131st Meeting of the Board of Directors
10.30am, Thursday 10 January 2019
Maple Room
Pinewood House
Pinewood Place
DA2 7WG

AGENDA
ITEM

ACTION

PRESENTED BY

ENC

10.3010.45

Presentation on new model of care at
Greenwich Intermediate Care Unit

1
10.45

Apologies for absence and declaration of any
conflicts of interest

To note

Andy Trotter
Chair

-

2
10.50

Minutes of the Board of Directors’ Meeting
held on 6 December 2018

To agree

Andy Trotter
Chair

1

3
10.55

Matters arising
• Board Actions Tracker

To note

Andy Trotter
Chair

2

4
11.00

Board Assurance Framework

To note

Andy Trotter
Chair

3

5
11.05

Chief Executive update
• Health and Safety Executive - update

To note

Matthew Trainer
Chief Executive

Verbal

Lisa Thompson
Associate Director, Greenwich

ENHANCING QUALITY
6
11.25

Integrated dashboard

To note

Matthew Trainer
Chief Executive

4

7
11.35

Operational Performance Report

To note

Helen Smith
Deputy Chief Executive

5

8
11.50

Performance and Quality Assurance report

To note

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

6

9
11.55

Mental Health Act and Mental Capacity Act
assurance framework

To note

Jane Wells, Director of Nursing

7

Refreshment break
10
12.00

Board level inquiry report – SE

To note

Ify Okocha
Medical Director

8

11
12.15

Quality Improvement and Innovation report

To note

Steve James
Non Executive Director

9
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131st Meeting of the Board of Directors
10.30am, Thursday 10 January 2019
Maple Room
Pinewood House
Pinewood Place
DA2 7WG

AGENDA
WORKFORCE
12
12.25

Workforce Committee report

To note

Jo Stimpson, Non Executive
Director /Meera Nair, Director of
Workforce and Quality
Improvement

10

SUSTAINABILITY
13
12.35

Business Committee report

To note

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

11a&b

14
12.45

Infrastructure Committee report

To note

Steve Dilworth
Non Executive Director

12

15
12.55

Audit and Risk Assurance Committee
report

To note

Stephen Dilworth,
Non Executive Director

13

PARTNERSHIP
16
1.05

NED reports - Board Visits

To note

Andy Trotter
Chair

14

17
1.10

Council of Governors update

To note

Andy Trotter
Chair

15

ANY OTHER BUSINESS
QUESTIONS FROM THE PUBLIC

DATE OF NEXT MEETING
The next Board of Directors Meeting will take place on:
Thursday 7 March 2019 at 10.30am
Maple Room, Pinewood House
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Board of Directors
10 January 2019

2
1

Item
Enclosure

Report Title
Author
Accountable Director
Confidentiality/
FOI status

Minutes of the Board of Directors Meeting held on 6 December 2018
Susan Owen, Risk and Governance Manager
Andy Trotter, Chair
Public

Report Summary

Minutes of the Board of Directors meeting held on 6 December 2018

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

Information
Approval

To Note
√

Decision

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

Quality

N/A

Workforce

Sustainability

Partnerships

130th Meeting of the Board of Directors
Thursday 6 December - Maple Room, Pinewood House
Board of Directors
Andy Trotter
Steve James
Jo Stimpson
Stephen Dilworth
Seyi Clement
Nina Hingorani
Matthew Trainer
Helen Smith
Ify Okocha
Meera Nair
Jane Wells
Jazz Thind

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

In attendance
Iain Dimond
Michael Witney
Rachel Evans
Tom Brown
Sally Bryden
Susan Owen

Director of Special Projects
Director of Therapies
Director of Estates (for item 3)
Director Bexley Care (for item 3)
Trust Secretary and Associate Director Corporate Affairs
Risk and Governance Manager (Minutes)

Members of the Council of Governors in attendance
Sue Read
Staff: Bexley Adult
Action
1

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

Noted

2

Minutes of last meeting
• Page 3, item 6 – Clarify that the reference to time to recruit refers to pre-employment checks.
• Page 3, item 7 – Clarify that the Mortality Committee has a focus on improving liaison with acute
hospitals for people with a learning disability.
• Page 4, item 7 – Amend sentence to read that ‘The system is for GPs to call the consultant, and
enable the patient to be reviewed’
Pending these amendments, the minutes of the meeting on 1 November 2018 were approved as an
accurate record.

Approved

AT thanked those involved in the SH inquest, and the preparation for the CQC inspection.
3

Board level inquiry report – NW - Report and action plan
Noted
RE presented the serious incident inquiry report into the death of NW. NW was a 26 year old man who
had been living at Barefoot Lodge as in informal patient since 27 February 2018, following an in-patient
admission at Green Parks House. On 16 July 2018, NW left Barefoot Lodge at approximately 18:00.
There were no documented concerns regarding risk when NW left the ward. On 17 July 2018, staff
were informed by the police that NW had been found unresponsive in Bostall Woods. At the time of
writing this report the coroner has not released the cause of death. The family were invited to be
involved in the incident investigation, but declined at this time.
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Action
The panel found that NW’s death was not predictable or preventable. The following recommendations
were made:
• Recommendation 1: The panel recommends the implementation of the recently approved action
plan in relation to the management of comorbid substance misuse.
• Recommendation 2: The panel recommend, as an immediate action, that the Directorate
Management Team ensure Barefoot Lodge staff understand the needs of the current patient group
and have the resources to meet them. The panel further recommend that the Directorate
complete their current review of the Barefoot Lodge model of care, including review of the
admission criteria, and put in place an agreed leadership structure by January 2019.
TB said that recommendation 2 has been put into effect. Barefoot Lodge will be a nurse-led unit, with a
non-medical responsible clinician (RC) and a nurse prescriber. There will also be sessions of input from
a psychiatrist. The review of the admission criteria was undertaken immediately and team have
embedded the learning.
SC – Was Barefoot Lodge an appropriate placement for NW, and how was the previous incident on 2
July managed, when NW did not return from leave at the expected time? Were the drugs confiscated?
RE – NW was not in possession of drugs when he returned to the unit.
SC – What actions has been taken regarding communication within the unit?
MT – I have visited the team. They were shocked by this incident. The review of the model is timely.
IO – We need to be clear on whether we undertake the review ourselves or use external support.
HS – NW was a complex young man and his family were very involved in his care. He had improved
whilst at Green Parks House. This incident highlights a gap in service provision. We need to
understand why the referral to Barefoot Lodge was made. It may be beneficial to review complex care
within the SLP. It is important that we have a robust model.
SJ – We need to consider if enough attention was paid to the risks, and if the change in management is
a factor.
MW – The psychologist had also recently left the unit.
MT – A thematic review of care homes undertaken by the CQC has found that there is a relationship
between a change in management and a reduction in CQC rating. We need to be mindful of the
learning from this.
It was agreed that a progress report on the action plan will be brought to the Board in six months via
the Performance and Quality Assurance committee.

JW

2018-12/#1

4

Charitable Funds annual accounts
The Board of Directors are the Trustees of the Charitable Funds, and so are required to approve the
Annual Accounts. These were approved at the Audit and Risk Committee meeting on 20 November
2018. A formal spending plan is being developed.
AT – Are there any restrictions on how these can be used?
JT – The majority are unrestricted.
MN – What are the timescales?
JT – These are set out at the beginning of the cycle.
MT – It would be useful to have a guide on how to use the funds.

Approved

5

Any other business
None raised.

Noted

6

Question from the public
None raised.

Noted

Next meeting of the Board of Directors
Thursday 10 January 2019 at 10.30 am - Maple Room, Pinewood House
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Item
Enclosure

3
2

Report Title
Author
Accountable Director
Confidentiality/
FOI status

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

Report Summary

The Board tracker lists 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
Minutes
reference

Action raised
(Board date)

Item

Action details

1

2018-12/#2
(part II)

06/12/2018

Part II - GD inquiry

2

2018-12/#1

06/12/2018

3

2018-11/#1

01/11/2018

No

Action for

Bring forward to

Report under

To receive a progress report on the implementation of actions
JW
from the GD incident

04/07/2019

PQAC report

NW inquiry report

To receive a progress report on the implementation of actions
JW
from the NW incident

04/07/2019

PQAC report

Board Assurance
Framework

Wording for replacement to risk 1210 to be circulated and
then taken to Audit and PQAC

10/01/2019

Board Assurance
Framework

Susan Owen

Action closed

Comments

04/01/2019

Agreed by sub-committees and being reported to January 2019 board meeting

Head of Mental Health Legislation is requesting a report from informatics a report to be able to run
this data and this will be monitored via MHLOG.
4

2018-11/#2

01/11/2018

Integrated
Dasboard

Review numbers of people who were on Section 136
converted to informal and then sectioned again within short
period

Jane Wells

10/01/2019

Integrated Dasboard

The Head of Mental Health Legislation took a detailed paper of all data 1.1.18 - 31.10.18 to the
November MHLOG. A further two months will be presented in January 2019, and subsequently,
this will be monitor on-going via MHLOG. We are awaiting a field to be aded to Datix so breaches
can be reported and monitored; this will be completed by January 2019.

5

2018-11/#3

01/11/2018

Integrated
Dasboard

Review how safe staffing figures are presented

Jane Wells

10/01/2019

Integrated Dasboard

This review is underway and the KPI has been taken off the dashboard while this is undertaken.

6

2018-11/#4

01/11/2018

PQAC

For care planning and risk assessment to be a topic for a
future Board Strategy Day.

Jane Wells, Ify Okocha
06/12/2018
and Michael Witney

Board awayday

7

2018-11/#5

01/11/2018

Business
Committee

Update on payroll outsourcing to go to business committee

Jazz Thind

Business Committee 20/11/2018

8

2018-11/#6
(part II)

01/11/2018

Part II - Thematic
review

Progress report on recommendations from Prof Shaw
thematic review

Ify Okocha/Jane Wells 02/05/2019

10/01/2019
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Quality

06/12/2018

Presentation on risk assessment and links to care planning including training plans and changes to
RiO given at December 2018 board awayday.

