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The Board agrees the minutes as a true record of the meeting.

Quality

N/A

Workforce

Sustainability

Partnerships

123rd Meeting of the Board of Directors
Thursday 11 January 2018 - Maple Room, Pinewood House
Board of Directors
Andy Trotter
Steve James
James Kellock
Jo Stimpson
Stephen Dilworth
Seyi Clement
Ben Travis
Helen Smith
Ify Okocha
Jane Wells
Jazz Thind

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

In attendance
Meera Nair
Michael Witney
Sally Bryden
Rhoda Iranloye
Susan Owen

Director of Workforce and QI (with effect from 16/01/2018)
Director of Therapies
Trust Secretary and Associate Director Corporate Affairs
Associate Director, Quality and Governance
Risk Manager (Minutes)

Members of the Council of Governors in attendance
Frazer Rendell
Public: Bromley
Joe Hopkins
Service user/carer: Adult Community Health
Action
1

Apologies for absence and declarations of interest
• Yemisi Gibbons, Non-executive Director
Conflicts of interest
None declared.

Noted

2

Minutes of last meeting
Page 3: Amend to read that SC’s comment related to the Infrastructure Committee, not the Quality
Committee.
Page 3: Amend sentence on Board Appointments to read that “there will be at least one and up to
three NED appointments in the coming year.”
Page 3: With regard to decrease in bank and agency use, state the timescale for this.
Page 5: Amend sentence on clozapine to read that “Clozapine causes considerable side effects and its
use requires regular monitoring.”
Page 15: Regarding tax, use the same wording as for item 17.
Pending these amendments, the minutes of the meeting on 7 December 2017 were approved as an
accurate record.

Approved

3

Matters arising
Page 4: HS said that the Bracton Team have put in place an action plan to respond to the feedback
from the Quality Network review. SC asked if there was any similarity between this report and 2016.
This feedback will be brought to the next meeting.
Page 8: It was noted that JT will be the Board lead for the Infrastructure Committee.

Noted

AT - Will the continued use of ELFT beds would lead to scrutiny from NHSI?
HS - Our work on developing acute pathways is the mitigation for keeping UEAs under control. We are
seeking clarity on how out of area placements are defined.
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Action
BT – We have raised the need for clarity, particularly when trusts work across multiple boroughs, with
NHSI.
JS – The timescale for completing the lone working safe systems of work is March 2018. We had hoped
to resolve this by December 2017.
BT – The timescale for the audit was originally set as March 2018. We undertook this work in three
stages. Firstly, teams were asked to confirm their current arrangements. The working group then
identified three options. The final stage was for all teams to adopt one of these options. The majority
of teams have now selected which option they will use. This has been discussed at every Executive
Team for the last three months and we are focused on this.
JS – This is taking a long time and raises concerns that the health and safety culture is not where it
needs to be.
HS – The gaps relate to a just three teams. Staff do have a focus on health and safety and are very
aware of the risks of lone working, and how to manage them. This process is formalising our approach.
SJ – Have the three teams been given a deadline?
BT – This is being followed up.
SJ – This puts the Board in a difficult position if there are three teams who have yet to adopt a system.
HS – The directorate senior management team is very clear on what needs to be done.
BT – We are confident teams will be solid on this when it is re-audited.
SD – Having good systems in place is important as there may be risks associated with an individual
patient of which we are not aware.
BT – We will renew our oversight from the Executive Team on the three teams that have yet to adopt a
system.

BT

2017-11/#1

4

Board Assurance Framework
The Board Assurance Framework was noted.

Noted

5

Chief Executive update
BT said that it was encouraging that the position at the end of 2017 was very positive. We achieved a
rating of ‘good’ from the CQC, have made much progress with integrated care, improvements in
vacancy rates, and managed our finances.
Winter pressures
We received £400k funding to support this. We have used this to support changes to the acute mental
health pathway, increased OPMH support at Orpington Hospital, the Crisis Café, s136 suites, 24/7 rapid
assessment in A&E and enhanced crisis line. This is non-recurrent, so we will need to make a case to
the CCGs.
Bed pressures
Over the Christmas period, there was unprecedented pressure on beds. We continue to be focused on
this and have tight management processes in place. JW said that there was a significant impact on
intermediate care and staff were very resilient. HS said that we flexed the admission criteria so as to
support the acute trusts. BT said that going forward, Board oversight on this will be through the
Performance and Quality Assurance Committee.
JS – Do we understand the root cause of the increase in demand?
HS – This is partly the changing age profile and the increasing complexity.

Noted

Staff survey
We have received the draft results of the staff survey. The results are in line with similar trusts. There
were 15 out of 88 questions where we were significantly better, 15 where we were worse and 58 that
were average. This will be discussed in detail at the Workforce Committee.
JS – It would be useful to understand how this varies by teams.
BT – The data can be cut in several ways and this will be part of our analysis.
SC – How does it compare with last year?
BT – The results are not as good. We are in line with other trusts.
SC – Can we find out the underlying cause?
BT – We will undertake careful analysis of the data.
HSE prosecution
We have received notice that the HSE has charged the trust with breaches of the Health and Safety at
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Work Act 1974 in relation to the Bracton Centre incident of July 2016. These are 1) The patient risk
assessment was not recorded on RiO; 2) Knives were kept on the unit and there was no same system of
work for this; 3) Blind spots on the unit; 4) Search processes in relation to the fire. On 19 February
2018, the trust will need to enter a plea and submit evidence. A working group has been set up and
this will include discussions with our legal team. The group will recommend how we proceed. The
Director of Forensic and Prisons Services has met with the victims so there are aware of the
prosecution.
JK – The Board does not meet before 19 February 2018. Can the Board delegate this decision to the
working group?
SB – We can hold an extra-ordinary meeting to enable the Board to make this decision.
AT – BT and JK can take a recommendation to the Board.
SC – Is our legal team part of the group?
BT – We are working closely with lawyers and they will be involved. We undertook research and
instructed Kennedys as the have a good track record on this type of case.
Other questions
SC – What is the position with SLAM and use of their s136 suite for children?
BT – Discussions are on-going. SLAM need to understand the implications.
SC – Who is responsible when our patients are transferred to acute trusts?
JW – It is the acute trust as they become their patient when admitted to their facilities.
6

Integrated Dashboard
Noted
It is encouraging to see a continued improvement in bank and agency spend (items 47 and 48) and also
that the trustwide vacancy rate is 11.2% (item 30).
Vacancies
The position in Bromley and Forensic and Prisons Services is improving. A workshop on recruitment
processes has identified ways of reducing the time to recruit rate and this will go live later this month.
We are making good progress with our NHSI improvement plan.
Section 58 – consent to treat
There was one case in Bromley where the doctor undertook the assessment but the arrangements
were not followed through. This has been addressed with the individual and it was an isolated case.
Finances
The position has stabilised. We are now below the agency cap, but we need to consider on how we can
move forward on this in the new year as the cap is likely to be further reduced by NHSI.
SJ – Do we lose money on the contract due to the vacancy rate in prison services?
BT – There is no impact on the contract.
JT – Contingency arrangements are built in.
AT – s132 appears to be going down.
IO – It is a challenge to achieve this on short term sections. Our efforts have been on making sure the
system is in place.
JK – Do we need to review the content of the Dashboard?
BT – We will consider whether we should have a trust wide dashboard and a smaller number of
directorate specific indicators.

7

Operational Performance Report
Children and Young People
In specialist services, a number of business cases have been submitted in response to the growth in
demand. For universal services, additional clinic and appointment venues have been found for the
Bromley 0-4 service and reporting structures are in place to collect data. In CAMHS, we are increasing
the behaviour therapy service and do not anticipate problems with recruiting to posts.
ALD
Atlas House received a positive AIMS report. ALD services continue to apply the national mortality
standards for learning disability to their reviews of deaths and 16 reviewers have been trained.
Forensic and Prisons
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. We have received notice of two regulatory requirements following the HMIP/CQC
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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. 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'.
Bexley Care
District nursing activity is reducing and the CCG has put more appropriate arrangements in place. Bed
management continues to be an area of concern. The Crisis Café will open at the end of the month.
The primary care-based multidisciplinary meetings pilot will be going live in January and lessons learnt
will be reviewed before cascading the pilot across the remaining localities.
Bromley
There is a new single point of access to voluntary support in Bromley from a consortium of third sector
organisations. The Clinical Director has reviewed the directorate quality structure and two service user
representatives have joined the Quality Improvement group. The Mental Health Act visit to Scadbury
Ward showed improvement on the previous visit. 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
There is significant pressure on GICU, but there is strong leadership from the team manager. The
directorate has a focus on achieving financial savings. 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.
SD – Who was awarded the Isle of Sheppey contract and what are the plans for HMP Rochester?
HS – This was awarded to IC24. Plans to close HMP Rochester have been put on hold.
SC – Do we know why we did not win the contract?
BT – There were financial constraints which limited the range of services we could offer.
JK – Are there options as to how we use our estate, in relation to clinic venues?
JT – We can pick this up at the Infrastructure Committee.
SC – What are the opening hours of the Crisis Café?
HS – This will be open evenings and weekends. During the day, patients can access day services.
SD – How will we collect data on usage?
HS – We will monitor the number of people attending. We also need to be sure we can attract the
right patients so we can monitor the impact on the acute pathway.
JS – How will the café be accessed?
HS – Teams will identify patients at risk of crisis and advise them of the café as an option.
8

Quality Committee report
Noted
The Committee received a positive report from the ALD directorate. This highlighted the property costs
of Atlas House, which will need to be reviewed if we are to market this as an assessment and treatment
centre for south London. JT said that we can have conversations on the costing methodology. The
Committee noted the commendable decrease in the prescribing of high dose and combined antipsychotics. The Committee heard that the CQC have been asking for information about the sites from
which children’s services are delivered; this may be an indication they are preparing for an inspection.
Uptake of the care planning audit is improving and managers can access results for their own team.
SD – Is it possible to have a visual link for the crisis line, rather than just telephone?
HS – From next week, we will be offering face to face intervention. We are exploring technological
solutions. Skype is not secure, so we would need to use WebEx. This is dependent on the patient
having access to the same software.

9

PB incident inquiry report
Noted
PB was a 62 year old, single retired man, admitted as an informal patient to Maryon Ward in the early
hours of Saturday morning 26 August 2017 at the start of the bank holiday weekend. On Thursday 31
August 2017, five 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 arranged previously. PB did
not return to the ward. Ward staff circulated his description to the police. PB’s family found him
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Action
deceased at his home in Eltham on Saturday 2 September 2017. It was reported by the family that he
had hanged himself and that he had died on Friday 1 September 2017.
The inquiry was supported by a consultant psychiatrist from SLAM and the panel met with ward staff.
The panel found that the incident was not predictable or preventable. Nine recommendations were
made.
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.
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.
3. Formal risk assessment recording should be completed in RiO according to the policy guidelines.
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.
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.
6. The panel strongly recommend that staff be reminded to complete contemporaneous notes and
validate these consistent with our Oxleas Clinical Records policy.
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.
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.
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.
JS – This was a very thorough investigation. It was a difficult case for staff and we need to be sure they
are supported. The context of this happening over a bank holiday is interesting. PB was not given a
plan of what he could expect from being on a ward.
MW – Staff did all they could. The incident was not predictable or preventable.
SJ – Were there enough people on the ward to manage demand? Is recommendation 1 achievable? It
is important that patients are informed of what to expect.
HS – The establishment on the ward was 5-3-3, which compares well with other wards. There are
lessons to be learned about the management of leave as it is not appropriate for the unit manager,
modern matron and consultant to be on leave at the same time. We have communicated to DSNs that
they have the authority to insist that staff move to other wards where the demand is the greatest. The
primary nurse role is a key one and all wards should be able to achieve this.
AT – The management of leave could have been better planned.
HS – We need to review having access to psychology on bank holidays.
IO – The ward manager and the consultant should not have been on leave at the same time.
HS – We will issue guidance on the management of leave.
JK – The honesty of staff was commendable. We must be mindful of staffing numbers.
MW –Staffing numbers were low only for a short time and this was addressed quickly.
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SJ – This is not an uncommon occurrence. We need to be honest with ourselves if staffing is
appropriate for demand.
JW – We will soon be commencing our annual safe staffing review. We need different staff, to do
different things at different points in the day. This is a challenge and we are aware of this.
BT – We have undertaken a number of staff staffing reviews. We need to consider how we staff the
establishments and that we can consistently deliver these.
SD – This resonates with an inquiry in progress.
JT – Team managers are aware that they can request extra resources. They need to take responsibility
for making this decision.
MW – We are looking to re-model how occupational therapists work, so there is access at weekends
and bank holidays.
SC – It would be useful to receive a thematic analysis of learning from level 5 incidents.

JW

2018-01/#1

10

Update on Serious Incident Investigation action plans
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. All actions have been completed
with the exception of an audit of the information sharing and an audit to establish extent of the
number of families with frequent change of address. These are underway.
AT
AT was found deceased in a cell in December 2016. All actions have been achieved with the exception
of a memorandum of understanding with the MOJ, review of policies to ensure they meet the needs of
prison services and a review of consultant medical staffing and on-call medical arrangements out of
hours. These are all on track.
JS – AT was found hanged in a safer cell. This may be an issue in the inquest.
JK – The post-mortem results are not always available for the inquiry. Can this be included in the
update when they are available?
JW – We can do this, but toxicology results and the inquest can take several months.

Noted

11

Workforce Committee report
The Committee reviewed the re-validation report for medical staff. It was noted that the revalidation
process is valued by staff.
SD – Was there are plan to ask KPMG to audit this?
JT – This has been deferred to 2018/19.
IO – NHSE gave positive feedback on our approach.

Noted

12

NED report – Board visits
JK – Greenwich MSK: The team leader had good ideas for income generation and these could link to
our QI programme. Shrewsbury Ward: A positive visit and a strong team leader.
SC – Highpoint House: Staff are pleased with the new environment. There are some ICT issues
regarding logging in to telephones and RiO access for trainees. Willowdene School: The team raised
concerns that ‘My Care Plan’ was not useable as they use a range of bespoke care plans.
SJ – Bexley Tissue Viability Team: The team are passionate about their work but felt they are not
acknowledged. Relationships with GPs can be a challenge. The team had ideas about how to use
psychology to understand reasons for non-compliance with treatment. Bexley Continence Team: The
team felt that the move to a borough structure was not in their interests as they have lost access to a
Band 7 senior nurse.
SD – Bromley Women’s Service: This is a committed service and unique in Oxleas. The team are aware
they need to do more on collecting outcome data. Norman Ward: Staff were positive about the 12hour shift. Some concerns about a ligature point were raised and this will be followed up with the
Estates Directorate. Mental Health Liaison Team, DTT and crisis team: There were concerns about
management of patient expectations, and the lack of a dedicated assessment area. The DTT said they
felt isolated from Oxleas.

Noted

13

Business Committee report
The Committee noted an update on bids and tenders. We were successful in our defensive tender for

Noted
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HMP Maidstone and HMP East Sutton Park, but unsuccessful in our bid for healthcare services in the
Sheppey cluster. At Month 8 the Trust’s underlying position was a deficit of £1.4m, £1.1m behind plan.
We are awaiting an update from NHSE on the position with the CQUIN risk reserve and will challenge if
there is not a consistent approach across trusts. With regard to debts, KCH has continued to make
payments as per previous agreements. A repayment plan being put in place with DGT. The Committee
reviewed NHSI 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. This will be discussed at the Business Committee in February 2018 and the reported to
the March 2018 Board. The Committee noted the process the Executive will following in refreshing the
2018-19 operational plan. Governance reviews have been scheduled but may need to be updated once
Technical Guidance has been issued.
14

Infrastructure Committee report
White Gables was sold at auction on 14 December 2017. A further two 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 2017/18 and 2018/19. The committee received an update on the
Queen Mary’s Project. Phase 2 of the project has been delayed due to on-going negotiations
continuing to reduce the GMP which is higher than envisaged. JT said that we are reviewing the
operating model and we may need to have discussions with providers with regard to them bearing
some of the costs of the developments.

Noted

15

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

Noted

16

Any other business
Noted
It was noted that SARD have been nominated for an award. The Board discussed the recent HSJ article
on ‘locked rehabilitation’ units. HS said that they are confident on the trusts provision. SD asked about
the process for supporting staff following the recent incident on Shrewsbury Ward. JW said that the
directorate is providing support. JS asked that the Board are sighted on such incidents.

17

Questions from the public
None raised.

Noted
Next meeting of the Board of Directors
Thursday 1 March 2018 at 10.30 am
Maple Room, Pinewood House
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Jargon buster
This jargon buster is a glossary of acronyms and abbreviations.
It is intended that we will update this on a regular basis but we will also agree standards to reduce jargon usage.
If you feel there are more that should be included on the list please email sally.bryden@oxleas.nhs.uk
ACS – Adult Community
Services

CEG – Clinical
Effectiveness Group

ECR – Electronic Care
Records

ACCT – Assessment, Care
in Custody, Teamwork

CHIS – Child Health
Information Services

ECT – Electro Convulsive
Therapy

ADHD – Attention Deficit
Hyperactivity Disorder

CIP – Cost Improvement
Programme

EIP – Early Intervention in
Psychosis

AfC – Agenda for Change

CLDT – Community
Learning Disability Team

ELFT - East London NHS
Foundation Trust

COP – Court of Protection

ESR – Electronic Staff
Records

AGS – Annual Governance
Statement
AHP – Allied Health
Professional

CPA – Care Programme
Approach

ALBs – Arms Lengths
Bodies

CPN – Community
Psychiatric Nurse

ALD – Adult Learning
Disabilities

CRE – Cash Releasing
Efficiency

AMH – Adult Mental
Health

CRHTT – Crisis and Home
Treatment Team

AMHP – Approved Mental
Health Professional

CYP – Children and Young
People’s Service

AMM – Annual Members
Meeting

CQC – Care Quality
Commission

ASD – Autistic Spectrum
Disorder

CQUIN – Commissioning
for quality and innovation

ASW – Approved Social
Worker

CTT – Consent to
Treatment

CAMHS – Child and
Adolescent Mental Health
Services

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

CAS – Central Alerts
System
CASH – Contraception and
Sexual Health
CAT - Central Access Team

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

DBS – Disclosure and
Barring Service

HJIPs – Health and Justice
Indicators of Performance

DH – Department of
Health

HMRC – HM Revenue and
Customs

DN – District Nurse

CBT – Cognitive
Behavioural Therapy

DNA – Did Not Attend

CCG – Clinical
Commissioning Group

DOLS – Deprivation of
Liberty Safeguards

CD – Controlled Drugs

DPA – Data Protection Act

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

LSCB – Local Safeguarding
Children Board

NMC – Nursing and
Midwifery Council

LTC – Long Term
Condition

NOMS – National
Offender Management
Service

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

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

PFI – Private Finance
Initiative

SLAM – South London and
Maudsley NHS Trust

PICU – Psychiatric
Intensive Care Unit

SLR – Service Line
Reporting

PLACE – Patient-led
Assessments of the Care
Environment

SPC – Single Point of
Contact

POMH – Prescribing
Observatory for Mental
Health

OOHs – Out of Hours

PRUH – Princess Royal
University Hospital

MEWS – Modified Early
Warning Score Tool

OPD – Outpatients
Department

QEH – Queen Elizabeth
Hospital

MH – Mental Health

OPG – Office of the Public
Guardian

QMS/QMH – Queen
Mary’s Hospital Sidcup

OPM – Office for Public
Management

QSIP – Quality and Safety
Improvement Plan

OPMH – Older Peoples’
Mental Health

RAG – Red/Amber/Green

MDT – Multidisciplinary
team

MHA – Mental Health Act
MH MDS – Mental Health
Minimum Dataset
MHRA – Medicines
Healthcare and products
Regulatory Agency
MHRN – Mental Health
Research Network
MOJ – Ministry of Justice
MSK – Musculo-skeletal
Services
NAC – Nursing Advisory
Committee
NCC – National
Consortium of Colleges
NEDs – Non-executive
Directors
NHSE – NHS England
NHSI – NHS Improvement
NHSR – NHS Resolution

(previously known as NHS
Litigation Authority or NHSLA)

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

RC – Responsible Clinician

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

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

PQQ - Pre Qualification
Questionnaire

RiO – Oxleas electronic
patient record system

PALS - Patient Advice and
Liaison Service

RM – Risk Management

PEG – Patient Experience
Group

RMN – Registered Mental
Nurse

PD – Personality Disorder

RMO – Responsible
Medical Officer

PDP – Personal
Development Plan

RTT – referral to
treatment time

PDR– Personal
Development Review

SAP – Single Assessment
Process

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

SCG – Specialist
Commissioning group

PEAT – Patient
Environment Action Team

SEP – Strategic Estates
Partnership

SDS – Service
Development Strategy
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SN – School Nurse
SI – Serious Incident
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
1 March 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
Number

Minutes
reference

Action raised
(Board date)

Item

Action details

Action for

Bring forward to

Report under

Jane Wells

03/05/2018

Quality update

Comments

External thematic review of homicide incidents being undertaken plus wider review of incident
inquiry process and reports. Outcomes of these will be reported to the Board.

1

2018-01/#2
2017-10/#2

01/01/2018
05/10/2018

PB report
Quality Report

For the Board to receive a thematic analysis of Level 5
incidents
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

2

2018-01/#1

01/01/2018

PB report

Guidance on the management of leave to be issued to teams

Helen Smith/Ify
Okocha

01/03/2018

Matters arising

This has been discussed at the January Service Directors' meeting and a process agreed.
Communication of this is in progress.

3

2017-12/#5

07/12/2017

Any other busines

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

Sally Bryden

01/03/2018

Matters arising

SB and MN reviewing 27 February 2018

4

2017-12/#4

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

5

2017-12/#3

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 and further details will be shared with Board members.

6

2017-12/#2

07/12/2017

Operational report

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

Helen Smith/Ify
Okocha

01/03/2018

Matters arising

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.

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.
Feb 2018: SC invited by KS, service director, to meet team and talk through report and
previous results/recommendations.

7

2017-11/#2

02/11/2017

Board Assurance
Framework

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

Helen Smith/Ify
Okocha

01/03/2018

Matters arising

Developments will be discussed by the Executive and Board sub-committees and HS will
update the Board in March 2018.
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.

