127th Meeting of the Board of Directors
10.30am, Thursday 5 July 2018
Maple Room
Pinewood House
Pinewood Place
DA2 7WG

AGENDA
05ITEM

ACTION

PRESENTED BY

ENC

1

Apologies for absence and declaration of any
conflicts of interest

To note

Andy Trotter
Chair

-

2

Minutes of the Board of Directors’ Meeting held
on 7 June 2018

To agree

Andy Trotter
Chair

1

3

Matters arising
• Board Actions Tracker

To note

Andy Trotter
Chair

2a&b

4

Board Assurance Framework

To note

Andy Trotter
Chair

3

5

Chief Executive update

To note

Helen Smith
Acting Chief Executive

Verbal

ENHANCING QUALITY
6

Integrated dashboard

To note

Helen Smith
Acting Chief Executive

4

7

Operational Performance Report

To note

Iain Dimond
Acting Deputy Chief Executive

5

8

Performance and Quality Assurance report

To note

Yemisi Gibbons
Non Executive Director/
Jane Wells, Director of Nursing

6

9

Serious incident inquiry reports
• CA
• MC
• MA
• CF

To note

Iain Dimond, Acting Deputy
Chief Executive
Jane Wells, Director of Nursing,
Jane Wells, Director of Nursing
Jazz Thind, Director of Finance

7a-d

10

NHS England Independent Inquiry Report – Mr L

To note

Jane Wells, Director of Nursing

8

11

6 month review of implementation of inquiry
action plan - AT

Jane Wells, Director of Nursing

9

12

Quality Improvement and Innovation report

Steve James
Non Executive Director/
Ify Okocha, Medical Director

10

Refreshment break

To note
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127th Meeting of the Board of Directors
10.30am, Thursday 5 July 2018
Maple Room
Pinewood House
Pinewood Place
DA2 7WG

AGENDA
WORKFORCE
13

Workforce Committee report
Staff partnership report update

To note

14

NED reports - Board Visits

To note

James Kellock
Non Executive Director/Meera
Nair, Director of Workforce and
Quality Improvement
Andy Trotter
Chair

11
12

SUSTAINABILITY
15

Business Committee report

To note

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

13

16

Infrastructure Committee report

To note

Seyi Clement
Non Executive Director

14

17

Audit and Risk Assurance Committee
report

To note

Stephen Dilworth,
Non Executive Director

15

PARTNERSHIP
18

South London Partnership report

To note

Jazz Thind,
Director of Finance

16

19

Council of Governors update

To agree

Andy Trotter
Chair

17

ANY OTHER BUSINESS
QUESTIONS FROM THE PUBLIC

2.30pm-5pm Thursday 5 July
CQC Readiness Workshop for non executive directors
DATE OF NEXT MEETING
The next Board of Directors Meeting will take place on:
Thursday 6 September 2018 at 10.30am
Maple Room, Pinewood House
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2
1

Item
Enclosure

Report Title
Author
Accountable Director
Confidentiality/
FOI status

Minutes of the Board of Directors Meeting held on 7 June 2018
Susan Owen, Risk and Governance Manager
Andy Trotter, Chair
Public

Report Summary

Minutes of the Board of Directors meeting held on 7 June 2018

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
Approval

To Note
√

Decision

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

Quality

N/A

Workforce

Sustainability

Partnerships

126th Meeting of the Board of Directors
Thursday 7 June 2018 - Maple Room, Pinewood House
Board of Directors
Andy Trotter
Steve James
Jo Stimpson
Stephen Dilworth
Seyi Clement
James Kellock
Yemisi Gibbons
Helen Smith
Iain Dimond
Ify Okocha
Meera Nair
Jane Wells
Jazz Thind

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

In attendance
Sally Bryden
Rachel Evans
Susan Owen

Trust Secretary and Associate Director Corporate Affairs
Director of Estates and Facilities
Risk and Governance Manager (Minutes)

Members of the Council of Governors in attendance
Richard Diment
Governor: Appointed – Bexley Council
Action
1

Apologies for absence and declarations of interest
• None received
Conflicts of interest
• None declared.

Noted

2

Minutes of the Board of Directors’ Meeting held on 3 May 2018
The minutes of the meeting on 3 May 2018 were approved as an accurate record.

Approved

3

Matters arising from the minutes of the Board of Directors’ Meeting held on 3 May 2018
Further updates on matters arising will be discussed at the July Board meeting.
Page 7: It was noted that an update on the recommendations from the DJ inquiry report is to be
presented to the Executive Team on 12 June 2018. The Performance and Quality Assurance
Committee received a report on the peer review visits. JW said that the Heads of Nursing are meeting
weekly to drive forward the work on physical health care standards, both in terms of managing specific
conditions and fundamentals of care. JW said there has been a very positive engagement event with
the Senior Nurse at Lewisham and Greenwich NHS Trust and we have identified a number of areas to
focus on in partnership.

Noted

JS – This is good progress, but there is a lot to be done.
JW – There are some quick wins and other elements require long term plans.
JT – The aim of the peer reviews was to provide us with assurance that the findings of the DJ inquiry
were an exception.
JW – The review has assured us that the DJ case is an exception but that there is work to be done to
improve the physical healthcare of our mental health patients.
SJ – There were concerns identified from the peer reviews that physical health standards are not
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Action
always being met.
JS – What are the views of the Heads of Nursing?
JW – There is a higher turnover rate amongst the inpatient nursing workforce. We are exploring how
we can resolve this whilst improving standards.
JS – Is there scope for training dual qualified nurses?
JW – Health Education England do not fund this as part of the under-graduate training programme.
Where we have appointed nurses who are dual qualified, this is very successful. We are training nurse
associates to have competencies in specific skills. We are also looking at what other trusts have done to
tackle this issue.
IO – We should consider how we can influence the curriculum.
HS – Patients on our mental health wards will have physical health needs. This is not at the level or
frequency as in an acute trust, which poses particular challenges. Other mental health trusts will also
face this challenge.
3

Nominations Committee update
The Chair, Non-Executive Directors, Lead Governor, Medical Director and Director of Workforce and QI
met on 25 April 2018 to consider applications for the post of Chief Executive of Oxleas and four
candidates were shortlisted. The four shortlisted candidates participated in a recruitment process on
17 May 2018 which comprised of:
i) a presentation and question session with a group of our key stakeholders, with representatives
from the three clinical commissioning groups, the three local authorities, acute partner trust,
governors, staff side chair, trust directors and non-executive director;
ii) a meeting with the Chief Executives of the two partner trusts in the South London Partnership; and
iii) an interview with a panel comprised of the Chair, Lead Governor and four non-executive directors.
Steve Russell, Executive Regional Managing Director – London, NHSI attended as an independent
panel member.
It was the unanimous decision of the panel to appoint Matthew Trainer as Chief Executive of Oxleas
NHS Foundation Trust. Mr Trainer was also the preferred candidate from the stakeholder group and
the South London Partnership CEOs. Mr Trainer has accepted the offer and recruitment checks are
being undertaken. Once these are complete, a starting date will be negotiated with Mr Trainer’s
current employers.
The Board approved the decision to offer the post to Mr Trainer and supported the proposal for the
decision to be taken to the Council of Governors meeting on 21 June 2018 for approval.

4

Updated constitution
Earlier this year, the Council of Governors and the Board of Directors agreed to take a proposal to the
membership to amend the configuration of the Council of Governors and membership constituencies.
The vote on this will take place at a Special Members’ Event on Friday 29 June 2018. Assuming that
the membership agree to the changes, we will need to publish an updated Trust Constitution so that
voting can take place to elect governors in the new configuration.
The Board received the updated Constitution, which is in line with the NHSI model constitution and has
been reviewed by our legal advisors, Bevan Brittan. This includes a description of the transition
arrangements to move to the new structure.
SB said that the changes to the configuration of the Council will be voted on at the Special Members’
Meeting on 29 June 2018 and we will then need to re-elect governors to the new classes. Existing
governors will be supported through this process. SB summarised the changes and highlighted a further
amendment in light of comments from JK – that we retain 11.16.2 They are a Director of the
Foundation Trust
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Noted

Action
JT – Do staff understand the staff governor role?
SB – There is limited guidance on this and there is more we can do to develop the role within Oxleas.
AT – We need to give some thought to this and ensure that the distinctions from the staff partnership
team are clear.
HS – The role is to put forward the staff perspective.
RD – There was a presentation on the role of staff governors at the NHS Providers event where we
exhibited some of our work. I will share the learning from this.
SB – We will include this in our plans for this year.
SC – How do we manage circumstances when governors lose capacity?
SB – This is managed on a case by case basis. If a governor is not able to fulfil their role due to health
reasons, we will look at how we can support this. Reasonable adjustments are made for governors
with specific needs.
HS – Governors do need to act in accordance with the Code of Conduct. Disruption during a meeting is
not tolerated and this is managed by the Chair of the COG. Other issues are dealt with outside the
meeting and there are instances of where we have supported governors through periods of ill health.
The Board of Directors agreed to the amended Trust Constitution including the amendment at
11.16.2 and to it coming into action if the membership agree to the proposed Council of Governors’
reconfiguration at the Special Members’ Meeting on 29 June 2018.
5

Any other business
AT said that he will be attending a meeting hosted by the Chair of NHSI and asked for topics to raise on
behalf of the Board – an issue that had been suggested was data collection and the resources required
for this.

Noted

JS said that she had attended an event for NEDs which highlighted the role of Boards in leading system
changes.
6

Questions from the public
None raised.

Noted
Next meeting of the Board of Directors
Thursday 5 July 2018 at 10.30 am
Maple Room, Pinewood House
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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

Decision

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 2018 - progress on matters arising from last meeting and ongoing matters from previous meetings
Number

1

2

3

Minutes
reference

Action raised
(Board date)

Item

Action details

Action for

Bring forward to

Report under

2018-05/#2

03/05/2018

Serious incident
report

Clinical Directors and Heads of Nursing to undertake
assurance visits to all bedded units to check performance

Jane Well and Ify
Ockocha

05/07/2018

Performance and
Quality Assurance

The visits were underaken in the week beginning 7 May 2018 and the outcomes reported to
Performance and Quality Assurance on 16 May 2018 and discussed at June Board Meeting.

03/05/2018

Serious incident
report

The recommendations from the inquiry to be re-written to
capture all the additional issues raised, not just those arising
from the Root Cause Analysis

Matters arising

AF has updated the report to include an additional recommendation on identifying and managing
physical health issues. This has been discussed and agreed by the Executive team at the June
Executive meeting.

2018-05/#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

Alison Furzer

Jane Wells

05/07/2018

05/07/2018

Quality update

Action closed

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. April 2018 - the
external expert has been instructed and the report is due 4 May 2018. June 2018 Further
information was requested from the Executive team and the report will be taken to the July
Performance and Quality Assurance Committee.
An internal audit on investigating serious incidents and governance processes will be undertaken in
August 2018. The scoping of this review is underway.

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.
4

5

2017-12/#4

2017-12/#3

07/12/2017

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

Quality report

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

Sally Bryden

05/07/2018

05/07/2018

Workforce
Committee

The Head of Partnership presented the report on the new process to the Workforce Committee in
June 2018 who will report up to the July 2018 Board of Directors

Matters arising

A report on missing medical devices has been compiled with recommendations for future
management. It was considered by the Executive and the Performance and Quality Assurance
Committee in June 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.

6

2017-11/#1

04/05/2017

Audit and Risk
Assurance
Committee

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

Rachel Evans

05/07/2018

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
April 2018 - internal audit underway. The audit will be
taken to May Executive and May Audit and Risk Assurance Committee. July 2018 Update to board
in report from Audit and Risk Assurance Committee
Jan/Feb 2019 internal audit planned on ligature risk assessments

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.

7

2017-06/#4

08/06/2017

Integrated
Dashboard

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

05/07/2018
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Integrated
Dashboard

Sept 2017: To remain open on the tracker April 2018 work is underway to ensure that patients are
discharged from RiO before they leave hospital so that we have an accurate bed state report in RiO.
This will ensure that 48hr pop-up proves more useful in practice. May 2018 Meetings have taken
place with Modern Matrons on each acute ward to emphasise need to discharge from RiO on the
same day as discharge takes place. A standard operating procedure has been agreed with business
managers and modern matrons to clarify the process and the acute care forum will monitor the
implementation of this process. This is overseen by the Clinical Effectiveness Group.
June 2018: We are typically now seeing 1-2 breaches a month and each breach is being followed up
by the relevant HTT management team. Performance management processes need to be followed
where staff are consistently not updating RiO.

Board Actions Tracker 2018 - progress on matters arising from last meeting and ongoing matters from previous meetings
Number

8

Minutes
reference

N/A

Action raised
(Board date)

04/05/2017

Item

Integrated
Dashboard

Action details

Action for

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

Bring forward to

05/07/2018
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Report under

Matters arising

Action closed

Comments
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.
June 2018: This item is now covered by the contents of the exception report in the IBR item in the
Board meeting papers for 5th July 2018.

Board Actions Tracker 2018 - closed items from previous meetings in 2018
Minutes
reference

Action raised
(Board date)

Item

Action details

Action for

Bring forward to Report under

Action closed

Comments

1

2017-09/#4

07/09/2017

RP report

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

Jane Wells

03/05/2018

Quality

03/05/2018

Completed

2

2018-03/#4

01/03/2018

Audit and Risk
Assurance
Committee

For the Board to receive the Legal Claims report as
presented to the January meeting of the Audit and Risk
Committee

Jazz Thind

03/05/2018

Audit and Risk
Assurance
Committee

03/05/2018

Included in agenda for 3 May 2018 meeting

3

2018-03/#3

01/03/2018

Business
Committee

For the Business Committee to receive a paper on plans
for spending Charitable Funds

Jazz Thind

03/05/2018

Business
Committee

03/05/2018

Item was taken to Business Committee on 17 April 2018

Performance and Quality Assurance Committee to report
back to the Board on assurance that patients receive
Ify Okocha
information about their rights in a timley manner

03/05/2018

Matter arising

Number

4

2018-03/#2

01/03/2018

Integrated
Dashboard

5

2018-03/#1

01/03/218

Board Assurance
Framework

For the Patient Safety Group to consider increasing risk ID
Jane Wells
1210 re: embedding learning from incidents

03/05/2018

Matters arising /
20/03/2018
BAF

6

2017-12/#2

07/12/2017

Operational report

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

01/03/2018

Matters arising

Helen Smith/Ify
Okocha

18/04/2018

13/04/2018

This information was shared with the Performance and Quality Assurance
and was discussed at the April Acute Care Forum attended by modern
matrons and acute care representatives. Section 132 will be an item on
every acute inpatient daily visual management board to ensure we have a
Completed. This was discussed at the Patient Safety Group on 19 March
2018. The PSG felt that all reasonable actions were in place to manage
the risk and asked that the risk remain at the rating of moderate (9). This
y Risk Assurance Committee, on 20 March g
was agreed by the Audit and
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. April 2018 SC
confirmed issues had been clarified.

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

13/04/2018

Developments will be discussed by the Executive and Board subcommittees and HS updated the Board in March 2018.

8

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

13/04/2018

This has been discussed at the January Service Directors' meeting and a
process agreed. This has been communicated with staff.

9

2017-12/#5

07/12/2017

Any other busines

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

01/03/2018

Matters arising

13/04/2018

SB and MN reviewing 27 February 2018. Discussed at March Board
meeting and proposal for NED Remuneration Committee to return to
Board and Council of Governors.

10

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
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June 2017: Not due until January 2018
Presented in January 2018

Board Actions Tracker 2018 - closed items from previous meetings in 2018
Number

Minutes
reference

Action raised
(Board date)

Item

Action details

Action for

Bring forward to Report under

Action closed

Comments

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

11

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 number 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.

12

2017-10/#1

05/10/2017

Chief Executive
update

To receive an update on the SLP specialist CAMHS pilot
programme

Ify Okocha

11/01/2018

Ben Travis

07/12/2017

Chief Executive
update

11/01/2018

Presented to December Board

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

13

2017-11/#3

02/11/2017

Matter arising

For the Board to receive the Quality Improvement
Business Case

14

2017-12/#1

07/12/2017

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

Any other busines

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

15

2017-12/#6

07/12/2017
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Completed Dec 2017

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

Board of Directors
5 July 2018
Report Title
Author
Accountable Director
Confidentiality/
FOI status
Report Summary

Item
Enclosure

4
3

Board Assurance Framework
Susan Owen, Risk and Governance Manager
Helen Smith, Acting Chief Executive
Public
Attached is the Board Assurance Framework as at 25 June 2018. Exceptions
to note are given below.
1237: Processes for the application of the Mental Capacity Act are
inconsistent. This means that patients may not be treated under the
appropriate legal framework, so there is a risk of infringement of human
rights
Following the discussion at the Performance and Quality Assurance
Committee, it was agreed that this risk will be escalated to the Board
Assurance Framework, so as to ensure regular oversight at the Executive
Team and Board of Directors.
The Mental Health Legislation Oversight Group have been asked to review
this risk in light of progress made against the mitigation plan, ie that all
directorates have now developed a local action plan.
1270: Arrangements for ensuring the safety of lone working are not always
implemented and recorded by teams, so the trust may not have assurance
of staff safety during or at the end of a shift. This means that the Trust
may not be able demonstrate that it is meeting its duty of care obligations
in the event of an incident
In light of the positive outcome of the KPMG re-audit, the next meeting of
the Audit and Risk Assurance Committee will consider if this risk can be
reduced and de-escalated from the Board Assurance Framework.
Current
rating

New risks for escalation
None

Changes to existing risks
None

Previous
rating

Current
rating

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 Executive 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 25 June 2018
Agenda item

ID

Strategic objective

Item 5 Chief
Executive
update

1451

Sustainability

Item 6
Integrated
Dashboard

1217

Workforce,
Sustainability

Description

Responsible
Committee
Oxleas has been charged with Trust Business
four offences under the
Committee
Health and Safety at Work Act
1974 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

Board SubControls in place
Existing assurances
committee
Business Committee Legal support in place from external solicitors experienced Progress reported to Executive Team and
in dealing with similar matters with regards to our
Board of Directors
responses to HSE

Reliance and usage of agency Trust Business
staff poses a financial risk as Committee
agency staff are more
expensive than permanent
staff, due to higher rates,
agency commission, and VAT.

Business Committee 'Booking Authorisation Process for Agency Staff' in place

Oversight group in place

Gaps in controls and assurances

Last review date Review date

There is a range of financial
19/06/2018
exposure and it is expected this
will be mitigated by continuing to
co-operate with the HSE
investigation

18/09/2018

Consequence
(current)
Major (4)

Likelihood
(current)
Certain (5)

Rating
(current)
20

Risk level
(current)
Significant

18/09/2018

Moderate (3)

Possible (3)

9

Moderate

18/07/2018

Major (4)

Possible (3)

12

High

An appropriate communications
plan will be require to be put in
place to respond to any media
interest.

Detailed action plan from incident with evidence of
actions taken to date maintained by H&S Team

All actions in place and monitored 19/06/2018
Workforce report and associated measures through existing assurance
(absence, turnover, vacancy, bank and
processes
agency)

All agency workers > 6 months under review
All requests for non band 5 and 6 nursing roles reviewed by
Weekly Agency Control Panel

Monitoring of usage of e-rostering

On-going monitoring of usage of off-framework agencies and nonNumbers of Bank Staff recruited and growth
compliance with rates set out in NHSI guidance
Guidance re SLAs wiht agencies continues to be reviewed in
order to ensure agreements tie up with rate cap with defined
expectations on accountability and compliance
Staff who have been unsuccessful in their application for
substantive posts are considered for recruitment to the Trust
Bank

of bank
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

Tier system set up, task force regime available to focus on areras
of high spend and offer targeted support to reduce spend
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
Invoice sign off set at an appropriate level that helps with greater
oversight, not fixed and limits cna be reduced if this is not
working

Item 6
Integrated
dashboard

1220

Quality

Data entered late or
inaccurately on RiO could
lead to inconsistent
performance data being
submitted to external bodies
such as MHSDS, regulators
and commissioner. This
creates a risk as performance
of the trust is now being
measures by NHSI using these
datasets (eg EIP, Data
Completeness)

Performance
and Quality
Assurance
Committee

Performance and
Quality Assurance
Committee

1. RiO training for clinicians

"1. Internal audit of data quality

2. Business office management of data capture within
directorates

2. Trust Information Assurance Framework
(on ifox)
Inconsistent practice in services

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

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

4. A structured metric build enforces data quality checks
during testing.
5. Data quality issues are flagged and discussed at CDG
meetings.

4. The metrics being submitted to MHSDS
include validated metrics that have been
reported on the IBR.

5. Testing documentation
6. Validation is performed for key metrics routinely and in
line with IBR reporting timetables.
6. Validation tasks performed by
directorates are recorded and visible on the
validation report
7. CDG papers
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Validation not in place for all
Board metrics.

Metric definitions not always in
place

20/06/2018

Agenda item

ID

Item 6
1606
Integrated
Dashboard and
Item 7
Operational
Performamce

Strategic objective
Sustainability

Description

Responsible
Committee
The trust continues to rely on Trust Business
non-Oxleas beds (NHS and
Committee
Non-NHS) to manage demand
on in-patient services and the
changes associated with the
MHA. If the trust is not able
to reduce demand through
the deployment of admission
avoidance strategies, this will
continue to create a cost
pressure and impact on the
overall financial position of
the Trust.

Board SubControls in place
Existing assurances
committee
Business Committee Investment to support the additional capacity in place on Monitoring of financial position reported to
a non-recurrent basis
Board, Business Committee and Executive
Team
Daily bed state reports published to monitor usage of
beds

Gaps in controls and assurances

Last review date Review date
18/09/2018

Consequence
(current)
Major (4)

Likelihood
(current)
Possible (3)

Rating
(current)
12

Risk level
(current)
High

Steps to be taken to reduce
reliance on non-Oxleas need to
agreed and mobilised asap

19/06/2018

Recruitment of staff needs to
happen at pace

Sceured investments to support implementtaion of 24/7
HTT and Crisis line with the in-year slippage avaible to be
retained to offset UEA cost pressures

Item 8
Performamce
and Quality
Assurance

1709

Quality

If the trust does not have
processes to proactively
identity and then address
concerns and issues, there is
a risk of further intervention
and enforcement action from
the CQC

Performance
and Quality
Assurance
Committee

Performance and
Quality Assurance
Committee

Peer review programme
Readiness workshops
Communication plan

Reports to PQCAC on outcomes and actions It is recognised that we need
20/06/2018
from peer reviews
processes to identify and respond
to concerns that cannot be
captured through quantitative
metrics.