Report went to Business Committee in November 2018

Board of Directors
10 January 2019
Report Title
Author
Accountable Director
Confidentiality/
FOI status
Report Summary

Item
Enclosure

4
3

Board Assurance Framework
Susan Owen, Risk and Governance Manager
Matthew Trainer, Chief Executive
Public
HSE risk - 1451
Oxleas has been charged with four offences under 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
The HSE prosecution case concluded on 20 December 2018. The trust was fined
£300k, plus £28k costs. It is proposed that this risk is now closed and removed from
the Board Assurance Framework.
Serious incident risk - 1763
The new risk on embedding learning from serious incidents was approved at the
Audit and Risk Assurance Committee on 20 November 2018, with a slight change to
the wording as below
1763: If actions agreed as a result of serious incident inquiries are not completed in
a timely manner, there is a risk that the trust may not implement learning and take
action to improve practice and quality.
Assurance will be provided by actions being closed on Datix in a timely manner,
along with evidence that the action has been put into effect.
The risk has been rated as a moderate (9) risk (both consequence and likelihood
rated at 3); however, the Audit and Risk Committee have challenged as to whether
this should be rated as a high risk until we are confident that mitigations are
embedded.
Changes to existing risks
There have been no changes to existing risks since the last meeting of the Board of
Directors.
Current
rating
TBA

New risks for approval
None
Proposed changes to existing risks

Previous
rating

Current
rating

Proposed changes to existing risks
1451: Oxleas has been charged with four offences under 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

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

Information

To Note

Approval

Decison

Previous
rating

Current
rating

SIG (20)
(4 x 5)

CLOSE

√

For the Board of Directors to note.

Quality √

Workforce √

Sustainability √

Partnerships √

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

Board Assurance Framework - as at 31 December 2018
Board agenda ID
item

Strategic
objective

Description

Item 05 - CEO 1451
update

Sustainability

Oxleas has been charged with four
Finance
offences under the Health and Safety
at Work Act 1974 under sections 2 & 3
(applicable to employees and nonemployees), 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

Item 08 1220
PQAC report

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). This means that the
trust may not be able to obtain an
accurate record of performance.

Service

Informatics

Handler

Responsible
Committee

Board Subcommittee

Opened

Controls in place

Existing assurances

Thind, Mrs Jazz

Trust Business
Committee

Business
Committee

12/09/2016

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

Consequence
(current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Last review
date

Review date

Synopsis

Major (4)

Certain (5)

20

Significant

18/09/2018

19/03/2019

The Trust continues to co-operate with Evans, Mrs
the HSE investigation and respond to Rachel
additional requests for information and
evidence as and when they arise.
Action now closed as prosecution has
been served

An appropriate communications plan
has been put into place to respond to
any media interest.

Oversight group in place

Responsibility Due date
('To')

Done date

Risk level
(Target)

31/12/2017

31/12/2017

Moderate

Date target
rating to be
achieved
31/12/2018

Evans, Mrs
Rachel

31/12/2018

Complete

The trust has taken legal advice on our Evans, Mrs
response to the HSE investigation and Rachel
advice on options in the event of
prosecution. The trust will also
explore whether the NHS Litigation
Authority will cover some or all of the
defence costs under the indemnity
schemes.

31/12/2018

Complete

The trust will need to make
Thind, Mrs Jazz 31/12/2018
arrangements of ensuring their is
financial provision to cover the cost of
a fine - this continues to be reviewed

Complete

Directorates and corporate teams will Bartlett, Mr
use the Validation Dashboard to check Tom
figures submitted to Board of Directors
on a monthly basis. This dashboard will
also record where this activity has
happened and act as assurance that
validation is taking place.

31/03/2017

31/08/2016

Low

31/03/2019

Integrated dashboards to be developed Bartlett, Mr
to drill down to patient level
Tom
information.

31/03/2018

28/04/2017

Currently we only require validation of Bartlett, Mr
a subset of the metrics on the
Tom
validation dashboard. Directorates
need to start validating all of the
metrics. This will be phased in during
2017/18. There will be some minor
work needed on the validation
dashboard to activate RAG feedback
for those metrics.

31/12/2018

On-going

Develop RiO Standing Operating
Bartlett, Mr
Procedures for each team to set out
Tom
expectation on what needs to be
recored, where it needs to be recorded
and the timescales. This work to be led
by Reena Jamieson

31/03/2019

On-going

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

Furzer, Ms Alison

Performance and Performance
Quality Assurance and Quality
Committee
Assurance
Committee

17/03/2015

1. RiO training for clinicians

"1. Internal audit of data quality

Moderate (3)

Possible (3)

9

Moderate

21/11/2018

20/02/2019

2. Business office management of data 2. Trust Information Assurance
capture within directorates
Framework (on ifox)
3. Ifox enables clinicians to view
missing data near real time
4. A structured metric build enforces
data quality checks during testing.
5. Data quality issues are flagged and
discussed at CDG meetings.
6. Validation is performed for key
metrics routinely and in line with IBR
reporting timetables.
7. New working group established to
oversee work

3. Integrated Performance Report
tracks where metrics have been
checked for accuracy including
completeness.
4. The metrics being submitted to
MHSDS include validated metrics that
have been reported on the IBR.
5. Testing documentation
6. Validation tasks performed by
directorates are recorded and visible
on the validation report
7. CDG papers

Item 08 1763
PQAC report

Quality

If actions agreed as a result of serious Nursing
incident inquiries are not completed in Directorate
a timely manner, there is a risk that the
trust may not implement learning and
take action to improve practice and
quality.

Wells, Mrs Jane

Trust Patient
Performance
Safety Committee and Quality
Assurance
Committee

07/11/2018

Trust Patient Safety Group
Directorate Patient Safety Group

Evidence of the actions taken to be
uploaded to Datix; and action closed on
Datix in a timely manner to provide
assurance that actions have been
completed.

Moderate (3)

Possible (3)

9

Moderate

17/12/2018

11/02/2019

This is an on-going action. The Trust
Lemilliere, Ms. 31/03/2019
Patient Safety Group monitors actions Caroline
that are due and overdue and
Directorate Patient Safety Groups are
held to account by the Trust Patient
Safety Committee

On-going

Low

31/03/2019

Item 08 1709
PQAC report

Quality

The trust needs robust systems to
Quality and
identify and respond to warnings in
Governance
relation to problems in service delivery
in non-acute in-patient units. Failure
to do so will impact on patient
experience and may lead to patient
needs not being met

Okocha, Dr Ify

Performance and Performance
Quality Assurance and Quality
Committee
Assurance
Committee

16/05/2018

Peer review programme
Readiness workshops
Communication plan
Response to Oaktree

PQAC minutes
CQC Oversight Group to monitor
progress
Peer review reports

Moderate (3)

Unlikely (2)

6

Moderate

21/11/2018

20/02/2019

Processes will be developed to ensure Iranloye,
that the trust can proactively identify Rhoda
and then address concerns:

30/09/2018

Complete

Low

30/11/2018

Okocha, Dr Ify 31/10/2018

Complete

Peer reviews - each team is given an
improvement plan following the peer
review
Dedicated focus on the five quality
domains and identifying the gaps at
trust and local level
CQC engagement workshops
Implementation of action plan from
Oaktree Lodge investigation
Implementation of the action plan
developed by the Executive in
response to the recommendations in
Steve James's report into Oaktree
lodge.
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Board agenda ID
item

Strategic
objective

Description

Item 12 Workforce
report

Quality,
Workforce

That the trust cannot recruit staff to a Workforce and
level which enables it to maintain
QI
optimum levels of substantive staff.
This will impact on the delivery of care
and patient experience

1213

Service

Handler

Responsible
Committee

Board Subcommittee

Opened

Controls in place

Existing assurances

Nair, Meera

Recruitment and
Retention
Committee

Workforce
Committee

18/02/2014

On-going programme of recruitment Vacancy rate monitoring - target to
events, including weekend events and maintain at <11%
working closely with HEIs; use of social “time to recruit” monitoring
media to raise awareness of job
opportunities

Consequence
(current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Last review
date

Review date

Synopsis

Moderate (3)

Likely (4)

12

High

17/10/2018

16/01/2019

On-going recruitment activity to target Nair, Meera
specific areas. A number of solutions
are being explored to promote Oxleas
as an employer of choice, with
initiatives to attract and retain high
calibre staff
•Key focus on recruitment of Band 5
nursing staff and a range of schemes
are being used to incentivise staff to
apply for these posts
•On-going programme of recruitment
events, including weekend events and
working closely with HEIs
•Development of an enhanced Band 4
nurse associate role
On-going review of reducing time to
recruit timescacles

Use of temporary staff to cover
vacancies

Item 12 Workforce
report

1471

Workforce

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.

Workforce and
QI

Nair, Meera

Equality and
Human Rights
Group

Workforce
Committee

26/04/2016

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.

Moderate (3)

Likely (4)

12

High

17/10/2018

16/01/2019

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.

Item 12 Workforce
report

1502

Workforce,
Sustainability

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

Nair, Meera

Trust Workforce
Committee

Workforce
Committee

18/01/2017

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

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

Major (4)

Possible (3)

12

High

17/10/2018

16/01/2019

Item 13 Business
Committee
report

1606

Sustainability

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

Thind, Mrs Jazz

Trust Business
Committee

Business
Committee

13/07/2017

Investment to support the additional
capacity in place on a non-recurrent
basis

Monitoring of financial position
reported to Board, Business
Committee and Executive Team
Monitoring use of Bexley Crisis Cafe
Feedback from MADE events

Major (4)

Possible (3)

12

High

18/09/2018

19/03/2019

Daily bed state reports published to
monitor usage of beds

Responsibility Due date
('To')

Done date

Risk level
(Target)

31/12/2018

On-going

Low

Date target
rating to be
achieved
31/03/2019

Nair, Meera

31/12/2018

On-going

Improved engagement with staff
Nair, Meera
through campaigns and activity aimed
at addressing bullying and harassment
may mitigate risk of staff experiencing
discrimination

31/03/2019

On-going

Moderate

31/03/2019

Risk of violence and aggression
Nair, Meera
experienced by staff is mitigated
through implementation of trust MDT
action plan on managing verbal abuse,
harassment and discrimination by
patients. Improved engagement with
staff through the evaluation of QI
project.

