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Minutes of the Board of Directors Meeting held on 5 July 2018
Susan Owen, Risk and Governance Manager
Andy Trotter, Chair
Public

Report Summary

Minutes of the Board of Directors meeting held on 5 July 2018

Purpose
(To select purpose,
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box)
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(click on relevant
choice for drop
down box)
Link to Board
Assurance
Framework
Implications
Quality
Financial
Equality analysis
Service
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Information
Approval

To Note
√

Decision

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

Quality

N/A

Workforce

Sustainability

Partnerships

127th Meeting of the Board of Directors
Thursday 5 July 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
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
Director of Workforce and QI
Director of Nursing
Director of Finance

In attendance
Sally Bryden
Susan Owen

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

Members of the Council of Governors in attendance
Sue Read
Governor: Staff – Adult Community Health Services
Action
1

Apologies for absence and declarations of interest
• Dr Ify Okocha, Medical Director
Conflicts of interest
• SJ declared a conflict of interest relating to the Transforming Care paper, due to his role at Avenues
Trust.

Noted

2

Minutes of the Board of Directors’ Meeting held on 7 June 2018
The minutes of the meeting on 7 June 2018 were approved as an accurate record.

Approved

3

Matters arising from the minutes of the Board of Directors’ Meeting held on 7 June 2018
Item 4 – SB summarised the changes and highlighted a further amendment in light of comments from
JK – that we retain clause 11.16.2 They are a Director of the Foundation Trust
Pending this amendment, the minutes of the meeting on 7 June 2018 were agreed as an accurate
record.
Action tracker items
• DJ inquiry report: It was noted that this has been updated to reflect the wider actions on monitoring
physical health.

Noted

SC and JK - What assurances do we have that staff are not over-riding the requirement to record
planned discharge date on RiO?
HS - There are time and financial resource implications to implement a technical solution. We are not
complacent and are using management action to ensure the requirement is adhered to.
JW – We anticipate seeing an improvement within the next few months.
3

Board Assurance Framework
1237 – Mental Capacity Act: This risk has been escalated to the BAF. The mitigation plan is for all
directorates to develop local actions plans. These will be reviewed at the next meeting on 9 July,
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Action
audited in Quarter 3 and then the results discussed in January 2019.
1270 – Lone Working: This will be discussed at the next Audit and Risk Assurance Committee with a
view to reducing the risk from high to moderate.
SD – For the risk relating to data accuracy (1220) we should capture the work related to the Quality
Accounts process.
JT – We are focusing on the mandated indicators to ensure we have robust processes around auditing
these.
4

Chief Executive update

Noted

Serious incidents: HS informed the Board of one serious incident since the last Board of Directors. This
occurred in Greenwich and an investigation will be undertaken chaired by Michael Witney.
JS – Please can we ensure that NEDs are consulted on the dates for incident panels.
Media interest: The trust has been the subject of some offensive ‘tweets’ relating to a former prisoner
at HMP Belmarsh. The Communications team are monitoring this. The BBC has published an article
relating to healthcare at HMP Thameside.
Funding: The Prime Minister has announced that there will be increased funding for mental health
services but we do not yet know how this will be applied. The NHS has been tasked with delivering the
10 year plan, including defined access standards for mental health.
JS – What is the trust position with the pay review?
MN – This will be take effect for the July 2018 pay run.
Events: A successful long service award event was held on 29 June 2018. This was held alongside a
Special Members Meeting and an exhibition to celebrate the 70 year anniversary of the NHS. The
Communications Team were thanked for their work in organising the event.
5

Integrated dashboard
Psychological therapies 18 week RTT pathway: There is variable practice in how demand is managed
and how individual therapists are stopping the clock at the appropriate time. This is been addressed
through the productivity work stream.
JS – Is this affecting access to services?
MW – The clock starts when the patient is assessed as requiring the service.
JS – What is the waiting time up to that point?
ID – It is 14 days.
HS – The main area of focus is Bromley East.
JS – How are CAMHS measured?
HS – The same measure is used.
SD – How can we improve on DNA rates?
ID – We are looking at offering alternatives, such as virtual consultations.
SD – Can an update be provided to the Board?
ID – This will be discussed in the service directors meeting tomorrow.
Vacancies: ALD and prison services are the outliers. For prison services, a number of candidates are in
the recruitment pipeline, meaning that an offer has been made and pre-employment checks are being
undertaken.
SC – Are staff over-stretched? I have heard feedback that observations are being conducted without
engaging with patients?
HS – bank staff cover roster gaps, so this should not be the case.
YG – How are we addressing ALD services?
ID – This mainly affects community teams.
MN – Some vacant posts are administrative, not front-line clinical posts.
Roster: There are small number of managers who are not approving rosters in a timely manner and
this is being followed up through management action.
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Noted

ID

2018-07/#1

Action
JK – How many are there in this group?
JW – Nine. We need to ensure they have the right support to improve performance.
AT – Who is responsible for this?
JW - The ward or team manager is responsible for approving their roster.
AT – What is the role of the modern matron?
JW – They should monitor the ward managers.
MN – The roster score is an amalgamation of metrics.
Explanation of Rights: Performance is addressed on an individual basis where performance has
slipped.
JS – Who is responsible for this? Does it relate to recording or performance?
HS – It is a combination of both. The clinician undertaking the explanation should enter the record on
RiO. IO has asked clinical directors to take responsibility making sure this happens. Some are short
term sections.
SC – We have a legal obligation to ensure that this is place.
MW – There will be some patients who are not well enough to engage with the process. This needs to
be recorded on RiO.
HS – It is unusual for this indicator to be a red exception. There have been high levels of acuity
recently.
SJ – We should make more use of middle managers to monitor some of these issues.
HS – Middle managers are involved but the point is well made and we currently are clarifying with
service managers and associate directors, what aspects of services they regularly need robustly to
monitor and respond to if performance drops.
AT – The Executive should look at the responsibility chain in more detail.
Other indicators noted
SC – Why are the numbers of compliments dropping?
HS – These are not always submitted by teams.
AT – How do we monitor the Single Oversight Framework?
JT – The Executive agreed that we will pay more attention to this.
6

Operational Performance Report
ALD: Steve Hardy, Practice Development Nurse has been shortlisted for two Nursing Times awards.
CYP: The year one CAMHS access targets have been finalised. This is linked to transformation funding
and the expectation is that this will generate an increased level of access. Our performance is
comparable to other London boroughs but there are limitations to what we can achieve.
Forensic and Prison Services: The procurement process for mental health services to Kent and
Medway is in the early stages of development.
Bexley, Greenwich and Bromley: Bexley Care along with the Greenwich Directorate have been
working with respective CCGs to take on ‘Hospital at Home’ when the existing contract ended. New
areas of activity are being identified and Lewisham and Greenwich NHS Trust are pleased with
progress. 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. We are also exploring how
we can work with ambulance services; this is a good opportunity to undertake some transformational
work.
Bromley are progressing plans for a Single Point of Entry (SPE) for a range of services. A workshop has
taken place to explore how we can develop a mental health ‘pod’ at Global House. This will provide a
single point of contact for GP referrers and is similar to the model used in CYP.
SD – Some staff in the ‘Hospital and Home’ service have expressed that this is a lack of management
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Noted

Action
support.
ID – It is a new service which we are keeping under review. Activity needs to be appropriately funded.
JS – How is it being staffed?
MN – It is combination of nurses and therapists.
YG – What is the background to the staff induction session in Bromley?
ID – This was an intervention by the management team to engage with front line staff.
JK – The recovery rate for Time to Talk appears to be very low.
ID – This represents good performance for this type of service and we compare well to other trusts.
JK – Could it perform better with more investment?
ID – We should work towards doing as much as we can with the funding available.
JS – Nationally, there is a case for increased funding if the service can be shown to be successful.
SC – Should the Board receive a narrative about the teams that the executive is concerned about?
HS – This is discussed in detail at the Performance and Quality Assurance meeting.
SD - It is useful to be sighted on the volunteer service and it would be good to have a further update on
this. Are delayed transfers from HMP Belmarsh due to Oxleas or the prisons services?
ID – This relates to the general pathway for moving patients to an MSU and there will always be
challenges.
HS – The SLP are reviewing this.
7

Performance and Quality Assurance Report
Noted
The CQC follow up visit to Oaktree went well with all actions found to be in place. The Board thanked
all staff who worked hard to implement the turnaround.
SJ – There has been some concern that the additional resources were temporary and will be withdrawn
so we need to reassure staff on this.
YG – In other wards, some staff have expressed concerns about staffing levels.
JW – We have undertaken reviews of all wards and safe staffing levels are in place.

8

Workforce Committee Report
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 resulted
in a pay gap. It was noted that excluding the medical workforce (consultants and speciality and
associate specialist – 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. 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 Head of Staff Partnership will attend Service
Director meetings on a monthly basis to ensure that concerns are addressed in a timely way.

Noted

9

NED reports – Board visits
YG – Bromley College: Concerns were raised about ICT issues which are being addressed.
AT – Children’s Community Nursing Team and Bluebell House: Concerns were expressed by the
Diabetes nursing team that the interface with colleagues in the acute hospital needed some
improvement.
JS – Bromley Community Rehabilitation: Staff raised the issue of being provided with better mobile
phones to improve contact with patients.
SC – Meadowview: Staff felt well-supported. There were some concerns about the time taken to
attend RiO training. Patients provided positive feedback on good care. It would be helpful to have
more weekend activities. Some of the staff complained about 14- hour shifts which they feel are too
long.
JW - Staff were given a choice and the 14 hour shift is voluntary. The aim is to bring this to 12 hours,
but to do this, all staff would need to be on long days.
JS – What is the longest shift legally allowed?
MN – The longest that can be mandated is 13 hours with a rest period, but staff can chose to work a

Noted
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Action
longer shift.
YG – We need to ensure that it is safe for staff to work such long hours.
HS – We are keeping this under review. We have received positive feedback on the long days. It has
been shown to reduce sickness absence and is liked by most staff as it reduces travel and childcare
costs.
JK - Hazelwood and Greenwood: Areas to address were the time taken to make environmental
changes, recruitment timescales, confusion over maternity leave, ward feeling sometimes isolated from
the rest of the directorate.
SJ – HMP Rochester and HMP Cookham Wood: The team are pushing excellence in nursing. Staff felt
that they were part of the trust and were complementary about the training provided. The main
concern in HMP Rochester is the pharmacy which is too small for purpose.
10

Serious Incident Inquiry Reports
CA report
CA was a 19 year old woman who died on 29 March 2018 after being found unresponsive in her room,
on Millbrook Ward. The inquiry found that the incident was not predictable or preventable. The panel
made the following recommendations:
1.
2.
3.
4.
5.
6.
7.

Care plans should be written in accordance with Trust Policy. All individuals who did not follow
trust policy will have a discussion about appropriate practice in supervision.
The current transfer policy does not cover internal handovers. The policy needs to be updated
to include this.
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.
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.
The observations that were not completed and not recorded correctly will be investigated
separately under the Trust disciplinary process.
The Observation Policy should be followed, particularly to ensure there is a review of
observations as a minimum every 24 hours.
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.

JK – The panel was not able to interview the consultant. It was concerning that CA attended the UCC
to have her wrist bandaged as staff on the ward were not able to do this.
HS – Heads of Nursing are driving an improvement in physical health care skills.
JS – Should CA have been granted leave?
ID – There was a difference in experience between Avery and Millbrook. The family felt that Avery was
more contained. We need to be clear on the transfer process.
SC – Should she have been accompanied?
HS – Patients can have unaccompanied leave if this has been assessed as safe.
MC report
MC was a 58 year old woman who died 23 April 2018 after being found unresponsive in her room on
Norman Ward. The panel found that the incident was not predictable or preventable. The following
recommendations were made:
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. Attention should be
given to any psychosocial factors that may give rise to heightened stress and vulnerability
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Noted

Action

2.

3.

4.

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.
If a person is refusing medication or an intervention e.g. a urinalysis or blood pressure, the
clinician must 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.
There should, in addition to the 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.
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.

AT – Are we reassured about the ligature risk assessment process?
JW – Audits are undertaken annually and updated in response to changing circumstances. We need to
monitor vigilance.
SJ – How restrictive would it be for no new items to be ordered without it being checked?
JW – This is already in place. In this instance, MC was not deemed to be a suicide risk.
JK – Has recommendation 3 been implemented?
HS – The expectation is that this is standard practice in relation to vigilance; the trust policy will be
updated to include assessing each room prior to an admission.
MA report
On 29 November 2017, the trust received confirmation that MA, a 33-year-old man, had been found
deceased. The panel found that the incident was not predictable or preventable. The following
recommendations were made:
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

JK – Have we discussed this with CNWL?
HS – IO will raise this with the medical director
SD – We should question whether we can regularly access more information from the police.
ID – There is a process for patients with a forensic history. We have a good relationship with the
police.
JS – Is there a process for getting information from other trusts?
ID – We will need to look into this. We will take this to the pan-London group.
JK – Considerable effort was put into involving the family.
CF report
On 12 January 2018 the trust was informed that CF, a 47 year old woman, had been found deceased.
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Action
The panel found that the incident was not predictable or preventable. The following recommendations
were made.
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.

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. A follow up investigation will
review practice and instigate formal procedures if appropriate.

SJ – There was an impressive assessment but not enough CMHT support on care planning.
HS – Focused work is being undertaken with the team.
JT – ICT are reviewing how we can produce reports to flag people who have not been seen.
YG – We need to review how we undertake Level 5 incidents. There are some themes re not being
able to interview key staff members plus the same issues around care planning and risk assessments
are consistently raised.
HS – We are focused on making sure this is in place for all patients and poor practice is not accepted.
Serious incidents are rare and it is unusual to have four reported to one Board meeting; however, that
does not lessen our resolve to robustly implement the action plans.
SJ – There needs to be a trust wide response. ICT systems should prompt staff with reminders of what
they need to do.
JT – KPMG are starting a review of the serious incident process in August.
11

NHS England Independent Inquiry Report
On 21 May 2018, 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. The report is
accompanied by a detailed action plan which sets out how the trust is responding to the
recommendations made by the independent investigation. The trust will also learn from the
investigation process.

Noted

12

Six month review of implementation of AT action plan
Good progress has been made against the action plan, with all actions complete. This will also be
presented to the September meeting of the Performance and Quality Assurance Committee.

Noted

13

Quality Improvement and Innovation Report
The Committee received an update on communications activity and the roll-out of training. A number
of projects are in progress and it is anticipated that these will deliver improvements.
JK – How are the projects monitored?
SJ – This will be done by the QI team and they will also be presented to the Quality Improvement and
Innovation Committee.
HS – Directorate QI Boards will also monitor progress.

Noted

14

Business Committee report
The trust is on track with the plan and has released £50k to support achieved of the surplus. The focus
is on delivering CREs and the Executive Team is focused on achieving CRE plans. The trust has received
feedback from NHSI and we will not need to re-submit the plan. There are some financial risks on
CQUINs, particularly the flu vaccine CQUIN. 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. It
was agreed that the Board will receive a presentation on financial risks and opportunities at a future
Board.

Noted
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JT/SB

2018-07/#2

Action
15

Infrastructure Committee report
Noted
The Committee is reviewing how it makes best use of the estate. The valuations process will be
reviewed. 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 and the need to explore how
technology can deliver efficiencies and revenue savings.

16

Audit and Risk Assurance Committee report
The Annual Report and Accounts and Quality Accounts were approved. We will review the processes
on how we plan the production of these in 2018/19. The Lone Working follow-up audit received an
outcome of significant assurance with minor improvements required. The 2017/18 Head of Internal
Audit Opinion is that there is ‘significant assurance with minor improvements required.’ There has
been some recent media criticism of the ‘Big 4’ audit firms; our external auditor are now Grant
Thornton who are not part of this group. The trust does not have any concerns in relation to our
internal auditors, KPMG.

Noted

17

South London Partnership report
Good progress is being made on the three major clinical work streams of forensics, CAMHS and
complex care. The nursing development programme has been very successful and there is the
opportunity to do more. A £20k monthly reduction in drugs expenditure has been achieved from using
longer-acting medication and wastage has been reduced to zero. New contracts for legal services were
agreed across the partnership with Capsticks and Bevan Brittan 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.
KPMG will undertake an audit on the governance arrangements.

Noted

18

Council of Governors update
The report from the Council of Governors was noted. Richard Diment has been elected as Lead
Governor.

Noted

19

Any other business
None raised.

Noted

20

Questions from the public
None raised.

Noted
Next meeting of the Board of Directors
Thursday 6 September 2018 at 10.30 am
Maple Room, Pinewood House
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Author
Accountable Director
Confidentiality/
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Matters arising
Sally Bryden, Trust Secretary
Andy Trotter, Chair
Public

Report Summary

The Board trackers list actions in progress 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

√

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

Minutes
reference

Action raised
(Board date)

Item

Action details

1

2018-07/#2

05/07/2018

Business
Committee report

2

2018-07/#1

05/07/2018

Integrated
Dashboard

Action for

Bring forward to

Report under

For the Board to receive an presentation on financial risks and
Jazz Thind
opportunities at a future Board.

TBC

Business Committee

For the Board to receive an update on action taken to reduce
Iain Dimond
DNA rates and RTT waits to psychological therapies

06/09/2018

Integrated
Dashboard

Action closed

Comments

ID will give an update at the September board meeting

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.

3

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

Jane Wells

01/11/2018

Quality update

June 2018 Further information was requested from the Executive team and the report will be taken
to the July Performance and Quality Assurance Committee.
July 2018: An internal audit on investigating serious incidents and governance processes will be
undertaken in August 2018. The scoping of this review is underway.
September 2018- we expect the draft report from KPMG to be shared in the first two weeks of
September.
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

2017-11/#1

04/05/2017

Audit and Risk
Assurance
Committee

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

Rachel Evans

01/11/2018

Health and Safety

May 2017: Management of ligature risks reviewed by patient safety workstream, presented to June
Quality Committee and included in Quality report July 17. Lone working discussed at Workforce
Committee and full lone working review to be complete by October 2017 and will be discussed at
November workforce committee.
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. July/August 2018
Internal audit of Ligature Management undertaken - report awaited from KPMG. Report will be
presented to Audit and Risk Assurance Committee when finalised.

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.

5

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

06/09/2018
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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 of Directors
6 September 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 28 August 2018.
Exceptions to note are given below.
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
Following a discussion at the July 2018 meeting of the Audit and Risk
Assurance Committee, it was agreed that the risk should remain at the HIGH
(12) rating, until there were further assurances that the actions identified
from the KMPG re-audit had been addressed.
1471: Staff may experience discrimination, violence and aggression at
work, in particular from service users, carers and members of the
public. This may impact on sickness absence, morale and retention
Following a discussion at the July 2018 meeting of the Workforce Committee,
it was recommended that this risk should be escalated to the Board
Assurance Framework, as this relates to a trustwide priority. A detailed,
trust wide action plan is in place to ensure we can make improvements in
this area, including focus groups with staff and QI projects in specific teams.

New risks for escalation

Current
rating

1471: Staff may experience discrimination, violence and aggression at work, in particular
from service users, carers and members of the public. This may impact on sickness absence,
morale and retention

HIGH (12)
(3 x 4)

Previous
rating

Current
rating

Changes to existing risks
None

Purpose
(To select purpose,
click on relevant

Information

To Note

√

choice for drop
down box)

Approval

Recommendation

For the Executive to note.

Link to strategic
objectives click on
relevant choice for
drop down box)
Implications
Quality
Financial
Equality analysis
Service
user/carer/staff

Quality √

Decison

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 - tracker for September 2018 Board meeting (as at 28 August 2018)
Agenda item

ID

Item 07 Operational
performance

1606

Strategic
objective
Sustainability

Description

Responsible
Committee
The trust continues to
Trust Business
rely on non-Oxleas beds Committee
(NHS and Non-NHS) to
manage demand on inpatient 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 Subcommittee
Business
Committee

Controls in place

Existing assurances

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

Gaps in controls and assurances
Steps to be taken to reduce reliance on
non-Oxleas need to agreed and mobilised
asap

Last review
date
19/06/2018

Review date
18/09/2018

Consequence
(current)
Major (4)

Likelihood
(current)
Possible (3)

Rating
(current)
12

Risk level
(current)
High

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 08 1709
Performamce
and Quality
Assurance

Quality

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

Performance and
Quality
Assurance
Committee

Performance
and Quality
Assurance
Committee

Peer review programme
Readiness workshops
Communication plan

PQAC minutes
CQC Oversight Group to monitor
progress
Peer review reports

It is recognised that we need processes 18/07/2018
to identify and respond to concerns that
cannot be captured through quantitative
metrics.

19/09/2018

Major (4)

Possible (3)

12

High

Item 08 1220
Performamce
and Quality
Assurance

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

Validation not in place for all Board
metrics.