18/07/2018

Major (4)

Possible (3)

12

High

Item 8
Performamce
and Quality
Assurance

1237

Quality

Processes for the application
of the Mental Capacity Act
are inconsistent. This means
that patients may not be
treated under the
appropriate legal framework,
so there is a risk of
infringement of human rights

Mental Health
Legislation
Oversight
Group

Performance and
Quality Assurance
Committee

E-learning course on Mental Capacity Act
Mental Capacity Act Policy and Code of Practice

Training completion rates – all directorates Whilst training completion rates
have achieved target of >80%
are above 80%, the Trust cannot
Number of DOLs applications made and
evidence competency of staff
assessments completed

14/05/2018

09/07/2018

Major (4)

Possible (3)

12

High

Items 9, 10 and 1210
11 - Serious
incident
updates

Quality

Learning from the collective Trust Patient
themes identified in serious Safety
incidents has not resulted in Committee
changes to practice in respect
of: multi-disciplinary 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 reoccurrence 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

The embedded learning to date
16/04/2018
has not resulted in changes to
practice for culture and teamwork
to address the themes collectively

16/07/2018

Moderate (3)

Possible (3)

9

Moderate

Item 13
Workforce

Workforce,
Sustainability

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

Workforce
Committee

NHSI retention plan
Improved engagement processes - 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

18/04/2018

18/07/2018

Major (4)

Possible (3)

12

High

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

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 - target to
maintain at <11%
“time to recruit” monitoring

18/04/2018

18/07/2018

Moderate (3)

Likely (4)

12

High

Item 13
Workforce

1502

1213

Quality, Workforce

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

Use of temporary staff to cover vacancies
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Need to bring turnover down
Need to reduce time to hire
timescales

Agenda item

ID

Strategic objective

Description

Item 15
Business
Committee

1177

Sustainability

Not achieving the savings
required to deliver the
control total would have a
negative impact on the
recurrent deliverability of our
operational financial plan and
raise questions about our
long term sustainability.

Responsible
Committee
Trust Business
Committee

Board SubControls in place
committee
Business Committee Ideas generated to deliver target

18/09/2018

Consequence
(current)
Major (4)

Likelihood
(current)
Likely (4)

Rating
(current)
16

Risk level
(current)
Significant

19/06/2018

18/09/2018

Major (4)

Possible (3)

12

High

19/06/2018

18/09/2018

Major (4)

Possible (3)

12

High

The action plan is being monitored by the Information
Governance Group to ensure that the trust has processes
in place to ensure compliance as and when detailed
guidance is published

Ensuring that we have processes
for managing data breaches and
reporting to the ICO

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

Recommendations of the KMPG 14/06/2018
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

13/09/2018

Moderate (3)

Possible (3)

9

Moderate

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

Existing assurances

Gaps in controls and assurances

Reports to Board and Business Committee

Savings plans identified but not all 19/06/2018
will be fully delivered at start of
financial year

Commissioners not able to
quantify and share requirements
well in advance of the financial
year

Data breaches are reported on Datix as
Ensuring that we have processes
incidents and learning shared with teams as in place for how we seek, obtain
appropriate
and record consent for the
processing of personal data

Monthly/quarterly finance meeting with
service and corporate directoartes

Last review date Review date

Financial recovery regime in place for all directorates RAG Monitor Risk Rating an indicator of financial
rated 'red'.
risk
Monthly finance reports shared

Item 15
Business
Committee

Item 16
Infrastructure
Committee

Item 17 Audit
and Risk
Assurance
Committee

1216

1613

1270

Partnership,
Sustainability

Sustainability

Quality

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

Business Committee Financial support to service directorates

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

Business Committee A gap analysis has been completed

Arrangements for ensuring
Health and
the safety of lone working are Safety
not always implemented and Committee
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

Workforce
Committee

Regular reporting of financial position to
Exec, Business Committee and Board

Monthly finance reports
Strong current financial position
Internal agreement that all local efficiency requirements
must be jointly agreed, communication startegy set out to NHSI Risk Rating
ensure stakeholders understand why and by whom the
decision has been made, and all plans to be signed off by Risk is limited to one Commisisoner
the Governing Body of the CCG (including a clear narrative
on the impact of service delivery - performance, quality
etc)

KPMG Audit confirms that within the limited scope of
audit the Trust is well placed in terms of tits planning

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
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Board of Directors
5 July 2018
Report Title
Author
Accountable Director
Confidentiality/
FOI status
Report Summary

Item
Enclosure

6
4

Integrated Dashboard
Alison Furzer, Director of Informatics
Helen Smith, Acting Chief Executive
Public

Please see attached the Trust Integrated dashboard. There are 3 areas where
overall Trust performance is ‘red’ an exception reports are provided. These areas
are:
•
•
•

Referral to treatment for psychological therapies
Roster score %
S132 Compliance

In addition, we have been closely monitoring vacancy performance for some
time now and although overall performance is rated as ‘green’ our ALD and
Forensic directorates are now more than 3% away from the 14% target and
therefore showing as ‘red’ on the dashboard. An exception report is also
provided as part of the dashboard pack below.

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

Quality √

To Note

√

Decision

Workforce √

Sustainability √

Partnerships √

Link to Board
Assurance
Framework
Implications
Quality
Financial
Equality analysis
Service
user/carer/staff

Integrated Performance Report(IPR) - May 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

Q2
17/18

Trend

Q3
17/18
2

Q2
17/18

2

2

Trend

Q3
17/18

Jan-18

Jan-18

Feb-18
2

Feb-18

Mar-18
2

Mar-18

Apr-18 May-18
2

2

Apr-18 May-18

04 Jul 2016

10341

4 Must Dos - Treated with dignity and respect

>90%

IO

99.1%

98.9%

98.5%

98.7%

98.9%

98.8%

99.1%

Trust

29 Mar 2017

10798

Friends/relatives involved in care and treatment

>90%

IO

94.6%

93.1%

94.8%

89.1%

93.0%

93.0%

95.0%

Monthly

Trust

04 Jul 2016

10338

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

>90%

IO

97.0%

97.6%

97.3%

95.8%

97.2%

96.8%

98.0%

Quality

Monthly

Trust

04 Jul 2016

10340

Friends and Family Test (FFT) - % not recommended

<10%

IO

2.4%

2.1%

2.2%

2.5%

1.9%

2.4%

2.0%

Quality

Monthly

Trust

04 Jul 2016

10339

FFT - % recommended

>90%

IO

90.3%

92.0%

93.1%

91.6%

91.6%

90.7%

92.3%

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

Q2
17/18

Trend

Q3
17/18

Jan-18

Feb-18

Mar-18

Apr-18 May-18

8

Quality

Monthly

Trust

10528

Number of Complaints Received

IO

27

21

24

25

34

32

23

9

Quality

Monthly

Trust

10529

Number of Compliments Received

IO

76

110

100

77

75

71

69

10

Quality

Quarterly NHSE

10768

Delayed Transfers of Care

<7.5%

HS

5.1%

5.7%

6.3%

7.7%

5.8%

4.9%

3.5%

11

Quality

Monthly

NHSI

01 May 2018

11128

6 Week Wait for Audiology Diagnostic Assessment (DM01 Monthly)

>99%

HS

100.0%

99.3%

99.2%

12

Quality

Monthly

Trust

04 Jul 2016

10335

4 Must Dos - Enough information about care and treatment

>90%

IO

97.3%

97.9%

98.1%

97.2%

97.4%

97.4%

98.0%

13

Quality

Monthly

Trust

04 Jul 2016

10336

4 Must Dos - Involved in decisions about care and treatment

>90%

IO

96.8%

97.5%

96.2%

97.3%

97.4%

97.2%

97.6%

14

Quality

Monthly

Trust

25 May 2018

11268

Referral to Treatment - Allied Health Professionals (New - April 2018)

>95%

HS

97.7%

98.0%

96.9%

96.8%

97.4%

98.1%

98.1%

15

Quality

Monthly

Trust

01 Aug 2016

10024

Referral to treatment for Psychological Therapies (PT)

>95%

HS

86.9%

87.1%

86.6%

86.4%

84.2%

81.3%

80.7%

16

Quality

Quarterly NHSI

12 Jul 2016

10248

Referral to treatment for incomplete care pathways

>92%

HS

95.2%

95.8%

95.5%

92.3%

96.5%

98.4%

94.7%

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

Q2
17/18

Trend

Q3
17/18

Jan-18

Feb-18

Mar-18

Apr-18 May-18

17

Quality

Quarterly NHSI

13 May 2016

10314

CPA 7 Day follow up (Discharge from Inpatient setting)

>95%

HS

97.4%

98.6%

98.5%

100.0%

98.5%

98.4%

100.0%

18

Quality

Monthly

Trust

16 Jun 2016

10342

Adult Acute Bed occupancy (excluding leave)

<100%

HS

96.5%

96.0%

94.4%

95.0%

96.8%

96.2%

96.0%

19

Quality

Monthly

Trust

25 Jul 2016

10463

OPMH Acute Bed occupancy (excluding leave)

<100%

HS

93.0%

94.1%

89.9%

86.7%

89.1%

88.6%

82.8%

20

Quality

Monthly

Trust

13 Jun 2016

10343

Adult Community Intermediate Care Bed Occupancy

85-95%

HS

91.2%

88.4%

96.6%

97.4%

96.9%

90.4%

85.4%

21

Quality

Monthly

Trust

26 Oct 2017

10869

Crisis Home Treatment Team Gatekeeping - Oct 2017 onwards

>95%

HS

99.1%

99.3%

99.2%

100.0%

99.4%

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

95.8%

92.3%

92.8%

91.8%

94.4%

94.2%

95.9%

23

Quality

Monthly

Trust

20 Oct 2016

10512

48-Hour Post-Discharge Follow-up

>100%

IO

95.2%

96.6%

95.7%

97.9%

98.2%

94.1%

96.8%

24

Quality

Monthly

Trust

01 Jul 2016

10355

No of incidents (1-3)

N/A

JW

897

923

1,090

893

939

949

964

25

Quality

Monthly

Trust

11 Jul 2016

10356

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

N/A

JW

7.67

4

8

5

8

13

8

26

Quality

Monthly

Trust

04 Jul 2016

10447

Incidents of Grade 3 and 4 Pressure Ulcers

N/A

JW

9

11

6

10

14

11

12

27

Quality

Monthly

DH

04 Jul 2016

10351

Safe staffing levels- Registered (Actual against planned)

>100%

JW

92.1%

96.6%

94.9%

98.6%

95.6%

97.7%

96.1%

28

Quality

Monthly

DH

04 Jul 2016

10352

Safe staffing levels- Unregistered (Actual against planned)

>100%

JW

111.3%

111.1%

119.8%

123.1%

119.6%

122.3%

118.7%

29

Quality

Monthly

Trust

08 Aug 2016

10448

Medication errors

N/A

IO

60

62

68

42

65

41

49

30

Workforce &
Development

Monthly

Trust

23 May 2016

10334

Vacancy Rate

<14%

MN

13%

11.4%

11.1%

10.8%

10.4%

11.3%

11.0%

31

Workforce &
Development

Monthly

Trust

01 Jun 2016

10445

Vacancies - Exceptions Prisons

<14%

MN

17.4%

16.3%

19.0%

19.4%

18.7%

16.4%

15.3%

Report Run Date: 28 Jun 2018 01:15 PM

Comments - May 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 - May 18

Comments - May 18

'Bexley = 112/113 (99.1%). Greenwich = 5/5 (100%). Trust
= 117/118 (99.2%) for May 2018 DMO1 data.

Please see exception report.

Comments - May 18

Bexley = 21/21 (100%), Bromley = 23/23 (100%), Greenwich
= 30/30 (100%), Forensic = 8/8 (100%).

Bromley = 45/45 (100%), Bexley = 39/39 (100%), Greenwich
= 58/60 (96%).

Bexley = 21/22 = 95.5%, Bromley = 23/23 = 100%,
Greenwich = 17/18 = 94.4%. Greenwich breach: 1 genuine
breach - HTT manager notified that the referral was not
followed up on time. Bexley Breach:1 Genuine Breach Patient was not referred in time from Greenwich ward to
Bex HTT. This is being followed up by HTT Manager.

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

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

S.No

Committee

Reported

Origin

Info
Assurance

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

32

Quality

Monthly

Trust

11251

Vacancies - Exceptions ALD

33

Quality

Monthly

Trust

10913

Vacancies - Exceptions Forensics

S.No

Committee

Reported

Origin

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

Exec
Lead

<14%

MN

9.9%

10.7%

11.9%

14.5%

15.6%

17.8%

20.5%

MN

20.5%

18.5%

16.3%

15.7%

14.6%

16.4%

17.2%

Target

Exec
Lead

Q2
17/18

Q2
17/18

Q3
17/18

Trend

Target

Q3
17/18

Trend

Jan-18

Jan-18

Feb-18

Feb-18

Mar-18

Mar-18

Apr-18 May-18

Apr-18 May-18

Comments - May 18

Please see exception report.

Comments - May 18

34

Quality

Quarterly NHSI

10915

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

>50%

51.0%

56.1%

66.7%

33.3%

88.9%

50.0%

65.2%

35

Quality

Quarterly NHSI

10916

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

>50%

16.7%

85.4%

54.5%

77.8%

90.0%

73.3%

64.7%

36

Quality

Monthly

Trust

10645

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

>90%

92.9%

94.2%

93.7%

84.6%

90.9%

94.0%

94.9%

37

Quality

Monthly

Trust

10836

Roster Score %

>90%

50.2%

83.1%

53.9%

86.7%

86.7%

55.9%

58.0%

Please see exception report.

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%

IO

97.2%

93.8%

89.1%

95.0%

97.0%

97.0%

88.8%

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

39

Quality

Monthly

Trust

25 May 2016

10325

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

>100%

IO

100.0%

95.8%

100.0%

100.0%

91.7%

92.9%

100.0%

40

Quality

Quarterly NHSI

09 Aug 2016

10324

Data Completeness: Mental Health Identifiers

>97%

HS

99.5%

99.5%

99.5%

99.5%

99.5%

99.1%

99.5%

41

Quality

Monthly

Trust

15 Aug 2016

10322

MH CPA Service user reviews after 6 months

>95%

HS

96.7%

96.0%

94.8%

96.6%

95.4%

93.8%

95.1%

42

Quality

Monthly

Trust

15 Aug 2016

10102

CPA formal review within 12 mths

>95%

HS

99.6%

99.8%

99.9%

99.9%

99.9%

99.9%

100.0%

43

Quality

Monthly

Trust

05 Jul 2016

10359

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

>95%

HS

96.7%

97.3%

97.0%

98.0%

96.0%

95.0%

95.0%

Target

Exec
Lead

S.No

Committee

Reported

Origin

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

HS

Q2
17/18

Q3
17/18

Trend

Jan-18

Feb-18

Mar-18

Apr-18 May-18

RAG: Green >= 50; Red < 50.

ALD = 100%, Bex = 99%, Bro = 96.2%, CYP = 84.8%, For =
100%, Gre = 96.7%.

Comments - May 18

44

Workforce &
Development

Monthly

Trust

19 Aug 2016

10353

Staff Personal Development Review (PDR) Completeness

>80%

MN

88%

90%

90%

90%

89%

88%

89%

45

Workforce &
Development

Monthly

Trust

19 Aug 2016

10354

Supervision Completeness

>80%

MN

79%

78%

80%

80%

80%

80%

81%

46

Workforce &
Development

Monthly

Trust

23 May 2016

10333

Sickness Rate

<4%

MN

4.0%

4.6%

5.3%

4.9%

3.8%

3.0%

3.0%

RAG: >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%

7.7%

6.7%

8.6%

8.5%

8.9%

8.2%

RAG: 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

8.8%

6.9%

7.6%

6.3%

7.0%

5.8%

6.1%

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

-1.7

-1.3

-0.3

0

0.3

0

0

50

Business

Monthly

NHSI

12 Jul 2016

10327

Cash Position (£m)

47.0

JT

54.8

60

59.6

61.2

60.5

59.2

61.3

51

Business

Monthly

Trust

12 Jul 2016

10328

Capital Expenditure - Year to Date (£m)

<=14

JT

6.6

8.7

9.8

10.3

11.2

0.2

0.6

RAG: Year end plan £16.3m

52

Business

Monthly

Trust

01 Aug 2016

10330

CRE Plans 17/18 (£M)

>9.9

JT

8.1

8.7

8.7

9.6

9.6

6.7

6.7

RAG: Year end saving plan £9.9m

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

Please note the Metric values with a percentage format, a blank cell means there is no
denominator

RAG: Year end plan £0.1m.
RAG: Year end plan £52m

EXCEPTIONS REPORT: Line 15 Clients on a Psychological therapies 18 week RTT pathway - clients Waiting at end of month
(Bexley/ Bromley/ Greenwich/CAMHS/Forensic)
The waiting times for psychological therapies was “greyed-out” on the IBR while further work was done to ensure we achieve the target . Reduced waiting
times improve the experience of the patient and clinical effectiveness.

KPI Data
Target >95%
Waiting
Borough

Effectiveness of Actions to Date

Q2

Q3

Jan-18

Feb-18

Mar-18

Apr-18

May-18

86.9%

87.1%

86.6%

86.4%

84.2%

81.3%

80.7%

May-18

Bexley
197/268
Bromley
219/262
Greenwich
238/265
CAMHS
54/82
FOR
55/55
Total
776/961
(ALD = 60/60 = 100%)

Please see below.

May %

73.5%
83.6%
89.8%
65.9%
100%
80.7%

Future Actions and monitoring process
The directorates have faced continual challenges in meeting this internal target. The Executive decided to remove this indicator from the trust
dashboard whilst this was subject to a QI project in one service area. The QI project was undertaken by the associate director of quality and
governance.
There have been significant efforts to improve performance over the last year however there remain some areas where improvements to
performance are needed, these are mainly in adult mental health and specifically within some PCP/ADAPT teams. The numbers are relatively
small numbers so the target can be missed when only a few people wait over 18 weeks.
It is clear that some of the waits are not being recorded correctly i.e. the clock has not been stopped when the patients have started treatment.
This is being addressed with the relevant team/business managers as a performance issue.
Continued on the next page…

Lead Board Director: Ify Okocha

Estimated time to resolve: December 2018

There have been improvements in performance in some teams - e.g. Bromley west PCP/ADAPT where there are essentially no waits.
Some teams have waits due to staff shortages eg Bromley East PCP/ADAPT - 4 psychologists have left/will be leaving imminently. In addition
the rate of referral outstrips the capacity of the team to manage the referrals. The east/west teams are being integrated with the
expectation that this will enable the directorate to deploy capacity to meet demand and address idiosyncratic referral patterns by some
MDT colleagues.
In some PCP/ADAPT areas, the stepped care model, which was planned when moving to the current PCP/ADAPT model of care, has not been
fully realised. This means that some patients who should have been offered a lower level of psychological therapy (for example a psychoeducational group; or an anxiety/depression management group) have not been provided with this but are instead referred for formal
psychological therapy. The staff who are asked to deliver this, typically nurses, OT's and social workers, do not have the capacity to deliver
this as they are required to provide "care-coordination".
As capacity appears to be a factor for teams, this needs to be addressed via the work being undertaken to ensure there is a clear and
systematic approach to productivity. Some staff are working to capacity, and indeed beyond what we would expect of them, often working
significantly more hours than they are contracted for. However, a small number of staff are not working to capacity in some areas. We are
developing clear job plans for each individual staff member and where we have identified poor performance, we are ensuring managers are
addressing these issues - this is not yet happening routinely. While we expect some increased direct patient contact to arise as a
consequence of this work, we also anticipate that some other tasks that we regard as important, which these clinicians have
traditionally been asked to do, will need to be discontinued.
We require a further 3-month period to ensure that the work we are doing in relation to productivity is completed. We anticipate a further
reduction in the waiting times.

EXCEPTIONS REPORT: Line(s) 31, 32 & 33– Vacancies (Prisons, Bromley and Forensic)

Vacancies: Inability to recruit staff substantively places a greater reliance on bank and agency staff with both cost and quality implications.

Effectiveness of Actions to Date

KPI Data 17/18
Borough

Q2

Q3

Prisons

17.4%

16.3%

ALD

9.9%

Forensics

Trust

Jan-18

Feb-18

Mar-18

Apr-18

May-18

19.0%

19.4%

18.7%

16.4%

15.3%

10.7%

11.9%

14.5%

15.6%

17.8%

20.52%

20.5%

18.5%

16.3% 15.7%

14.6%

16.4%

17.2%

12.8%

11.4%

11.1% 10.8%

10.4%

11.35%

11.05%

Vacancies in the Prison directorate continue to decrease and is no
longer an exception has fallen from 18.7% to 15.3% in the last two
months.

Future Actions and monitoring process
General:
Trust vacancy levels have decreased this month from 11.35% to 11.05. Work continues to speed up the recruitment process, with a target of 4 weeks for completion of preemployment checks. HR continue to work with the services to ensure recruitment is undertaken in a timely way and work with finance to ensure accuracy of recorded
establishments, following organisational change programmes.
ALD:
ALD’s vacancy rate increased from 17.8% to 20.5% (29 WTE) this month, which equates to 4 WTE fewer staff in post; ALD is a small directorate and therefore vacancy rates
fluctuate more with staffing changes. Proportionally though there are high levels of admin, qualified nursing and medical vacancies. The medical vacancy rate has been impacted
by unfilled training posts and the admin rate due to organisational change. The admin posts are now being filled and this will be reflected in the vacancy rate over the next
couple of months. Overall 21 WTE are currently in the recruitment pipeline.
Forensics:
Vacancy levels in Forensics have increased from 16.4% to 17.2% (63 WTE), with particularly high rates for HCAs and qualified nursing. Danson, Birchwood, Joydens, Heath are
the inpatient teams with the highest vacancy rates, which are all above 20%. 40.2 WTE are currently in the recruitment process.

Lead Director: Meera Nair

Estimated Time to Resolve: March 2019

EXCEPTIONS REPORT: Line 37 - Publication of Staff Roster - Roster Score %
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

Jan-18

Feb-18

Mar-18

Apr-18

May-18

76.9%

82.0%

53.9%

72.88%

72.88%

55.9%

58.04%

•

Whilst the roster score had improved, recently focus has shifted to ensuring
rosters are finalised in time for payroll, which may have meant teams have not
been so concerned with approving their rosters. This therefore needs to be
revisited, as detailed in the future actions below.

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 2017, 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.
April and May have 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.
HR will attend the next NEC in July to discuss this with nursing colleagues and agree measures to improve practice.
New rostering principles are being rolled out to inpatient areas this month, which will mean rosters are approved earlier; this should have a positive impact on
the Roster Score.
HoN’s will be facilitating meetings between Ward Managers and Matrons from the Inpatient Areas and the Workforce Systems Team over the coming months,
to help address any issues which are preventing managers from making effective use of Healthroster.

Lead Board Director: Meera Nair

Estimated time to resolve: TBC

EXCEPTION REPORT: Line 38 - 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

Q2

Q3

Jan-18

Feb-18

Mar-18

Apr-18

May-18

97.2%
100%

93.8%
95.8%

89.1%
100%

95.0%
100%

97.0%
91.7%

97.0%
92.9%

88.8%
100%

To date the action of reminding approved clinicians when authorisation is due
have been largely effective.

Future Actions and monitoring process
S132: There were 11 cases in Greenwich and 7 cases in Bromley where S132 compliance wasn’t evidenced, the most significant drop in performance since the
New Year. 7 of the 18 breaches were short term sections lasting up to 72 hours.
Clinical directors have informed service leads to make S132 procedure and compliance a priority issue within the teams for coming months.
The Bromley Modern Matron has had performance conversations with staff for some of the breaches identified.

Lead Board Director: Ify Okocha

Estimated time to resolve: N/A

SINGLE OVERSIGHT FRAMEWORK DASHBOARD
June 2018 - Reporting May 2018 Activity
For further information pertaining to each of these measures, click here: Link to NHS Improvement Single Oversight Framework Document
Domain
Director
Metric
Metric Number NHSI Method of Current
Matches
Target
Collection
Reporting
Local
Reporting?
Cardio-metabolic assessment Inpatients

N/A

Annual Survey

Local CQUIN

TBD

Jun-17

Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

May-18

Comment

Operational
Performance

Ify Okocha

65%

Operational
Performance

Ify Okocha

Operational
Performance

Ify Okocha

Operational
Performance

Helen Smith

Consultant Led 18 week RTT 10248
patients on an incomplete pathway

TBD

IBR

Yes

92%

92.2%

94.9%

93.8%

97.2%

96.2%

96.0%

95.2%

95.5%

92.3%

96.5%

98.4%

93.5%

Operational
Performance

Helen Smith

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

MHSDS / UNIFY2 IBR

Yes

>=50%

50.0%

50.0%

52.9%

50.0%

75.0%

60.0%

33.3%

66.7%

33.3%

88.9%

50.0%

50.0%

RAG: Green >= 50; Red < 50.