31/03/2019

On-going

A detailed retention plan has been
Nair, Meera 31/10/2018
developed with a focus on: making first
year of employment supportive,
nurturing and fulfilling experience,
support managers to get the best out
of and develop individual staff; and
make people feel valued by an
organisation that prioritises quality of
care
Programme in place to develop alternatives Okocha, Dr Ify 31/03/2019

On-going

Moderate

31/03/2019

On-going

Moderate

31/03/2019

On-going

Moderate

31/03/2019

to inpatient admission and also ensure that
our community teams are functioning at
optimum levels.
There are four over-arching themes into
which all of the work streams fit:

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

• Ensure patients in crisis in the community
can access a community based resources
and therefore avoid attendance at A&E
• Ensure that when appropriate patients
can be assessed for longer periods without
being admitted to hospital
• Ensure that each patient admitted to an
acute ward has a purposeful admission and
that discharge is not delayed
• Ensure that care offered in the
community is not delayed and that teams
are working at optimum

Crisis Cafe established in Bexley

Two 2018/19 specific projects that will
provide an alternative to in-patient
admission are - development of borough
based 24/7 HTT teams and the
development of a trust wide Crisis Line

Item 13 Business
Committee
report

1177

Sustainability

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

Finance

Thind, Mrs Jazz

Trust Business
Committee

Business
Committee

22/10/2014

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

Page 2 of 3

Major (4)

Likely (4)

16

Significant

16/10/2018

19/03/2019

All services asked to ensure the Trust Thind, Mrs Jazz 31/03/2019
has sufficient plans to achieve current
annual savings target and beyond

Greater transparency of CRE plans with
commissioners to highlight
consequences on services of reduced
funding

Board agenda ID
item

Strategic
objective

Description

Item 15 Audit and
Risk

Quality

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

1270

Service

Handler

Responsible
Committee

Board Subcommittee

Evans, Mrs Rachel

Health and Safety Workforce
Committee
Committee

Opened

Controls in place

Existing assurances

Consequence
(current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Last review
date

Review date

Synopsis

10/12/2015

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

"Health and Safety Risk Assessment
Compliance Register

Moderate (3)

Possible (3)

9

Moderate

12/12/2018

28/02/2019

Local inductions and local induction
forms have been amended to include
reference to risk assessments / safe
systems of work.

Full audit of compliance undertaken by
the H&S Team and majority of teams
are green. Monthly updates sent to
directorates and follow ups by H&S
team
KPMG re-audit May 2018 gave
outcome of significant assurance with
minor improvement opportunities

Service user risk assessment and risk
formulation function on RiO so staff
can see current risks and identify
where a joint visit may be required.
The lone working category is now live
on Datix. The manager review form
includes a date field to enter the date
of when the risk assessment was
completed
Role of the LSO has been changed.
Full audit of compliance undertaken by
the H&S Team and majority of teams
are green. Monthly updates sent to
directorates and follow ups by H&S
team

Responsibility Due date
('To')

Done date

Risk level
(Target)

Role of the LSO has been reviewed and H&S Manager 31/05/2017
a newsletter has been prepared to
communicate this trustwide. Training
courses continue to be offered from
LSOs - further dates to be circulted.

10/06/2017

Low

A task and finish group has been
H&S Manager 31/10/2017
established and has met once. It will
agree a limited number of methods
that may be adopted by teams
according to their working
arrangements. Guidance and protocols
on the chosen methods will be
provided.

02/11/2017

Additional risk assessment workshops Moss, Mr
are being provided to support teams to Julian
complete risk assessments
meaningfully. Worked examples to be
sent to LSOs to support this work.
Health and Safety Service will review
the quality of safe systems of work.

31/10/2017

15/03/2018

31/12/2017

15/03/2018

H&S Manager 31/05/2017

10/06/2017

A protocol is to be developed by LSMS H&S Manager 30/04/2017
to cover use and monitoring.
(Completed).

31/03/2017

Risk assessment template contains
columns for responsible person and
due date to be identified - services to
be reminded of their responsibility for
completion and for production of safe
system of work.

All staff have been issued with
personal attack alarms
Plans being developed to roll out
SkyGuard more extensively

Health and Safety Committee to
receive reports on compliance.

The compliance register includes
Moss, Mr
completion of safe systems of work on Julian
a separate tab for monitoring
purposes.
After the completion date of October,
this will be included, with other RAs in
the RAG rated section of the
compliance register for annual
monitoring.
A detailed quality review of a sample
of risk assessments and safe systems of
work will take place as part of planned
audits, rather than as part of annual
checklist to allow greater focus.

Register is to be enhanced in Excel.
This will be undertaken when the
register is reconfigured to respond to
changed directorate structure.
Policy to be reviewed at next H&S
Committee –and will include the
escalation process.

The Lone Working policy is to be
reviewed to add monitoring of usage
of devices as part of responsibilities for
line/senior managers.
Agenda item to be included on H&S
committee for services to report on
usage.
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Date target
rating to be
achieved
31/03/2019

Board of Directors
10 January 2019
Report Title
Author
Accountable Director
Confidentiality/
FOI status
Report Summary

Item
Enclosure

6
4

Integrated Dashboard
Alison Furzer, Director of Informatics
Matthew Trainer, Chief Executive
Public

Please see attached the Trust Integrated dashboard.
There are 4 areas where overall Trust performance is ‘red’ and exception reports
are provided.

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
Service
user/carer/staff

Quality √

To Note

√

Decision

Workforce √

Sustainability √

Partnerships √

Integrated Performance Report(IPR) - November 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

Q4
17/18

Trend

Q1
18/19

1.67

Q4
17/18

Jul-18

1

Q1
18/19

Aug-18
2

Trend

Jul-18

2

Aug-18

Sep-18
2

Sep-18

Oct-18
2

Oct-18

Nov-18

Comments - Nov 18

2

Nov-18

Comments - Nov 18

3

Quality

Monthly

DH

10341

4 Must Dos - Treated with dignity and respect

>90%

IO

98.7%

99.0%

98.9%

99.2%

99.4%

98.8%

98.5%

4

Quality

Monthly

Trust

10798

Friends/relatives involved in care and treatment

>90%

IO

92.3%

92.6%

94.0%

95.2%

95.5%

97.3%

95.6%

5

Quality

Monthly

Trust

10338

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

>90%

IO

96.8%

97.1%

97.1%

97.7%

96.5%

95.9%

96.8%

6

Quality

Monthly

Trust

10340

Friends and Family Test (FFT) - % not recommended

<10%

IO

2.2%

2.3%

1.4%

1.5%

1.7%

2.1%

2.9%

>10% Red ,8.5%to10% Amber, <8.5% Green

7

Quality

Monthly

Trust

10339

FFT - % recommended

>90%

IO

92.1%

91.8%

94.0%

92.7%

92.4%

92.1%

90.7%

RAG: Green >90, Amber >84-90 , Red <=85.

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

Q4
17/18

Q1
18/19

Trend

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Comments - Nov 18

8

Quality

Monthly

NHSE

10768

Delayed Transfers of Care

<7.5%

HS

6.6%

3.6%

3.7%

4.1%

5.1%

4.9%

3.3%

9

Quality

Monthly

NHSI

11128

6 Week Wait for Audiology Diagnostic Assessment (DM01 Monthly)

>99%

HS

33.3%

99.2%

97.6%

99.1%

100.0%

100.0%

100.0%

10

Quality

Monthly

Trust

11403

Performace against 30 working day target for Responding to
complaints

>80%

IO

60.0%

65.8%

46.2%

62.5%

Please see exception report.

11

Quality

Monthly

Trust

11404

Performance against outstanding actions identified from Complaints

>90%

IO

86.9%

88.3%

75.6%

88.1%

A number of actions have not yet been uploaded in Datix
by the investigating officers and therefore cannot be
reported on. The following Directorates: Bexley,
Greenwich, C&YP and Forensics and Prisons have been
asked to ensure this is rectified.

12

Quality

Monthly

Trust

10335

4 Must Dos - Enough information about care and treatment

>90%

IO

97.6%

97.7%

98.4%

97.7%

97.5%

97.4%

96.4%

13

Quality

Monthly

Trust

10336

4 Must Dos - Involved in decisions about care and treatment

>90%

IO

96.9%

97.4%

98.0%

97.6%

97.4%

97.1%

96.2%

14

Quality

Monthly

Trust

11268

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

>95%

HS

97.0%

97.8%

97.4%

98.5%

98.1%

98.0%

97.5%

15

Quality

Monthly

Trust

10024

Referral to treatment for Psychological Therapies (PT)

>95%

HS

85.7%

81.6%

85.8%

86.9%

88.4%

88.4%

89.7%

16

Quality

Monthly

NHSI

10248

Referral to treatment for incomplete care pathways

>92%

HS

94.5%

96.8%

95.0%

95.3%

92.9%

92.5%

89.2%

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

Q4
17/18

Q1
18/19

Trend

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

17

Quality

Monthly

NHSI

10314

CPA 7 Day follow up (Discharge from Inpatient setting)

>95%

HS

99.0%

99.5%

96.3%

100.0%

93.3%

97.6%

93.3%

18

Quality

Monthly

Trust

10342

Adult Acute Bed occupancy (excluding leave)

<100%

HS

95.4%

95.7%

92.8%

96.4%

97.7%

96.1%

98.2%

19

Quality

Monthly

Trust

10463

OPMH Acute Bed occupancy (excluding leave)

<100%

HS

88.6%

84.5%

73.2%

71.7%

88.8%

77.9%

87.8%

20

Quality

Monthly

Trust

10343

Adult Community Intermediate Care Bed Occupancy

85-95%

HS

97.0%

89.4%

92.7%

88.1%

92.7%

86.7%

80.3%

21

Quality

Monthly

Trust

10869

Crisis Home Treatment Team Gatekeeping - Oct 2017 onwards

>95%

HS

99.5%

99.1%

99.3%

97.3%

97.4%

99.3%

96.5%

22

Quality

Monthly

Trust

10446

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

>95%

HS

93.0%

93.9%

87.9%

93.3%

93.0%

89.4%

91.0%

23

Quality

Monthly

Trust

10512

48-Hour Post-Discharge Follow-up

>100%

IO

97.2%

96.3%

97.8%

96.2%

100.0%

93.9%

100.0%

24

Quality

Monthly

Trust

10355

No of incidents (1-3)

N/A

JW

974

933

959

985

937

938

1,006

25

Quality

Monthly

Trust

10356

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

N/A

JW

7

8.67

6

4

8

1

7

26

Quality

Monthly

Trust

10447

Incidents of Grade 3 and 4 Pressure Ulcers

N/A

JW

10

10.67

4

3

2

3

4

27

Quality

Monthly

Trust

10448

Medication errors

N/A

IO

58.33

51

68

73

61

70

72

28

Workforce &
Development

Monthly

Trust

10334

Vacancy Rate

<14%

MN

10.8%

11%

9.6%

9.6%

8.9%

9.5%

9.1%

29

Workforce &
Development

Monthly

Trust

10445

Vacancies - Exceptions Prisons

<14%

MN

19%

14.9%

12.7%

11.9%

12.1%

27.1%

25.4%

30

Workforce &
Development

Monthly

Trust

10913

Vacancies - Exceptions Forensics

<14%

MN

15.6%

17%

15.2%

9.9%

10.7%

11.3%

10.3%

31

Workforce &
Development

Monthly

Trust

11251

Vacancies - Exceptions ALD

<14%

MN

14.0%

18.2%

13.6%

11.5%

10.3%

9.7%

11.0%

Target

Exec
Lead

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

Q4
17/18

Q1
18/19

Trend

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

RAG: Green >90, Amber >84-90 , Red <=85.

