RiO.

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

3

2017 (amber)

4a

To ensure
clinical records
are complete
and accurate

Focus of work
remains child
centred
HVs establish
facts and gather
evidence about
what is
happening
rather than
accept parents
presenting
behaviour and
assertions -

Remind staff of the
NMC standards of
record keeping.
Refer to 0 to 19
Standards for Hv
5a

Ellen Shelly
Yvonne
Golding

May 2017

Linked to action 2/3
see action plan
above
Tri.X Brief:
Disguised
Compliance Feb
2017 to be circulated
to safeguarding
Team and 0 -19
clinical leads
Practitioners to be
supported to
recognise disguised

Head of
Safeguarding
Jane
Downing JD

May 2017

May 2017
Safeguarding
Team
0 -19 Clinical

Assessment
The current
template on
RiO provide
a
comprehen
sive health
needs
assessment

Standards
document
for health
visiting to
be included
on the datix

Standards
have been
updated.
Reviewing a
standard every
team meeting
Email re
professional
curiosity was
circulated to all
staff on
14.9.17 with
the Sept
quality street
TX circulated
February 2017
with additional
advice to
discuss with
practitioners in
safeguarding
supervision
when and if

greater '
professional
curiosity.

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

4

compliance in
safeguarding and
clinical supervision.

Leads
JP/KC/MM/D
C

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

Safeguarding
Children
Team

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

Professional
development
al lead
Jo-anne
Linnane

necessary
nd

June 22
2017

Covers no. 3
as well

Run group
May - August

Task &
finish group
devised
content for
these
professional
developmen
t afternoons
which were
held 6
weekly in
2017

Audit
December
2017

6a

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

Message book
processes are
embedded
Establishment of

ES and YG

Completed
March 2017
(as part of
CQC
actions

The
professional
development
afternoons
dates:
04/01 06/03
08/05 05/09
01/11 05/12

vulnerable families are
being followed.
7
The SALT
administrative process
in relation to discharge
for non-registration
with a GP be reviewed
and that the decision
to discharge sit with a
clinician rather than
administration staff as
flexibility needs to be
considered rather than
a strict adherence to
referral criteria.

this work is
ensured
Cases should
not be
automatically
discharged
simply on the
basis of lack of
GP registration
Referrals to
services for
children with a
Bexley or
Greenwich GP
that present at
the “wrong” SPA
to be
automatically
referred and the
referrer to be
advised

Duty HV in each
base
7a
S&LT to review
current process for
receiving and
accepting referrals

SLT action

June 2017

Julia
Longthorne /
Rhian
Grounds

October
2017

Email sent
to SPA
manager to
cascade to
team

For Children
with GP’s other
than Bexley
/Greenwich the
clinician should
review the
referral to
decide on the
actions to take
7.
Ensure all children’s
services have robust
processes to include
the follow up by
referrers of any

5

All staff to follow
up children not
accepted
following a
referral to
ensure their

Review of SOP’s
(specialist children)
within the C and YP
Directorate

August 2017

All SOPs
across
specialist
services have
a clear
process to

children whose
referrals were not
accepted by the
referrer

needs are to be
met

Reminder of
responsibility to staff
via Quality
Newsletter
Recommendation 8
Raise awareness of
the role of health
visitors and the need
for communication
and liaison in respect
of early help / support
networks between
mental health services
and health visitors.

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

8a
Audit use of
information sharing
form between adult
MH, HVs and
midwifery
Agree liaison and
information sharing
processes which are
effective between
mental health
services and
universal services
Information sharing
form to be
embedded

Use of shared Rio
records

6

inform the
referrer when
a referral has
not been
accepted by
the department
so that this can
be followed up

June 2017

Audit
completed July
2017
ES

Jen Baker
Ruth
Ashworth
Richard
Anderson

Completed
Date
February
2016

September
2017

Jen Baker to
do end of Dec
Audit should
go to CEG

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

RiO cannot be
configured to
display an alert
of mental
health
concerns

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

Jen Baker
Ruth
Ashworth
Richard
Anderson

June 2017

Joint AMH
action
13.
Deeper analysis of
2017 GCSB Section
11 audit to establish
themes of
safeguarding
awareness and
practice amongst
segments of staff
(groups and
demographics

7

To establish
Practitioners
Safeguarding
confidence,
skills and
knowledge. To
develop
appropriate
learning
opportunities
and training.

Findings from GSCB
Section 11 Audit and
Action Plan to be
shared with Adult
and Children’s
Services Clinical
Leads and
Practitioners

Jane
Downing
Head of
Safeguarding

May 2017

14.
Seek out how other
providers share details
of families who move
regularly.

15.
Explore through a
snapshot, how many
families have frequent
moves within
boroughs including
across health visitor
caseloads to establish
the extent of the
number of families in
this situation.
16.
Explore how families
experiencing the
stress of frequent
moves cope and what
support they need
from health and social
care services and how
better engagement
can be facilitated.

8

To identify
opportunities
and gaps in
information
sharing

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

Service
manager
HDB

June to August
2017

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

CAT
manager Lin
Palmer

June 2017

There are
no local
providers
who have a
specific
pathway for
sharing
information
of families
who move
frequently
Report has
not yet
been
received
from
informatics

Waiting for
report

Pending report
(Rec 15)

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

CAT
manager and
Op leads in 0
to 19 service

August to
September
2017

Board of Directors
11 January 2018
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Author
Accountable Director
Confidentiality/
FOI status

Workforce and Learning Development Committee update
Katy Murray, Head of Resourcing and Workforce Development
James Kellock, Non Executive Director
Public

Report Summary

The report summarising the discussions at the Workforce and Learning
Development Committee on 20 December 2017 is attached.

Purpose
(To select purpose,
click on relevant
choice for drop
down box)
Recommendation
Link to strategic
objectives (click on
relevant choice for
drop down box)

Information

To Note

Approval

Decison

√

The committee is asked to note the report – in particular that the medical
revalidation report has been reviewed by the Board Sub-committee.
Quality

Workforce √

Sustainability √

Partnerships

Link to Board
Assurance
Framework

This report links to the workforce risks on the BAF relating to:
• Use of agency staff
• Lone working arrangements
• Recruitment and retention of staff

Implications
Quality
Financial

Briefly outline implications of the recommendations in this report
The report focuses on staff issues and issues of patient care.
The report includes bank and agency staff use which has financial
implications.

Equality analysis
Service
user/carer/staff

The report focuses on staff issues and issues of patient care.

Committee report
The Workforce and Learning Development committee met on 20th December 2017.
Workforce KPI
The committee reviewed the November workforce KPI and noted the following points:
•
•
•

Sickness has remained static at 4.5%
Flu vaccine - The uptake is better than last year
Vacancy continuing to decline. In the October KPI, Additional Clinical Services
(predominantly unqualified nursing staff) was 15.37% vacancy which has now decreased to
13.18%.
The committee noted a slight reduction in turnover.
PDRs has reached 90%.
Supervision has returned to Green and 81% overall.
The local induction completion rate has been static for a while. It is thought this is probably
an issue with recording rather than the inductions not taking place. The proposal is for it to
be made possible to record completion on the Learning Centre.

•
•
•
•

Month

Apr-17

May-17

Jun-17

Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Bank Shifts %

59.10%

58.90%

60.00%

61.50%

63.80%

65.40%

66.60%

67.40%

Agency Shifts %

40.90%

41.10%

40.00%

38.50%

36.20%

34.60%

33.40%

32.60%

Month

Apr-17

May-17

Jun-17

Jul-17
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No. of Bank Shifts
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Medical Revalidation Report
A comprehensive overview of medical revalidation for the last financial year (16/17) was presented,
including details on performance data, governance systems, training for appraisers and quality
assurance processes.
Following recommendation from NHS England, the role of Responsible Officer and lead for
appraisals has been separated and Dr Deborah Brooke was appointed lead for medical appraisals in
May ’16.

Safe Working Guardians
The new contract for doctors and dentists in training (TCS) 2016 was introduced in Oxleas NHS
Foundation Trust in accordance with the national implementation programme.
The contract includes new working hours’ regulations. It also introduces the concept of generic and
personalised work schedules and replaces diary card exercises with individual exception reports to
monitor safe working. The Guardian of Safe working (GOS) is tasked with overseeing the working
patterns of doctors in training to assure they are safe.
A paper was presented to the committee on Safe Working Hours for doctors in training for the
period May - October ’17.
The following Trust-wide recommendations were made:
•

The Trust should explore ways to improve the working lives of junior doctors as identified in
the “Eight high impact actions to improve the working environment for junior doctors”
document. The Medical Director has started the process of this.