8

2017-11/#1

04/05/2017

Audit and Risk
Assurance
Committee

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

Rachel Evans

01/03/2018

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. Executive Team to continue the focus on this.
March 2018: BT will update in his report

9

10

2017-09/#4

2017-06/#4

07/09/2017

08/06/2017

RP report

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

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

Jane Wells

05/04/2018

01/03/2018

Quality

Integrated
Dashboard

Not due until April 2018
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
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Board Actions Tracker 2017 - progress on matters arising from last meeting and ongoing matters from previous meetings
Number

11

Minutes
reference

N/A

Action raised
(Board date)

04/05/2017

Item

Integrated
Dashboard

Action details

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.

Action for

Bring forward to

Michael Witney/Helen
01/03/2018
Smith

Page 2 of 2

Report under

Comments

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: Executive reviewed progress in February 18 and agreed next steps to take forward in
line with productivity programme. This will return to the Executive in May 18.

Board Actions Tracker 2017 - closed items 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/#1

07/12/2017

3

2017-11/#3

4

2017-10/#1

Number

Action for

Bring forward to Report under

Action closed

Comments

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

11/01/2018

Matters arising

11/01/2018

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

Board Governance
Structures

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

Sally Bryden

11/01/2018

Matters arising

11/01/2018

02/11/2017

Matter arising

For the Board to receive the Quality Improvement
Business Case

Ify Okocha

11/01/2018

Quality Report

11/01/2018

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 - approved by the Board of Directors

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

11/01/2018

Presented to December Board

Completed Dec 2017

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.

5

2017-09/#1

07/09/2017

Operational report

Pan-London S136 suite rationalisation - continue to
update the Board on the progress with this work.

Helen Smith/Ify
Okocha

07/12/2017

Matters arising

11/01/2018

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.

6

2017-06/#7

08/06/2017

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

Action plan updates to be brought to Board in six months Jane Wells

11/01/2018

Inquiry updates

11/01/2018

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

7

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.

8

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
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Board Actions Tracker 2017 - closed items from previous meetings
Number

9

Minutes
reference

Action raised
(Board date)

Item

Action details

Action for

Bring forward to Report under

Action closed

Comments

2017-09/#2

07/09/2017

Integrated
Dashboard

To circulate details of the incidents reported in June.

Jane Wells

05/10/2017

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

10

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)

11

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

06/07/2017

NED visits

Feedback on the success of the Bromley CAMHS taskforce Helen Smith

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

Ify Okocha

07/09/2017

Jane Wells

12

13

2017-06/#3

2017-07/#2

Simon Hart

Matters arising

May 2017: Paper discussed at July Workforce Committee

June 2017: Overview will be shared with Board at September meeting.
Jane Wells

07/09/2017

Quality Report

07/09/2017
Sept 2017: Overview of incident reported to the September meeting

Operational
report

07/09/2017

Feedback in Operational Report in September board papers

Matters arising

07/09/2017

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

07/09/2017

Matters arising

07/09/2017

This was circulated to NEDs on 15/8/2017

07/09/2017

14

2017-07/#3

06/07/2017

Integrated
Dashboard

15

2017-07/#4

06/07/2017

Quality report

To provide a key to the severity descriptors for incidents

07/09/2017

Matters arising

07/09/2017

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

07/09/2017

Matters arising

07/09/2017

These were circulated

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.

16

2017-07/#5

06/07/2017

NE report

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

17

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

18

2017-07/#7

06/07/2017

Business
Committee

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

Jazz Thind and Ify
07/09/2017
Okocha
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Matters arising

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

19

N/A

04/05/2017

Integrated
Dashboard

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

Ben Travis and Ify
05/10/2017
Ockocha

Quality Report

07/09/2017

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

20

N/A

04/05/2017

Operational report

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

Ify Okocha

07/09/2017

Operational
report

07/09/2017

A paper was presented to the September Board meeting.

06/07/2017

Board Actions
tracker

06/07/2017

RI gave an update to the Board at the July meeting

21

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

22

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

23

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

24

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

25

2017-06/#5

08/06/2017

Quality Report

Mortality report - circulate the recent report to board
members

Sally Bryden

26

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.

27

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.

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 real-time
quality within services

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

28

2017-06/#9

08/06/2017

Board visits

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

29

N/A

04/05/2017

Business
Committee

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

30

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.

31

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

32

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

33

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.

34

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

35

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

36

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

37

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

38

N/A

04/05/2017

Matters arising

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

Jane Wells

08/06/2017

Quality Report

31/05/2017

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

04/05/2017

Chief Executive
update

Staff survey action plan and further feedback on staff
engagement

39

N/A

Simon Hart

08/06/2017
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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
1 March 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 20 February 2018. There
have been no changes 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 of Directors 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 20 February 2018
Board Agenda ID
item

Strategic
objective

Description

Item 3 Matters
arising

Quality

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

1270

Responsible
Committee

Board Subcommittee

Controls in place

Existing assurances

Gaps in controls and assurances

Consequence
(current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Workforce
Committee

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

Health and Safety Risk Assessment
Compliance Register

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)

Likely (4)

12

High

1. RiO training for clinicians

"1. Internal audit of data quality

Validation not in place for all Board metrics.

Major (4)

Possible (3)

12

High

2. Business office management of data capture within
directorates

2. Trust Information Assurance
Framework (on ifox)

Major (4)

Likely (4)

16

Significant

Moderate (3)

Possible (3)

9

Moderate

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.

Item 6 Integrated
Dashboard

1220

Quality

Rio data entered late and inaccurate data
Clinical Data
submissions. Data entered late could lead to Governance Group
poor performance data 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

Performance
and Quality
Assurance
Committee

3. Integrated Performance Report
tracks where metrics have been
checked for accuracy including
4. A structured metric build enforces data quality checks completeness.
during testing.
4. The metrics being submitted to
5. Data quality issues are flagged and discussed at CDG MHSDS include validated metrics that
have been reported on the IBR.
meetings.
3. Ifox enables clinicians to view missing data near real
time

6. Validation is performed for key metrics routinely and 5. Testing documentation
in line with IBR reporting timetables.
6. Validation tasks performed by
directorates are recorded and visible on
the validation report
7. CDG papers
Item 6 Integrated
Dashboard
and Item 7 Operational
Performance
Report

1606

Sustainability

The trust continues to rely on ELFT beds and
Trust Business
private beds due to demand on in-patient
Committee
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
Agreement on steps to be taken to reduce
reported to Board, Business Committee reliance on ELFT and private beds, including
and Executive Team
enhancing crisis care, Crisis Café and
considering whether it is necessary to open
an additional ward in Oxleas

Item 8 Performance
and Quality
Assurance

1210

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.

Performance
and Quality
Assurance
Committee

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

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

Board Agenda ID
item

Strategic
objective

Description

Item 10 Workforce
Report

Board Subcommittee

Controls in place

Existing assurances

Gaps in controls and assurances

Workforce,
Sustainability

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

Workforce
Committee

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

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

Quality,
Workforce

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

Recruitment and
Retention
Committee

Workforce
Committee

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

Item 11 1613
Infrastructure
Committee
report

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

Item 12 Business
Committee
report

Workforce,
Sustainability

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. Agency
spend at Prisons is of particular concern given
the difficulty in recruiting substantive staff due
to locality and challenging nature of services.

Item 10 Workforce
Report

1502

1213

1217

Responsible
Committee

Consequence
(current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Major (4)

Possible (3)

12

High

Moderate (3)

Likely (4)

12

High

A gap analysis has been completed and an action plan is Data breaches are reported on Datix as Ensuring that we have processes in place for
being developed by the Information Governance Group incidents and learning shared with
how we seek, obtain and record consent for
to ensure that the trust has processes in place to ensure teams as appropriate
the processing of personal data
compliance
Ensuring that we have processes for
managing data breaches and reporting to the
ICO

Major (4)

Possible (3)

12

High

Business
Committee

All managers are tasked with reviewing all agency staff
working in their areas as a matter of priority, and the
correct process for booking and authorising agency staff
has been re-enforced. Monitor guidance is being
adhered to and SLAs continue to be reviewed in order to
ensure agreements tie up with rate cap with defined
expectations on accountability and compliance. Ongoing monitoring of usage of off-framework agencies
and 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.

Workforce report and associated
All actions in place and monitored through
measures (absence, turnover, vacancy, existing assurance processes
bank and agency)
Monitoring of usage of e-rostering
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

Major (4)

Possible (3)

12

High

Business
Committee

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

Reports to Board and Business
Savings plans identified but not all will be
Committee
fully delivered at start of financial year
Monthly/quarterly finance meeting
with service and corporate directoartes
Monitor Risk Rating an indicator of
financial risk

Major (4)

Likely (4)

16

Significant

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'.

Item 12 Business
Committee
report

1177

Sustainability

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

Financial recovery regime in place for all directorates
RAG rated 'red'.
Monthly finance reports shared
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•Focus on making first year of employment
supportive, nurturing and fulfilling experience
•Support managers to get the best out of and
develop individual staff
•Make people feel valued by an organisation
that prioritises quality of care

Oxleas not seen as an employer of
community health service staff

Board Agenda ID
item

Strategic
objective

Description

Item 12 Business
Committee
report

1216

Partnership,
Sustainability

Part II

1451

Part II

1452

Responsible
Committee

Board Subcommittee

Controls in place

Existing assurances

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)

Regular reporting of financial position Commissioning intentions beyond 16/17
to Exec, Business Committee and Board
Strong current financial position
NHSI Risk Rating

Sustainability

Oxleas has been charged with four offences
Trust Business
under the Health and Safety at Work Act 1974 Committee
under sections 2 & 3 (applicable to employees
and non-employees), following the incident at
the Bracton Centre on 17 July 2016. This legal
action will have a negative impact on the
reputation of the trust which may affect
patient and staff confidence in the trust and is
expected to result in financial penalties

Business
Committee

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

Quality

The HSE investigation into the incident at the Health and Safety
Bracton Centre found that our environmental 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

Gaps in controls and assurances

Consequence
(current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Major (4)

Likely (4)

16

Significant

This will be mitigated by continuing to cooperate 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.

Major (4)

Certain (5)

20

Significant

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

Critical (5)

Unlikely (2)

10

High

Board of Directors
1 March 2018
Report Title
Author

Item

6

Enclosure

4

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

Safe Staffing levels
Vacancies
Roster Score %
S132 Compliance
Normalised surplus YTD

Information

To Note

Approval

Decison

√

The board are asked to note

Quality √

Workforce

Sustainability √

Partnerships √

Service
user/carer/staff

Integrated Performance Report(IPR) - Jan 18
S.No

Committee

Reported

Origin

1

Monthly

NHSI

2

N/A

CQC

S.No

Committee

Reported

Origin

3

Quality

Monthly

DH

4

Quality

Monthly

5

Quality

6
7

S.No

Info
Assurance

08 Aug 2016

Info
Assurance

Metric
View from our regulators
Code

Target

Exec
Lead

10766

NHS Improvement - Segment

Board

10348

CQC Rating

Board

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

Target

Exec
Lead

Q1
17/18

Trend

Q2
17/18
2

Q1
17/18

2

2

Trend

Q2
17/18

Oct-17

Oct-17

Nov-17
2

Nov-17

Dec-17
2

Dec-17

Jan-18
2

Jan-18

04 Jul 2016

10341

4 Must Dos - Treated with dignity and respect

>90%

IO

99.1%

99.5%

99.1%

98.9%

98.8%

98.5%

Trust

29 Mar 2017

10798

Friends/relatives involved in care and treatment

>90%

IO

97.7%

95.3%

93.0%

93.1%

93.3%

94.8%

Monthly

Trust

04 Jul 2016

10338

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

>90%

IO

97.2%

97.4%

97.4%

97.4%

97.9%

97.3%

Quality

Monthly

Trust

04 Jul 2016

10339

FFT - % recommended

>90%

IO

94.4%

89.9%

91.8%

92.5%

91.7%

93.1%

Quality

Monthly

Trust

04 Jul 2016

10340

Friends and Family Test (FFT) - % not recommended

<10%

IO

1.9%

2.3%

1.5%

2.0%

2.7%

2.2%

Target

Exec
Lead

Committee

Reported

Origin

Info
Assurance

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

Q1
17/18

Trend

Q2
17/18

Oct-17

Nov-17

Dec-17

Jan-18

8

Quality

Monthly

Trust

24 Aug 2016

10528

Number of Complaints Received

IO

23

25

20

16

28

24

9

Quality

Monthly

Trust

24 Aug 2016

10529

Number of Compliments Received

IO

62

90

73

108

148

100

10

Quality

Quarterly NHSE

10768

Delayed Transfers of Care

<7.5%

HS

4.9%

5.3%

7.3%

6.3%

4.4%

6.3%

11

Quality

Monthly

NHSI

11106

Maximum 6-week wait for diagnostic procedures (Audiology)

>99%

HS

12

Quality

Monthly

Trust

04 Jul 2016

10335

4 Must Dos - Enough information about care and treatment

>90%

IO

97.8%

98.2%

98.2%

97.9%

97.4%

98.1%

13

Quality

Monthly

Trust

04 Jul 2016

10336

4 Must Dos - Involved in decisions about care and treatment

>90%

IO

97.7%

97.3%

97.9%

97.5%

97.2%

96.2%

14

Quality

Monthly

Trust

01 Aug 2016

10026

Referral to treatment for Allied Health Professionals (AHP)

>95%

HS

97.6%

98.4%

98.3%

97.9%

97.6%

96.4%

15

Quality

Monthly

Trust

01 Aug 2016

10024

Referral to treatment for Psychological Therapies (PT)

>95%

HS

84.4%

87.4%

89.1%

88.1%

84.2%

86.6%

16

Quality

Quarterly NHSI

12 Jul 2016

10248

Referral to treatment for incomplete care pathways

>92%

HS

92.2%

97.2%

96.2%

96.0%

95.1%

95.5%

Reported

Info
Assurance

Target

Exec
Lead

S.No

Committee

Origin

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

100.0%

Q1
17/18

Trend

Q2
17/18

Oct-17

Nov-17

Dec-17

Jan-18

Comments - Jan 18
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).

Comments - Jan 18

Comments - Jan 18

This metric appears on the SOF and has been added to the
IBR for January 2018 data.

A Qi initiative is ongoing, a paper on progress and results of
the project will be presented to the Board in March 2018

Comments - Jan 18

17

Quality

Quarterly NHSI

13 May 2016

10314

CPA 7 Day follow up (Discharge from Inpatient setting)

>95%

HS

95.2%

100.0%

97.4%

100.0%

98.5%

98.5%

18

Quality

Monthly

Trust

16 Jun 2016

10342

Adult Acute Bed occupancy (excluding leave)

<100%

HS

97.0%

96.8%

96.1%

96.5%

95.4%

94.4%

19

Quality

Monthly

Trust

25 Jul 2016

10463

OPMH Acute Bed occupancy (excluding leave)

<100%

HS

91.7%

96.0%

94.8%

93.4%

94.1%

89.9%

20

Quality

Monthly

Trust

13 Jun 2016

10343

Adult Community Intermediate Care Bed Occupancy

85-95%

HS

95.8%

91.9%

82.9%

89.2%

93.1%

96.6%

21

Quality

Monthly

Trust

26 Oct 2017

10869

Crisis Home Treatment Team Gatekeeping - Oct 2017 onwards

98.8%

100.0%

98.5%

99.3%

RAG: Green: >95%; Amber: >85%<95%; Red: <85%.
Greenwich 54/54; Bexley 43/43; Bromley 39/40. Trust:
136/137 (99.3%)

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

96.0%

96.4%

93.0%

88.8%

95.2%

92.8%

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

23

Quality

Monthly

Trust

20 Oct 2016

10512

48-Hour Post-Discharge Follow-up

>100%

IO

80.6%

96.4%

96.5%

96.7%

96.7%

95.7%

Validated: Bex 11/11, Bromley 12/13, Greenwich 21/22:
Trust - 44/46 (95.7%)

24

Quality

Monthly

Trust

01 Jul 2016

10355

No of incidents (1-3)

N/A

JW

960

864

959

904

906

1,090

25

Quality

Monthly

Trust

11 Jul 2016

10356

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

N/A

JW

10

9

5

2

5

8

26

Quality

Monthly

Trust

04 Jul 2016

10447

Incidents of Grade 3 and 4 Pressure Ulcers

N/A

JW

8

13

6

10

17

6

27

Quality

Monthly

DH

04 Jul 2016

10351

Safe staffing levels- Registered (Actual against planned)

>100%

JW

95.6%

92.5%

95.8%

97.8%

96.1%

94.9%

28

Quality

Monthly

DH

04 Jul 2016

10352

Safe staffing levels- Unregistered (Actual against planned)

>100%

JW

114.9%

109.2%

106.2%

109.1%

118.1%

119.9%

29

Quality

Monthly

Trust

08 Aug 2016

10448

Medication errors

N/A

IO

67

52

66

56

64

68

30

Workforce &
Development

Monthly

Trust

23 May 2016

10334

Vacancy Rate

<14%

MN

12.1%

12.9%

11.8%

11.2%

11%

11.1%

Report Run Date: 23 Feb 2018 12:06 PM

HS

Bexley: 14/14, Bromley: 25/26, Greenwich: 26/26. Trust:
65/66 = 98.5%

Please see exception report.

S.No

Committee

Reported

Origin

31

Workforce &
Development

Monthly

Trust

32

Quality

Monthly

33

Quality

Monthly

S.No

Committee

Reported

Info
Assurance

Exec
Lead

<14%

MN

21.1%

19.8%

16.6%

16.2%

16.1%

19%

Nov-17

Dec-17

Jan-18

10852

Vacancies - Exceptions Bromley

MN

18.5%

16.9%

14.9%

11.7%

11.3%

10.5%

Trust

10913

Vacancies - Exceptions Forensics

MN

9.8%

20.7%

19.6%

18.5%

17.3%

16.3%

Info
Assurance

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

Target

Quarterly NHSI

10915

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

>50%

35

Quality

Quarterly NHSI

10916

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

>50%

36

Quality

Monthly

10645

% Estimated Date of Discharge (inpatient adult community services)
entered within 24 hours

>90%

37

Quality

Monthly

10836

Roster Score %

>90%

38

Quality

Monthly

Trust

25 May 2016

10323

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

>100%

39

Quality

Monthly

Trust

25 May 2016

10325

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

40

Quality

Quarterly NHSI

09 Aug 2016

10324

41

Quality

Monthly

Trust

15 Aug 2016

42

Quality

Monthly

Trust

43

Quality

Monthly

Trust

Reported

Oct-17

Trust

Quality

Committee

Q2
17/18

Vacancies - Exceptions Prisons

34

S.No

Q1
17/18

Trend

Target

10445

Origin

01 Jun 2016

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

Trust

Origin

Exec
Lead

Q1
17/18

Q2
17/18

Oct-17

Nov-17

Dec-17

Jan-18

RAG: <=14 Green; 14-17 Amber; >17 Red. Please see
exception report.

Comments - Jan 18

50.0%

75.0%

60.0%

33.3%

66.7%

RAG: Green >= 50; Red < 50. (6/9).

50.0%

80.0%

91.7%

84.6%

54.5%

RAG: Green >= 50; Red < 50. (6/11).

90.7%

91.9%

96.5%

96.2%

90.0%

93.7%

76.9%

82.0%

85.4%

80.6%

83.1%

53.9%

Please see exception report.

IO

95.5%

95.8%

94.3%

91.1%

95.9%

89.1%

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

>100%

IO

93.3%

100.0%

100.0%

87.5%

100.0%

100.0%

Data Completeness: Mental Health Identifiers

>97%

HS

99.5%

99.5%

99.5%

99.5%

99.5%

99.5%

10322

MH CPA Service user reviews after 6 months

>95%

HS

94.5%

96.6%

97.3%

95.5%

95.2%

94.8%

15 Aug 2016

10102

CPA formal review within 12 mths

>95%

HS

99.5%

99.8%

99.9%

99.9%

99.8%

99.9%

05 Jul 2016

10359

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

>95%

HS

95.0%

98.0%

97.0%

97.0%

98.0%

97.0%

Target

Exec
Lead

29 Mar 2017

Info
Assurance

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

50.0%

Trend

Comments - Jan 18

HS

Q1
17/18

Q2
17/18

Trend

Oct-17

Nov-17

Dec-17

Jan-18

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

Comments - Jan 18

44

Workforce &
Development

Monthly

Trust

19 Aug 2016

10353

Staff Personal Development Review (PDR) Completeness

>80%

MN

87%

88%

89%

90%

91%

90%

45

Workforce &
Development

Monthly

Trust

19 Aug 2016

10354

Supervision Completeness

>80%

MN

75%

82%

77%

81%

75%

80%

46

Workforce &
Development

Monthly

Trust

23 May 2016

10333

Sickness Rate

<4%

MN

4.2%

3.9%

4.6%

4.5%

4.6%

5.3%

>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%

MN

7.6%

7.6%

7.3%

8.0%

7.7%

6.7%

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%

MN

9.0%

9.7%

7.0%

6.6%

7.1%

7.6%

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

49

Business

Monthly

NHSI

12 Jul 2016

10326

Normalised Surplus - Year to Date (£M)

0.1

JT

-1

-1.7

-1.6

-1.4

-1.3

-0.3

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

50

Business

Monthly

NHSI

12 Jul 2016

10327

Cash Position (£m)

47.0

JT

65.7

54.8

54

54

60

59.6

Year to date plan £49m, Year end plan £47m

51

Business

Monthly

Trust

12 Jul 2016

10328

Capital Expenditure - Year to Date (£m)

<=14

JT

4.1

6.6

7.1

7.8

8.7

9.8

Year to date plan £9.4m, Year end plan £14m

52

Business

Monthly

Trust

01 Aug 2016

10330

CRE Plans 17/18 (£M)

>9.5

JT

7.1

8.1

8.2

8.5

8.7

8.7

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

EXCEPTIONS REPORT: Line 28 Safe Staffing Levels – Registered (Actual vs. Plan)
This metric is a measure of the percentage fill rates of registered nursing staff for the month.

KPI Data
Target
>100%

Q3
95.6%

Q4
92.5%

Oct-17
95.8%

Nov-17
97.8%

Effectiveness of Actions to Date
Dec-17
96.1%

Jan-18

94.9%

We are participating in an NHSI led retention project. We are also actively involved with
the South London Partnership’s work regarding recruiting and retaining nursing care
staff.