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

Comments - Nov 18

RAG:>=95% Green. 85% - 95% Amber. <85% Red.

Please see exception report.

RAG: >95% Green; 80-95% Amber; <80% Red.
RAG: Green. 100%; Amber. >90%<100%; Red. <=90.00%.
Trust: 45/45 = 100%.

Please see exception report.

Comments - Nov 18

32

Quality

Monthly

NHSI

10915

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

>53%

HS

63.0%

58.8%

80.0%

77.3%

83.3%

81.8%

55.6%

Bx. 3/4; Br. 4/5; Gr. 1/3; CYP. n/a.

33

Quality

Monthly

NHSI

10916

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

>53%

HS

74.1%

71.7%

76.5%

81.3%

85.7%

81.3%

100.0%

Bx. 1/1; Br. 2/2; Gr. 1/1; CYP. 1/1

Report Run Date: 04 Jan 2019 09:44 AM

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

Q4
17/18

Trend

Target

Exec
Lead

Q1
18/19

Jul-18

Aug-18

Sep-18

>90%

HS

89.7%

96.3%

98.6%

100.0%

100.0%

HS

856.67

963.33

450

665

775

Oct-18

34

Quality

Monthly

Trust

10645

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

35

Quality

Monthly

NHSI

11314

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

36

Quality

Monthly

Trust

11334

% of Inpatient Rosters Approved 6 Weeks in Advance

>90%

MN

1.3%

31.0%

41.0%

26.0%

26.0%

30.0%

26.0%

37

Quality

Monthly

Trust

10323

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

>100%

IO

93.7%

94.2%

99.4%

97.9%

100.0%

96.8%

97.1%

38

Quality

Monthly

Trust

10325

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

>100%

IO

97.2%

94.1%

100.0%

100.0%

95.0%

100.0%

92.9%

39

Quality

Monthly

Trust

10322

MH CPA Service user reviews after 6 months

>95%

HS

95.6%

94.5%

96.0%

94.2%

95.4%

95.0%

95.1%

40

Quality

Monthly

Trust

10102

CPA formal review within 12 mths

>95%

HS

99.9%

100.0%

99.8%

99.8%

99.8%

99.6%

99.6%

41

Quality

Monthly

Trust

10359

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

>95%

HS

97.0%

96.0%

98.0%

100.0%

98.0%

98.0%

95.0%

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

Q4
17/18

Trend

Q1
18/19

Jul-18

Aug-18

Sep-18

97.8%

Nov-18

Comments - Nov 18

94.2%
Information published by NHSI two months in arrears.

Oct-18

Nov-18

Please see exception report

S58:13/14 = 92.8%. Due to low number of denominators
impact of any breaches on overall percentages is felt
acutely.

Comments - Nov 18

42

Workforce &
Development

Monthly

Trust

10353

Staff Personal Development Review (PDR) Completeness

>80%

MN

90%

89%

90%

91%

90%

90%

90%

43

Workforce &
Development

Monthly

Trust

10354

Supervision Completeness

>80%

MN

80%

81%

81%

80%

83%

83%

83%

44

Workforce &
Development

Monthly

Trust

10333

Sickness Rate

<4%

MN

4.7%

3.1%

3.3%

3.6%

3.5%

3.6%

4.5%

RAG: Green: >6, Amber: 6-4, Red: <4.

45

Workforce &
Development

Monthly

Trust

10331

Bank Costs as % of pay spend (All professions)

MN

7.9%

8.4%

6.1%

9.5%

8.4%

8.6%

7.9%

The focus of the workforce team has been on reducing
agency and vacancies. The use of bank is being encouraged
as an alternative to agency use, it can only be viewed in
context of volume of agency usage and vacancies. The
earlier target has therefore been removed. Reporting will
continue to provide context in relation to agency and
staffing levels.

46

Workforce &
Development

Monthly

Trust

10332

Agency costs as % of pay spend

<6.5%

MN

6.9%

5.8%

5.2%

4.6%

4.4%

4.7%

4.1%

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

47

Business

Monthly

NHSI

10326

Normalised Surplus - Year to Date (£M)

0.1

JT

0.3

0

0

-0.3

-0.2

-0.2

-0.1

Year to Date target £0.1m, Year end plan £0.1m. RAG: >
0.0 is Green, 0.0 to -0.3 Amber; < -0.3 is Red.

48

Business

Monthly

NHSI

10327

Cash Position (£m)

47.0

JT

60.5

60

63

68.7

64.6

66.2

65.1

Year to date target £61m, Year end plan £58m

49

Business

Monthly

Trust

10328

Capital Expenditure - Year to Date (£m)

<=14

JT

11.2

1.4

1.8

2.4

2.8

3.8

5.3

Year to date plan £5.9m, Year end plan £15.0m

50

Business

Monthly

Trust

10330

CRE Plans 18/19 (£M)

>9.9

JT

9.6

6.1

7.1

7.4

7.4

7.3

7.3

Year end saving plan £9.9m.

Please see individual metric documents for RAG ratings
Key - All areas except where noted in comments section

More than 5% away from Target
Within 5% of target
Meeting Target
Missing Data, See comment

EXCEPTIONS REPORT: Line 10 – 11403 Complaints, 30 working day responses

11403 Performance against 30 working day target for Responding to complaints

KPI Data
Apr-18
Completed

16/31

Percentage

51%

May-18

Jun-18

Effectiveness of Actions to Date
Jul-18

Aug-18

Sep-18

13/26

18/23

25/38

12/26

30/48

50%

78.3%

65.8%

46.4%

62.5%

Due to low numbers, the impact of any breaches on overall
percentages is felt acutely. However, considering that this is one of our
newer metrics, it is anticipated that reporting this data monthly will
encourage improvements in response times.

Future Actions and monitoring process

i.
ii.
iii.
iv.
v.

On allocation of a complaint the relevant complaints officer will call the Investigating Officer to discuss the expectations and their role in the investigation and
complaints process. i.e. reading through the complaint in a timely manner, how they will be investigating the complaint, advising them to contact the
complainant at the outset, advising that requests for extensions must be made within 72 hours of receipt and their responsibilities for completing Datix.
The complaints team have encouraged services to utilise the significant pool of IO’s that have received training to date and allocate IO’s on a rota basis. This
would avoid IO’s dealing with more than one complaint at a time.
A Qi project on complaints handling has been introduced in Greenwich.
Weekly logs are sent by the complaints team to each Directorate detailing the status of all complaints, including re-opened complaints, Quality Alerts and MP
Enquiries.
Directorates are expected to formulate their own plans to address performance.

Lead Director: Michael Witney

Estimated Time to Resolve: 30/06/2019

EXCEPTIONS REPORT: Line 20 – 10343 Adult Community Intermediate Care Occupancy
Adult Community Health Intermediate Care Bed Occupancy (ALL clients who experience a stay in an inpatient bed for at least one night,
regardless of any other factors, excluding Leave). Greenwich beds only.

KPI Data
Borough
Greenwich

Jun-18
94.2%

Jul-18
92.7%

Aug-18
96%

Effectiveness of Actions to Date
Sept-18

Oct-18

Nov-18

91.2%

94.7%

73.1%

Senior management daily attendance at 08.30hrs bed meeting at QEH
and 10.30hrs TOCC meetings are already in place.

Future Actions and monitoring process

We are having regular meetings with CCG and LGT to revise criteria and referral pathway for beds at Eltham Community Hospital to maximise flow from QEH to
ECH. Community based colleagues will continue to work with QEH to identify patients who would benefit from transferring to ECH or could be better supported
via community services.

Lead Director: Helen Smith

Estimated Time to Resolve: On-going

EXCEPTIONS REPORT: Line 29 - 10445 Vacancies (Prisons)

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

Effectiveness of Actions to Date

KPI Data 17/18
Borough

Q4

Q1

Prisons

19%

14.9%

10.8%

11%

Trust

Jul-18

Aug-18

Sept-18

Oct-18

Nov-18

12.7%

11.9%

12.1%

27.1%

25.4%

9.6%

9.6%

8.9%

9.5%

9.1%

After a significant increase in October, the Vacancy rate in the Prisons
Directorate has dropped slightly into November, as the recruitment to
vacant posts continues.

Future Actions and monitoring process
General:
The Overall Vacancy level has decreased slightly into November and is now at 9.10%. Work continues to speed up the recruitment process, with a target of 4 weeks for
completion of pre-employment checks. HR continue to work with the services to ensure recruitment is undertaken in a timely way and work with finance to ensure accuracy of
recorded establishments, following organisational change programmes.
Prisons
Vacancy levels within Prisons saw a large increase in October – largely attributable to an increase in the Prisons establishment from the TUPE in of Substance Misuse and IAPT
Teams and the recent consultation. It is anticipated that vacancy levels in Prisons will decline over the next few months as recruitment to vacant roles takes place - some of this
is already evident, with the Prisons vacancy rate dropping slightly into November, from 27.11% to 25.39%.

Lead Director: Meera Nair

Estimated Time to Resolve: March 2019

EXCEPTION REPORT: Line 36 - % of Inpatient Rosters Approved 6 Weeks in Advance
The Roster Score % is a measure of Inpatient Rosters Approved 6 Weeks in Advance, 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

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

-

-

37%

41%

26%

26%

30%

26%

•

New Metric – August 2018.

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 a strong link between a roster being approved
in advance and the overall quality of that roster. It replaces the previous score which was a weighted combination of multiple indicators and will be used for monitoring
performance from September 2018. All roster quality indicators will continue to be presented to directorates for monitoring.
The Roster KPI shows the % of the 28 Inpatient Areas which have met the 6 Week Approval deadline for the roster they produced this month. 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.
The number of Inpatient Rosters Fully Approving their rosters by the deadline has remained low and static for the past 4 roster periods, despite some promising signs of
improved practice early in 2018. The roster due for approval in December saw only 7 out of 27 Inpatient Areas meeting the 6 week target.
A more rigorous process of monitoring performance against this and related indicators has now commenced. Formal monthly Roster Review meetings started in
December and include representation from Workforce, Finance, Nursing and the service leads. Outside of these meetings, the Workforce Systems Team continue to
train and support staff in their use of Healthroster and Employee Online.