•

The Trust must seek to recruit more training grade doctors to fill the current gaps in the
junior doctors’ Rota and support the general medical workforce. Recruitment is now
underway for two trust grade doctors to join the junior Rota. The Trust must also seek to
recruit to the non-medical vacant posts such as Psychiatric Liaison Nurses posts.

•

The GOS is aware that the Trust has no specific mechanism to monitor safe working for
middle/trust grade doctors. The new junior doctors’ contract is not applicable to
middle/trust grade doctors, who do not have access to exception reporting. These doctors
rely on reporting concerns through line management as per other NHS staff. There is
however, a possible risk that the workload of this group may increase due to the more
efficient hours monitoring of doctors in training in the new contract. This has implications
for both their safe working and recruitment going forward. The GOS has brought this to the
attention of the middle grade doctors’ tutor, who is getting the views of these doctors.

•

The Trust should re-evaluate the current outcomes of Exception Report reviews. The current
approach wherein payment or time-in-lieu is taken from the budget of individual teams is
seen as unfair.

Care Hours Per Patient Day (CHPPD)
As part of a NHS Improvement initiative, a cohort of Mental Health Community Providers undertook
a data gathering exercise of the Care Hours per Patient Day delivered in September and October ’17.
Oxleas’ was part of this cohort and the data collated from all inpatient areas was presented to the
committee.
The data will be used to shape the development of CHPPD going forward, including determining the
form of a proposed new monthly CHPPD collection across Mental Health and Community wards
nationally.

It is anticipated that monthly reporting of CHPPD will be required from April ’18 onwards. It
is currently a manual exercise, but Nursing and HR are working together to roll-out the
SafeCare module of Healthroster, which will support this process.
Health & Safety

A review of Health and Safety incidents and the risk register was presented.
Ongoing risks in relation to lone working and resource in the H&S team.
In April ’18 a new H&S plan will be brought to the committee.

Board of Directors
11 January 2018
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NED report – Board visits
Various
Andy Trotter, Chair
Public

Report Summary

Several visits have been undertaken by Board members over the past month
and the attached summarises the visits and outcomes.

Purpose
(To select purpose,
click on relevant
choice for drop
down box)
Recommendation
Link to strategic
objectives click on
relevant choice for
drop down box)
Link to Board
Assurance
Framework
Implications
Quality
Financial
Equality analysis
Service
user/carer/staff

Information

To Note

Approval

Decison

√

The Board is asked to note.

Quality √

Workforce √

Sustainability √

Partnerships √

The visits focus on risks around workforce, safety and sustainability

Briefing for Non-Executive Directors’ Board visits
Date of visit

12th July 2017

Service and Location

HMP Belmarsh, Western Way,
London, SE28 0EB
Forensic & Prison Services

Attendees

Keith Soper
Ify Okocha
Yemisi Gibbons

Brief description of service

HMP Belmarsh became operational on 2nd April 1991, and is a local prison, serving primarily the
Central Criminal Court and magistrates Courts in SE London. In addition the establishment serves
Crown and Magistrates Courts in SW Essex. Belmarsh has a dual role in that it also holds Category A
prisoners. There are around 1000 prisoners in the prison with a mixture of approximately 60%
multi-occupancy cells and 40% single cells across four residential units (or House blocks).
Belmarsh accepts a wide variety of categories of prisoners, in addition to its commitment to the
Category A estate. As part of this commitment, HMP Belmarsh us acting as a contingency resource
(up to ten cells) for the current separation centre that recently opened in HMP Frankland in County
Durham and the other two that are due to be opened. A separation centre houses some of the
most challenging prisoners, including those with known terrorist links.
HMP Belmarsh is one of three prisons in the Greenwich cluster. We provide healthcare to all three
prisons, although some services are sub-contracted (e.g. clinical substance misuse services) or
commissioned separately by the commissioner, NHS England. Our contract started in 2015 and is
for five years, with an option of a two year extension.
HMP Belmarsh received a recent positive Quality Network report (circulated separately). Generally
speaking the services are in financial balance. Vacancies remain a challenge, although this is not as
significant an issue as in some of our other prisons (e.g. HMP Thameside and HMP Swaleside).

Finance and Human Resources

Learning and Development as at 3 July 2017
Belmarsh Healthcare
All mandatory and essential learning is over the target of 80%.
As at 03 July 2017, 3 PDR are overdue. Supervision is 93% compliant with 1 overdue.
Belmarsh Mental health
All mandatory and essential learning is over the target of 80%.
As at 03 July 2017, 1 PDR is overdue. Supervision is 86% compliant with 3 overdue.

Other relevant information
Incidents

HMP Belmarsh Incidents (01 April 2016 to 30 June 2017)
174 incidents were reported as below;

HMP Belmarsh – Healthcare
HMP Belmarsh – Mental health
Total
-

Level 1
18
55
73

Level 2
10
40
50

Level 3
18
28
46

Level 4
1
1
2

Level 5
0
1
1

Total
47
125
172

The level 4 serious incident in Healthcare was on 6 January 2017. AB was found collapsed in
the toilet area. Cardiac arrest was called.
The level 4 in Mental health was 50 year old SB who died from hanging himself in his cell.
The level 5 in Mental health was AT, who died in his cell from ligature and blocked airway.

Healthcare Top 3 incidents by sub category:
- Treatment/procedure delay/failure (10 = 21%). Generally, there seems to be delays due
to prison officer unavailability to facilitate, please explore.
- Attempted suicide with self-ligature (5)
- Client presents with physical illness (3)
- Collapse without loss of consciousness (3)
- Seizure (3)
Mental health Top 3 incidents by sub category:
- Treatment/procedure delay/failure (16 = 13%). Generally, there seems to be delays due
to prison officer unavailability to facilitate, please explore.
- Other medication incident (10)
- Client presents with physical illness (5)
- Extended stay/episode of care (5)
Complaints
Mental Health - A formal complaint raised on 29 June for the mental health service is still under
investigation. Issues raised are around
1. Medication - choice
2. Admission and discharge - Patient requires a transfer to Bracton
3. Attitude & behaviour – alleged failure to listen to patient's views on his mental health and
medication.
4. Communication - failure to respond in a timely manner. Partner did not receive a response when
she raised her concerns with prison staff
Healthcare – A formal complaint from 5 June 2017 around physical health monitoring was not
upheld.

Outstanding actions from the last Board visit

The last visit was on 2 August 2016 and one issue was raised as below:
- Lack of mouthwash after dental procedures – JE to follow up.
•

Confirmed this is now in place – KS

Overview of visit

Please remember not to bring electronic devices, large amounts of cash and other contraband items
(e.g. chewing gum). If in doubt, do not take an item into reception. Please bring photo ID.
Agenda
09:30 - 10:00 Welcome & Introductions
10:00 - 11:00 Tour of HMP Belmarsh Healthcare
11:00 - 12:00 Meet HMP Belmarsh Governor Rob Davies
Positives
•

Experienced and knowledgeable operations lead. Strengths include collaborative working with
the prison staff which improves the quality of the services we provide and the reputation the
trust has within the prison. We have also been successful with identifying and setting up new
services (e.g. palliative care, refurbished dental suite, first night reception system).

•

Positive outcomes of the partnership working was confirmed by the governor, Rob Davies, who
was very complementary of the healthcare services provided in the prison and by a senior
prison warden who commented that his staff appreciated our healthcare training provided to
them, and that they would welcome more opportunities.

•

Opportunities for greater integration with the prison - invitation from governor for Oxleas
management to do work shadowing in the prison. Opportunities to further nurture the positive
relationship with the governor and his senior management team.

•

Facilities available to healthcare staff were of a good standard (at least comparable to those in
community settings, which is the standard by which we are judged) and it was a pleasure to see
the new fully equipped dental facility.

•

There was limited time to talk to the staff but the general atmosphere was positive. Staff were
proud of their work and supportive of their colleagues. It was good to see positive interactions
between Oxleas colleagues and prison staff.

Challenges
•

The sub-contracted clinical substance misuse service appeared to have limited activity and
excess staff. This view is supported by the management team who are reviewing the contract.

•

Management of agency staff and costs. Agency going in to administration resulted in staff

joining the bank. There is a question as to whether we could be more proactive in attracting
agency staff to join the Bank.
•

Due to the impact of agency costs on the trust's finances, there is a need to ensure effective
rostering to help drive down agency costs, and minimise the burden on staff working on the
bank, many of whom are substantive staff already working within our prisons.