Operational
Performance

Helen Smith

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

MHSDS / UNIFY2 IBR

Yes

>=50%

53.9%

57.9%

55.6%

50.0%

80.0%

91.7%

84.6%

54.5%

77.8%

90.0%

73.3%

71.4%

RAG: Green >= 50; Red < 50.

Operational
Performance

Helen Smith

IAPT - % completing treatment

10652
(IAPTUS)

IAPT MDS

IAPT

Yes

50%

56.2%

58.0%

54.5%

54.0%

63.4%

57.2%

53.3%

50.9%

59.6%

59.0%

95.1%

96.0%

Operational
Performance

Helen Smith

IAPT Waiting Times - 18 weeks

10534
(IAPTUS)

IAPT MDS

IAPT

Yes

95%

100.0%

100.0%

100.0%

99.6%

100.0%

99.8%

100.0%

100.0%

100.0%

100.0%

99.7%

96.0%

Operational
Performance

Helen Smith

IAPT Waiting Times - 6 weeks

10533
(IAPTUS)

IAPT MDS

IAPT

Yes

75%

98.0%

97.1%

98.3%

98.0%

99.5%

98.5%

96.5%

94.4%

97.8%

95.5%

99.7%

100.0%

Operational
Performance

Helen Smith

Maximum 6-week wait for
11128
Diagnostic Procedures (Audiology)

Unify2

DM01

Yes

99%

100.0%

100.0%

100.0%

95.8%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

99.3%

99.2%

Operational
Performance

Helen Smith

MHSDS Completeness - Data
Quality Maturity Index DQMI

MHSDS / UNIFY2 MHSDS

No

95%

Operational
Performance

Helen Smith

Inappropriate out-of-area
placements for adult mental health
services.

MHSDS / UNIFY2 NHS Digital

No

0%

Quality of Care

Helen Smith

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

NHS Digital

Yes

N/A

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

94% overall compliance (47/50) - NHSI comfirmed - June 2017

Cardio-metabolic assessment N/A
Community Mental Health Services

Annual Survey

Cardio-metabolic assessment - EI

Annual Survey

N/A

Local CQUIN

TBD

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

Local CQUIN

TBD

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

MHSDS

Bexley = 112/113 (99.1%). Greenwich = 5/5 (100%). Trust
= 117/118 (99.2%) for May 2018 DMO1 data.

Deployment expected for July 2018 data set.

2.0%

2.0%

2.0%

3.0%

7.0%

7.0%

7.0%

8.4%

Information for March 2018 available after the 20th June
2018.

8.7%

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

Quality of Care

Helen Smith

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

NHS Digital

MHSDS

Yes

N/A

14.0%

13.0%

12.0%

12.0%

53.0%

59.0%

64.0%

60.6%

Information for March 2018 available after the 20th June
2018.

61.8%

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

Quality of Care

Helen Smith

Admissions to adult wards of under 10664
16s
(provisional)

NHS Digital

Local
Reporting

Yes

0

0

0

0

0

0

0

0

0

0

0

0

0

Quality of Care

Helen Smith

CPA 7 day followup

10314

HSCIC

IBR

Yes

95%

95.2%

95.2%

95.7%

100.0%

97.4%

100.0%

98.5%

98.5%

100.0%

98.5%

98.4%

100.0%

Quality of Care

Jane Wells

CAS alerts outstanding

10660
(provisional)

NRLS

Internal

N/A

N/A

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

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

Domain

Director

Metric

Metric Number

NHSI Method of Current
Collection
Reporting

Matches
Local
Reporting?

Target

Jun-17

Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

May-18

Quality of Care

Jane Wells

Under-reporting of Patient Safety
Incidents

10654
(provisional)

NRLS

IBR

Yes

N/A

6.4%

6.0%

6.5%

6.4%

6.6%

6.6%

6.6%

7.6%

7.0%

6.6%

7.0%

7.1%

Quality of Care

Michael
Witney

Community FFT - % positive

11269

NHSE

IBR

Yes

90%

96.4%

93.9%

94.0%

91.2%

94.3%

95.1%

94.0%

94.1%

94.6%

93.4%

92.8%

94.9%

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

Quality of Care

Michael
Witney

Mental Health FFT - % positive

11270

NHSE

IBR

Yes

90%

88.5%

82.3%

85.8%

85.4%

87.0%

83.6%

85.8%

87.5%

83.3%

82.8%

84.4%

82.9%

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

23

32

23

25

20

16

28

24

25

34

32

23

Quality of Care

Meera Nair

Turnover

(provisional)

NHS Digital

Not collected

N/A

N/A

Information forwarded to NHS digital each quarter, by HR.

Quality of Care

Meera Nair

NHS Staff Survey

10657
(provisional)

CQC

Not collected

N/A

National
Average 3.79

The national average is 3.79 for the 2017 survey which was
published in March 2018. Our score was 3.84

Quality of Care

Michael
Witney

CQC community mental health
survey

Quality of Care

Meera Nair

Proportion of Temp Staff

Quality of Care

Meera Nair

Quality of Care

Meera Nair

3.84

Comment

Findings from the CQC survey which gathered information
from people who received community mental health
services. This item will be populated for Q3.

CQC

Not collected

N/A

N/A

10332

FT

Not collected

N/A

8%

9.0%

8.4%

8.3%

9.7%

7.0%

6.6%

7.1%

7.6%

6.3%

7.0%

5.8%

6.1%

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

Sickness

10333

NHS Digital

Workforce
Dashboard

Yes

4%

4.2%

4.1%

4.1%

3.9%

4.6%

4.5%

4.6%

5.3%

4.9%

3.8%

3.0%

3.1%

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

Staff FFT - % recommend care

10653
(provisional)

NHSE

IBR

N/A

N/A

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)

85%

-

Qtr3 is blank due to the period being covered by the annual
survey. Q4due 2nd July 2018.

Board of Directors
5 July 2018
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Confidentiality/
FOI status
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7
5

Board Operational Performance Report
Iain Dimond Acting Deputy CEO/ Director of Service Delivery
Iain Dimond Acting Deputy CEO/ Director of Service Delivery
Public

Report Summary
Adult Learning
Disability
Children & Young
People

Forensics & Prisons

Bexley Care

Bromley

Greenwich

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Transforming Care
HSJ nurse of the year nomination
Greenwich contract update
Bromley Family Nurse Partnership
CAMHS access targets
CAMHS: NMOC 3 borough crisis
developments
HMIP/ CQC inspection at HMP Belmarsh
Investment and service change within
Liaison and Diversion services
Kent prison procurement
Community Care Plus
Mental Health Crisis Café
MHIS investment into HTT
New service delivery model
Single Point of Entry update
Volunteering/ LXP update
Local staff induction sessions
Dementia diagnosis
Boxing awareness session at GPH
Recovery College Taster Event
Adult Customer Journey
Community Care Plus
Time 2 Talk
MHIS investment into HTT

Purpose
(To select
Information
To Note
purpose, click on
relevant choice
for drop down
Approval
Decision
box)
Recommendation The Board is asked to note the operational report.
Link to strategic
objectives (click
on relevant
choice for drop
down box)
Link to Board
Assurance
Framework
Implications
Quality
Financial
Equality analysis
Service
user/carer/staff

Quality √

Workforce √

√

Sustainability √

Partnerships √

Board Operational Report
5 July 2018

Adult Learning Disabilities
Transforming care
The proposal for Oxleas to lead work with the SLP to develop the pathways for people with
a learning disability who are in hospital or at risk of admission has been formally accepted
by the South East London Transforming care board and we are now undertaking a series of
stakeholder engagement events to ensure there is support across the six boroughs of South
East London for the proposed model.
Nurse of the Year
Steve Hardy, ALD practice development nurse, has been shortlisted in two categories for the
Nursing Times nurse of the year award. He will be attending an interview and presentation
session in September, with the awards ceremony scheduled for October where the overall
winners will be announced.

Children & Young People
Universal Services
Greenwich contract update
As commissioners have amended their requirements around the one year review, we are
working with them on improving parental uptake and engagement with the mandated child
health checks.
Bromley Family Nurse Partnership (FNP)
The FNP team have successfully submitted an application to develop ADAPT2: this tool will
modify service delivery to enable more flexibility in working with young parents. There will
also be a focus in the programme on neglect, based on Adverse Childhood Events (ACE’s).
Our bid was one of 10 services chosen out of 20 applicants nationally.
CAMHS Access Targets
We have just finalised the first year’s figures for the new CAMHS access target. This is linked
to transformation funding and the expectation that this will generate an increased level of

access to eventually reach 35% of the child population who might be expected to have a
diagnosable mental health condition. Our figures are 24% for Greenwich, 22.7% for Bexley
and 13.8% for Bromley (to which the CCG will add figures for the Bromley Wellbeing
service). These are comparable for other London Boroughs.
CAMHS: New Models of Care (NMoC): 3 borough Crisis Care Developments
•

•

•

New Models of care funded DBT (Dialectical Behaviour Therapy) service is being
mobilised with 4 out of 5 staff recruited (2 already in post); service partly operational
by the end of June – referrals being accepted; operational policy finalised.
3 borough crisis service is being mobilised and due to be operational
September/October. 5 staff recruited, team manager commenced in post; remainder
of posts still being recruited to; operational policy finalised. The service will operate
9.a.m. to 10 p.m. 7 days a week, providing crisis assessments and intervention via
A&E and the community.
Since MMoC has been operating, the proportion of young people who are admitted
to Tier 4 CAMHS beds being placed out of area continues to decrease.

Forensic & Prisons
HMIP/CQC inspection at HMP Belmarsh
We have now received the final report following the inspection of HMP Belmarsh in January
and February 2018, which was extremely positive. The ratings system is not comparable to
a regular CQC inspection. Health services fall within the Respect domain. The comment
relating to our healthcare services from the executive summary of the report is reproduced
below.
“Health services had improved and were now good. Patients no longer complained about
nurses being disrespectful. The provision of emergency medical equipment was good. Not all
officers knew where automated external defibrillators were kept and access in house block 4
was difficult. The health care complaints process was well advertised but the system did not
guarantee confidentiality and some responses were inadequate. Primary care services were
comprehensive, but too many patients did not attend appointments. The inpatient unit was
used for too many groups of men with diverse needs, and not always for clinical reasons,
which led to a fragmented therapeutic regime. Arrangements for social care were
exemplary. Mental health services at the prison had improved and the response to prisoners’
needs was appropriate. Delays in transferring prisoners under the Mental Health Act were
unacceptable. Substance misuse services were very good and psychosocial interventions
impressive. Medicines management and dental services were good.”
There were no regulatory actions or requirements for our services.

Investment and service change within Liaison and Diversion services
Our Liaison and Diversion services which operate from police custody suites and courts have
been allocated an additional £350k of investment per annum following a demand and
service consistency exercise conducted by NHS England. The calculation by NHSE is that this
additional money will equate to six new staff. Our service offer will then extend into Bexley
Family Court and our operational hours into custody suites will extend to a 7 day a week
service. There is to be no formal procurement of these services and the funding sits in our
base Forensic contract. We are required to produce an implementation plan by 5th
July 2018.
All providers have now met with NHSE about their new allocation and it has been discussed
within the South London Partnership since similar services are provided by our partners. It
is proposed that L&D services become the sixth clinical pathway within the Forensic arm of
SLP and that we establish governance arrangements similar to the other five forensic
pathways, with clinical leadership. This pathway group will then determine to what extent
the services will work together and come up with proposals for future service development.
Kent prison procurement
A Prior Information Notice (PIN) relating to a pre-procurement market engagement event
for the Provision of Mental Health Services to Kent and Medway Prisons was released on
12th June 2018. We are the currently provider of this service and our contract is until 31st
March 2019, so this was expected. This is an early engagement event which means that a
procurement idea is currently active, but is in the early stages of development and will be
progressed based on the interest from potential suppliers. The event is scheduled for 12th
July 2018 at HMP Rochester.
Linked to this, a request for TUPE information was submitted by the commissioners with a
deadline of 29th June 2018.
Our contracts at HMP Rochester and HMP/YOI Cookham Wood (primary care) and for
pharmacy (all of Kent prisons) also end on 31st March 2019. Commissioners are considering
a two year extension to our contract.

Bexley Care
Community Care Plus
Bexley Care along with the Greenwich Directorate have been working with respective CCGs
to take on ‘Hospital at Home’ when the existing contracted ended. The purpose of the
service is to provide monitoring, changing and removal of breast drains post breast surgery;
Intravenous therapy treatment via infusion and IV cannula and improved access to
therapeutic, rehabilitation and support programmes. The service successfully went live on
19 June 2018 and recruitment of permanent staff is underway. To ensure the smooth

transition and build relationships with staff at Queen Elizabeth Hospital we have appointed
a senior nurse temporarily to oversee the work for the first three months.
Mental Health Crisis Café
We currently have increased numbers of patients attending the Café, The Oxleas Crisis Café
staff reviewed all Bexley admissions to inpatient services and this has initiated action
around strengthening gate keeping, engaging with patients before admission and care
planning. This information is currently being shared with team managers and care
coordinators to show what good looks like and to make sure that the crisis café is being
written into crisis plans as appropriate
Home Treatment Team
Funding for the 24 hour HTT has been agreed and we are in the process of recruiting staff.
We are working with colleagues in Greenwich and Bromley to deliver this.
Bexley Care New Service Delivery Model
Single Assessment
The initial draft for the single assessment is now complete. We have
·
·
·

Consulted with all staff in Bexley Care on the form’s content
Consulted with key stakeholders for feedback on the form (including CCG, voluntary
sector, GP leads and social care providers)
Completed small sample testing of the form by teams in each of the current 4 separate
service lines in Bexley Care

We are currently analysing the results of the testing and feedback and will be finalising the
form this month. The plan will then to be rolling out skills training across Bexley Care to
compliment the roll out of the single assessment process (in conjunction with the
development of the trusted assessor model) in October, in preparation for moving to an LCN
model in December.

Bromley
Single Point of Entry (SPE) Update
A 2nd Multi-agency Workshop took place at Ripley Arts Centre involving Bromley Healthcare
on 14th June to progress model development plans for a Bromley SPE. The service, along
with partner agencies, are currently exploring network and IT solutions with the aim of
establishing a mental health ‘POD’ at Global House by the end of September 2018 which
represents Phase 1 of the SPE service transformation.

Volunteering/LXP Service Update
The annual Volunteering Event took place at The Boathouse, Bexleyheath on 6th June. Well
attended, appreciated and enjoyed by attendees (including LXV’s), the event also recognised
the long service of a member of the Volunteering Team staff and a volunteer of over 40
years!
Bromley Directorate Local Staff Induction Sessions
The first Bromley staff induction session took place on 3rd May; attended by over newstarters. Further events are planned throughout the year aimed at creating a culture of
togetherness and engagement.
Dementia Diagnosis
The dementia diagnosis rate in Bromley rate continues to exceed the 66.7% target (currently
68.5%) with a programme of actions agreed at the ongoing, quarterly Task and Finish Group
aimed at increasing rates of referral and early diagnosis. The Group proposes setting a
stretch target of 70% for 18/19 and has established an action plan across provider, partner
organisations accordingly.
Boxing Awareness Session @ GPH
Service users (and staff) across the acute wards took up the opportunity to participate in a
boxing taster session delivered by Ashley Newman and Warren Dunkley from the charity ‘In
your Corner’ in the Green Parks House gym. They were ably supported by occupational
therapists and physiotherapists working on the wards. In your Corner hold regular sessions
at Swanley Amateur boxing club and the in reach tasters aimed to showcase what they can
offer to service users once they are discharged. Participants were enthusiastic about the
benefits readily making the connection between physical exercise and its positive effect
upon mood and emotion. Comments ranged from: “that was good. It releases lots of
negative energy. I feel more relaxed and more awake at the same time” to “I want more!”
Recovery College Taster Event: 17th July
This is a collaborative event between Oxleas and MIND taking place at GPH. We hope to
engage and expose service users to some of the courses available through the college and
facilitate the smooth a transition between being an in-patient and accessing community
resources/services post discharge.

Greenwich
Adult Customer Journey
This has been a project led by RBG to integrate and redefine the teams working across the
adult community health pathway. The new model is now ready for consultation, which will

commence on 2nd July. For Oxleas staff we only need to formally consult with our staff in JET
(joint emergency team) as this team will relocate from Brook House to The Woolwich
Centre. The new model will then be implemented in September 2108.
Community Care Plus
This service was formally known as Hospital at Home. On 19th June all activity transferred to
Oxleas and, through our district nursing teams, we now provide care around the delivery of
IV antibiotics at home and breast drain management.
The service has begun really well with the activity being carefully monitored.
IAPT – Greenwich Time 2 Talk.
The recovery rate for our Greenwich IAPT service continues to be above the national
average at 56%.
We are able to continue to train our high intensity workers following some uncertainty with
HEE funding being withdrawn. The funding for this training will now come from the CCG.
Home Treatment Team
Using Mental Health investment standards money, alongside Bexley and Bromley, we are
now completing work on the model for a 24 Hour Home treatment team and starting to
recruit into additional posts. This is a very positive step for our crisis pathway in Greenwich
and to ensuring more people are supported outside of hospital.
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Performance and Quality Assurance Committee Report
Yemisi Gibbons, Non-Executive Director
Jane Wells, Director of Nursing
Accountable Director Jane Wells, Director of Nursing
Confidentiality/
N/A
FOI status
Report Summary

The report gives an update on the Trust Quality Performance and Assurance
Committee highlights and exceptions from the meeting on 20 June 2018.
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1709 CQC peer reviews
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1210 Learning form serious incidents
Briefly outline implications of the recommendations in this report
Recommendations and actions within report
None
None
None

Performance and Quality Assurance Committee Report
The performance and quality assurance committee met on 20 June 2018. The report
contains exceptions and highlights.
1
Oaktree Lodge Assurance Report
We have received a letter summarising the visit by Greenwich CCG, NHSI and NHSE on 26
April 2018 which provided positive assurances in respect of the action plan in place to
address CQC concerns. A peer review visit, with a focus on areas identified in the CQC
warning notice, was undertaken on 6 June 2018 which also included a member of
Greenwich CCG Quality team. It provided assurances in respect of DNAR CPR records and up
to date risk assessments and care planning. Staff were able to confidently discuss
personalised care planning and the safeguarding alert and consequential changes. During
the Committee meeting, the committee received verbal feedback from the unannounced
CQC inspection occurring on 20 June 2018. The CQC reported significant improvement. Both
staff and patients were reported to be happy and leadership of the unit was sound. The
warning notice is to be lifted and a minor improvement requirement in respect of mental
capacity is expected. The committee recognise the need to continue to support Oaktree
Lodge and similar units and sustain improvements. A question was raised as to whether the
unit is the most homely environment for service users to live in at the end of their lives and
the committee requested assurance that alternative options are being explored. Steve
James provided an update on the status of the independent internal review in progress.
2
NHSE Independent Homicide Report
The report, action plan and progress were received prior to presentation the Trust Board
and Council of Governors. The report is being monitored by Bromley CCG. PQAC is
accountable for ensuring all actions are completed on time and evidenced.
3
Integrated dashboard exceptions
There is one potential exception for review, S132 compliance; however this data was
currently being validated. In addition there are 2 areas where performance is rated as
‘amber’. A summary of the reasons for the drop in performance is set out below:
• 48 hour post discharge follow up - There are 2 breaches this month. One in
Greenwich and one in Bexley. The Bexley breach was due to the fact that the patient
was not referred in time from the Greenwich ward to Bexley HTT. This issue is being
followed up by the HTT manager. The Greenwich breach is still being investigated to
confirm whether it was a true breach or a recording error.
• MH CPA service user reviews within 6 months - All directorates, with the exception
of CYP, are meeting the target. The CYP CPA Reviews continue to be under target
(84.8% in May) – largely due to the increased pressure in Adolescent teams in
managing crisis presentations. An action plan has been put in place by the CYP
directorate to resolve this issue by September.