Lead Board Director: Meera Nair

Estimated time to resolve: TBC

SINGLE OVERSIGHT FRAMEWORK DASHBOARD
December 2018 - Reporting November 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

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

65%

Comment

Operational
Performance

Ify Okocha

Operational
Performance

Ify Okocha

Operational
Performance

Ify Okocha

Operational
Performance

Helen Smith

Referral to treatment for incomplete 10248
care pathways

NHSI

IBR

Yes

92%

95.2%

95.5%

92.3%

96.5%

98.4%

93.5%

98.4%

95.0%

95.3%

92.9%

92.5%

89.2%

Operational
Performance

Helen Smith

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

MHSDS / UNIFY2 IBR

Yes

>=53%

33.3%

66.7%

33.3%

88.9%

50.0%

65.2%

61.1%

80.0%

77.3%

83.3%

81.8%

55.6%

Bx. 1/2; Br. 3/4; Gr.1/3; CYP. n/a.

Operational
Performance

Helen Smith

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

MHSDS / UNIFY2 IBR

Yes

>=53%

84.6%

54.5%

77.8%

90.0%

73.3%

64.7%

76.9%

76.5%

81.3%

85.7%

81.3%

100.0%

Bx. 1/1; Br. 2/2; Gr. 1/1; CYP. 1/1

Operational
Performance

Helen Smith

IAPT - % completing treatment

10652
(IAPTUS)

IAPT MDS

IAPT

Yes

50%

56.6%

58.2%

58.2%

59.0%

61.2%

55.1%

58.8%

60.1%

57.6%

60.1%

62.4%

56.1%

Operational
Performance

Helen Smith

IAPT Waiting Times - 18 weeks

10534
(IAPTUS)

IAPT MDS

IAPT

Yes

95%

100.0%

100.0%

100.0%

100.0%

99.7%

100.0%

97.5%

99.6%

99.8%

100.0%

100.0%

99.5%

Operational
Performance

Helen Smith

IAPT Waiting Times - 6 weeks

10533
(IAPTUS)

IAPT MDS

IAPT

Yes

75%

96.5%

94.4%

97.8%

95.5%

99.7%

96.0%

99.7%

95.8%

97.4%

98.0%

98.1%

96.1%

Operational
Performance

Helen Smith

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

Unify2

DM01

Yes

99%

100.0%

100.0%

100.0%

100.0%

99.3%

99.2%

99.3%

97.6%

99.1%

100.0%

100.0%

100.0%

Operational
Performance

Helen Smith

MHSDS Completeness - Data Quality 11190
Maturity Index DQMI

MHSDS / UNIFY2 MHSDS

No

95%

Operational
Performance

Helen Smith

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

11314

MHSDS / UNIFY2 NHS Digital

No

0%

965

1095

745

730

815

1085

990

450

665

Quality of Care

Helen Smith

% clients in employment - for 16-69
yr olds who are on CPA

10666

NHS Digital

MHSDS

Yes

N/A

7.0%

8.4%

8.7%

6.0%

6.0%

8.2%

8.2%

8.2%

8.2%

Published by NHS Digital two months in arrears; after the 20th
of each month.

Quality of Care

Helen Smith

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

NHS Digital

MHSDS

Yes

N/A

64.0%

60.6%

61.8%

62.0%

62.0%

53.4%

57.5%

57.2%

56.7%

Published by NHS Digital two months in arrears; after the 20th
of each month.

Quality of Care

Helen Smith

Admissions to adult wards of under
16s

10664

NHS Digital

Local
Reporting

Yes

0

0

0

0

0

0

0

0

0

0

0

0

0

Quality of Care

Helen Smith

CPA 7 day followup

10314

HSCIC

IBR

Yes

95%

98.5%

98.5%

100.0%

98.5%

98.4%

100.0%

100.0%

96.3%

100.0%

93.3%

97.6%

93.3%

Quality of Care

Jane Wells

CAS alerts outstanding

10660

NRLS

Internal

N/A

N/A

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

Quality of Care

Jane Wells

Never Events

10659

NHSE

Internal

N/A

0

0

0

0

0

0

0

0

0

0

0

0

0

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%

Awaiting participation in 17-18 national audit. - Q&A
Department - October 2018.

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

Local CQUIN

TBD

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

Under development .

Published by NHS Digital two months in arrears.

775

RAG:>=95% Green. 85% - 95% Amber. <85% Red.

Domain

Director

Metric

Metric Number

NHSI Method of Current
Collection
Reporting

Matches
Local
Reporting?

Target

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Quality of Care

Jane Wells

Under-reporting of Patient Safety
Incidents

10654

NRLS

IBR

Yes

N/A

6.6%

7.6%

7.0%

6.6%

7.0%

7.1%

6.5%

7.6%

7.4%

6.9%

6.8%

7.6%

Quality of Care

Michael
Witney

Community FFT - % positive

11269

NHSE

IBR

Yes

90%

94.0%

94.1%

94.6%

93.4%

92.8%

94.9%

96.7%

95.9%

95.1%

95.3%

94.2%

93.1%

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%

87.5%

83.3%

82.8%

84.4%

82.9%

82.3%

88.5%

84.3%

84.5%

84.9%

84.3%

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

28

24

25

34

32

23

24

39

25

24

33

25

Item suspended, from IBR, until further notice: October 2018

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

CQC

Not collected

N/A

National
Average 3.79

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

Quality of Care

Michael
Witney

CQC community mental health
survey

Quality of Care

Meera Nair

Proportion of Temp Staff

Quality of Care

Meera Nair

Quality of Care

Meera Nair

3.84%

Comment

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

CQC

Not collected

N/A

N/A

10332

FT

Not collected

N/A

8%

7.1%

7.6%

6.3%

7.0%

5.8%

5.9%

5.7%

5.2%

4.6%

4.4%

4.7%

4.1%

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

Sickness

10333

NHS Digital

Workforce
Dashboard

Yes

4%

4.6%

5.3%

4.9%

3.8%

3.0%

3.0%

3.3%

3.3%

3.6%

3.5%

3.6%

4.5%

RAG: Green: >6, Amber: 6-4, Red: <4.

Staff FFT - % recommend care

10653
(provisional)

NHSE

IBR

N/A

N/A

KEY
Performance on or above target
Performance within specified threshold (see
Performance not meeting target
Metric not collected / data not available (see comment)
Awaiting data (data available but not yet provided)

66%

78%

60%

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.

Metric
Cardio-metabolic assessment - Community

Current Location Location
Not collected
Kemi.Omisore@oxleas.nhs.uk / Leanne.Menlove@oxleas.nhs.uk

Confirmed location
Email Kemi Omisore /
Leanne Menlove
Email Kemi Omisore /
Kemi.Omisore@oxleas.nhs.uk / Leanne.Menlove@oxleas.nhs.uk
Leanne Menlove
Email Kemi Omisore /
Kemi.Omisore@oxleas.nhs.uk / Leanne.Menlove@oxleas.nhs.uk
Leanne Menlove
http://oxbidb.int.oxleas.nhs.uk/ReportServer?%2fReports%2fDashboards_NewOrg%2fIBR%2fInte Row 16 - percentage
grated+Board+Report&rs:Command=Render&rs:ClearSession=true&rc:Toolbar=false

Cardio-metabolic assessment - EI

Not collected

Cardio-metabolic assessment - inpatients

Not collected

Consultant Led 18 week RTT - patients on an incomplete pathway

IBR

CRHT Gatekeeping

IBR

http://oxbidb.int.oxleas.nhs.uk/ReportServer?%2fReports%2fDashboards_NewOrg%2fIBR%2fInte Row 21 - percentage
grated+Board+Report&rs:Command=Render&rs:ClearSession=true&rc:Toolbar=false

Alison Hooper, Louise Wilkinson, Carly
Oliver, Natalie Sinclair.

Yes

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

IBR

http://oxbidb.int.oxleas.nhs.uk/ReportServer?%2fReports%2fDashboards_NewOrg%2fIBR%2fInte Row 34 - percentage
grated+Board+Report&rs:Command=Render&rs:ClearSession=true&rc:Toolbar=false

Alison Hooper, Louise Wilkinson, Carly
Oliver, Natalie Sinclair.

Yes

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

IBR

http://oxbidb.int.oxleas.nhs.uk/ReportServer?%2fReports%2fDashboards_NewOrg%2fIBR%2fInte Row 35 - percentage
grated+Board+Report&rs:Command=Render&rs:ClearSession=true&rc:Toolbar=false

Alison Hooper, Louise Wilkinson, Carly
Oliver, Natalie Sinclair.

Yes

IAPT - % completing treatment

IAPT

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

For the metric ‘IAPT - % completing treatment’ - open up IAPTus -https://oxleas.iapt Vijay Chudasama

IAPT Waiting Times - 18 weeks

IAPT

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

For the metric ‘IAPT Waiting Times - 18 weeks’ - open up IAPTus -https://oxleas.iapt Vijay Chudasama

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

IAPT
Unify2
MHSDS

For the metric ‘IAPT Waiting Times - 18 weeks’ - open up IAPTus -https://oxleas.iapt Vijay Chudasama
Sama Ali

MHSDS Completeness - priority metrics

MHSDS

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

% clients in employment

KPI

https://digital.nhs.uk/search?query=MHSDS_Monthly_File

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

Yes

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

KPI
Not collected
IBR

Yes
Yes
Yes

CAS alerts outstanding

Not collected

Never Events

Not collected

https://digital.nhs.uk/search?query=MHSDS_Monthly_File
Column P of the csv file i.e MHSDS Monthly: Final MM YYYY MHSDS Monthly Data File
Open Script
http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integrated%20Performance%20Rep Row 17 - percentage
ort%20for%20Board.pdf
Gemma.Murkin@oxleas.nhs.uk / Bryony.Robertson@oxleas.nhs.uk
Email Gemma Murkin
/Bryony Robertson
Gemma.Murkin@oxleas.nhs.uk / Bryony.Robertson@oxleas.nhs.uk
Email Gemma Murkin
/Bryony Robertson/
ANDERSON, Keeley
(OXLEAS NHS
FOUNDATION TRUST)

under-reporting of patient safety incidents

IBR

http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integrated%20Performance%20Rep Row 26 - percentage
ort%20for%20Board.pdf