Future Actions and monitoring process
The overall average fill rate for Day RNs was 93.9% and for Day HCAs was 112.3%; and Night RNs was 96.9% and Night HCAs was 141.3%. There are many examples of where a low fill rate for RNs has been
mitigated by a higher fill rate for HCA; for example: Crofton, Burgess, Hazelwood, Shepherdleas, Atlas, Avery, Goddington, Lesney, Maryon, Shrewsbury and Tarn.
Datix reports of safe staffing are being reviewed. A total of 9 incidents were reported in January 2018. Between January and December 2017 there were a total of 197 short staffing incidents; which gives an
average of 16 incidents per month in 2017. The January total number of reported short staffing incidents (n=9) is lower than the monthly average number of short staffing incidents from 2017 (n=16).
Oxleas, like the majority of health care providers, faces challenges in recruiting and retaining nurses. There is work underway as part of the South London Partnership regarding the recruitment and retention of
mental health nurses. There is also work underway with partners at the University of Greenwich (funded by the Burdett Trust for Nursing) to find ways to retain nurses who are near, or at, the end of their
careers. Oxleas is participating in trials of Nurse Associate training. Other work to strengthen recruitment and retention of nurses is underway, for example career cafés, employing Psychology Graduates and
recruitment Saturdays.
Monitoring of safe staffing occurs through The Nursing Executive Meetings and the Trust’s Board. For 2018 we have launched new safe staffing review meetings which consider a range of metrics to help
facilitate professional judgement regarding staffing levels. We have changed our safe staffing monitoring to mirror the Care Hours Per Patient Day metric; and we have also included daily acuity measurement
which we expect will augment our safe staffing decision making.

Lead Board Director: Jane Wells

Estimated time to resolve: December 2018

EXCEPTIONS REPORT: Lines 31, 32 and 33 – Vacancies (Exceptions – Forensics and Prisons)
Vacancies: Inability to recruit staff substantively places a greater reliance on bank and agency staff with both cost and quality implications.

KPI Data
Target <14%
Prisons
Bromley
Forensic

Effectiveness of Actions to Date

Q1

Q2

Oct-17

Nov- 17

Dec-17

Jan-18

21.1%
18.5%
9.8%

19.8%
16.9%
20.7%

16.6%
14.9%
19.6%

16.2%
11.7%
18.5%

16.1%
11.3%
17.3%

19.0%
10.5%
16.3%

Nursing vacancies remain high within the Prison directorate noted on the exception report; a clear
downward trend was noted in previous months however a high number of leavers in January has
increased vacancy rate.

Future Actions and monitoring process

General:
•
•
•
•
•
•
Prisons:
•
•
•
•

Following a recruitment workshop on the 8th November 2017 with senior stakeholders, a number of changes have – and are continuing to be – implemented in the recruitment function in order to increase the use
of technology, enhance communication and increase speed of the recruitment process. A Trustwide communication will be issued in March.
The Resourcing Team have undergone systems training to enable the above.
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. Selection day in February resulted in 14 nurse appointments, with next selection day scheduled for April 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 bank recruitment campaigns are planned.
A high number of leavers in January 2018 (nu=10) has resulted in an increase to the vacancy rate.
There are 93.7.4 FTE vacant positions at recruitment stage, and 43 candidates are undergoing their pre-employment checks.
Lengthy prison security clearance timeframes continue to impact on recruitment timescales. The Resourcing Team Leader has been trained by SERCO on the security vetting system, and we are due to begin applying
for security clearance of Thameside candidates in-house in February 2018.
Employees commencing on security clearance waivers where permissible, following risk assessments and case-by-case consultation with the prison governor(s).

Bromley (Inpatient & CMHS):
•
Continued and sustained improvement in the Bromley vacancy rate.
•
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.
•
A Saturday Band 5 nurse selection day on 3rd February, using the ‘speed dating’ assessment approach, resulted in 5 nurses allocated to Bromley MH Inpatient wards Next campaign scheduled for April 2018.
•
There are currently 31.4 FTE being recruited, with 27 candidates at pre-employment check stage, including 8 nurses.
Forensics:
•
Forensic establishment increased in the summer by 20.6 FTE, which increased the vacancy rate from 9.8%. Significant recruitment efforts have seen a downward trend in the vacancy rate.
•
4 nurses recruited as part of the Saturday 3rd February selection day.
•
There are 56.2 FTE actively being recruited, with 34 candidates at pre-employment check stage.
•
Temporary additional resource in place within the Resourcing Team to support the current high recruitment volume.

Lead Board Director: Meera Nair

Estimated time to resolve: TBC

EXCEPTIONS REPORT: Publication of Staff Roster - Roster Score %: Line 37
The Roster Score % is a combined, weighted metric designed to give an overview of how well an area is planning and managing their staff using Healthroster.

KPI Data
Target >80%
4 wk. Roster

Effectiveness of Actions to Date

Q1

Q2

Oct-17

Nov-17

Dec-17

Jan-18

76.9%

82.0%

85.4%

80.6%

83.1%

53.9%

Rostering practice across the Trust has seen a general improvement over the past 12
months, driven by the expansion of our reporting capabilities from Healthroster and the
additional scrutiny given to rosters as a result of this. January has seen a significant drop
in the Roster Score % across the Inpatient Areas, partly resulting from increased staffing
pressures over the winter period.

Future Actions and monitoring process

•
•
•
•
•
•
•

The Roster Score % is a combined, weighted metric designed to give an overview of how well an area is planning and managing their staff using Healthroster. It
was introduced to the Rostering KPI Report in March, after discussion at the Workforce Committee and Executive.
The Rostering KPI Report, including the Roster Score, is monitored and discussed at the regular Nursing Executive Committee meeting; the remit of which has
been expanded to include Safe Staffing and the Trust response to the Carter Review.
Per our revised processes, areas which perform poorly for 3 consecutive roster periods will be highlighted to Service Managers and Directors as a performance
management issue. It is important that managers failing to meet Trust expectations with regards Rostering are appropriately performance managed locally.
These areas will be contacted and proactively offered support and training by the Workforce Systems Team.
January has seen a significant drop in the Roster Score %, largely due to Inpatient Areas failing to approve their rosters by the deadline outlined in the Trust
Roster Production schedule.
Only 3 of the Inpatient Areas (Greenwood, Heath and Joydens) met the approval deadline for the 19/02/18 roster. This was due to be approved on 08/01/18, in
line with the Trust’s commitment to ensuring staff are given a minimum of 6 weeks’ notice of their working rosters.
The Roster KPI Report and Roster Score will be discussed in detail at the next NEC, with recommendations made to HON’s as to how this might be addressed
locally. Targeted support from the Workforce Systems Team will be made available, where needed.

Lead Board Director: Meera Nair

Estimated time to resolve: TBC

EXCEPTION REPORT: Line 39 - Ensure patients detained under the MHA are informed of their rights (S132).
Ensure patients detained under the MHA are informed of their rights, and that status recorded on Rio (S132).

KPI Data
S132
S58

Target
100%
100%

Effectiveness of Actions to Date

Q4

Q1

Oct-17

Nov-17

Dec-17

Jan-17

95.5%
93.3%

95.8%
100%

93.4%
100%

91.1%
87.5%

95.9%
100%

89.0%
100%

To date the actions in reminding approved clinicians when authorisation is due
have been largely effective.

Future Actions and monitoring process

The breakdown of performance by borough for January is as follows:
.

Bexley

30

30

%
compliance
100%

Bromley

43

39

90%

Greenwich

61

53

86%

3

3

100%

41

34

76%

Borough

New
sections

Forensic
HBPoS

Present

The detail relating to the exceptions within each borough is provided within the Performance and Quality Assurance report and the relevant actions will be
completed this month.

Lead Board Director: Ify Okocha

Estimated time to resolve: March 18

EXCEPTIONS REPORT: Line 49 – Normalised Surplus Year to Date (£m)

The Trust reported a year to date underlying deficit of £0.3m at the end of January 18. 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 and continued use of temporary staffing over and above funded establishment.

KPI Data

Target
17/18
£0.1m
Surplus
(£m)

Effectiveness of Actions to Date

Q1

Q2

Oct 17

Nov 17

Dec 17

Jan 18

-1.0

-1.7

-1.6

-1.4

-0.7

-0.3

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, with the
Trust in the last 3 months achieving 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

£0.5m

Services

Deputy CEO

Oct 17 to Mar 18

£0.2m

Trust Wide

Deputy CEO

Dec 17 to Mar 18

£0.3m

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

£0.4m

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
February 2018 - Reporting January 2018 Activity
For further information pertaining to each of these measures, click here:
Domain
Director
Metric

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

Operational
Performance

Ify Okocha

Cardio-metabolic assessment Inpatients

N/A

Operational
Performance

Ify Okocha

Cardio-metabolic assessment Community Mental Health Services

N/A

Operational
Performance

Ify Okocha

Cardio-metabolic assessment - EI

N/A

Operational
Performance

Helen Smith

Consultant Led 18 week RTT patients on an incomplete pathway

10248

TBD

IBR

Yes

92%

Operational
Performance

Helen Smith

CRHT Gatekeeping

10869

MHSDS / UNIFY2 IBR

Yes

95%

Operational
Performance

Helen Smith

CRHT Gatekeeping

10101

MHSDS / UNIFY2 IBR

Yes

95%

Operational
Performance

Helen Smith

Early Intervention in Psychosis (EIP) - 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

10533
(IAPTUS)

Operational
Performance

Helen Smith

Operational
Performance

Annual Survey

Local CQUIN

TBD

Feb-17

Mar-17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Jan-18

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
Annual Survey

Local CQUIN

TBD

Comment

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

Annual Survey

Local CQUIN

TBD

90%
92% compliance (69/75) - local audit - August 2016
95.7%

100.0%

95.3%

100.0%

94.1%

100.0%

94.4%

92.2%

94.9%

93.8%

97.2%

96.2%

96.0%

95.2%

95.5%

98.8%

100.0%

98.4%

99.3%

RAG: Green: >95%; Amber: >85%<95%; Red: <85%.
Greenwich 54/54; Bexley 43/43; Bromley 39/40.
Trust:136/137 (99.3%).

100.0%

100.0%

100.0%

100.0%

100.0%

>=50%

61.1%

50.0%

50.0%

52.9%

50.0%

75.0%

60.0%

33.3%

66.7%

RAG: Green >= 50; Red < 50. (6/9)

Yes

>=50%

50.0%

53.9%

57.9%

55.6%

50.0%

80.0%

91.7%

84.6%

54.5%

RAG: Green >= 50; Red < 50. (6/11)

IAPT

Yes

50%

56.0%

52.9%

56.4%

56.9%

56.2%

58.0%

54.5%

54.0%

63.4%

57.2%

53.3%

50.9%

IAPT MDS

IAPT

Yes

95%

99.7%

100%

100.0%

99.8%

100.0%

100.0%

100.0%

99.6%

100.0%

99.8%

100.0%

100.0%

IAPT MDS

IAPT

Yes

75%

97.9%

98.1%

94.0%

90.3%

98.0%

97.1%

98.3%

98.0%

99.5%

98.5%

96.5%

94.4%

Maximum 6-week wait for Diagnostic 10670
Procedures (Audiology)
(provisional)

Unify2

DM01

Yes

99%

98.6%

97.1%

95.0%

97.1%

100.0%

100.0%

100.0%

95.8%

100.0%

100.0%

100.0%

100.0%

Helen Smith

MHSDS Completeness - IDs

10324

MHSDS / UNIFY2 MHSDS

Yes

95%

99.5%

99.5%

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
yr olds who are on CPA

10666
(provisional)

NHS Digital

MHSDS

Yes

N/A

2.0%

1.0%

2.0%

2.0%

2.0%

2.0%

2.0%

3.0%

7.0%

Information for November 2017 available after the 20th
February 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

13.0%

13.0%

14.0%

14.0%

14.0%

13.0%

12.0%

12.0%

53.0%

Information for November 2017 available after the 20th
February 2018.

Greenwich = 1/1. Bexley = 80/80. Trust = 81/81 (100%).

Data quality improvements on the MHSDS extract in effect
from October 2017.

Quality of Care

Helen Smith

Admissions to adult wards of under
16s

10664
(provisional)

NHS Digital

Local
Reporting

Yes

0

0

0

0

0

0

0

0

0

0

0

0

0

Quality of Care

Helen Smith

CPA 7 day followup

10314

HSCIC

IBR

Yes

95%

98.6%

95.9%

93.2%

95.7%

95.2%

95.2%

95.7%

100.0%

97.4%

100.0%

98.5%

98.5%

Bexley: 14/14, Bromley: 25/26, Greenwich: 26/26. Trust:
65/66 = 98.5%

Domain

Director

Metric

Metric Number

NHSI Method of Current
Collection
Reporting

Matches
Local
Reporting?

Target

Feb-17

Mar-17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Jan-18

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%

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

6.6%

6.4%

6.0%

7.0%

6.4%

6.0%

6.5%

6.4%

6.6%

6.6%

6.6%

7.6%

Quality of Care

Michael
Witney

Community FFT - % positive

10339 (A)

NHSE

IBR

Yes

90%

96.8%

96.9%

98.1%

95.4%

96.4%

93.9%

94.0%

91.2%

94.3%

95.1%

94.0%

94.1%

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%

85.2%

88.1%

86.3%

88.0%

88.5%

82.3%

85.8%

85.4%

87.0%

83.6%

85.8%

87.5%

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

24

24

17

27

23

32

23

25

20

16

28

24

Quality of Care

Meera Nair

Exec Turnover

10656
(provisional)

FT

Not collected

N/A

N/A

0

0

0

0

0

0

0

0

0

17%

0%

0%

Quality of Care

Meera Nair

NHS Staff Survey

10657
(provisional)

CQC

Not collected

N/A

N/A

Quality of Care

Meera Nair

Proportion of Temp Staff

10332

FT

Not collected

N/A

8%

9.9%

12.8%

9.5%

9.6%

9.0%

8.4%

8.3%

9.7%

7.0%

6.6%

7.1%

7.6%

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

Quality of Care

Meera Nair

Sickness

10333

NHS Digital

Workforce
Dashboard

Yes

4%

4.5%

4.2%

2.2%

4.3%

4.2%

4.1%

4.1%

3.9%

4.6%

4.5%

4.6%

5.3%

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

Quality of Care

Meera Nair

Staff FFT - % recommend care

10653
(provisional)

NHSE

IBR

N/A

N/A

10334

NHS Digital

Quality of Care

Meera Nair

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)

Yes

14%

Director of HR November 2017.

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

88%
Workforce
Dashboard

Comment

13.8%

73%
12.9%

13.1%

12.9%

85%
12.1%

13.2%

12.9%

Qtr3 is blank due to the period being covered by the annual
survey

12.9%

11.8%

11.2%

11.0%

11.1%

RAG: <=14 Green; 14-17 Amber; >17 Red.
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Children & young people’s services
Greenwich Services
At the beginning of February there was a Joint Themed Area Inspection (by CQC, Ofsted and other
inspection regimes) in Greenwich which looked into child sexual exploitation, involvement of young
people in gangs and children who go missing from home or the care system. This involved two weeks
of providing data and information, followed by a very busy week of direct, case based inspection. The
inspection went well in what is a very challenging area of practice. The inspectors indicated that there
will be some learning points across all agencies and we expect to hear more detail, in a formal letter
in March.
Specialist Services
Bluebell House
The review of Bluebell House is in progress collating data over the past three years and seeking
consent from families to share information with social care colleagues. A new Deputy Manager
started at Bluebell House on the 2 February who will bring valuable nursing skills to support the
complex children who attend. The Parent Newsletter updated parents on the review.
Preparation for child safeguarding and looked after children inspection in Bexley
Within Bexley a task a group has been set up to coordinate the planning and collating the evidence
required for the inspection. The group includes colleagues from Bromley Healthcare to ensure we
have a joined up approach.
Single Point of Access
The single point of access (SPA) has been fully operational for a year. In 2017, it received 27,522
calls and sent 7,114 letters to GPs via docman.
Universal Services
Bromley service mobilisation
KPIs have been agreed and developed for the service and reported on as agreed for Qtr 3. Bromley
data is starting to be reported, showing encouraging coverage of new births and 6/8 weeks checks.
There is an action plan to ensure full delivery of 10-12 month reviews which will take place over the
next 2 months.
Greenwich
A Webex pilot is taking place focusing on the antenatal contact. If successful, the service will look to
expand this option to other ‘touch points’ to give greater choice to families.
The Directorate’s graduate trainee has been attending health advice sessions to support clinicians in
improving rates of patient experience feedback. This has resulted in an increase of completed
questionnaires and a greater understanding of some of the barriers faced when obtaining feedback.
CAMHS
In the context of high demand, Bromley and Bexley CAMHS are redesigning the patient journey to
enable quicker referral to assessment times and a leaner approach to treatment pathways. There is
good staff engagement in the redesign.
1

Crisis care
BBG commissioners have agreed to fund a children and young people’s (CYP) mental health liaison
service. This will involve CAMHS nurses providing hospital based assessments for CYP who present
in crisis to A&E (16.00 – 12.00 midnight, 7 days/week).
New Models of Care
The new models of care initiative is recruiting to an out of hour’s crisis team and a new dialectical
behavioural therapy service for Oxleas CYP. The aim is to reduce crisis presentations and hospital
admissions.
With NMC support, Oxleas CAMHS are creating an integrated crisis service both in and out of hours,
to provide more robust, responsive care for young people in crisis.

Adult Learning Disabilities Services
Mortality reviews
We are hosting a multi-agency LD mortality reviewer’s support group, to improve the quality of
mortality reviews. Common learning includes use of the mental capacity act and we are ensuring
there is an LD specific audit tool to monitor the application of the act.
Greenwich Community learning disability team (CLDT)
The final model for the fully integrated Greenwich CLDT has been agreed, the joint head of service
(Oxleas and RBG) is now in post; the new model will go live in May 2018.
Transforming care programme
Changes to RIO will be implemented in February that will enable a patient’s eligibility for care and
treatment reviews under the transforming care programme, to be recorded on Rio.
There will be a further changes that will enable accessible care plans to be accessed from the Rio
care plan via a link, and the renaming of care levels to replace them with appropriate headings.
These are all important changes for ALD clinicians and will make RIO much more LD friendly and
save clinical time.

Forensic & prison services
CQC inspection of HMP Belmarsh
HMIP/CQC spent seven days at HMP Belmarsh in February conducting a full inspection of the prison.
The feedback given at the end of the inspection for our healthcare services was very good, with no
requirement notices or significant issue. This is the fourth prison subject to the new style of
inspection where we provide healthcare (the others being HMP Thameside, HMP Rochester and
HMP/YOI Cookham Wood).
Update on bids
We are anticipating three of our existing Kent prison service contracts to go out to tender, along with
another tender. Mental health in-reach services in Kent, primary care services in HMP Rochester
and HMP/YOI Cookham Wood and pharmacy services in Kent are all due to be tendered in 2018. In
addition, mental health in-reach into HMP/YOI Cookham Wood is likely to be tendered - this service
currently is provided by Central and North West London NHS Foundation Trust. We are exploring
short term project management expertise to support bid development.
Quality network visit
Following the Quality Network’s visit to the Bracton Centre in October 2017, our low secure services
at the Memorial Hospital were visited in February 2018. Their draft report is awaited; however no
major concerns were raised by the inspecting team who spoke positively about staff and patient
relationships and the strong emphasis on rehabilitation.
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Catering changes planned
We are working with our catering provider, GCDA, to improve the catering provision for patients in
secure services. The plan is that the rehabilitation wards at the Bracton will dine together in Henri’s
café for their evening meal, and that this meal will be freshly prepared in the kitchen at Henri’s. Acute
wards will continue to receive cook chill meals in the wards.
In addition, GCDA will take over the ordering of all food and ward provisions to reduce waste and
ensure we are purchasing in the most efficient way. We hope to move to the new model in April
2018. We will evaluate this prior to introducing similar changes to our low secure wards at the
Memorial Hospital.
Investing in healthcare services in Greenwich prisons
We have been working with commissioners to develop a refreshed workforce model that is fit for the
remainder of our current contract and takes account of the changes that have taken place and are
planned in the Greenwich cluster. Commissioners have been supportive of our plans, which increase
overall staffing levels, notably at HMP Thameside where we have the highest throughput of
prisoners, and reduce our reliance on sub-contractors. The changes will take six months to
implement, and we have secured additional funding.
Our contract to provide healthcare services in Greenwich prisons is until March 2020, with the option
of a two year extension.

Bexley Care
Business Plan
The business plan was agreed by the Bexley Care programme Board on 5 February 2018. Next
steps are:
1. Plan to be presented to Oxleas business committee in March 2018
2. Plan to be presented at Public Cabinet in April 17
3. Developing information leaflets for staff, patients and other stakeholders
4. Continuing our rollout of engagement events for all stakeholders
5. Ensuring our model fits with the wider vision in Bexley for an Integrated Care System though
participation in the ICS programme board meetings chaired by the CCG
6. Implementing and monitoring progress through our project plan and governance arrangements
Integrated Case Management (ICM)
The first ICM meeting was held on 24 January 18. This meeting piloted a new way of working with
primary care, services across Bexley Care and the Voluntary sector. Administration and development
work for the pilot was provided by Bexley Care; however we have just received additional nonrecurrent money from the SE London STP to rollout out the process across Bexley.
The first meeting took place at Albion surgery as a test and learn pilot. The new money will allow us
to develop one meeting in each LCN with GPs able to dial in and discuss patients with the integrated
team.
The feedback from GPs was very positive. The general feedback was that this pilot represented a
new way of working with GPs that can improve patient outcomes; it has consolidated the view that
our new model will improve care across Bexley.
Meadowview
Due to winter pressures, we have been asked over the last four weeks, to open up further beds at
short notice. 39 beds opened; there are plans to reduce back to 30 beds by March.
District nursing update
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Since the middle of December, the number of appointments has remained fairly consistent each
week for the day teams, with twilight team appointments continuing to reduce. Overall we are getting
closer to the agreed contracted activity.
We continue to work through the Action Plan and have set up multidisciplinary meetings with GP
practices to discuss medication prompting and alternative pathways for specific patients at the
practice.
The new end of life care and personal care pathway has been in place for three weeks; it is being
monitored to ensure that care agencies are able to provide personal care in a timely way.
Mental Health: high intensity users management service
We have started a project with the CCG for the next 18 months to focus on those who have
been categorised as frequent flyers/ frequent attendees at A&E. We plan to reduce the presentations
of high intensity users to GP Practices and A&E, by adopting a coaching and health promotion
approach.
Crisis Café
The Crisis Café is a joint venture between Oxleas and MIND. This is an out of hour’s project that
aims to support known Oxleas patients who are in a mental health crisis. The service is based in
MIND premises and will open from 17.00 – 23.00, Monday to Friday and between 12.00 noon –
23.00, Saturday and Sundays.
Oxleas mental health nurses will work closely with a MIND well-being Worker. The staff have been
recruited are receiving training with a view to opening the service on 6 March
Bed Management (community huddle)
The ward “Huddle” is a patient flow management system to help identify and address difficulties in
the flow of patients through our wards – it has successfully been introduced into the Woodlands.
We have now established this approach in our community teams. Running three times/week, the
Huddle reviews all admissions since the previous meeting and reviews patients going into crisis in the
community. Additional support is offered to patients to prevent admission if at all possible, and to
expedite discharge for those already on the wards.
Early indications are that this has is being successful in helping manage the demand on beds.