4
Quality priorities
Patient experience update by exception
Trust patient experience feedback - The data for the first 2 months of this financial year
demonstrates that the majority of patient feedback is positive for the 6 questions asked. In
relation to the Friends and Family Test, our Oxleas expectation is that 90% of patients and
carers would recommend the services. We have generally not been able to achieve this for
our mental health services. The reason for this is in part due to significantly lower scores
attained in the ALD and Forensic FFT results. In order to try to understand this better we
have been benchmarking our performance with data from other London Trusts to try to
identify areas of good practice that we could adopt in order to try to improve our patient
experience results in these services. Broadly, most trusts that provide these services appear
to struggle to achieve reasonable response rates, as well as to achieve a 90% recommend
rate. However, we have learned of one London trust, BEH, which provides forensic services
and has achieved both higher response rates and 90% recommendations in favour of their
service. We are now in discussion with BEH to try to learn from their experience in this
regard.
Complaints (that have been closed) - performance against the 30-day target response rate
remains significantly below target for responses closed in April 2018 – 38% against a target
of 80%. We also note receipt of 71 compliments in the months of April 2018, the most
recent month of reporting closed complaints. It is recognised that this number is likely to be
under-reported as we are aware that not all compliments received are logged.
Patient experience response rates to the Trust’s ‘6 must ask’ questions - when comparing
the volume of responses to the previous year it can be seen that the numbers have more
than doubled – we received just over 1900 responses in May 2018. This equates to just over
6% of contacts for the month. However, the amount of feedback received remains
significantly below our internally agreed the 15% of single contacts with patients each
month. In the month of Work is on-going to achieve increased response numbers, including
the procurement of a new data collection system offering alternative methods of collecting
feedback, e.g. SMS and email.
Support Network Engagement Tool (SNET) - There is variation between teams in the number
of SNET completed. The target is defined as 80% of patients who enter treatment with a
long-term condition team in the community, and who have had at least 3 contacts with the
service, as well as all the inpatient services. Impressively 7 MH inpatient wards and our ALD
ward achieved the target in April 2018. Community services are not managing to achieve
this target as yet and we are working with services to ensure greater completion of the SNET
this year. The clinician’s task list on iFox has also been amended to reflect completion of the
SNET.
Clinical Effectiveness update by exception
Care Planning Audit Report - participation rates continue improve with 64% of teams
participating in May-18. Trends indicate that we will reach our target of 75% participation at
some point in the next 2 – 4 months. Overall 2841 audits have been completed since Jul-17
with 510 completed in May-18 alone. Results remain stable. The committee noted that the

range in terms of numbers of teams completed 5 care plan audits and the number of
months that they successfully achieve this. This variation is being addressed and promoted
to teams with additional access codes to enable more to log on the carry out their audits
being distributed.
Annual Clinical Audit – a report was shared and the committee noted that monitoring will be
required due to changes to team capacity since the new Quality improvement post.
Patient Safety update by exception
The bi-monthly patient safety report - notified the committee and provided assurance of
oversight of:
• serious incidents which have occurred in April and May
• learning from serious incident investigations
• update on inquests
• responses to Preventing Future Death Reports
• updates on external and partnership investigations
The patient safety priority report – the report showed progress against the annual safety
priorities. There is a continuing positive progress in respect of restraint. The training target
in the supine technique has been sustained and there continues to be a gradual increase in
supine and reduction in prone restraints. Trends for falls were presented and an update will
be provided on the outcome of the falls longitudinal audit and plan at the next committee. A
summary of where inpatient mental health wards are in respect of the Safewards, to enable
containment and reduce violence and aggression, domains demonstrated good coverage,
but of the 14 wards participating no wards have implemented all 10 domains, the majority
have achieved 7-8 but one ward has achieved three. Monthly MEWs and MUST audits
continue to show variation in inpatient areas and a strong focus on these areas is being
driven by practice development nurses.
5
Retired medical devices report
The committee received the report into retired medical devices and recommendations. A
review has been conducted to establish the types and volumes of equipment being
decommissioned through this route. The findings highlighted anomalies between the list
where they were recorded as lost, when actually many had been decommissioned due to
transfer of a service to another provider or decommissioned as required replacement e.g.
beds and items that were locatable on closer inspection. The database has not been
updated to reflect these changes. In addition, teams have not all effectively maintained the
database when equipment has been replaced or decommissioned resulting in a number of
items listed that were not in operation. Over the past 5 years, regular reviews of items listed
as missing have been carried out and services have been advised not to use any equipment
that is not on the register and known to have been maintained and calibrated. The
executive committee agreed to fund a short term administrative post to oversee the
accuracy of the medical device inventory and ensure that all items of equipment in each

directorate are up to date on the inventory. Directorates have already commenced this and
the priority areas will be Bexley and Bromley boroughs.
6
Safe, sustainable and productive staffing
The committee received a presentation on the methodology used to undertake staffing
reviews on inpatient wards using triangulated data and professional judgement.
7
CQUIN action plan
The CQUIN performance report was received. It was noted that several indicators were not
achieved including flu vaccination and physical health. Further work was being undertaken
to mitigate further penalties to the Trust and ensure indicators were being used to optimise
patient care. An action plan for the achievement on 2018/19 CQUINs has been devised. The
plan is to reduce the risk to loss of income associated with performance.
8
Regulatory and compliance update
The committee received an update on preparation for the CQC inspection. All directorates
are reviewing an action plans on a weekly basis. 22 peer review visits had been scheduled in
for community and mental health services over the forthcoming weeks for July - August.
with an expectation that the CQC re-visit would take place in Q3/Q4. A request has already
been received by CQC to observe handover practices and convene staff focus groups in July
& August.
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CA - Root Cause Analysis Report Steis 2018/7906
Author
Iain Dimond/Acting Deputy Chief Executive
Accountable Director Helen Smith/Acting Chief Executive
Confidentiality/
FOI status
Report Summary

Summary of the incident
CA was a 19 year old woman who was admitted informally to Avery ward,
Oxleas House on 19 March 2018 after presenting to A&E with suicidal thoughts.
On 23 March 2018, CA was detained under section 2 of the Mental Health Act
1983/2007. She was then transferred to Millbrook ward at the Woodlands Unit
as she was a Bexley resident and she had requested to be closer to home.
On 27 March 2018, CA was found unresponsive in her bedroom, at
approximately 12.05pm and with a ligature around her neck, by a member of
staff who was carrying out intermittent observations. Staff recalled last seeing
CA at approximately 11.35am but this was not recorded. The alarm was raised
and staff commenced CPR.
After the arrival of the LAS, there was a return of spontaneous circulation but CA
was not breathing independently and she was transferred to the Princess Royal
University Hospital (PRUH) where she was placed under ‘assisted coma’. A
subsequent EEG indicated moderate to significant hypoxic brain injury and CA
sadly died on 29 March 2018.
Following the inquiry, the panel have made the following recommendations:
Recommendation 1:
Care plans should be written in accordance with Trust Policy. This was not done
on Avery ward because the primary nurse was sick and CA was not allocated to
another nurse. No explanation was offered as to why this was not completed on
Millbrook ward.
Recommendation 2:
The current transfer policy does not cover internal handovers. The policy needs
to be updated to include this.
Recommendation 3:
There should be a handover between nursing staff on the transferring and
receiving ward, also documented in progress notes, which includes an updated

risk assessment and care plan on transfer.
Recommendation 4:
Risk assessments must be carried out in accordance with trust policy, in
particular after every significant change. All individuals who did not document
the risk assessment in the correct place will have a discussion about appropriate
documentation in supervision.
Recommendation 5:
The observations that were not completed and not recorded correctly will be
investigated separately under the Trust disciplinary process.
Recommendation 6:
The Observation Policy should be followed, particularly to ensure there is a
review of observations as a minimum every 24 hours.
Recommendation 7:
The Search Policy should be followed to ensure that patients are informed that
on their return to the ward following leave they are advised to declare and hand
in any prohibited item or item of concern.
The inquiry panel members were:
Iain Dimond - Acting Deputy CEO (Chair)
Dr Peter Hughes - Consultant Psychiatrist, South West London and St George’s
NHS Mental Health Trust (Independent)
James Kellock - Non-Executive Director, Oxleas NHS Foundation Trust
Stephen Brooks - Public Governor, Oxleas NHS Foundation Trust
Lisa Dakin - Head of Nursing, Forensic and Prison Services
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This relates to risk 1210 – learning from incidents

Briefly outline implications of the recommendations in this report

ADULT MENTAL HEALTH AND LEARNING DISABILITY DIRECTORATE
PATIENT SAFETY GROUP
SERIOUS INCIDENT ACTION PLAN

Initials:
Incident date:
Team involved at time of incident:
Date of action plan:
TH
CA
27 March 2018
Millbrook Ward
22/06/2018
Brief summary of incident: On the 27th March whilst an inpatient on Millbrook ward CA was found to be unresponsive with a ligature around her
Neck. CA was found in her bedroom by a member of staff carrying out intermittent observations. The alarm was raised and CPR was commenced,
CA was subsequently transferred to the Princes Royal university Hospital via London Ambulance who had attended the scene. On the 29th March
2018 CA passed away.

Recommendation
Care plans should be
completed in
accordance to trust
policy.

Action required
Ward managers to
conduct a daily
review to ensure all
new admissions have
an allocated primary
nurse. Where the
primary nurse is not
rostered to work, the
patient should be
allocated to another
nurse.

The required audit of
five care plans on a
monthly basis should
be done as per Care
Planning Policy.

Due by
On-going

Lead
Ward manager

How will this be evidenced
Documented on Visual Control
Board

On-going

Ward manager

Audits are submitted to an
online system which can be
accessed by ward managers.

Progress and date

There should be a
handover between
nursing staff on the
transferring ward,
also documented in
progress notes, which
includes an updated
risk assessment and
care plan
Risk assessments
must be carried out in
accordance with trust
policy, in particular
after every significant
change.

The medical director
has drafted a
paragraph for
insertion into the
current policy
outlining what an
internal handover
should entail.

1 August 2018

All individuals who
did not document the
risk assessment in the
correct place will
have a discussion
about appropriate
documentation in
supervision.

1 August 2018

Medical
Director

Copy of the protocol with
insertion to be uploaded to
Datix
Copy of email to directorates
with updated policy to be
uploaded to Datix

Ward Manager

Service Manager to review
supervision records with ward
manager.

The Observations that
were not completed
will be investigated
under the Trust’s
disciplinary process.
The
Observation
Policy should be
followed, particularly
to ensure a review of
the
level
of
observations at a
minimum of 24 hours.

The Search Policy
should be followed to
ensure patients are
searched when they
return from leave.

HR investigation to
commence

Investigator to be
identified by 1 July
2018.

Service
Manager/HR
Manager

HR investigation to be
completed.

This will be discussed
in team business
meetings. All staff to
be reminded of their
duties under the
policy. Attendance at
the meeting to be
minuted to ensure
that all staff are clear.

1 September 2018

Ward managers

To be documented in business
meeting minutes.

Following the
business meetings,
the Modern Matron
will undertake
observation of staff’s
practice in relation to
carrying out
observations.
This will be discussed
in team business
meetings. All staff to
be reminded of their
duties under the
policy. Attendance to
be monitored.

1 September 2018

Modern
Matrons

Report to be compiled by
Matrons and uploaded to
Datix.

1 September 2018

Ward Managers

To be documented in business
meeting minutes.

Following the
business meetings,
the Modern Matron

1 September 2018

Modern Matron

Report to be compiled by
Matrons and uploaded to
Datix.

Due to the number of
issues
that
have
arisen which have led
to recommendations
being made by the
panel and the account
given by the family
when they visited
Millbrook ward, the
directorate need to
implement a rigorous
performance
management
framework with the
ward leadership team
to ensure that not
only the actions are
completed and to
provide
assurance
that there are no
further points of
concern.

will undertake
observation of staff’s
practice in relation to
carrying out searches.
Implementation of a
1 September 2018
performance
management
framework with the
leadership team on
Millbrook to ensure
actions are completed
and that there are no
points of further
concern.

Service
Manager

This will be monitored by the
Directorate Management
Team and a progress report
submitted to the monthly DMT
meeting.

Board of Directors
5 July 2018
Report Title
Author
Accountable Director
Confidentiality/
FOI status
Report Summary

Item
Enclosure

9
7b

Board level Inquiry MC
Jane Wells, Director of Nursing
Jane Wells, Director of Nursing
N/A

At approximately 13:00 hours on 23 April 2018, a Staff Nurse carried out the
hourly observation checks on the patients on Norman Ward (a 17 bedded
female acute mental health inpatient ward at Green Parks House, Bromley). She
found MC “sitting” on the floor in the room, by the side edge of the bed and
activated an emergency response from the team. They found that MC had tied
something around her neck (later identified as a dressing gown cord). Staff
found a chair on the other side of the bed near the window which MC had used
as a ligature point. Cardiopulmonary resuscitation continued until the
ambulance crew’s arrival at approximately 13:15 hours. They continued with
advanced life support for twenty minutes as per standard protocol. MC was
pronounced dead at approximately 13.55 hours.
A board level inquiry was carried out and has made 4 recommendations:
Recommendation 1
Attention needs to be given to try to understand levels of anxiety and episodes
of anger at every interaction and encouraging interventions when offers are
refused. If a person is perceived to be self-caring, informal status, self –directing,
leading / controlling care (not overtly collaborating) there should be attention
given to any psychosocial factors that should give rise to a heightened
awareness of likely impact of stress and vulnerability especially if they appear
over a longer period of time. Clinical directors should consider and make
recommendations about addressing psychosocial factors in ward processes and
consider the use of an evidence based validated tool to identify psychosocial
stresses and risks.
Recommendation 2
If a person is refusing medication or an intervention e.g. a urinalysis or blood
pressure, the clinician must ask why and address the cause and add to the care
plan, they must always document mental capacity in respect of the patient’s
decision to refuse and document whether a best interest decision is required.

Recommendation 3
There should, in addition to annual ward ligature audit, be a thorough review
and check of each room for ligature risks before any new admission or room
changes are carried out. Ward managers must ensure their teams vigilantly
review all ligature risks on acute mental health wards.
Recommendation 4
Clinicians must always follow the safe and therapeutic observation policy;
engage with and speak to patients who are awake when carrying out
observations and question strange behaviours such as sitting on the floor when
unusual.
We conclude that MC’s death was not predictable as there was no evidence that
her words, actions or behaviour on the days immediately preceeding 23 April
2018, or on that morning, could have alerted the Norman ward team that she
imminently might attempt to self-harm or take her own life. It was unusual that
she was sitting on the floor and this offered an opportunity for staff observing
her to ask her why she was on the floor or whether she was alright, but we did
not conclude that this would have been a predictor in itself.
We conclude that MC’s death was not preventable. This conclusion is based on
her maintaining her usual low profile and the expectation that she was
preparing for her discharge to her new accommodation which would be nearer
to where her son and mother were buried which had been her expressed wish.
During her admission the chair used as a ligature point had not been assessed as
a risk but at no point in the admission had MC attempted to harm herself and
her risks were considered low in that she was regularly going out and visiting
shops. These behaviours, which were normal for MC, gave no heightened
indication of self-harm or suicidal risk in the days preceding the incident and the
panel concluded that there were no actions that staff could or should have
taken.
The panel were not able to identify a root cause.

Purpose
(To select
Information
To Note
√
purpose, click on
relevant choice
for drop down
Approval
Decision
box)
Recommendation Clear outline of what the committee is being asked to agree/discuss/note. Items
for information will not allocated time for discussion within meeting.
Link to strategic
objectives (click
on relevant
choice for drop

Quality √

Workforce

Sustainability

Partnerships

down box)

Link to Board
Assurance
Framework
Implications
Quality
Financial
Equality analysis
Service
user/carer/staff

BAF 1210 Learning from incidents

Briefly outline implications of the recommendations in this report
Learning from incidents
N/A
N/A
N/A

Action Plan

StEIS Reference: 2018/10320
Issue raised
(description)

Required outcome
(description)

Action

Action owner

Target date

R1 Attention needs to
be given to try to
understand levels of
anxiety and episodes of
anger at every
interaction and
encouraging
interventions when
offers are refused. If a
person is perceived to
be self-caring, informal
status, self –directing ,
leading / controlling
care (not overtly
collaborating) there
should be attention
given to any
psychosocial factors
that should give rise to
a heightened
awareness of likely
impact of stress and
vulnerability especially
if they appear over a

In patient care plans
should reflect a holistic
set of needs, including
psycho social factors,
based on M.D. T
discussions and reviews
throughout their stay.

The ward round template
should be reviewed to ensure
wider psycho social factors
are considered and staff are
prompted to reflect on their
observations and contacts
with their patients.

Dr Fadipe,
Clinical
Director

1/8/18

1/9/18
For patients on the ward for
over 3 weeks, the MDT should
Lawrence
hold a reflective practice
Yong, Modern
meeting focusing on the
Matron
holistic needs of the person
1/9/18
Audits will be carried out
quarterly to ensure these
patients have been discussed Chritine
in reflective practice meetings Kappopo Head
of Nursing
1/8/18
Clinical directors should
consider and make
recommendations about
Dr Abi Fadipe ,
addressing psychosocial
Clinical
factors in ward processes and Director

Completion
date

Progress,
evidence and
monitoring

longer period of time.
Clinical directors
should consider and
make
recommendations
about addressing
psychosocial factors in
ward processes and
consider the use of an
evidence based
validated tool to
identify psychosocial
stresses and risks.
R 2 If a person is
refusing medication or
an intervention e.g. a
urinalysis or blood
pressure, the clinician
must ask why and
address the cause and
add to the care plan,
they must always
document mental
capacity in respect of
the patients decision to
refuse and document
whether a best interest
decision is required.

consider the use of an
evidence based validated tool
to identify psychosocial
stresses and risks.

When patients are not
accepting a
recommended clinical
intervention, their
capacity to weigh and
decide on the matter
must be assessed and
recorded in the MCA
documentation.
A best interest decision
should be taken where
the patient lacks capacity.
A plan to manage the
decision should be
included in the care plan.

A SOP will be drawn up to
guide staff through the
process.

Christine
1/8/18
Kapopo , Head
of Nursing

It will be discussed with all
teams.

1/9/18

R3 There should, in
addition to annual
ward ligature audit, be
a thorough review and
check of each room for
ligature risks before
any new admission or
room changes are
carried out. Ward
managers must ensure
their teams vigilantly
review all ligature risks
on acute mental health
wards.

R4 Clinicians must
always follow the safe
and therapeutic
observation policy;
engage with and speak
to patients who are
awake when carrying
out observations and
question strange
behaviours such as
sitting on the floor
when unusual.

Pre- admission
preparation must include
an inspection of the bed
room that the new
patient is allocated to
ensure ligature risks have
been removed.

Pre-admission task list will be
updated to include this task.

Lawrence
Yong Modern
Matron

1/8/18

All rooms will be
reassessed for ligature
risks following any
changes, eg works by
contractors.

To be discussed in daily
huddles.

Lawrence
Yong Modern
Matron

30/6/18

Staff will make verbal
contact with all patients
when undertaking routine
or special observations,
unless the patient is
sleeping.

The matron will ensure that
Lawrence
all staff follow the therapeutic Yong Modern
observation policy and take
Matron
appropriate action if this is
not adhered to.

1/8/18
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MA SI Report
Dr Ify Okocha, Medical Director
Helen Smith, CEO
Public

Report Summary

MA was a 33-year-old man of Palestinian descent who came to the United Kingdom
in 2002 and was an asylum seeker at the time of his death. He was never married
and had no children.
Although he had two previous admissions in psychiatric hospitals in London, he had
no previous contact with Oxleas services until his admission as an informal patient
to Shrewsbury Ward, Oxleas House on 16 November 2017. He had diagnoses of
acute and transient psychotic episode against a background of Emotional Unstable
Personality traits (impulsivity) and was HIV positive.
On 20 November 2017 he requested to be discharged from the ward and was
assessed by the consultant psychiatrist who did not find reasons to detain him in
hospital on a section of the Mental Health Act against his wishes and with his
agreement a plan was made for him to be discharged into the care of the Home
Treatment Team.
The Home Treatment Team assessed him and facilitated his early discharge from
Shrewsbury Ward with a plan to monitor his mental health and supervise his
medication. MA was due to return to Oxleas House later that day (20 November
2017) at 6pm for supervision of his medication but he failed to attend. A member of
the Home Treatment Team managed to contact him by telephone and described
him as ‘aroused, paranoid and suspicious’. MA refused to attend Oxleas House but
agreed to a telephone contact the following day, 21 November 2017.
On 21 November 2017, a telephone call to MA was unsuccessful and an
unannounced visit was made to his address but he was not at home. The Home
Treatment Team contacted the police on the same day to request a welfare check.
The following day, 22 November 2017, the police called the Home Treatment Team
and informed them that they believed they had found the body of MA in the River
Thames but needed to confirm his identity.
On 29 November 2017, the Patient Safety Team received confirmation from the
Coroner’s Office that the body had been positively identified. The panel did not
receive the full post mortem report but received information about the toxicology
report which showed that he was positive for Methylamphetamine (central nervous
system stimulant), Amphetamine (central nervous system stimulant) and
Methylenedioxymethylamphetamine (MDMA/Ecstasy) all consistent with

recreational use. There was also a high therapeutic amount of Olanzapine
(antipsychotic medication he was discharged on).
Findings
•
The panel concluded that MA’s death was not predictable as there was no
evidence that his words, actions or behaviour on the days immediately preceding
20 November 2017, could have alerted the ward team that he might take his own
life. He was risk assessed a number of times during his inpatient stay on Shrewsbury
ward and was reviewed by the consultant psychiatrist following his request for
discharge on 20 November 2017. The RiO notes and the subsequent interviews with
Shrewsbury Ward and Home Treatment Team staff indicated that the professional
opinion was that MA was not at risk at the time of their assessments and he had
agreed to engage with the Home Treatment Team.
•
The Panel concluded that MA’s death was not preventable. His death would
have been considered to have been preventable if there was evidence that
professionals had the knowledge, the legal means and the opportunity to prevent
his death from occurring but did not take steps to do so. This conclusion was based
on the assessments carried out on the day of discharge. These assessments gave no
indication of imminent risk of suicide.
•
The panel did identify a number of areas of practice that require
improvement on Shrewsbury ward. These were in relation to insufficiently detailed
documentation of engagement; insufficiently detailed care plans and not obtaining
information about MA from other services that had previous contact with him. The
latter information could have highlighted potential areas of concern such as risk to
others and substance misuse. The panel was of the opinion that more could have
been done by both the Psychiatric Liaison team and Shrewsbury ward to obtain
these records. The panel was also concerned that no formal referral or transfer of
care was undertaken by any team at the Central and North-West London
Foundation trust where MA had previously received in-patient care twice on
sections of the Mental Health Act. This included the last episode of care under
detention lasting several weeks that was followed by his home relocation to
Plumstead. As a consequence, he was not followed up or supported in the
community prior to his admission in November 2017.
Recommendations
1.
When a patient has previously received care and treatment from other
services the treating team must evidence that the request for all relevant
information is made in writing. Telephone requests must also be documented in the
patient’s electronic record (RiO) with a detailed account of the events and
information gathered from the previous team.
If this information is not received within 48 hours staff must escalate this to the
service manager and a Datix form must be completed.
2.
Explore with our police liaison officers the possibility of accessing the Police
National Computer records of Oxleas patients. This will include developing
guidelines and a protocol to be followed by Oxleas when seeking such information.
Directorate to consider how to improve patient engagement and documentation of

engagement on the wards especially during the first 72 hours of admission.
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Oxleas NHS Foundation Trust
SERIOUS INCIDENT ACTION PLAN

Initials:
MA

Incident date:
22.11.2017

Team involved at time of incident:
Shrewsbury Ward and Greenwich Home Treatment Team

Date of action plan:
15.02.2018

Brief summary of incident:
On 22 November 2017 two days after MA’s discharge from Shrewsbury ward, Oxleas House into the care of the Home Treatment Team. MA
did not return to Oxleas House on the evening of 20 November 2017 for a face to face meeting which involved supervision of his medication.
MA was contacted by telephone but refused to attend his appointment however, MA did agree to another telephone call on 21 November 2017.
On 21 November 2017 a telephone call and unannounced visit to MA’s address took place by the Home Treatment Team but no contact was
made. On the 22 November 2017 the police called the Home Treatment Team and informed them that they believe they had found the body of
MA in the Thames. On 29 November 2017, the Patient Safety Team received confirmation from the coroner that the body had been positively
identified as MA.

Recommendation

Action required

Due by

Lead

How will this be evidenced

When a patient has
previously received
care and treatment
from other services
the treating team
must evidence that
the request for all
relevant information
has been made in
writing. Telephone
requests must also

Staff must ensure
that any requests
made for
patient’s clinical
information are
documented in
RIO progress
notes. If the
information
requested is not
received within

April
2018

Team
Monthly audit by bed managers of transferred
managers/Victor patients notes will be conducted to ensure that
Benson
the checklist is being used and is embedded into
practice.
3 monthly Datix review by patient safety.

Progress and
date
A local protocol
was developed
with details of
information to be
requested.
A template was
produced to
capture the
information and
circulated to Bed
management
1

be documented in the
patient’s electronic
record (RiO) with a
detailed account of
the events and
information gathered
from the previous
team. If this
information is not
received within 48
hours staff must
escalate this to the
service manager and
a Datix form must be
completed

48 hours a Datix
must be
completed.

lead of Bexley
and Bromley.
Protocol and
templates to be
shared with all
DSN and ward
managers who
are
Involved in
recalling clients.
No datix reports
have been
raised.
Completed

Explore with our
police liaison officers
the possibility of
accessing the Police
National Computer
records of Oxleas
patients. This will
include developing
guidelines and a
protocol to be
followed by Oxleas
when seeking such
information.

In the first
instance to be
discussed at the
local police
liaison meeting
and high risk
panel.

Ongoing

Iain Dimond/Ify
Okocha

Minutes of meeting minutes will provide evidence
of discussions.
Any further outputs including protocols.

Completed

2

Directorate to
consider how to
improve patient
engagement and
documentation of
engagement on the
wards especially
during the first 72
hours of admission.

Practice
Development
Nurse to support
the in-patient
teams to improve
patient
engagement and
quality of
documentation.

June
2018

Claire Tobias

Monthly audits of patients progress notes to
monitor engagement and quality of
documentation.