Aggressive CREs

Sat Dhinsa

Community / MH FFT - % positive

IBR

Complaints - rate

IBR

CQC Inpatient / MH and Community Survey

Not collected

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

Exec Turnover
NHS Staff Survey

Not collected
Not collected

Proportion of Temp Staff

Not collected

Sickness

IBR

Staff FFT - % recommend care
Turnover

IBR
IBR

Email Katy Murray / Meera Nair

Comments

Contact for commnets
Kemi Omisore / Leanne Menlove

Completed

Kemi Omisore / Leanne Menlove
Kemi Omisore / Leanne Menlove
Yes

Yes

Yes
Yes

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

Yes
YEs

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

Meera Nair / Katy Murray / Matthew Jones
Meera Nair

912

15311
Michael Whitney

Yes

Yes

Yes

Meera Nair

http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integrated%20Performance%20Rep Row 51 - percentage
ort%20for%20Board.pdf

Yes
Meera Nair

http://ifoxtmp.oxleas.nhs.uk/Publication%20documents/IBR/Integrated%20Performance%20Rep Row 34 - percentage
ort%20for%20Board.pdf

Yes

9

5

926

6.0%
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Board Operational Report
10 January 2019
Adult Learning Disability (ALD)
We have produced our first ALD strategy which is built around four pillars of work to:
• Lessen the risk of hospital admission through proactive and responsive care
• Lessen the length of hospital stay for physical, behavioural or mental health reasons
• Prevent premature death
• Improve lives through effective and evidence based engagement with service users,
families and partner organisations
The strategy, based mostly on national priorities for ALD services, has been developed with
our staff and partners and is for the next 3 years. We have a user reference group that will
select areas of the strategy where the group can most fully contribute towards monitoring
strategy implementation. The strategy will be publicised via The Ox and we hope to do a
short explanatory video.
Children & Young People
Specialist services (Bexley and Greenwich community nursing team)
Joint initiative with WellChild: WellChild is a charity for children and young people living with
serious illness or exceptional health needs across the UK. Their vision is for every child and
young person living with serious health needs to have the best chance to thrive, properly
supported at home with their families.
One way in delivering this is through WellChild Nurses and there has been an emergence of
WellChild Nurses in Tertiary hospitals, to plan and co-ordinate a child’s transition from
hospital to home. Oxleas now has the first community based WellChild nurse.
Our Community Children’s nursing team are rightly proud of the work they do to support the
discharge of children requiring a continuing care package. The team approached WellChild
to see if they would work in partnership with us to make our senior community children’s
nurse continuing care post, a WellChild nurse.
We believe both organisations have the same ethos:
- We are passionate about what we do
- Our work is shaped by those around us
- We are caring and receptive
- We empower others and we are not afraid of letting go and embracing change
- We ‘go the extra mile’ for our patients and their families
- We innovate and challenge the status quo whenever we can.
WellChild have accepted Oxleas into their network for the next 3 years.
Looked after Children: the team carry out assessments for children in care to ensure that
their health needs are met, often travelling up to 60 miles out of Greenwich to provide
1

consistency within the assessment. Recently the team have received extremely positive
feedback; the Designated Nurse from Derby wrote:
I would just like to give you some feedback about a Looked after Child review health
assessment you completed on behalf of Derby City Local Authority on 12/09/18. I
have quality assured this assessment, it was of outstanding quality and I wanted to
thank you for your contribution. Upon reading the assessment I got a clear idea
about the child’s progress and had a strong voice of the child throughout the
documentation.
Greenwich physiotherapy: the team have launched their first termly newsletter.

First move graduate of the new academic year!
Shiron Ghale became our first move graduate of this academic year. Shiron, who has
been attending St Thomas a Beckett primary school since this September, was previously
attending Saplings Nursery in Abbey Wood and has been on the Move programme since
June 2017.
Shiron was born with spina bifida. Since starting on Move, he has been working hard on
transitions in and out of his wheelchair. He is now able to transfer independently to and from
his wheelchair to a class chair or to the floor.
The Move team attended an assembly at school on 9 October 2018, to present Shiron
with his certificate and medal as a reward for all his hard work.
Universal services
International visit: a group of six nurses from Singapore visited our Universal services in
November/December 2018. The invitation came via Public Health England, who asked if we
would host a visit to our Health Visiting (HV) teams in Greenwich to see how public health
community nursing services are delivered in England.
The nurse visits were hosted by the HV team at Kidbrooke. The visiting nurses joined home
visits, developmental surveillance sessions and our Heath Advice sessions in Children’s
centres.
The visit was very successful and the Singaporean team were very grateful for the learning
from our nurses.

2

New Start Well in Greenwich service tender: our Greenwich commissioners have advised us
that they intend to tender a new integrated 0 – 19 service, and a youth service. The new
service will include universal youth services, youth sessions in the summer holiday, health
visiting school nursing and an integrated model including all the Children’s centres in
Greenwich. The current value of these services is £14m.
We are considering how to respond to the tender.
New Head of Service: Loretta McGurry started in our Bromley HV service in October 2018.
She has been active in meeting teams and establishing the priorities in her service.
Duty HV pilot: a pilot of a Central Duty HV system started on 3 December 18. Two HVs and
full time admin staff cover duty in a central base (Stepping Stones) for the whole service,
creating efficiencies to deliver client contacts and meet demanding KPI targets.
Telephone consultations: the service is piloting telephone consultations to antenatal
mothers, as many mothers choose to work late into their pregnancy and find it difficult to
attend appointments. The new pilot offer has been well received by clients thus far.
Central administration team (CAT): after many months of staffing vacancies, the CAT team
supporting Bromley and Greenwich is close to full staffing. We now hope to re-launch the
original model enabling staff to rotate out into community bases to ensure local knowledge is
sustained.
Child and adolescent mental health services
Bromley Trailblazer pilot site: there now has been Ministerial sign off for the successful
Trailblazer Pilot Sites and so communications to local stakeholders has begun in earnest.
The Specialist Community CAMHS element of the pilot focusses on achieving 4 week waits
to assessment. Evaluation of the pilot sites will also include metrics related to waits for
treatment and clinical outcomes, in order that improvements to the whole pathway can be
achieved.
As the announcement of the successful pilot sites was previously embargoed, recruitment to
an additional 8.4 (wte) posts will now begin. The Trailblazer Pilot provides an opportunity
with partners, to develop more integrated care pathways for CYP in relation to their
emotional wellbeing/mental health, in what currently, is an unintegrated system, due to the
way that services are commissioned.
Bromley CAMHS: we continue to contribute to the CCG’s co-production exercise. We
understand that the CCG has written a new service specification, although its scope is not
yet known. We understand the intended time scale is for a new service contract to
commence in April 2020.
Greenwich CAMHS: we understand that the CCG and RBG are developing their
commissioning intentions for a newly procured service to commence in April 2020.
BBG CAMHS: we continue to work closely with the STP to improve performance against
NHSE Access targets, as outlined in the November update. We continue to meet with NHSE
which is closely monitoring our progress. The best case scenario is that the SEL STP will
achieve 30% access against a target of 32% by year end.
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Bexley Care
Integration
The staff consultation has concluded and staff are being advised of their location in the
integrated service. In response to concerns, we have decided that the community neurorehabilitation team and the community mental health rehabilitation service will remain ‘as is’
for the coming year, while further work is done to re-model pathways in both service areas.
Staff workshops to review the pathways into the LCNs are progressing well and staff
engagement in these have been overwhelmingly positive.
Dr Derek Tracy, clinical director, has recently met with the Registrar of the Royal College of
Psychiatrists, as they recently have established a small working group on integrated care.
Derek has been co-opted on to the group, which will be producing guidance for clinicians in
the Spring; they are very interested in our work in Bexley.
Work continues with NHS Bexley CCG and other local providers to further develop alliance
approaches to contracting. A series of workshops have begun and the model for a pilot
project with MSK services is close to completion. End of Life pathways have also been
agreed as a local priority for piloting this approach.
Mental health services
Barefoot Ward: Barefoot ward continues to receive good patient and carer experience
feedback. The team has been invited to the Royal College of Psychiatrists to present their
‘whole team approach’.
Work continues regarding how the ward can contribute to the SLP complex care programme;
this programme is repatriating people with complex care needs who currently reside out of
the 12-borough SLP footprint.
24/7 Home treatment team: recruitment is underway jointly with Bromley and Greenwich
services, to enable the delivery of a 24/7 HTT service.
PCP: the number of referrals to the community mental health team is averaging about 500 a
month. This has meant the introduction of weekend and out of hours working to prevent
referrals breaching our waits targets.
RTT: the psychological therapies RTT waiting list figures are steadily decreasing. We are
projecting that most of the waiting list will be in single figures or eliminated by the end of the
financial year. We have appointed two locum Band 7 psychologists who have just started in
ADAPT and we have an 8B psychologist starting in ICMP in January.
ECT/rTMS: the ECTAS team were reviewed by the Royal College of Psychiatry recently and
achieved 100%.
Adult community services
Rapid Response Team: we have met with Bexley CCG to discuss how we could expand the
remit of rapid response and include other clinicians, for example community pharmacists and
paramedics. We are still working with estates to identify a team base.

4

Intermediate Care: The 5 beds ring-fenced for ‘step-up’ on Meadowview and the interface
pathways with Queen Elizabeth Hospital are working well. The older peoples mental health
team is providing mental health support to additional community ‘step down’ provision in
Duncan House.
New services
•
•
•

Bexley CCG will fund an additional Heart Failure nurse for a 12 month pilot from 1 April
2019 – 31 March 2020. The investment is £65,000.
The Continence team will introduce trials without catheters from January 2019; we are
recruiting a Band 6 nurse for this work.
We are working collaboratively with the Bexley GP Federation to provide NHS Health
checks across Bexley.

Bromley
Single point of entry: the primary care plus service for Bromley East and West Locality
services merged in November 2018. The aim was to better manage demand across the
borough. The service is operating out of Yeoman House and the team already are able to
offer patients their first appointment within the 14 day target, which is a great achievement.
The senior management team continues to develop plans for an integrated access pathway
with Bromley Healthcare and Bromley Well, outline plans for this development have been
written.
The directorate held a meeting in November with the CCG and several GPs to discuss how
to improve working relationships between primary and secondary care. This was the second
of this type of meeting and is leading to better understanding between the two sectors. We
agreed to work on a number of issues including better communication, the introduction of
consultant connect, shared care, and the quality of GP referrals.
Service management changes
Emma Willing, our new service manager is now in post and getting to know our services.
Grace John Baptiste has been appointed as Head of Social Care for a 6 month pilot, working
across the London Borough Bromley and Oxleas.
Eleanor Johnson, senior community manager, older people’s mental health services, retired
in December; we are very grateful to her for all the excellent work she has undertaken while
in this key role.
Another significant management change is that Estelle Frost will be retiring in March 2019,
after many years working in Oxleas. Plans are in place to seek a replacement service
director for Bromley. Following Estelle’s departure, the trust ALD services will be moved
under the umbrella of the Bromley Directorate.
Estates: Yeoman House: we have begun negotiations with Bromley CCG about the
development of an estates plan in the borough. We know now that our lease at Yeoman
House cannot be extended beyond December 2019, so there is some urgency to move
forward with this.
Dementia diagnosis rate: we continue to make progress with the challenging national target
of diagnosing 66.7 % of people expected to have dementia. Bromley CCG would like a local
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target of 70%, and it is pleasing to report that we currently stand at 72.3% (a surplus of 232
cases) which is an improvement of 1.0% compared to October.
Lived Experience Practitioner conference: the inaugural lived experience practitioner
conference was held on 7 November 2018 at the United Reform Church in Bromley. It was
well attended and well supported by corporate, governor and board colleagues. We received
very positive feedback from delegates who generated many excellent service improvement
ideas and also enjoyed the day.