Bromley
Individual Placement and Support (IPS)
Together with Bromley, Lewisham & Greenwich Mind, Oxleas has implemented the IPS service in the
borough. The service began in November 2017 and is run in partnership with the Centre for Mental
Health (CMH) funded by City Bridge Trust. The role of CMH, who are an IPS Centre of Excellence, is
to support the service development and ensure adherence to the IPS model.
The service comprises two Employment Specialists and a team leader, employed by Mind. The team
is based within the Oxleas Early Intervention in Psychosis team and the two community mental health
locality teams. The IPS caseload is drawn from these teams.
Each Employment Specialist carries out all phases of the employment service including intake,
engagement, assessment, job placement, job coaching, benefits counselling and follow along
support.
Each Employment Specialist manages 20 active clients. The service has a target of supporting 200
people, with 100 of those achieving paid work, over the two years of the contract. In the first 10
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weeks of the service, the team received 59 referrals, 55 people have been seen of which 42 are
active clients; of those, 7 have already moved into paid employment, exceeding targets for this stage
of the development. The IPS service aims to become an official Centre of Excellence by March 2019.
Mind also provide employment support to anyone with mental health problems across Bromley to
obtain and retain work, as part of its Recovery Works service. This team of two staff has been in
place since 2016 and adheres to most aspects of the IPS fidelity scale, but has a wider remit in terms
of client group and covers job retention and pre-employment support.
Primary care-based Integrated Care Networks (ICNs)
With the CCG, we are developing a project plan to redesign our AMH services into ICN localities.
OPMH colleagues continue to attend Bromley ICN meetings to promote integrated working along the
Proactive Care pathway for older, frail people.
Single Point of Entry: Oxleas & Bromley Healthcare
A scoping meeting was held in January with Bromley Healthcare to develop principles for a joint
venture to create a single point of entry into our services. Discussions centred on the interface issues
and potential efficiencies for GP in using single referral processes. We are establishing a task and
finish group to progress this work.
Winter Pressure Funding
A new Crisis Line, based at Queen Mary’s Hospital, commenced in January 2018, supporting all
three boroughs. As of this weekend, we also are offering a limited number of face to face
assessments.
Bromley Staff Engagement Events
The directorate has scheduled four staff engagement sessions in the coming weeks, to consult on the
CCG MH Strategy, Trust priorities and to collect views on other local quality improvement activities
for 18/19.
OPMH ECG Pilot
The OPMH ECG pilot is due to commence in March. This quality improvement is hoped to speed up
the diagnosis pathway for people attending the Memory Clinic.

Greenwich
Relapse prevention
The Directorate is developing a relapse prevention project within the ICMP teams using Qi
methodology. Consultant time has been ring fenced and backfilled to lead on this work. The project
includes the rationalising of crisis and care plans to improve effectiveness, redefining expectations of
standards and process for relapse prevention, improving the percentage of CPA patients seen every
two weeks, improved zoning and monitoring and assertive treatment to prevent crisis through the
increased uptake of depot.
Delayed Transfer of Care (DToC)
The Directorate is working with Greenwich CCG and Royal Borough of Greenwich to implement the
‘Top 10’ mental health tips for reducing delayed transfers of care. The work focuses on improving
integrated working across social care and NHS services to improve throughput and avoid preventable
delays. Initial work includes a weekly DToC call between the CCG, Oxleas and RBG to review all
DToC patients. The group has proved successful in reducing DToC. A steering group has been set
up to monitor progress.
SIM Project (Serenity Integrated Mentoring)
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The Directorate has appointed a police officer into the SIM project, due to start in April 2018. The
project is part of the Health Innovation Network programme to support service users struggling with
high intensity patterns of behaviour. It will address risk and behaviour management and support
service users with healthier coping strategies, reduce crisis calls and admissions as well as avoiding
criminal justice outcomes. The new role, based in the CMHT in Greenwich, initially will focus on
repeat S136 attendees.
S136
The London wide plan to rationalise the number of 136 locations in London, includes increasing the
number of S136 beds to 2 in Oxleas House and close the 136 suite at GPH. The Trust is discussing
with commissioners how the staffing in the expanded suite will be funded to ensure that it is
compliant with national guidance on health based places of safety.
Queen Elizabeth Hospital (QEH)
Efforts continue to support QEH with patient flow, with a senior district nurse attending bed
management meetings, seven days/week, and the Joint Emergency Team gate-keeping all
admissions to the Community Assessment Unit for frailty and Intermediate Care Unit. In the CAU, the
number of beds has been increased to 18 and at times, the admission criteria have been flexed to
support QEH.
QIPP savings plan
QIPP plans for COPD and Neuro Rehab have been implemented with consultation on service model
and staff changes completed. Funding from the QIPP will be released back to the CCG to support
their savings programme. Both services will continue to support the same number of patients per
year whilst reducing the number of follow up appointments through changes in the service model.
Both changes will be monitored with the CCG.
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Trust Performance & Quality Assurance Highlight Report – February 2018
The Performance & Quality Assurance Committee took place on Wednesday 21st February 2018.
Highlights from the meeting are noted below:
1. Integrated Performance Report Exceptions:
Indicator 27 – Safe staffing levels – (Registered actual against plan): it was noted that there was a
decline seen in January however indicator 29 (Safe staffing levels- Unregistered) showed an increase.
The committee discussed the relationship between the two indicators. It was explained that wards
will utilise unregistered staff in some instances to ensure safe staffing. Due to the decline in January
the committee asked for teams to be sighted on this

Indicator 31 – Vacancies – Exceptions Prisons: A query has been raised on the prisons vacancy
increase. The committee agreed that the Workforce Committee are to review these indicators and
for this to also include the decline noted in Forensics

Indicator 39 – Ensure patients detained under the MHA are provided with info as stated/recorded
on Rio (S132): compliance was at 89% with the majority of breaches seen within short term sections
(s136 and s5(2)). Greenwich and Shrewsbury ward were outliers and the detail from the clinical
director is set out below.

Shrewsbury ward
There were four patients whose RiO numbers showed did not have their rights under section 132 of
the Mental Health Act. The detail is as follows:
Patient 1 - did have his rights read but unfortunately the information was recorded only in the
progress notes.
Patient 2 - was so unwell when on Shrewsbury ward and he was not accessible to dialogue during
the time he was on a 5.2. He is now on a longer section and was transferred to the Tarn.
Patient 3 - spoke only Russian and it was not possible to get an interpreter within the 72 hours when
he was on Section 5.2
Patient 4 - was not an Oxleas patient and he was transferred from Oxleas house within 24 hours.
Unfortunately, his rights were not read before his transfer and the ward manager and consultant
have discussed this in the ward business meeting. The admission and transfer occurred at the
weekend and the ward manager and consultant have reported that due to sickness, agency usage
increased and this contributed to the failure.
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Maryon ward and Avery wards
The patient on Maryon ward was put on Section 2 whilst at Queen Elizabeth Hospital (QEH) Intensive
Care Unit . He was deemed not to have capacity when in ICU and when medically cleared was in
Oxleas House for less than 24 hours before being transferred to a private PICU.
The patient on Avery ward had the Section 5.2 extended. The rights had been read initially when on
5.2 but not during the brief extension until she was on Section 2. Her rights on section 2 have been
read to her.
Oxleas House (Section 136 suite)
The modern matron has gone through the breaches relating to the Section 136 suite and there is no
reason evident to explain why these tasks were not done. The handover sheet clearly has prompts to
ensure that this task is not missed. The modern matron will be having formal stage one meetings
with all the staff involved.
2. Enhancing Quality Assurance – Trust Quality Priorities
2a. An update on the patient experience quality indicators were reviewed by the committee (the
patient experience report has been circulated for information):
• The trend table on patient feedback in relation to the Trust’s 6 must ask questions
• Complaints data, including number of complaints received, response times, data by borough
and compliments received
• Audit on response times to complaints
• Patient experience response rates
• Update on the new provider for patient experience feedback
• Information on the implementation of the Support Network Engagement Tool (SNET),
together with ward and team summaries for January 2018
The committee agreed a stretch target of a 10% response rate for our patient experience surveys
with an aim to increase to 15% in the following year.
2b. An update on our Clinical Effectiveness priorities included a report on the trust care planning
audit, the results of the use of restraint audit and where we are with clinical outcomes.
The results of our most current care planning audit shows over 1000 audits have been completed in
total. 350 completed in January 2018. This is significantly higher than any other month. Forensic
Directorate in particular has completed a large number of audits, and has been consistent in
submitting audits since July. However this is only 52% of our stated goal (5 cases x 133 teams = 665
cases per month) we did not meet our target of 75% of teams completing at least 1 audit. We
achieved 45% overall.
Areas of good practice as follows:
• Has a risk assessment been completed during this episode of care? (81%)
• Has the risk assessment been reviewed following significant risk incidents, changes in
presentation or within the last 6 months? (93%)
• Does the care plan address specific factors identified in the risk assessment associated with
increased risk? (86%)
• Is there evidence that the service user has been involved in development of their care plan?
(85%)
Areas for improvement are on:
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•
•
•

Is there evidence that the service user's support networks have been involved in the
development of the care plan? (53%)
Has a copy of the care plan been given to the service user? (69%)
Has a copy of the care plan been given to the service user support network? (32%)

The Committee agreed that the target of 75% of eligible teams completing the care planning audit is
to be included in the Trust quality accounts
The restrictive interventions (use of restraint) re-audit had a bigger sample of 80 compared to 58 in
the previous year. Results were generally positive, with good areas of practice on;
• Including preventative strategies in behavioural support plans (90%)
• Completion of risk assessments following admission (91%)
• Creation of care plans following admission (88%)
• Involving service users in creation of care plans (83%).
Areas for improvement are on:
• Creation of advance statements (20%)
• Conducting post incident reviews (29%)
2c. An update on our safety priorities were presented to the committee, highlights include:
•

Poor response to the antibiotic prescribing audits and the actions taken to mitigate this

•

Hand hygiene and mattress audits remain a manual process which is time consuming. An
informatics solution is being sought

•

Prone restraint - At end of November 64% of substantive staff requiring supine PMVA
training had received it (75% as of 16.1.18) and we are aiming for 80% coverage by the end
of January 2018. During November there were 15 incidents of restraint (9 prone, 6 supine). 4
incidents were within the TARN PICU (3 prone, 1 supine). 3 incidents were within Holbrook
(1 prone, 2 supine) for the same patient. The mean duration of prone restraint was 2.5
minutes, for supine restraint was 8.8 minutes. Analysing the data further it has revealed that
some incidents include prone and supine restraint within the same episode, therefore the
data that is pulled from Datix is on occasions double reporting.
Datix has been updated to more accurately capture data. The committee agreed that we
need to ensure that staff understand this when reporting incidents and have clear
instruction to understand the difference between supine (face up) and prone (face down)
restraint

The Safety Group report has been circulated for further information.
3. Quality Accounts
The committee reviewed the new indicators proposed for the Trust Quality Accounts for 2018/19.
The new additional indicators are as follows (indicators from the previous year remain the same)
Objective 1 – Ensure we meet our patient promise
To have a minimum of 10% response rates to our patient experience surveys
Objective 3 - Ensure we involve patients in planning their care and they have a care plan that is
personal to them
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To ensure 75% of Oxleas eligible teams participate in the care planning audits
Quality objective 4 - Ensure we put the safety of our patients first
We will maintain a trustwide focus on the following safety areas:
• Falls
• Deteriorating physical health
• Reduction in violence & aggression
• We will ensure a 50% reduction in the use of prone restraint
Quality objective 6 - Ensure we routinely measure clinical outcomes so that we know that our care
makes a difference to patients
We will undertake a benchmark of Oxleas teams who regularly use clinical outcome measures and
increase the coverage to ensure all Oxleas clinical directorates routinely measure the outcome of
care delivered to patients
4. Quarter 3 CQUIN 2017/18 Performance
The Q3 CQUIN report was presented to the committee to note our performance of achieving the
targets set for Q3 national and local CQUINs. Greenwich CCG have taken a different approach to
agreeing our compliance in meeting the national indicators and this has a negative effect on Oxleas
achieving some of the incentives allocated for Q3. This is not the case with Bromley and Bexley
CCGs.
5. CQC & Regulatory Update
The Trust had its quarterly engagement meeting with the CQC on Wednesday 21st February 2018.
CQC has explained that Oxleas will be re-inspected sometime next year however there are other
London Trusts that will be inspected first. It is quite likely that our inspection will be around Q2 or
Q3 of 2018/19 however this will only be confirmed when we receive official notification of a data
request.
CQC explained that they will clearly state in their inspection notification which core services will be
inspected and a rationale would be given for why they are not inspecting other services. A well led
review will be done 3 weeks after the inspection and it is expected that there would be
representation from NHS Improvement on the well-led panel and a Board member advisor from
another organisation.
Formal peer reviews by the Quality & Governance team commences on Monday 26th of February,
starting with Oxleas House and then there would be a roll out to the other inpatient areas. The
Director of Therapies has also carried out reviews at our Forensic services
It was acknowledged that the CQC oversight group would need to re-start to oversee this piece of
work going forward in preparation for our re-inspection.
6. Performance & Quality Assurance Risks
An overview of all the risks held across the committee workstreams was presented and a risk
assurance approach was proposed for the committee to consider:
•

At every meeting, to receive by exception, reports from the sub-groups covering new risks
identified since the last meeting and changes to risk ratings, including closed and tolerated
risk. This will give the Performance and Quality Assurance Committee the opportunity to
challenge any changes and defer questions back to the sub-committee for review.
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•

At the end of every meeting, to have a five minute ‘stock take’ to check if any issues raised
at the meeting should be considered for the risk register. The most appropriate sub-group
would be asked to work through the detail, although the Performance and Quality
Assurance Committee may wish to take a view on the risk level.

•

On a quarterly basis, to receive a more detailed report so the Performance and Quality
Assurance Committee can review whether the assurance sources cited on risk registers are
providing sufficient assurance that risks are being controlled. For example, where we have
said that the number of complaints is a source of assurance, the Committee would receive a
summary report on complaints related to that risk. This would be triangulated with other
sources cited on the risk register.

This new risk assurance process has been agreed.

6

7. Mortality Surveillance Report
The Mortality Surveillance Group meets monthly and reviews cases in line with national guidance. An update is shown below
Numbers, classification and reviews of deaths undertaken
December 2017
Directorate

Greenwich
Mental Health
& OPMH
4

Bexley Mental
Health & OPMH
& Community
48

Bromley Mental
health & OPMH

Adult Learning
Disability

8

Greenwich
Adult
Community
26

0
0
0
0
0
0
0

3
0
0
0
0
0

25
0
0
0
0
0
19

7
2
0
0
0
0
1

15
0
0
0
0
1
9

1
0
0
1
0
0
0

1

1

1

4

0

1

2

1
0
0
0

1
0
1
0

4
0
0
0

48
0
0
0

7
0
0
0

26
0
1
0

4
0
0
4

Children &
Young People
3

Forensic &
Prison
1

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

1
0
0
0
0
0
0

Preliminary Case Note Review
CDOP
RCA – SI Mortality
LeDeR

Total deaths in month

4

Classification (Mazars)

7

Number of cases still under
review awaiting further
information e.g. coroner
2017 / 18 Total Number of
Deaths Year to Date

1

13

1

4

0

2

29

21

36

459

69

225

18

Learning from deaths - level 4 and 5 investigations 2017 / 18
RCA reports submitted December 2017

Level 4/5 Patient
death.

Children
and Young
People

Forensic
and Prison

Greenwich
Mental
Health and
OPMH

0

0

2

Bexley
Mental
Health
and
OPMH
1

Bromley
Mental
Health and
OPMH

Greenwich
Adult
Community

Bexley Adult
Community

Adult
Learning
Disability

0

0

0

0

StEIS Number

Summary of Incident

Predictable or preventable

Bexley ICMP

42 year old woman died from
multiple injuries after being hit
by a train.

Neither preventable nor
predictable.
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Structured Judgement
Review
Score 6 - Definitely not
avoidable.

Learning and improvements
identified
Problem
There is no standard process to
ensure that staff receive support
post suicide incident as was the
case for this incident
Solution
Review of the Incident
Management Policy and Procedure
and ensure there is guidance for
staff on what is available and is
communicated to staff. This piece
of work is already underway.

On 13/9/2017 police were
Greenwich West PCP called by a neighbour and

Neither preventable or
predictable.
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Score 6 - Definitely not
avoidable

Problem
It was not clear in the ICMP Team
who maintains contact with highrisk patients when care
coordinators are on leave
Solution
Team to ensure all patients who
are care coordinated have a
named individual to contact when
their care coordinator is
unavailable. This will be
monitored through a manual audit
of clinical cases.
Problem
The ‘professional contacts’ section
available on RiO had not been
populated and updated.
Solution
Staff to be reminded that the
‘professional contacts’ must be
completed. Monitored through
audit of clinical contacts.
Problem
Many RiO progress notes were not
validated
Solution
Staff to be reminded that all
progress notes should be validated
in a timely manner as per policy.
To be monitored through audit of
clinical cases.
Problem
Risk assessments not fully

attended an address in
Greenwich in the early hours
of the morning. The police
officers found KR hanging. The
police officers gave basic life
support/Cardiopulmonary
resuscitation (CPR) until they
handed over to the London
Ambulance Service (LAS). The
LAS took KR to Lewisham
University Hospital where she
was pronounced dead.

documented or in the correct
place.
Solution
Risk assessment policy to be
shared with the team.
Problem
Dual diagnosis working not
undertaken.
Solution
Information sharing protocol to be
implemented with CGL (substance
use service provider) to ensure
that there is effective joint working
with patients who have a dual
diagnosis.
Problem
Psycho-social stressors identified
but interventions were medically
orientated
Solution
Consideration should be given to
other services that might offer
longer term support. Review of
PCP model currently underway.
Problem
Tele-triage supervision notes do
not clearly identify the rationale
for the intervention
Solution
Consideration should be given to
allocating administration support
to document tele-triage
supervision meetings.
10

Greenwich Inpatient

PB was a 62 year old male who
had been admitted informally
to Maryon Ward, Oxleas House
on 26th August 2017, 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 previously
arranged. PB did not return to
the ward. PB’s family found
him deceased in his home on
2nd September 2017.

Neither preventable or
predictable.
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Score 6 - Definitely not
avoidable.

Report and action plan presented
to Board in January 2018
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Quality Improvement and Innovation Committee Update
The Quality Improvement and Innovation Committee held its first meeting on Wednesday 24
January 2018 and highlights from the meeting are noted below.
•

Scope and work of the Quality Improvement and Innovation Committee
This was discussed ahead of drafting the terms of reference and presentations were given to
help members understand the distinction between Quality Improvement and Quality
Assurance.
The committee agreed the following next steps:
o Directorates to review their governance structures to ensure they support Quality
Improvement.
o To communicate to staff that anyone working for the Trust can present their work at
the Quality Improvement and Innovation Committee.
o To have a mix of projects from a range of areas to be presented by staff who have
worked on them, including junior staff.
o To ensure the Quality Improvement plan includes training needs of Committee
members and also consider any expertise that may need to be brought in at
intervals.
o To formulate draft Terms of Reference for the Committee.

•

Review of Oxleas Quality Improvement Driver Diagram
The Oxleas driver diagram was discussed at length and the committee gave views about how
it can be further refined. The diagram is intended to capture the Qi program as a change
program and provides a way of monitoring progress.

•

Stocktake of Quality Improvement across Oxleas
Clinical directors provided feedback on local Quality Improvement initiatives. Examples
included a project on the use of interactive methods for children with Attention Deficit
Hyperactivity Disorder over traditional methods. The same team has gone paperless.
As a result of a change in process to drop in sessions using children’s centres where people
felt comfortable, waiting times for therapies dropped.
In forensic services, use of care zoning in low secure services and the Broset scaleto reduce
violence and aggression is working well.
The Bromley Referral to Treatment (RTT) project is in progress.
Members were informed that the Trust is working with South London and Maudsley NHS
Foundation Trust, and South West London and St George’s Mental Health NHS Trusts on
holding a multi-provider quality showcase event.

•

Agreeing Success measures for Qi Programme
It was highlighted and agreed to ensure success measures link with the driver diagram.

•

Quality Improvement Risk and Issue Log

It was agreed for proposed risks to have draft ratings and to be circulated to Clinical
Directors to discuss locally, acknowledging that Trust ratings may differ from those of
directorates.
Members were also asked to consider a risk about overwhelming staff with projects.
•

East London NHS Foundation (ELFT) Trust Annual Conference
The group was informed that ELFT will be holding an annual conference at ExCeL venue in
London on 24 April 2018. Members were invited to attend.

Board of Directors
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Workforce Committee update
James Kellock, Non Executive Director / Meera Nair, Director of Workforce & QI
Meera Nair, Director of Finance & QI

Report Summary

The Workforce committee met on 17th January 2018 and on 22 February 2018.