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

Issues raised

Joint working between prison officer
and healthcare staff
Partnership working
Agency staff costs

Action

Continue to develop training
programme for prison officer
staff on mental and physical
health awareness
Establish leadership exchange
programme with HMP
Belmarsh
Re-double efforts to sign
agency staff onto bank

By who By when
DC

September
2017

KS

October
2017

SA

September
2017

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

3/10/17

Service

Greenwich MSK

Attendees

James Kellock, Iain Dimond, Simon Hart
Apologies : Anthony Akenzua

Brief description of service

The Adults MSK team sees patients referred from GPs with any complaint regarding their skeleton or
soft tissues. This can include pain presentations, movement dysfunctions or rehabilitation
requirements. The service sees around 1000 patients a month at its five locations in the borough
(clinics are Monday to Friday with one on Saturday too). Urgent patients are seen in a week (unless
there is a gap in the schedule when they will be seen sooner) and non-urgent ones in 4-5 weeks.
The team consists of Physiotherapists (x8), podiatrists (1.70) and an admin team (3.6). The service
used to receive referrals directly from GPs but since Circle Health won the contract in April 2017,
referrals are forwarded to us after triage by Circle.
All patients receive full assessment and then treatment using a range of skills some of which are
extended scope such as injection therapy, manipulation and Sonography.
Should patients require escalation to other teams such as neurology, Orthopaedics or imaging, they
must be referred back to Circle Health to approve this. Circle health then take charge of the patient.
“This is not a great system as we no longer have autonomy to provide the best care for our patients
and there are now many barriers to providing excellent care in a good time-frame”

Overview of visit

We first met with the manager of the service. The big issue from her point of view is the (negative)
changes brought about by the change to Circle (we were told the new system has not led to
improvements). Errors are being seen in the triage process (inaccurate because too quick, no MRIs
attached, easy patients being passed on (Oxleas are only supposed to see the complex cases),
communication with Circle is not good and there is a backlog of referrals.
The backlog in terms of processing referrals built up because, with the introduction of Circle, we were
unable to accept electronic referrals (the solution was too expensive) hence an extra burden on
admin staff. We have employed extra bank admin and for a period closed to referrals in order to
reduce the waiting list. This has been successful. We have also made the CCG aware who have
informed Circle that they need to pay for additional admin within our team. We are monitoring the

situation on a weekly basis and we have started to see an improvement in performance.
Patients are seeing specialists but in some cases are not getting treatment, merely getting their
diagnosis confirmed. Clinical risk has increased because Circle does not respond to queries raised by
Oxleas e.g. over different diagnoses and Circle do not update Oxleas on patient progress. These
matters have been reported to Circle but there has been no subsequent positive change.
It is recognised that the new system may lead to improvements e.g. unnecessary MRIs not being
done, everyone not being referred.
The team has a good reputation and recruitment to physio posts has been really good, podiatrist
posts are more difficult to recruit to. The manager now has a “fantastic” team that support each
other well.
The team are meant to be moving to using System One but that is months away (management
information is currently difficult to obtain).
The service is paid on completion of treatment at a rate that pays for three appointments. The
manager says the service need more clinics and more space and could easily utilise extra capacity.
Equally there are lots of ideas about income generation e.g. selling equipment, providing injections
and scans.
We then met two podiatrists (no other staff were present nor were any patients). One was
permanent and the other a locum; both were Australian and had only come to the UK and to the NHS
recently. They compared the NHS system favourably with that in Australia, although one pointed out
the lack of equipment to grind orthotics on site (he takes them to another job of his to do this, rather
than send them off and have to wait). The permanent member of staff remarked on how easy it had
been to join Oxleas, which they did one week after interview. Both felt the referrals from Circle were
“a bit hit and miss” and thought the triage system could be improved. Both said professional
supervision had taken place and thought the service provided was efficient and well equipped.
Given their background we then had a discussion about recruitment channels for similar staff in
Australia and a number of suggestions were made (advertise on the Australian Podiatrist website?
Approach the bigger Australian universities?).

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

Issues raised

Action

To explore the case for expanding the service,
both its capacity and the range of income
generating services it might provide

ID

To explore how we might increase the number of
staff recruited from Australia

SH (MN)

To seek to improve communication with Circle

ID

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

3/10/17

Service

Greenwich MSK

Attendees

James Kellock, Iain Dimond, Simon Hart
Apologies : Anthony Akenzua

Brief description of service

The Adults MSK team sees patients referred from GPs with any complaint regarding their skeleton or
soft tissues. This can include pain presentations, movement dysfunctions or rehabilitation
requirements. The service sees around 1000 patients a month at its five locations in the borough
(clinics are Monday to Friday with one on Saturday too). Urgent patients are seen in a week (unless
there is a gap in the schedule when they will be seen sooner) and non-urgent ones in 4-5 weeks.
The team consists of Physiotherapists (x8), podiatrists (1.70) and an admin team (3.6). The service
used to receive referrals directly from GPs but since Circle Health won the contract in April 2017,
referrals are forwarded to us after triage by Circle.
All patients receive full assessment and then treatment using a range of skills some of which are
extended scope such as injection therapy, manipulation and Sonography.
Should patients require escalation to other teams such as neurology, Orthopaedics or imaging, they
must be referred back to Circle Health to approve this. Circle health then take charge of the patient.
“This is not a great system as we no longer have autonomy to provide the best care for our patients
and there are now many barriers to providing excellent care in a good time-frame”

Overview of visit

We first met with the manager of the service. The big issue from her point of view is the (negative)
changes brought about by the change to Circle (we were told the new system has not led to
improvements). Errors are being seen in the triage process (inaccurate because too quick, no MRIs
attached, easy patients being passed on (Oxleas are only supposed to see the complex cases),
communication with Circle is not good and there is a backlog of referrals.
The backlog in terms of processing referrals built up because, with the introduction of Circle, we were
unable to accept electronic referrals (the solution was too expensive) hence an extra burden on
admin staff. We have employed extra bank admin and for a period closed to referrals in order to
reduce the waiting list. This has been successful. We have also made the CCG aware who have
informed Circle that they need to pay for additional admin within our team. We are monitoring the

situation on a weekly basis and we have started to see an improvement in performance.
Patients are seeing specialists but in some cases are not getting treatment, merely getting their
diagnosis confirmed. Clinical risk has increased because Circle does not respond to queries raised by
Oxleas e.g. over different diagnoses and Circle do not update Oxleas on patient progress. These
matters have been reported to Circle but there has been no subsequent positive change.
It is recognised that the new system may lead to improvements e.g. unnecessary MRIs not being
done, everyone not being referred.
The team has a good reputation and recruitment to physio posts has been really good, podiatrist
posts are more difficult to recruit to. The manager now has a “fantastic” team that support each
other well.
The team are meant to be moving to using System One but that is months away (management
information is currently difficult to obtain).
The service is paid on completion of treatment at a rate that pays for three appointments. The
manager says the service need more clinics and more space and could easily utilise extra capacity.
Equally there are lots of ideas about income generation e.g. selling equipment, providing injections
and scans.
We then met two podiatrists (no other staff were present nor were any patients). One was
permanent and the other a locum; both were Australian and had only come to the UK and to the NHS
recently. They compared the NHS system favourably with that in Australia, although one pointed out
the lack of equipment to grind orthotics on site (he takes them to another job of his to do this, rather
than send them off and have to wait). The permanent member of staff remarked on how easy it had
been to join Oxleas, which they did one week after interview. Both felt the referrals from Circle were
“a bit hit and miss” and thought the triage system could be improved. Both said professional
supervision had taken place and thought the service provided was efficient and well equipped.
Given their background we then had a discussion about recruitment channels for similar staff in
Australia and a number of suggestions were made (advertise on the Australian Podiatrist website?
Approach the bigger Australian universities?).

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

Issues raised

Action

To explore the case for expanding the service,
both its capacity and the range of income
generating services it might provide

ID

To explore how we might increase the number of
staff recruited from Australia

SH (MN)

To seek to improve communication with Circle

ID

Non-Executive Directors’ Board visits
Date of visit

Thursday 30th
November

Service and Location

Teams at Highpoint House,
Shooter’s Hill, London SE18 3 RZ
• Greenwich School Nursing
• Greenwich CAMHS
• Greenwich Health Visiting

Attendees

Seyi Clement
Stephen Whitmore
Lesley French
Ben Travis (apols)

Brief description of service

Greenwich 0-19 Universal Public Health Nursing Service incorporating Health Visiting (0-4 years) and
School Nursing (5-19 years)
Health Visiting
The health visiting service provides an inclusive universal service to families from the antenatal
period until their child enters school. The service provides a child and family focused service to
promote health and prevent ill health working with both individuals and communities and dealing
with issues regarding local population health.
The service is underpinned by the following structure:
4 Levels of service: Community, Universal, Universal Plus, Universal Partnership Plus
5 Mandated contacts: Ante-natal, New Birth Contact, 6-8 week HV lead review, 10-12 month, 2
year review
6 High Impact Areas:
Transition to parenthood and the early weeks
Maternal mental health
Breastfeeding (initiation and duration)
Healthy weight, healthy nutrition (to include physical activity)
Managing minor illnesses and reducing hospital attendance/admissions
Health, wellbeing and development of the child aged 2: Two year old review (integrated review)
and support to be ‘ready for school’
The six school aged years high impact areas are:
Resilience and emotional wellbeing
Keeping safe: Managing risk and reducing harm
Improving lifestyles
Maximising learning and achievement
Supporting complex and additional health and wellbeing needs
Seamless transition and preparation for adulthood