Audit tool
developed and
rolled out in all
inpatient wards
at OH.
Completed
Monthly audits
are occurring in
all bedded units
at OH and are
then discussed in
the team
meetings of all
teams.

3

Board of Directors
5 July 2018
Report Title
Author
Accountable Director
Confidentiality/
FOI status

Level 5 Inquiry CF
Jazz Thind, Director of Finance
Jazz Thind, Director of Finance
N/A

Report Summary

Investigation summary
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The inquiry panel was formed of the following members:
Jazz Thind
Charlotte Harrison
Simon Sherring
Steve James
Stuart Dixon
Caroline Lemillier

Director of Finance (Chair)
Consultant Psychiatrist (SWLStG)
Associate Director of Nursing
Non Executive Director
Public Governor
Incident Manager, Patient Safety Team

Events leading to Incident
CF was a 47 year old lady who was admitted informally to Norman Ward,
Green Parks House on 6 January 2018.
On 8 January 2018 CF expressed her wish to return home the following day
with the support of the Home Treatment Team (HTT). As planned CF was
assessed by a member of the HTT who after discussion with her, concluded
that CF required a longer period of assessment given the risks posed on
admission. CF acknowledged this was the right way forward and agreed to
remain on the ward.
It was recommended by the Home Treatment Team that the ward:• seek the family’s perspective,
• involve the Care Coordinator in the discharge plan and
• consider a period of assessment under the Mental Health Act.
This was on the basis that CF might pose a risk to herself if discharged
prematurely without a structured support plan in place.
On 11 January 2018, the HTT worker discussed the discharge of CF with CF’s
son who had no objections to CF being discharged. Interviews with ward staff
demonstrated that CF’s son understood his mother’s condition and
understood when he needed to access additional support (e.g. taking her to

ED prior to admission, refusing at that time, referral to HTT as he felt this
would not be sufficient to manage the crisis). He was fully involved in her
treatment whilst on the ward and was confident in taking his mother out on
escorted leave. It was agreed that with support from the HTT, this was an
appropriate discharge plan.
Later on the 11 January 2018, CF and her son were seen in ward round and a
discharge plan agreed.
CF left the ward in the company of her son at 18:15 and was due to return to
Green Parks House at 10:30 on 12 January 2018. CF did not attend her
appointment as planned, and the HTT made a telephone call to CF which was
unsuccessful. The HTT then contacted CF’s son who said that CF had been
missing since yesterday and that she had not returned home with him
following her discharge from the ward. CF’s son confirmed that she had been
reported missing to the police.
On the afternoon of 12 January 2018, the police contacted Green Parks
House to inform them that CF had been found deceased on the railway track
at Bromley South Station.
Prior to the informal admission, CF had been receiving support from the
Intensive Case Management in Psychosis (ICMP) team since January 2016,
following her discharge from Ivy Willis House (a rehabilitation unit).
The panel is of the opinion that:•

the care and treatment CF received from the ICMP team was of a
good standard until early June 2017, when this fell below the
expected levels of contact

•

the assessment and treatment offered by the Psychiatric Liaison team
in A&E was of a very high standard. The panel was especially
impressed by the knowledge, care and compassion that the
psychiatric liaison nurse showed both during her assessment of CF
and her interview with the investigation panel.

•

the care and treatment offered to CF on Norman ward was
considered to be adequate.

•

the decision to discharge CF from the ward was a thoughtful and
considered decision based upon the evidence that was available at
the time and involved CF’s son with whom she lived.

The panel also noted that follow up with the HTT was a suitable alternative to
in-patient care.

Areas of good practice
The panel noted two areas of good practice. The assessments by the
psychiatric liaison nurse and the HTT nurse were of high quality and the panel
were impressed by the psychiatric liaison nurse’s care and compassion and
the HTT nurse’s knowledge and compassion.
Conclusion
The panel concluded that:•

the decision to admit CF was appropriate and was underpinned by a
robust psychiatric assessment that considered all factors including the
risk that CF posed to herself. Although CF was keen to be discharged
the home treatment team nurse clearly indicated that CF understood
why she was being asked to remain on the ward and consented to do
so for a further two days. The clinicians involved in CF’s care and
treatment were clear that there were no grounds to invoke powers
under the Mental Health Act to detain CF in hospital;

•

the evidence showed that the care planning for CF did not follow trust
policy: the care plan was not a live document reflecting her changing
risk and recovery goals, many of which were out of date.

•

CF’s risk profile on admission appears to change markedly in the few
days on the ward and the clinical team in consultation with CF’s son,
was clear that the need to remain on the ward was no longer
appropriate and that CF could be cared for in the community with
support from the home treatment team (an alternative to admission).
CF remained an informal patient up to the point of discharge and
could have left the ward of her own volition at any point; and

•

that CF’s death was not predictable and not preventable.

Structured Judgement Review
The Structured Judgement Review (SJR) is intended to look for strengths and
weaknesses in the caring process, to provide information about what can be
learnt about hospital systems when care goes well and to identify points
where there may be gaps, problems or difficulties with the delivery of care.
The SJR blends traditional, clinical-judgment based review methods with a
standard format. This approach requires reviewers to make safety and
quality judgements over phases of care, to make written comment and to
score care.

1. Determination of problem in healthcare
A problem in healthcare is defined as ‘any point where the patient’s
healthcare fell below an acceptable standard and led to harm’. Considering
all that you know about this patient’s admission, were there any problems in
healthcare (including any problems before admission)?
Some evidence of problem/s in healthcare (Indicate the problem in
healthcare in Q2)
2. Apparent contributory factors to this problem in healthcare
The panel is of the opinion that the care CF received from the community
mental health team fell significantly below what is expected for an individual
under the care of an ICMP Team. The panel was not able to interview the last
allocated care coordinator this individual was out of the country. The panel
has asked the temporary staffing office to suspend future bookings for this
person until the panel has had the opportunity to speak with the person
concerned.
3. In your judgement, is there some evidence that the patient’s death
was avoidable if the problem/s in healthcare had not occurred?
Avoidability of death judgement
Score 6 Definitely not avoidable
Recommendations
The panel has made the following 2 recommendations arising from our
investigation:
•

Recommendation 1 - the ICMP team and Bromley directorate needs
to ensure that trust policy in relation to care planning is followed; that
is, care coordinator activity is monitored in relation to contacts and
adherence to the CPA policy.

•

Recommendation 2 - the Bromley directorate needs to ensure that
in-patient and community teams implement trust policy to monitor
and review patients care plans on a regular basis to ensure they
reflect the current care needs and include appropriate interventions.

The action plan is attached.
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Action Plan for Datix Web 63811 : CF
StEIS Reference: “0181315
Issue raised
(description)
The ICMP team and
Bromley directorate needs
to ensure that trust policy
in relation to care planning
is followed; that is, care
coordinator activity is
monitored in relation to
contacts and adherence to
the CPA policy.

Required outcome
(description)
For patients on CPA,
CCO contact should
be in adherence with
Trust policy and
expectations in the
zoning guidance.
Management should
be able to audit
compliance regularly
and easily.

Action

Action owner

Target date

1) An ad hoc report will
be devised and run
monthly to allow
managers to see at a
glance last contacts and
frequency of contacts
that CCOs have had with
CPA patients.

Steve Francis

30/4/18,
then
monthly

2)Managers will review
Pauline Kenny
the report against CPA
and zoning policy and
cases identified outside
of policy will be
reviewed, then closed or
re- engaged as
appropriate.

18/5/18,
then
monthly

3) a)The Bromley DMT
will commission a
review of CPA and Care
Coordination Practice in

18/5/18

Estelle Frost

Completion
date
Actioned
1/5/18

Action
Commentary 1/6/18
The report has been
produced and was
approved for use at the
Bromley
Reconfiguration Group
meeting 1st May 2018.

2) This report is now
Commenced ready for teams to
see/use.
18/5/18

18/5/18

Fiona Weir will
undertake the review
and report back to
DMT August 2018.
She is currently mid

the West Locality.

The Bromley directorate
needs to ensure that inpatient and community
teams implement trust
policy to monitor and
review patients care plans
on a regular basis to ensure
they reflect the current care
needs and include
appropriate interventions.

Care plans must
clearly document a
patients current
needs, including
those highlighted in
risk assessments and
must include the
actions and
interventions that
will take place to
meet these.

3)b) The results of this
review will be
considered and an
action plan drawn up
Managers will:
a) Audit 5 care plans per
team per month in line
with requirement from
the Medical Directorate.
b)In each supervision
they will open two cases
on RIO to review the
care plan with the CCO
c) Take any necessary
remedial action to
improve the quality of
the care plan.
d) The RIO numbers of
the cases reviewed in
supervision will be
collated in the
directorate business
office and a sample will
be quality checked
monthly.

way.
Fiona Weir/
Pauline Kenny

31/8/18

Pauline Kenny

30 April
then
monthly.

Ongoing

Participation in Trust
wide audit is
monitored. Bromley
Directorate are
participating well,
however, some teams
are not rigorous
enough still and the QA
meeting, continues to
monitor this.
A directorate email
address has been set
up 1/6/18 for the RIO
numbers to be
submitted to. First BO
report expected 1/7/18
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Mr L NHSE Independent Homicide Report and Action Plan
Jane Wells, Director of Nursing
Jane Wells, Director of Nursing
Public

NHSE published their independent inquiry undertaken by Niche Health and
Social Care Consulting into the care and treatment of Mr L, a mental health
service user on 21 May 2018.
We would like to offer sincere condolences to the family and friends of Mr
Parsons. The Trust immediately carried out a board level Inquiry. Actions from
this Inquiry have all been implemented. The independent report recognises that
all actions have been completed and the changes embedded in clinical practice.
We are fully implementing the recommendations of the independent inquiry.
This will enable us to continue to minimise the possibility of such tragic events
occurring in the future.
Summary of independent inquiry report and recommendations
Mr L (aged 31 years) was assessed and deemed suitable for discharge from the
Tarn, a Psychiatric Intensive Care Unit (PICU), into a low secure forensic setting.
However, as his mental state improved, with the agreement of his family and
the Assertive Outreach Team in Bromley, plans changed and on Friday 28
February 2014 he was discharged home with a plan for the Assertive Outreach
Team to follow him up the following Monday. During the morning of Sunday 2
March Mr L called 999 stating that he had killed a neighbour, (72-year-old
Ronald Parsons). The police attended and after forcing entry, arrested Mr L. He
was taken to Bromley Custody Suite, where he made various admissions to the
offence.
The Independent Investigation Team found:
•
•
•
•

Inadequate risk management within care planning
Inappropriate timing of release into the community
Insufficient liaison with partner organisations
Release directly into the community as a root cause for this incident

The independent investigation followed the NHS England Serious Incident
Framework and has been investigated in such a way that lessons can be learned

effectively to prevent reoccurrence. The following recommendations have been
made.
Recommendation 1
The Trust must ensure that, where a violent patient has been admitted to its
services following concerns by other agencies; or complaints have been made by
neighbours about anti-social behaviour and noise (which they have been made
aware of):
•
The risks are assessed appropriately
•
There are care plans developed to address anti-social behaviours
towards members of the public (who may have been victims), and these may
involve other agencies.
•
There is a robust discharge planning process that fully involves these
agencies prior to discharge
The Trust should also work in partnership with other key agencies involved (local
authority, housing agency, police and CCG) to ensure that there are processes in
place to support the routine sharing of information regarding any potential antisocial behaviour by suspected/known service users.
Recommendation 2
NB: This recommendation is made to improve practice in general, and is not
specifically related to his care and treatment.
The Trust should ensure that consideration about referral to MAPPA takes place
for patients with violent histories and convictions for serious violent offences.
Such referrals should consider safeguarding issues and risks of domestic violence
for wider family members.
Recommendation 3
NB: This recommendation is made to improve practice in general, and is not
specifically related to his care and treatment.
The Trust must assure itself that all practices of seclusion and ‘de facto’
seclusion on the PICU, including where patients have been segregated from
others after rapid tranquilisation, are fully compliant with the requirements of
the Mental Health Act 1983 (amended 2007), the MHA Code of Practice and the
MHA Reference Guide.
Internal investigation
An internal investigation was immediately undertaken at the time of the
homicide and the actions from this inquiry have all been implemented. The
internal investigation concluded that although the homicide could not have
been predicted or prevented there were lessons to be learned to improve our
practice. The independent inquiry panel agreed that the homicide could not
have been predicted but formed the opinion that it would have been prevented
if the clinical team had not discharged him on the Friday and had done so with a

comprehensive plan. The decision to discharge Mr L was made by senior and
experienced clinicians who did so after months of treatment and they took
account of the progress he had made in hospital and the support from his
family.
Action Plan
The published report is accompanied by a detailed action plan on NHSE, Bromley
CCG and Oxleas websites:
https://www.england.nhs.uk/london/wp-content/uploads/sites/8/2018/05/1505-18-NHSE-Action-Plan-Mr-L-Final.pdf
It sets out how the Trust has is responding to the recommendations made by
the independent investigation. It also includes how Bromley CCG will monitor
the improvements that are required through their Quality Assurance processes.
The report and action plan will be presented to:
• Executive Committee on 12 June 2018
• Performance and Quality Assurance Committee on 20 June 2018
• Board on 5 July 2018
• Council of Governors 21 June 2018
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Briefly outline implications of the recommendations in this report
Safety and safeguarding
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Independent Investigation Action Plan for Mr L
STEIS Ref No: 2014/7319

Statement from Oxleas NHS Foundation Trust
The Trust would like to offer sincere condolenses to the family and friends of Mr Parsons. The Trust immediately carried out a board level Inquiry. Actions from this Inquiry have all been implemented. The independent report recognises that all actions have
been completed and the changes embedded in clinical practice. We have fully implemented the new recommendations of the Independent Investigation. This will enable us to continue to minimise the possibility of such tragic events occurring in the future.
The action plan will be presented to the Trust Board and the Council of Governors. The action plan will be monitored internally within the Trust via the Trust Board. The action plan will be monitored externally by the Clinical Quality Review Group, chaired by
Bromley, Bexley and Greenwich Clinical Commissioning Group Directors of Quality.
Statement from NHS Bromley Clinical Commissioning Group
NHS Bromley Clinical Commissioning Group (CCG) would like to offer their sincere condolences to Mr Parsons’ family and friends.
The CCG welcomes the publication of the Independent Investigation Report into the care and treatment of Mr L, which was commissioned in line with NHS England’s Serious Incident Framework. The report provides a detailed account of the treatment provided
to Mr L, together with recommendations for improvement. The recommendations are fully recognised and accepted by Oxleas NHS Foundation Trust and a number of further improvements have already been made by the Trust following their own internal
investigation, which took place immediately after Mr Parsons’ death.
As the commissioner of health services in Bromley, the CCG is committed to ensuring safe, effective and high quality services are available to our residents. Our focus will be on continuing to work closely with Oxleas NHS Foundation Trust to ensure that the
recommendations from the independent investigation are quickly and thoroughly actioned. A detailed action plan has been developed which will be monitored closely by the CCG and reported to our Governing Body. We will also ensure that the findings from
the independent investigation are used to influence system wide learning and improvements through our Quality Assurance governance process.

1

Oxleas NHS Foundation Trust

Rec No.

Organisation

Report published: NHE to complete

Recommendation

Update since the incident (inlude year)

The Trust must ensure that where a violent patient Since the incident in 2014, the Tarn, psychiatric intensive care unit, updated operational policy has been
has been admitted to its services following
implemented, this includes robust discharge planning and fully involving agencies. The updated Tarn Operation
concerns by other agencies; or complaints by
Policy has been in place since June 2015 (and review dates monitored to ensure it is up to date). It explicitly
neighbours about anti-social behaviour and noise states that patients will never be discharged from the Tarn to the community. All patients will be transferred
that they have been made aware of:
back to the referring ward or alternative in-patient placement. Patients have not been discharged on a Friday
• The risks are assessed appropriately
and are not discharged directly to the community. This is monitored by the Greenwich Directorate.
• There are care plans developed to address antisocial behaviours towards members of the public The independent inquiry has confirmed that the internal actions have been completed and that the Tarn
(who may have been victims) (these may involve Operational Policy addressed the concerns:
other agencies)
• Where a person has a recent history of substance misuse there should be a consideration of its
• There is a robust discharge planning process that impact with a documented assessment of risk (including risk of violence).
fully involves these agencies prior to discharge
• A clear plan addressing the risk and relapse should be agreed and in place prior to discharge.
The Trust should also work in partnership with
Outcomes of meetings with family and discussion about risk should be documented in RiO.
other key agencies involved (local authority,
• If a low secure bed is not available at the time of referral and assessment there should be a case
housing agency, police and CCG) to ensure that
conference to agree and document a plan of care.
there are processes in place to support the routine • All conclusions of clinical discussions are to be recorded within the primary clinical electronic RiO record.
sharing of information regarding any potential anti- • If a patient is discharged from acute adult mental health inpatient services over the weekend the care
social behaviour of suspected / known service
plan must take into account the support required in the immediate period after discharge.
users.
• The policy addresses the Care pathways, Referrals, PICU pre admission screening and Criteria for
.
admission including a definition of which behaviours result in admission and exclusion.
• The new policy describes the admission process including what should happen within the first 72 hours.

On-going Actions

Implementat Implementation
ion Lead
by when

1. An additional column will be added Medical Director
to the bed management weekly
meeting template to specifically
record that for patients where
concerns have been raised by other
agencies or complaints by neighbours
about anti-social behaviour /noise
that they have robust discharge plans
that fully involve these agencies prior
to discharge.
2. Guidance about what will be
discussed and recorded on the
template form will be devised.
3. Training will be provided to all
inpatient teams, overseen by the
clinical directors.
4. The action will be implemented and
monitored by the trustwide monthly
Acute Care Forum chaired by the
medical director.

1. May 2018
2. June 2018
3. July 2018
4. August 2018

Monitoring &
Evidence of Completion evaluation
arrangements
• Guidance for completion of
the bed management weekly
template.
• Completed weekly bed
management templates.
• Minutes from monthly Acute
Care Forum

The action will be monitored
by the monthly Performance
and Quality Committee
reporting to the bimonthly
Trust Board.

Organisation

Rec No.

fully involves these agencies prior to discharge
The Trust should also work in partnership with
other key agencies involved (local authority,
housing agency, police and CCG) to ensure that
there are processes in place to support the routine
sharing of information regarding any potential antisocial behaviour of suspected / known service
users.
.

Recommendation

2. Guidance about what will be
discussed and recorded on the
template form will be devised.
3. Training will be provided to all
inpatient teams, overseen by the
clinical directors.

Update since the incident (inlude year)

• There is a definitive statement about discharge planning. Patients will never be discharged from the Tarn to
the community unless there are exceptional circumstances such as discharge by tribunal or nearest
relative. If this is the case a comprehensive discharge plan will be implemented which will include
information on how to access support.
• All information and plans will be shared with the patient’s carers.
• The operational policy now includes a statement that no discharges will happen on a Friday even in the
above exceptional circumstances.
• In reference to the transfer process, the Tarn will now include planning as part of the process and sets
out a number of criteria for transfer as well as an acknowledgement that there are two groups of
patients who may potentially ‘block ‘ a PICU bed. These are described as those requiring increased
security and those who require a longer period of low security.
• There is a section of the new policy which addresses the forensic (to and from) referral pathway. This
also includes the criteria for referral and assessment and the multidisciplinary review of referrals, record
management and time limits for action and outcome.
• The policy includes a section on risk assessment and management and includes consideration of
safeguarding adults, child protection, victim considerations, substance misuse and other vulnerabilities.

Risk assessments are a key part of person centred care planning. We have a clinical risk assessment and
management policy updated in 2016. It outlines individual responsibilities in respect of assessment and
management of risk and the incorporation of this into clinical practice rather than a parallel or standalone task.
This includes principles of risk manager and discharge planning. It is audited monthly as part of the care
planning audit. Our clinical information system Rio contains a risk assessment document which is the primary
risk assessment tool. In addition inpatient units hold daily huddles and multidisciplinary team meetings which
include community teams and key agency staff involved in patients’ care plans. The multidisciplinary team
meeting is facilitated by a multidisciplinary tool on the Rio including risk assessment information an updates.
Person centred care planning is a Trust key priority. We have a care plan policy updated in March 2018 to
enable high standards of person centred care. It incorporates 13 principles including effective risk management
and discharge planning. Care plans must outline clear risk management plans for all identified risks and
discharge plans must be discussed with patients, their family and support networks. Training has been provided
to all staff and facilitated by a dedicated care planning lead. All wards conduct a monthly audit of 5 care plans
against the principles. This is reported to the bimonthly clinical effectiveness group chaired by the medical
director. Care plans are reviewed in supervision.

Every month all teams complete a care planning audit including risk and service user involvement. The audit
includes care level, location of care plan in the electronic information system RiO, the use of the risk
assessment, completion of the risk assessment during episode of care, review of the risk assessment following
significant risk incidents, changes in presentation or within the last 6 months, inclusion of specific factors
identified in the risk assessment associated with increasing risk in the care plan , evidence of patient
involvement in developing their care plan , patient provided with a copy of their care plan and service user
support network tool and trends in audit results. The results are presented to the bi-monthly patient
experience group chaired by the director of therapies and reporting to the monthly Performance and Quality
assurance Committee.

Each directorate has an established relationship with local borough police teams and regular meetings to
discuss individuals and promote joint working. We are part of a health innovation network Serenity Integrated
Monitoring (SIM) pathfinder working with the police, launched in April 2018. SIM London is a new way of
working with mental health service users who experience a high number of mental health crisis events. SIM
brings mental health professionals and police officers together into joint mentoring teams. The police officer
and the mental health professional work together to provide intensive support service users to reduce high
frequency and high-risk crisis behaviours. Central to SIM is the care and response plan completed by patients,
SIM police officers and SIM mental health professionals.

4. The action will be implemented and
On-goingbyActions
monitored
the trustwide monthly
Acute Care Forum chaired by the
medical director.

Implementat Implementation
ion Lead
by when

Monitoring &
Evidence of Completion evaluation
arrangements

Organisation

Rec No.

Recommendation

Update since the incident (inlude year)

On-going Actions

Implementat Implementation
ion Lead
by when

Monitoring &
Evidence of Completion evaluation
arrangements
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Oxleas NHS Foundation Trust

Since the incident in March 2014, multidisciplinary teams involve the antisocial behaviour teams or equivalent
teams in professionals meetings, where there are issues needing resolution. All staff have been provided with
information about local anti-social behaviour teams or equivalents teams. The teams are contacted to discuss
any concerns with the Local Authority, who then send the referral to the Tenancy Team or the Community
Services Team, depending on whether the referral is about a council tenant or other. We continue to work in
partnership with the police, Clinical Commissioning Groups and Local Authorities via the High Risk Panels. The
Community Safety Teams attend the High Risk Panels and we continue to receive information from them,
shared by victims, if there is a suspicion that a service user is involved in anti-social behaviour.

This recommendation is made to include practice
in general and is not specifically related to care
and treatment itself because Mr L did not meet
Multi-Agency Public Protection Arrangements
(MAPPA) requirments at the time of the incident.
The Trust should ensure that consideration about
referral to MAPPA takes place for patients with
violent histories and convictions for serious violent
offences. Such referrals should consider
safeguarding issues and risks of domestic violence
for wider family members.

We have adhered to the pan-London MAPPA guidance which includes that within 3 days of admission all
MAPPA eligible patients are notified home and host borough with an additional notification sent when the
patient starts escorted / unescorted leave and / or is discharged. We are members of high risk panels in the
boroughs of Bexley, Bromley and Greenwich which operates at a sub-MAPPA and receives referrals for patients
with violent histories who do not meet MAPPA thresholds.