-

Workforce KPI
The committee reviewed the workforce KPI for January 2018 and noted the
following points.
•
Vacancy levels have remained low despite a small increase in the month
of January.
•
The committee noted the improved position for Bromley services. There
was an increase in vacancies in the Prisons triggered by an increase in
the number of leavers in the month. The workforce team were
supporting the directorate to explore the reasons for the change.
•
The supervision target had been achieved in the month of January. The
committee asked for a more detailed review to ensure that robust
systems were in place to support a sustained achievement of the target.
Recruitment and Retention
The committee received an update in relation to the work being undertaken to
support recruitment and retention. It was felt that considerable work was being
undertaken on these fronts and this was welcomed.
Proposed Changes to the terms of reference and KPI / dashboard
The terms of reference of the Workforce Committee were reviewed to ensure
that they remained appropriate, and that they reflected the recommendations
from the work undertaken by KPMG. There will be further review of the terms
of reference to ensure that they appropriately reflect staff who form part of the
integrated pathway but are not employed by the Trust. The committee will
consider the terms of reference further and make a recommendation to the
Board.
Revised dashboard
A review of the KPIs had been carried out to ensure that the workforce
committee and Trust performance meetings had data that allowed sufficient
analysis and interrogation of performance. The review had been carried out in
the context of the remit of the workforce committee providing assurance to the

board on the “structure, capability, capacity, development and engagement of
the workforce.”
The new dashboard was welcomed. The committee decided to adopted the new
dashboard and recommends that the Board note the same.
Health and Safety Update
The committee noted the improving position in relation to risk assessments. It
was noted that the report did not make reference to lessons learnt from
RIDDOR incidents. The committee also asked for an annual update on the
progress against the strategy to allow for achievements to be appropriately
recognized.
Lone Working
The committee reviewed the update in relation to lone working. The first phase
of data compilation of existing systems has been completed and there is
assurance that all teams have an agreed system in place. There was discussion
around the multiplicity of systems and whether this variance was appropriate. It
was noted that an audit would be carried out which would review the suitability
of the options and staff awareness of the same. An internal audit would also be
undertaken in March to seek assurance that recommendations have been
implemented. It was noted that the first phase had identified areas of good
practice and these would be shared widely.
Purpose
(To select
Information
purpose, click on
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for drop down
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√
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√

Decison

Workforce

Sustainability

Partnerships

Equality analysis
Service
user/carer/staff

Board of Directors
1 March 2018

Item
Enclosure

11
9

Report Title
Author
Accountable Director
Confidentiality/
FOI status

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

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

5/12/17

Service

Bromley Womens Service

Attendees

Steve Dilworth, Helen Smith, Estelle Frost,
Dr Abi Fadipe,

Brief description of service
The Woman’s Service is a specialist psychotherapy service for survivors of childhood sexual abuse.
It is situated within Bromley secondary services and is the only one of its kind across the Trust and
very rare across the NHS. It was established in 2001 as a pilot and the outcomes achieved were
positive : less reliance on medication, fewer admissions
The service operates on two evening a week. All patients are offered assessment, support and
follow-up reviews at the conclusion of each phase of therapy.
The majority of staff in this service are drawn from the many London-based training programmes at
Masters and Doctoral levels in which psychotherapy/counselling psychology /clinical psychology
trainees are required to work in supervised placements and who conduct psychotherapy free of
charge. Governance issues have been resolved through the use of honorary contracts and
agreements with training institutions.
The service has an excellent external profile and is highly valued by the trainees as it affords unique
learning environment and some students stay on post qualification as volunteers. It has won 2
Oxleas recognition awards over the years.

Overview of visit

We met with the three out of 4 substantive staff members of the team…
Maggie Schaedel, Consultant Psychologist and Service lead 0.5 WTE
DS , Support Worker 0.41 WTE
DN , Administrator 0.31 WTE
There is also a Band 2 receptionist: 0.21 WTE and 5 bank employees who work one session each per
week as supervisors to approximately 30 volunteer psychotherapists and student psychotherapists.
There have been around 40 referrals since April 2017. The team currently has a caseload of 56.
However the substantive staff are all part time and feel under pressure to maintain this busy service.
All new referrals are assessed by the service lead and offered a one year treatment plan if
appropriate. Then they will be reviewed and offered another year if needed. Rejected referrals now
being monitored.

Although most referrals are received via the CMHTs (other come from GPs) most are not care
coordinated and so there is often a need for staff to do more than a strictly psychotherapeutic
intervention would normally be. For example patients might phone in for advice and support.
One barrier to people accessing the service is that we do not offer childcare, which means people
are not always free to attend. The women do not always have resources to pay for their own
childcare or even to pay the bus fare. However it was acknowledged that it would be impractical for
the service to run a crèche due to the highly regulated nature and complexities involved.
Criteria rules out people with current dual diagnosis issues and certain physical health issues, due to
therapeutic or health and safety issues.
Staff are clearly very committed to and proud of this service and are keen to become more involved
in the new Bromley directorate business.

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

Issues raised

Action

There was concern expressed about the bank
contracts for the supervisors . The manager
would like to make them substantive but has
been blocked by the step change system

Estelle Frost to make inquiries around this issue.

Patient Experience Feedback. Not collected
routinely at present.

Estelle Frost to liaise with Neil Springham
(directorate lead) to ensure the team’s patients
all have an opportunity to feedback.

Lone Working practice

Estelle Frost to liaise with Tim Sowter (locality
manager ) to ensure the team has a safe working
solution agreed
Estelle Frost to liaise with Michael Witney and
Estates colleagues about the possibility of
excluding the service from the initiative.
Abi Fadipe to liaise with directorate outcomes
lead to ensure the team are included in this
workstream.

Concerns raised about the Trust agreement to
record incoming calls
Outcome data

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

11/12/17

Service

Norman Ward : GPH

Attendees

Steve Dilworth, Estelle Frost, Dr Abi
Fadipe

Brief description of service
Acute adult mental health inpatient ward. It is a mixed sex 17 bedded unit.
Patients admitted to the unit are admitted on a formal or informal basis with an average of 6 or 7
admission and discharges a week.
There are, in particular, many patients who are suffering from psychosis, and depression, and
concurrent drug and alcohol problems.

Overview of visit

Staff spoke of the changing needs they had observed on the ward noting the increasing likelihood of
drug and alcohol issues. Also more people with housing issues such as homelessness.
Staff felt that the system was under stress. The pressure felt from the focus on throughput was
growing. Staff can see differences in the threshold community and crisis teams have for admission.
Admission should be purposeful, but patients do not always seem to know what to expect, how long
they will be here and for what purpose. In particular, patients admitted directly from out of area
hospitals and A&E’s do not appear to have been adequately assessed for admission. Also said that
there are not always resources for patients to move on to which makes discharge planning more
difficult.
Team have had changeover of manager but things are settling down and people feeling supported.
Clearly still remember issues raised a few years ago by the incidents in GPH, but Norman ward
recently had an incident and they felt the team were well supported in the aftermath.
The team have several colleagues working long days: 7 am to 9.30 pm (double shift). The option to
work this is very popular with staff who can opt in or out. To accommodate training, meetings etc.,
the unit has recently agreed that there will be two days a month when long days are not
undertaken.
Discussed ward activities as a patient recently posted a comment on the website. The modern
matron has a plan to ensure a full therapeutic programme is in place. Already the band 4 Psychology
graduate HCAs are set to run 6 therapeutic groups per week and volunteers are being recruited to
befriend and socialise with patients a 1:1 basis. Table tennis is available.

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

Issues raised

Action

The last visit was on 22 November 2016 an issue
raised was around a ligature point in the female
lounge.

Ward Manager, Kenny Fadero to check on
progress with estates and inform Lawrence Yong
MM

To support patient activities on the ward, can
patients have access to guest wifi?

Alison Furzer

Inconsistent threshold for admission to wards

Estelle Frost/ Abi Fadipe to work with community
and liaison teams to establish clearer admission
criteria and expected community escalation. DMT
members to attend community zoning meetings
early 2018 ( and promote design and use of good
individual crisis and safety plans)

Patients unclear about purpose of admission and
what to expect.

Lawrence Yong already redesigning leaflets and
information for patients.

Lack of resources on discharge for people not
receiving ongoing MH support

Bromley Well is a new primary care level advice,
support and well being service for several client
groups, including MH. They recently presented
their work to Oxleas. Estelle Frost to ensure the
information is shared with Lawrence for use in
GPH.

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

Monday
11 December

Service

Bromley Crisis Services: Home
Treatment Team (HTT) and Day
Treatment Team (DTT) Green Parks
House

Attendees

Estelle Frost, Dr Abimbola Fadipe, Helen
Smith, Steve Dilworth

Brief description of service

The Mental Health Liaison Team (MHLT), is an all age (adult and older people) team based at GPH.
They provide in reach to the adjacent PRUH to support individuals there in A&E and on the wards
that are suffering with and or suspected to have mental ill health. It operates 24/7 and the team are
bound by strict response time agreements to avoid breaching ED waiting time targets etc.
Bromley Adult Home Treatment Team (HTT) provides out of hospital care to people in crisis and at
risk of admission to an acute ward and those able to be discharged early from the wards.
HTT attend the daily bed huddles to facilitate discharge and is part of the integrated bed
management and gate-keeping protocols. They have multiple additional functions : hosting next day
emergency clinics for patients reviewed the night before by MHLT as an alternative to admission,
undertaking 48 follow up appointments and from 1.1.18 will hold the crisis line phone during
working hours (they work extended but not 24 hours)
The Bromley Adult Day Treatment Service (DTS) is a service undergoing change. They have recently
successfully implemented the SUN project providing a service for those patients with Personality
Disorder diagnosis and initial outcomes from this are very positive. They continue to offer a
structured 8 week programme to transition inpatients back to the community and prevent
admission for people in relapse. They in reach into the ward to provide therapeutic interventions
and groups.
There is one overall manager and 2 team managers, one for HTT and the second for the other two
teams.

Overview of visit

The Board decided to revisit these services in three or four months to allow more time for each part
of the service. There was pressure on time and we were not sure we were able to listen to
everyone’s issues.
MHLT :
There are 1.4 WTE consultants (a new consultant has just been appointed), 0.25 clinical psychologists
and 10 PLN posts, currently 3 vacancies. Vacancies have been a huge issue, but it is now an improving
picture. 2 staff have recently joined though still on induction. The 5 year forward view envisages that
Liaison teams will be ‘core 24 ‘compliant. This team is not compliant and work will need to be done
with the CCG to address this in 2018. Currently there are shifts when just 1 PLN is working which
could pose safety issues but also means the responsiveness of the service is limited. This

is the case at night and some weekend shifts. The duty doctor can be called upon to assist, but they
are also under pressure.
There is continual pressure from PRUH for us to respond and take people into our beds.
Some staff members felt that communication between the two organisations could be better. There
are good relationships with the geriatricians but could be more general comms with the PRUH.
Meetings about the service could be more regular and the practice of liaison colleagues attending
joint sessions with PRUH colleagues in the Post grad centre (teaching and case discussion etc.)
should be re-instigated.
Team facilities in the PRUH A&E area are not adequate. There is nowhere to privately assess people
or for MH patients to wait etc. Negotiations with PRUH are underway to address this and there is a
willingness on their part to develop an appropriate area.
All colleagues commented on the problems they have when crisis plans, risk assessments, core
assessments have not been completed or updated by community mental health teams. It means
they have to undertake these themselves in the course of their assessment which may take 1 hour
instead of 40 mins. It was noted thought that some crisis plans etc are of high quality, but we need
more consistency.
HTT:
This is a MDT with a consultant psychiatrist and associate specialist, 9 band 6 nurses and 3 Band 3
HCAs and have an average caseload of 25 .
The team have many functions and these impact at times on their ability to visit people in crisis at
home. However the team have had great results from some of these ‘add ons’ e.g. of the patients
seen in the next day clinics, 19 admissions were diverted and only two people were admitted and
since visiting wards daily to seek out potential discharges, numbers taken on for HTT have risen
threefold.
The team expressed concern about receiving referrals from community teams when they do not
seem to have escalated their input accordingly, or at times have not undertaken a recent
assessment. Therefore some of the referrals are inappropriate. Community teams do not always
seem to plan ahead and it’s not uncommon to get phone calls at 4.30 asking for input that night or
that weekend.
They have also noticed a differential in risk taking across teams, with some teams or individuals
being more cautious and referring more people through than others.
There were comments about repeated assessments in the patient pathway. Teams always seem to
re do an assessment, rather than reviewing and modifying previous assessments. This is a
duplication of effort we can no longer afford.
There was concern that CCOs do not always maintain full involvement when the HTT step in and this
is not in SU’s best interest.
May be able to use modern technology better e.g. WebEx conversations with people on their
caseload as a supplement to regular visits or when the person is almost ready from transfer to
CMHT.
The team feel under pressure and really miss having a SW and OT in the team. These posts were
recently lost.
DTS:
Colleagues from the other services commented that they are unclear about the DTS role and they
don’t know about the other teams. There is recognition that there should be more joining up and
work towards providing joint care plans etc.
DTT have experienced a lot of change as they introduced the SUN programme and lost their
manager. Patients now come in for specific group slots rather than for the day. They say morale is
low in the team and there is confusion about their role particularly in relation to providing ward
activities in the light of the Psychology graduate programme. They would like to see activity
coordinators in place on the wards .
Some team members were unclear about the new management structure and the future of OT
leadership in GPH.

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

Issues raised

Action

Confusion about responsibilities for patient
activities on the ward, OT leadership and
management structure in DTT

Estelle Frost to ensure Donve Thompson Boy
(Directorate OT Lead ) and Adrian Dorney AD,
update the team about ongoing plans

Inconsistent threshold for referral to HTT for
admission gatekeeping and for treatment.

Estelle Frost/ Abi Fadipe to work with community
and HTT teams to establish clearer admission
criteria and expected community escalation. DMT
members to attend community zoning meetings
early 2018 ( and promote design and use of good
individual crisis and safety plans)

Communication with PRUH

Adrian Dorney leading on improving liaison with
the acute trust and attends their MH Board with
colleagues.
Using the increased functionality possible due to
winter funding, the Bromley Directorate will
construct a business case to discuss with the CCG
before the end of March 2018 (EF/AD)

Developing a core 24 compliant MHLT

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

Tuesday 30th Jan

Service and Location

ALD Directorate – Tops and Tall
Trees

Attendees

Andy Trotter, Jazz Thind, Iain Dimond,
Lorraine Regan

Brief description of service

Tall Trees - provides day services for up to 20 adults (max 10 per day) who have learning
disabilities, and either of the following, Autistic Spectrum Disorder (ASD) or Severe
Challenging Behaviour and live in the borough of Greenwich. This service is available
Monday to Friday from 9am - 4.00pm.
Tops – provides day services for up to 24 adults (max 14 per day) who have learning
disabilities and either complex health conditions and/or dementia and live in the borough
of Greenwich. This service is available Monday to Friday from 9am - 4.00pm.

Outstanding actions from the last Board visit
N/A

Overview of visit
Kay Jones – provided highlights of the service and the differences between the two.
The Directorate has found it challenging to identify savings and the reliance on income generation
poses a risk at Atlas House.
The physical healthcare needs of the patients were mentioned as an area where improvement
could be made. There was a sense that since service users were not able to articulate for example
pain levels, their needs may not be recognised and dealt with appropriately. Iain encouraged the
Service Manager to ensure feedback was provided and to engage with other colleagues in helping
them to make the changes required and improve the quality of care provided, attendance a the DN
Forum was mentioned.
Further work was also required with respect to the Mental Health Capacity Act and consent from
this group of service users. This was highlighted in the findings of a recent Serious Case Review
where a patient had ‘neglected himself to death’.
There were very few patients accessing the service on the day approx. 3 in TOPS and 5 in Tall Trees.
We were able to speak with staff.
A small number of issues were raised these are outlined below.

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

Issues raised

Action

By who By when

Torn awning in garden area limiting
access

Contact Estates colleagues for
update.

Jazz

Missing door – Awaiting fitting

Service has not reported these
issues to date. Facilities
Manager has followed up and
reported both to Rydons.
Both tasks require a quote for
small works which takes up to
28 days.

Staff involvement in actions / decisions

Speak with Service Manager

Lin
Strachan
/ Michelle
Mason

Mid April
2018

Lorraine

19/03/2018

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

Thursday 18th
January

Service and Location

Talking Therapies For People with
Learning Disabilities and their
Carers (TLC)
Market Street Health Centre,
Woolwich

Attendees

Iain Dimond
Lorraine Regan
Andy Trotter
Dr Kate Chatters – Clinical Lead (0.1wte)
Dr Simon Powell – Consultant Clinical
Psychologist
Dr Hazell Bale – Clinical Psychologist
(0.6wte)
Aysem Mehmet – Psychological Wellbeing
Practitioner (0.6wte)
Esther Coroneo-Seaman – Assistant
Psychologist (0.5wte)

Brief description of service

The TLC team provides short term psychological therapy for adults with learning disabilities, and is
closely linked to CLDT Psychology. Clients with learning disabilities who need psychological therapy
are considered for either service, and decisions made regarding the appropriate service are based
on severity and complexity. Most of the workers in TLC also work in CLDT Psychology. TLC is
modelled on a stepped care IAPT approach, but this approach is tailored to the needs of people
with a learning disability. The team aims to use current best practice interventions from mainstream
IAPT services and adapt these interventions specifically for this population – CBT being a frequently
used approach. We aim to be a rapid access service (first appointment within two weeks) for people
who may have anxiety, depression or other common mental health difficulties.
The team has a focus on outcome measures to ensure good outcomes for all. We work closely with
mainstream IAPT in Greenwich (GTTT) and liaise with them about how to support people who need
adaptations to ensure a positive client journey through Oxleas mental health services.

Outstanding actions from the last Board visit
N/A

Overview of visit

The board had the opportunity to talk to staff and hear about the work carried out by TLC. The
team used a couple of case examples to highlight different aspects of their work.
A highlight of the visit was an opportunity to talk with a service user about his experience and how
he feels the team have helped him. This was a young man who had not left the house for six years
and with the support of the team is now able to make planned trips out and also volunteer at the
Tramshed and contribute to research net.
The team talked about how they feel vulnerable at times as they are such a small resource and links
with Greenwich Time to Talk were explored. They described a challenge in demonstrating value to
commissioners as they do not use IAPTUS.

A small number of issues were raised as outlined below for us to take forward.
Actions will be entered on to Board visits action tracker which will be reviewed at Board every six months

Issues raised

Outcomes achieved in TLC do not
contribute to IAPT target set for
Greenwich.
Building remains problematic with
some reasonable adjustments required
The TLC team have developed a really
good accessible resource about
depression but cannot get it published.

Action

Facilitate a meeting with Vijay
at GTT to explore how the
outcomes achieved by TLC
could contribute to the target
figure set for Greenwich.
Check with Rachel whether
there are any outstanding
buildings issues logged
Lorraine to explore with the
Communications Team
options for publishing.

By who By when
Iain

End of
March
2017

Lorraine

5/2/18

Lorraine

26/2/18
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Business Committee Update (16 January 2018 & 20 February 2018
meetings)
Jo Stimpson / Jazz Thind
Jazz Thind, Director of Finance
N/A
Integrated Dashboard
The Committee noted the performance indicators as at January 18. The
Trust continues to maintain the NHSI ‘Finance and use of Resource
Score’ at 2.
Bids and Tenders
The Committee noted updates on the following bids & tenders:
•
•

Kent Older People’s Wellbeing – withdrawn from tender
Forensic Adult Community Services (circa £2m pa) – NHSE
invited the Trust to bid for Service

Sard JV
The Committee noted the update from SARD JV Ltd which set out the
future strategic options SARD would like to pursue. SARD would like to
buyout the Trusts share of the joint venture (51% holding). The
Committee agreed that SARD would need to settle at least 75% of the
outstanding loan before selling any of the Trust’s equity share in SARD
JV Ltd. An independent valuation of the company will be sought before
any decision is taken.
Financial Update
At Month 10 the Trust’s underlying position was a deficit of £0.3m,
£0.2m behind plan. In-month (before STF and Profit on Asset sales) the
Trust delivered a surplus of £375k mainly due to the recovery of
additional income in relation to escort and bed watch costs incurred at
the Greenwich Prison cluster.
January was the fourth consecutive month when the Trust saw the
agency and locum spend being below the agency cap.
The Committee noted the completion of sale of White Gables, sale

proceeds £1.4m and the sale of Colyers Lane by auction.
Operational Plan 2018-19
The Committee reviewed the recently released NHS Improvement /
England guidance for the 2018-19 financial year. Key highlights include:
•
•
•
•
•

STF (Sustainability Transformation Fund) has been renamed to
PSF (Provider Fund)
A CSF (Commissioner Sustainability Fund) has been created
Oxlease revised control total is now £2.97m
£2.09m of this is PSF
Agency cap reduced to £11.54m, a 13% decrease against
2017/18

Pathology Services
The Committee agreed to delegate the authority to oversee the
Pathology Services procurement to the STP Pathology Programme
Board.
SLP Update
The Committee noted the work which had taken place under the first
year of the South London Mental Health and Community Partnerships.
L&GT Dispute
The Committee reviewed the current dispute with L&GT regarding
occupancy at Oxleas House. The Committee agreed the Trust would be
supportive of paying over both the impact of RPI and increases
associated with carbon reduction commitment (legislative change) but
would recommend that the Board disputes and does not accept the
value linked to a change in charging methodology.
Procurement Update
The Committee noted the procurement activity across the Trust and
South London Partnership with good progress being made.
Private Patient Policy
The Committee noted the Trust’s private patient policy and the two
services the Executive will focus their efforts on. The Council of
Governors will be updated on this.
Primary Care
The Committee was updated on conversations with GPs across Bexley,
Bromley and Greenwich. Bexley are the most interested, at present, in
pursuing a further conversation.