The health visiting team consists of nursery nurses, breastfeeding advocates and clerical officers
and is led by the health visitors who are also known as specialist community public health nurses
(SCPHN). They work in partnership with GPs and other healthcare professionals, Social Workers,
Children’s Centre staff and various statutory and voluntary agencies to ensure that clients are
supported to meet the challenges of effective parenting.
The service is delivered from Health Centres, clinics and Children’s Centres. The team also makes
home visits.
School Nursing, 4-19 years
The school nursing service provides an inclusive universal service to children, young people and
their families from the year their child enters school until they leave year 11 or a school site 6th
form. The service provides a universal core offer to schools to promote health and prevent ill health
working with both individuals, families, communities and dealing with issues regarding local
population health.
Every state funded primary and secondary schools has a named school nurse. We also cover
Alternative education provisions, pupil referral units, academies, Free schools and our services are
bought in by Independent schools and state funded schools who require additional school nursing
time.
The service is underpinned by the following structure:
4 Levels of service: Community, Universal, Universal Plus, Universal Partnership Plus
6 KPI contacts: NCMP Reception and Year 6, Hearing and vision check for Reception, Face to face
health interview offered to all Year 6, transition assembly to year 7, online health assessment via
survey monkey to all year 9 and a collaborative offer with Charlton Athletic Community Trust for
years 11 & 13.
The skill mix of the team consists of HCA screeners, community staff nurses and specialist
community public health nurse: school nurses. We are co-located at three bases within the 0-19
service at South (Kidbrooke), East (Thamsemead) and Central (High Point House)
CAMHS
Greenwich Child and Adolescent Mental Health Service work with children and young people
between 0-18 years. The service is commissioned to provide services across 2 levels: Service level 1
and Service level 2. Service level 1 is focused on prevention and promotion of resilience and
emotional well-being. It focuses on early intervention for those who present with mild to moderate
MH symptoms. The service is provided through clinical in reach delivered into schools/ children’s
centres and social care. Service level 2 provides clinical interventions for CYP with significant mental
health difficulties that require outcome focused, evidence based interventions.

Finance and Human Resources

Greenwich 0-19 Contract
The services were re-commissioned from Oxleas by the Royal Borough of Greenwich (RBG)
following a re-tendering exercise. The £8.4m p.a. contract runs from 1.9.16 initially for 3.5 years and
covers the provision of Health Visiting (Central, North & South teams), School Nurses, Immunisation
& Looked After Children. The contract is fixed in value with no inflation uplifts so that the service
may need to make efficiency savings or reorganise budgets to fund pay awards in future years. The
information below relates to the services based at HPH and is the whole team; some staff may be
based at other sites.

Health Visiting Central Team
Staff: establishment of 4.00 posts is fully staffed; breaking even.
Non-pay: £126k underspend due to a reserve held for future non-pay expenditure & future cost
pressures.
School Nurses
Staff: establishment 26.34 posts with an average of 1.04 vacancies; staff underspend £36k.
Non-pay: £5k underspend as actual office expenses lower than budgeted.
Greenwich CAMHS contract
This is funded via a jointly commissioned contract £4.25m (CCG £3.17m & RBG £1.08m) and
Transformation Funds of up to £385k, depending on recruitment & expenditure. The contract term
was initially 3 years from 1.4.2015; CYP management is in discussion with commissioners with a
view to extending it.
Greenwich CAMHS
The whole service is underspent £235k:Staff: establishment 70.32 with an average vacancy of 11.56 + staff absent due to maternity leave
etc. Staff underspend £191k (8.5% of budget).
Non-pay: £44k underspend (5% of budget).

Outstanding actions from the last Board visit

The last visit to Greenwich CAMHS was on 27 February 2017. Issues raised were;
• Accommodation – this has been addressed.
• Vacancies – this is still an issue, but it is being addressed and the staff are aware of the
situation and seem content.

Overview of visit

The team seem to be in good spirit, particularly CAMHS, despite the high level of vacancy which
must be putting pressure on the team. The teams acknowledged the plans that are in place to
address CAMHS’s vacancy rate, but appreciate that this is nationwide issue. It is not surprising that
the high vacancy rate, and the increased complexity in presentation have led to an increase in the
waiting list. The team were concerned that the increased waiting list is also putting pressure on the
service users and their carers. The team were very complimentary of the co-location of the various
professionals on one site and the work that has been done to upgrade the site. They felt that the
co-location has improved MDT approach to service delivery, supervision and communication. We
spoke to two trainee nurses who were very complimentary about the work environment, the peer
support and the quality of their experience. The staff expressed their frustration with the
destabilising effect of tendering, but appreciate that there isn’t much that Oxleas can do about 3rd
party’s commissioning strategies.
Actions will be entered on to Board visits action tracker which will be reviewed at Board every six months

Issues raised

GP’s expectation of HV is unrealistic.
It would appear that GPs still expect
HV to pick up with which are in within
scope.

Action

We understand that we had a
break through in Bexley and
we agreed that this will be
raised up the line in

By who
SW

By when

As soon as
reasonably
practicable.

discussion with the CCG.
Lack of uniformity in telephone login
protocol. The team wondered if the
login protocol for the telephone
system could be standardised.
More training on and access to RIO.
The Trainees and some of the staff
said that Trainees would benefit from
being able to access RIO, even if it is
just a dummy section, to familiarise
themselves with the system. This
would assist in their transition from
trainees to fully fledged staff if they
are employed by Oxleas.
Better access to mobile phone. It
would appear that not all that require
mobile phones have one.
Improving technology by facilitating
group chat on the iPad. The team felt
that peer communication and
interaction could be improved if group
chats can be facilitated on the iPad.
The speed of the recruitment process.
This is a matter that has been raised
by other teams as well.
Headphone should be provided where
necessary to assist with telephone
conversation in open plan offices
Poor telephone signals in some parts
of the building, which affects not just
the mobile phone, but the iPads

This to be feed through to
Informatics through the User
Group

Informatics As soon as
reasonably
practicable.

This is to be feed through the
User Group for discussion

User
Group

As soon as
reasonably
practicable

It would appear that this had
not feed up the line before.
Mobile phones will be
provided for all that requires
the facility.
This to be feed through to
Informatics through the User
Group

SW

Immediately

Informatics ASAP

We advised the team that this HR
is being looked into.

ASPA

This will be ordered through
procurement

Informatics ASAP

This is a problem caused by
the location of HPH and
informatics is aware of it.

Informatics

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

4/12/17

Service

Shrewsbury Ward, Oxleas House

Attendees

James Kellock, Iain Dimond and Dr
Anthony Akenzua

Brief description of service

“Shrewsbury ward is an adult acute ward, 20 bedded male only ward. The primary function of the
ward is to provide supportive and individualised care for those patients who require assessment, and
or, treatment of an acute episode of mental illness, within a hospital setting.
The acute wards adopt a multi-disciplinary approach to individualised care. We uphold a patient
centred philosophy of care which states that every person has intrinsic worth and value, and is
deserving of respect and dignity. We aim to use our skills as practitioners to engage with service
users and their families in individualised care based on honest, open discussions, and by sharing
information.
Inpatient care will be provided in the context of a wider social system, and will focus on recovery and
social inclusion. Care will be based upon competency, teamwork and efficient use of resources. A
non judgemental approach is expected of all staff working on the unit.”

Overview of visit

(The external hand sanitiser was empty [reported to staff]).
We began by meeting the Ward manager, Consultant (in post for four months only) and middle grade
doctor. The new visual board was shown – this has been in use for only a week but already is helping
staff not miss key information e.g. lack of housing benefit.
The ward has a much improved interface with the Greenwich community MHT: while it can take
patients from Bexley and Bromley it is trickier for them to attend. Current patients have been on the
ward for anything from one to 208 days.
There are vacancies; two qualified nurses (expected to be filled in the New Year) and two unqualified
HCAs (the money in the meantime is being spent on a level 4). Some of the practical difficulties in
recruiting were demonstrated by the recent recruitment of a ward clerk who went off sick on the first
day and then resigned after three months on sick leave.
We discussed SIs and in particular a L5 incident. This had been completely unanticipated by staff and
the death of the patient had left staff shocked.