Forensic & Prison Services
HMIP/CQC inspections
HMP Maidstone: the draft report following the inspection at HMP Maidstone in October 2018
has been received. Inspectors found that the following regulations were not being met in
respect of our primary care services:
•

Regulation 9: Person Centred-care
Management of patients with long-term health conditions required improvement

•

Regulation 17: Good Governance
There was no regular clinical audit schedule for primary health care managers to assess
and monitor the quality and safety of services being provided. A review of incidents at a
local level and dissemination of learning to staff was not in place. A lack of formal staff
meetings in primary care meant that an opportunity to disseminate learning to staff was
missed.

Our response to the Requirement Notice at HMP Maidstone is being drafted.
HMP Thameside: we have responded to the CQC’s Requirement Notice relating to
Regulation 17 at HMP Thameside, following their unannounced inspection in August 2018.
This was a follow-up visit to their previous inspection in July 2017; as a result of this
inspection, the trust received a Notice in relation to regulatory breaches in care planning,
monitoring of medicines and the workload of GPs.
Their concerns included:
- Many patients with long-term conditions still did not have a care plan and some care
plans that were in place were not individualised.
- Patients requiring wound care did not have care plans in place, although there was
evidence of effective treatment in the medical notes.
- Patients with long-term conditions were not sufficiently monitored to ensure the care and
- treatment they received met their needs
- The systems for monitoring the contents of emergency bags and storage temperatures
of medicines were still not fully effective
- While outstanding tasks for the GP had reduced, the overall number of un-actioned tasks
had increased.
HMIP/CQC inspections took place at HMP Swaleside and HMP YOI Cookham Wood in
December 2018. Formal feedback is awaited.
Strategic developments
Update on prison procurement: we have submitted bids for mental health services in Kent
Prisons (defensive) and healthcare services at HMP Brixton and HMP Wandsworth (new
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business) following approval at the Business Committee in November and December 2018
respectively.
The dates of 23 – 25 January 2019 have been identified as dates for interviews for
shortlisted bidders for the HMP Brixton and HMP Wandsworth contract. There are no
planned interviews for the Kent service. The outcome of both bids will be known late
February / early March 2019.
There is no further formal update on the other two prison contracts in Kent that are due to
expire on 31 March 2019. These relate to the provision of primary care services at HMP
Rochester and HMP/YOI Cookham Wood and pharmacy services for all Kent prisons.
Positive practice and innovation: the first TV screen has been installed at the Bracton Centre
providing patients and visitors with information about the Centre, the activity programme and
local services. The plan is to install similar screens, with bespoke content, in each of the
wards.

Greenwich
Community health services
Respiratory services: we have participated in completing a gap analysis for respiratory
services in Greenwich, along with the CCG, LGT and Attain (a consultancy firm supporting
this process). This will lead to the development of a business case to close any gaps in
current provision.
Community care plus service: this service supports the discharge of patients from QEH and
provides clinical management at home for patients requiring IV antibiotics, breast drains and
therapy. This service started in June 2018 and, by end of November 2018, had saved 769
hospital beds days.
Mental health services
24/7 Home treatment team (HTT): ahead of the full implementation of 24/7 HTT service in
Greenwich, we have enhanced weekend support to extend the hours of HTT from 5.00pm
Friday to 9.00am Monday, with the aim of improving weekend in-reach to and discharges
from our wards. This enhanced service also increases the treatment options for patients in
ED.
Primary care Plus (PCP): our PCP consultation has concluded and the outcome paper has
been shared; the new service model will begin in the first week of February 2019. The two
existing teams will come together at Market Street and be managed under IAPT, so putting
in place a single point of access across all Oxleas-provided mental health services in the
borough.
Change Grow Live voluntary sector service: we now have a drug and alcohol advice post
commissioned to in-reach to our mental health wards at Oxleas House, working under the
supervision of our Dual diagnosis specialist nurse.
Consultant Connect: this service was launched in August 2018 and provides GPs with a
direct contact number for adult and older people’s mental health advice, during an
appointment with a patient. The service is providing improved advice around medication and
access to urgent referral pathways if required. Calls are answered by psychiatrists and
senior clinicians. Feedback from GPs is overwhelmingly positive.
7

Individual Placement and Support (IPS): IPS workers are now embedded in our adult mental
health teams. This service was developed in response to the requirements of NHSE’s Five
Year Forward View. IPS workers provide support for people who are ready to apply for
employment.
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The report gives an update on the Trust Quality Performance and Assurance
Committee highlights and exceptions from the meeting on 21 November and 19
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BAF 1120 Integrated performance dashboard
1709 CQC peer reviews
1237 MCA
7163 Learning form serious incidents
Briefly outline implications of the recommendations in this report
Recommendations and actions within report
None
None
None

Performance and Quality Assurance Committee Report
The committee met on 21 November and 19 December 2018. The report contains exceptions and
highlights.
Integrated Board Dashboard exception report
There are only 2 areas across the trust requiring an exception report:
Adult Community Health Intermediate Care Bed Occupancy - 80.9% - the indicator is reviewed
operationally as a system metric alongside A&E 4 hour performance with the aim to have higher
bed occupancy to relieve the system and smooth bed flow across the system. There are regular
meetings with CCG and Lewisham and Greenwich Trust to revise the criteria and referral pathway
for beds at Eltham Community Hospital (ECH) to maximise flow from Queen Elizabeth Hospital .
Community based colleagues continue to proactively work with QEH to identify patients who would
benefit from transferring to ECH or could be better supported via community services.
Performance against 30 working day target for responding to complaints – 62.5% - this is a newer
metrics. Due to low numbers, the impact of any breaches on overall percentages is felt acutely,
18/48 breached the target in September. It is anticipated that reporting this data monthly will
encourage improvements in response times and additional steps are being taken by the complaints
team to work with directorates to outline the expectations of investigating officers and timelines for
completion. As there is a two month delay in the timing of reporting feedback it is anticipated future
reports will show improvements due to the focus on the metric.
Patient experience feedback
The patient experience feedback for the 6 months to October 2018 highlights that for the current
financial year an overall positive response to the 6 patient feedback questions. In mental health
services the FFT feedback is slightly less positive, ranging between 82-88% for those that would
recommend services, compared to that of community services. The amount of feedback collected
each month has exceeded 2,000 for the last 4 months, although the Trust target of 10% of patient
contacts is yet to be achieved. The amount of feedback is monitored on a team by team basis and
work is ongoing to increase the amount of feedback received. It is anticipated that the roll-out of
SmartSurvey will assist with this, as it offers enhanced methods for collecting feedback (email and
SMS).
National Community Mental Health Service User Survey 2018 for older people and adults
This is a mandatory annual survey within the NHS Outcome Framework. CQC publish comparative
data for each Trust. Quality Health delivers the survey on behalf of CQC/NHS England. The results
produced by Quality Health compare 53 MH Foundation Trusts (95% of all Trusts surveyed) and
therefore provides good benchmarking data. A summary of the results was shared with the
committee:
• Oxleas response rate was 24% - 193 respondents from a final sample of 821.
• Overall, Oxleas is performing well, with Crisis Care and Therapies performing particularly
well. Areas noted by Quality Health for action include the offer to patients of a formal 12month review meeting; medication reviews; involvement of family.
• 3 areas were very good - crisis care providing help needed, alternative therapies to
medication provision and supporting people to find and keep employment

Clinical outcomes
All directorates are using outcome measures and most use a combination of clinician and patient
reported outcome measures. They all report that outcome measures are used to judge effectiveness
of interventions and achievement of agreed treatment goals on an individual patient basis. In the
absence of IT and clinical informatics support, they are unable to look at aggregated data to see how
they are performing as a team. ALD, Forensic and CYP directorates are the most advanced in terms
of utilisation of outcome measures in the trust. Borough directorates especially mental health
services including early intervention in psychosis teams have some way to go.
The Cavendish group which is made up of all mental health trusts in London have agreed to adopt
DIALOG, a patient reported outcome measure, for patients with psychosis. The measure is already in
use in a number of mental health trusts such as east London NHS FT, Southern health NHS FT and it
is the mandated outcome measure for early intervention teams in England. Our early intervention
teams in Oxleas use this measure and Bexley did well in the last audit of early intervention teams.
We have identified a clinical lead for this as well as a clinical informatics lead and are reviewing the
training for staff. It may be incorporated into the care planning approach training for our intensive
case management teams who are responsible for patients with psychosis on CPA.
The committee considered the extent that similar services are using different tools which may limit
comparisons. It was acknowledged that multiple tools are sometimes used on patients to
understand different facets of their lives and that outcome measures should remain focus on
individuals’ needs rather than aggregate data to compare.
Serious incidents performance
Serious incidents occurring in November 2018:
• Scadbury ward: 81 year old informal patient took an intentional overdose while on a
period of unescorted leave home
• HTT: 20 year old patient died by hanging in his flat
• PCP: 48 year old patient who was recently discharged was found deceased at home
• PCP: 43 year old lady found at home with multiple significant injuries
In October and November 2018 there were 11 SI reports due to the CCG. Of these 11 reports:
• Bromley: 0 were late from Bromley
• Bexley: 0 were late from Bexley
• Greenwich: 2 from Greenwich were over the 60 days by 1 day and 4 days
• Forensics: 1 from prisons was over the 60 days by 6 days
Top 3 themes from level 4 and 5 incident investigations completed in October and November 2018:
• Care planning – Care plans need to be personalised and reflect identified risks
• Documentation – Clinical case discussions must be reflected in the clinical documentation
• CPA - documentation in relation to care coordinators handovers, step down and discharge
process must be detailed in the clinical notes
As of 4 December 2018, there were 85 overdue actions not closed on datix.
Suicide strategy update