NHSI Provider Oversight Meeting
The Committee noted the NHSI provider oversight letter which formally
sets out the content of the discussion. Key highlights include:
•
•
•
•

Continued encouragement to meet 2017-18 control total
Lowering of agency ceiling in 2018-19
Bed capacity remains a key financial and operational challenge
Financial dispute with L&GT regarding occupation at Oxleas
House to be resolved by respective Boards

Productivity Plan
The Committee noted the work taking place across the Trust to develop
activity standards and job plans for services and staff. This work is
demonstrating an opportunity to improve effectiveness and efficiency.
London Health and Care Devolution
The Committee noted the London Health and Care Devolution act
which gives London the opportunity to make decisions on its health and
care services at a local level.
Carillion PLC
The Committee noted that the Trust did not hold any contracts with the
company when it went into compulsory liquidation.
Purpose
(tick one box
Information
only)
Recommendation The Trust Board:•
•
Link to strategic
objectives
Link to Board
Assurance
Framework

Implications

Quality

Approval 

To note 

Decision

notes the update and
approves the Committees recommendation to not pay the
additional occupancy charges at Oxleas House
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

Quality
Financial
Equality analysis
Service
user/carer/staff

Finance Report for 10 months to 31st January 2018
Board of Directors Meeting
01st March 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

2-3
4
5
6
7
8
9
10
11

1

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 10 months to 31st January 2018 (excluding STF and profit on asset disposal) the Trust reported a ‘underlying deficit’ of £0.3m, £0.2m behind the
deficit plan of £0.1m. This variance is further worsened by £2.6m in relation to non receipt of £1.1m STF which is directly linked to the achievement of
the financial plan and the Trust not yet being able to recognise the £1.5m of profit on asset sales. The completion date associated with the sale of White Gables
has slipped and the transaction has a revised target completion date of end of February.
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.
Income: £2.7m ahead of plan YTD
The in-month position is £1.2m ahead on plan. £0.3m of this is associated with the income due under the UEA risk shares and funding from Greenwich CCG for
the mobilisation of the Clinical Assessment Unit (offset by cost); £0.5m in relation to NHSE income, the key item being the finalisation of discussions regarding
the funding of over performance of escort and bed watch cost (YTD £0.4m); and the recognition of the risk share associated with Bexley Care. The position also
recognises the continued over-performance in non contracted activity.
Pay: £2.6m overspend YTD
£0.5m overspend in month, of which:- £0.1m relates to the clinical assessment unit (offset by income); £0.3m associated with patient acuity and increased
observations within the wards (a reversal of previous trend). This is the forth month the Trust agency costs fell below the NHSI agency threshold. Temporary
staffing and other recruitment and retention measures remain a focus for the Trust.
Non-pay: Breakeven YTD
Although the Trust reports a net breakeven position, the following pressures remain in place:- reliance on private beds over and above those commissioned from
ELFT; and the in year realisation of CRE plans. The latter accounts for £1.4m of the YTD variance.
The position also continues to exclude all costs associated with the increased charges levied by LGT in relation to the Trust's occupancy of Oxleas House. This is
formally disputed. NHSI has now requested a paper setting out the previous agreement in order to draw a line under this matter. This is being collated and will
be shared with the Business Committee (February 2018) before being sent to NHSI. NHSI is aware that the recognition of this increased cost would significantly
impact 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 and includes more ambitious actions to reduce spend or generate income.
The Infrastructure Committee agreed to proceed with the sales of Colyers Lane, Murchison Avenue and White Gables to achieve the £1.5m profit on disposals
required to achieve the control total of £3.1m in 17/18. All properties will be sold ‘unconditionally’ by auction with completion dates being approximately 4
weeks after the auction date. White Gables was sold in December 17, however the transaction has not yet completed, the revised target date is now the end of
February 2018 . Instructions will be issued to auctioneers to enter Colyers Lane and Murchison Avenue into the February auction the decision would however be
influenced by the overall financial position.
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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 £9.8m; 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 (plan 1).
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 £59.6m at the end of January, and is ahead of plan (£49.4m). This is predominantly due to delays in capital
expenditure (£5.2m ) and working capital movements.

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 £10.4m. Actual spend to the end
of January 2018 was £9.9m against a revised YTD plan of £9.4m (105%). Monthly NHSI returns reflect the lower forecast full year spend of £12.1m.
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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 10 months to 31st January 2018 (excluding STF and profit on asset
disposal) the Trust reported a ‘underlying deficit’ of £0.3m, £0.2m behind the deficit
plan of £0.1m. This variance is further worsened by £2.6m in relation to non
receipt of STF which is directly linked to the achievement of the financial plan and
the Trust not yet being able to recognise the £1.5m of profit on asset sales. The
completion date associated with the sale of White Gables has slipped and the
transaction has a revised target completion date of end of February.
Agency Cap: YTD the Trust is 6% above the assigned agency threshold (target of
£11m, actual cost £11.7m). This is the fourth consecutive 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 £3.1m means we are
£0.7m above the assigned threshold of £2.4m. Making reductions in spend remains
a challenge.

•

Income: £2.7m ahead of plan. The following income streams
are key contributors to the over-performance YTD: Bexley
Care risk shares; recharges to NHSE for over-performance in
escort and bed watches; overseas patient income, NCAs, MSK
cost and volume income and recognition of 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: £2.6m 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. Agency spend continues to show a
downward trend.

•

Non-pay Expenditure: YTD net breakeven position but use
of external beds over and above ELFT beds and in year underachievement of CRE schemes remain our focus.
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Statement of Financial Position
Debt summary
• Total debt stands at £11.8m a reduction of £16.2m from December mainly driven by the reversal of
£19.7m associated with the NMoC forensic budget transfer. On a like for like basis debt increased by
£3.4m in month of which £3.7m has been settled in February 2018.
• Debt >90 days decreased by £0.2m to £2m and relates mainly to payments from Greenwich CCG £0.15m.
• Areas of focus: Greenwich CCG: Total debt £1.5m. £0.5m of the debt is <30 days. Negotiations with the CCG have
concluded with both organisations bearing risk (Oxleas £0.7m). This draws a line under all 2016/17
CQUIN, 2017-18 contract issues and funding of connect care licences.

31/01/2018

As at
31/03/17

Movement

154.1
0.1
0.0

147.8
0.1
0.3

6.3
0.0
-0.3

154.2

148.2

6.0

0.3
55.5
11.5
24.0
24.1

0.3
18.4
17.1
24.0
21.3

0.0
37.2
-5.6
0.0
2.8

Current assets

115.4

81.1

34.3

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

-90.0
-3.4

-46.5
-4.3

-43.4
0.9

-93.4

-50.9

-42.5

Creditors (>1yr)
Provisions (>1yr)

-9.4
0.0

-9.7
-1.7

0.3
1.7

Non-current liabilities

-9.4

-11.5

2.1

166.8

166.9

-0.1

 Health Education England: £1m. This was paid in February.

112.1
47.8
5.5
1.4

112.1
47.8
5.6
1.4

0.0
0.0
-0.1
0.0

 Bridges Healthcare Services: Total debt: £0.2m, all >90 days. Irwin Mitchell Solicitors have indicated
there may be a case against the Director of Bridges Healthcare. We have agreed to proceed on this
basis but will be ensuring we understand what evidence is required and whether it is available
before we commit costs.

166.8

166.9

-0.1

£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

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

 KCH: Total debt £0.7m. £0.6m is <30 days and is expected to be paid shortly.
 DGT: Total debt £0.8m . We continue to receive weekly payments for all approved invoices.
 RBG: Total debt £1.1m. £0.06m is <30 days. £1.0m of the over 30 day debt has been paid in
February. RBG 14/15 CAMHS invoices £55k remain unpaid this has been escalated to the Service
Director who is reviewing documentation to support the charge.
 NHS England: Total debt £2.6m. £1.3m is <30 days. £1.0m of the over 30 day debt has been paid in
February.
 NHSPS: £0.2m. Discussions at DoF level are progressing with the aim of outstanding issues being
resolved by mid-February with payment to follow shortly afterwards. NHSPS have advised that
c.£0.1m of invoices are ready to pay.

•

 Payments
The public sector payments target is that 95% of invoices are paid within 30 days of receipt of goods or a
valid invoice. In January 92% of invoices by volume and 88% 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 is £10.3m. 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. White Gables was sold for £1.4m in December 2017 with completion expected in February 2018. It is
expected that this will achieve a profit of c.£1.1m. We expect that the planned total profit of £1.5m will be achieved through further sales. The 2018/19 plan also
relies on a further £1.5m profit on asset disposal to achieve the control total for that year. Further property sales will be considered alongside long term income
generation opportunities.
QMH Redevelopment
Phase 1: Work continues to close out defects, and we are still awaiting the final account for the contract.
Phase 2: Work is continuing to mitigate the GMP which currently stands at £2m greater than the planned £13.6m. The additional cost is driven by inflation,
inclusion of extra services and change in activity across the site. This specifically includes an options appraisal with regards to A block, broadly considering the
capital and revenue implications for 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, inclusive of relocating Oxleas clinic suite/occupational health
Feasibility studies have been undertaken to review the impact of increasing theatre refurbishment from 2 to 5, as a result of increased D&G activity. The impact
of this is being discussed with D&G to understand what works they consider are required for compliance, and the possibility of capital investment from D&G to
enable further works.
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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.
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Appendix 1 - Operational Performance
 Children & Y.P. Services: £143k underspend YTD
Income is £228k 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 and the cost pressure associated with costly medical agency
will end and be substituted by the use of SaLT therapist. Under delivery of savings (£352k adverse impact YTD) is being mitigated
by non-recurrent underspends but further plans have been identified, reducing the gap to £129k against target. 18/19 schemes
worth £330k have been identified.
 Forensics: £142k overspend YTD
Income is £42k ahead of plan mainly due to increase in overseas patients (11 patients). Pay reported a net overspend of £63k in
month, £144k YTD. The pay position is largely due to cover for vacancies and patient acuity/observation, there was a material
overspend in non-pay in month (£23k) related to the bulk purchase of E-cigarettes, this is being discussed with the Lead OT.
South London Partnership: £31k under spend YTD
SLFP continues to repatriate patients over and above plan and is on track to delivering the agreed QIPP
 Prisons: £615k underspend YTD
The YTD income is £1.3m ahead of plan, largely due to NHSE agreements pertaining to the funding of:- escort and bed watches
over-performance; smoking cessation costs; Thameside reception costs and Kent Prisons drugs over performance, offsetting
overspends in non-pay. Pay reported a net underspend of £107k YTD and is largely due to vacancies.
 Adult LD: £152k underspend YTD
£21k underspend in month and £131k YTD. The in-month favourable position is due to increased income related to a catch up of
SaLT income. Temporary staff costs have net reduced in month through conversion of agency to bank. Medical agency continues to
be required to cover the higher trainee doctor vacancy and is likely to continue beyond this financial year.
 Greenwich: £2,111k overspend YTD
Greenwich is reporting an in month overspend of £385k, £2,111k YTD. Further analysis has revealed that the UEA costs in January
include the reassignment of one patient from Bexley to Greenwich (15 OBDs) with 59 OBDs associated with a female PICU that may
now be deemed to be Acute UEA. The latter remains under discussion, however presently both lead to a deterioration in risk borne
by Oxleas. Income was behind plan largely due to reduced NCA activity. Pay overspend increased in month and relates to the social
worker agency staff used to cover vacancies and continued reliance on agency medics to cover 7 vacancies.
 Bexley: £1,118k overspend YTD
In-month overspend of £152k is mainly due to reduction of £101k in the Bexley care risk share previously assumed in the position.
YTD position is largely due to overspend in DN and underachievement of CREs. The underlying run rate excluding seasonal pressures
has seen a downward trend. The several actions taken by the team to reduce DN activity are making an impact, the latest of which
is the transfer of End of Life care to a new provider. CRE plan £500k for LCN redesign will be realised early 2018/19. The overspend
in non pay is partly offset by an over-performance against income.
Bromley: £787k overspend YTD
The borough reported £119k overspend in month and £787k overspend YTD. The in month adverse movement is driven by the
greater than commissioned usage of Male and Female PICU (64 and 53 respectively). Inpatient wards were overspent in month
particularly older people’s wards, due to continued reliance on temporary staffing (over establishment) to manage high acuity on
the ward.
 HQ Services: £699k underspend YTD
The YTD position is driven by underspends in the following directorates: Estate & facilities (vacancies and one off non recurrent rates
rebates); Finance; Informatics; Quality and Governance (Pharmacy vacancies), Therapies (Non Pay), 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. White Gables has been sold, the deadline for completion has slipped and is now targeted for the end of
February 18. Not being on plan means the position does not recognise £1.1m 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 £9.8m; realising an in year impact of £7.5m. Achievement of all identified schemes will result in over-achievement of the target in
17/18

•

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 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. Greenwich Community Assessment Unit currently meets the taskforce criteria but these are pass through to Greenwich CCG as agreed. Discussions continue
with the CCG re the future service model and substantive staffing of this service.
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2018-19 Operational Plan Refresh
Alex Owoo, Associate Director of Finance
Jazz Thind, Director of Finance

Report Summary

NHSI and NHSE jointly published the ‘Refresh NHS Plans for 2018/19 Guidance’ on
the 9th February 2018. This document looks for a refresh of the original 2018/19
plan asks the revisions continue to focus on:-

N/A

•
•
•

Improving the quality of care
Maintain financial balance
Continuing to work in partnership to strengthen future service
sustainability

Attached are 3 documents:1. Key highlights contained in the in the 2018-19 Planning Guidance and
Governance Process and the Operational Plan to be submitted to NHSI on
the 8th March 2018
2. The NHSI Letter confirming the revised financial control total for 2018-19
3. The ‘Final draft’ narrative that will be submitted and sit alongside the
detailed Financial, Workforce and Activity templates

Purpose
(To select
Information
To Note
√
purpose, click on
relevant choice
for drop down
Approval
√
Decison
box)
Recommendation To note the Financial update and approve acceptance of the revised financial
control total

Link to strategic
objectives (click
on relevant choice
for drop down
box)

Quality

Workforce

Sustainability √

Partnerships

Link to Board
Assurance
Framework

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

Implications
Quality
Financial

N/A
The aspiration to deliver high quality care may be compromised
Unless the Trust is able to deliver services within the defined levels of funding and
meet its Control Total, there would be greater financial scrutiny from the Regulator

Equality analysis
Service
user/carer/staff

Service user and carer experience and support may be reduced with safety being
the key focus. Staff morale may be impacted.

2018/19
Planning Guidance Highlights
and
Governance Process

1st March 2018

Introduction
This paper summarises key aspects of the joint NHSI/NHSE planning guidance issued on the 9th February
2018. The detailed document (attached) covers the:•
•
•
•
•

Financial Framework
Planning Assumption for Emergency care and referral to treatment times
Delivery of priorities
Integrated system working
Process and timetable

Annex 1 provides a reminder of the deliverables for 2017/18 and 2018/19 as set out in the NHS 5 Year
Forward View published in March 2017. The 6 areas covered are:1.
2.
3.
4.
5.
6.

Mental Health
Cancer
Primary Care
Urgent and Emergency Care
Transforming Care for People with LD
Maternity

Key Headlines
•

A&E - performance recovery trajectory has been pushed back one year. 90% target by September
2018 and 95% by March 2019.We may need to consider how we support this.

•

RTT - waiting list at March 2019 cannot be more than that at March 2018.

•

STF now called PSF (Provider Sustainability Fund). Allocation has been increased by £650m (total
funding now £2.45bn). Additional funding will deliver a pound-for pound improvement in Provider’s
financial position. Access to the PSF remains linked to A&E performance and delivery of control
totals. For Oxleas 100% of this would be to our financial position.

•

New CSF (Commissioner Sustainability Fund) worth £400m has been created to enable CCGs to
return to in-year financial balance.

•

ACSs are now called ICSs and are expected to prepare a single system operating plan narrative that
encompasses and would work within a system control total. Providers can volunteer to join this
system.

•

No additional winter funding in 2018/19; however systems are required to produce a winter
demand and capacity plan with actions and proposed outcomes.

•

Two-year National Tariff payment system is unchanged but local systems are encouraged to
consider local payment reforms in certain areas; in particular to complement the introduction of
‘advice and guidance services’. This is mainly applicable to the Acute sector.

•

No new detail on how funding for the lifting of the pay cap will be administered. Trusts workforce
plans will be used to inform national pay modelling.
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Financial Framework: Providers
•

Providers must make it clear whether their Board has confirmed the acceptance of its control total
(CT).

•

Failure to accept the CT is likely to trigger an action under the single oversight framework.

•

Trusts that accept their CT remain exempt from the existing contractual performance fines in the
NHS Standard Contract. The following do not form part of this:o
o
o
o

•

Mixed sex accommodation
Cancelled operations
Hospital acquired infections and
Duty of candour

To be eligible to be considered for any discretionary capital allocations, Trusts must accept their
control total

Financial Framework: CCGs
•

•

•

An additional £1.4bn has been made available to CCGs in 18/19:o £600m direct allocation to CCG
o £370m 0.5% previous requirement to underspend
o £400m CSF
Priorities:o emergency activity
o additional planned activity to tackle waiting lists
o universal adherence to the MH Investment Standard and
o transformation commitments for cancer services and primary care
Any CCG that overspends in 2017/18 will be expected to improve its in-year financial performance
by at least 1% in 18/19.

Planning Assumptions
•

Community providers will be invited to join a new local incentive scheme, alongside their CCG,
through which savings from Acute excess bed day costs will be reinvested.

•
•

Providers to prepare plans on the basis of 17/18 technical guidance.
Where the activity, cost and efficiency assumptions made by an STP do not enable each of its
organisations to meet the CT set by NHSE/I, the STP will need to agree additional cost containment
measures and highlight any implications.

•

The planning guidance requires organisation to plan on the basis assumptions for RTT, we may
need to assess the impact on our services on the back of this assumption.
o
o
o

4.9% growth in total outpatient attendance (4.0% per working day)
3.6% growth in elective admissions (2.7% per working day)
GP referrals by 0.8% (no change per working day)
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CQUIN
•

0.5% risk reserve has been non-recurrently withdrawn and added to the engagement CQUIN.

•

The engagement CQUIN will consequently increase to 1%. Further technical guidance to be
published.

•

NHSE/I will be trialling a new triangulated provider/commissioner finance return to confirm
whether CQUIN awards have been earned during the year.

Capital & Estates
•

In updating 18/19 operational plans, STPs and providers should not assume any capital resource
above the level in the current 2018/19 operational plans, unless where NHSE/I has given the Trust a
written confirmation of additional resource.
Note:- The NHSI central team has confirmed that any underspend from 2017/18 can be carried
forward and over and above the original 2018/19 plan value as long as this does not require central
funding.

•

Providers are asked to actively consider the requirement for funding critical estate backlog within
their capital plan and explain their strategy for investment in backlog work and risk mitigation
including how they will reduce operational expenditure relating to estate and facilities.

•

Any STP plans requiring additional capital must set out how the individual organisations in the STP
will use the funding to support integrated service models.

Narrative
•
•
•

In order to explain the main changes arising from the update to operational plans, all providers will
need to submit a ‘highlights’ narrative document alongside the planning templates.
This narrative should provide an overview and explanation of the changes only.
It is not necessary to provide a revised version of the full two-year operational plan narrative that
was produced last year.

Contract documentation
Where the 2018/19 plans have changed and these changes need to be reflected in the finance, activity or
other schedules for the second year of two-year contracts, a contract variation should be agreed to this
effect, and signed no later than 23 March 2018.
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National Deadlines

Link to published planning guidance
https://improvement.nhs.uk/resources/nhs-shared-planning-guidance/
Revised Control Totals and Agency Caps
Letters setting out revised financial control totals and agency ceilings were issued 6th February 2018, the
attached sets out the Trust position.
Internal next steps by 8th March 2018
o
o
o
o
o
o
o
o
o
o
o

Present and seek approval of the ‘final draft’(including acceptance /rejection of control
Total) operational plan to Trust Board
Finalise cash envelopes
Finalise CIP target and savings schemes
Where possible Quality Impact Assessment of savings plans at Annual Plan meetings in
March
Review and agree recurrent cost pressures
Non-recurrent spend and funding sources to be agreed
Agree in-year non-recurrent measures to mitigate financial overspends
Populate NHSI Finance template – this sets our acceptance/rejection of CT
Populate Workforce template
Ensure contracts, financial and workforce plans all triangulate
Finalise supporting narrative with material changes (Strategy, Quality, Activity, Workforce
and Finance)

Governance
Overview & draft plan

Formal Executive

Updated draft plan

Business Committee

13th February 2018

20th February 2018
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Final draft review
Sign off of final ‘draft’ plan
Confirmation regarding
acceptance/rejection of Control
Total
Final ‘draft’ to Council of Governors

Informal Executive
Trust Board

27th February 2018
1st March 2018

15th March 2018

Summary
It is envisaged the ‘draft final’ plan is unlikely to change between the March Trust Board and the 30th April
final submission date to NHSI.
However, it is recommended that Business Committee be delegated authority to sign off any material
change should this be required.
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Our Ref: Y56 / RPG / F
Sent via Email
Finance and Analytics

6th February 2018

Wellington House
133-155 Waterloo Road
London
SE1 8UG

Ben Travis
Chief Executive
Jazz Thind
Finance Director
Revised financial control total for 2018/19 plan update
Oxleas NHS Foundation Trust
‘NHS Operational Planning and Contracting Guidance 2017-2019’ stressed the
importance of the provider sector living within the funding available. This has been
reiterated in the latest updated joint planning guidance ‘Refreshing NHS Plans for
2018/19’. This letter updates Sustainability and Transformation Fund (STF) and
financial control totals (CTs) for 2018/19, notified to you initially in correspondence
on 30 September 2016. In mid-November 2016, we wrote to you highlighting that we
would be offering some degree of flexibility in the 2018/19 CTs.
Ahead of the 2018/19 plan update, I am writing to inform you that we are now
updating CTs to incorporate flexibility where appropriate and will allow no further
flexibility to be taken thereafter. Please note, to access the CT flexibility offered and
any already taken for 2018/19, you must deliver a minimum of the 2017/18 CT
(excluding STF).
You have already assumed all CT flexibility in your 2018/19 plan. For other trusts
who have accepted their 2017/18 CT the following approach has been taken:
-

for those who previously had a surplus CT excluding STF for 2018/19 the CT
has been reduced
for those who previously had a break even CT excluding STF for 2018/19, the
CT remains unchanged
for those who previously had a deficit CT excluding STF for 2018/19 the CT
makes progress towards recovery

CNST
The national tariff as set for 2018/19 includes an uplift which funded an estimated
increase in total CNST costs above 2017/18 of £300 million, the actual increase in
costs for 2018/19 is £116 million. At the time we set the original 2018/19 CTs
NHS Improvement is the operational name for the organisation that brings together Monitor, NHS Trust Development Authority,
Patient Safety, the National Reporting and Learning System, the Advancing Change team and the Intensive Support Teams.

individual member contributions were not available and so the 2018/19 CTs were set
on a neutral assumption that an additional increase in CNST costs would match
additional income at a provider level.
We acknowledged in the 2017/18 – 2018/19 STF and CT guidance that there may
be a need to amend CTs for the impact of CNST. We can now confirm the changes
to 2018/19 CTs associated with the difference between CNST income and cost
change with the intention of making this cost neutral for all providers. In addition, the
benefit arising from the difference between income provided for in the tariff (£300
million) and actual contribution change (£116 million) has been allocated to each
provider through the 2018/19 CTs as a risk reserve to be managed locally.
Your CT is unchanged for flexibility but has been updated for the net impact of CNST
income and spend changes, additional STF, and the allocation of the risk reserve
(see Appendix 1 for details).
Sustainability and Transformation Fund
As set out in the updated NHS England and NHS Improvement 2018/19 joint
planning guidance ‘Refreshing NHS Plans for 2018/19’, £650 million will be added to
the £1.8 billion Sustainability and Transformation Fund to create an enhanced £2.45
billion Provider Sustainability Fund, targeted at the same objectives of the existing
fund. The additional £650 million must deliver at least a pound-for-pound
improvement in the aggregate provider financial position. Full details will be provided
separately in an update to the existing STF guidance.
The additional £650 million STF has been allocated to providers in the same
proportion as the existing £1.6 billion STF general fund allocations that are included
in 2018/19 CTs. Your share of the additional STF has been added to your 2018/19
CT (see Appendix 1 for details).
Agency ceiling totals
Agency ceilings for 2018/19 have been recalculated for a number of factors to reflect
operational and structural changes. Since October 2016 performance against the
agency ceiling has been a key part of a provider’s financial risk rating, and it is
therefore important that planned monthly performance is accurately profiled in
2018/19.
(See Appendix 1 for details of your agency ceiling).
Next steps
We will issue the 2018/19 financial planning template populated with your revised CT
shortly. In the joint guidance from NHS England and NHS Improvement we set out
the approach to updating the 2018/19 operational plans. As well as a general
NHS Improvement is the operational name for the organisation that brings together Monitor, NHS Trust Development Authority,
Patient Safety, the National Reporting and Learning System, the Advancing Change team and the Intensive Support Teams.

approach the joint guidance includes details of the implications of the Autumn 2017
budget and how these should be reflected in plans. In the context of the joint
guidance you should now consider signing up to your 2018/19 CT and confirm
acceptance in the financial planning template.
There must be no ambiguity in your plan about whether or not you have accepted or
rejected your CT; we will use the financial planning template only to capture the
board approved decision. If the CT has not been accepted this should be clear in
your financial planning template and explained in your plan narrative. If the CT is not
accepted this is likely to trigger action under the Single Oversight Framework.