The ward is working on “Purposeful admission”. We discussed training; PMVA training completion is
low but this will be completed in January. It is not difficult to release staff for training but there can
be problems e.g. completion of Basic Life Support Training is low because it is said there are few slots.
On looking round the ward some furniture appears to needs replacing.
We then met with a few other staff – the psychologist, two nurses and a secretary. We were told the
ward is “brilliant” with staff very much a team but the lack of opportunities for progression was
questioned although apprenticeships were welcomed. The lack of enough time to talk to patients
was criticised and one staff member said “we give the impression of detaining patients when we are
not”. The community meetings every weekday were praised as was the OT.
Staffing was described as fairly stable but the level of staffing was singled out by one member who
asked if it could be improved as if they were on nights they would have to be with an agency nurse.
A member of staff said they were “so happy” to be on Shrewsbury where the staff and manager are
“very supportive”. The move to single sex accommodation was welcomed.
Finally we met two patients who wanted to see us. Both were full of praise for the staff on the ward
and comments included “brilliant staff”, “Dr Fox [consultant] is awesome [in a good way]”, “the
service has been amazing”, “ I have no suggestions – it’s working fine”, “staff don’t stop” and “I know
I can ask”.

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

Issues raised

To review the need for new furniture

Action
ID

Non-Executive Directors’ Board visits
Date of visit

Tuesday 12th
December

Service and Location

Willow Dene School, Swingate
Lane, Plumstead SE18 2JD

Attendees

Seyi Clement
Ben Travis
Lesley French
Stephen Whitmore

Brief description of service
SERVICE OVERVIEW

Integrated therapies
We provide an Integrated Special schools service (ISS) to co-ordinate the framework of delivery for the
three disciplines of SLT, OT and PT across the three Special Schools in Greenwich (Willow Dene,
Oakmere and Charlton). Music therapy is not included, as it is funded differently and separately from
the other therapies, they do not technically come under the Umbrella of the ISSS, however in
recognition of the fact that the ISSS model would not function holistically, if we were to separate the
service out. We are building the new model with Music therapy as integral partners, with no distinction,
apart from the funding and reporting structures.
The vision of the service is to improve and enhance the opportunities for joint working to meet the
needs of our children and families in a more cohesive, transparent and effective way.
We are completing an initial piece of work scoping the areas in which our separate teams already have a
common purpose, for example the children that are on all of our caseloads. At the same time we will be
identifying where we are widely different and could make changes to ensure that our practice is more
streamlined and easy to navigate.
We are in the process of sharing caseload data and the team will be holding its first Integrated Special
schools meeting at Willow Dene on the 14th December to draw up their work plan for the remainder of
the academic year.
STAFFING.
Speech and Language Therapy
The Speech and Language Therapy Team (SaLT) at Willow Dene is commissioned from Oxleas for 2.1
WTE hours. Willow Dene also commissions 0.1 WTE hours from Oxleas to support special projects
such as the AAC and SCERTS Clinic.
The team consists of one band 7 lead speech and language therapist, two band 6 therapists and a
band 4 speech and language therapy assistant. The team work collaboratively under the integrated
special schools team to provide service delivery under the care aims model. SaLT at Willow Dene
reaches students and teachers at a universal and targeted level, through our whole school and classbased interventions, and specific students on our specialist caseload who require more specific input
such as an assessment or block of therapy.
Physiotherapy
The Physiotherapy service at Willow Dene has a staffing compliment of 2.3 WTE staff. 1.7 WTE is core
provision and 0.5 is commissioned by the school in addition.

Under the umbrella of the Integrated Special schools service (ISSS) Physiotherapy delivers intervention
across the breadth of the school through Universal and Targeted projects, alongside the specialist
interventions at a direct level with children.
The service addresses physical needs that are above the level that the bespoke curriculum at Willlow
Dene can provide. This typically means that the core service is focused, although not exclusively, on
those children with complex neurological motor disorders who are reliant on equipment and adult
support to access school and the world around them. Postural care and orthopaedic review is therefore
a key intervention to ensure that our students are safe, comfortable and engaged for participation in
activity, whilst protecting their body shape in the best way possible.
The session allocation for the service ensures that there is continuous provision throughout the school
week, as well as in the school holidays to meet the specific physical health needs of children at home
and ensure continuity of care.
In partnership with the school, we have a commitment to enable our students to be as active as possible
and the school commission an additional service level agreement contract with physiotherapy to work
specifically on Targeted projects to support school staff in delivering direct initiatives as part of the
curriculum (Trycycle, powered mobility use, promotion of Head control). The role also encompasses a
research focus enabling us to collect and interpret evaluation data for on-going development and
innovation.
Occupational therapy (OT)
The Occupational therapy service at Willow Dene has a staffing compliment of 1.4 WTE staff. 1.0WTE is
allocated for the core caseload and 0.4WTE is an additional contract commissioned by school to meet
the needs of children with specific sensory needs.
Occupational therapy assesses children in respect of their activities of daily living and aim to promote
functional independence in all areas of the child’s life. As such, OTs focus on hand function and in
particular at Willow Dene School will run hand splint clinics to improve comfort, maintain range of
movement and increase functional ability. Due to the nature of our student’s needs the OT team have
a specialist area of expertise in assessing and prescribing for seating needs. Being able to sit
comfortably and access a position for learning is the primary activity daily of living need for a child in an
educational setting. OTs work together with specialist equipment companies and the PT team to ensure
seating assessments and provision of equipment are of most benefit to the child.
Music Therapy
The Music Therapy Service at Willow Dene school is commissioned from Oxleas for 5 days/week. This is
the largest Music Therapy Service of which we are aware, within any special school within the UK. We
provide clinical work across all sites, including a full morning for Toucan class. There are 3 therapists
carrying out clinical work, on an individual, small and large group basis. In addition to the commissioned
clinical service, which is the longest standing in all of the contracts covered by Oxleas Music Therapy
Service, we have also been commissioned to carry out an evaluation project on the work within Toucan
class. A member of the Oxleas Music Therapy service is carrying out the data analysis. Another member
of the Willow Dene Service has also just started a project on Transitions, which is also supported by
Willow Dene.
School Nursing
The school nursing team at Willow Dene School provides support to all the classes from nursery through
to the secondary school Oakmere site. The nursing team support class staff to meet the medical needs
of children throughout the school day. The nursing team will also review children in the school if they
become unwell during the school day, or class staffs have any concerns.
The nursing team provides competency based training for the school staff to be able to undertake

routine clinical care such as suctioning, medication administration and seizure management.
The nursing team is comprised of 3 nursery nurses and 2 paediatric nurses.

Finance and Human Resources
Greenwich Integrated Therapies
A new £2.7m contract with Royal Borough of Greenwich commenced 1.4.17, initially for a 3 year period,
funding the Speech & Language, Physio & OT services. The service also contracts with schools.
Staff establishment: there is an establishment of 65.83 staff with an average of 8.64 vacancies April –
November 2017.
Budget variance: the staff budget is £149k underspent & the non-pay budget £99k underspent April –
November 2017. We are, however, expecting costs to rise during the term of the contract.
Music Therapy
Staff establishment: there is an establishment of 8.25 staff for the whole service and an average of
10.18 staff have been employed each month April – November 2017.
Budget variance: the staff budget is £75k overspent & the non-pay budget £3k underspent April –
November 2017. Income received is also £14k ahead of target. Net overspend £58k.
School Nursing
The Greenwich School Nursing Team is funded within the £8.4m Royal Borough of Greenwich 0-19
contract that commenced 1.9.16 initially for 3.5 years. The service also contracts with schools across the
3 boroughs.
Staff establishment: there is an establishment of 26.34 staff for the whole service with an average of
0.32 vacancies April – November 2017.
Budget variance: the staff budget is £26k underspent & the non-pay budget £5k underspent April –
November 2017. We are, however, expecting costs to rise during the term of the contract.

Outstanding actions from the last Board visit
Nil

Overview of visit

We met with the ISSS team and the School Nurses. We were given two presentations and two case
studies, which demonstrated the range of service provided and the complexity of the presentations of
some of the service user. Sitting in the meeting was the head of Willow Dene which demonstrates a
high level of joint working between the teaching staff and the Oxleas staff. The Head was very
complimentary of the collaboration with Oxleas and the Oxleas staff confirm that they would not have
been able to provide the level of services without the buy-in from the teaching staff who take
responsibility for medication and feeding under our tutelage. We had a work round and visited some of
the service users. It was obvious that the teaching staff held our staff in high regard. The staff were
complimentary of the accommodation provided at Willow Dene, with the therapists housed directly
opposite the nurses. We are mindful of the fact that the funding arrangement for the service would be
deemed by some as generous and if the squeeze on public funding continues, there may be pressure to
makes from savings from this service. The school is also highly sought after and there is pressure to
expand to cater for this need. If the LA were to give into the demand, it could put pressure on the staff.
The same could occur if due to pressure on the teaching staff, they are not able to assist with
medication and feeding, which they currently do without much input from us, save as to training and

monitoring.