18/07/2018

19/09/2018

Major (4)

Possible (3)

12

High

2. Business office management of data
capture within directorates

2. Trust Information Assurance
Framework (on ifox)

09/07/2018

10/09/2018

Major (4)

Possible (3)

12

High

Inconsistent practice in services

3. Ifox enables clinicians to view missing 3. Integrated Performance Report Metric definitions not always in place
data near real time
tracks where metrics have been
checked for accuracy including
4. A structured metric build enforces data completeness.
quality checks during testing.
4. The metrics being submitted to
5. Data quality issues are flagged and
MHSDS include validated metrics
discussed at CDG meetings.
that have been reported on the
IBR.
6. Validation is performed for key metrics
routinely and in line with IBR reporting
5. Testing documentation
timetables.
6. Validation tasks performed by
directorates are recorded and
visible on the validation report
7. CDG papers

Item 08 1237
Performamce
and Quality
Assurance

Quality

Staff are not always
Mental Health
applying the Mental
Legislation
Capacity Act when
Oversight Group
seeking consent to
treatment. This means
that patients may not be
treated under the
appropriate legal
framework, so there is a
risk of infringement of
human rights

Performance
and Quality
Assurance
Committee

E-learning course on Mental Capacity Act Training completion rates – all
Whilst training completion rates are
Mental Capacity Act Policy and Code of directorates have achieved target above 80%, the Trust cannot evidence
Practice
of >80%
competency of staff
Number of DOLs applications
made and assessments
completed
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Item 08 1210
Performamce
and Quality
Assurance

Item 12 Workforce
Committee

Item 12 Workforce
Committee

Item 12 Workforce
Committee

1502

1471

1213

Strategic
objective
Quality

Description

Workforce,
Sustainability

Workforce

Quality,
Workforce

Learning from the
collective themes
identified in serious
incidents has not
resulted in 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

Responsible
Committee
Trust Patient
Safety
Committee

Board Subcommittee
Performance
and Quality
Assurance
Committee

Controls in place

Existing assurances

Gaps in controls and assurances

15/10/2018

Consequence
(current)
Moderate (3)

Likelihood
(current)
Possible (3)

Rating
(current)
9

Risk level
(current)
Moderate

18/07/2018

17/10/2018

Major (4)

Possible (3)

12

High

A detailed, trust wide action plan is in
18/07/2018
place to ensure we can make
improvements in this area, including
focus groups with staff and QI projects in
specific teams

17/10/2018

Moderate (3)

Likely (4)

12

High

Need to bring turnover down

17/10/2018

Moderate (3)

Likely (4)

12

High

Incident Management Policy
Embedding learning patient
Trust Patient Safety Group – Embedding safety group
Learning
Directorate Patient Safety Groups
Embedding Learning Events - quarterly

No specific gaps. The Patient Safety
Team continues to provide support to
teams and there is also programme of
embedding learning events, including
cross directorate learning.

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

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

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

Staff may experience
Equality and
discrimination, violence Human Rights
and aggression at work, Group
in particular from service
users, carers and
members of the public.
This may impact on
sickness absence, morale
and retention.

Delivery of Trust-wide Quality
Datix reports
improvement projects addressing
National Staff Survey
violence and aggression against staff in BME Coaching scheme
directorates. Engagement with staff
across directorates at all levels to ensure
that support systems and routes for staff
to escalate concerns are publicised.

Workforce
Committee

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

Specific engagement activity targetting
staff experience of bullying and
harassment and discrimination.
Campaign to be launched in partnership
with B&H advisers and members of the
E&HR group.
On-going programme of recruitment
events, including weekend events and
working closely with HEIs; use of social
media to raise awareness of job
opportunities

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

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

Use of temporary staff to cover vacancies
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Last review
date
16/07/2018

Review date

•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

Need to reduce time to hire timescales

18/07/2018

Agenda item

ID

Item 14 Business
Committee

1216

Item 14 Business
Committee

1217

Strategic
objective
Partnership,
Sustainability

Workforce,
Sustainability

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

Responsible
Committee
Trust Business
Committee

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

Board Subcommittee
Business
Committee

Business
Committee

Controls in place

Existing assurances

Financial support to service directorates Regular reporting of financial
position to Exec, Business
Monthly finance reports
Committee and Board

Gaps in controls and assurances

18/09/2018

Consequence
(current)
Major (4)

Likelihood
(current)
Possible (3)

Rating
(current)
12

Risk level
(current)
High

19/06/2018

18/09/2018

Moderate (3)

Possible (3)

9

Moderate

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

18/09/2018

Major (4)

Likely (4)

16

Significant

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

Internal agreement that all local
efficiency requirements must be jointly
agreed, communication startegy set out
to ensure stakeholders understand why
and by whom the decision has been
made, and all plans to be signed off by
the Governing Body of the CCG (including
a clear narrative on the impact of service
delivery - performance, quality etc)

Strong current financial position

'Booking Authorisation Process for
Agency Staff' in place

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

All agency workers > 6 months under
review

Last review
date
19/06/2018

Review date

NHSI Risk Rating
Risk is limited to one
Commisisoner

Monitoring of usage of erostering

All requests for non band 5 and 6 nursing
roles reviewed by Weekly Agency Control Numbers of Bank Staff recruited
Panel
and growth of bank
On-going monitoring of usage of offMonitoring of spend to assess if
framework agencies and non-compliance this is within the resources
with rates set out in NHSI guidance
available (funded establishment)
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

Monitoring of KPIs that track
performance on a team by team
basis

Staff who have been unsuccessful in their
application for substantive posts are
considered for recruitment to the Trust
Bank

Item 14 Business
Committee

1177

Sustainability

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

Business
Committee

Tier system set up, task force regime
available to focus on areras of high spend
and offer targeted support to reduce
spend
Ideas generated to deliver target
Reports to Board and Business
Committee
Financial support available to service
directorates to support the delivery of
Monthly/quarterly finance
plans.
meeting with service and
corporate directoartes
Financial recovery regime in place for all
directorates RAG rated 'red'.
Monitor Risk Rating an indicator
of financial risk
Monthly finance reports shared

Page 3 of 4

Agenda item

ID

Item 15 1613
Infrastructure
Committee

Item 16 1270
Audit and Risk
Assurance
Committee

Strategic
objective
Sustainability

Quality

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

Responsible
Committee
Trust Business
Committee

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

Board Subcommittee
Business
Committee

Controls in place
A gap analysis has been completed
KPMG Audit confirms that within the
limited scope of audit the Trust is well
placed in terms of tits planning

Workforce
Committee

Existing assurances

Last review
date
Data breaches are reported on
Ensuring that we have processes in place 19/06/2018
Datix as incidents and learning
for how we seek, obtain and record
shared with teams as appropriate consent for the processing of personal
data

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
Lone working policy - updated March
Health and Safety Risk
2017 to reflect recommendations of
Assessment Compliance Register
KPMG audit, ie annual risk assessment
review and amendments to line manager
responsibilities re: safe systems of work
and lone working technology.
Local inductions and local induction
forms have been amended to include
reference to risk assessments / safe
systems of work.
Service user risk assessment and risk
formulation function on RiO so staff can
see current risks and identify where a
joint visit may be required.

Gaps in controls and assurances

Review date
18/09/2018

Consequence
(current)
Major (4)

Likelihood
(current)
Possible (3)

Rating
(current)
12

Risk level
(current)
High

14/06/2018

13/09/2018

Moderate (3)

Likely (4)

12

High

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

18/09/2018

Major (4)

Certain (5)

20

Significant

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

Recommendations of the KMPG Lone
working audit March 2017
Review of the role of the LSO
Raising awareness of risk assessments
and safe systems of work
Monitoring safe systems of work
Modifications to risk assessments
Review of risks assessment and safe
systems of work
Service user risk assessments
Monitoring risk assessment compliance
Personal safety devices
Re-iteration of incident management
policy

The lone working category is now live on
Datix. The manager review form includes
a date field to enter the date of when the
risk assessment was completed
Role of the LSO has been changed.

Part II

1451

Sustainability

Oxleas has been charged Trust Business
with four offences under Committee
the 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

Business
Committee

Legal support in place from external
solicitors experienced in dealing with
similar matters with regards to our
responses to HSE

Progress reported to Executive
Team and Board of Directors

Oversight group in place

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
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Report Title
Chief Executive update - Implications of Brexit for the Trust
Author
Helen Smith, Acting CEO
Accountable Director Helen Smith, Acting CEO
Confidentiality/
FOI status
Report Summary

This briefing outlines the implications as we understand them thus far, of a ‘no
deal’ Brexit in March 2019, and the implications of a planned Brexit, including
the potential impact of both scenarios on the workforce.
The main action for the trust currently is to ensure that our business continuity
plans are updated to include the implications of Brexit; we anticipate that
Brexit-related emergency planning standards may be included in the EPRR
Autumn assessment.

Purpose
(To select
Information
To Note
√
purpose, click on
relevant choice
for drop down
Approval
Decison
box)
Recommendation The Board is asked to note the implications outlined in the briefing.
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

Implications of Brexit for the Trust

This briefing outlines the implications as we understand them thus far, of a ‘no deal’
Brexit in March 2019, and the implications of a planned Brexit, including the potential
impact of both scenarios on the workforce.
The main action for the trust currently is to ensure that our business continuity plans
are updated to include the implications of Brexit; we anticipate that Brexit-related
emergency planning standards may be included in the EPRR Autumn assessment.

1. Government preparations for a March 2019 ‘no deal’ scenario
On 23 August 2018, the Secretary of State for Health and Social Care, wrote to all health
and social care organisations to update them on the government’s preparations to protect
patients and health and social care services in the event of a March 2019 “no deal” scenario.
His letter sets out what health and social care organisations need to do to prepare locally
and ensure business continuity.
The plans include:
1.1 Continuity of supply
The Government has set out a new scheme to ensure a sufficient and seamless supply of
medicines in the UK. This will ensure that the UK has an additional six weeks supply of
medicines, in case imports from the EU are affected.
Pharmaceutical companies are being asked to ensure they have an additional six weeks
supply of medicines in the UK on top of their own normal stock levels. The scheme also
includes separate arrangements for the air freight of medicines with short shelf-lives, such as
medical radioisotopes.
Local stockpiling is not necessary and any incidences of over ordering of medicines will be
investigated. Clinicians are asked to advise patients that the Government has plans in place
to ensure a continued supply of medicines and they will not need to and should not seek to
store additional medicines at home.
Medical devices and clinical consumables companies also are planning to ensure a
continuity of supply.
1.2 Other preparatory activity
The Government is putting in place measures to manage the other potential implications for
the health and care sector, including:
• Future immigration rules
• Continuity of research funding and pan-European clinical and research collaborations
• Future reciprocal healthcare arrangements.
In relation to these issues, the Home Office have launched a toolkit to assist employers in
supporting EU citizens already resident in the UK to apply for settled status 1.

1

EU citizens who, by 31 December 2020, have been continuously and lawfully living here for 5 years will be able
to apply for settled status and then British citizenship. People who arrive by 31 December 2020, but won’t have

1

The Government recently announced that doctors and nurses are now exempt from the cap
on skilled worker visas. This means that there will be no restrictions on the number of
doctors and nurses who can be employed through the Tier 2 visa route.
The Treasury is extending the government’s guarantee of EU funding to underwrite projects
under this EU Budget period. This ensures that UK organisations, such as charities, will
continue to receive funding over a project’s lifetime, if they successfully bid into EU-funded
programmes before December 2020.
There is a new page at gov.uk for information and specific guidance in the coming months.
1.3 Business continuity plans
In the meantime, preparations for a ‘no deal’ scenario should be reflected in our business
continuity plans. Brexit will be included in our regular business continuity plans work and
we’ll update these as new information becomes available.
In addition, we’ll be participating in the NHS England Emergency Preparedness Resilience
and Response (EPRR) annual assurance process this autumn, which measures our
compliance against EPRR Core Standards. We will submit documentation by 3 October and
assume that Brexit will be included this year.
The Government also published the first tranche of a series of papers setting out how the UK
plans to deal with a range of issues. Six of the papers published so far cover health related
issues:
• How medicines, medical devices and clinical trials would be regulated
• Submitting regulatory information on medical products
• Batch testing medicines
• Ensuring blood and blood products are safe
• Quality and safety of organs, tissues and cells
• Labelling tobacco products and e-cigarettes
More detailed guidance is promised in the near future.

2. Workforce implications
Health Education England has a Brexit programme and is developing a dashboard to ensure
up to date tracking and monitoring of the impact of Brexit on the NHS workforce and to
inform mitigating strategies.
Currently 17% of London adult nurses are European. More EU citizens are applying to
become British citizens: in the year to June 2017, 28,500 EU nationals applied to become
British citizens, up 80% compared with the previous year.
In relation to NMC registrants:
• In 2017, more people left the NMC register than joined it
• More UK registrants are leaving than joining
• EU Joiners reduced significantly by 89% from Oct 16 to Sept 17
• Introduction of language testing (IELTS score-7) has impacted
For Oxleas, the tables at the end of the paper summarise our position. As can be seen:
been here for 5 years when we leave the EU, will be able to apply to stay until they have reached the 5-year
threshold. They can then also apply for settled status.

2

•
•
•
•
•

5.5% of our workforce are from the EU
The majority of EU workers employed by the trust are in the ‘professional, scientific
and technical’ professions
Staff leaving from the rest of the world (ROW) are ahead of EU leavers, although the
percentage of both groups leaving is increasing.
The number of ROW joiners is increasing, whereas EU joiners are decreasing
Nearly 70% of our EU workforce has been in the trust 0-4 years

Given only a relatively small proportion of our workforce is from the EU, we are well placed
to manage any significant changes as a result of Brexit.

3. Brexit health groups
The Brexit Health Alliance (BHA) is for all health-related staff and aims to give a collective,
evidence-based voice as the process of leaving the EU gets underway. The BHA does not
take any stance on the merits or otherwise of Brexit.
Responding to the Government’s letter, the BHA has said that the NHS will want to see
comprehensive operational advice on issues such as the stockpiling of medicines and
equipment, medical research and public health, in time to take robust action locally, and well
before the UK leaves the EU.
The BHA has 5 key requirements post-Brexit:
i.

Maximum levels of research, innovation and collaboration
The UK continues to take part in pan-European research, innovation networks and
clinical trials, supported by UK involvement in EU funding programmes, complemented
by an immigration system that is straightforward and welcoming to researchers,
innovators, and their families.

ii.

Regulatory alignment for the benefit of patients and population health
Patients do not suffer from disruptions in the supply of medicines, other health
technologies and goods, or a reduction of standards or patient safety.

iii.

Preservation of reciprocal healthcare arrangements: UK nationals in the EU and vice
versa can benefit from access to healthcare abroad through a system of reciprocal
arrangements.

iv.

Robust coordination mechanisms on public health and wellbeing: strong
coordination between the UK and the EU in dealing with pandemics, as well as other
health threats, and more broadly on health promotion and disease prevention
programmes.

v.

A strong funding commitment to the health and public health sectors: a strong
focus on prevention of ill health and resolve any shortfall in funding resulting from the
economic impact of leaving the EU.
The Cavendish Coalition is part of NHS Employers and focuses on the implications of
Brexit for the health and social care workforce.

3
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Integrated Dashboard
Alison Furzer, Director of Informatics
Helen Smith, Acting Chief Executive
Public

Please see attached the Trust Integrated dashboard.
There is only 1 area where overall Trust performance is ‘red’ and an exception
report is provided. This is a new roster KPI.

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)
Link to Board
Assurance
Framework
Implications
Quality
Financial
Equality analysis

Quality √

To Note

√

Decision

Workforce √

Sustainability √

Partnerships √

Service
user/carer/staff

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

Committee

Reported

Origin

Metric
View from our regulators
Code

Target

Exec
Lead

1

Monthly

NHSI

10766

NHS Improvement - Segment

Board

2

N/A

CQC

10348

CQC Rating

Board

S.No

Committee

Reported

Origin

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

Target

Exec
Lead

Q3
17/18

Trend

Q4
17/18
2

Q3
17/18

1.67

2

Trend

Q4
17/18

Apr-18 May-18 Jun-18
2

Jul-18

2

Apr-18 May-18 Jun-18

Comments - Jul 18
2

Jul-18

Comments - Jul 18

3

Quality

Monthly

DH

10341

4 Must Dos - Treated with dignity and respect

>90%

IO

98.9%

98.7%

98.8%

99.1%

99.0%

98.9%

4

Quality

Monthly

Trust

10798

Friends/relatives involved in care and treatment

>90%

IO

93.1%

92.3%

93.0%

95.0%

89.7%

94.0%

5

Quality

Monthly

Trust

10338

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

>90%

IO

97.6%

96.8%

96.8%

98.0%

96.6%

97.1%

6

Quality

Monthly

Trust

10340

Friends and Family Test (FFT) - % not recommended

<10%

IO

2.1%

2.2%

2.4%

2.0%

2.5%

1.4%

7

Quality

Monthly

Trust

10339

FFT - % recommended

>90%

IO

92.0%

92.1%

90.7%

92.3%

92.4%

94.0%

Target

Exec
Lead

S.No

Committee

Reported

Origin

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

Q3
17/18

Trend

Q4
17/18

Apr-18 May-18 Jun-18

Jul-18

Comments - Jul 18

8

Quality

Monthly

Trust

10528

Number of Complaints Received

IO

21

28

32

23

24

39

9

Quality

Monthly

Trust

10529

Number of Compliments Received

IO

110

84

71

69

86

80

10

Quality

Monthly

NHSE

10768

Delayed Transfers of Care

<7.5%

ID

5.7%

6.6%

4.9%

3.5%

2.3%

3.7%

11

Quality

Monthly

NHSI

11128

6 Week Wait for Audiology Diagnostic Assessment (DM01 Monthly)

>99%

ID

33.3%

99.3%

99.2%

99.3%

97.6%

12

Quality

Monthly

Trust

10335

4 Must Dos - Enough information about care and treatment

>90%

IO

97.9%

97.6%

97.4%

98.0%

97.8%

98.4%

13

Quality

Monthly

Trust

10336

4 Must Dos - Involved in decisions about care and treatment

>90%

IO

97.5%

96.9%

97.2%

97.6%

97.3%

98.0%

14

Quality

Monthly

Trust

11268

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

>95%

ID

98.0%

97.0%

98.1%

98.0%

97.3%

97.3%

15

Quality

Monthly

Trust

10024

Referral to treatment for Psychological Therapies (PT)

>95%

ID

87.1%

85.7%

81.3%

80.7%

82.8%

85.8%

16

Quality

Monthly

NHSI

10248

Referral to treatment for incomplete care pathways

>92%

ID

95.7%

94.5%

97.9%

94.3%

98.2%

95.0%

Target

Exec
Lead

S.No

Committee

Reported

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

Q3
17/18

Trend

Q4
17/18

Apr-18 May-18 Jun-18

Jul-18

Quality

Monthly

NHSI

10314

CPA 7 Day follow up (Discharge from Inpatient setting)

>95%

ID

98.6%

99.0%

98.4%

100.0%

100.0%

96.3%

18

Quality

Monthly

Trust

10342

Adult Acute Bed occupancy (excluding leave)

<100%

ID

96.0%

95.4%

96.2%

96.0%

95.0%

92.8%

19

Quality

Monthly

Trust

10463

OPMH Acute Bed occupancy (excluding leave)

<100%

ID

94.1%

88.6%

88.6%

82.8%

82.0%

73.2%

20

Quality

Monthly

Trust

10343

Adult Community Intermediate Care Bed Occupancy

85-95%

ID

88.4%

97.0%

90.4%

85.4%

92.5%

92.7%

21

Quality

Monthly

Trust

10869

Crisis Home Treatment Team Gatekeeping - Oct 2017 onwards

>95%

ID

99.1%

99.5%

99.4%

99.3%

98.6%

99.3%

22

Quality

Monthly

Trust

10446

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

>95%

ID

92.3%

93.0%

94.2%

95.9%

91.6%

87.9%

23

Quality

Monthly

Trust

10512

48-Hour Post-Discharge Follow-up

>100%

IO

96.6%

97.2%

94.1%

96.8%

98.1%

97.8%

24

Quality

Monthly

Trust

10355

No of incidents (1-3)

N/A

JW

923

974

949

964

885

959

25

Quality

Monthly

Trust

10356

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

N/A

JW

4

7

13

8

5

6

26

Quality

Monthly

Trust

10447

Incidents of Grade 3 and 4 Pressure Ulcers

N/A

JW

11

10

11

12

9

4

27

Quality

Monthly

DH

10351

Safe staffing levels- Registered (Actual against planned)

>100%

JW

96.6%

96.4%

97.7%

96.1%

99.6%

93.2%

28

Quality

Monthly

DH

10352

Safe staffing levels- Unregistered (Actual against planned)

>100%

JW

111.1%

120.8%

122.3%

118.7%

120.9%

111.3%

29

Quality

Monthly

Trust

10448

Medication errors

N/A

IO

62

58.33

41

49

63

68

30

Workforce &
Development

Monthly

Trust

10334

Vacancy Rate

<14%

MN

11.4%

10.8%

11.3%

11.0%

10.5%

9.6%

31

Workforce &
Development

Monthly

Trust

10445

Vacancies - Exceptions Prisons

<14%

MN

16.3%

19%

16.4%

15.3%

13.2%

12.7%

32

Quality

Monthly

Trust

10913

Vacancies - Exceptions Forensics

MN

18.5%

15.6%

16.4%

17.2%

17.4%

15.2%

33

Quality

Monthly

Trust

11251

Vacancies - Exceptions ALD

<14%

MN

10.7%

14.0%

17.8%

20.5%

16.4%

13.6%

Target

Exec
Lead

Committee

Reported

Origin

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

Q3
17/18

Q4
17/18

Trend

Apr-18 May-18 Jun-18

Jul-18

34

Quality

Monthly

NHSI

10915

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

>50%

ID

56.1%

63.0%

50.0%

65.2%

61.1%

80.0%

35

Quality

Monthly

NHSI

10916

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

>50%

ID

85.4%

74.1%

73.3%

64.7%

76.9%

76.5%

Report Run Date: 30 Aug 2018 10:58 AM

Gr = 3/5; Bx = 80/80 = 97.6%

RAG: Green >95, Amber >85-95 , Red <85.