Yours sincerely

Elizabeth O’Mahony
Chief Financial Officer

Copy to:
Ian Dalton, Chief Executive, NHS Improvement
Stephen Hay, Executive Director of Regulation/Deputy CEO, NHS Improvement
Jeff Buggle, Regional Director of Finance (London), NHS Improvement
Steve Russell, Executive Regional Managing Director (London), NHS Improvement

NHS Improvement is the operational name for the organisation that brings together Monitor, NHS Trust Development Authority,
Patient Safety, the National Reporting and Learning System, the Advancing Change team and the Intensive Support Teams.

Appendix 1
Revisions to your financial control total for 2018/19
In the table below we set out the adjustments we have made to the control total
issued to your trust.
£ million
Current 2018/19 control total (including
allocated STF)

3.129
Surplus

Net impact of CNST income and spend
changes

-0.099

Risk Reserve (available for deployment)

-0.670

Additional STF allocation

0.605

2018/19 control total (including allocated
STF) before flexibility

2.965
Surplus

CT flexibility changes made if 2017/18
control total (excluding STF) is delivered

0.000

Revised 2018/19 control total (including
allocated STF) after flexibility

2.965
Surplus

Current STF allocation (from the £1.6 billion
STF General Fund)

1.489

Additional STF allocation (from the
additional £650 million STF)

0.605

Total allocated STF – the enhanced
provider sustainability fund (included in
revised 2018/19 control total above)

2.094

Agency ceiling for 2018/19

11.538

NHS Improvement is the operational name for the organisation that brings together Monitor, NHS Trust Development Authority,
Patient Safety, the National Reporting and Learning System, the Advancing Change team and the Intensive Support Teams.

Oxleas NHS Foundation Trust
Operational Plan Refresh Narrative 2018/19
The narrative highlights all material changes in respect of the narrative submitted in 2016/17 for the 2 year
planning cycle 2017-19.

Executive summary: Achievement to date
During 2017/18, although we have faced financial pressure, performance at Oxleas has been strong and we
have made progress across all our priorities.
The Care Quality Commission reviewed our services during the year and Oxleas is now rated as ‘Good’. All
our services are rated as ‘good’ or ‘outstanding’ across all CQC domains.
Recognising the difficulties NHS organisations face recruiting and retaining staff, we have improved our
approaches to recruitment and introduced new ways to engage with staff members. Our vacancy rate has
been improving and our use of agency staff has reduced.
We have had a consistent focus on using our resources efficiently and effectively and are on target to end
the financial year achieving our control total.
We have made significant progress in bringing together the delivery of health and social care services in
Bexley under the unified service structure of ‘BexleyCare’. The South London Mental Health and
Community Partnership (SLP) is well established and has helped to develop stronger relationships and
sharing of best practice initiatives; joint working to support challenges regarding workforce; as well as
providing the platform to improve patient care nearer to home within ever reducing resources across a
larger geographical footprint (Forensic and CAMHs).
Our partnership working at Queen Mary’s Hospital, Sidcup continues to thrive and, during the year, all
providers at the site came together to celebrate the centenary anniversary of the hospital.
Our key strategic priorities, areas of focus remain as below:
We will

Ensure

Enhance quality
Maintain a skilled and engaged
workforce
Maintain a sustainable organisation
Work in partnership

Excellence for every patient every time
Staff feel valued and are able to make a
difference
Use resources efficiently and effectively
Deliver better care by working across
boundaries both within Oxleas and with third
sector, NHS and local authority partners.
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Enhance Quality
Our values below continue to underpin our commitment to ensuring we improve the lives of those who
need to use our services.







Having a user focus – we view things through the eyes of our users and carers
Excellence – We are never content with a service that is second best
Learning – We constantly review and improve how we do things
Being responsive – We avoid unnecessary delays for treatment and care
Partnership – we work with others to ensure people get the help they need
Safety – We seek to protect you from harm

New Quality Governance Framework
We have reviewed our Quality Governance structure and have now established two Sub-Committees of
the Board that will be:





Ensuring required standards are achieved
Investigating and taking action on sub-standard performance
Planning and driving continuous improvement
Identifying, sharing and ensuring delivery of best practice
Identifying and managing risks to quality of care

The Trust Performance and Quality Assurance Committee (PQAC) is chaired by a Non-Executive Director
and has a key role to define, monitor and drive the quality priorities for the Trust. Our performance is
monitored across the Trust’s 6 quality objectives aligned to the 3 quality domains of patient safety, patient
experience and clinical effectiveness. The PQAC triangulates the key quality indicators on the Trust Board
and directorate integrated performance dashboard and provides the necessary quality assurance
governance for the Board.

The Trust Quality Improvement and Innovation Committee (Qii) is chaired by a Non-Executive Director
and has oversight of the delivery of the Trust Quality Improvement (Qi) programme, ensuring that there is
shared learning and good practice from the programme across the organisation so that our services
continuously improve. Our aspiration is to create a culture of continuous quality improvement across the
organisation that will help us achieve our strategic priorities.
Our programme of Board visits is well embedded and is another means of assessing quality at the front line
with a focus on patients, carer and staff feedback. Feedback is reported to the Board at every meeting and
progress against actions followed up with the relevant directors.

Maintaining a CQC rating of “Good”
Oxleas was re- inspected by the Care Quality Commission week commencing 27th of February 2017. This
was specific to our adult mental health inpatient services, the mental health crisis services and the
community services for children and young people. A further re-inspection of our forensic services took
place week commencing 24th of April 2017.
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Inspectors found that significant improvements had been made and all previous concerns addressed,
resulting in a rating of ‘good’ across all our core services with ‘outstanding’ noted in the caring domain of
our Community Adult Learning Disability services and the responsive domain of our Forensic services.
We continue to maintain a robust governance process to ensure services provide good quality care to all
our patients. This is overseen by our Trust Performance & Quality Assurance Committee and at monthly
Clinical Quality Review Monitoring Group (CQRG) meetings with our Commissioners across the Bexley,
Bromley and Greenwich.
The Trust has also put in place additional assurances through internal peer reviews of services by the
Quality & Governance team; the Director of Therapies who is the Trust Executive lead for patient
experience visits all wards and services to ascertain compliance with agreed action plans and quality
priorities.
The trust board approved a business case in February 2018 to launch a quality improvement program from
April 2018. We expect this programme, when fully in place, to help us maintain a rating of ‘Good’. We will
be investing £1.3m over the next 3 years to ensure this programme of work is sufficiently resourced to
deliver a cultural change that is focused on quality improvement across all activities and functions.

Quality improvement programme
We expect this programme when fully in place, to deliver the following:
•
•
•
•
•

Local teams engaged in locally led and owned improvement processes
Consistent delivery of our quality priorities and improved outcomes across the organisation
High staff engagement, a valued workforce, joy at work with improved recruitment and retention
Developed data systems that effectively capture data to drive decision making at clinical and
managerial levels
Improved patient engagement and education

All of these goals should ensure that our key quality risks listed below are adequately mitigated.

Quality Standards & Monitoring
For 2018/19 we continue to focus on our 6 quality objectives, these are detailed below with the indicators
reflecting the journey we need to continue.

Quality Objective

Quality Indicator

Quality Objective 1:
Ensure we meet our
patient promise

To ensure 90% of patients who respond
to our surveys are reporting they have
been provided with enough information
about care and treatment
To ensure 90% of patients who respond
to our surveys are reporting that they
have been involved in decisions about
their care and treatment

Service area
applicable to

Quality
Domain

All Oxleas
Services

All Oxleas
Services

Patient
Experience
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Quality Objective

Quality Objective 2:
Ensure we involve
families, carers and
people important to
our patients

Quality objective 3:
Ensure we involve
patients in planning
their care and they
have a care plan
that is personal to
them

Quality Indicator

Service area
applicable to

Quality
Domain

To ensure 90% of patients who respond
to our surveys are reporting that staff
have treated them with dignity and
respect
To ensure 90% of patients who respond
to our surveys are reporting that they
would recommend our service to friends
and family if they need similar care or
treatment
To ensure 90% of patients who respond
to our surveys are reporting that their
quality of life has improved as a result of
the care and treatment that they have
received

All Oxleas
Services

To have a minimum of 10% response
rates to our patient experience surveys

All Oxleas
Services

To ensure 90% of patients who respond
to our surveys and who reported that
they wanted friends/relatives involved in
their care/treatment did feel that they
were involved
To ensure 60% of patients have their
support network identified and noted
within their care record

All Oxleas
Services

To ensure 75% of Oxleas eligible teams
participate in the care planning audits

All Oxleas
Services
Clinical
Effectiveness

To ensure 95% of our patients on CPA
will receive a 12 monthly review

Mental Health
(AMH,
OPMH,CAMHS
& LD)
Forensic &
Prisons

All Oxleas
Services

Patient
Safety

All Oxleas
Services

Clinical
Effectiveness

All Oxleas
Services

All Oxleas
Services

Patient
Experience
All Oxleas
Services

We will maintain a trust wide focus on
the following safety areas:
Quality objective 4:
Ensure we put the
safety of our
patients first

Quality objective 5:
Ensure we provide
care in line with
national best






Falls
Deteriorating physical health
Reduction in violence & aggression
We will ensure a 50% reduction in
the use of prone restraint

We will continue to engage in national
audits that permit benchmarking of
Oxleas services
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Quality Objective

Quality Indicator

practice and
guidelines

• We will participate in the national
programme of improving the physical
health of patients with Serious mental
illness
• We will achieve the set targets of
comprehensive cardio-metabolic risk
assessment using the Lester Tool and
interventions in patients at high risk

Quality objective 6:
Ensure we routinely
measure clinical
outcomes so that
we know that our
care makes a
difference to
patients

We will undertake a benchmark of
Oxleas teams who regularly use clinical
outcome measures and increase the
coverage to ensure all Oxleas clinical
directorates routinely measure the
outcome of care delivered to patients

Service area
applicable to

Quality
Domain

Mental Health

All Oxleas
Services

Clinical
Effectiveness

Key risks to Quality


Quality impact of temporary staff (vacancies, recruitment and location induction). This risk is
mitigated through directorate and trust oversight of areas with high agency usage, which have an
impact on reducing agency spend in all cases. This is underpinned by improved rostering,
recruitment and skill mix reviews. We have introduced incentives to encourage staff to join the
trust temporary staff bank to reduce reliance on agency staff. The impact of these plans is reported
to the Board of Directors.



Staff recruitment and retention. We continue to look at innovative ways to attract staff to Oxleas,
including weekend recruitment events and targeting students whilst in their final year of
training. In terms of retention, we have a detailed staff engagement plan which is focusing on
making first year of employment supportive, nurturing and fulfilling experience, supporting
managers to get the best out of and develop individual staff; making people feel valued by an
organisation that prioritises quality of care.



Reliance on private beds: This risk is mitigated by our plans for strengthen the acute MH pathway
and focusing on admission avoidance which include the following to:
o
o
o
o
o

Reduce S136 presentations,
Minimise admissions from A&E
Reduce attendances at A&E
Maximise purposeful admission
Deliver effective and timely discharge

We are also looking to develop a 24/7 Home Treatment Team, and a Crisis Café opened in Bexley in
February 2018.
5



Achieving financial savings. All savings plans are reviewed at monthly directorate planning
meetings, with monthly and bi-monthly updates to the Business Committee and Executive
Team; and Board of Directors respectively. Challenges can be raised at the Quarterly CRE
meeting and all schemes have to be approved by the Medical Director, Director of Nursing and
Director of Therapies providing assurance to the Board of Directors that savings plans do not
adversely impact on the quality of services we provide.



Uncertainty relating to funding from commissioners. The Trust continues to strengthen its
relationships with Commissioners in order to ensure that it is in a position of influence and also
identify threats/ opportunities early. CRE plans are shared with commissioners to highlight
consequences on services of reduced funding. The financial position is reported to the Business
Committee and the Board of Directors as a standing item.
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Maintain a skilled and engaged workforce
During 2017/18 we put in a significant amount of effort to try and stabilise the attrition rate of staff. The
NHSI retention programme has helped us to focus on developing a range of programmes that we envisage
will have a material impact over the course of 2018/19:- resulting in a reduction in vacancies, turnover and
sickness levels; as well as contributing to improved staff engagement scores. 2018/19 will also see the
launch of an excellent Leadership Development programme supporting staff to step up into senior roles
and become the future leaders of the Trust.
The below sets out some of the key highlights of the work to date:
Recruitment









Radically re-design the recruitment materials
Create a welcoming and exciting offer
Highlighting the Oxleas brand and our pride in the work that we do
Simplify and streamline processes and systems
Ensure we improve the pace of our recruitment processes
With our partner organisations create a better experience for our candidates
Capitalise on the opportunities available through apprenticeship pathways for a range of
clinical and non-clinical roles, in partnership with local HEIs and other NHS organisations
Build on the successes of recruitment campaigns to date (vacancy levels now below 12%).
Retention










Our employment ‘offer’ to our employees has been reviewed
Identify further non-pay benefits that would add value and reward staff
Continue to build on the success of the career development programmes for our BME staff
and those with lived experience
Expand the existing offer of career counseling and career cafes to all staff groups
Developing rotation programmes with SLP that will provide enhanced career development
opportunities
Feedback from our staff has indicated a need to review the opportunities for flexible
working, as well as ‘retire and return’.
Aiming to deliver improvements that allow staff to work more flexibly and in a manner that
continues to support service delivery
Being open to consider more radical alternative ways of working.

Our nurses requested the opportunity to work variable patterns, particularly longer days. After a
wide ranging consultation, pilot and research, we are in the process of implementing a mixed
economy of shifts that will allow our staff to balance their work and home lives, whilst supporting
service needs.
 Launching ‘stay’ questionnaires to improve our understanding of staff motivations and use
this intelligence to channel our efforts in the right way
Leadership
Our leaders are the most powerful influence on our culture.
 Discussions regarding our leadership strategy will commence shortly with a view to creating
a programme that identifies future leaders and supports the creation of career paths and
development frameworks from entry level roles through to senior leadership positions.
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Indicators
Our Workforce Committee continues to review and refine the key metrics the Board will rely upon to
assurance itself on how our recruitment and retention actions are supporting improvement. Metrics
include:







Vacancy rate <14%
Supervision and Performance Development Review =>80%
Sickness rate <4%
Bank Costs as % of pay spend >7%
Agency Costs as a % of pay spend <8% (this would need to be <6.5% if we are to remain within agency cap)
Time to hire reduction – (advert to starting in post; pre-employment checks)
Staff Turnover =<12%

Workforce Strategy
Our work associated with the development of a Workforce Strategy will be a highly consultative exercise,
engaging widely with staff as well as governors and staff side colleagues to understand their expectations,
and with a view to ensuring that it is intrinsic to the working lives of our staff. We hope to be able to
launch the strategy by summer 2018.
In addition to these goals, we are conscious of other workforce programmes that we must continue to
deliver in the next year:

The efforts of staff in managing agency spend has seen a marked reduction in agency usage over
the course of 2017/18 (moving from 33% above cap to 6% YTD), these improvements will need to
be sustained and strengthened to ensure we do not breach our 2018/19 Cap (13% reduction on
2017/18)



We must instil a culture that actively encourages, expects and supports high performance in all
areas. In addition to existing systems to support supervision, our teams are currently working on an
exciting project to support the development and implementation of team productivity measures



The challenge of delivering a fully integrated care delivery organisation will require the
development of new roles; BexleyCare is an example of this in practice with the consultation being
launched over the next few months to reconfigure all health and social care adult teams and
professional groupings to match Bexley’s 3 GP-based integrated care networks. These newly redesigned roles will support a flexible and skilled workforce



There is a continued need to deliver efficiencies, and we are working collaboratively with the SLP to
identify opportunities for efficiencies through joint tendering, harmonisation and where
appropriate, in the delivery of support functions.
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Maintain a sustainable organisation
2017/18
The Trust’s financial plan for 2017/18 is a surplus control total of 3.1m. This is consistent with the
regulators’ expectation and assumes the receipt of £1.5m from the Sustainability and Transformation Fund
which for our Trust is 100% linked to the delivery of the financial plan.
Our services were revisited by CQC in April 2017 which resulted in an overall outcome of ‘Good’.
The biggest financial challenges in 2017/18 have been:



bed pressures in our mental health services;
slippage in the in-year benefit from recurrent savings plans; and
continued reliance on temporary staffing to deliver ‘safe care’ over and above funded
establishment.
The Trust has put in place a number of actions to mitigate impact of these in the current year and at
present remains on track to deliver the planned Control Total. The performance to date and forecast
outturn is set out below:-

In summary:-
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Under NHSI’s Single Oversight Framework impairment charges are excluded when calculating our overall
rating.

2018/19
The table below reflects the movements between the original and the revised control totals issued by
NHSI. The key changes for Oxleas are:



an overall reduction in the CT;
an increase in the allocation of Provider Sustainability Fund (PSF) - previously referred to as the
Sustainability and Transformation Fund - STF; and
a reduction in the reliance on the profit on asset sales to bridge the gap between the ‘Underlying
Position’ and CT

Agency Ceiling
The Trust agency ceiling has been reduced by circa 13% and is reflective of the average spend over the last
3 months. On the basis of ‘business as usual activities’ we anticipate that the current run rate of spend is
maintainable and the Trust is not planning to breach the reduced cap for 18/19. Further controls are being
put in place that will strengthen central oversight and scrutiny.
There could be occasions where our reliance on agency staff could increase. This is normally triggered by a
safety concern in difficult to recruit areas of the workforce and mobilisations of services that support the
wider health and social care system e.g. winter initiatives, supporting acute hospital discharge.

Income and Expenditure Plan
The table below sets out how we plan to deliver our control total for 2018/19:-
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*The above excludes the transfer of budgets associated with the Forensic New models of Care, reducing
the original 2018/19 plan by approximately £44.6m. Fixed price contracts have in built efficiencies and any
reductions associated with LA contracts are agreed in year with equal and opposite cost reductions. Both
are excluded from the above.
Acceptance of CT is contingent on the Trust identifying and delivering £9.1m of savings.

Financial Plan Assumptions
Our financial plan has been developed using the assumptions set out below:






inflationary uplift 2.1%
national efficiency requirement of 2.0%
pay award capped at 1% plus incremental drift
non-pay uplifts have been determined on the basis of where these are unavoidable
receipt of 100% of the CQUIN funding
‘Profit on asset sales’ will continue to be required to bridge the gap between the ‘underlying
surplus’ and the ‘surplus’ needed to deliver our Control Total

However our plan is not without risk. Material areas of focus are likely to remain as below:




bed pressures in our mental health services;
mobilise sufficient robust plans that meet 100% of the savings challenge;
mitigation of slippage in the in-year benefit from schemes mobilised later than planned; and
continued reliance on temporary staffing to deliver ‘safe care’ over and above funded
establishment.

Continued low levels of CCG investment in our mental health services remains an issue and although
resources were earmarked to comply with the Mental Health Investment Standard in 2017/18 this has not
always materialised in additional resources within our contracts with local commissioners. Given the
guidance requires CCGs to continue to demonstrate they are meeting parity of esteem and will be audited
to verify this has happened we will more robustly, hold Commissioners to account.
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Phasing
Our operational surplus will be phased in equal 12th to ensure the organisation remains focussed on
delivery and is able to put in place action plans at the earliest opportunity. Profit on asset sales is back
ended into quarter four of the financial year.

The plan excludes:




Impact of any other significant services being tendered out
Impact of any commissioner led QIPP
Impact of MHIS funding; this is yet to be confirmed

Our plan:



aligns with the expectations of NHSI,
supports South East London STP control totals, and
sets a savings challenge that is ambitious but deliverable.

Contracting round
Our Contracts now set out the funding by service line. Work to define appropriate outcome measures
remain in train. Our income plan is built on the recurrent position from 2017/18 and will be adjusted for
any full year effect of developments commenced in the year.
Schemes funded by Winter Pressure fund will be stopped once funding has been fully utilised.
We are working with our Commissioners to finalise cash envelopes and any further updates will be taken
into account in the April submission. Areas of focus will be:





QIPP
Risk shares
MHIS
Our three local CCGs have confirmed they are setting aside resources (in line with their allocation
growth) to meet their commitment to ‘Mental Health Investment Standards' but are as yet not
clear as to whether any of this resource will be available to Oxleas directly. We will continue to
encourage investment through the development of business cases that mitigate mental health cost
pressures across the wider system.
Activity
Contracted levels of activity need to be both affordable and deliverable for the Trust
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We have expressed an interest in managing the total CCG borough wide MH resource. The
consolidation of budgets under the New Models of Care has demonstrated that an overarching
provider led structure can not only improve the quality of care provided, it can also better manage
demand, reshape services to meet need, and deliver savings more effectively.

The SLP submitted a tender for CAMHS New Model of Care; with a delegated budget of £20m. This was
approved and went live from 1st October 2017.
We are now part of the STP wide Patient level Costing Work providing another tool to measure the
effective and efficient use of resources in the future and ensuring we are well placed to meet the national
deadlines for compliance.