1. We are members of the London
MAPPA Advisory group who have
been updating MAPPA guidance. The
guidance is anticipated to require that
MAPPA notifications contain more
information about the victim and must
We have a safeguarding children policy and procedure reviewed in March 2018. It includes a specific section on be stored where it cannot be accessed
the role of adult focused mental health services and working in partnership and complies with the Children Act by the patient, that mental health
1989. Training for all staff is mandatory and monitored monthly. There is a dedicated safeguarding children
services to have a system through
advisor for mental health teams. Compliance and practice are monitored by the quarterly safeguarding children which they can flag MAPPA patients
committee chaired by the director of nursing reporting to the monthly Quality Assurance and Performance
for data collection purposes and for
Committee.
MAPPA levels to be reviewed in Care
Programme Approach. The panWe have safeguarding adults guidance updated in April 2016 which outlines responsibilities in relation to the
London MAPPA policy and procedure
Care Act 2014, duties, training and governance. We follow the pan-London multiagency procedures for
are due to be finalised 2018. They will
safeguarding adults updated 2015. Compliance and practice is monitored by the quarterly safeguarding adult
be presented the Oxleas Safeguarding
committee chaired by the director of nursing reporting to the monthly Quality Assurance and Performance
Adult Committee, chaired by the
Committee.
director of nursing and a
In April 2018 the Trust's internal auditors rated safeguarding children practice and governance as significant
dissemination plan agreed.
assurance and safeguarding adults as significant assurance with minor improvements regarding data quality
checks.
2. A Rio solution is being tested in
June 2018 to capture the data
requirements.

We have a domestic violence policy and process updated in March 2017 for staff working with patients where 3. Training will be provided to teams
there are concerns about domestic abuse. It includes responsibilities in respect of the Domestic Violence, Crime by the Head of Safeguarding Adults
and Victims Act 2004 and their duties to the victims of mentally disordered patients.
and Prevent.
We developed guidance in 2016 to support multiagency risk assessment panel conferences (MARAC) including a
domestic violence handbook, referral guidance and operational protocols to assist staff working with patients
with care and support needs and who may have experienced or be at risk of domestic violence. It adheres to
national guidance and was devised in consultation with Safe Lives.

Director of
1. June 2018
Nursing, Medical 2. June 2018
Director and
3. July 2018
Director of
Informatics.

1. Rio solution established to
capture data
2. Dissemination plan
3. Audit to test data is being
correctly captured on RiO
4. Minutes of safeguarding
adult committee

The action will be monitored
by the monthly Performance
and Quality Committee
reporting to the bimonthly
Trust Board.

Rec No.

Organisation

3. Training will be provided to teams
by the Head of Safeguarding Adults
and Prevent.

Recommendation

Update since the incident (inlude year)

On-going Actions

Implementat Implementation
ion Lead
by when

Monitoring &
Evidence of Completion evaluation
arrangements

We have an information sharing policy updated in 2017 which sets out the legal and ethical framework for
sharing information with other agencies e.g. public bodies and voluntary agencies. It also includes advice for
staff providing safeguarding services for children and adults. In addition we follow local safeguarding children
and adult information sharing agreements including the Bromley LSCB information sharing protocol 2017.
We have established a specific information field on RIO to record information about children in the networks of
adult patients to record any safeguarding concerns or relevant information which may be missed or delayed.
Training has been provided to all teams by the safeguarding advisors.
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Oxleas NHS Foundation Trust

We introduced a family support network tool in 2016 which forms part of ongoing care planning and risk
assessments to enable patients’ families and networks to be identified, engaged and included in care planning
and discharge planning. Training has been provided to all teams by psychologists. The use of this is audited
monthly on all wards as part of the care planning audit.

This recomendation is made to improve practice in
general and not specifically related to care and
treatment. The Trust must assure itself that all
practices of seclusion and ‘de facto’ seclusion on
the Tarn, including where patients have been
segregated from others after rapid tranquilisation,
are fully compliant with the requirements of the
Mental Health 1983 (amended 2007), the MHA
Code of Practice and the MHA Reference Guide.

The Tarn does not allow de facto seclusion. Patients on the Tarn have care plans to manage acutely disturbed
behaviour. Where patients are presenting a significant risk of violence to others a management plan agreed by
the multidisciplinary team is instituted and reviewed every shift and this is supported by up to 3 staff to observe
the disturbed patient. For the period of time that patients are in their rooms, the patients are not locked in as a
member of staff is always present and engaging with them but allowing personal space so that the patient's
dignity is not impacted on but safety is assured. The nature of the door closing arrangements prevents patients
being locked in their rooms and 'time out' is never used. De-escalation is used when needed, in line with
prescribing guidelines requirement prior to rapid tranquilisation. If the risk level necessitates, arrangements are
made to transfer the patient to an independent sector facility or our Bracton forensic services, where seclusion
is available.
We have a forensic service seclusion and long term segregation policy updated April 2016 which sets out best
practice for supporting patients who require supervised confinement for a period of time based on the Mental
Health Act Code of Practice 2015, in relation to seclusion, segregation and the needs of patients’ privacy,
dignity, medication and nutrition. It includes a checklist for seclusion which is monitored through peer review
and CQC visits.

We have a forensic long term segregation policy updated in April 2016 which sets out best practice for
supporting patients who need supervised confinement for a period of time and is based on the Mental Health
Act Code of Practice 2015. It has a checklist and is monitored by peer review and CQC visits.
We have guidance of long term segregation for all mental health and adult learning disability units updated in
2015, to ensure a consistent approach to patients who may need to be looked after in longer term segregation
it makes it clear that this is only to be used in a way the respects human rights and is compatible with the
Mental Health Act Code of Practice 2015. It is closely monitored by the Head of Mental Health Legislation and
the bimonthly Mental Health Legislation Oversight Group chaired by the director of nursing and reporting via
the bimonthly clinical effectiveness group to the monthly Quality Performance and Assurance Committee

1. The Tarn unit will pilot the Broset
Acting Deputy
violence and aggression tool, which
Chief Executive
has been successfully implemented on
our forensic inpatient units and
monitored through the Acute Care
Forum.
2. The new de-escalation room will be
planned by estates in conjunction with
the Head of Mental Health Legislation
to ensure issues of dignity and safety
are addressed.
3. A Trustwide quality improvement
project for the reduction of violence
and aggression will be commenced
and monitored through the Quality
Improvement Committee reporting to
the Board.

1. June 2018
2. The date is subject
to discussions with
Private Finance
Initiative Provider of
the hospital site and
will be monitored by
the Trust executive
team.
3. July 2018

• Broset tool pilot audit report
of implementation in the Tarn
• De-scalation room plan and
progress monitoring
• Protocol for use of the deescalation room
• Minutes of Quality
Improvement Committee.
• Minutes of Acute Care Forum.

The action will be monitored
by the bimonthly
Performance Improvement
Committee reporting to the
bimonthly Trust Board.

Organisation

Rec No.

Recommendation

Update since the incident (inlude year)

We have a prevention and management of violence and aggression policy updated in April 2018 to improve
reporting, identification and management of violence and aggression. Training is mandatory for clinical staff in
coping with potential and actual violence and aggression, using de-escalation interventions and reducing need
for restrictive interventions. It includes an appended standard operating procedure of de-escalation. We are
launching a Trustwide quality improvement project for reducing violence and aggression.
The forensic team introduced the Broset Violence Risk assessment tool in 2016. It has reduced the incidence of
violence and aggression on the units by enabling teams to assess early warning signs and proactively prevent
escalation.
A MHA CQC visit in 2016 suggested that there may be benefits to establishing a de-escalation room in the Tarn,
which has been explored by the unit and the estates team. Plans are in progress to create this room.
We have agreed a Trustwide priority quality improvement programme for reducing violence and aggression.

On-going Actions

Implementat Implementation
ion Lead
by when

Monitoring &
Evidence of Completion evaluation
arrangements
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6 month review of implementation of inquiry action plan AT
Jane Wells, Director of Nursing
Jane Wells, Director of Nursing
N/A

AT was a 51 year old female, admitted informally to Norman ward, Green Parks
House, on 11 August 2017. On 26 August 2017 she requested access off the
ward at 10.50 hours. She was due to meet her brother on the ward at 11.30
hours but had not returned by this time. Ward staff circulated her description to
the police; the police later confirmed that AT had jumped in front of a train at
Bromley South station.
Progress against the action plan for the board level serious incident inquiry in
respect of AT is attached.
Summary of progress:
•
•
•
•
•
•

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

Waiting times have significantly improved and continue to be monitored
The audit to check that CCOs contact service users within 2 days of
referral will be presented to the directorate quality assurance meeting in
August.
Continuity of care in HTT has been discussed and minuted and audits of
care plans, carers assessments forms and patient experience are also to
be presented to the directorate quality assurance meeting.
A protocol for care coordinators to work alongside HTT has been
implemented.
Your Ward Guide’ leaflet explaining access to MDT input has been
coproduced with an LXP worker.
A standard operating procedure has been agreed and ratified by the
patient safety group for staff support after an incident and this is now
included in the terms of reference for all serious incident investigations.

Information

To Note

Approval

Decision

√

Recommendation Clear outline of what the committee is being asked to agree/discuss/note. Items
for information will not allocated time for discussion within meeting.
Link to strategic
objectives (click
on relevant
choice for drop
down box)
Link to Board
Assurance
Framework
Implications
Quality
Financial
Equality analysis
Service
user/carer/staff

Quality √

Workforce

Sustainability

Partnerships

BAF 1210 Learning from serious incidents

Briefly outline implications of the recommendations in this report
Learning from serious incidents
N/A
N/A
N/A

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

Action required

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

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

Medium term: Locality
managers to review and
adjust PCP/ADAPT
pathway utilising
feedback from Birch to
ensure the system can
achieve the target.
Support from Business
Office re trajectory.

Due by

Lead

How will this be
evidenced

13/11/17

P. Kenny, service
manager (SM), Bromley

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

4/12/17 and monthly
monitoring

P. Kenny, SM
S. Francis, business
manager

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

Progress and date
31/5/18
Waiting times continue to be
monitored regularly at
Directorate Meetings. PCP
waiting times have been
brought under control in West
Locality through a process of
tight management and
productivity monitoring. As at
the end of May 2018 average
waiting time to first offered
appointment was 11.76 days
and within target for the past
6 months.
The wait for referrals being
transferred from PCP to
ADAPT remains at around 27
days.
Achieved but ongoing
Monitoring at the
Directorate QA meeting
(The directorate are in the
process of designing a multi
agency single point of entry
which will require redesign of
the PCP/ ADAPT pathway.
Target implementation date is
September 2018 )
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Recommendation

Action required

Due by

1b: In addition, the DMT
are asked to institute
local standards for
contact by care
coordinators (CCOs) for
new/returning referrals.

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

2: The Bromley
Directorate
Management Team is
asked to consider how
continuity of care can
better be delivered
within Bromley HTT.

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

4/12/17

Care coordinators to be
reminded that they
need to work alongside
HTT to provide
consistency for patients.

March 2018

March 2018

Lead

How will this be
evidenced

Progress and date
31/5/18

P. Kenny, SM

Report to December 17
DMT re evidence in
team meeting minutes.

A protocol has been written to
implement the standard and
discussed in team meetings
COMPLETED

P Kenny, SM

Present audit to March
18 QA Board.

Emilia Endeley, HTT
Team Manager

Discuss with the HTT

Due to staff shortages in the
West Management Team, the
local audit has been deferred
and will be presented to the
QA meeting in August 18
Ongoing Monitoring
Discussed in Team Meetings
and in supervision
Completed

Pauline Kenny, SM

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

Deferred to August QA
Board (as above)

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

A protocol has been written to
implement the standard and
discussed in team meetings
Completed
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Recommendation

Action required

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

Professional leads to
collaborate with Modern
Matron GPH, to review
multi-disciplinary input
and produce a leaflet
with input from patients,
lived experience
practitioners, etc. as
part of the welcome
pack.

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

Due by

Lead

How will this be
evidenced

Progress and date
31/5/18

28/2/18

Lawrence Yong Modern
Matron, GPH

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

‘Your Ward Guide’ leaflet
explaining access to MDT
input has been coproduced
with an LXP worker.
COMPLETED

5/01/18

Helen Smith
Director of Service
Delivery

Minutes of January 18
service director
meeting.

SOP agreed for staff support
ratified by PSG.
COMPLETED
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Report Title
Author

Quality Improvement and Innovation Committee Report
Steve James, Non-Executive Director
Ify Okocha, Medical Director
Accountable Director Ify Okocha, Medical Director
Confidentiality/
N/A
FOI status
Report Summary

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)

The report gives an update on Trust Quality Improvement Programme and
highlights from the Trust Quality Improvement and Innovation Committee,
held in May 2018.

Information

To Note

Approval

Decison

√

To note the agreed actions from the meeting.

Quality √

Workforce

Sustainability

Partnerships

Link to Board
Assurance
Framework

N/A.

Implications
Quality
Financial
Equality analysis
Service
user/carer/staff

Briefly outline implications of the recommendations in this report
There are no recommendations.
None.
None.
None.

Quality Improvement and Innovation Committee Update for the Board

The Quality Improvement and Innovation Committee held its third meeting on Wednesday 23 May
2018. Highlights are noted below.

1. Embedding Qi and innovation – Qi in action

To showcase quality improvement and innovation in action, the Qii Committee received two
presentations. The first was on the ADHD Qi project which was developed to address how to
deliver high quality and effective care to a large population of children and young people with
ADHD. This showed the effective implementation of a web based programme along with
paperless referrals, task management, recording and communication systems which meant
children, families and GPs are communicated with in a more timely fashion and no-one is
accidently omitted. The platform was funded with a grant from The Health Foundation. Positive
feedback has been received from staff, young people and families regarding this platform and
new way of working.

The second presentation updated the Committee on the optimizing medicines for people with
schizophrenia project. The aim was to minimize poor medication adherence by increasing the use
of long acting antipsychotic medication and to maximize the use of clozapine in those with
treatment-refractory illness. The findings show that anti-psychotic medication can reduce relapse
rates by two-thirds and reduce admissions, suicides and harm to others by half. It was agreed
that this project be rolled out across all Oxleas directorates and ensure lessons are learned and
embedded.

2. Update on the Trust Quality Improvement Programme

An update report on the Quality Improvement Programme was presented to the Committee.
Highlights are as follows:

•

Recruitment

All 3 Qi leads and the Quality & Information data analyst have now officially commenced their
roles within the Qi team.

•

Raising awareness/Communications
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To mark the launch of the Qi programme, our STOP! Campaign was launched on 17th of April. The
aim of the STOP! Campaign was to raise the awareness of Qi, start the conversation about finding
solutions to everyday workplace challenges or problems that frustrate us and make us less
efficient. To raise awareness that the best people to find solutions are staff themselves staff
were asked:
-

What are we doing that you think we should change?
Are there things we do and you’re not sure what the benefit is?
What working practices do you think are helpful?
Are there working practices that you think are unhelpful?
Are we duplicating work?

Qi drop-in sessions were also held at- Queen Mary’s Hospital, Pinewood House, Green Parks
House and at Memorial Hospital.
• We have also created a new OxleasQi twitter page with our 1st tweet introducing the new Qi
team. Our aim is to keep Qi live in the minds of staff by having a weekly Qi message from the
central team published on the intranet or via email
• We will be developing our own tools, resources and films that will help support our
understanding of Qi and aid us in our journey of continuous quality improvement.

• Quality Improvement Training

The 3 Quality Improvement leads have started intermediate level training with our SLP partner
SLAM. This training will end in September 2018, however they will begin to put knowledge into
practice immediately and support directorates
The wave 1 welcome/launch event took place on the 29th of May for Directorate and Corporate
Qi project leads who would be part of the 1st wave of the Oxleas Qi Programme.

The aim of the launch event was:
- For Qi leads to get to know who else was within the wave 1 network
- What it means to be a Qi project lead
- A briefing session on Qi in preparation for the formal training days
- Meeting the central Qi lead supporting the project
Our 1st Quality Improvement foundation level training took place on the 4th and 5th of June.
Over the two days delegates were trained in Qi techniques which included how to use Life Qi to
register and track project progress, how to complete a driver diagram and how to compete a
‘PDSA’ (Plan, Do, Study, Act) cycle.
Great feedback was received from people who attended the training. This included:
“Facilitators are excellent. Presentation was of a very good standard. I have learnt quite a lot
about QI over those two days”
“Interactive, engaging style with lots of interesting group work”

3

“Very good two-day session, really useful tools that will be invaluable in this project and work
more broadly. Very good at focusing mind on the project”
Wave 1 projects will be commencing in all boroughs/directorates across the Trust and these
include reducing violence and aggression, looking at patient flow from acute hospitals to
intermediate care units and connecting clinical contacts with clients. Thirty projects have been
registered with the Qi team so far.
Further foundation level training (2 days) will be arranged in the near future and dates will be
circulated.
One day ‘compact Qi’ training sessions have also been arranged and dates and circulated to the
Trust. The 1st 1 day Compact training took place on the 21st of June. Further sessions are being
planned as dates are fully booked up until October 2018.
Ad-hoc awareness Qi sessions have also been given across the Trust at away days or specific
meetings (Greenwich Borough, Greenwich CAMHS, Estates and Facilities). Dates are scheduled in
the diary for the doctor core trainees at the end of June.
Next steps – we aim to roll out the additional aspects of the Oxleas training formula and the coproduction session for service users and governors by September 2018. The vision is to launch
this at the Annual Members Meeting in September.

• SLP Quality Improvement Conference

The SLP Qi conference date has been re-scheduled to 8th November 2018 due to a clash with South
West London & St Georges Board meeting. Oxleas will be given approximately 90 places at the
event. This would be an opportunity to share best practice across the three organisations and for
front level staff to showcase their Qi initiatives.
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Workforce Committee Update
James Kellock NED and
Meera Nair, Director of Workforce and QI
Public

The Workforce Committee met on 16 May and 20 June 2018.
Workforce KPI
The committee reviewed progress against the workforce KPIs and was encouraged that
vacancy levels had maintained a declining trend. It was noted that the vacancy rates in
Prisons were being actively addressed. There was also concern at vacancies in ALD and
Forensics. Work was being done with the directorates to ensure that the vacancy level
was a true reflection of the position, and that it was being robustly addressed. Agency
usage remained low and within the cap. More actions were being undertaken to ensure
that the reduced cap for 2018/19 could be achieved in a sustained manner.
Considerable work had been undertaken in the directorates to achieve the supervision
targets. A similar focused piece of work was in progress to support achievement of the
local induction target.
Workforce Readiness – GDPR
The workforce team had worked with the Trust IG lead and legal advisers to ensure
GDPR compliance in time for the May deadline in relation to internal processes as well
as with outsourced / contracted services (payroll, Allocate).
Gender Pay Gap
A task and finish group had reviewed a range of information in relation to the gender
pay gap results. Data on a range of indicators had been analysed to confirm that there
were no practices that were resulted in a pay gap. It was noted that excluding the
medical workforce (i.e., consultants and SAS doctors) resulted in a positive pay
differential with women earning 1.1% more than men in the workforce. More work
would be undertaken with the medical workforce to particularly address the differential
in clinical excellence awards and SAS pay. An initial meeting targeting concerns in
relation to CEAs has been scheduled for July 2018.
Staff Partnership Update
The committee noted the report from the Head of Staff Partnership on the model of
staff feedback sessions that was introduced in April. The quality of the feedback had
improved and the team felt that the new model had increased their visibility and access
to teams. The model would continue to be used. The focus was now on ensuring that
feedback was reviewed promptly by the services and actions put in place to address
concerns. The Head of Staff Partnership would be attending Service Director meetings
on a monthly basis to ensure that this was being addressed in a timely way.

Health and Safety
The committee noted the progress that had been made in relation to lone working. The
results from the KPMG audit had been very positive. The H&S team had reviewed all
areas where concerns had been noted. The H&S team will be also be re-focusing on
general risk assessments across the Trust, fire safety, and Riddor incidents. The H&S
Committee had been reconstituted to ensure there was senior representation from all
the directorates.
Recruitment and Retention
Considerable work was in progress to improve levels of retention within the trust.
Providing opportunities for career development was seen as crucial to this programme.
Lessons learnt from the work undertaken in relation to nursing careers would be
applied for the other professions. In addition, work was also underway to improve the
health and wellbeing of our staff and review the benefits on offer. Various
improvements were also being introduced to improve the recruitment process with a
view to reducing the time taken to hire staff.
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NED report – Board visits
Various
Andy Trotter, Chair
Public

Report Summary

Several visits have been undertaken by Board members over the past month
and the attached summarises the visits and outcomes.
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The visits focus on risks around workforce, safety and sustainability

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

Wednesday 23rd
May

Service and Location

Oxleas Therapy Team
London South East Colleges
Bromley Campus
Rookery Lane,
Bromley BR2 8HE

Attendees

Elaine Hurault
Yemisi Gibbons
Rachel Evens

Brief description of service

Since 2014, Oxleas have been commissioned to provide a ‘Therapy Team’ to London South East
Colleges (LSEC) to support the needs of approximately 200 students aged 16-25 who have Special
Education Needs and Disabilities (SEND). The need for this service was identified by the colleges
following changes in the Children and Families Act 2014 required them to evidence that they meet
individual students’ learning objectives as set out in their Educational and Health Care Plans (EHCP)
The team comprises of Speech and Language Therapy, Occupational Therapy and Physiotherapy.
The aim of the service is to enable students to access the curriculum by supporting teaching staff to
make reasonable adjustments and by the provision of therapeutic approaches.

Outstanding actions from the last Board visit
None reported

Overview of visit
We met with the LSEC therapy team initially and were given an overview of the service and students
at Bromley College and how the service is delivered.
The model of service delivery is often indirect i.e. following assessment, intervention is provided to
enable the creation of an environment where students’ communication needs are met as part of
their everyday activities. Much work is carried out equipping and training teaching and support staff
to do this and to use various alternative and augmentative communication methods which the team
recommend and implement.
There is also provision of OT and Physiotherapy although this is a smaller service (see above for
details).
There was a long discussion about EHC plans and how these have changed the way the College
provides for students. These have and continue to pose some challenges for the therapy team as
they can detail the provision of therapy in a way that does not fit the model of delivery adopted by
the team. There is on-going negotiation and Lesley Brown works closely with local Education to
develop and improve how the plans are completed and used.
We toured the College Nido Volens (SEN) area and met some students who were keen to
communicate with us and one who showed us a pictorial communication system she uses to

support her when she feels unable to communicate verbally. We visited a working kitchen where
students work and develop skills for work and also saw the Greengoose drama group.
We were impressed with the facilities and atmosphere at the College and integration across the SEN
and mainstream facilities.
Lastly we met with a senior staff member involved who works closely with the College Director. We
discussed the therapy service and the positives and challenges of working together in an Education
setting. He was keen for there to be an increase in service particularly in OT. He echoed the issues
already discussed about the EHC plans and the difficulties in meeting the needs detailed.
He said that there had been some staff recruitment challenges within the Oxleas team which meant
that there was not always the full complement of therapy staff available. He was not aware of what
was detailed in the contract about service delivery and staffing.
Generally he was very positive about the service and felt it had made a significant difference
bringing communication high on the agenda and resulting in positive changes for the students.
The visit was highly informative. The team, whilst small, were very positive and described how they
undertake work within the wider LD community service to ensure they do not become isolated.
Overall a very impressive and enjoyable visit.