Comments - Jul 18

17

S.No

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

ALD = 1/1; Bx = 22/23; Br = 27/28; For = 1/1; Gr = 26/27.
Trust: = 77/80 = 96.3% overall.

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

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

Comments - Jul 18

S.No

Committee

Reported

Origin

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

Target

Exec
Lead

Q3
17/18

Trend

Apr-18 May-18 Jun-18

Jul-18

Comments - Jul 18

36

Quality

Monthly

NHSI

11314

Out-of-Area Placement 'Bed Days' for Adult Mental Health Services
(NHS Digital Published)

37

Quality

Monthly

Trust

11334

% of Inpatient Rosters Approved 6 Weeks in Advance

>90%

MN

38

Quality

Monthly

Trust

10645

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

>90%

ID

39

Quality

Monthly

Trust

10323

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

>100%

40

Quality

Monthly

Trust

10325

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

>100%

41

Quality

Monthly

NHSI

11190

Data Quality Maturity Index DQMI - MHSDS Completeness

42

Quality

Monthly

Trust

10322

MH CPA Service user reviews after 6 months

>95%

ID

96.0%

95.6%

93.8%

95.1%

94.5%

96.0%

43

Quality

Monthly

Trust

10102

CPA formal review within 12 mths

>95%

ID

99.8%

99.9%

99.9%

100.0%

99.9%

99.8%

44

Quality

Monthly

Trust

10359

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

>95%

ID

97.3%

97.0%

95.0%

95.0%

98.0%

98.0%

Target

Exec
Lead

S.No

Committee

Reported

Origin

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

856.67

815

1,085

1.3%

4.0%

0.0%

15.0%

26.0%

94.2%

89.7%

94.0%

94.9%

100.0%

98.6%

IO

93.8%

93.7%

97.0%

88.8%

96.8%

99.4%

IO

95.8%

97.2%

92.9%

100.0%

89.5%

100.0%

ID

808.33

Q4
17/18

Published by NHS Digital 2 months in arrears.
New Metric: August 2018. Please see exception report.

164 out of 165 compliant. RAG: Red:<90%, Amber: 90%100%, Green: = 100%.
10 out of 10 clients.

0.0%

ID

Q3
17/18

Q4
17/18

Trend

Apr-18 May-18 Jun-18

Jul-18

Comments - Jul 18

45

Workforce &
Development

Monthly

Trust

10353

Staff Personal Development Review (PDR) Completeness

>80%

MN

90%

90%

88%

89%

89%

90%

46

Workforce &
Development

Monthly

Trust

10354

Supervision Completeness

>80%

MN

78%

80%

80%

81%

82%

81%

47

Workforce &
Development

Monthly

Trust

10333

Sickness Rate

<4%

MN

4.6%

4.7%

3.0%

3.0%

3.3%

3.3%

48

Workforce &
Development

Monthly

Trust

10331

Bank Costs as % of pay spend (All professions)

>7%

MN

7.7%

7.9%

8.9%

8.3%

7.9%

6.1%

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

49

Workforce &
Development

Monthly

Trust

10332

Agency costs as % of pay spend

<8%

MN

6.9%

6.9%

5.8%

5.9%

5.7%

5.2%

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

50

Business

Monthly

NHSI

10326

Normalised Surplus - Year to Date (£M)

0.1

JT

-1.3

0.3

0

0

0

0

Year to Date target £0.0m, Year end plan £0.1m

51

Business

Monthly

NHSI

10327

Cash Position (£m)

47.0

JT

60

60.5

59.2

61.3

60

63

Year to date target £61m, Year end plan £52m

52

Business

Monthly

Trust

10328

Capital Expenditure - Year to Date (£m)

<=14

JT

8.7

11.2

0.2

0.6

1.4

1.8

Year to date plan £2.8m, Year end plan £16.3m

53

Business

Monthly

Trust

10330

CRE Plans 18/19 (£M)

>9.9

JT

8.7

9.6

6.7

6.7

6.1

7.1

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

EXCEPTION REPORT: Line 37 - % of Inpatient Rosters Approved 6 Weeks in Advance
The Roster Score % is a measure of Inpatient Rosters Approved 6 Weeks in Advance. It is an overview of how well inpatient areas are planning and managing
their staff using Health roster.

KPI Data
Target >80%
6 wk. Roster

Effectiveness of Actions to Date

Q2

Q3

Apr-18

May-18

Jun-18

Jul-18

-

-

4%

0%

15%

26%

•

New Metric – August 2018. The data shown is baseline
information.

Future Actions and monitoring process
The roster KPI was agreed in August to provide a simpler actionable target for services, and is based on data which shows that teams that approve rosters in time have
better quality rosters. It replaces the previous score which was a weighted combination of multiple indicators. The new KPI will be used for monitoring performance
from September 2018. All roster quality indicators will continue to be presented to directorates for monitoring.
The new roster KPI shows the % of the 28 Inpatient Areas which had “Fully Approved” their rosters 6 weeks ahead of them being worked. The requirement for clinical
rosters to be published 6 weeks in advance was outlined in the Carter Review, which made a number of recommendations into the use of electronic rostering systems in
the NHS. The 6 week target was adopted by the Trust in late 2016 and has been incorporated into the Roster Policy.
Though we are still some way off out target of 100% approval compliance, there has been a gradual improvement since April this year. The Workforce Systems Team
continues to work with managers to address those issues which prevent them from meeting the 6 week target.

Lead Board Director: Meera Nair

Estimated time to resolve: April 2019

SINGLE OVERSIGHT FRAMEWORK DASHBOARD
August 2018 - Reporting July 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

Cardio-metabolic assessment Community Mental Health
Services

N/A

Cardio-metabolic assessment - EI

N/A

Annual Survey

Local CQUIN

TBD

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

May-18

Jun-18

Jul-18

Operational
Performance

Ify Okocha

65%

Operational
Performance

Ify Okocha

Operational
Performance

Ify Okocha

Operational
Performance

Helen Smith

Consultant Led 18 week RTT patients on an incomplete
pathway

10248

NHSI

IBR

Yes

92%

93.8%

97.2%

96.2%

96.0%

95.2%

95.5%

92.3%

96.5%

98.4%

93.5%

98.4%

95.0%

Operational
Performance

Helen Smith

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

10915 / 10767

MHSDS / UNIFY2 IBR

Yes

>=50%

52.9%

50.0%

75.0%

60.0%

33.3%

66.7%

33.3%

88.9%

50.0%

50.0%

61.1%

80.0%

Operational
Performance

Helen Smith

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

10916 / 10850

MHSDS / UNIFY2 IBR

Yes

>=50%

55.6%

50.0%

80.0%

91.7%

84.6%

54.5%

77.8%

90.0%

73.3%

71.4%

76.9%

76.5%

Operational
Performance

Helen Smith

IAPT - % completing treatment

10652
(IAPTUS)

IAPT MDS

IAPT

Yes

50%

54.5%

54.0%

63.4%

57.2%

56.6%

58.2%

58.2%

59.0%

61.2%

55.1%

58.8%

60.1%

Operational
Performance

Helen Smith

IAPT Waiting Times - 18 weeks

10534
(IAPTUS)

IAPT MDS

IAPT

Yes

95%

100.0%

99.6%

100.0%

99.8%

100.0%

100.0%

100.0%

100.0%

99.7%

100.0%

97.5%

99.6%

Operational
Performance

Helen Smith

IAPT Waiting Times - 6 weeks

10533
(IAPTUS)

IAPT MDS

IAPT

Yes

75%

98.3%

98.0%

99.5%

98.5%

96.5%

94.4%

97.8%

95.5%

99.7%

96.0%

99.7%

95.8%

Operational
Performance

Helen Smith

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

Unify2

DM01

Yes

99%

100.0%

95.8%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

99.3%

99.2%

99.3%

97.6%

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 1669 yr olds who are on CPA

10666
(provisional)

NHS Digital

MHSDS

Yes

N/A

2.0%

3.0%

7.0%

7.0%

7.0%

8.4%

8.7%

Quality of Care

Helen Smith

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

NHS Digital

MHSDS

Yes

N/A

12.0%

12.0%

53.0%

59.0%

64.0%

60.6%

Quality of Care

Helen Smith

Admissions to adult wards of
under 16s

10664
(provisional)

NHS Digital

Local
Reporting

Yes

0

0

0

0

0

0

Quality of Care

Helen Smith

CPA 7 day followup

10314

HSCIC

IBR

Yes

95%

95.7%

100.0%

97.4%

100.0%

Quality of Care

Jane Wells

CAS alerts outstanding

10660
(provisional)

NRLS

Internal

N/A

N/A

100.0%

100.0%

100.0%

Quality of Care

Jane Wells

Never Events

10659
(provisional)

NHSE

Internal

N/A

0

0

0

Quality of Care

Jane Wells

Under-reporting of Patient Safety
Incidents

10654
(provisional)

NRLS

IBR

Yes

N/A

6.5%

6.4%

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

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

Local CQUIN

TBD

65%

We will report on the 2017/18 Audit next month

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

Local CQUIN

TBD

Comment

90%
92% compliance (69/75) - local audit - June 2017

Gr = 3/5; Bx = 80/80 = 97.6%.

Underdevelopment . Data will appear November 2018

815

1085

Published by NHS Digital 2 Months in Arrears

6.0%

6.0%

8.2%

Published by NHS Digital 2 Months in Arrears

61.8%

62.0%

62.0%

53.4%

Published by NHS Digital 2 Months in Arrears

0

0

0

0

0

0

0

98.5%

98.5%

100.0%

98.5%

98.4%

100.0%

100.0%

96.3%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

0

0

0

0

0

0

0

0

0

0

6.6%

6.6%

6.6%

7.6%

7.0%

6.6%

7.0%

7.1%

6.5%

7.6%

ALD = 1/1; Bx = 22/23; Br = 27/28; For = 1/1; Gr = 26/27.
Trust: = 77/80 = 96.3% overall.

Domain

Director

Metric

Metric Number

NHSI Method of Current
Collection
Reporting

Matches
Local
Reporting?

Target

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

May-18

Jun-18

Jul-18

Comment

Quality of Care

Michael
Witney

Community FFT - % positive

11269

NHSE

IBR

Yes

90%

94.0%

91.2%

94.3%

95.1%

94.0%

94.1%

94.6%

93.4%

92.8%

94.9%

96.7%

95.9%

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%

85.8%

85.4%

87.0%

83.6%

85.8%

87.5%

83.3%

82.8%

84.4%

82.9%

82.3%

88.5%

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

Quality of Care

Michael
Witney

Complaints

10528

NHS Digital

IBR

Yes

N/A

23

25

20

16

28

24

25

34

32

23

24

39

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

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%

8.3%

9.7%

7.0%

6.6%

7.1%

7.6%

6.3%

7.0%

5.8%

6.1%

5.7%

5.2%

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

Sickness

10333

NHS Digital

Workforce
Dashboard

Yes

4%

4.1%

3.9%

4.6%

4.5%

4.6%

5.3%

4.9%

3.8%

3.0%

3.1%

3.3%

3.3%

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

85%

67%

66%

78%

Q417/18 to Q1 18/19 figures have been revised to align
with NHS England calculations by the Head of Resourcing
and Workforce Development - July 2018.

Board of Directors
6 September 2018
Report Title
Author
Accountable Director
Confidentiality/
FOI status

Item
Enclosure

7
6

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

Bexley Care

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Bromley

Forensic & Prisons

Greenwich

•
•
•
•
•
•
•
•
•
•
•
•

Atlas House developments
New Models of Care
Work with NHS England
Annual Health Checks
E-safety training
‘Of course I have a voice’
Bromley Family Nurse Partnership
The UNICEF Baby Friendly
breastfeeding accreditation
Bromley CAMHS
SLP
Alliance contracting proposal
Community Care Plus
Lymphodema service
Neuro-rehabilitation
Barefoot Lodge
Bexley Care new service delivery
model
Delayed Transfers of Care
performance showcase
MH Multi-agency Discharge Event
Counselling support to the PRUH
Kent prisons procurement
Inquest and investigations lead
HMIP/ CQC inspections of MHP YOI Isis
and HMP Thameside
Adult Customer Journey
Eltham Community Hospital
Wheelchair service
SIM Project
Perinatal MH
MH Multi-agency Discharge Event event
Veterans workstream

Purpose
(To select purpose,
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Adult Learning Disability
Atlas House development, SLP ‘New models of care’ plans: service planning is on-going for
the new 6 bedded low secure service at Atlas House. Assessments of the prospective service
users are almost complete and a cohort identified for admission. Liaison and planning is ongoing with our local Forensic and Estates colleagues and NHSE representatives, local
Commissioners and other stake holders.
Colleagues involved in the work streams under the ‘New models of care’ initiative are
meeting regularly and services are being planned. This work includes the development of a
new registered care service in partnership with a third sector provider and an enhanced
Community team.
Steve Hardy has been invited to represent Oxleas at the initial consultation stages of the
NHSE 10 Year Plan for People with Learning Disabilities.
Jean O’Hara, National Clinical Director for Learning Disability at NHSE visited Atlas House
and the Bexley and Bromley LD teams on 13th July. Her feedback was very positive.
Mark Bradley, Consultant Nurse, is leading a quality Improvement project starting in
Bromley. The ultimate aim is for 100% of GP practices to receive dedicated (ICN specific)
nurse led training and in-house support within 12 months. The aims of the project are for
100% of GP practices across Bexley and Bromley to have a named learning disability nurse
contact; to have received LD awareness/health check training, have available resources with
team contacts on line and provide assurance reports for CCGs to be confident that ALD
services are supporting their efforts to meet the NHS England target for 75% of the GP
registered population to have received an annual health check.

Children & Young People
Specialist Services
Greenwich Paediatrics
In response to e-safety concerns Dr Creed asked our local Police Constable Mick Mitridate to
come and speak to the team to enable them to raise their awareness of this area and
identify how they could better protect young people who they come into contact with daily.
Following the training event, the team were able to identify a number of areas where they
felt they had greater awareness. In response, the team have included a discussion on esafety within their Initial Health Assessments for Looked after Children.
“Of Course I have a Voice”- Greenwich Integrated therapy Team
This amazing Case Study inspired Managers and staff across the Directorate to improve
communication with Children. Caris has agreed for her story to be shared
‘Of Course I have a Voice’ was a joint presentation delivered by Caris (a student at Charlton
Park Academy), Claire Hennings (her communication support worker) and Yasmin Al-Temimi
(Speech and Language Therapist, Oxleas NHS) at Communication Works in May 2018.
Caris is a 19 year old student with Aicardi-Goutiers syndrome (a complex motor disorder).
Caris would describe the impact of her disorder as not being able to ‘move my legs, can’t do
anything, can’t move my arms, always in pain, no voice, spoken to like a baby, don’t feel
people listen to me’.
Caris, Claire and Yasmin wanted to share how the use of Talking Mats has empowered Caris
to express her views and opinions and how this has changed the support, care and decisions
about her health, communication and education needs.
Universal Services
Bromley
The Bromley Family Nurse Partnership (FNP) was asked to deliver a session on the
Adolescent Brain to the Bromley School Mental Health Leads Network on 27 June 2018.
The workshop was delivered in a speed dating style, with attendees moving to different
tables to look at various aspects of teenage brain development. This included building a
brain, quiz, vulnerabilities and what support is available to young people and professionals
as they navigate this period of development. The feedback was very positive and a great
opportunity to showcase the valuable work of the Oxleas FNP and CAMHS.

Greenwich
Unicef Infant Feeding re-assessment of accreditation at level 3
The Unicef Baby Friendly breastfeeding initiative helps new parents to give their babies the
love, care and nourishment they need to get the best start in life. The Greenwich 0 to 19
service was successful in being re-accredited at level 3 (the highest level we could attain at
this stage), achieving consistently high scores and exceeding the required standard in all
domains. The re-accreditation has been given with no additional requirements. Jane Wells,
Director of Nursing, has agreed to be our Unicef baby friendly guardian. We have been
invited to consider the Gold award in the future which indicates sustainability and the
standards seen as embedded permanently.
CAMHS
Bromley
Internal development work is underway to reconfigure staffing, team structure and care
pathways within the service. We aim to mobilise the new model in the spring. These
changes are being driven by the need to redesign services in response to funding changes
over the years and resulting demand/ capacity gaps.
Bromley has been identified as a trailblazer site for the CAMHS Green Paper which would
see new mental health teams in schools and forging closer links with CAMHS. We are
working with commissioners to contribute to a bid.
SLP
We continue to make good progress with the main SLP workstreams. Recruitment to the
BBG (Bexley, Bromley and Greenwich) crisis care service is ongoing with 9 out of 11 posts
recruited to. The DBT service is fully recruited to (3/5 staff have already commenced in
post). We are in negotiation with SLaM regarding a possible secondment to avoid delay to
the start of the clinical service in response to a Staff Illness in the team. BBG young people
continue to benefit from a higher proportion of admissions to south London beds than
historically has been the case. Development work is being undertaken regarding the eating
disorders pathway across the partnership. Eating Disorder services for our area are provided
by SLaM at the Maudsley site and the partnership is working towards the development of a
satellite service being delivered from Bromley for BBG families who constitute 44% of
SLaM’s CYP Eating disorders Service patients. This will enable Eating Disorder care to be
delivered in a manner which is more integrated with young people’s professional networks,
within their locality.

Bexley Care
Bexley CCG has agreed in principle to progress an alliance contracting model with MSK (in
the context of a provider partnership). If successful, this could be viewed as a model for
further service delivery.
The new community care plus service commenced on 19th June. This supports early
discharge from acute hospitals (but specifically targeted at QEH). There have been
fluctuations in demand since go live, peaking at 8 per day in August, which is lower than the
similar service in Greenwich. BCCG are receiving weekly activity monitoring reports.
Bexley Care will be taking over the lymphodema service which is currently provided by the
Hospice. This will involve TUPE of 2 staff to Oxleas. The service will transfer on 1st October.
The neuro-rehabilitation team will now be completing 6-month stroke reviews for clients.
This was a ‘must-do’ for BCCG. This has attracted additional funding of £7k per year.
Barefoot Lodge - there is planned dis-investment of 5 beds by Greenwich CCG. This is an
opportunity to income generate for Bexley Care and we are considering options for this
currently as well as considering how they may be utilised within the complex care work
stream being undertaken by the SLP.
Bexley Care New Delivery Service Model - the main focus for the last few weeks has been on
finalising the staff consultation regarding the new integrated service structure. The plan is
for this to go live on September 3rd.

Bromley
Delayed Transfers of Care (DToC) Performance Showcase - Following a successful
partnership group review and reduction in the number of delayed discharges in Bromley,
Pam Coen from Healthy London Partnership is seeking to ‘showcase’ the positive outcomes
across London. Collaborative working between Oxleas, LBB and partner organisations has
led to a strengthening of the process for early identification, avoidance and reduction of
delays via the weekly bed management and DTOC planning group structures; overseen by a
DToC Partnership (Task & Finish) Group.
The directorate held a Multi-Agency Discharge Event in the PRUH ED on 30 and 31 July, to
focus on the journey through the department for MH patients. We ran this in conjunction
with Kings colleagues at the PRUH, urgent care centre colleagues and Bromley CCG. The
event involved us meeting together 3 times each day to follow and expedite the progress of
patients through the ED and to pick up any themes. We developed an issues log and

collected 20 items to work on. We will follow this up with monthly meetings with PRUH
colleagues to monitor the actions agreed. In addition Research Net undertook some patient
feedback and the outcomes will also be included in the action planning sessions.
(New) Counselling Support to PRUH Chartwell Unit: A new counselling support service
provided by Oxleas to the Chartwell Breast Cancer Unit at the PRUH commences this month.
The weekly support sessions are being introduced for an initial contract period of 2 years to
address the emotional impact on women at PRUH receiving a new diagnosis of breast
cancer, funded by the SELBCT charitable trust.

Forensic & Prison Services
Update on Kent prison procurement
We attended a pre-procurement market engagement event for the Provision of Mental
Health Services to Kent and Medway Prisons on 12th July 2018. No significant changes have
been announced, although there will be a requirement for an out of hours emergency
response service in the new contract. As the current provider of this service we were
required to submit TUPE information to commissioners. We await the release of the
Invitation to Tender (ITT) documentation, which is expected in September 2018. Our
existing contract is until 31st March 2019
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
extensions to our contract, although there is no further news on this. Our business case for
the opening of a new sub-pharmacy at HMP Elmley is being considered by commissioners,
with a decision expected early September. This will greatly improve our overall capacity and
resilience. It will also ensure a pharmacy presence on the Isle of Sheppey. Our main prison
pharmacy in Kent is based at HMP Rochester.
Inquest and Investigations Lead
We have successfully recruited a Paralegal to handle our death in custody Inquests and
provide support to staff investigating serious incidents and who are required to give
evidence at Court. Initially on a one year fixed term contract, this appointment will act as
the primary liaison point with the Coroner’s Office for all death in custody Inquests. The
post holder will also provide advice and guidance on when formal legal representation may
be required. The expectation is that the individual will be in post before the end of
September 2018.