Expenditure
Pay costs now represents approximately 67% of operating costs and the following were taken into
consideration in formulating the 18/19 plan:



individual staff banding and increment dates,
superannuation costs and any other additional allowances received.
1% pay award and incremental progression for all staff where applicable.

The total pay bill increased by £3.5m; this equates to circa 2.1% uplift.
We do not envisage any significant increases in our drug spend.
We will be strengthening, through recruitment and retention, the maximisation of financial return on our
apprentice levy contribution.
A contingency has been set aside non-recurrently to manage in-year pressure i.e. those incurred and
associated with maintaining patient safety.
Finance and Use of Resources score – given the 2 aspects have been disaggregated we aim to retain at
least a ‘2’ for the former and will review the expectation of the latter during 2018/19. We continue to
aspire to achieve an overall segmentation of ‘1’ – “complete autonomy”.

Efficiency Savings
The financial plan is underpinned by an efficiency requirement of £9.1m p.a. (3.7% of our operational
budgets) against the national efficiency indicator of 2%.
We have successfully, under a challenging financial outlook, delivered in excess of £41.6m of efficiency
savings over the last 6 years. This has been through a number of transformational projects and lean
working. The development and delivery of the 2018/19 efficiency savings programmes continue to focus
on cost reduction although we will be looking to income generate to a greater degree in 2018/19. Income
generation will come from the possibility of delivering private work; charging those overseas patients that
have received non-emergency care and the sale of any non-commissioned bed capacity in our Older
People’s MH services We are part of the NHSI Overseas Cost Recovery Operational Working Group and are
hopeful that this forum will help develop the systems and processes to enable us to maximise this
opportunity.
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An updated summary of our savings plan for 2018/19 is set out in the table below. This represents the
Trust best assessment of where efficiencies can be taken. All schemes need to be quality impact assessed.
However, there is a reasonable level of confidence that these can be mobilised by the end of quarter 1 if
not before. 50% of the plans are currently RAG rated ‘amber and red’. A slippage in releasing the savings
will pose a risk to delivering the CT and will require non-recurrent actions to be taken to manage the
financial gap.
The plan takes account of savings available via collaborations within SLP and requires the application of a
local vacancy factor to bridge the gap of £0.4m (target vs. schemes).

Areas of further opportunity include:





Use of benchmarking data (internal or external)
Lord Carter’s provider productivity work programme (due out July 2018)
Next stage of new ways of working with technology e.g. E-prescribing
Further partnership working
STP wide benefits e.g. Procurement of Pathology services, Pharmacy etc.

Our Cost Improvement Programme will continue to support our ability to maintain and improve the quality
of services we deliver, achieve financial balance and ensure we secure the Provider sustainability fund set
out above.

Capital Planning
The Trust’s approach is to employ capital investment where it directly supports and enhances service
delivery, efficiency and the patient environment. The Trust will not be developing a PAS in Bromley and are
reviewing the PAS in Greenwich. A summary of the areas is contained in the table below:

14

We will continue to finance capital investment from the disposal of assets and our own cash reserves. We
do not anticipate the need to secure central funding to support the above.
Oxleas set up, in July 2017, a Strategic Estates Partnership (SEP) as a way of maximising value and aligning
our estate more closely with clinical and commercial strategy. The Oxleas Property Partnership (TOPP) is a
joint venture between the Trust and Health Innovation Partners (Community Solutions and Arcadis JV) and
will help Oxleas to look at properties it owns and prioritise the development of land to generate an income
to contribute to the savings plans, be reinvested into frontline services or provide resources for future
developments.
We will continue to review our asset base and undertake annual revaluations which may result in an
impairment charge to our income and expenditure account. Such a charge is a ‘below the line’ adjustment
and does not impact on the delivery of our Control Total. Under NHSI’s SOF impairment charges are also
excluded when calculating our overall rating. The above excludes the impact of any impairment although
the financial model assumes £5m in 18/19.
In line with previous financial planning we will revalue our capital expenditure based on our stated
accounting policies. This has historically lead to a large proportion of our in year spend being offset by an
impairment charge.

Cash
We continue to maintain a strong balance sheet position with healthy cash holdings. We anticipate
starting 2018/19 with cash balances c£50.0m with no requirement to carry a lending facility. Investments
will be financed from cash reserves held and asset disposals from previous and future years.
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Work in Partnership
Borough structures
1st April 2017 saw Directorate structures (with the exception of ALD and Children and Young People’s
which remain Trust wide) realigning to boroughs and moving away from, but not unwinding the benefits
derived from, the specialty based structure. Each borough is now an integrated directorate covering the
breadth of services under adult mental health, older persons’ mental health and adult community services
(other than in Bromley). Clinical reference groups ensure clinical standards and consistency continue to be
maintained.
The boroughs are now well established and the management team structure enables senior leader across
service lines to focus on improvements in their area but also work with peers to remove barriers in
providing ‘right care’.
We see the concept of collaborative working and integrated services as key to our direction of travel in the
coming years. As a provider of both mental health and community services we have a significant role to
play in these models of care and 2018/19 will see further effort being made to:






Deliver ‘whole person’ health and physical care to our patients;
Facilitate greater seamless integrated working across organisations such as those realised through
BexleyCare;
Enable the knitting together of geographical service delivery, centred on locality systems and
networks;
Involve with the local voluntary sector organisations in supporting the pressure with the health and
social care sector; e.g. Bexley Crisis café with Bexley MIND
Engage with primary care and GP in managing demand as taken forward in 207/18 with Bexley GPs
and the District Nursing service;
Develop close working with our local acute trusts, particularly in relation to joint initiatives that
help the system be more resilient.

Being structured on a borough based has allowed all three borough directorates to play a significant role in
the development of some form of collaborative integrated care system working. We sit on all the ICS
programme boards or equivalent for all three boroughs and are developing alternative community
pathways together

South London Mental Health and Community Partnership (SLP)
The SLP is well established and the peer network that has been afforded by the partnership working has
been invaluable to all three organisations. The partnership has been a vehicle for change and opportunity:
New Models of Care service bids; access to IT funding on the back of SLaM's Global Digital Exemplar status;
and joint procurement are examples of the success to date.
The partnership remains focused on gaining efficiencies over and above those which could be derived on
an individual basis and better integrating/standardizing services to improve care pathways. The three
programme delivery boards for each of the three wider work streams are well established sub divided into
– Forensics, Clinical and Productivity. We are developing schemes to work more efficiently, particularly
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focusing on temporary staffing costs with a shared Programme Director. It has been agreed that there will
be one Mental Health system across both STPs for South London (SE London and SW London).
The Forensic Programme is now approaching the end of its first year of operation and continues to exceed
the initial target for the number of patients repatriated. Data from the 1st April 2017 census indicated
there were 196 patients in out of area placements with 27 repatriated into local service provision to date.
Indicative forecasts now exceed the £1.7m of QIPP savings providing a source of funds for service
development. The number of patients being placed in the independent sector has also remained low.
The clinical portfolio includes the recently awarded new models of care CAMHS tier 4 programme. Tier 4
CAMHS services are for young people with the most clinically complex and challenging emotional,
behavioral or mental health problems. The new CAMHS model of care will really benefit patients with
increased provision of psychiatric intensive care and a support line that is linked to local borough crisis
teams. Supporting young people near to home enables better links with friends, family and schools to
maintain a life outside of hospital.
There are also work streams with regards to the nursing workforce including a wide ranging development
programme focusing on: redefining/standardising roles and responsibilities; offering greater career
development as well as the passporting of staff between organisation without onerous due diligence.
Physician Associate roles are being explored to free up junior doctor time and address difficult to recruit to
middle grade doctors. The role can be used in a number of innovative ways such achieving key
performance indicators in relation to physical health assessment and monitoring. Our 3 Pharmacists have
aligned their thinking in relation to the application of medication especially in relation to long term depots.
The next step is to work with clinicians around their use and application of these with use of the
medication to be limited to licensed purposes and is expected to generate a significant benefit.
The role of the Productivity Operational Board is to identify and ensure the delivery of schemes within the
non-clinical functions. A number of schemes are being completed and others gaining traction. A significant
amount of work has been undertaken. SLaM and SWLStG have started to appoint joint director posts for
areas like estates and HR. All partners are undertaking joint procurements wherever the opportunity arises
and these have included legal services, Internal Audit, External Audit, and Transport. Some of these have
clearly benefitted from the partnership working to procure consistent, well specified value for money
services.
Notice of invitations to bid to NHSE for development of Forensic Community Services Pilots was issued to
Chief Executives on 19th December. A business case is currently in preparation.

Bexley Care
Bexley Care is an innovative approach to integrated health and social care services with a remit to work
differently to achieve positive health and social outcomes for the adult population of the London Borough
of Bexley. The bespoke Bexley service delivery model is contributing to the formation of a Bexley
Integrated Care System and will continue to be co-produced with residents, staff and communities and
other professionals and agencies. Resources have been aligned to achieve agreement of shared outcomes
focusing on prevention, early intervention and care close to home whilst delivering best value for the
Bexley pound. Bexley Care will build on the strengths that people have, deliver services within the local
care networks (LCNs) and use broader partnerships to improve the lives of residents and their health and
wellbeing.
The first key building blocks to our new model have progressed well.
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The creation of a Discharge to Assess (D2A) Project provides short-term funded support that
enables patients to return home early while their precise longer-term needs are being determined.
The project has been expanded to cover all three acute trusts (Darent Valley, QEH and the PRUH)
and broadened the range of therapies available to support independence. First two month showed
a saving of 1,084 bed days; which would lead to £217k annual savings in avoided admissions, signs
of reduced admissions to long term care, and improved patient satisfaction.



Multidisciplinary Team input into the Adult Social Care placement and care package panel to
maximise independence and keep people in their own homes



Closer working between Adult Social Care Triage Team and Older Peoples Community Mental
Health Team have already prevented long term placements

Next steps will focus on:



the development of services with a local population;
a single point of contact for health and social care services; and
a single assessment process.

Shared Care Records and use of Technology
Connect care is a prime example of how Oxleas is engaged in making the best use of new ways of working
that helps our staff to access and use information to make informed decisions regarding care. A direct link
from our clinical system (RiO) has recently been implemented and is in the final phase of testing. This
allows GPs, hospital staff, district nurses and other local organisations involved in a person’s care to share
important information about them including checking which medications a patient is taking or a child's
immunisation history. Work is underway to extend Connect Care so that information can be shared
between health and social care services across south east London – Bexley, Bromley, Greenwich, Lambeth,
Lewisham, Southwark. This means that south east London care staff will have immediate access to the
information they need to provide right care.

SEL STP
The STP commitments for the next five years remain as defined previously, namely:









Support people to be in control of their health and have a greater say in their own care
Help people to live independently and know what to do when things go wrong
Help communities to support each other
Make sure primary care services are consistently excellent and have an increased focus on
prevention
Reduce variation in outcomes and address inequalities by raising the standards in our health
services
Develop joined up care so that people receive the support they need when they need it
Deliver services that meet the same high quality standards whenever and wherever care is
provided
Spend our money wisely, to deliver better outcomes and avoid waste

There exists is a good collaborative working relationship across all five provider organisations. There is
acceptance that collaborative opportunities will not always be available to all five providers but this should
not hinder or hold back schemes being progresses. The SLP is an integral part of the STP, and its objectives
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are fully aligned to those of the wider STP. Within the STP there are a number of clinical and non-clinical
work streams, which aim to deliver the five principles of transformation.
There are five principle tenets of the STP:
1. Developing community based care (CBC), primary care development and prevention including LCN
development, digital road-map
2. Improving quality and reducing variation across both physical and mental health including reducing
demand on A&E, standardising care
3. Reducing cost through provider collaboration
including consolidation, procurement and reducing agency staff
4. Developing sustainable specialised services
5. Changing how we work together to deliver the transformation required
STP governance, joint working and partnership boards
Our focus over the next period is to support each of these. As well as taking a lead role in the Mental
Health specific work stream, which aims to deliver the FYFV for MH, there, is also input into each of the
other clinical work streams to ensure that mental and physical health are co-aligned.
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Governance
Our draft plan narrative has been shared and reviewed by both the Formal Executive and Business
Committee (sub-committee of the Trust Board) and aims to set out the key highlights for the coming
financial year.
The Business Committee is recommending that the Board of Directors accept the revised Control Total (CT)
issued to our Trust on the basis that the:•
•
•
•

Overall CT has reduced by £0.1m
STF (now known as Provider Sustainability Fund (PSF)) has increased by £0.6m
Savings target of £9.1m is challenging but achievable on the basis of plans put forward to date
Target represents - 4.5% of operational budget / 3.7% of turnover of £246m
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Infrastructure Committee Minutes (Meeting 20 February 2018)
Tracy Longley – Property Services Manager
Rachel Evans - Director of Estates & Facilities
N/A

Capital Plan 2017/18
The current forecast indicates an underspend of £10m against the original spend
forecast of £22.4m. The Infrastructure Committee received a paper to explain this
position, but as the capital is our own cash, there are unlikely to be any repercussions
from NHSi.

Capital Plan 2018/19
The 2018/19 capital programme was approved subject to further review of
timescales for delivery given the underspend this year. The risk rated
programme is attached and it is proposed that the allocation of £15.025m be
reduced by £1.8m for estates projects. The total expenditure on capital for
2018/19 is therefore proposed at £13.225m.
The revenue expenditure will remain as indicated in the programme at £0.525m.
The Trust Board is asked to approve the capital plan for 2018/19 at a total
expenditure of £13.75m (capital and revenue).
Property Disposals
Colyers Lane was sold at auction on the 15 February for £432,500. The total
profit on property disposals for 2017/18 amounted to £1.475m, against a plan of
£1.5m. Given the reduction in the proposed Control Total for 2018/19 the
reliance on profit from assets sales has reduced to £770,000 and and it is
expected that the sale of Murchison Avenue in 2018/19 will deliver this
requirement.
IT Update
The Committee received an update on IT projects including General Data
Protection Regulations, virtual meetings, cyber security, Connect Care and
Global Digital Exemplar.

QMH
The committee received an update on the Queen Marys Project. An option
appraisal for the Phase 2 works was discussed and it was agreed that, following
further development, the paper be taken as an extra-ordinary item to the April
Trust Board Development Day recommending that we should continue with the
redevelopment plans as per the original business case.
TOPP
A detailed schedule of activities undertaken by TOPP since commencement in
July 2017 was reviewed and it was agreed that the partnership is proceeding
well, with value already being delivered.
Redevelopment plans for the Plumstead Health Centre/St Nicholas Centre sites
have progressed to Stage 1 (equivalent to Outline Business Case) and it is
anticipated that the new health centre will be completed in Spring 2021.
Risk Register
All risks were updated prior to the meeting. One new high risk was added in
relation to viability of soft FM provider following the collapse of Carillion. This
will be reduced once a written contingency plan has been developed.
Purpose
(To select
Information
purpose, click on
relevant choice
for drop down
Approval
√
box)
Recommendation The Board to note.
Link to strategic
objectives click
on relevant
choice for drop
down box)
Link to Board
Assurance
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Implications
Quality

Quality

To Note

√

Decison

Workforce

Sustainability √

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

Partnerships √

Financial
Equality analysis
Service
user/carer/staff

Financial implications are discussed in the report.

CAPITAL PROGRAMME 2018/19

Service

Bromley

Bexley
Forensic & Prisons

CYP

Bexley, Bromley and
Greenwich
QMH *
Sustainability
Projects
General

Other Service Related

IT

Clinical
Transformation

Informatics

Project

CAPITAL

Oxleas House - 136 Suite Improvements
Wallace Centre
Oxleas House Waste Compound
Hazelwood/ Greenwood Bathrooms
Atlas House
PAS and HTT office space
GPH Open up Day Areas
Holbrook garden
Erith Outpatients Building
Local Care Network Teambase
Bracton Catering Arrangements
Bracton Heating & Environmental Improvements
Highpoint House, Phase 2
Erith Hospital - Development of Childrens Centre
Stepping Stones - Bromley CAMHS from Newman Road
Childrens Therapy Unit, Goldie Leigh
Princes Plain, Bromley
Anti-ligature works
Oxleas House Windows
Green Parks House- Radiator Covers
Capital replacement
Reconfiguration of space to meet clinical service requirements (A,B,C&F Blocks)

000's
£500
£300
£30
£100
£145
£400
£200
£15
£25
tbc
£50
£350
£262
£1,000
£250
£25
tbc
£250
£400
£75

£25

Telephone systems
Statutory Compliance
Fees relating to Feasibility work
Project Management
Estates Strategy/Small Moves
Small Projects
Catering Equipment & adaptations to kitchens- Various sites
QMH Centralisation of Post Room
Removing Smoking Shelters
Total Estates Project
Regular PC Replacement
Cyber Security Improvements
iPad replacement
New Tech Support
Laptops
Integration Engine
Public Access Wi-Fi
iPad Project Support & Development
Windip Update
Microsoft Licensing Review
LAN Equipment Refresh
Remote Access VPN
Rio Project Config
Clinical Portals
Structured Messaging- Phase 2
Digital dictation/ speech recognition
Docman
Rio External systems integration
Patient Portals
Paperless agenda- Digitisation of pathways
Rio Mobile
eReferral
ePrescribing
Virtual Meetings
New metric Development
Master Data Management
Regular Report Automation
National Datasets
CTL
IBR
Corporate Reports
BI Systems
Total IT projects

£35
£100
£285
£50
£250
£30
£300
£200
£11,652
£350
£40
£75
£50
£160
£150
£300
£75
£30
£12
£250
£50
£50
£12
£35
£13
£22
£252
£225
£223
£20
£14
£100
£10
£455
£100
£50
£50
£50
£50
£50
£50
£3,373

Total Projects

£15,025

* The cash position includes £1.2m of capital replacement costs in relation to QMH.

£000's

£6,000

Sustainability Projects

Total Expenditure : Capital and Revenue

REVENUE

£25

£100
£150

£250

£525

£525

£15,550
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Report from Audit and Risk Assurance Committee
Susan Owen, Risk and Governance Manager
Steve Dilworth, Non-Executive Director
Jazz Thind, Director of Finance
Public
The Audit and Risk Assurance Committee met on 16 January 2018.
KPMG - internal audits and local counter fraud
The committee received the internal audit reports on Financial Systems and
Risk Management. Both reports received an outcome of ‘significant
assurance with minor opportunities for improvement’ (green/amber). The
local counter fraud proactive review of payroll received a rating of
significant assurance.
Board Assurance Framework
The committee agreed to tolerate risks relating to care planning, but asked
that risks relating to involving and supporting carers remain on the risk
register, due to themes identified in serious incidents. These risks will be
owned by the trust Patient Experience Group.
Thematic risk review – high and significant risks
The committee received an analysis of high and significant risks. As at 4

January 2018, there are 73 risks rated at significant or high, out of a total of 222
risks. This is 33% of the total risk profile. There are 53 high risks that are not

on the Board Assurance Framework. All sub-committees are reviewing
these and an update on this will be brought to the committee in May 2018.
Conflict of Interest and Gifts and Hospitality
The committee received the Conflict of Interest and Gifts and Hospitality
registers. It was agreed that these would be made public as per the new
national requirement.
Overview of legal claims
The committee received a report of Oxleas negligence liabilities. The trust
has 50 live legal claims. Forensic and Prisons are the outlier due to claims
from prison healthcare services. The top three reasons for making a claim
are slip, trip or fall, assault by a patient and failure/delay to provide
treatment. There are no significant repeating themes, but there are
opportunities for learning from claims on a case by case basis. In 2017/18

our NHS Resolution contributions (both clinical and non-clinical schemes)
was £592,804. For 2018/19, this will be £644,627. For the financial year to
date, the trust has paid £17,873 in NHS Resolution excess fees; these apply
to non-clinical claims only.
Accounting treatments 2017/18
The committee received an overview of the accounting treatments to be
used in the 2017/18 Annual Report and Accounts, for the recognition and
measurement of the following: provisions; property revaluation; deferred
income; major IT infrastructure; and investments: OPS, SEEC and SARD.
Montague Evans have been instructed to undertake a valuation of the
Oxleas’ estate and we await a view from Deloitte on the 5% contingency.
Policy updates
The Procurement Policy was approved. The policy provides greater clarity
on the use of purchase orders and compliance with the trust’s principle of
‘no purchase order, no pay’. The Standing Financial Instructions (SFIs) were
approved. These have been updated with a number of minor technical
amendments.
Terms of Reference
Steve Dilworth, Jazz Thind and Sally Bryden have met to review that the
committee is fulfilling all of its functions. To ensure that we are, a system is
being introduced for the committee to review the risk management and
governance processes of the other board sub-committees. A rolling
programme of sub-committees (Chairs and Lead Executives) attending the
Audit and Risk Assurance Committee will begin in March 2018 with the
Infrastructure Committee. Through this process, the committee will seek
assurance that the risks held by each committee are being managed and
that the governance processes (eg information governance or financial
efficiency) relating to each committee are robust.

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

The group also reviewed the committee's terms of reference and a revised
version will be taken to the next meeting on 20 March 2018 for approval
Audit and Risk Assurance committee for approval.
Information
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Quality √

Workforce √

Sustainability √

Partnerships

The report outlines changes made to the Board Assurance Framework

The report includes an update on quality risks and the risk management
process
The report includes an update on accounting treatments, legal liabilities and
changes to key financial policies
The report includes an update on Conflicts of Interest, Gifts and Hospitality
and themes from claims against the trust
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Council of Governors Update
Sally Bryden, Associate Director of Corporate Affairs
Andy Trotter, Chair
Public

Since the last board meeting, the Council of Governors have been part of the
following activities:

Member focus groups

Two focus groups have been held – one in Bexley and Bromley – and a further
meeting is planned for 27 February in Greenwich 6pm – 7.30pm. Feedback from
these groups will be taken to the Membership Committee meeting on 1 March.

Governor visits to services

18 January 2018 – visit to HMP Belmarsh attended by 5 governors
23 January 2018 – visit to Green Parks House attended by 1 governor
Visits are planned in March to Maidstone Prison and the community learning
disability team at Queen Mary’s Hospital.

Governor training

2 governors took part in a training session delivered in-house on NHS services in
South East London – how they are organised and funded.

Recognition awards

The Governor panel sat to judge the Council of Governors’ recognition award.

Quality Accounts indicator

Voting has been completed for governors to choose the quality accounts
indicator to be audited as part of the external assurance of our Quality Report.
The Council of Governors will next meet on 15 March 2018.
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There are no direct links to the BAF

There are no recommendations in this report
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