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

Issues raised

1. College staff unclear about
content of service contract and
expectations of what/how this
is delivered now and in the
future.
Lead clinician keen to develop
service to meet needs but is
requesting support to discuss
and negotiate with LSEC.
2. IT issues (PCs wifi and printers)
at Bexley College site.

Action

By who By when

Lesley Brown and Elaine
Hurault to liaise with Business
Office to arrange meeting/s.

LB/EH/
Bev
Abbott
and
Business
Manager

October
2018

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

23/4/18

Service

Crofton ward and Kelsey facility,
Bracton

Attendees

J Kellock, K Soper, Dr E Zachariah, J Thind

Brief description of service

Crofton is a nineteen bedded male ward and Kelsey a four bedded facility both at the Bracton.

Overview of visit

We began with a tour of the Kelsey unit (this was helpful to my understanding of MG). Most new
admissions to the Bracton come on to Kelsey initially but it is a mixed purpose facility, including being
used for taking patients off wards for short periods. It is staffed from the Crofton ward and has been
well –received by staff. No patients were there when we visited.
The introduction of a new security manager has helped staff improve searches. I was also told that
legal highs and illegal drugs has dropped a lot.
We then moved to Crofton. Management said the ward had a good layout (and better than Burgess,
which I looked at later, again to understand MG better). Currently there are five staff vacancies out of
thirty-eight posts.
No patients had asked to see the Board members but as well as looking round the ward we were
welcomed into the community meeting which on this occasion was attended by eight patients and
ten staff. We joined part way through and heard patients raise issues of concern with staff. These
included
• The TV not working in the open area
• Reviewing the policy on cigarettes as, it was said, there is a different approach on female
wards
• A patient who had been there for three weeks not knowing the name of his primary nurse
• Increased access to the laundry room was asked for, as well as the door to the garden being
opened earlier.
• More gym time was asked for
Patients said the food was getting better and there was a positive response when told that Henri’s
would be providing lunch and evening meals (more salads were requested). Other comments by

patients were “Nice staff here, best ward” and “It’s more active here, we use the space”.
Staff told the group that a “man pampering “ group was starting the next day, more furniture was
awaited to help with activities and they challenged patients to use their leave.
The community meeting seemed to be well run with good engagement between staff and patients.
Once the community meeting had ended we met with the senior staff. We were told there was not
much racial tension and staff are keen to involve patients’ families. Social events have been
introduced to get families to engage and social workers, the psychologist and primary nurses are all
involved in liaising with patients’ families.
Five care plans are reviewed every month. While the recruitment process is smooth retention is the
bigger issue. Staff have a two week local induction and there is a policy of the month.

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

Issues raised

Action

To review whether there is a different approach
to cigarettes on different wards, and if there is
whether that is justified

KS

To ensure that all patients know the name of
their primary nurse

KS

To investigate whether Increased access to the
laundry room can be provided

KS

To investigate whether the door to the garden
can be opened earlier

KS

To investigate whether more gym time can be
provided

KS

To see if more salads can be offered

KS

The TV in the open area was not working

KS

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

1st May 2018

Service and Location

Children’s Community Nursing
Team and Bluebell House

Attendees

Andy Trotter
Ify Okocha
Stephen Whitmore
Lesley French

Brief description of service
•

•
•

Provides a wide range of interventions and supports to children in the community from
clinic and in home settings including 24/7 continuing care service. Approximately 30 staff
integrated across Greenwich and Bexley including specialist support to schools. Innovations
included a paediatric early warning tool and a dependency tool to assist with work
allocation. Service closely integrated with other teams within the CYP Directorate and
managing multiple interfaces with families, acute, GP, schools etc. Managing a range of
complex physical conditions. Lone working robustly described.
Diabetes Nursing Team: managing type 1 and type 2 in the community with an important
interface with the acute hospital, schools and safeguarding: innovation included newly
introducing a range of insulin pumps.
Bluebell House: Offers short break service for children with long term medical conditions
across a range of abilities and conditions. Personalised care with stimulating activities and
healthy eating. 27 families currently supported. Utilising a dependency rating system to
ensure safe occupancy and staffing. Recent improvement in recruitment to this specialist
staff group. Range of innovative approaches to communication, care planning and safety
planning

Other relevant information
Provided above

Outstanding actions from the last Board visit
None

Overview of visit

These were all examples of integrated working across teams and boroughs with strong interfaces
with other health, education and social care services. Flexible, purposeful and can do approach to
supporting children in their families. Bluebell has had a number of challenges in recent years and
the ethos demonstrated on this visit showed a positive improvement.
Concerns were expressed by the Diabetes nursing team that the interface with colleagues in the
acute hospital had deteriorated in recent months and needed to improve.

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

Issues raised

Diabetes service: Interface with the
acute hospital

Action

Senior managers to continue to support the
service to resolve these difficulties, Clinical
Directors to liaise; Briefing to be prepared for the
Chair to raise this issue with CEO of LGT

Non-Executive Directors’ board visits
Date of visit

22 May 2018

Service

Community rehab
Yeoman House
Bromley

Abi Fadipe
Estelle Frost
Jane Wells
Alison Furzer
Jo Stimpson

Attendees

Brief description of service

CMHRES offers a specialist MDT service, working collaboratively with service users, carers and family
networks to actively pursue their goals and aspirations while minimising the impact of their long
term mental health difficulties. The aim of the service is to promote independence in order for
service users to move to independent or less supported accommodation; working with third sector
providers in monitoring, reviewing and delivering care plans which facilitates throughput within the
supported living facilities in the borough and enabling service users to manage their mental health,
alongside their GP, outside of secondary care mental health services.
The service aims to achieve this by working with service users who would benefit from an intensive
programme of intervention and support including both individual and community group
interventions, so they can be less reliant on mental health services which creates capacity within the
wider mental health system.

Overview of visit

We met with members of the team including Donve, manager, Paul CPN, Yogesh, Psychiatrist and
Claire, Psychologist and additional team members joined us during the afternoon.
They described working in team as very nice, friendly, approachable, supportive, lots of informal
talks and feedback and updates. Good advice and support for each other’s and patients. Good
information sharing and discussion. They hold monthly team Quality meetings and obtain regular
service user feedback.
They described their team as a small, well represented MDT providing intensive input to service
users across all diagnostic areas. Their role is to optimise levels of function, social inclusion,
community engagement and their goal is to discharge back to primary care or step down/
independent tenancy. They help people to establish healthy habits and routines to empower and
maintain. The team was established after inpatient closures last year. There is close working with
families, carers, supporters and community options to keep them involved and help them to help
service users stay engaged.
The team consists of OTs, psychologist, nurses and a consultant. Admin support is 0.5 wte which was
considered adequate to help with zoning and embedding polices. The caseload is currently at 40
with 4 referrals pending. They are aiming for 50 on caseload. Recently discharged.
Yogesh presented four case studies to highlight how they support people and outcomes achieved:

1
2

3

4

27 year old man supported and discharged into care of GP with close working and joint visits
with GP to facilitate and support this. He had been using Oxleas services since 2011.
27 year old man supported into GP care in September. GP notified team he was experiencing
some side effects from his medication so team visited and reviewed again in 2 months and
offered a range of options which he chose one and agreed. This ensured that he did not have
to go through a referral process again via PCP. He had been using Oxleas services for more
than 10 years.
A gentleman with a history of 8 admissions each lasting for several months including to the
Tarn. In the team he had been provided 10-12 contacts a month from psychiatrist, OT and
psychologist to support him. He was successfully discharged to ICMP in November and he
engaged well, with no admissions. On clozapine so not discharged from ICMP.
A gentleman under ICMP care who relapsed and his family felt ICMP team were not able to
as responsive as needed. He had previously spent 7 months in the Tarn and 5 months on a
ward. He was looked after by team and subsequently when he deteriorated it was picked up
quickly, and although he still went on to have a long admission to the ward and the Tarn it
was not as long as previous admissions. There is now a new plan to support with community
ECT.

The care involves a lot of planning and some uncomfortable conversations about things that haven’t
been done before. Team are able to be very responsive to any changes in mental state.
The team enable employment by meeting employers and volunteer to work schemes. They are
involved in a pilot project which started in November with MIND and Centre for Mental Health using
individual placement support workers who help people to find work. They have exceeded their
target of numbers getting people into work. They believe success is due to employer engagement
and carving out parts of job that they can do, in reach support and supporting any issues quickly. Any
paid work is counted regardless of number of hours per week. 20% of caseload have been supported
into voluntary or paid employment.
There are a few frustrations highlighted:
• They use Ifox but find it frustrating that Ifox does not update every 24 hours and requires
multiple entries or does not register where data has been recorded. Some service users have
no carers which then show as a breach as the box to record this has been removed. Have
had challenge of records following service users between teams after CQUIN changes which
is being addressed.
•

They use iPads and technology but sometimes struggle to get onto MIA which has been
raised with IT Helpdesk. MIA does need SIM and not WiFi unlike SAF so use both in
combination.

•

Some difficulties expressed about working with Barefoot Lodge, a rehab unit, as a distance
away in Abbeywood and impacts on instilling hope in families and service users. Team have
not reached the number of places available in Barefoot and as unknown and unfamiliar and
far away some service users have declined the offer to use it. They have not used technology
to keep in touch with Barefoot but value face to face contact in ward rounds which could be
used in combination.

•

They would like better communication between Bexley directorate and their team about
changes happening to Barefoot and changes in team. Team will look at QI approach to
address this.

•

Sometimes they feel a bit isolated from rest of Trust and would like to be local to rest of
directorate as Yeoman House is quite far out and isolated. The lease on Yeoman House ends

next year and there have been issues with maintenance. A new site options list is being
explored. It includes thinking about local integrated care networks and a more central site
and also a solution for Beckenham or Beckenham and Bromley network.
•

Mobile phones don’t work well, signal is not good. Team use Trust Nokia phones. They takes
ages to tap text messages to service users as no predictive text. Use iPads for internet
access.

•

Parking is very challenging and is only available in streets and request that this is addressed
in scoping new bases. Team members hot desk across borough when they can but there is
not always hot desking space available.

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

Issues raised

Action

Alison to support with using Ifox and use the
Bromley senior management event to do this
with teams.

Alison Furzer

Relocation when lease ends.

Estelle Frost

Alison to speak with finance about phones to
look at procuring a different type of phone.

Alison Furzer

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

Friday 25th May
2018

Service and Location

Meadow View Unit, Queen Mary’s
Hospital Sidcup

Attendees

Seyi Clement, Tom Brown, Derek Tracy,
Meera Nair, Helen Jones, Doug Reid,
Sandra Hungwe

Brief description of service

Meadowview unit is a nurse led unit, providing intermediate care for residents over 18 and
registered with a Bexley GP. The unit is open 24hours a day 7 days a week and provides care for
patients requiring rehabilitation. The MD team is made up of nursing, HCA, physio, OT, social
workers, pharmacists and doctors.

Outstanding actions from the last Board visit

The last visit was on 28 September 2017. An action was raised around ensuring that patients and
staff have mutually agreed expectations for using the buzzer / offering help in anticipation of a care
plan. There are still some issues surrounding promptness of responses to buzzers. A patient that I
spoke to complained that it took more than 3 hours to get staff to help her back to her bed. She
did mention though that she was treated with dignity and respect in terms of her care.

Overview of visit

I enjoyed the visit. I thought the senior management team worked well together. We spoke to a
new member of staff who was very complimentary of the support that she was getting from the
team. The concern raised by the team relates to RIO training for new members of staff. In this
particular case, the lady has been waiting close to 2 months to get her RIO. She is therefore almost
supernumery, which is not challenging for her and not the best use of resources for us in a busy
ward. There is still the issue of lack of activities for service users over the weekend. The team
introduced an initiative to encourage service users to attend the dining room for lunch. This have
been well received by the service users and one actually asked if this could be extended to
breakfast. This activity helps with movement and socialisation.
I have some concerns though with the expanding cohort of service users which do not fit neatly
with the rehabilitative group. They have been taking this extended cohort of service users in a bid
to assist QE with its bed pressures, but one needs to ensure that this does not affect the functioning
of the ward. Concerns were also raised on the issue of inappropriate referrals by QE. This has led to
some friction between the team and QE.
The new cohort of patients coming through includes dementia patients as an increasing number of
their service users are on this pathway. The team must be given adequate resources in term of
training and/or deployment of specialist nurse(s). We are advised that 30 beds were
commissioned, but the service regularly hosts more than that. Whilst the cost of this is covered, we
need to keep an eye on this to ensure that safe staffing level is maintained and the overflow does
not affect the quality of service.
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

Tardiness in setting new staff up on the
HR system.

MN to discuss with her team.

MN

ASAP

Some of the staff complained about
the long day roster which is 14- hour
day. They felt that that was too long.

The roster to be reviewed. It
was agreed that 14- hour shift
was excessive. TB to liaise
with the team to review the
roster.

TB

ASAP

Concerns were raised by the new staff
on the length of induction before they
are let onto the wards. It would appear
that we are letting newly qualified staff
onto the ward quicker than some of
them feel ready.

MN to look into the structure
of local induction to ensure
that newly qualified staff are
well equipped for the role.

MN

ASAP

The level of inappropriate referral to
the service QE is high and the
resolution of which is not only a drain
on management time but leads to poor
experience for the service users.

This is being taken up with QE
and will escalated if necessary.

HJ, SH

ASAP

Speed of access to RIO training for new
staff.

MN to liaise with Infomatics to MN and
ASAP
resolve.
Infomatics

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

4/6/18

Service

Greenwood and Hazelwood wards
– Memorial (Forensic)

Attendees

James Kellock
Jazz Thind (apologies)
Keith Soper (apologies)

Brief description of service

The Memorial Hospital in Shooters Hill in Greenwich provides low secure services for men.
The two wards cater for both patients who require rehabilitation and those who exhibit
challenging behaviour and are more likely to be on a civil section as such there is significant
use of local community services by patients with some activities provided on site for those
who need it such as a gym and OT facilities.
There are a total of 31 patients in two clinics as follows: Hazelwood – male, low secure, 15
beds and Greenwood – male, low secure, 16 beds. The physical design of the services meets
low secure guidance.

Overview of visit

Greenwood
I began by meeting three of the senior staff. The ward has a number of challenges including the lack
of a seclusion space which has concerned staff (there was previously an area for segregation and
there is a business case to introduce a seclusion space). This has added to concerns that the police
respond differently to calls from this ward (Met police) from those at the Bracton (Kent police).
However the three monthly meetings with the Greenwich Mental Health Liaison police officer are
going well. In addition staff here feel they are distant from the Bracton, for example if things quickly
deteriorate on the ward.
The ward has been trialling the use of basic mobile phones now for 8-9 months and this has gone
well; it is proposed to try this at the Bracton now.
While vacancies are low (<5%) there is a gender challenge, which impacts on things like searches
where male staff are required.
Verbal, racial and physical abuse are all problems and the staff feel that the police have a role to play
by simply attending and telling patients of the consequences of such behaviour. Staff have reflective
practice every two weeks and this is covered to discuss and to ensure all incidents are recorded on
Datix.

The ward has had a number of environmental deficiencies and these have/are taking a long time to
resolve. The Director of Therapies in his visit on 13/2/18 recorded that the corridor windows didn’t
open and they still don’t which leads to over-heating in the summer. On the other hand the cctv has
been improved.
I then walked round the ward meeting staff and patients. Patients gave good feedback on the staff
and on the food. I also saw room 10 where attempts were being made to mitigate a poorly laid floor
that causes flooding from the shower.
Finally I met a group of staff and had a wide-ranging discussion. I was told the team are a mixture of
new and experienced staff and were supportive and responded quickly to patients (“if there is a
problem everyone pulls together and sorts it out”). However the ward induction was not clearly
communicated at the start and managers don’t always respond to e-mails. I was told “there is a
culture of being expected to know things here”.
Recruitment processes were criticised. One staff member said moving from another part of Oxleas
was “painstaking” and as a result they missed pay. HR was criticised for not knowing where to get
references from in an external organisation and one member said it took four months to be recruited
into Oxleas but only one month to be recruited into their new employer. It was said the recruitment
of a ward clerk took “ages”. Two staff had not yet received their contracts, one had been there for a
year already.
Training and Development was also criticised. Development at SLAM was said to be better as there
were a wider range of initiatives. It was suggested that we could copy the experience of a member of
staff at another trust where all their training had been scheduled before they started the role; here
they had found it clashed with their rota so they had not had PMVA training for five months (“here
you have to find out everything yourself”). A similar point was made in relation to maternity where it
was said there is not much support re maternity leave (“it’s all down to you”, “reading the policy is
not much help”). One member of staff said training was quite good.
It was said there is a clash between nursing management and OT management; this had contributed
to a loss of productivity (however it was said that on Hazelwood nursing staff would be better at
asking the OT what help they needed). Productivity had also been adversely impacted by the length
of time it took to get supplies/ repairs. For example the main dishwasher had been broken for
months leading to staff having to wash by hand and taking them off the ward (“everything that needs
to be fixed takes an age”). The equipment in both kitchens was said to be inadequate, e.g. pots and
pans, as were the temperatures. Procurement was said to be frustratingly slow – printer toner had
taken “months” and an order placed in January for OT equipment had only been half delivered so far
(“in SLAM it’s much easier”).
Staff said they all have regular supervision, more often than every six weeks. There was evidence of
staff feeling supported in whistle-blowing.
Hazelwood
Management told me the ward is now fully staffed, an improvement on a few months ago. They are
trialling a solution to the flooding showers. A current problem is the lack of a chef (off sick) but
feedback from patients has been quite good on the food that ward staff prepare. The lack of a
seclusion room was seen as a “positive” challenge. Most staff had opted for working long days. This
had led to reduced handovers and a saving.
On walking round the ward I was told that rubbish bins are now fixed to the walls (a defect the
Director of Therapies had noted in February). Activities were not as frequent as they might be
because ward rounds stop them. One patient said to me “the staff need a gold star”.

I then sat in on a multi-disciplinary meeting, led by a consultant, to assess a new patient.
Finally I met a group of staff. I was told the team was very inclusive and work very well together but
there was some uncertainty about the role of the ward as the plan had not been communicated.
Two safety concerns were raised. Firstly safety at night-time was challenged – a member of staff
questioned whether we were meeting low secure standards and pointed out there is no corridor
between Hazelwood and Greenwood (“is the layout appropriate?”). Second it was said the key
system was tricky and “a bit hit and miss”; there was a lack of clarity.
Staff raised the location of the ward, far from the Bracton (“a lot of little things make you feel you’re
losing out, e.g. training”). It was suggested that there were challenges transporting patients and a
solution would be to have a van available at the Memorial. The same theme of staff acting outside
their role was mentioned in the context of there being no chef. This leads to hygiene risk (as staff are
not trained) and to time off the ward. Why could we not copy the Bracton and have cook/chill food or
employ an agency chef?
Finally staff said they get training and supervision.

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

Issues raised

Action

To investigate whether the corridor windows
(Greenwood) can be fixed

Rachel Evans

To ensure that the Greenwood kitchens are
properly equipped (including the main
dishwasher)

KS

To ensure that all staff who should have a
contract have one

Meera Nair

To investigate ways of speeding up recruitment
and induction, e.g. booking all training before
arrival

Meera Nair

To ensure that no shower can flood a patient’s
room

Rachel Evans

To check safety at night-time on Hazelwood and
to re-assure staff

KS

To investigate whether transport for patients to
the Bracton can be improved

KS

Lack of a seclusion room

KS to clarify the position with staff

To investigate ways of further integrating
Greenwood and Hazelwood into the rest of the
forensic directorate

KS

To explore a solution to the absence of the chef
on Hazelwood

KS

To ensure there is a clear policy on keys on
Hazelwood and that staff understand it

KS

Board of Directors
5 July 2018
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Report Title
Author
Accountable Director
Confidentiality/
FOI status

Business Committee Update (15 May 2018 & 19 June 2018 meetings)
Jo Stimpson / Jazz Thind
Jazz Thind, Director of Finance
N/A

Report Summary

Integrated Dashboard
The Committee noted the performance indicators as at May 18. The Trust
scored a 1 for the NHSI ‘Finance and use of Resource Score’, this is currently
better than plan (2).
Risk Register
The Committee noted the current risk register reflected the latest
assessment. This was presented at the Audit and Risk Assurance Committee
in May 18. The Committee asked for the mitigations and target dates to be
reviewed.
Bids and Tenders
The Committee noted updates on the following bids & tenders:
•
•
•
•

Medway Primary Care - expiry date March 19
Kent In-Reach Mental Health - procurement to start in August 18
HMP Wandsworth - new opportunity with an expected start date
July 19
HMP YOI Feltham - market engagement event in June 18

Financial Update
At Month 2 the Trust reported an underlying position of £0.02m (on plan).
Achieving the plan allows the Trust to recognise the £0.21m of ‘Provider
Sustainability Fund’.
All borough directorates remain areas of concern with costs associated with
bed occupancy and CRE plans being the key risks. All three directorates are
now in the financial recovery regime with fortnightly meetings diarised. The
highest priority is to mobilise current savings plans and formulate additional
plans or mitigations to lose the current gap.
Operational Plan Feedback 2018-19
The Committee noted the feedback received from NHSI regarding the 201819 Operational Plan submission. Overall the letter was positive and the

Trust’s response was that it will not therefore be resubmitting its plan.
On the Day Briefing – Q4
The Committee noted data released by NHSI reviewing Provider
performance over the 12 months to 31 March 2018. Key highlights include:
•
•
•

Provider sector deficit of £968m for 2017-18 which was £464m
worse than the planned deficit
102 (44%) of the 234 Trusts ended the year in deficit of which 89
were acute
£3.2bn worth of CREs delivered which was £477m behind plan

CQUIN 2018-19
The Committee was updated on the levels of achievement against the
2017-18 CQUINs and the challenges that led to the loss of income. The
Executive shared the action plan now in place to support the Trust to
recover its CQUIN income. Achieving full compliance (75%) against the Flu
CQUIN is unlikely however given the performance of 41% in 17/18 a stretch
target of 50% was deemed reasonable to secure partial income.
Lord Carter – MH Report
The Committee were updated on the findings and recommendations of
Lord Carter into variations within Mental Health and Community Services.
Carter has made 16 recommendations and the Trust Executive will assign
Executive leads to each one and put in place appropriate reporting.
NHSI Agency and Bank
The Committee reviewed correspondence received from NHSI requesting a
number of further actions be taken when employing bank and agency staff.
The Committee agreed that this should be overseen by the Workforce
Committee.
SLP Board Minutes
The Committee noted the SLP Board meeting held on the 29th March 2018.
Single Tender Waiver
The Committee approved a single tender waiver requesting authorisation
to purchase ‘Smart Survey’ software. The 5 year contract offers value for
money and would replace both SNAP and Survey Monkey as neither
product is fit for purpose.
Consultancy Controls
The Committee noted the requirements in the updated NHSI consultancy
spend guidance. Foundation Trusts are not mandated to seek NHSI
approval however the Executive agreed the process will be implemented

internally and overseen by the Agency Control Panel.
CRE Monitoring and QIA Process
The Committee approved this process. This formalises the approach taken
to date and includes best practice.
Sard JV Ltd
The Committee noted the update from SARD JV Ltd in May 2018. SARD has
commenced the repayment of the loan and the Trust will be writing to
provide assurance that it will not seek to sell its equity share in the near
future. The Committee agreed to review the current arrangement once
75% of the loan had been repaid.
Primary Care
The Committee noted the limitations with regards to the three local GP
federations entering into a formal partnership arrangement. ‘Provider
Boards’ within each of the Boroughs, which includes GP colleagues,
presents the best option for collaborative working. Where these are now
established they are proving to be very helpful.
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1217 – Usage of agency staff
1606 – Reliance on non-Oxleas beds
1177 – Non achievement of savings plans
1451 – Prosecution under the Health and Safety at Work Act
1613 – General Data Protection Regulations (GDPR)
1216 – Reduction in value of commissioned contracts
The aspiration to deliver high quality care may be compromised
Unless the Trust is able to deliver services within the defined levels of

Equality analysis
Service
user/carer/staff

funding and meet its Control Total, there would be greater financial scrutiny
from the Regulator
Service user and carer experience and support may be reduced with safety
being the key focus. Staff morale may be impacted.
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Financial Overview
Control
Total

Year to
Date

Control total surplus of £3.0m – Underlying surplus of £0.1m; provider sustainability funding (PSF) of £2.1m; profit on disposal of asset
£0.8m

For the 2 months to 31st May 2018 the Trust reported a breakeven position (excluding PSF and Profit on Asset sales), this is on plan
and includes the release of non-recurrent flexibility.
The increased charges levied by LGT for 2016-18 in relation to the Trust's occupancy of Oxleas House have been cancelled. The
position continues to exclude any liability for 2018-19.
Key highlights :•
•
•

The mobilisation and delivery of CREs remains the number 1 priority
Increased patient acuity needs to be reviewed to ensure the deployment of staffing over and above establish is appropriate
Continue to monitor bed occupancy to ensure MHIS resources are utilised effectively

The Trust has also put in place actions to mitigate under recovery of CQUIN income, the current risk assessment is presented in slide 5.