HMIP/CQC inspections at HMP YOI Isis and HMP Thameside
Two of our Greenwich prisons have received inspections from Her Majesty’s Inspectorate of
Prisons (HMIP) and the Care Quality Commissioner (CQC) in recent months. At the end of
July inspectors visited HMP YOI Isis. HMP Thameside received a follow up visit from
inspectors in August. We are awaiting the draft reports for both.

Greenwich
As part of our collaborative work with RBG to deliver the ‘Adult Customer Journey’, the staff
consultation in relation to JET and relocating the team to the Woolwich Centre has now
closed. It is proposed that the team will relocate there in October. RBG closed their overall
consultation in early August.
A consultation with staff at Eltham Community Hospital was launched on 17 August 2018 for
30 days, proposing a change from 2 separate units (GICU and CAU) into one unit with 30
beds, providing services for a range of patient needs. Staff will be required to work across
the 30 beds. A small number of posts will be placed at risk.
Due to the ongoing overspend within the wheelchair service, we have indicated to the CCG
that we propose to give notice on this element of the contract. An options paper was
provided to the CCG in February 2018 in order to progress this matter.
The SIM Project was launched in the Spring and SIM Officer Lawrence is now working with a
caseload of service users drawn from the community mental health teams. The SIM
strategic group has requested roll out to Bexley and Bromley by 2019. Rachel Matheson has
contacted Police leads within the Boroughs in order to progress this.
Following the recent successful bid to establish a Perinatal MH service in Greenwich and
Bexley, it has been agreed that the operational management of the three borough service
will sit with the Bromley directorate.
The directorate held a Multi-Agency Discharge Event in the QEH ED on 30 and 31 July, to
focus on the journey through the department for MH patients. We ran this in conjunction
with colleagues from LGT with support from Bexley and Greenwich CCG/ Local Authorities.
The event involved meeting together 3 times each day to follow and expedite the progress
of patients through the ED and to pick up any themes. An issues log collected items to work
on. Together with colleagues from the Bromley system, we will be holding a follow up
meeting in September to agree actions to implement the learning. The Trust has fed back to
the newly established MH Urgent and Emergency Care sub-group of the SE London A&E
Delivery Board.

As part of our work to implement the Armed Forces Covenant, a Trustwide survey was
recently complete to establish the number of veterans or current reservist armed forces
personnel that are currently working within the Trust.
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Performance and Quality Assurance Committee Report
The performance and quality assurance committee met on 18 July 2018. The report contains
exceptions and highlights.
1

Oaktree Lodge update:

It was noted that the internal investigation of Oaktree Lodge led by Steve James was in progress.
The executive will be overseeing the development of sustainability plan to ensure that the progress
and good work is continued following the re-inspection by the CQC in June. The plan will also include
potential environment adjustments and re-arrangement of furniture to make the unit feel more
homely and minimise noise disruption.
2

Integrated Board Dashboard exception report and action plans for addressing red areas

Friends and family test (FFT)
Overall, as a Trust we are meeting our target, however forensics and CYP (MH), Bexley MH and ALD
remain below the target.
• Forensics: the directorate have been working hard to improve the response rate and
highlight the challenge with this target secure services face since all patients are detained
against their will. The response rate and the score had improved this month and the patient
experience team is planning to visit Barnet, Enfield and Haringey MH Trust who score very
well in this area (and have an ‘outstanding’ CQC rating) to see if there is any learning that
can be shared.
• ALD: The nuanced nature of the FFT and feedback has been that some ALD service users do
not always fully understand what they are being asked. ALD are hoping to increase the
number of face to face questionnaires to ensure that families are given the opportunity to
understand the purpose of the question and it is anticipated that this will happen over the
next few months.
• CYP and Bexley: The MH FFT positive test scores fluctuate and are currently on a downward
trend in both directorates. This data is being analysed to try to understand what is causing
the downward trend and a plan will be put in place to address any issues identified.
Referral to treatment for psychological therapies
This area is a particular problem in both Bromley and Bexley where recruitment and retention is an
issue in both boroughs. There is a significant amount of work underway to review shape our future
recruitment strategy, review job plans and operational policies as well as data cleansing activities to
ensure accuracy of reported data.
EIP- Waits
The low dominators for this indicator were noted in addition to patient choice/process issues (eg
Bexley: 33% (2/3 breaches). 1 patient breached by the time the team received the referral and the
other breach due client holiday therefore the team were unable to assess. Ongoing cross-working
continues across all boroughs to ensure that where feasibly possible breaches do not occur and that
best practice is shared. It was noted following feedback from the latest national audit that Oxleas
was doing well by comparison with other trusts.

48 hour Post discharge Follow up
1 breach noted. This was due to the fact that no referral was made from ward. The patient was
contacted for 7 day follow up within 5 days of discharge. Ward Manager has been made aware of
breach and will be liaising with staff to ensure no recurrence.
S58 compliance
There was 1 breach in Bromley (1/4) on Norman ward. This is being followed up by the Bromley
Clinical Director.
3

Trust Quality priorities: Oversight of incidents and complaints and sub- committee

Patient experience
The annual complaints report was shared for the year to 1/4/17 to 31/3/18. It was noted that there
were approximately 890,836 patient contacts with our services; and we received a total of 178
formal complaints) and 110 informal complaints (0.01% of overall patient contacts). This compared
favourably with other local Trust’s such as SLAM and MW noted that good work that the PALS team
did dealing with immediate concerns thus minimising complaints. Approximately 1/3 of complaints
were upheld although it was acknowledged that not all associated action plans were uploaded onto
Datix.
19/288 (7%) were re-opened as the complainant was not satisfied with the Trust’s original response.
The key themes in complaints are clinical care, attitude and behaviour. There were fewer referrals to
ombudsmen which suggest quality of response. For the same period the Trust received 1,066
compliments (0.12% of overall patient contacts).
More focus being given to ensuring that actions and completed actions are consistently uploaded to
Datix and addressing delays in the turnaround time from complaint to response within the 30-day
target, which is significantly below target for the year (61% against a target of 80%.)
Bromley has developed system of control and allocation to optimise response times and possible
Trust-wide solutions to this issue are to be discussed at the August Service Directors meeting. The
committee considered that a review of the complaints process would be helpful and this will be
revisited after the internal review of incident management processes.
Patient Safety
• Restraint:
The committee received an update on current patient safety priorities. It was noted that here
continues to be a gradual reduction in prone restraint and an increase in supine restraint. Training
remains compliant above 80%.
• Suicide prevention:
Data collection is underway for the suicide prevention audit. Numbers of staff trained in STORM
have been revisited and a survey to establish how it is being used in practice. All mental health
wards continue to embed the use of Safe Wards interventions.

• Falls prevention
The falls prevention study findings were shared. MUST audits are now completed monthly.
There is high variability 20 – 100% with the majority below 50%. A practice improvement nurse
is targeting areas with low results to provide further support. Both MEWS and MUST are part of
the focused work being led by heads of nursing in improving the physical health care of people
with mental health problems in inpatient settings.
• Embedded learning
The learning from the seven level 5 serious incident investigations in 2017/18 was reviewed.
• Infection control
The Infection Prevention and Control Annual Report were received. The infection prevention service
has maintained a focus on the core activities of surveillance, monitoring and control of infection over
the past year. Progress was made against the objectives in work plan for 2017-2018 with all
objectives completed. The infection prevention and control work plan for 2018-2019 is in place and
focuses on the core issues of audit, policy development and review, maintaining compliance with the
Health and Social care Act 2008, and other national guidance and legislation.
4
Older Peoples Mental Health Care Forum
A new forum has been set up and is being chaired by Dr Abi Fadipe, Clinical director.
35 people attended the launch. The adult acute care forum one continues monthly.
5
Quality accounts update
The group received an update of the annual Quality Accounts and noted the requirement for an
external audit review of the Quality Accounts, which includes a sample test of mandated NHSI
quality indicators and a local indicator chosen by the trust Council of Governors.
It was noted that the Trust is not informed of what mandated indicators would be looked at until
NHSI’s ‘detailed requirements for the quality reports’ is published in February giving the Trust only a
small window to clarify processes prior to external audit work which commences in March/April.
The Council of Governors receive a progress report on the Quality Accounts in December and the
group discussed the importance of meeting with the lead governor to highlight that their chosen
indicator needs to be a quantitative measure and easy to auditable via RiO/ Datix/another reporting
system. It was agreed that where there is a scenario in which the Council of Governors would like
further assurance on a more qualitative measure, this could be provided outside of the external
audit process.
6

CQC & Regulatory update

The majority of MH peer review visits had now been completed and 2 Bromley teams report shad
been included in the meeting papers. Initial feedback was being shared with the team and
directorate leads, and more comprehensive reports are being written and action plans locally
developed.
It was also noted that 6 CQC readiness workshops had taken place with more due to be held in
September. It was felt that that there was a developing shared awareness of what the local issues
and emerging themes across the Trust are. The CQC oversight group is reviewing one of the 5 CQC

domains at each of their meetings (starting with ‘Safety’ discussed at last meeting and ‘Effective’ to
be discussed at the next).
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Update on Level 5 serious incident root cause analysis investigation - PB
Jane Wells Director of Nursing
Director of Nursing
N/A

The purpose of the report is to update on the progress made against the action plan
following the investigation into the serious incident which occurred in August 2017. PB
was a 62 year old gentleman who had been admitted informally to Maryon Ward,
Oxleas House in the early hours of Saturday morning, 26 August 2017 of the bank
holiday weekend. On Thursday 31 August 2017, 5 days after his admission, PB left the
ward with the agreement of staff to attend an unrelated medical appointment in the
community that had been formerly arranged. PB did not return to the ward. His family
found him deceased in his home on Saturday 2 September 2017. It was reported by the
family that he had hanged himself on Friday 1 September 2017.
The panel made 6 recommendations;
1. That further consideration be given to how patients are allocated to each nurse to
ensure that the primary nurse will be on shift for a significant proportion of the
patient’s admission to meet with their allocated patients regularly, and that they are
able to effectively manage their specific caseload in addition to their other duties
2. The ward team should complete the MDT ward review template for discussion in the
multidisciplinary team meeting. This would allow all professionals to formally
contribute their view of the patient’s progress and to record the patient’s own view of
their progress
3. Formal risk assessment recording should be completed in RiO according to the policy
guidelines
4. All clinical staff must be mindful of a patient’s social network and inquire about this
as part of a standard assessment. The support network engagement tool in RiO should
be used to record this information. Where an informally admitted patient refuses to
provide the name of their next of kin, or the contact details of other important family
members or friends, then consideration should be given to whether the patient is
indeed giving informed consent to the informal admission with the attendant
conditions associated to that admission
5. The policy for missing/absconding patients or detained patients who are absent
without leave notes that the police should be contacted after 12 hours should a low-risk
patient remaining missing. The wording of this part of the policy might need further
review as in the view of the panel, contacting the police should be dictated by the
circumstances of each case as informed by the staff knowledge of the risks.

In addition, it would be helpful to clarify for ward staff what their responsibilities are in
relation to making a visit to an informally admitted patient’s home, or other known
address when they fail to return from leave.
6. The panel would strongly recommend that staff be reminded to complete
contemporaneous notes and validate these consistent with our Oxleas Clinical Records
policy which states that notes must be completed by the end of the shift for ward based
staff.
7. Consideration be given to how communication is conducted between primary and
secondary care mental health services about patients presenting at A&E who are also
accessing GTTT, or indeed any IAPT service
8. Further consideration be given to staffing levels, particularly in relation to the Duty
Senior Nurse role being part of the ward staffing establishment. In the event of a
number of key staff requesting leave for the same period of time, consideration should
be given to whether further additional more senior staff oversight of the planned leave
requests is required
9. Consideration should be given to the schedules of ward meetings and therapeutic
activities when there is a bank holiday during the week.
Progress
All due actions have been completed and are evidenced.
The head of nursing has been requested to provide additional evidence regarding how
ward managers are informed of annual leave plans and that modern matrons are
informed in the event of multiple members of the MDT planning annual leave at the
same time and how this is mitigated.
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Patient Safety Embedded Learning
STEIS Number; 201721899
Datix 90806

1

Initial: PB

CCG: Greenwich

Summary of incident
PB was a 62 year old male who had been admitted informally to Maryon Ward, Oxleas House in the early hours of Saturday morning, 26 August 2017
of the bank holiday weekend. On Thursday 31 August 2017, 5 days after his admission, PB left the ward with the agreement of staff to attend an
unrelated medical appointment in the community that had been formerly arranged. PB did not return to the ward.
PB’s family found him deceased in his home in Eltham on Saturday 2 September 2017. It was reported by the family that he had hanged himself and
that he had died on Friday 1 September 2017

Recommendation

Action required

Due by

Lead

How will this be
evidenced

Progress and date

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

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

By end January
2018

Ward
Managers

Allocation list

By end February
2018

Head of
Nursing

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

MDT ward review template to
be completed for each patient
and by all professionals involved

By end January
2018

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

Snap shot audits carried
out by the Head of Nursing
to monitor: the support
engagement network tool,
risk assessment and
allocation of primary
nurses.

Consultant
Ward
Manager

The audits consistently
show that the primary
nurse is allocated to a
nurse on duty and patient
notes reflect that the
patients are assessed and
have regular contact with
their primary nurse,
especially during their the
first three days of their

meeting. This would allow all
professionals to formally contribute their
view of the patient’s progress and to
record the patient’s own view of their
progress
3. Formal risk assessment recording
should be completed in RiO according to
the policy guidelines

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

in a patients care.

The Ward Managers and
Consultants will remind all
clinical staff of these
documentation requirements
and will discuss with all clinical
staff at ward meetings.
Staff must ensure that the
‘Support Network Engagement
Tool’ is completed for all
patients and should be reviewed
within 24 hours of every
inpatient admission
If any patient refuses to provide
information about their social
network, clinical staff should
revisit the questions at least
daily to ascertain and document
who might be part of the
patient’s social support
network. If a patient continues
to refuse, this must be
documented.

By end of February
2018

By end of February
2018

Matron

Ward
Managers
Ward
Managers

admission. The results are
presented to ward
managers so that they can
be shared in ward
meetings.
Discussed in clinical
governance meeting:
Including ways of nurses
updating the MDT ward
round template prior to
next ward round and it
should also reflect when
actions have been carried
out and discussed. This
should also be done by all
other professionals OT,
Psychology, CCO etc.
Nursing Team to email
community teams to
ensure this is updated.
Ward manager is discussing
with staff during their
supervision and this is a
rolling agenda in team
meetings.
Work continues to
embedding the risk
assessment recording and
completion of the support
network engagement tool.
and using the

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

6. The panel would strongly recommend
that staff be reminded to complete
contemporaneous notes and validate

Review of the policy entitled
“Procedure for
missing/absconding patients or
detained patients who are
absent without leave”
specifically in relation to
assessing risk, local searches
and contacting the police.
Ward Managers to remind all
staff that
• missing/absconding
patients will be
discussed at every
handover and multidisciplinary meeting
•

the DSN/nurse in charge
will be informed

•

an evaluation of the
potential for increased
risk due to the patient
being away from the
ward as decided by the
MDT will be
documented in RiO as
detailed in section 10 of
the above policy

All clinicians will be reminded of
these documentation
requirements and ward

By end February
2018

By end February
2018

By end January
2018

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

Review of policy and
discussion at the MHLOG

Policy reviewed and
amendments made.
Reviewed policy has been
presented to and agreed by
the Mental Health
Legislation Oversight Group
(MHLOG)

Ward
Managers

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

Ward business meeting
minutes show that missing
patients are discussed at
handover at every MDT
meetings. The ward
manager has been asked to
upload examples of these
minutes to Datix.

Matron &
Ward
Managers

Ward managers meeting
minutes
Ward meeting minutes

Ward business meeting
minutes show that missing
patients are discussed at

these consistent with our Oxleas Clinical
managers will discuss with their
Records policy which states that notes
staff at ward meetings.
must be completed by the end of the shift
for ward based staff.

handover at every MDT
meetings. The ward
manager has been asked to
upload examples of these
minutes to Datix.

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

By end of January
2018.

Clinical
Director

A review of the Clinical Records
Policy to take place to include
information on documenting in
a patients notes following a
serious incident.

By end of January
2018

Julie Lucas

Updated policy

The retrospective entries
were reviewed and are
consistent with
documentation by other
professionals. The clinician
was reminded that
retrospective entries can
be made but they must be
clearly marked as entered
retrospectively. The
reasons for accuracy with
timelines were emphasized
to the clinician. She
acknowledged this was an
error on her part and will
ensure that retrospective
entries and clearly marked
as such.
The Trust Clinical Records
Policy gives guidance
primarily to the
management of records
however record keeping
guidance is contained
within the record. The
policy did not require
updating since this incident
action plan was developed.

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

All A&E presentations are
recorded on and can be
accessed via the Connect Care
system. All staff in GTTT will
complete the Oxleas e-learning
on accessing Connect Care.

By end February
2018

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

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

March 2018

CEO & Trust
Executive

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

The E-roster has been set with
staffing levels for annual leave.
The Ward Managers will be
reminded of these levels and
will discuss with their staff at
ward meetings the need to
adhere to their rosters.

By April 2018

All roster requests above the
recommended level of 17% will

By April 2018

Head of
Psychological
Therapies in
Greenwich;

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

This action was allocated to
the Greenwich HTT (Home
treatment team) in error
and should have been
allocated to Greenwich TTT
(Time to Talk) manager.
Training has been
undertaken by staff In
March 2018 to access RiO
which includes Connect
Care.
Safe staffing meetings have
been completed for all
acute Mental Health wards
and one of the
recommendations is to
increase the number of
Band 6 nurses on each
ward from three to four.
This was discussed with the
ward manager on 9 July
and the process of
recruitment will commence
within the next few weeks.

Ward
Managers

E-Roster

This has been discussed
and (minutes kept) in
business, ward managers
and ward meetings
respectively.

Modern
Matrons

KPI reports

The Ward Managers and
Band 6s have attended /

Program
Manager for
Remote
Working

be considered, but will be
granted on an exceptional basis
only following discussion
between the Ward Manager
and the Matron with the
appropriate cover arrangements
made.

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

been invited to rostering
workshops with the first
date on 29 January 2018.

For staff who are not on the
ward e-roster (psychologists and
doctors), ward managers must
be informed of annual leave
plans and modern matrons
should be informed in the event
of multiple members of the
MDT planning annual leave at
the same time.

By end of January
2018

The opportunities for 7-dayweek working for key clinical
staff including OT’s are being
considered.

By end of March
2018

Ward
managers &
modern
matrons

Trust Head of
OT

The Health Roster manager
has committed a resource
to support the wards and
all wards have been visited
to ensure the rostering
practise meets the
standard expected.
Reports are sent to the
wards each month detailing
the roster KPI results.
The head of nursing has
been requested to provide
evidence regarding how
ward managers are
informed of annual leave
plans and that modern
matrons are informed in
the event of multiple
members of the MDT
planning annual leave at
the same time and how
this is mitigated.
The Head of OT has been
reconfiguring to develop
the presence of the OT on
the ward including that
they work throughout the
week including over bank
holidays and weekends.
They have developed this

further to include both
Occupational Therapy and
Physiotherapy Therapeutic
Staffing on all inpatient
wards in Adult Mental
Health, Older People’s
Mental Health,
Intermediate Care and
Adult Learning Disability
Services to cover evenings,
weekends and public
holidays. A discussion
paper has been completed
with agreement in principle
by Service Directors. They
are meeting with HR and
Partnership Team on 9
August and are aiming for
implementation in Autumn.

Board of Directors
6 September 2018
Report Title
Author
Accountable Director
Confidentiality/
FOI status
Report Summary

Item
Enclosure

10
9

Review of implementation of actions following July 2016 Bracton incident
Iain Dimond, Deputy Chief Executive
Iain Dimond, Deputy Chief Executive
N/A

Attached are the two action plans in relation to actions following the Bracton
Incident in July 2016.
The first is a consolidated Forensic Service update incorporating actions arising
from the MG Incident and associated Board Report, and actions from the CQC
visit.
The second is a Health and Safety update covering actions following the Bracton
incident related both specifically to Forensic Services and also to the wider
Trust. Both have been reviewed and updated
Good progress has been made and the majority of actions have been
completed. The key actions to note are:
1. Sharps policy has been extended and amended to include a requirement
for all ward kitchens to use silicone kitchen utensils. This was approved
by the Safety Group in August. These are the only utensils available
through Cardea.
2. All wards checking Kitchen Safety as part of the weekly Sunday checks.
3. Local Security Management Specialist ensuring all wards trained in the
use of cell sense, and using it appropriately. Lockers being introduced so
that visitors don’t bring personal items on the ward.
4. Health and Safety Strategy to be produced by Head of Safety and
Compliance, September 2018. Strategy to incorporate Health and Safety
training plan.

Purpose
(To select
Information
purpose, click on
relevant choice
for drop down
Approval
box)
Recommendation The Board is asked to note the update

To Note
Decison

√

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

Relates to HSE Prosecution Risk in the BAF

The actions identified are required to ensure we maintain safety within our
services for staff, patients and visitors

Forensic Directorate - Combined Action Plan

*Source of recommendation (MG - MG Board Level Inquiry, HSE - HSE action plan, CQC - Directorate CQC action plan)
No

Recommendation

Clinical Practice
1
All Forensic admissions to have
documented management plan – to
form basis of care plan.