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

Issues raised

Access to RIO and telephony at the
Oakmere site

Action

The Team will raise this will
Informatics

By who By when
The Team
manager

My Care Plan not usable. The team
I understand that Informatics
SC
advised that the way they are
is aware of this, but I promised
structured makes it impossible for them to raise it with AF
to use My CarePlan and they use a
myriad of bespoke care plans.

Immediately
Immediately

Non-Executive Directors’ board visits
Date of visit

21 December
2017

Service

Bexley Tissue Viability Nursing Team
181 Goldie Leigh

Steve James
Jane Wells
Derek Tracy
Apologies
Alison Furzer
Tom Brown

Attendees

Brief description of service

Provide specialist tissue viability advice to Bexley GP registered residents for complex wounds,
pressure ulcers and leg ulcers. This includes clinics - 4 full day clinics (3 days at oval clinic which is a
good venue for accessibility and parking for patients), home visits, advising and helping practice
nurses, hospice nurses and our teams at QMS. They are attached to DN forums for pressure ulcer
management support and provide home visits. Vicky coordinates the Pressure Ulcer panel and
reporting with really good reporting systems and a panel that is open and learning environment.

Overview of visit

We met nurses Anne, Vicky and Hazel. They consider themselves to be a great team with great
leadership which was very evident. They shared problem solving and have created a good working
environment. They like being co-located with Greenwich TVNs.
They are passionate about wound care and approach this through a “see and refer back” service,
unless the wounds are very complex. This is usually effective but they still struggle with some GPs
refusing to take back their patients and they gave an example of a patient with chronic leg ulcers
who is able to get to her practice and they have had escalate this to their service manager.
Hazel is providing training to Woodlands and Holbrook units. She also receives a few referrals from
the Bracton. Hazel provides advice when needed on bank to prisons.
They are anxious about the impending new lymphoedema service and are concerned about the
commissioning process. Although they expect x2 band 6 nurses to provide the lymphoedema service
they will need specialist training which is not available locally although they are exploring getting
some bespoke training provided for them. They recognise that they will need to keep patients
motivated to comply with treatment and then long term lymphoedema hosiery which opens up
opportunities to engage with psychologists to support this potentially.
Messages the board
Would like recognition that team working well and all they are achieving, especially
acknowledgement of the amount of work that goes into the pressure ulcers and wound care.
Actions will be entered on to Board visits action tracker which will be reviewed at Board every six months

Issues raised

Raise quality alerts about GPs refusing to provide
care.
Include healthcare psychologists in treatment
plan
Parking - need council to provide permits to
display in cars. District nurses have these but
TVN have not been allocated one. They need
because they heavy VAC machines and dressings
and it restricts visiting times to patients.
Speed up and clarify safeguarding discussions
about PUs within social care to enable them to
understand that these are not safeguarding.
Would like to know about the plans to replace
manager AB. LP covering in bank.

Action
Derek
Derek

Derek
Jane
Derek

Non-Executive Directors’ board visits
Date of visit

21 December
2017

Service

Bexley Care
Continence nursing team

Steve James
Jane Wells
Derek Tracy
Apologies:
Tom Brown
Alison Furzer

Brief description of service

Attendees

Provide continence specialist service to patients registered with Bexley GPs. The service is nonurgent and operates Monday – Friday 9.00am – 5.00pm. This includes assessments and provision of
continence advice, products and pads. There are 2000 people in receipt of continence products
prescribed on clinical need. Referrals are from self-referrals and professionals. They receive about
100 new referrals a month including for palliative care, hospital discharges, bladder and bowel
assessments. New referrals wait 4-6 weeks but they always see people is they feel there is a greater
need more quickly including hospital discharges within 72 hours and prostatectomy at next clinic
slot. There is good urology service provision locally so they often have referrals for complex care
needs.

Overview of visit

We met continence nurses Julie and Chloe who were very passionate about continence and felt that
they had rewarding and satisfy roles. They described that they had been a joint team with
Greenwich which has now split, although they are still co-located. This has impacted them in terms
of changes to leadership and they now have no band 7 team leader, the retirement of the band 7
now means they are managed and supervised by the tissue viability nurse team leader in room next
door. The split to boroughs has made their work feel more isolated to Bexley. The team is very small
and consists of X2 band 6 nurses and X2 band 5 nurses a(X1 band 5 currently vacant) and a band 3
administrator. There is a band 2 post out to advert. They are very proud of their work and that they
have presented this to CCG CQRG commissioners recently. They also spent many hours recently
speaking individually to 1000 patients affected by products discontinued by national supply chain.
There are alternatives available but some patients have not had alternative products provided by the
Supply chain. They would prefer an alternative supplier and acknowledge that most of the products
they prescribe are low cost high volume provision.
Message to board
Don’t forget about us – they feel like a small, hardworking team but don’t get noticed for their hard
work.
Actions will be entered on to Board visits action tracker which will be reviewed at Board every six months

Issues raised

Pension agency contact and streamline
Access to training for continence courses
Feedback from safeguarding referrals - escalate
to service managers and associate directors if no
feedback received.

Action
Meera
Tom
Tom

Board of Directors
11 January 2018

Item
Enclosure

13
11

Report Title
Author
Accountable
Director
Confidentiality/
FOI status

Business Committee Update (19th December 2017 meeting)
Jo Stimpson / Jazz Thind

Report Summary

Integrated Dashboard
The Committee noted the performance indicators as at November 17.
The stabilisation of the Trust’s financial position has resulted in the
NHSI ‘Finance and use of Resource Score’ remaining at a 2.

Jazz Thind, Director of Finance
N/A

Bids and Tenders
The Committee noted updates on the following bids & tenders:
 Kent Prisons Offender Health Lot 1 (£6.7m pa) –
Unsuccessful bid
 Kent Prisons Offender Health Lot 2 (£0.9m pa) –
Successful defensive bid
 SLP CAMHS NMoC Wave 2 (£20m pa) – Went live on 1st
October 2017
 SLP Forensic CAMHS (£0.7m pa) – Bid submission January
2018
Financial Update
At Month 8 the Trust’s underlying position was a deficit of £1.4m,
£1.1m 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). Inmonth (before STF and Profit on Asset sales) the Trust delivered a
surplus of £183k driven mainly by the year to date recognition of the
latest risk share arrangements across health and social care. The
position continues to provide for the CQUIN risk reserve; this remains
an unplanned cost pressure and continues to impact on the Trust’s
ability to deliver its control total. Services have been encouraged to be
less risk averse and more ambitious with reductions in spend with
savings plans remaining an area of focus. The Greenwich Borough
presented its detailed financial update.
The Committee noted that all the Trusts acute wards have been
requested to hold a bed for s136 patients. This is on the back of the

latest changes to the MH act and to provide capacity should it be
required.
November was the second consecutive month when the Trust saw the
agency and locum spend being below the agency cap. NHSI has given
an early indication that the agency caps for 2018-19 are likely to be
lower than the levels set for 17/18.
The Committee noted the sale of White Gables, sold at auction on the
14th December 17.
Debt levels are higher than would be preferred. KCH has continued to
make payments as per previous agreements; with a repayment plan
being put in place with DGT. Debt remains a key area of focus with
senior management intervening when necessary.
STF Incentive Scheme
The Committee reviewed the letter regarding 2017-18 STF incentive
scheme. NHSI is looking to fully utilise this funding and wants to refrain
from holding any central contingency. The current position relies on a
number of mitigations and to push harder for an increase in cash was
not deemed appropriate. The Committee agreed with the Executive’s
recommendation to not look to over achieve against the Trust control
total to receive additional STF.
Winter Pressure Funding
The Trust successfully secured £0.4m (90%) in relation to the winter
pressure funding bids. This was a positive and was the first time the
centre had allocated resources specifically to MH.
Business Planning
The Committee noted the process the Executive will following in
refreshing the 2018-19 operational plan. Governance reviews have
been schedules but may need to be flexed once Technical Guidance has
been issued.
QI Business Case
The Committee reviewed the Trust’s Qi business case. The Committee
requested an updated version to be presented at the January 2018
meeting of the Trust Board.
Purpose
(tick one box
Information
only)
Recommendation The Trust Board:-

Approval 

To note 

Decision

•
•

Link to strategic
objectives
Link to Board
Assurance
Framework

Implications
Quality
Financial
Equality analysis
Service
user/carer/staff

Quality

notes the update and
approves the Committees recommendation to not sign up to the
STF Incentive Scheme.