18/19 CRE

The Trust target for 2018/19 is £9.9m. This includes both the £0.8m in relation to the Greenwich CCG QIPP and £1.6m of unachieved
CREs from 2017/18. The latest position now includes plans with a full year effect value of £7.7m. The development of plans and
mitigations to close the gap continue.

NHSI
Metric

Under the Single Oversight Framework, the Trust score rounds up to a ‘1’ against the ‘Finance and Use of Resources Metric’ (ahead of
planned score of ‘2’).

Cash

Total cash and short term investments was £61.3m at the end of May 2018, this is marginally ahead of plan of £60.8m
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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

•

Year to Date - for the 2 months to 31st May 2018 (excluding PSF and
profit on asset disposal) the Trust reported a breakeven position.

•

PSF – the recognition of this fund is contingent on the Trust meeting its
financial plan.

•

Income: £0.6m ahead of plan – the favourable position is largely due
to: over-performance in non contracted and cost and volume income
generation (£0.2m) and recharges associated with costs incurred in
relation to the Community Assessment Unit and UEAs, offset by costs
(£0.3m).

•

Pay: £0.4m overspent – the YTD adverse position continues to be
driven by staffing required to cover increased patient acuity in bedded
units and is partially offset by £0.3m of income.

•

Non-pay: £0.2m overspent – this net overspend is due to timing
difference between the phasing of the CRE plan (equal twelfths over the
financial year ) and actual delivery.

•

Agency Cap: At the 31st May 2018 the Trust is 10.5% below the
assigned agency threshold (target of £1.92m, actual cost £1.72m). This is
the eighth consecutive month that the Trust has not breached the NHSI
assigned threshold.

•

Medical Locums – The Trust is yet to be notified of its 18/19 threshold.
The YTD spend is currently £0.03m above the 17/18 assigned threshold
of £0.45m, an improving picture.

•

Profit on Asset Disposal – Property sales are planned to take place in
Q4 of 2018/19.

4

CQUIN Performance
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Statement of Financial Position
Debt summary
• Total debt stands at £12.4m, a net decrease of £2.9m from April.
• Debt >90 days has increased by £0.6m to £2.9m.
• Areas of focus: RBG: Total debt £2.8m, £0.2m paid in June. RBG commissioners continue to withhold payment in
relation to SLA (March to May) on the grounds that the contract allows them to withhold 1% retainer
or any money in relation to contract performance. The Service Director is liaising with RBG and
conversations are positive and payment should be received in due course.
 DGT: Total debt reduced by £0.4m in month 2 to £0.6m. £0.2m settled in June. The key focus is
ensuring DGT adheres to its repayment plan.
 NHS England: Total debt reduced to £1.7m. £1.4m of this relates to the 17/18 Forensic NMoC
repatriation savings, partially offset by invoices payable to SLAM and SWLStG. The reconciliation
exercise due to be completed by the end of Q1, will determine final settlement..
 Bexley CCG: Total debt £1.2m, £0.1m paid in June. £0.3m relates to UEA risk share and has been
paid in June. £0.5m relates to end of year contract charges which are being verified by the CCG.
 Greenwich CCG: Total debt £1.5m, CCG finance colleagues are not aware of any disputes and are
taking this forward internally. £0.25m of total debt paid in June.
 Southwark CCG: £0.2m in respect of NCA patient cost overdue is disputed by the CCG mostly on
the grounds that the patients may not be the CCG’s. Verification of responsible commissioner
continues.
 Lewisham CCG: £0.1m overdue > 90 days and is disputed by the CCG mostly on the grounds that
Oxleas should have billed SLaM for the costs. This is being reviewed.
 Bridges Healthcare Services: Counsel advice that there is a good prima facie claim. Additional
evidence to support the view that the director was aware that the company could not perform its
obligations under the lease is being collated.
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 May 86% of invoices by volume and 86% of invoices by value were paid within this target.
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Capital Investments

The 2018/19 NHSI plan has a capital spend of £16.3m. Month 2 actual spend YTD was £0.6m against a forecast of £1.3m, some of which is due to the planned purchase of Princes Plain, Bromley at
£0.4m being deferred.
QMH Redevelopment
Phase 1: The final account has been delayed due to difficulties with one subcontractor but this will be agreed by the end of June with GallifordTry. Still reporting a gain share.
Phase 2 including Primary Projects: A Queen Mary’s Hospital Development Plan was presented to the Board of Directors on 3 May 2018. Option 1 to complete the phase 2 as per the original
business case with a capital cost of £15.8m was approved. King’s College Hospital NHS FT made a capital contribution of £1.1m towards more space and specialist equipment for dental and eye depts.
Redevelopment of the second and third floors of the main building: A Guaranteed Maximum Price (GMP) from GallifordTry is being assessed by our cost managers to ensure value for money. A
redesign is taking place to omit part of the works on the second floor (for the Theatres feasibility). GallifordTry will resubmit the GMP before entering into a contract.
Enabling works - Phase 2 Asbestos Removal and Strip-out: Asbestos removal works commence on 16 June. The strip-out tender is being assessed by our Project and Cost Managers.
Pre-Assessment Clinical suite– Currently out to tender. This facility will initially provide some decant facilities for Phase 2.
Mammography development: Design being developed, Tender due out August 2018.
Theatres compliance work: Scope is being developed with the design team from Phase 1.
Theatres Feasibility: GSTT is funding a detailed feasibility, including capital cost, to re-commission theatres 4 and 5 and will include a small pre- admission lounge on the second floor.
Capital Replacement: projects: As part of the lease a capital replacement figure was included in the rate card. Work has started on specifying the £0.5m of works identified for 18/19.
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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: £100k overspend
Income £46k behind plan and relates to transformation funds not yet required ,offset by Staff is marginally underspent
due to vacancies. Unachieved CRE of £259k is currently offset by non-pay underspends £193k. Agency reduced to 75% of
the 17/18 average spend. Focus is on achieving CRE savings, 32% of this still requires a commissioning decision..
 Forensics: £152k overspend
Income is £22k behind plan mainly due to under occupancy in TILT income generating beds (target 6 patients, actual 2)
and overseas patient activity (8 patients). Pay reported an adverse position of £101k YTD; bank usage is high due to
complex patients requiring observations as well as staff cover for additional security. Non Pay is £29k overspend £28k
relates to patient transport costs for daily court visits.
 South London Partnership: Break-even
The SLP position reflects the share of the Oxleas income to the Forensics New Model of Care. This continues to include the
recurrent QIPP but excludes the OAP income. The 17/18 final reconciliation is scheduled for the end of Q1.
 Prisons: £26k underspend
Income is £60k ahead of plan and is largely due to additional funding from NHSE for “constant watches” of prisoners in
addition to a favourable position in OPS (this is offset by expenditure). Non pay overall reported breakeven, however drugs
spend continues to pose a challenge.
 Adult LD: £49k underspend YTD
The service reported a £26k underspend in May. This is largely due to underspend in pay, with nursing, psychology and
admin vacancies being the key drivers. CREs were underachieved in month. Income was £16k under achieved part of
which is created by the decommissioning of 1 bed by Bexley CCG.
 Greenwich: £372k overspend YTD
Greenwich reported a £252k adverse variance in month 2. The adverse position this month is mainly driven by the
underachievement of CREs and overspending on non-pay which includes drugs and pathology costs. Income was also
behind plan in relation to Oaktree Lodge, MSK and Specialist foot services. Pay overspend is driven by nursing and medical
staff overspends - nursing relates to high acuity on the wards and staffing of the s136 suite; medical is due to agency
usage to cover vacancies. Financial recovery regime in place.
 Bexley: £433k overspend
Income £135k ahead of target due to a additional bed commissioned by the CCG offsetting a pay overspend of £68k. UEA
bed cost overspend £183k net of CCG risk share. Unachieved CRE YTD of £362k is marginally offset by £47k of non-pay
underspends. Acute bed over-occupancy has been reversed in late May; focus is on this, achieving CRE savings across
Bexley Care & DN activity. Financial recovery regime in place.
 Bromley: £308k overspend YTD
The borough reported £165k overspend in month. The unfavourable position was driven by an overspend on pay and
under achievement of CRE target. Pay overspend was driven by nursing costs associated with the inpatient wards to
manage the high acuity and staffing the s136 suite. Financial recovery regime in place.
 HQ Services: £140k underspend
The YTD position is driven mainly by vacancies across: Estate & Facilities; Informatics; Pharmacy and QI team.
 Central Budgets: £1200k underspend
The underspend is primarily due to central reserves that have not been allocated to operational budgets or spent, and
central re-phasing to counteract the spend profiles within services.
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Appendix 2 – 18/19 Savings Target and Plans

•

The 18/19 target equates to £9.8m and underpins the delivery of an underlying surplus of £0.1m and includes any CRE not delivered recurrently in 17/18 (£1.6m) and
commissioner led QIPP of £0.75m.

•

Monthly finance meetings and the bi-monthly CRE monitoring meetings will continue to oversee the delivery and development of these schemes on a on-going basis. This
includes a review of the Project Initiation Document and Quality Impact Assessment.

•

Non-recurrent plans and mitigations will need to be considered should sufficient schemes not materialise to close the gap over and above those that have already been
taken into account within the plan.
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Appendix 3 – Agency Analysis

Agency Taskforce
As at March 17 the threshold for Tier 3 ‘Agency Value’ was 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. The CCG has now taken the decision to
close this service development the mobilisation of which will remove the associated agency cost.
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Infrastructure Committee Minutes (Meeting 19 June 2018)
Tracy Longley – Property Services Manager
Rachel Evans - Director of Estates & Facilities

Report Summary

Capital Plan 2018/19
The 2018/19 capital plan of £16.335m has been submitted to NHSI. An additional
£0.525m is included in the revenue plan.
The year to date position shows an under-spend of £0.6m and a review will be
undertaken to see if this results in any avoidable impact on the quality of patient care.
GDPR
The Committee received an update on GDPR which came into effect on 25 May 2018
without incident. Work continues to ensure compliance with ICO guidance.
Clinical Transformation
A paper detailing the work undertaken to date and the opportunities for the future
were discussed. The importance of promoting the use of technology was noted. An
update detailing potential efficiencies and revenue savings will be provided at the next
meeting.
Queen Marys Hospital
A programme and Guaranteed Maximum Price for Phase 2 is being developed.
The rate card for 2018/19 is complete and finalisation of the first quarter reconciliation
will be completed shortly.
Estates Strategy
Locality models are being worked up with CCGs and service directorates. The revised
estates strategy will be produced for the July Informal Executive and the following IC
meeting taking account of recommendations from the recently published Carter report.
The disposals of Blean Grove, Upton Road and Murchison Avenue were approved in
principal, to take place when profit can be maximised.
The TOPP operational meeting considered risk and reward share in development
projects. It was agreed that the progression of the Wensley Close project will provide

an opportunity to develop this process with a real project. The Concept Development
proposal for Wensley Close was circulated post-meeting.
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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 22 May 2018.
Annual Report and Accounts
The Annual Report and Accounts, including the Quality Accounts were approved.
For the Quality Accounts, qualifications were noted and improvement was required
for the 2018/19 report.

KPMG – Lone Working audit
The Lone Working follow-up audit received an outcome of significant assurance
with minor improvements required, with four medium priority recommendations
and one low priority recommendation. The improvements made since last year are
encouraging; teams are engaged in the process and receiving a high level of support
from the Health and Safety Team to respond to the recommendations from the
original audit. One of the actions related to ensuring that the team at Atlas House
are sighted on lone working, and this has been addressed. The Board Assurance
Framework risk will be reviewed in light of these results.
KPMG - Head of Internal Audit Opinion
The 2017/18 Head of Internal Audit Opinion is that there is ‘significant assurance
with minor improvements required.’ The opinion is based on a composite
assessment of all the work KPMG have taken across the year and the improvements
relate to the 32 actions raised across 11 audits. It was noted that Oxleas compares
favourably with other trusts.
Risk and governance report from the Business Committee
It was noted that the Business Committee has undertaken a full review of their risk
register, with a number of risks being closed or tolerated.
Thematic risk review – high and significant risks
The Committee received an update on the work to rationalise the number of high
and significant risks. In January 2018, there were 74 risks rated at significant or
high, out of a total of 193 risks, accounting for 39% of the total risk profile. As at
May 2018, there are 48 risks rated at significant or high, out of a total of 189 risks,
accounting for 30% of the risk profile. This shows that progress has been made with
either reducing or closing risks in a in a relatively short period of time.
The Committee also received an analysis of service directorate risks that related to

the work of the Business Committee to complement the risk report from the
Business Committee. Six of the significant or high risks relate to achievement of
CREs and/or managing overspend; the risks identified by services are therefore
broadly in line with the risks identified by the trust Business Committee.
Policy updates
Payroll Policy and Overpayments and Underpayments Policy were approved. It was
noted that the three month time limit on submitting expenses payments was to
encourage staff to submit expenses in timely manner, and it was noted that staff
would not be penalised if there were valid reasons for exceeding this time limit.
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Board Assurance Framework
This is covered under the Board Assurance Framework item.
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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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The South London Mental Health and Community Partnership
Jonathan Wood, SLP Programme Manager
Helen Smith, Acting Chief Executive
N/A

Report Summary

This paper is to inform the Board of the current status of the work of the
South London Mental Health and Community Partnership (SLP) and pipeline
in order to provide assurance that the partnership is meeting the Trust’s
expectation.
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South London Partnership - Mental Health and Community Partnership
The South London Mental Health and Community Partnership (SLP) is a collaborative
arrangement between three Mental Health Trusts based in South London; Oxleas NHS
Foundation Trust, South London and Maudsley Foundation Trust and South West London
and St Georges Mental Health NHS Trust.
This paper summarises progress and achievements so far, and considers what the future
opportunities are.

Clinical Programmes:Update on the Forensics Programme
By delivering the best possible support and care, typically closer to their own communities,
the SLP can achieve better patient experience and outcomes. This will improve the patient
experience and drive efficiencies. Savings will be invested in meeting growing demand and
in innovative, consistent services delivered by the three Trusts through the SLP across
South London.
SLP delivers the Forensic commissioning budget for South London working directly with
NHS England (NHSE) - around £70 million per year. The objective is to manage these
service users’ care, support and rehabilitation more consistently and locally.
The Forensic Programme comprises a small team working closely with Trusts. Dr Mari
Harty, Clinical Director - Forensic, Specialist and National services at SWLSTG, is the
programme’s clinical director leading on the development and use of consistent care
pathways and protocols across the area.
This has already delivered significant outcomes for patients, including:
o
o
o
o
o

26% fewer patients in out of area placements (March 2017 – March 2018)
Just 18 new placements in non-Partnership beds – down from 84 in 2016-17
14% reduction in total non-partnership bed days
60 patients repatriated or stepped-down/discharged – almost treble our target
Activity on non-partnership bed days reduced by 17% from outturn at 2016/17 to
outturn at 2017/18.

Future plans include:
o
o
o

Expanded Community Forensic Outreach Service
Shared Forensic Clinical Decision Unit
Forensic Data Dashboard

Update on CAMHS
Too many Children and Young People in South London who need intensive support are
placed in inpatient beds out of area, often a long way from their homes, families and
communities. In 2016-17, some 65% of inpatient stays were supported in units outside of the
partnership, on average 73 miles away. This reduces their resilience, recovery and affects
family life.
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NHS England Specialist Commissioning has agreed a budget, through the New Models of
Care Programme, that the Partnership will directly manage for a wide range of mainly Tier 4
CAMHS service users.
Working together, new pathways will be developed, including more community-based
services, increased use of innovative, already-effective interventions, and better utilisation of
existing available beds. This means more services and provision in South London.
o
o
o
o
o
o

A new, eight-bed adolescent PICU (Psychiatric Intensive Care Unit) facility
Planning for enhanced and new Crisis Care services across south London
Agreeing around £500,000 of investment in a new Dialectic Behaviour Therapies
(DBT) services operating from Oxleas
Closer bed management working – helped reduce out of partnership area occupied
bed days by 38%
Integrated and streamlined bed management across all the partnership’s beds.
Activity on non-partnership bed days reduced by 38% between March 2017 and
March 2018.

Update on Complex Care
An estimated 1,000+ patients from South London with complex care needs are currently in
placements, and many could be receiving better care, closer to home.
The SLP will assess people consistently and involve community teams and other partners
locally in identifying and providing their support needs, ensuring least restrictive settings and
enabling as independent living as appropriate.
The SLP will build on the successful model of local commissioning and support introduced
by the SLP’s Forensics New Models of Care Programme, which has reduced the number of
people in existing out of area placements, increased repatriations and step-downs – so
people are treated, assessed and supported close to their homes.
Other collaborative clinical workstreams
South East London Transforming Care Partnership (TCP) and the SLP are in discussions to
identify a learning disabilities (LD) service model and four pathways.
The SLP has developed an outline business case for a second women’s psychiatric
intensive care unit (PICU) for South London based on input from clinical leads. There is
currently only one unit at the Maudsley hospital and initial projections indicate that a second
SLP women’s PICU ward would reduce average LoS by up to 25%.

Productivity:Highlights
External consultancy has been utilised to undertake a diagnostic of back-office services
across the partnership using NHS Benchmarking data to identify efficiency opportunities.
The trusts are reviewing a subsequent proposal to support teams to identify best practice
and propagate this across the partnership to realise the forecast benefits. The following are
the areas where progress has been made.
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Nursing Development Programme
Through the Nursing Development Programme (NDP), the SLP is implementing
improvements and new initiatives. These are based on listening to nursing teams through 35
consultation events, and surveys, with more than 300 colleagues responding.
A clear career ladder for the new Band 2-7 pathway clearly sets out responsibilities and
training at different levels. It covers various management and specialist clinical roles up to
Band 7, from where nurses can continue to specialise and move into senior leadership roles.
A new nursing associate/assistant practitioner role has been created and more than 70 staff
previously working at Band 3 are now on this programme, which includes structured training
and progression to a Band 4 role in nursing teams.
Support for post-graduate study has been provided to 18 nurses who have already been
awarded funding to take BSc or MSc courses. Trusts are committed to offering study leave
and flexibility to help nurses further develop skills and knowledge in areas of clinical interest.
Consistent job descriptions and competencies have been developed and implemented
following extensive consultation. These will help in recruitment, offering rotation opportunities
and in ensuring staff know what is expected of them in their roles, and how they can
develop.
Pharmacy
A £20k monthly reduction in drugs expenditure has been achieved from using longer-acting
medication and wastage has been reduced to zero.
Payroll
Oxleas is now live with Shared Business Services (SBS). Although SLaM and SWLStG are
not going forward with SBS, requirements are being reviewed to determine whether internal
efficiencies can be achieved, or whether other alternatives should be explored i.e. a South
London payroll service for physical health trusts.
Human Resources Development
A passport has been developed to facilitate employment mobility within the partnership
through a simple process of confirming pre-employment checks have been completed and
highlighting any issues which may require follow up by the employing Trust.
All three Trusts have agreed the sharing of appointable candidates. Where a candidate is
deemed appointable following a round of recruitment but there is not a further vacancy, they
will be asked if they would like to be considered for any suitable available vacancies in the
other Trusts. An electronic rather than a manual way of doing this is being explored.
Legal Services
New contracts for legal services were agreed across the partnership with Capsticks and
Bevans with effect from 1 April 2018. These contracts offer added value with the first 60
minutes of advice being pro bono and a knowledge base. The trusts are making good use of
the value add services
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Pipeline Project
The SLP has ambitious goals. This year will see the partnership further implement and
embed many of the new pathways and models of care that have been developed. The SLP
will continue to innovate and lead collaboration across the Trusts and health and social care
system partners.
The SLP will continue to look for more opportunities to rationalise the use of suppliers of
‘common’ goods and services. Improved use of technology and systems and sharing
knowledge will help the trusts to work together more efficiently and effectively.
Projects will start in areas such as enabling infrastructure (including ‘cloud hosting’
technology). The trusts also aim to deliver some cost improvements through being more
productive and efficient through the partnership.

Summary:The Board is asked to note the contents of this report and support the on-going collaboration
of the three trusts.

Helen Smith

5 July 2018

Chief executive
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Council of Governors Update
Sally Bryden, Associate Director of Corporate Affairs/Trust Secretary
Andy Trotter, Chair
Public

The Council of Governors met on 21 June 2018. Items discussed at this meeting
included:
• Lead Governor appointment
• Chief Executive appointment
• External Auditors’ Report to the Governors
• Remuneration Committee for Non Executive Directors
• Non Executive Directors remuneration
• Appointment process for new Non Executive Director
• Serious incident inquiry reports
• Constitution changes
• Membership Committee
• Holding NEDs to account
The governors approved the appointment of Matthew Trainer as the next Chief
Executive for Oxleas and the recommendations of the NED Nominations Committee on
NED remuneration and NED appointment processes. They agreed to update the Trust
Constitution in preparation for the membership vote on 29 June 2018.
Lead Governor
Bexley Council Governor Richard Diment has been elected unopposed as Lead
Governor. He will take up this role in September 2018 at our Annual Members’ Meeting
when Raymond Sheehy’s term of office ends.
Special Members’ Event
A special members’ event is taking place on Friday 29 June to celebrate NHS 70 and
vote on changes to the configuration of the Council of Governors.
Changes to the Council of Governors
The following changes to the Council of Governors have taken place:
• Kulwinder Johal, service user/carer governor, has resigned
• Cllr Yvonne Bear has become the Bromley Council Governor
• Cllr Averil Lekau has become the Greenwich Council Governor
• Cllr Richard Diment has become the Bexley Council Governor
Induction sessions with the new governors have been arranged.
Governor elections
The governor election process will start in July 2018 and information will be sent to all
members.
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