Actions

By Whom

Target
Completion
Date

Progress / Next Steps

Sign Off /
Evidence

Source*

• Revised admissions and
pathway manual
• Pre-admissions conference
takes place to develop risk
assessment/ management plan.

Modern
Matrons

November
2016

The Admissions and Pathways
manual has been revised and
updated and addresses
recommendations 1, 2, 3 and 4.

KS/EZ

MG

FAP1

This information has been
cascaded to staff through the
senior nursing group and Doctors
meeting and full implementation is
monitored by the Directorate
Quality Board.
Local MDT pre-admission
meetings have been established.
The framework for these
incorporates the requirement to
develop a risk assessment and
management plan. These have
been observed by the Clinical and
Service Director.

2

All patients admitted to Forensic
Services will be assessed by
responsible clinician within 24
hours.

• Update admissions and
pathways manual to include
review of new admissions by
responsible clinician.

Head of
Nursing
Clinical
Director

November
2016

April 18 Update
All new admissions are discussed
at Bracton Briefing, which is
circulated to all staff
The Admissions and Pathways
manual has been updated to
include the mandatory review of
all new admissions within 24
hours by the Responsible
Clinician or Covering Consultant.
An audit has been undertaken to
check compliance with this
standard, with only one instance
where a review was not
documented within the timescale.

KS/EZ
FAP2

MG

3

Guidance for use of seclusion must
be recorded in the risk assessment/
treatment/care plan.

• Revised admission and
pathways manual to include
pre-admission CPA framework
for managing challenging
behaviours.

Ward
Managers

November
2016

Forensic
Quality /
Core Board

April 18 Update
Reminder sent to all team
managers by Modern matron
The revised Admissions and
Pathway manual outlines the preadmission CPA framework, which
now includes consideration of
strategies for managing
challenging behaviours (1:1, quiet
room, seclusion and rapid
tranquilisation).

KS/EZ

MG

FAP3

Any risk of violence of medium to
high severity will have a
corresponding care plan that
outlines the management plan
including observation levels, use
of intensive care area and use of
seclusion.
This has been checked as part of
the same audit (see 2).
April 18 Update
My crisis Plan implemented in all
areas-SU involved in process and
evaluation of seclusion
Updated Seclusion Policy
Standing item on Security Forum
4

Planned admissions should not
take place on Fridays unless
authorised by Head of Nursing and
Clinical Director.

• Revised admissions and
pathway manual to have
included ‘no admissions on
Fridays’ unless authorised by
Head of Nursing and CD.

Head of
Nursing
Clinical
Director

November
2016

This action has been incorporated
into the Admission and Pathway
Manual.
In the last 6 months there have
been 26 admissions, with none
occurring on a Friday.
April 18 Update
No unplanned Friday admissions
have taken place.
Admission date agreed with
clinical team

KS/EZ
FAP4

MG

5

6

7

Review Forensic Referral policy the
rationale for admissions to be made
clear.

Forensics Referral policy should
explicitly state that patients under
care of another Trust. It is that
Trust who are responsible for
placement.

Next of kin details to be kept in an
accessible location.

• Joint medical/nursing
assessment using structured
admission criteria.
• Update Referrals Meeting
policy.

• Other Trust responsibility for
placement to be made explicit in
Forensics Referral policy.

• To engage HR in updating
staffs personal details.

Head of
Nursing

November
2016

Clinical
Director

Forensic
Quality
Board / Core
Board

Director of
HR
Director of
Estates &
Facilities

November
2016

February 2017

Joint Medical and Nursing
assessment incorporates a
structured admissions criterion.
The Referrals Meeting policy has
been updated to ensure notes of
the meeting incorporate a
summary of the discussions and
outcome, including final decision
and rationale. Referral meetings
are attended by the Clinical
Director and/or Service Director.
April 18 Update
New referrals process, as SLP
single point of access now in
place
Forensic Referrals policy has
been reviewed and updated with
information regarding
responsibility of the Trust for all
referrals received.
April 18 Update
Discussed in each referral
meeting, and database which
records this information is
reviewed weekly
All staff are being asked to update
their next of kin / emergency
contact details on ESR
Employees Self Service.
A spread sheet with emergency
contact details is uploaded to the
Connect system each month for
on-call directors.
An exercise to test the
effectiveness has been
performed.
April 18 Update
Reminder sent to all staff to
ensure personal information is
updated
Agenda item at 7/8 meeting and

KS/EZ

MG

FAP5

KS/EZ

MG

FAP6

SH/RE
FAP7

MG

raised in Bracton Briefing
8

Where staff need to prepare food
with patients, needs to be reflected
in the staffing compliment.

• Ensure additional staff are
booked when needed for meal
preparation.

Trust Safety
Staffing
Group

October 2017

Staff involved in the preparation
and cooking of food are not
included in the staffing
compliment when calculating safe
staffing. The approved business
case for additional staffing
recognises the time staff spend
on food preparation / serving.

KS/EZ

MG

FAP8

A separate business case is being
prepared for the long term
solution for the preparation of
food in Forensic services.
April 18 Update
No food preparation in acute
Food preparation in Rehab areas
is on one to one supervision basis
Restriction on utensils allowed,
cutlery and total ban on glass
9

To review all risk assessments with
a view to violence and aggression.

• Review all risk assessments.

Ward
Managers

October 2016

Health &
Safety Team

10

Need for more robust searches.

• Conduct weekly searches,
supported by senior staff.
• Continue daily perimeter
searches.

Head of
Nursing

May 2017

Environmental risk assessments
completed. Monitored via
Compliance Register.
April 18 Update
All risk assessments have been
completed annually
New search processes are in
place for patient and visitors that
access the clinical area. All
searches are conducted at the
front reception. If shifts cannot be
covered then searches revert to
being conducted on the wards.
The approved business case for
additional staffing includes the
establishment of three new HCA
posts to ensure the search rota is
fully covered.
April 18 Update
All staff search trained
All visitors and patients are

KS/EZ

HSE

FAP9

KS/EZ
FAP10

HSE

11

12

13

Audit of Care Plans

Review therapeutic activities at
Bracton.

All staff need to be aware of
Observation policy.

Carry out care plan audit - each
new admission for:
• Consultant review in 24
hours
• V&A risk assessment
• Risks reflected in care plan

Quality
Manager

• Undertake a review of activities.

Head of OT

• Raise awareness of observation
policy.

Director of
Nursing

March 2017

February 2017

March 2017

searched and this is documented
Cellsense utilised in reception,
and second in Kelsey for all new
admissions
Search team established
Specificaton agreed for delivery of
security service - to be market
tested
Audit completed.
• Five out of six admissions
had documented
consultant review within
24 hours
• Four out of six admissions
had documented violence
and aggression risk
assessment (three using
Broset)
• In one instance the
violence and aggression
risk assessment outcome
was not reflected in the
care plan
Review included all activities
where there was access to sharps
or potential to cause harm with
equipment. Review included
service users and Heads of
Occupational Therapy from other
Forensic Units.
Completed. Published on
Intranet.

KS/EZ

HSE

FAP11

KS/EZ

HSE

FAP12

KS/EZ

HSE

FAP13

14

Regulation 12 - Trust must comply
within MHA Code of Practice (2015)
guidelines on seclusion rooms Heath did not meet standard.

• Review of seclusion facility.
• Ensure design solution meets
COP guidelines.

Director of
Estates and
Facilities

May 2017

April 18 Update
Observation Policy was Policy of
the Month in April and Is part of
Induction for all nurses
Has been raised at both Bracton
Briefing and 7/8 meeting in
March/April
Seclusion review completed.
Redesign and development of
Heath seclusion room completed
May 2017.
April 18 Update

KS/EZ
None

CQC

Business cases being developed
for the creation of further
seclusion areas in Burgess and at
Memorial
15

16

17

18

Regulation 9
(a) Need for robust MCAA.
(b) Patients did not get all
information they required.
(c) Some patients did not
understand side effects of
treatment.
(d) Some records did not include
patients’ views.

Staff to record when they give
patients a copy of Care Plan.

Patients must be routinely informed
of rights under Section 132.

Patients must be given a copy of
Section 17 Leave form.

• Improve consistency of capacity
assessments.
• Improve information sharing.
• Review all patients in terms of
mental capacity.
• Carry out sample audit for each
ward.
• Doctors will ensure patient are
offered a leaflet on prescribing
of drugs.
• Develop medical rights leaflets.
• Display information on ward.
• Produce guidelines for capacity
form on RIO.
• Update T2 form.
• Liaise with HR regarding Ward
Round proforma to include
‘rights’ section.
• Request additional indicator to
iFox clinical task list.

EZ

• Include guidance in patient
pathway manual.
• Request for inclusion in iFox
clinical task list.

LC

• Include guidance in Patient
Pathway manual.
• Request for inclusion in iFox
clinical task list.

LC

• Check with Lisa Moylan.

EZ

EZ

July 2016

Complete.

October 2016

Complete.

KS/EZ

CQC

KS/EZ

CQC

KS/EZ

CQC

KS/EZ

CQC

LD/JR
EZ
EZ/ LD

st

31 December
2016
November
2016

Complete.

Complete.
EZ
Complete.
EZ
Complete.
LC
Complete.
December
2016
May 2017

May 2017

March 2017

Report now available in iFox to
check compliance.
April 18 Update
Patient feedback is reviewed in
PEG-including concerns with care
planning
Report now available in iFox to
check compliance.
April 18 Update
Report received monthly from
MHA detailing any breaches.
Staff reminded to complete tick
box. Peer review checks.
Practice improvement workshop
th
for 16 February 2017. A new
Section 17 leave form has been
produced.
April 18 Update

Re audit completed in April 18
Environment
19
Trust Major Incident Plan and
Emergency Response to be
reviewed.

Review response to major incident
to identify any learning points,
specifically considering:
•
•
•

Use of Radios
Gaining access to medium
secure facilities
Emergency co-ordination
room (at site of incident)

Director of
Estates and
Facilities

December
2016

Director of
HR

An internal review of the incident
response has concluded that the
response was appropriate and no
major amendments are required
to the Major Incident Plan,
although some lessons have been
learnt and have addressed.

SH/RE

MG

KS/EZ

MG

This review was undertaken
following the emergency services
post incident review, attended by
Trust H&S. A further review was
attended with the police and
nd
Bracton staff on 2 November
2016, and learning identified. A
consolidated report has been
produced and is being
implemented.
May 18 update

20

Full independent review of safety
and security within Forensic
Services, including culture and
safety.

• Engage an independent review
of physical and procedural
security, including policies and
culture.

Forensics
Quality
Board

May 2017

Radios now being used routinely,
policy in place
Emergency checklist in place
Grab Bags in place. Multi agency
exercise to be held late 2018 /
early 2019 (Echo)
Paper detailing the approach
approved by the Executive Team
in February 2017. External visit
th
and assessment held 8 May
2017. Changes being introduced
based on the findings. These
include:
-

-

-

New search process,
including searching of
staff and visitors
Requirement for all staff
to attend one day security
training
Upgrades to security
cameras
Refinement of guidance

FAP20

on certain contraband
items

21

22

Immediate review of application of
Search policies by LSMS office.

Forensic Patient Safety Group to
carry out a quarterly thematic
review of all security incidents.

• Engage LSMS to conduct a
review of current policy/practice.

• Quarterly audit of kitchen
incidents to commence.

Head of
Nursing

Forensic
Patient
Safety Group

December
2016

October 2017

May 18 Update
Security Manager appointed.
Service specification agreed for
tender of security services.
Number of other improvements
made - awaiting delivery of new
personal attack alarms.
The search policy has been
reviewed and ratified.
All patients returning from leave
are searched on their return to the
unit, by 2 staff members, one of
whom has undertaken the
specialist training. This has been
enabled by the appointment of an
additional trained member of staff
in reception 10am - 6pm. Spot
checks of compliance are being
undertaken by Modern Matrons.
Ward searches to be conducted
weekly, incorporating a number of
sample bedrooms and all
communal areas, but are now
undertaken during the week and
supported by senior staff.
The approved business case for
additional staffing includes the
establishment of three new HCA
posts to ensure the search rota is
fully covered.
The Security Forum at the
Bracton Centre considers monthly
incident data in relation to use of
seclusion and absconds and
produces a quarterly report for
review by the Patient Safety
Group. This group will now
include in its monthly review all
incidents related to contraband.
May 18 Update
Security Forum has updated and

KS/EZ

MG

FAP21

KS/EZ
FAP22

MG

revised TOR. Kitchen incidents
reviewed at PSG (yearly thematic
review) in May 2018.
23

Patient access to Henri’s Café to
cease to enable enhanced security
measures to be put in place.

• Engage refurbishment work.

Director of
Estates and
Facilities

April 2017

Head of
Nursing

24

25

Need for shuttered hatches to
kitchen walls.

Access magnetic field searching
equipment.

• Engage work to fit shutters.

• Purchase magnetic field
searching equipment.

Director of
Estates and
Facilities

February 2017

Director of
Estates and
Facilities

May 2017

• Close acute ward kitchens.

Director of
Estates and
Facilities
Head of
Nursing

April 18 Update
Patient access reinstated in Nov
2017 after refurbishment
No glass or sharps in area
New airlock in place to ensure
kitchen staff safety
All works completed to ward
kitchens and Henri’s. Henri’s
opened later than planned (see
23).
Cellsense in place and in use
from May 2017.

KS/EZ

HSE

None

KS/EZ

HSE

None
KS/EZ

HSE

FAP25
April 18 Update
Cell sense also placed in Kelseyall new admissions are searched
with this equipment

Head of
Nursing
Safety
26
Acute wards (Burgess, Crofton and
Heath) kitchens to be closed.

Refurbishment work is complete.
Henri’s re-opened to service
users in October 2017. This was
later than originally planned due
to refinements to the works
undertaken and including safety
screens on the stairwell.

July 2016

Kitchen areas in acute wards
have been decommissioned and
re-designated to serveries for
preparing breakfast (toast and
cereal) and light lunches (preprepared sandwiches). These
areas are not accessed by
patients. Main meals are cookchill and delivered to the wards
from where they are served. A
business case is being developed
for the long-term preparation of
food at the Bracton, but ward
based kitchens in acute units will
not be re-commissioned.

KS/EZ
None

MG

No

Recommendation

Actions

By Whom

27

Review all other kitchens in
medium/low secure. Physical
environment changes to be
prioritised as a matter of urgency.

• Engage a review of kitchens.
• Agree needed changes with
Estates.

Forensic
Patient
Safety Group

28

Review all security risk
assessments.

• Carry out a review of security
risk assessments.

Ward
Managers

Target
Completion
Date
February 2017

October 2016

Health &
Safety Team

29

Assessment of blind spots needed.

• Assess blind spots.

Director of
Estates and
Facilities

April 2017

Head of
Nursing

30

Monthly incident report to go to
Ward Manager.

• Get filtered reports out to Ward
Managers.

Head of
Nursing
Ward
Managers

September
2016

Progress / Next Steps

Sign Off /
Evidence

Source*

A review of all other kitchens in
medium and low services has
been undertaken and a risk
assessment of sharps been
carried out and actioned. The
revised kitchen access and
therapeutic sharps policy is in
place for all kitchens which
documents, with pictures, the
limited sharp utensils permissible
and how they are managed.

KS/EZ

MG

Some changes to the physical
environment have been identified
and are being implemented.
These works are completed in
medium secure acute wards.
Environmental risk assessments
completed. Monitored via
Compliance Register.
May 18 Update
Annually completed - all areas
compliant.
All wards and communal areas
have been assessed for blind
spots and these have been
marked for inclusion in the
violence and aggression risk
assessments. Parabolic mirrors
have been installed to mitigate
this risk.
Aug 18 Update
All mirrors fitted. One further
corridor to be reviewed.
All wards receive monthly incident
reports that can be filtered.
Support to be given to ward
mangers in the use of this
information so that it can be
effectively considered to ward
business meetings.

FAP27

KS/EZ

HSE

FAP28

KS/EZ

HSE

None

KS/EZ
FAP30

HSE

31

Incident re contraband to be
included in Security Forum.

• Review contraband incidents in
monthly Security Forum.

Head of
Nursing

April 2017

32

Need for a senior safety &
compliance post.

• Advertise post.

Director of
Estates and
Facilities

April 2017

Director of
Estates and
Facilities

February 2018

33

Need for further major incident
exercise with Police and Fire
Brigade.

• Set date for joint exercise.

34

Ensure managers are competent to
monitor / manage incidents.

• Set up training sessions

Patient
Safety Team

December
2016

35

Regulation 12
(a) Ligature assessments for
communal areas.
(b) Laundry room on Heath.

• Complete ligature audits of
communal areas.
• Action plans following audit.
• Update Directorate risk register.
• Standing item in Patient Safety
Group.
• Carry out remedial works.
• Signs to communal areas.
• Review patient suitability for
Farmhouse and Joydens at 6

Director of
Estates and
Facilities

September
2016

Head of
Nursing

April 18 Update
Live analysis available on Datix
All managers receive Datix alerts
for their areas. Security Manager
Receives all incident reports for
Forensic services
All security incidents are reviewed
routinely at the Security Forum
Safety and Compliance Lead (8b)
and Safety and Security Manager
(7) recruited to and in post
September 2017. Safety and
Security Manager acts as the
Trust’s LSMS.
Exercise Echo, a multi-agency
emergency exercise is scheduled
for early 2018. This date is set by
the emergency services.
May 18 Update
Exercise now likely to be late
2018 / early 2019.
Two types of training are
available. For senior managers
aimed at band 7+8 and some
supporting Band 6's there is the
incident manager sign off training.
The other training is face to face
and delivered on a monthly
basis. This is aimed at all staff on
how, why and what to report via
Datix. Learning & Development
hold records of all training
completed.
All actions completed although
some remedial works still
required, however ligature risks
are managed locally and each
clinical area has a ligature risk
assessment folder which details
where ligature risks are and how
they are managed.
May 18 Update

KS/EZ

HSE

FAP31
RE/KS

HSE

FAP32

KS/EZ

HSE

FAP33

KS/EZ

HSE

KS/EZ

CQC

None

months CPA.

36

37

38

Regulation 18 - staff in secure
areas must not work alone on a
ward. Insufficient staff on
Birchwood.
Trust must comply within its own
policy on banned/restricted items.

Need to produce a Sharps policy.

• Remove Birchwood staff from
out of hours response team.
• Additional pilot of 3 x Band 2
HCAs.
• Reduce all plastic bags and
encourage the use of canvas
bags for shopping.

• Develop a Sharps policy.
• Periodic checks by Service
Managers.

Standing agenda item in the PSG
All ligature assessments have
been completed.
Head of
Nursing

September
2016

There is now never lone working
on Birchwood.

KS/EZ

CQC

FAP36
Head of
Nursing

Head of
Nursing

September
2016

February 2017

39

Management of razors and
restricted items.

• Put new procedure in place.

Head of
Nursing

September
2016

40

Need to replace ward cutlery with
plastic cutlery.

• Replace existing cutlery.

Modern
Matrons

January 2017

Lockable bins identified and
ordered for us in kitchen / server
areas. Paper bins liners in
bedrooms. Plastic bags are only
permitted in supervised areas.
June 18 Update
Plastic bags are banned from
clinical areas. A Log of blanket
restrictions and associated policy
for their agreement is in place.
New Interim Sharps Policy
produced and approved at Patient
Safety Group. Available on
Intranet, supported by article
publicising changes.
May 18 Update
Sharps check was completed by
Security Manager in March 18
New procedure in place.
A security nurse is allocated per
shift to manage this process.
All ward cutlery has been
replaced.

KS/EZ

CQC

FAP37

KS/LD

HSE

FAP38

KS/LD

HSE

KS/LD

HSE

FAP40
Ward
Managers
Training
41
Need for additional specialist
training.

42

Staff must receive training on MHA
Code of Practice.

• Book specialist training.

• Engage training for staff.

Head of
Nursing

Head of
Nursing

April 2017

May 2017

Searches at reception always
undertaken by staff who are
specialist trained.
April 18 Update
Searching is now part of PMVA
training
Completed.

KS/EZ

HSE

KS/EZ

CQC

43

Need for IOSH training.

• Source and engage training.

Director of
Estates and
Facilities

July 2017

April 18 Update
We will need to ensure all new
staff have access to this trainingmodern matrons to arrange
update
Kennedys delivered awareness
training to Board and Executive
Team. Safety and Compliance
Lead (8b) to advise on further
additional requirements.
May 18 Update
We have a fully qualified IOSH
Lead in Forensics (LG)

*Source of recommendation (MG - MG Board Level Inquiry, HSE - HSE action plan, CQC - Directorate CQC action plan)

RE

HSE

Bracton Incident - Trust-wide Action Plan (update August 2018)
Category
Kitchen Safety

Bracton Specific Action
Therapeutic sharps policy has been produced which limits utensils allowed
on wards and documents how they must be managed. Only 3 items are
allowed on acute wards and 9 on rehabilitation wards. Any knives are
plastic and modified for enhanced safety. Any changes to this list must be
agreed through the Security Forum.

By Whom
LD

Target
Completed

Progress and Next steps
Periodic checks by senior managers and annual health and safety team check.
All items locked in safe along with pictorial inventory.
Silicon kitchen utensils have been selected and are now the only type that can be
purchased through Cardea. (June 2018)
August update
Sharps Policy extended and updated. Incorporates additional requirement for
silicone kitchen utensils. All inpatient services to replace utensils.
Kitchens continue to be checked as part of Food Hygiene inspections and Health
and Safety inspections.