Workforce

Sustainability 

Partnerships

1217 – Usage of agency staff
1606 – Reliance on ELFT beds
1177 – Non achievement of savings plans
1451 – Prosecution under the Health and Safety at Work Act
1613 – General Data Protection Regulations (GDPR)
1216 – Reduction in value of commissioned contracts

The financial implications are outlined in the report

Finance Report for 8 months to 30th November 2017
Board of Directors Meeting
11th January 2018

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 of £0.1m; sustainability and transformation funding (STF) of £1.5m; profit on disposal of asset £1.5m

Year to Date

For the month ended 30th November 2017 (excluding STF and profit on asset disposal) the Trust reported a ‘underlying deficit’ of £1.4m, £1.1m behind
the deficit plan of £0.3m. This variance is further worsened by £0.8m in relation to non receipt of STF which is directly linked to the achievement of the
financial plan. 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 is driven by the following:
Income: £1.4m ahead of plan YTD
The in-month income position was ahead of plan by £0.8m due largely to the recognition of the risk shares associated with Bexley Care (£0.3m) and over
performance in in-patient beds (£0.2m) and pass through funding from Greenwich CCG for the mobilisation of the clinical assessment Unit (£0.1m); and greater
than planned non contracted activity and overseas patients (£0.1m).
Pay: £1.8m overspend YTD
The Trust reported an in-month pay overspend of £0.4m. This is due to :- funding reductions associated with Greenwich CCG QIPPs (£0.1m); costs incurred at
the clinical assessment unit (£0.1m) offset by income; and the overspend related to the underlying run rate of spend (£0.2m). The latter is the net of increased
pay costs of substantive and bank staff offset by a reduction in agency usage. November is the second month whereby the Trust has managed to hold costs
below the NHSI agency target.
Non-pay: £0.5m overspend YTD
The in-month movement amounted to an overspend of £0.3m. Of this, £0.25m relates to the use of private beds over and above those commissioned from
ELFT. There are varying risk share agreements in place with commissioners, and in month 8, £0.2m of the overspend was recharged back to Commissioners.
CRE underachievement accounted for £0.1m of the in-month variance. 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 also 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

The forecast outturn position has been refreshed and on the basis of this latest analysis the Trust would continue to plan to meet its control total. The recovery
plan actions and mitigations are challenging but deemed to be achievable should the revised assumptions upon which they are based remain constant. All
mitigations have been risk assessed and deviations continue to be monitored and investigated to understand the impact on the year end position. (See
Appendix 1 for Directorate level position). The re-forecast takes account of changes associated with underlying and non-recurrent improvements and
deteriorations.
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. It is intended that all properties will be sold by auction unconditionally with a completion date of
approximately 4 weeks after the auction date. Early indications suggest that the planned profit value of £1.5m should be achievable
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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 its 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 nonrecurrent measures will be needed to mitigate any additional unplanned delays.

NHSI Metric

The improvement in the Trusts I&E position has resulted in the calculation of the NHSI ‘Finance and Use of Resources Metric’ score remaining a 2. This
metric forms part of the ‘Single Oversight Framework’ (SOF) which has been live since 1st October 2016 and is one of the 5 themes that underpins the
‘Segmentation’ assigned to the Trust. The SOF has been updated and this metric will be disaggregated into 2 scores. The ‘Finance’ score will be based on the
metrics already in place. The ‘Use of Resources’ Assessment’ will be used to improve understanding of how effectively and efficiently trusts are using their
resources (including finances, workforce, estates and facilities, technology and procurement) to provide high quality, efficient and sustainable care for
patients.

Cash

Total cash and short term investments was £54m at the end of November, this is ahead of plan (£46.2m).

Capital
programme

The Trust’s original capital plan for 17/18 was £22.4m, latest estimates show that the Trust is likely to undershoot this by £8.4m.
Actual spend to the end of November was £7.9m against a revised YTD plan of £7.7m (102%). Monthly NHSI returns reflect the lower forecast full year
spend of £14.1m.
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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.

•

The SOF has been updated and this metric will be disaggregated into 2 scores. The ‘Finance’ score will be based on the metrics already in
place. The ‘Use of Resources’ Assessment’ will be used to improve understanding of how effectively and efficiently trusts are using their
resources (including finances, workforce, estates and facilities, technology and procurement) to provide high quality, efficient and sustainable
care for patients.
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Statement of Comprehensive Income

YTD: For the month ended 30th November 2017 (excluding – STF and profit on
asset disposals) the Trust reported a ‘underlying deficit’ of £1.4m, £1.1m behind the
deficit plan of £0.3m. This variance is further worsened by £0.8m in relation to S&T
Funding which is directly linked to the achievement of the financial plan.
Agency Cap: The Trust continues to breach the agency cap target. Current YTD
performance is 9% above the assigned threshold (target of £8.9m, actual cost
£9.6m). This is the second month that the Trust has not breached the monthly
threshold.
Medical Locums – NHSI has set a target of reducing year on year spend on
medical locums by £150m nationally in 2017/18. The Trust has been assigned a
annual target reduction of £0.6m. Current YTD spend of £2.5m means we are
£0.5m above the assigned threshold of £2.0m. Making reductions in spend remains
a challenge.

•

Income: £1.4m ahead of plan. The following income streams
are key contributors to the over-performance YTD: Bexley
Care risk shares; overseas patient income, 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: £1.8m 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. Actual costs are showing a slow down in
spend.

•

Non-pay Expenditure: £0.4m 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
30/11/2017

As at
31/03/17

Movement

152.8
0.1
0.0

147.8
0.1
0.3

5.0
0.0
-0.3

152.9

148.2

4.7

0.3
49.2
11.7
24.0
18.3

0.3
18.4
17.1
24.0
21.3

0.0
30.9
-5.4
0.0
-3.0

Current assets

103.6

81.1

22.5

Creditors (<1yr)
Provisions (<1yr)

-75.5
-4.2

-46.5
-4.3

-29.0
0.1

-79.7

-50.9

-28.9

-9.4
-1.6

-9.7
-1.7

0.3
0.1

Non-current liabilities

-11.1

-11.5

0.4

Net assets

165.7

166.9

-1.2

112.1
47.8
4.4
1.4

112.1
47.8
5.6
1.4

0.0
0.0
-1.2
0.0

165.7

166.9

-1.2

£m
Land, Buildings & equipment
Intangible assets
Trade & other receivables (>1yr)
Non-current assets
Stocks
Trade & other receivables (<1yr)
QMH redevelopment
Working capital
Unallocated cash

Current liabilities
Creditors (>1yr)
Provisions (>1yr)

Public Dividend Capital
Revaluation Reserve
Income & Expenditure Reserve
Other reserves
Total taxpayers' equity

Debt summary
• Total debt stands at £12.5m, a net increase of £0.8m from October 2017.
• Debt >90 days decreased by £0.5m to £3.8m and relates to payments from Bexley CCG (17/18 CQUIN) and
NHSE (LLP Swaleside contract).
• Areas of focus: Greenwich CCG: The main area of focus remains the 16/17 outstanding debt (£0.6m). Discussions
continue with the CCG with regards to this and the current gap in the 17/18 contract value. CEO and
FD are due to meet the MD and CFO on the 18th December.
 KCH: Total debt £1.8m of which £0.02m was paid in December. Finance continue to focus on ensuring
KCH adhere to their payment plan.
 NHSE: Total debt £0.4m which is expected to be paid shortly.
 DGT: Total debt £1.9m. DGT is experiencing cash flow issues due to non payment of invoices from
KCH. DGT to make payment of £0.25m in December with a payment plan currently being negotiated
for the remaining amount.
 RBG: Total debt £2.2m of this £2.1m was paid in December. £0.02m 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. The CYP Service Director is now
involved in the discussion. 1:1s charges net of inflationary uplift (£0.03m) have now been agreed.
 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. We continue to pursue this through the NHSPS complaints procedure.
 Bridges Healthcare Services £0.25m (QMH drugs and Foxbury rent). Proof of debt was submitted in
September following commencement of liquidation proceedings in August. A 2nd opinion has suggested
the best way forward would be to obtain counsel’s opinion as there is case law precedence regarding
personal liability.
•

 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 November 90% of invoices by volume and 87% 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, the latest update shows that the estimated underspend has increased by a further £2.4m to £8.4m.
NHSI do not set monitoring targets against capital spend but performance against plan is taken into account in the national consolidated position. The monthly
reporting to NHSI will reflect this position. A formal re-forecast may be requested at a future date.
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. All 3 properties will be going to auction in mid-December and early indications suggest that the planned
profit value should be achieved. 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: Work continues to close out defects, and we are still awaiting the final account for the contract. This is anticipated within the next month.
Phase 2: Work is continuing to mitigate the GMP which currently stands at £2m greater than the planned spend of £13.6m. T
The additional cost is driven by inflation and inclusion of additional services. This specifically requires an options appraisal with regards to A block,
broadly considering the following:
•
•
•