FS-N

Modern Matrons
Acute ward kitchens have been decommissioned and are used only for
preparation of light snacks e.g. sandwiches and fillings for jacket potatoes
and soup warmed in the microwave.

JE/LD

Completed

All kitchens have been reviewed to ensure safe management, with actions
identified, and are being checked by the health and safety team and senior
management at the Bracton.

JE/LD

Completed

Kitchen areas in acute wards have been decommissioned and re-designated to
serveries for preparing breakfast (toast and cereal) and light lunches (preprepared sandwiches). These areas are not accessed by patients. Main meals are
cook-chill and delivered to the wards from where they are served. A business
case is being developed for the long-term preparation of food at the Bracton, but
ward based kitchens in acute units will not be re-commissioned.
A review of all other kitchens in medium and low services has been undertaken
and a risk assessment of sharps been carried out and actioned. The revised
kitchen access and therapeutic sharps policy is in place for all kitchens which
documents, with pictures, the limited sharp utensils permissible and how they are
managed.

Evidence of Completion
H&S staff checks
All Bracton kitchen areas have been
reviewed as part of the annual
inspection.
Green Parks House, Woodlands and
OH have been checked as part of the
annual inspection.
HTT Units kitchens have been
reviewed.

Confirmed during annual H&S checks

Confirmed during annual H&S checks

Some changes to the physical environment have been identified and are being
implemented. These works are completed in medium secure acute wards.
Non acute wards receiving cook chill food currently, but all wards except
Birchwood and Joydens will change to freshly prepared meals from Henri’s on a
phased basis from September 2018.

FS-N/JM

Patient access to Henri’s has ceased to enable enhanced security and
safety measures to be implemented.

JE/LD

Completed

Patients have access to the Henri’s seating area only when the kitchen is
not in use and not accessible.

Risk
assessments

Search
Procedures

Violence and Aggression RAs on all Bracton wards have been reviewed and
improved and Safe Systems of Work put in place.

H&S/Ward
Managers

Completed

The policy has been changed so that risk assessments will be reviewed
annually rather than every two years, supported by a health and safety
manager, and take account of all violence and aggression incidents in the
preceding year.

JS

Completed

Security RA’s for all Bracton wards have been reviewed and updated

LD

The Search Policy has been reviewed and ratified
All patients returning from leave are searched on their return to the unit,

Completed

JS/LD

Completed

LD

Completed

On- going ACTION:
All wards check Kitchen Safety as part of their weekly Sunday check.
Periodic checks by senior managers to be undertaken and annual Health and
Safety check
Refurbishment work is complete. Henri’s re-opened to service users in October
2017. This was later than originally planned due to refinements to the works
undertaken and including safety screens on the stairwell.
Patient access reinstated in Nov 2017 after refurbishment
No glass or sharps in area
New airlock in place to ensure kitchen staff safety
Monitored through Compliance Register of results of annual H&S audits as
recorded.
Monitored through Compliance Register of results of annual H&S audits as
recorded

Checked by H&S team prior to
opening

Compliance Register –
Updated annually on each health and
safety inspection
Compliance Register –

V&A RA’s all up to date

Updated annually on each health and
safety inspection

Monitored through Compliance Register

Compliance Register –

Annually completed - all areas compliant.

Updated annually on each health and
safety inspection
Checked by Bracton Security Manager

New search processes are in place for patient and visitors that access the clinical
area. All searches are conducted at the front reception. If shifts cannot be
covered then searches revert to being conducted on the wards. The approved

Witnessed by H&S Team

by 2 staff members, one of whom has undertaken the specialist training.
This has been enabled by the appointment of an additional trained
member of staff in reception 10am- 6pm. Spot checks of compliance are
being undertaken by modern matron.

business case for additional staffing includes the establishment of three new HCA
posts to ensure the search rota is fully covered.
April 18 Update
All staff search trained
All visitors and patients are searched and this is documented
Cellsense utilised in reception, and second in Kelsey for all new admissions
Search team established
Specification agreed for delivery of security service - to be market tested
All patients and visitors are searched, this is currently being done by bank staff,
but LSMS has written a specification for this to be outsourced to a private security
company.

Training records

Tender evaluation 8 August 2018.
Staff are trained in room searching and room searches are carried out when
required. Also random dog searches are undertaken. All searches are
documented.

Service specification and tender
advertisement
Documented and held at Bracton.
Datix reports completed when
contraband is found.

th

Ward searches are now more robust. They continue to be conducted
weekly, incorporating a number of sample bedrooms and all communal
areas, but are now undertaken during the week and supported by senior
staff.

LD

Completed

Perimeter searches will continue to be undertaken daily but the need to
focus on contraband has been reinforced.

LD

Completed

Perimeter checks are carried out daily by the co-ordinator and documented

Documented and held at Bracton

Additional specialist search training has been booked to ensure all staff
have been trained by March 2017

LD

Completed

Additional search training has been carried out.
Searches at reception always undertaken by staff who are specialist trained.

Training records held at Bracton
PMVA training records held by
Learning and Development

Searching is now part of PMVA training

Identification
of blind spots

Datix reports completed when
contraband is found.

All wards and communal areas have been assessed for blind spots and
these have been marked for inclusion in the violence and aggression risk
assessments.
Parabolic mirrors have been ordered for installation on all wards to
mitigate this risk.

LB/LG/Ward
Manager

Care Plans

Care Plans - audit of care plans undertaken immediately following the
incident

KS

Incident
Reporting and
monitoring

All wards receive monthly incident reports that can be filtered. Support to
be given to ward managers in the use of this information so that it can be
effectively considered in ward business meetings.
st

Thematic review of kitchen incidents will take place on 1 December 2106
and quarterly thereafter

LD/GM

Completed

Completed

Completed

LD & PS

Completed

A thematic review of all security incidents will take place on 7 December
2016 and monthly thereafter

LD & PS

Completed

The Security Forum at the Bracton Centre considers monthly incident data
in relation to use of seclusion and absconds, and produces a quarterly
report for review by the Patient Safety Group. This group will now include
in its monthly review all incidents related to contraband

LD

Completed

Hatches

Shuttered hatches are being fitted in kitchen walls to allow
communication without opening the door, ‘slam shut’ doors being fitted.

LB

Completed

Search
equipment

Magnetic Field Searching equipment being assessed to support searches.

RE/KS
JS & LG

Completed

th

All wards and communal areas have been assessed for blind spots and these have
been marked for inclusion in the violence and aggression risk assessments.
Parabolic mirrors have been installed to mitigate this risk.
August update
Mirrors installed in all areas identified. To continue to kept under review.
For every new admission there is an audit of compliance with;
- Consultant review within 24 hours
- A documented assessment of the risk of V&A
- Reflection of such risk in patient care plan.
N/A

The Security Forum at the Bracton Centre considers monthly incident data in
relation to use of seclusion and absconds and produces a quarterly report for
review by the Patient Safety Group. This group will now include in its monthly
review all incidents related to contraband.
May 18 Update
Security Forum has updated and revised TOR. Kitchen incidents reviewed at PSG
(yearly thematic review) in May 2018.

All works completed to ward kitchens and Henri’s.
Further work being undertaken at Greenwood and Hazelwood.
ACTION: Agreed that slam shut doors not to be universally fitted.
Cellsense in place and in use from May 2017.
April 18 Update
Cell sense also placed in Kelsey-all new admissions are searched with this
equipment

H&S Team checks

Monthly care plan audit ( KS)

Seen at Patient Safety Group
H&S team discuss with ward
managers at Health and Safety
checks. Greater awareness evident
KS confirmation that this takes place.
Minutes provided.
As above
KS confirmation that this takes place.
H&S in attendance at PSG

H&S Adviser checks now in place and
complete
Equipment seen. Also in Green Parks
House and Oxleas House

Category

Bracton Specific Action

By Whom

Target

Management of
contractors

The policy and procedures for the management of contractors is being
reviewed

JS, VH & LD

Completed.

Other actions
planned

Review of all therapeutic activity in the Bracton Centre

JS & PF

Completed

Safety Culture

Review of safety and security culture as per MG action plan

LD/EZ/RE

Completed

Incident
Response

Progress and Next steps
th

Policy completed. Approved 16 January 2017
Security awareness training for regular contractors including Rydons and
Interserve has been completed.
Review included all activities where there was access to sharps or potential to
cause harm with equipment. Review included service users and Heads of
Occupational Therapy from other Forensic Units. Implements reviewed and
removed where appropriate
th
External visit and assessment held 8 May 2017. Changes being introduced based
on the findings. These include:
New search process, including searching of staff and visitors
Requirement for all staff to attend one day security training
Upgrades to security cameras
Refinement of guidance on certain contraband items
Security Manager appointed. Service specification agreed for tender of security
services. Number of other improvements made - awaiting delivery of new
personal attack alarms.
Incidents being reviewed.

New procedure is on place for the management of razors and other
restricted items. A security nurse is allocated per shift to manage this
process.

LD

Completed

Major Incident Plan reviewed in the light of the incident response, taking
account of the findings for 3 separate review meetings led by the Trust,
the fire brigade and the police.

RE/JS

Reviews
Completed

No change required to Major Incident Plan.
Action plan being implemented based on learning from incident response.
Progressing well.

Further major incident exercise requested by police and fire brigade

JM, FS-N

Oct 2018

Arranged for Oct 2018 by Oxleas H&S and Emergency Services.
Additional Gold command exercise also being planned.

Evidence of Completion
LG confirmed
H&S team involved in process

Checked by Bracton Security Manager

Witnessed by H&S

Major Incident Plan

Category
Review of food
preparation

Trust-wide Actions
Trust wide review of meal preparation and kitchen management.

By Whom
LS & SS

Target & progress
Completed

Progress and Next steps

Evidence of Completion

All meal prep reviewed and the following agreed:
Chef preparing food on ward:
Oaktree
Hazelwood
Greenwood
Atlas
ACTION: Some modifications to some kitchen access required and underway.
Restricted implements in use until work completed.

AW/Service
Managers

Cook Chill:
Barefoot
All acute wards and Bracton rehab
Bracton to introduce freshly prepared meals from Henri’s to replace cook chill on
phased basis, beginning with lunches in August and evening meal in September.

Policies

Trust Search Policy being reviewed and compliance checked.

SS & LG

Completed

JW

Training records

Completed

Monitoring section added Version 4.3 April 2017 including Observation
Competency Checklist

Available on the Ox

November 2018

Kennedys delivered H&S training presentation to the Board.
Action: Head of Safety and Compliance to deliver training to Exec Team Autumn
2018.
Wider training needs to be identified and plan developed following completion
of Health and Safety Strategy ( Autumn 2018)
Julian Moss new Head of Safety & Compliance in post as of 18th September 2017

Board agenda

Standardised training package developed, a train the trainer event held with plan
to enable cascade to all staff by end December 2017

Available on the Ox

Health and Safety
training

Board and Executive Health and Safety training being commissioned.

Post

Senior Safety and Compliance post to be created.

RE

Completed

Observation
Policy

Raise awareness on observation policy to be undertaken, ensuring
all staff have signed off competency.

JW/SS

Completed.

JM & RE

Policy on Ox

Initial training for cell sense metal detection between June - August 2017
when the Trust first introduced at, Bracton Centre, Green Parks House, Oxleas
House, Memorial, Woodlands and Goldie Leigh. Now incorporated into supine
training along with POMOVA.

LG/Modern
Matrons

Observation Policy reviewed and requirement to ensure
competency reinforced.

Patient self -catering:
Pre-discharge wards – Birchwood and Joydens
Policy completed but evidence that search not being undertaken.

In post

Monitoring section now added (Section 12) Version 4.3 April 2017.
Current version is V4.6
Review of H&S
practice and
culture

Independent trust wide review of health and safety practice and
culture planned.

JM & RE

September 2018

ACTION: Review being undertaken by new Head of Safety and Compliance and
strategy to be completed September 2018

Kitchens

Service directorates have checked ward kitchens to ensure no sharp
knives are present.

H&S (BD)

Completed

August update: Sharps Policy extended and updated. Incorporates additional
requirement for silicone kitchen utensils. All inpatient services to replace
utensils. Silicon kitchen utensils are now the only type that can be purchased
through Cardea. (June 2018)
Kitchen safety being checked as part of weekly Sunday check regime.

Ward managers

Training

Additional training given to LSOs on completion of V&A RAs. Further
training may be required

Completed.

Kitchens continue to be checked as part of Food Hygiene inspections and Health
and Safety inspections.
Six training sessions have been held and drop in clinic to support completion of
Safe Systems of Work.
New training package being designed by H&S Team for risk assessments and

‘Do you know what to do about
sharps’ article on the OX.
Updated information on sharps
web page on the Ox
New policy circulated and going to
Aug Safety Group.
H&S staff confirm initial delivery of
LSO training

safety management principles. To be delivered starting Autumn 2018.
LSO role changed
JM

Audits

Cutlery
Risk Assessments

Blind Spots

Crockery

Additional training given to managers in monitoring and
investigating incidents. Further training may be required

JS

Completed as part
of training above

A snap shot audit of compliance with observation policy was
conducted on all mental health in October 2016. High level of
compliance found.

SS

Completed

Ward cutlery on acute MH inpatient wards and Atlas House to be
replaced with plastic cutlery. This has been sourced and advised to
ward managers for local ordering.
Violence and Aggression Risk assessments being reviewed with
support from Health and Safety team

MM/Ward
Managers
LG, JS & VH with
LSO’s

ACTION: Any wider training needs to be identified and plan developed following
completion of Health and Safety Strategy ( Autumn 2018)
Further training can be delivered if requested by services.

H&S staff confirm initial delivery

Audit undertaken January 2018. A re-audit was conducted of the use of
observation policy forms in our adult mental health, older adult mental health,
and forensic wards (n=21) in July 2018. 5% (n=1) of the 21 wards visited were not
using the forms from the Observation Policy. The forms used on this ward were
modified as described above. This is an improvement from the previous audit
(21%), this demonstrates that there is still work to be done to ensure that all
wards are using the right forms for recording observations. Of the wards visited
in person, there were eighteen wards (86%) where the actual time seen was
recorded (rather than 00, 15, 30, 45). When compared to the results of the
previous audits (26%), this represents an improvement.

Policy on the Ox includes
monitoring section.

Completed.

Trust wide policy published February 2017. Individual risk assessments carried out
for specialist requirements in older peoples services.

Random checks by H&S

Completed – on
second cycle

Risks assessments continuing to be reviewed by Health and Safety team across all
other services.

Audit of compliance to Nursing
Executive Committee

Reviewed each visit to kitchen
Compliance Register
Reviewed annually

Security Risk Assessments being reviewed by the Health and Safety
team

LG with LSO’s

Completed – on
second cycle

June 2018 figures - 64% reviewed within previous 12 months
Risks assessments continuing to be reviewed by Health and Safety team across all
other services.

All wards are being assessed for blind spots, which are being marked
on a plan and incorporated into Violence and Aggression risk
assessments. Mirrors to be installed where appropriate.

LG & VH with
FM’s

Completed

June 2018 figures - 78% reviewed within previous 12 months
Mirrors installed.

Witnessed by H&S

Crockery samples are being reviewed to standardise across all wards

MM/Ward
managers

Completed

FM’s agreed a standard product and in place now on all wards.

All mirrors are now installed and
have been reviewed by VH.
H&S staff confirm in wards

As above
Reviewed annually

Board of Directors
6 September 2018

Item
Enclosure

11
10

Report Title
Author

Quality Improvement and Innovation Committee Report
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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 July 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.

1

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
active Qi project presentations
Improving the Trust leavers processes (corporate project)
This project has commenced to support managers in more clearly understanding what to do and
who to contact when a member of staff leaves the trust. This was in response to reports that IT
accounts were sometimes being left open and iPads were not always being collected back in as
correct leaver’s processes were not consistently followed. A checklist is being developed in order
to help streamline these processes. It is expected that this will save money by preventing the
unnecessary reordering of equipment and will reduce information governance risks by ensuring
accounts are closed in a timely manner. Following the correct procedure will also prevent people
being paid once they have left the Trust, something which does on occasion occur.
Increasing privacy for service users (Crofton Clinic, Bracton Centre)
This project has piloted the use of mobile phones by service users on Crofton Clinic, medium
secure unit. This project aimed to increase privacy and allow easy access for service users to
communicate with family and friends as well as reducing restrictive practice. Service users were
required to meet certain criteria before being able to have a mobile phone, namely: not have
any pending court cases, to have been admitted and assessed over a course of six weeks and to
have met other risk criteria. Data collection has commenced and early results indicate an
increase in patient experience in relation to privacy. Positive verbal feedback has also been
gained from service users, staff and a family member.

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:
• Quality Improvement team composition
The Qi programme commenced in Oxleas four months ago and the Head of Qi, three Qi Leads,
Project Support Officer and the Data Analyst are now in post. A vacancy remains for a Qi
Communications Officer role; this has been advertised once and the job description for the
communications team portion of the role is in the process of being reviewed prior to readvertising.
• Quality Improvement Training
The business case detailed that internal Qi training would commence from September 2018.
This has already commenced and a summary of Oxleas Qi training to date is provided below.

Training data
Number of staff who have received intermediate level Qi training
Number of staff who have received internal Qi training:
- 2 day foundation level
- 1 day compact Qi
- Qi for Senior leaders
Number of staff booked to attend compact Qi training in 2018
Number of remaining spaces on the eight scheduled Compact Qi training dates in 2018
Number of staff booked to attend Qi for Senior Leaders in 2018

4

Total

29
50
7
214
81
5
390

Discussions are on-going with SLAM to hold further foundation level training for Oxleas staff.
Ad-hoc Qi awareness sessions continue across the Trust (we are unable to provide specific numbers
of staff who have attended these events). These sessions range from 1 hour to 4 hour sessions (the
junior doctors core training falls under the 4 hour session)
• Oxleas Qi Projects Update
Detailed below is a summary of the Qi projects commenced or planned across the trust.
Directorate Project Status
Projects
Projects
Total
commenced
planned
Trust wide
2
0
2
Children and Young People
3
4
7
Forensic and Prisons
5
4
9
ALD
2
5
7
Corporate
3
5
8
Bexley
2
8
10
Bromley
6
4
10
Greenwich
4
11
15
27
41
68

3

Trust wide projects
The two Trust wide projects relate to reducing physical violence and purposeful admissions. The project scope diagram for the reducing violence project is detailed
below. The purposeful admissions project is no yet at the point of developing this.

Life Qi
Currently 33 of the 68 commenced or planned projects have been registered on Life Qi. Additionally, 90
Oxleas staff members have registered to use this system. Figure 1 below details Life Qi user growth since
commencement of the Oxleas Qi programme in April 2018.
Figure 1: Life Qi user growth

Of the 33 projects registered on Life Qi, six have a progress score of 3 or above. These six
projects are summarised below.
Progress
Score
3
3
3.5
4
4
4

Project Aim/summary
To reduce wait times for ASD assessments in Greenwich INDT to 6 months by August
2018.
To develop a shared care digital platform for children and young people with ADHD
To improve privacy when communicating with friends and family on Crofton Ward
within 3 months (October 2018)
To increase the uptake of lipid monitoring for CPA clients to 80% by October 2018
To introduce a ‘whole team approach’ to a multi-professional team, through a process
of self-review
For a system to be developed to ensure that 100% of patients on Greenwood are
offered an ECG annually and re-offered within 3 months if they decline, by the end of
July 2018

Directorate
CYP
CYP
Forensic
and Prisons
Bexley
Bexley
Forensic
and Prisons

Progress score definition:

3 – Modest improvement: some successful tests of change and small scale implementation
3.5 – Improvement: testing and implementation continues and additional improvement towards aim
is seen
4 – Significant improvement: expected results achieved, implementation begun

Oxleas Annual Members Meeting
The AMM has been confirmed for Wednesday 26 September 2018. From 2.30pm – 4.30pm there will
be a Qi showcase followed by the formal AMM.
Colleagues who have completed or almost completed Qi projects are in the process of being
approached to have a stall at the Qi portion of the event. Presentations and posters will focus
on project outcomes.
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Report Summary

The Workforce Committee met on 18 July 2018.
Workforce KPI
The committee reviewed progress against the workforce KPIs and was encouraged
there was continued improvement in many indicators, including vacancies, sickness
absence, and agency spend. It was noted that the vacancy rates in Prisons, which
remained high, were being actively addressed. Work to streamline the recruitment
process was underway with a focus on implementing Trac in August. Targets in relation
to mandatory training, supervision and local induction had also been achieved. The
committee also noted that focused work was taking place with professions and
directorates that were not consistently achieving supervision targets.
Agenda for Change pay framework
The Trust would be implementing the new Agenda for Change pay framework for all
staff covered under the terms with new pay arrangements in place from July and
arrears in August. Funding for the pay deal was based on staff in post in January 2018
and this was expected to have a financial impact. Our arrangements with contractors to
pay their staff on AfC rates would also contribute to the financial pressure. Further
work would be undertaken to determine systems for incremental progression that were
consistent with the framework.
Medical Revalidation Report
The committee considered the findings in the quality report of the Higher Level
Responsible Officer, NHS England - London. This was the first independent verification
of the quality of medical revalidation systems in Oxleas and was undertaken in
November 2017. It was noted that the report was complimentary and identified a range
of exemplary practice. All actions to address all the suggested areas of development
had been completed.
Staff Survey
The committee noted two trust-wide actions in relation to the 2017 staff survey –
addressing violence, aggression and abuse of staff from patients, as well as bullying and
harassment and the progress that had been made. It was noted that feedback had been
sought from the BME network for both these programmes, as the survey results
indicated a disproportionate impact on BME staff.
Actions to reduce violence and aggression were being addressed through the quality
improvement programme. Designated inpatient wards in the directorates were

involved in the projects. In addition, mechanisms to support staff who had experienced
violence, aggression and abuse from patients / service users were in development
based on a range of focus groups across the trust. The committee noted that the action
plan was under review to ensure that it reflected the different ways in which staff were
exposed to violence in both inpatient and community settings.
An action plan to address concerns about bullying and harassment continued to be
developed based on feedback from the BME network and discussions with the bullying
and harassment advisors. A leadership programme that was in development would
include support for managers in addressing conflict within their teams and identifying
and challenging inappropriate behaviours.
Workforce Risk Register
Despite the sustained decline in vacancies, it was noted that it was appropriate to
retain the risk rating as high until target vacancy levels were consistently achieved in all
directorates and clinical staff groups.
It was noted that the high risk in relation to discrimination, violence and aggression had
not been escalated to the Board Assurance Framework and would be reviewed.

Purpose
(To select
Information
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√
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.
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Quality √
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1213 - Recruitment
1471 – Violence, Bullying and Discrimination
1502 – Retention
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Briefly outline implications of the recommendations in this report
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Several visits have been undertaken by Board members over the past month
and the attached summarises the visits and outcomes.
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Approval
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√

The Board is asked to note.

Quality √

Workforce √

Sustainability √

Partnerships √

The visits focus on risks around workforce, safety and sustainability

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

Tuesday 22nd
May 3.30pm

Service and Location

Greenwich CMHRES team
The Heights
Charlton
SE7 8JH

Attendees

Lorraine Regan
Helen Smith
Anthony Akenzua
Steve Dilworth

Brief description of service

Providing an intensive support approach, working collaboratively with service users/carers/family
networks, in actively pursuing goals whilst minimising the impact of long-term mental health
difficulties, fostering a culture of hope and empowerment.
This includes:
• Developing daily living skills and coping strategies and work towards greater independence.
• Developing a hopeful view of their future and realistic goals for their occupational, self-care,
leisure, environmental and psychological needs.
• Increasing stability in their life and their carers’ lives.
• Improving engagement with mental health services and medication management.
• Improving social networks and social inclusion.
• Reducing hospital admissions or spend less time in hospital if admission is essential.
• Promoting independence through facilitating service users in moving on to less supported
accommodation, working closely with service providers and building relationships with staff
from the relevant local authority charged with reviewing the placements.

Outstanding actions from the last Board visit
The team has not been visited in the last year.

Overview of visit

The team have been together for a year and described how they have worked on developing the
service since its inception. They have been using two outcome measures with their service users
and are planning some audits of care packages. We agreed it would be helpful if they had a way of
demonstrating how their team were supporting reduced service use elsewhere within the wider
system and the team agreed to share the results of any audits when they are available.
The team had been frustrated that they did not have access to an employment worker as the three
main goals are access to employment, education or activities. The wider team now have a new IPRS
worker and this individual will also support CMHRES.
The team currently has one vacant post which they are covering using agency but they have a plan
to increase the hours of a part time worker which will remove the need to use agency. There are
currently 36 service users on the teams caseload with 17 people on a waiting list and the team are
aiming for a total caseload of around 50. As people are allocated from the waiting list this should

bring caseload sizes up to expected levels.
We discussed the team’s relationship with Barefoot and whether they were acting as gatekeepers
to the rehab beds. This was not current practice although the team acknowledged that this should
be a function of the team. We agreed that Lorraine would discuss this with Sophia.

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

CMHRES not currently gatekeeping beds at
Barefoot to minimise usage.

Lorraine to speak to Sophia
to ensure CMHRES are
working with Barefoot to
reduce admissions and
length of stay and to offer
an alternative to admission
by completing robust
gatekeeping for any
referrals to Barefoot.

Lorraine

25th May 2018
Update – CMHRES
are now actively
working with all
Greenwich service
users in Barefoot
Lodge and ensuring
anyone referred to
the service is
supported in the
community rather
than being
admitted to a bed.

Template for Non-Executive Directors’ Board visits
Date of visit
nd

22 June 2018

Service

Speech and Language Service in Bexley

Attendees

Andy Trotter
Lesley French
Stephen Whitmore

Brief description of service
The service supports Bexley children and young people with communication difficulties or a physical
swallowing difficulty.
For children of school age speech and language therapists work in schools, in partnership with
school staff and LBB SEN teams. They offer specialisms in speech disorder, language disorder, voice,
dysphagia, hearing impairment, autism, complex developmental disability.
For children under 5 years, they provide individual and group therapy in clinics, homes, nurseries
and children’s centres.
In addition, the service delivers a strategic training programme, including accredited training, to
build knowledge and skills so that parents, nursery and school staff can develop children’s
communication on a daily basis.

Overview of visit
Andy Trotter and Lesley French visited the service at the Aspire Academy in Welling. Stephen
Whitmore visited St Columba’s Catholic Boys School. Then Andy and Stephen saw services on the
Erith Hospital site and met some parents and children.
The school partners we met were very positive about the relationship with, and the service provided
by, Oxleas’ S&LT. We observed young people taking part in very positive ways and learning together
from practitioners with enthusiasm and enjoyment. Wewere also told of specialist areas of work
including working with young offenders and hard to reach families.
We heard of some joint bids for additional funding. However, there is also a growing population of
children with additional needs and this means the service is constantly changing to manage
increased demand.

It was acknowledged that the loss of a shared record with Health Visiting and the much reduced
school nursing service has made communication more difficult and means higher risk cases require
additional work to ensure interventions are joined up. We also heard the benefits felt with the
shared record with CAMHS and community paediatrics.

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

Issues raised

Action

Some concern that with the service moving to
refurbished premises next year, the current
buildings might not receive the maintenance that
they require

Any issues to be escalated to the monthly liaison
meeting between Estates and CYP

Parking at the Erith site is short for visitors and
staff.

SW to ask Rachel Evans whether there is scope to
create a new parking area at the back of the old
out-patients building

The service would like to offer work placements
to potential trainees to build local recruitment.
There was a sense that this could be managed
locally, if Oxleas would allow this to take place.
At present, this is not supported by the Trust

SW to raise the issue with Director of Workforce
and QI

Connectivity on some sites remains an issues

Lindsay Malekzai will check to ensure key schools
are on IT’s list for the newly tendered
improvement programme.

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

27 June 2018

Service and Location

Greenwich West Locality team
The Heights
Charlton

Attendees

Helen Smith
Anthony Akenzua
Steve Dilworth
Sophia Ploumaki

Brief description of service
The West locality team provides services to patients with significant mental health problems
who require input from secondary care services. The team has three parts:
1. The Primary Care Plus (PCP) team offers a single point of access for referrals and
providing brief interventions for patients who need a review of their care plan or are new
to the service and require a teletriaging assessment to determine the most appropriate
care pathway.
2. The ADAPT team offers episodic care interventions and a mainly group based
programme of psychosocial education core interventions programme and highly skilled
specialist treatment interventions for people with a personality disorder, anxiety,
depression and trauma.
3. The Intensive Care Management Programme (ICMP) offers intensive case management
to people with a psychotic illness that require a care programme approach to manage
their mental illness. Core interventions include family intervention for psychosis, hearing
voices and cognitive behavioural therapy for psychosis.

Overview of visit
The team reported a general feeling of low morale and voiced concerns about the team’s
capacity going forward, to deliver recovery orientated care and continue to provide episodic
care for service users.
The team reported struggling with recruitment to vacancies and staff retention. The resulting
workload pressures impact on team members. Some medics raised the issue of interfacing
difficulties and challenges with other services and the team talked about the need to
develop a more defined view of the locality teams’ core purpose.
There is an issue about the amount of paper work that is required for housing and
residential care applications. Admin shortages can contribute to delays in patient care
management. One medic raised the issue of parity of resources between the east and the
west team.
The team also raised the issue of the recent Level 5 incident in the team and the Acting
CEO explained the process of board level review.
There was a commitment from the Acting CEO to revisit the team early in September to
assure staff that issues they raised are being resolved and that service improvements are in
place.
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

Case load numbers too high.

Review the case load
numbers and analyse the
productivity of the team.

PH

September
2018

Lack of clarity of purpose and
definition

Series of 6 workshops
involving all team members
and senior management to
develop a comprehensive
pathway plan for both
ADPAT and ICMP Teams.

RM/SP

From July
2018

Interface with inpatients wards re
discharges

Weekly meetings to be set
up to address any issues of
bottlenecks

PH

From July
2018

Staff retention and sickness in the
team

Establish HR clinics to
discuss ways to effectively
manage workforce issues

PH/ DC

July 2018

Low staff morale

Away day to be organised
for staff to come together,
reflect on current issues
and develop an action plan.

PH

September
2018

Bank cover for short term sickness
and issues relating to shift pay.

Discuss with HR directorate

SP

July 2018

Template for Non-Executive Directors’ Board visits
Date of visit
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2 July 2018

Service

Children’s Hydrotherapy
Bexley Paediatricians, Bexley
physiotherapy and Occupational Therapy

Attendees

Andy Trotter
Lesley French
Stephen Whitmore

Brief description of service
Hydrotherapy pool – used by Children’s services in Bexley and Greenwich and by Adult Learning
Disability Directorate
Paediatrics, Children’s Physiotherapy and OT co-located at Acorns , QMS. These are community
based services interfacing with schools, health visiting, social care and safeguarding

Overview of visit

6 parents and children seen using the pool supported by two physiotherapists. Parents were very
positive about the service in all aspects. We also did a brief tour of the newly refurbished
physiotherapy unit on Goldie Leigh and saw how the clinical space had been increased and improved
and new storage provided. A fire point assembly point sign needed re-sighting and checks to confirm
that infection control liquid dispensers were not required on site will be undertaken by the manager.
The representative paediatrician explained the business of the service. He noted that there was a
lack of local services offering advice with sleeping which was exacerbated by the lack of a
commissioned Health visitor service to do some of this work as well.
Children’s Nursing team. Enormous enthusiasm and can do attitude, explained the range of
interventions they are involved in and the ever changing nature of the support they are called upon
to provide. Advantages of working closely with other disciplines at Acorns and across with
Greenwich services. Positive about the support they were receiving from the SPA team, especially
since they have more dedicated admin workers within that service now.
Physiotherapy and OT, similarly described multiple interfaces, integration and safeguarding.

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

Issues raised

Action

Physiotherapists felt that it would be more
appropriate for 16+ young people with MSK
issues to be seen by the adult service. However,
this is commissioned specifically for 18 plus and
resourced to reflect this.

This has been raised with commissioners in the
past but we will raise with Bexley CCG
commissioners once again

Parking: they suggested that it would be a good
idea to have some (three) short term bays for
people dropping in and out with equipment and
for v short visits

SW to raise with Director of Estates

Non-Executive Directors’ board visits
Date of visit

1 August 2-18

Service

Goddington Ward
Green Parks House
Bromley

Abi Fadipe
Estelle Frost
Jane Wells
Jo Stimpson

Attendees

Brief description of service

Goddington Ward is a 16 bedded general acute mental health admissions ward. Male patients only
since 29th December 2018. Patients admitted to the ward, range between the ages of 18-65 years,
and are admitted on a formal or informal basis. Informal patients are admitted to the ward on a
voluntary basis, and formal patients are those patients who are detained on the ward under Mental
Health Act 1983 sections either for assessment or for assessment and treatment.
Patients admitted to the ward present with a wide range of mental health problems ranging from
major mental illness such as psychosis, severe depression, anxiety and depression, personality
disorders and concurrent drug and alcohol problems. There is a wide range of treatments used from
the medical model, psychosocial interventions and nursing model. Patients can also be referred to
other agencies for therapy, such psychology or Alcohol and Drug services, housing and vocational
services. A multidisciplinary approach and nurse led therapeutic interventions are integral to patient
care on Goddington ward.

Overview of visit

We met leadership team Victor, Consultant Psychiatrist, Mati, Ward Manager and Kim, Psychologist
and nurses and support workers. They were a good team, proud of their community group meetings
and therapeutics interventions and QI work. They presented as a very good team, highly
collaborative team. The collaborative MDT was described by all team members. They felt that the
ward has made huge improvements over the last 12-18 months. Mati has developed a trusting
supervision framework to support this.
Environment
Communal areas lack space, which can be hard with 16 men in a small space especially in hot
weather. Windows with ventilation have not been changed in communal areas but the team were
fully aware of the plans to address this along with a plan to redesign the communal areas. They
knew it was on the capital programme and was being worked through with the PFI. The nursing
station is the most oppressive area. Estates have a fan to put in the extractor on order.
Access to PICU
Access to our PICU is hard and has been draining on staff. Staff have been assaulted by patients
unable to access PICU leading to high sick leave levels. They felt that the referral process to our PICU
is unclear and not transparent in respect of its inclusion criteria. PICU offer to assess and give advice
though which was appreciated. They feels like vital information is not getting through to influence
acceptance decisions and suggested that face time or teleconference with minuted discussions of

referral acceptance decisions may help.
QI
The team QI to manage violence and aggression is improving staff confidence. They are using the
Broset tool, ABC tool to look back as to what was happening when an incident happened and the
Safety Cross to show the incidences visually and verbal, physical or if properties damaged and when.
The impact, they said, has been to make staff “feel braver” through enabling tracking of incidents
and risks and confidence in understanding what is happening and how best to gauge an
intervention.
Activities
There is a very full activity programme provided by band 4 activities and a full time OT which is
having a positive impact on the ward. The new admissions group has just started to share
expectations of the ward with new patients. The daily community meetings aid containment and the
planning of the day together, reinforcing safety, experience and effectiveness. They have seen a
massive reduction in contraband items. No Smoking is reinforced daily. The non-smoking group is led
by consistent member of team, also offers 1:1. Successful huddles. Often patients do not want to be
discharged.
What could be better?
• Rostering - has improved but would like longer roster periods. This is being looked at with
rostering team.
• Debriefing after incidents can be inconsistent. This is being looked at by team.
DSN role and impact - concern about impact of DSN taking staff away.
• Can’t get bank and quality of agency variable.
• Impact of male wards - need to ensure male staff available and this can be a challenge.
Generally feel safer than before.
• Uniform – polo shirts are of a poor quality and have to order new ones within limit.
• Interface with PICU when making referrals.

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

Issues raised

1. Establish liaison meetings between
Goddington Ward and The Tarn (PICU) to
work on interface and referrals.
2. Inform procurement team about
feedback on quality of polo shirts in
advance of re-procurement.

Action

Estelle Frost and Abi Fadipe
Jane Wells (Completed 2 August 2018)

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

8 August 2018

Service

Greenwich SPA (single point of access)
Greenwich and Bromley CAT (Central
Admin Team)

Attendees

Andy Trotter
Lesley French
Stephen Whitmore

Bexley CAMHS

Brief description of service
Greenwich SPA
This service operates as a single point of access (and administration) to a range of children’s services
in the Borough. It provides a single point of contact for parents/guardians of children accessing 14
different community clinical based children’s health services dealing with all administration tasks
such as appointment bookings and referrals, post and processing of reports using the G2 system.
Greenwich/Bromley CAT – Single point of access, and central admin team for the Greenwich 0-19
years public health Nursing service and Bromley 0-4 years Health visiting service. Manages all
incoming calls, emails and other communications, including upload of data from Health Intelligence
Ltd. Books all clinic based appointments for HV services in both boroughs, plus some home visits for
health visitors.
Bexley CAMHS
This service is temporarily housed on the Memorial site. The team provides a variety of CAMHS
clinics and outreach services to Borough schools. There are 5 clinical teams providing psychology,
child psychotherapy, medical interventions, nursing and family therapy in multidisciplinary teams.

Overview of visit
We met with managers for each of these services and followed this by a visit to each team base
where we spoke with individual staff members about their service, their role and working for Oxleas.
Greenwich SPA
Staff were very positive about the service they offered, they were busy but well supported and
informed, they were proud of the complexity of the job and how they managed it. They were aware
of vacancies and that new staff had been recruited to fill these. They were positive about how they
worked together and about their managers. They also spoke about how the service had progressed
and improved since it was originally established.
Greenwich/Bromley CAT
Staff were keen to explain how complicated their work was as there were many processes to
oversight, understand and work within and the volume of data being managed was high. They also
described how starting the service had been difficult at the beginning and was not popular with all
staff. Staff turnover had been high in the first 6 months of operation. There had also been internal

difficulties in the team. However, they also said that the current staff team were positive about the
work and felt they were doing a good job.
Bexley CAMHS
All four CAMHS teams were visited. No specific concerns were raised by staff who were keen to
explain in detail their respective roles and the opportunities they were taking to tackle mental health
and emotional wellbeing for their young people and within Bexley Borough. A picture emerged of
frustration with the lack of other services available in the Borough to work with these young people
and the loss in particular of services within the voluntary sector. They ( and local children) were also
impacted by the long waiting times for autism assessments. There had been some positive
developments in the CAMHS service, in particular the perinatal work and the Chews team. The LAC
(looked after children) service was discussed in some detail and the close working which was taking
place with the LA with these young children. There was a sense that the risk levels in the local child
and young people population was rising and this was reflected in the workload and type of work
being dealt with by the service.
Actions will be entered on to Board visits action tracker which will be reviewed at Board every six months

Issues raised

Greenwich SPA
1. They were frustrated that the computer
system was ‘often’ slow

2. Staff wondered if the low volume and
quality of the sound on the phones both
incoming and outgoing could be
improved.

Greenwich / Bromley CAT
One member of staff was unhappy about the
model operated by the CAT of staff rotating
between the central location and various bases.
Note: The rotation between bases has been
under active review over the last few months
and this will continue. SW has reported this
comment to the Service Manager so this can be
taken into account.
Bexley CAMHS

Action
SW has contacted the Director of Informatics to
see if anything could be done to improve
reliability and speed of the IT. Outcome: Older
computers were being replaced in the week the
visit took place. In addition a new N3 line has
been commissioned and will be put in place by
the contractor in the next 3 months. This should
improve the responsiveness of the system. No
further action recommended.
Local Managers will be asked to take this up with
Estates / procurement to see if an upgrade is
possible and desirable.

No additional action required.

No issues raised requiring specific action from
the Board visit.

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

13/8/18

Service

Community Forensic team
Court liaison and diversion team

Attendees

James Kellock, Helen Smith, Keith Soper,
Elizabeth Zachariah (Jazz Thind apologies)

Brief description of service

The Community Forensic Team provides specialist mental health care for patients in the community,
the majority of whom will have spent time in a secure mental health bed. The Team also provides
input to the male Tilt Hostel at Goldie Leigh. The active caseload of the service is approximately 75
patients.
The Court Liaison and Diversion Service operates five days a week from Bromley Magistrates Court
and Plumstead Police station. The service provides primary mental health assessments, access to
treatment and advice to Courts to support the appropriate pathway through the criminal justice
system. The service is provided by nursing staff but has access to a Consultant Forensic Psychiatrist
via the Forensic Service.
NHS England commissions both services. The Community Forensic Team comprises nursing staff,
HCAs and Social Workers and has an annual budget of £800k and 12 WTE. The Court Liaison and
Diversion Service is a nurse only service (plus administration) and have an annual budget of £550k
and 7 WTE. Neither service has financial or recruitment and retention issues.
Our Court Liaison and Diversion service has recently received an increase in investment linked to
additional service provision of just under £400k. The new model means we will have a presence in
Bexley Family Court and be available to custody suites at the weekend. This change requires some
additional staffing and we have submitted our mobilisation plans to NHS England and await detail on
next steps. Court Liaison and Diversion services have become the sixth clinical pathway within the
South London Partnership.

Overview of visit

Due to the nature of the services we did not meet any patients. We met with the modern matron,
the two team leaders and two other members of staff. We were accompanied by David Ashby from
NHSI, at Helen Smith’s invitation.
We were told that the Court team is undergoing a major change with its expansion to new courts
(Woolwich Crown Court) and Bromley custody suite as well as Bexley family court. While recruiting

new staff is a challenge the team has been stable till now and it is not expected that recruitment will
be difficult. The team hopes to expand to seven day working too.
There was a period when the team had to work with the police to support them making suitable
referrals, this is no longer an issue. More than 50% of patients referred have previously been a
patient of a mental health team and 70% of those before the courts have some sort of vulnerability.
The team currently has a flat structure so the new money may give the opportunity to change that.
The tem can demonstrate that early intervention and diversion leads to savings and better
care/outcomes.
The community team has a good staff culture – “really supportive”. A new social inclusion worker
has proved very valuable and the team relies heavily on its social workers. Whilst there was no
career progression in the team we did hear from one member who was pleased to have been
supported by the trust in qualifying as a social worker. However our discussion did reveal that social
workers do not feel they get the same level of support as other professional groups within Oxleas.
The community team is preparing a business case for an eight bedded female hostel.
When asked about lone working both teams said they feel safe. The court team are always working
in an environment with others, although there can be real risks and the community team use
Skyguard, zoning, working in pairs and also rely on police on occasion.
This may have been my first Board visit where the teams had neither financial nor staffing issues.