Do minimum – leaving remainder of services in existing locations
Retain A block extension – complete redevelopment for remainder of services, demolish derelict A block
Meet original business case, including the relocation of the Oxleas clinic suite

Finally, feasibility studies are being undertaken to review the impact of increasing theatre refurbishment from 2 to 5, as a result of increased DGT activity.
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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. Risk 1565 has been updated to
reflect the latest position.
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Appendix 1 - Operational Performance
 Children & Y.P. Services: £31k underspend YTD
Income is £236k behind plan due mainly to the lower than expected NCA activity and the deferral of CAMHs transformation
funding (offset by an underspend in cost). Pay and non-pay are underspent YTD., there is on-going pressure associated with
agency staff supporting children in Bexley specialist continuing care packages , £126k of additional funding has been secured
and will help to put in place a substantive workforce. Achieving CRE plans continues to present a challenge to the service
(£442k YTD); this is being mitigated, however, by non-recurrent underspends.
 Forensics: £98k underspend YTD
Income is ahead of plan mainly due to increase in overseas patients (10 patients). Pay reported a net overspend of £55k in
month, £27k YTD. The pay position is largely due to cover for increased patient acuity/observation and vacancies. Non-pay
overspend is largely due to catering provision on the acute wards. A options paper is being developed to review future
arrangements.
 South London Partnership: £32k under spend YTD
SLFP continues repatriate patients over and above plan and is on track to delivering the assigned QIPP
 Prisons: £5k overspend YTD
Income is ahead of plan mainly due to: NRT smoking cessation funding and agreed recharge to NHSE for Thameside increased
reception. Pay reported a net underspend of £142k YTD and is largely due to vacancies. Non-pay overspend of £582k YTD is
largely due to drugs and escort and bed watches. The service continues to pursue NHSE for a contribution where the care is
associated with unavoidable specialist/exceptional circumstances/diagnosis.
 Adult LD: £127k underspend YTD
£7k overspend in month and £127k underspend YTD. The in-month variance is due to a reduction in income following the
discharged of two patients at Atlas House. Pay underspend has reduced in recent months due to increase in nurse bank and
agency usage particularly on Atlas House. Additionally since August medical agency has been used to cover a higher trainee
doctor vacancy, this is likely to continue beyond this financial year.
 Greenwich: £1,585k overspend YTD
Greenwich is reporting an in month overspend of £190k, £1,585k YTD. The in month position is largely due to the reduction in
funding for agreed QIPP plans with the Commissioner. Pay continues to overspend; particularly in nursing and medical locums.
Medical agency is being used to cover a total of 8 vacancies. Non-pay was overspent primarily due to the wheelchair service. A
paper if being written to Greenwich CCG setting out the financial position and sustainability of this service.
 Bexley: £928k overspend YTD
The directorate is reporting an in-month favourable position largely due to the recognition of the Bexley Care risk shares. The
directorate continues to report a downward trend in pay spend, mainly due to improved recruitment and absence reduction.
Non-pay overspend is driven by the following: UEAs £133k YTD net of risk share, pressure relieving equipment £259k and
unachieved CREs £458k, partially offset by an overachievement of MSK & Holbrook income. The actions agreed in relation to
District Nursing activity are being implemented and pressure relieving equipment (previously rented) has now been purchased
outright with Bexley LA to account for all costs going forward.
 Bromley: £523k overspend YTD
The borough reported £173k overspend in month and £523k overspend YTD. Acute inpatient demand exceeded the monthly
commissioned capacity leading to a £70k inter-borough recharge and £80k cost of private placements. Pay spend was £77k
overspent primarily due to a realignment of YTD medical agency expenditure. YTD NCA income exceeds plan however in month
was £8k below plan.
 HQ Services: £333k underspend YTD
The YTD position is driven by underspend in the following departments: Estate & facilities (vacancies); Informatics (reduction in
agency staff); 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
£819k of STF. STF rules do however provide an opportunity to recover this retrospectively 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 £7.4m. 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 £1.6m. 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 Movements
Allied Health Professionals - the reduction in spend relates to over assessment of agency staff within Bexley Speech & Language and
Greenwich Malnutrition teams.

Agency Taskforce
As at March 17 the threshold for Tier 3 ‘Agency Value’ has been reduced from £100k to £50k and remains in place for monitoring. 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.
team.
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Infrastructure Committee Minutes (Meeting 19th December 2017)
Alison Furzer Director of Informatics
Rachel Evans Director of Estates
N/A

Capital Plan
The YTD spend stands at £7.9m against a revised plan of £7.7m. The trust
forecast outturn is £8.4m behind plan against the original NHSI plan of £22.4M.
NHSI do take note of the variation from plan but there are no implications at
present.
Property Disposals
White Gables was sold at auction on the 14th December for £1.4m. 2 further
properties are planned to be taken to auction in February 2018. Disposals form
part of the Trust operational plan and support the delivery of the Control Total
for both 17/18 and 18/19.
IT Update
The Committee received an update on IT projects including General Data
Protection Regulations that come into force in May 2018, virtual meetings, cyber
security, the use of email with patients and ifox developments.
QMH
The committee received an update on the Queen Marys Project. Phase 2 of the
project has been delayed due to on-going negotiations continuing to reduce the
GMP which is higher than envisaged. The main drivers are the increased space
requirements from providers, inflationary uplift and DGT’s requirement for 5
theatres compared to the original plan of 2 theatres. An options appraisal
exercise in relation to A Block is underway. The revenue costs of the site
currently exceed plan and a number of actions are underway to mitigate against
these.
TOPP
An update was provided on the current activities of the Oxleas Property
Partnership (TOPP). Overviews of proposals being considered by TOPP are to be

brought to future IC meetings and site visits to be arranged for Committee
members when relevant
Risk Register
The Committee risk register will be presented at the next meeting of Audit and
Risk Assurance Committee in March. All risks will be reviewed and refreshed to
reflect the current position.
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Quality

To Note

√

Decison

Workforce

Sustainability √

The report links to risks on the BAF on GDPR implementation.

Financial implications are discussed in the report.

Partnerships √

Board of Directors
11 January 2018

Item
Enclosure

15
13

Report Title
Author
Accountable Director
Confidentiality/
FOI status

Council of Governors update
Sally Bryden, Associate Director of Corporate Affairs
Andy Trotter, Chair
Public

Report Summary

Since the last board meeting, the Council of Governors have met. At their
meeting, they agreed the following actions:
•

The appointment of a new external auditor. The Council of Governors
approved the appointment of Grant Thornton LLP as our External
Audit provider with effect from 1 July 2018.

•

The process for re—appointment and appointment of non executive
directors during 2018.

•

The process for governors to agree a quality indicator to be audited as
part of the 2017/18 Quality Accounts.

•

To take a proposal to re-structure the Council of Governors to our
membership. The proposal is to re-align governors to our new
directorates and reduce the number of governors from 42 to 37. The
proposed structure is:

Service User/Carer governors:
Bromley adult (adult and older people mental health) – 2 governors
Bexley adult (adult community and adult and older people mental health) – 2
governors
Greenwich adult (adult community and adult and older people mental
health) – 2 governors
Children – 2 governors
Learning Disability - 1 governor
Forensic and Prison – 1 governor
Carer – 1 governor
Public:
Bexley – 3 governors
Bromley - 3 governors
Greenwich - 3 governors
Rest of England – 1 governor

7 staff governors
Bromley adult – 1 governor
Bexley adult – 1 governor
Greenwich adult – 1 governor
Children – 1 governor
Learning Disability - 1 governor
Forensic and Prison – 1 governor
Corporate and partnership organisations – 1 governor
Appointed governors
Local authority – 3 governors
Partnership – 6 governors
For the re-structure to take place, the proposal will need to be voted on by
our membership at a Members’ Meeting. This will take place during 2018.
The December Council of Governors’ meeting was observed by governors
and non executive directors from Southern Health NHS Foundation Trust.

Governor visits to services
18 January 2018 – visit to HMP Belmarsh planned
Purpose
(To select purpose,
click on relevant
choice for drop
down box)
Recommendation
Link to strategic
objectives (click on
relevant choice for
drop down box)

Information

To Note

Approval

Decison

√

The Board is asked to note the update.

Quality √

Workforce √

Sustainability √

Partnerships √

Link to Board
Assurance
Framework

There are no direct links to the BAF

Implications

The implications of the proposal to re-structure the Council of Governors
are:
Governors will be more aligned to borough directorates which will help to

Quality

Financial
Equality analysis
Service
user/carer/staff

understand services and represent member views.
The reduction in governor numbers will save money through holding fewer
election processes.
By creating a forensic and prison service user/carer category, representation
will be improved.
By creating a forensic and prison service user/carer category, representation
will be improved.