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

Issues raised

Action

To consider how the voice of social workers
might be heard at Board level

HS

To consider how patient experience could be
captured more often

KS

To see who holds the budget for social worker
training

JT

Board of Directors
6 September 2018
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Business Committee Update (17 July 2018 meeting)
Jo Stimpson / Jazz Thind
Jazz Thind, Director of Finance
N/A

Report Summary

Key highlights from the Business Committee

14
13

•

The Committee noted the performance indicators as at June 18. The
Trust scored a 1 for the NHSI ‘Finance and use of Resource Score’,
this is currently better than plan (2).

•

The Committee was updated on the following bids & tenders:
1. Kent In-Reach Mental Health – defence of contract to start in
August 18
2. Medway Primary Care – contract expires March 2019
3. HMP Wandsworth – exploring opportunities with SLP
4. HMP YOI Feltham – may not proceed due to geography

•

The Committee noted that for Month 3 2018-19 the Trust reported
an underlying position of £0.03m (on plan). Achieving the plan
allows the Trust to recognise £0.3m of ‘Provider Sustainability Fund’.
All borough directorates are overspent with the main drivers being
non-Oxleas bed occupancy costs and unrealised savings. July shows
a significant improvement in the bed occupancy levels with all 3
borough directorates remaining within commissioned activity levels
for nearly 2 weeks. Current overspends in service directorates are
being offset by underspends in corporate areas and unallocated
central reserves. The initial forecast outturn indicates the need for
further mitigation but this is being reviewed.
The Committee noted the Trust’s CRE position and recognised the
efforts being made to deliver current savings plans. 2018/19 is the
highest CRE target to date and after 9 years of continuous
reductions opportunities are limited. The Committee encouraged
ideas to generate new schemes and bring forward any plans where
possible. The current full year (£1.5m) and in year (£3.6m) gap is
being managed non-recurrently through underspends and

contingencies held not spent centrally. The Executive continue to
focus on pushing the schemes to release the savings recurrently.
•

The Committee was updated on the two recently market tested
tenders. The Committee approved recommendation to award the
EBME contract to the preferred bidder and noted the Executive’s
decision to award the PMVA contract to the incumbent provider.

•

The Committee received an update on the progress to date with
regards to Bexley Care and noted the staff consultation due to be
launched in September.

Month 4 YTD Financial Performance
YTD Financial Highlights
For the 4 months to 31st July 2018 the Trust reported a breakeven position
(excluding PSF and Profit on Asset sales).
Key Highlights:
•
•
•

•

•
•

Delivery of full year CREs continues to be ‘the’ area of focus
Agency usage costs remains within the lower NHSI threshold (14.9%)
and is significantly lower when compared to last year
The position reflects full costs of new pay deal for all AFC staff and
‘Living Wage’ applicable to staff within sub-contracted services. The
Trust has received a funding allocation of £2.4m; actual estimated
cost equates to £2.9m. This cost pressure of £0.2m YTD has been
offset through a review of income and expenditure assumptions.
NHSI has collected detailed data on the financial impact of the New
Pay deal as part of the month 4 return, the review and outcome of
this data collection is yet to be understood.
Pay spend remains ahead of plan but reductions in bank and agency
usage and the reduction in vacancies are helping to contribute to
the improvement. Acuity and use of staff for observations remains
an area of focus.
4/12th of the MHIS resource was released to cover UEA spend and
although July saw a reduction in bed occupancy this was offset by
greater levels of 1 to 1 observations.
The position continues to exclude the additional charges from LGT in
relation to the increased rent for the Trust’s occupancy of Oxleas
House (FYE £1.2m).

The attached Finance Report provides further detail.

Purpose
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Information

To Note

Approval

Decison

√

The Trust Board is asked to note the update.

Quality

Workforce

Sustainability √

Partnerships

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
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.

Finance Report for 4 month to 31th July 2018
Board of Directors

Financial overview
NHSI Finance and Use of Resources Score
Statement of Comprehensive Income
CQUIN Performance
Statement of Financial Position (Balance Sheet)
Capital Investment Strategy
Risk Register
Appendix 1: Operational Performance
Appendix 2: 18/19 Savings Target and Plans
Appendix 3: Agency Analysis
Appendix 4: UEAs
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3
4
5
6
7
8
9
10
11
12

1

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 4 months to 31st July 2018 the Trust reported a breakeven position (excluding PSF and Profit on Asset sales), this includes the
release of non-recurrent flexibility of £0.05m.
•
•
•
•

•
•

18/19 CRE

Delivery of full year CREs continues to be the area of focus
The position continues to exclude the additional charges levied by LGT for occupancy at Oxleas House (FYE £1.2m)
Agency usage is now 14.9% lower than the NHSI threshold
The position reflects full costs of the New Pay deal and the application of the ‘Living Wage’. This applies to all staff either employed by
the Trust / those in sub contracted arrangements. The Trust has been allocated £2.431m of funding; actual estimated costs equate to
£2.864m
Pay spend remains ahead of plan, reductions in bank and agency usage and improvements in vacancy levels are positive but use of
staffing to manage acuity and 121 observations remain a cost pressure
4/12th of the MHIS resources has been released to cover additional bed pressured, however this does not fully offset the whole cost

The Trust target for 2018/19 is £9.8m. 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 £8.1m (in year impact £5.8m). Further CRE plans are
required to close the full year gap of (£1.7m) and non-recurrent mitigations continue to be required to offset the in year slippage which is
being managed to date.

NHSI
Metric

Under the Single Oversight Framework, the Trust scores a ‘1’ against the ‘Finance and Use of Resources Metric’ (on plan).

Cash

Total cash and short term investments was £63.6m at the end of July 2018, this is ahead of plan of £61.0m (2017-18 STF bonus, KCH
funding for QMH and working capital assumptions)

2

NHSI Finance and Use of Resources Score
•

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

•

NHSI Segmentation - Providers are assigned a overall ‘segment’ taking into account scores attained across 5 core themes, with ‘Finance and
the use of resources’ being one of these. Segment 1 means complete autonomy and a segment rating of 4 would lead to special measure
being instigated.

•

‘Finance and use of resources’ theme is made up of the metrics detailed in the table below. Each metric has been assigned an equal
weighting. A score of 1 is the ‘best’ and 4 the ‘worst’.

•

Scoring a ‘4’ on any metric caps the overall score to at most a ‘3’, triggering a concern.

•

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 4 months to 31st July 2018 the Trust reported a
breakeven position (excluding PSF and Profit on Asset sales), this includes the
release of non-recurrent flexibility of £0.05m.

•

PSF – £0.5m recognised, contingent on the Trust meeting its financial plan.

•

Income: £1.9m ahead of plan – the favourable position is largely due to:over-performance in non-contracted activity (PICU, MSK) and pass-through
charges associated with CAU, UEA and QMH. The cost associated with the
latter is reflected in pay and non-pay expenditure.

•

Pay: £1.0m overspent – the YTD adverse position continues to be driven by
staffing required to cover increased patient acuity in bedded units. The overall
pay run rate in July was £0.2m lower than June and the lowest pay spend
since April 18. The main driver is the reduction in temporary staffing costs.

•

Non-pay: £1.2m overspent – this reflects the underperformance in CRE
delivery of £2.1m netted off by the use of unallocated reserves held centrally.

•

Agency Cap: At the end of July 2018 the Trust is 14.9% below the assigned
agency threshold (target of £3.8m, actual cost £3.3m). This is the tenth
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 £0.1m above the 17/18 threshold and £0.2m below the
level of spend occurred at this point in time last year.

•

Profit on Asset Disposal – Property sales are planned to take place in Q4 of
2018/19. This can be reassessed and held back if other mitigations can be
found.

4

CQUIN Performance
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Statement of Financial Position
Debt summary
• Total debt stands at £13.9m, an increase of £0.3m from June. £5.3m of the total debt was paid in August.
• Debt >90 days has decreased by £0.8m to £6.4m due to settlement of long standing RBG debt.
Areas of focus: RBG: Total debt £3.9m, £2.8m was settled in August. March SLA invoice now approved for full
payment and the issue of retaining money in relation to contract performance has been resolved.
 DGT: Total debt £0.7m, £0.4m was settled in August.
 NHS England: Total debt £1.5m. £1.4m of this relates to 17/18 Forensic NMoC repatriation savings,
partially offset by invoices payable to SLAM and SWLStG. Discussion is still on going with NHSE
regarding reimbursement of savings achieved.
 KCH: Total debt £1.1m, £0.8m is <30days. £0.06m relates to disputed recharge of CAMHs agency
nursing costs which is being reviewed by the Senior Finance Manager, all other outstanding invoices
are undisputed and expected to be paid shortly.
 Greenwich CCG: Total debt £1.4m, £0.3m is <30days, £0.9m was paid in August, £0.2m continues
to relate to a number of non-block invoices which continue to be worked through.
 Bexley CCG: Total debt £0.8m, £0.7m was paid in August. £0.08m of disputed debt with regards to
activity in Oaktree Lodge and has been escalated to DoF for resolution.
 Lewisham CCG: Total debt £0.7m, increase of £0.1m from June. The CCG’s review of all NCA charges
has delayed payment but where responsible commissioner is established payment is made. The CCG
is however refusing to settle invoices where the service forms part of its contract with SLaM and the
referral is linked to a locally agreed process (e.g acute inpatient activity). A meeting with CCG, SLaM
and Oxleas to be convened to seek a resolution.
 Southwark CCG: £0.3m NCA activity and is disputed on the same basis as Lewisham above.
 Bridges Healthcare Services: No update has been received yet to support the view that the director
was aware that the company could not perform its obligations under the lease but Liquidator Annual
report will be produced soon, it will give us more information on the Liquidation progress.
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 July 87% of invoices by volume and 85% of invoices by value were paid within this target.
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Capital Investments

The latest forecast shows an underspend of £0.6m. The majority of this relates to part deferral of Kings dental capital programme to 2019/20. Phase 2 QMH redevelopment
project was delayed for a number of reasons:- financial assurance from Kings, Trust approvals and contractor procurement. YTD spend is 11% greater than plan due to phasing.
QMH Redevelopment
Phase 1:
The final account will be agreed by our Cost Managers at the end of August 18 but following analysis of actual costs against the Guaranteed Maximum Price GallifordTry are now
reporting no gain share.
Phase 2:
• Redevelopment of the second and third floors of the main building. The Guaranteed Maximum Price (GMP) has been received for the revised scheme omitting quadrant one on
the second floor. Our cost managers are reviewing and benchmarking these costs to enable their report to be issued by w/e 10 August 18.
•

Asbestos Removal and Strip-out: Asbestos removal works are complete and are within budget. The Strip-out has been awarded to Syd Bishop and Sons and commenced on the
16 July for an 8 week period.

Pre-Assessment Clinical suite: Tender report prepared with a recommendation to appoint a contractor to go to August Formal Executive meeting for approval.
Mammography Development: DGT has agreed the plans for the tender; design has been developed; staff decanted and asbestos removal to start 20 Aug 18.
Theatres Compliance Work: Design meetings underway with DGT and GSTT.
Capital Replacement Projects: £0.5m budget for work identified for 18/19. Work has commenced on the main projects identified.
Projects outside the Phase 2 Redevelopment: the opportunity to develop additional MRI capacity at QMH is currently being explored.
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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: £234k overspend
Income is on target (after deferral of Transformation Funds re. vacant posts). Staff £144k overspend due to higher cost of
agency staff in CAMHS & SCS; there has also been further substantive recruitment but staff employed remain below
establishment. Unachieved CRE YTD of £518k (this includes an element of CCG led QIPP) is offset by underspends on nonpay (£392)k. Delivering on CRE and reduction in agency spend continue to be the focus for the directorate.
 Forensics: £259k overspend YTD
Income is £58k behind plan mainly due to under occupancy within the TILT income generating beds (target 6 patients,
actual 2). Pay reported an adverse position of £148k YTD; this is driven by complex patients requiring additional
observations staff escorting contractors on site. Non Pay is overspent by £52k and the service is reviewing drug usage
across both wards and community teams.
 South London Partnership: £11k overspend YTD
The SLFP position reflects the share of the Oxleas income to the Forensics New Model of Care. This continues to include
the recurrent savings required to manage QIPP and fund the contribution to the SLP Hub. Any additional upside in savings
over and above this is excluded. The 17/18 reconciliation has been completed and negotiations continue regarding level of
reimbursement.
 Prisons: £123k underspend YTD
Income is £235k ahead of plan, this is largely due to additional funding :- HMP Belmarsh for “constant watches”, funding
NHSE for NRT drugs, blood borne viruses testing and fibre optic scanning. The YTD pay position reports an underspend of
£78k. Non pay reported an over spend of £190k YTD mainly due to use of NRT and pre-gablin drugs in Kent Prisons. Any
Drugs spend over and above the 5% threshold is funded by the NHSE South.
 Adult LD: £88k underspend YTD
Pay underspend is the main driver for the favourable position and is due to vacancies in nursing, psychology and admin.
Pay spend has however increased recently due to increased acuity at Atlas House. Income overall is on plan but achieving
the Atlas House income target remains a challenge. Delivering on CRE target remains a priority.
 Greenwich: £605k overspend YTD
The YTD position is largely due to overspend in Pay and Non pay (mainly as a result of underachievement in CRE plans).
Overspend in nursing is largely driven by staffing of the s136 with the medical overspend linked to cover of vacancies; an
element of pay overspend is offset by income associated with the CAU. The overspend in non pay is due to under-delivery
of CRE plans and overspend in UEAs not covered by the release of MHIS funding. Income continues to over-perform due
mainly to increased activity in the Tarn.
 Bexley: £599k overspend
Income £189k ahead of target due to additional bed income commissioned by CCG to accommodate the ‘prolonged winter’
pahse and non block income generation offsetting a pay overspend of £156k. Non-pay overspend is largely due to
underachievement in CREs. Areas of focus continues to be minimising acute bed occupancy and 1:1 costs, achieving CRE
savings across Bexley Care & reducing DN activity in the Twlight.
 Bromley: £425k overspend YTD
Of the £425k overspend, £139k relates to male and female PICU UEA; net of MHIS funding. A significant portion of the UEA
overspend is driven by acuity and the need for ‘specillaing’. The overspend in pay is as a result of additional medical cover
in the wards as well as staffing cover for the s136. The directorate has been able to allocate all the 18/19 CRE target in
month 4.
 HQ Services : £299k underspend YTD
The YTD position is driven mainly by vacancies across: Estate & Facilities; Informatics; Therapies, Pharmacy and QI.
 Central Budgets: £1,700k underspend YTD
£0.4m of this value is offset by deferral of income with the unallocated reserves making up the balance and offsetting over
spends across service directorates.
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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.

•

We now have plans with a FYE value of £8.1m, a reduction of £1.7m on the assumptions included in the operational plan.

•

The in-year impact of the current plans equates to £5.8m. Unless this value can be increased and more ambitious plans developed, the Trust would need to identify £4.0m
of mitigations to close the financial gap.

•

Monthly finance meetings and the bi-monthly CRE meetings will continue to oversee the delivery and development of these schemes on a on-going basis.
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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.
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Appendix 4 – UEAs
July 2018 and YTD
The table below sets out the UEA activity and spend by borough and the level of Mental Health Investment Standard funding released to offset spend.

*CBDs = Commissioner bed days
Includes adult acute and male PICU for both Bexley and Bromley as these form part of the agreed risk share
Activity applied at 100% occupancy both adult acute and PICU. Ongoing discussion with CCGs on bed occupancy rates
There was a reduction in the number of UEA activity in July. The improved position was partially offset by increased number of observations
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Infrastructure Committee Minutes (Meeting 21 August 2018)
Tracy Longley – Property Services Manager
Rachel Evans - Director of Estates & Facilities

Report Summary

Capital Plan 2018/19
There is an anticipated underspend on the programme of £0.6m due to deferring part
of the Kings dental allocation to 2019/20. The only other major amendment is the
transfer of the Princes Plain allocation to a project to convert double bedrooms at
Woodlands to single bedrooms. The purchase of Princes Plain is no longer required as
alternative accommodation for the provision of health visiting services has been
sourced in central Bromley.
An exercise will be undertaken to include possible future investment relating to TOPP in
the 5 year capital plan.
Disposals
The Business Committee will review the proposal to dispose of properties in the current
financial year to meet the control total of £770,000. This will take account of the
impact on profit following the increased valuations of the properties following the
31/3/18 valuations. A decision will need to be made by end of September to allow
sufficient time to arrange the disposals.
GDPR
The Committee received an update on GDPR and noted that following the introduction
of the new training, current compliance is at 70%. 90% needs to be achieved by March.
Good progress has been made on the information asset register and it is anticipated
that every contractor will have been identified by the end of September.
E-observation recording system
A new system to record observations on wards electronically is being introduced. The
Servelec option has been approved by the Executive Team. This may require an
upgrade to the new version of RIO.
Queen Marys Hospital
The Guaranteed Maximum Price received from Galliford Try has been subject to a

benchmarking exercise. The Infrastructure Committee approved the appointment of
Galliford Try to undertake the Phase 2 works subject to receiving the detailed
comparison.
Discussions continue regarding the potential expansion of diagnostic services on the
site.
Rate card discussions continue with tenants and the quarterly reconciliation is being
calculated.
TOPP
The Infrastructure Committee approved the investment of sections of Wensley Close
land into an option agreement for the development of the site, subject to any
development meeting agreed criteria. Further detail will be provided to the Board to
enable a decision to be taken on the extent of investment the Trust wishes to make.
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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 17 July 2018.
KPMG Internal Audit reports – Partnership Governance
The review received an outcome of ‘significant assurance with minor
improvement opportunities’. A number of actions were identified, including
having a consistent methodology for reporting, and applying a partnership
risk assessment tool for assessing the level of potential risk to a proposed
partnership working arrangement. The next step will be to ensure that we
have a full list of all our partnerships.
External Auditors
Our new external auditors, Grant Thornton, were welcomed to the meeting.
Planning to ensure smooth running of the financial accounts and quality
accounts for 2018/19 has commenced.
Risk Report from the Workforce Committee
The key workforce risks for the trust relate to recruitment and retention, and
the impact of discrimination, violence and aggression on staff morale.
Similar themes are seen across directorate risk registers. The reduction in
agency spend was noted as a significant achievement.
Annual Risk Management Report
Key highlights to note from the report were that the number of significant
and high risks has reduced. The analysis on improvements from risks is a
running theme. This helps to demonstrate that risk registers can be a useful
driver for progressing actions and effecting positive changes. Examples
include embedding a process for assessing ligature risks in communal areas,
addressing bed management concerns and reducing agency staff use and
associated spend.
Annual Legal Services Report
In 2018/19, the trust received 36 new claims and closed 35 claims. Of these,
43% were denied, 29% were admitted and 29% had some other outcome.

Spend on professional legal advisors was £97k less than 2016/17. Spend in
2016/17 was unusually high due to some high cost instructions. These were
the challenge to the outcome of the CQC inspection and a complex judicial
review regarding a Bracton Centre patient who challenged his transfer to
Broadmoor. It is anticipated that the SLP joint procurement of legal advisors
will allow the trust to achieve further savings. Overall, the NHS Resolution
Schemes provide value for money. Over the past six years, the overall return
on investment (ROI) on the Clinical Negligence scheme is 49% and 32% on
the Liability to Third Parties scheme. The ROI is money paid out by NHSR on
our behalf, over the premiums that we pay in
Policy updates
The new Access to Legal Advice Policy was approved. Changes to the
Approval Limits Policy were approved.

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

Board Assurance Framework
This is covered under the Board Assurance Framework item.
Information

To Note

Approval

Decison

√

1. For the Board of Directors to note the report

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

The Council of Governors have not met on since the last Board of Directors’ meeting.
Constitutional changes
At the special members’ event on Friday 29 June, members agreed to the proposed
changes to the Trust Constitution:
• To reduce the number of public governors from 13 to 10
• To change the service user/carer constituency interest groups to reflect our
directorate structure
• To change our staff constituency classes to reflect our directorate structure.
Our updated Constitution has been published.
Governor elections
The call for nominations to fill vacancies on our Council of Governors (7 public
governors/9 service user or carer governors/6 staff governors) went out in July.
The following seats were elected to uncontested:
Public: Bexley – Philip Essex, Sue Hardy, Joseph Hopkins
Service User/Carer: Learning Disability – Raja Rajendran
Service User/Carer: Carer – Frances Murray
Staff: Bromley Adult – Sara Veeramah
Staff: Children and Young People – Jo Linnane
Staff : Forensic and Prison – Suraj Persand
Elections are underway in the following constituencies:
Public: Bromley
Public: Greenwich
Public: Rest of England
Service User/Carer: Bexley Adult
Service User/Carer: Bromley Adult
Service User/Carer: Greenwich Adult
Staff: Bexley Adult
Staff: Greenwich Adult
Staff: Learning Disability
Voting will close on Monday 10 September 2018 at 5pm.

Annual Members’ Meeting
Our annual members’ meeting will take place on Wednesday 26th September at the
United Reform Church, Bromley. The formal members’ meeting will take place from
4.30pm – 5.30pm and will follow an exhibition sharing information on our Qi
programme.
Council of Governors Nominations Committee
This committee is taking forward the nomination process for our new non-executive
director appointment and re-appointment process for our non-executive directors who
are completing their first term of three years in office. They will take a recommendation
to the Council of Governors’ meeting in September 2018.
Patient experience information session
A workshop was held for governors on 13 August 2018 to inform them of the ways we
gather and act upon patient feedback. This was presented by Lynda Longhurst, Head of
Patient Experience.
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