The suicide prevention strategy was reviewed in November 2018. The work plan has been refreshed
with new priorities for 2019:
• Reducing the risk of suicide in high risk groups
• Tailoring approaches to improve mental health in specific groups.
• Reducing access to means of suicide
• Learning from investigations and reviews into unexpected deaths
• Providing better information and support to those bereaved or affected by suicide
• Supporting the media in delivering sensitive approaches to suicide and suicidal
behaviour.
• Supporting research, data collection and monitoring
The committee acknowledged that the NCISH benchmarking data shows a consistent gradual
increase in suicides. It was acknowledged that only 54% of people who take their lives by suicide
nationally are known to mental health services.
Embedding learning
The committee received the 6 month action plan progress reports from board inquiries following the
deaths of CA and MA. The committee confirmed that actions had been completed and monitoring
was in place.
KPMG Serious incident review
The actions from the KPMG serious incident review are being implemented. An investment of £108K
has been made with agreement that further additional posts will remain under review. The learning
events planned from April 2018 were discussed and will enable a variety of serious incident case
studies to be presented and the learning and changes in practices to be shared.
Mortality surveillance
The quarter 2 mortality surveillance report was received and provided assurance that our deaths are
being reviewed and satisfies the requirements to report to Boards as a requirement of NHSI. The
report provides assurance to the board that wherever a death has occurred that the death is
reviewed to establish whether there were any issues with the care and treatment provide and any
learning.
Benchmarking 2018
A summary of the benchmarking findings from the National Mental Health Benchmarking 2018
report was presented. In summary, our admissions have decreased compared to last year, but our
length of stay (LOS) has increased by 38% - with a shift from the shorter LOS (0-3 days) to 4-13 days.
We have seen a doubling of greater than 60 day LOS, but a smaller proportion (by calculation) of our
patients stay between 14 and 60 days (53% last year, 37% this year). Our occupancy figure has
reduced compared to last year, but we know that the UEA usage has still been high. The increase in
patients with LOS longer than 60 days will be a significant driver of this. The reduction in 0-3 LOS
could be partially due to reduced ‘inappropriate’ admissions, but the data would suggest that many
have moved into the longer LOS group (4-13 days). Also interesting to note that there is no real
change in MHA admissions (despite the feeling on the wards), but have seen an increase in LOS for
this group. The community caseload data are so much greater than last year (65%), suggestive that
the data set used is different to last year. Contacts information suggests that we are

'underperforming' compared to national mean and SLAM. This is being considered through work on
productivity.
Regulatory & Compliance Update
Oxleas CQC Inspection of Core Services
Oxleas received the 30 minute notification of inspection on Wednesday 21st of November 2018. The
following 6 core services were inspected over a period of two weeks (10 days):
• Inpatient mental health services for older people – 21st -23rd November 2018
• Wards for people with learning disability (Atlas House) – 26th November 2018
• Adult mental health inpatients and PICU (Tarn) – 27th – 29th November 2018
• Mental health crisis services and health based places of safety (S136 Suites) – 3rd – 5th
December 2018
• Older people mental health community services - 3rd – 5th December 2018
• Community Inpatient services (GICU and Meadowview) – 4th – 5th December 2018
Feedback was provided by CQC at the end of each day of inspection , it’s important to note that
feedback was mainly based on issues that has been picked up and what they would like Oxleas to
tackle immediately if this was the case. It does not provide the whole picture which includes the
positive things that would have been observed on the day. The following issues were raised over the
10 days of inspection:
• Clinic room items out of date/expired defibrillator pads
• Clinic room temperature monitoring
• Lack of consistency of recording in care plans/information being recorded in progress notes
• Control drugs and process followed by District Nurses on Oaktree Lodge
• The practice of blanket restrictions and how it is applied at Oxleas House
• Lack of evidence of physical observations being carried out and recorded in RiO following a
patient being administered rapid tranquilisation
• Staff interviewed not being clear on was the freedom to speak up guardian and what the
process was to contact them
• Concerns raised around staff understanding of the mental capacity act and when to apply it
• Management of FP10s and audit processes in crisis and home treatment teams
• Two safeguarding issues were raised in Greenwich which were responded to during
inspection week
Overall, the inspector felt that it was generally a good inspection. The issues that had been
highlighted over the 10 days were viewed as limited areas of concern and were fixable. The
inspectors had not seen anything that was linked to an embedded bad culture. The inspectors had
seen a lot of great care and committed staff in Oxleas.
As a result of the core service inspection and in preparation for the well-led, the Trust has been sent
approximately 70 different requests for activity data, policies, minutes, explanation of processes etc.
The Trust will have a review call with CQC on the 21st of December when a more in-depth update
would be given on the 6 core services inspections.
CQC Well-led

The formal well-led inspection is planned for the 9-11th of January, however some well led interviews
took place on the 6th of December. CQC have now shared their schedule of interviews for the
January dates – these include some staff focus groups and interviews with Executive and NEDs.
Prison governance update
The committee received an update on prison health governance arrangements. We provide
healthcare services in ten prisons in Kent and South East London. The inspection of prisons is
undertaken by Her Majesty’s Inspectorate of Prisons (HMIP). The Care Quality Commission (CQC)
joins HMIP for prison inspections to look specifically at the provision of healthcare and its
equivalence to what is available in the community. The CQC use the same Key Lines of Enquiry
during the inspection but the final report is not written using the same Domains.
Health services fall under the Respect category, but self-harm and substance misuse are within the
Safety category. Categories are rated as either ‘Good’, ‘Reasonably Good’, ‘Not Sufficiently Good’ or
‘Poor’. There are no dedicated ratings for healthcare, and the performance of health services in
prisons does not directly impact on a provider’s overall CQC rating. Enforcement notices, however,
are issued in exactly the same way and any notice received is appended to the HMIP report. Prisons
are generally inspected every three years, but will be visited more frequently based on intelligence
or because of any identified requirements from a previous inspection. The CQC will follow up on any
recommendations from previous inspections and also actions identified from Prison and Probation
Ombudsman (death in custody) investigations.
Outcomes from inspections and any regulatory actions are reported to the Trust Board and
Executive via the Forensic and Prison Directorate update. Full inspection reports are not, however,
routinely received by the Board or Executive. They are currently received by the Directorate Quality
Board, which is also responsible for monitoring the progress against any regulatory action and
recommendations arising from inspections. This is not in line with the process in place for Core
Service inspections and represents a gap in our governance and oversight of prison services. In
addition, there is limited corporate support provided to prison services in advance of or during
inspections.
The committee agreed that HMIP/CQC Inspections of our prison services will be fully incorporated
into the existing governance structures for the Trust's Core Service inspections. This will enable:
•
•
•
•

Staff in prison services to receive the same support as those within Core Services
Robust monitoring, from a Trust perspective, of our response to the CQC
Full oversight via the Trust's governance committees
Assurance that all opportunities for learning across the organisation are being utilised

Prison inspection history
All of our prisons have received inspections by HMIP whilst we have been the provider of healthcare.
Below are headline details of the most recent inspections:
Prison

Last Inspection Date

CQC Regulatory Action

HMP Elmley
HMP Swaleside
HMP Standford Hill

November 2015
April 2016
July 2015

No
No (iC24 received a Requirement Notice)
No (iC24 and Kent Community Healthcare NHS

HMP Maidstone
HMP East Sutton Park
HMP Rochester

October 2018
(report awaited)
August 2016
October 2017

HMP YOI Cookham Wood
HMP YOI Isis

Follow up visit
November 2018
(report awaited)
August 2017
July 2018

HMP Belmarsh
HMP Thameside

February 2018
May 2017
Follow up visit
August 2018
(report awaited)

Foundation Trust received Requirement
Notices)
Not expected. Most significant concern related
to management of long term conditions.
No
Requirement Notice relating to access to GP
services and safe transportation of medicines
Expectation is Requirement Notice will be
removed
No
No
No
Requirement Notice relating to access to
healthcare and governance (2017 inspection)
Expectation Requirement Notice relating to
governance will remain

Prison CQC/HMIP inspection Update
HMP Thameside
The Trust has now received the final published report on the inspection of HMP Thameside. The
inspection was announced and took place on the 16th and 17th of August 2018 and the aim was to
follow up on the regulatory breaches found at the last inspection. Based on the findings of the
inspection, the Trust has been given one ‘Must’ action:
• To ensure that governance systems and processes assess. monitor, and improve the quality
and safety of services
A summary of the breach of Regulation 17 HSCA Regulations Good Governance are as follows:
•
•
•
•
•
•

Systems and processes to support good governance and management of the service were
limited and under developed at local level and this impacted upon their overall effectiveness
of the service. Those that existed needed further development.
Overall, governance systems remained insufficient to assess, monitor and improve the
quality and safety of the service:
Systems for monitoring and recording storage temperatures of medicines were not fully
effective in ensuring their safety and suitability for use;
Systems for monitoring and recording the contents of emergency bags were not fully
effective;
Oversight and management of patients with long-term conditions required improvement,
including improved care planning;
There was no clear process in place to monitor or address unactioned tasks on the SystmOne
electronic clinical recording system.

An action plan has been formulated and approved. This is enclosed. The Trust has been given till 28th
December 2018 to respond with the action plan.

Update on current Prison inspections
The HMIP/CQC inspection of HMP Swaleside commenced on 10 December. The feedback received
from CQC has been very positive; a summary is provided below:
•
•
•
•
•

EWB Scheme - feedback was that this is outstanding, they spent time with mentors and
heard a lot about the scheme in the prison
Segregation reviews - deemed robust, in-depth and providing good support, they reviewed
the in-cell packs we provide
CPA process - considered to be comprehensive and timely
Partnership - strong evidence of close working with other providers
Leadership - found it reassuring that the team manager was known by prisoners and had
established positive relationships. Transfers - impressed by the transfers co-ordinator and
how transfers are managed and processed

There was a concern highlighted regarding waiting times for counselling (currently 8 weeks),
however this has been mitigated by explaining the process to the CQC inspector on last day of
feedback confirming the following:
• Patients are not simply left on the list but access other services and interventions during this
time
• Patients in the community wait longer for access
• We have plans for increased access within the new model that has been incorporated into
our current bid
The inspector was assured by this and stated that it was likely that this issue would no longer lead to
a requirement notice. The prisons management team to provide a written summary on Oxleas
process to corroborate verbal information provided to CQC.
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Report Summary

The report provides a summary of how the executive and board are assured
that we are compliant with the requirements of the Acts.
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Link to Board
Risk Register 1237: Staff are not always applying the Mental Capacity Act
Assurance Framework when 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. Reviewed December 2018 and de-escalated
from the BAF: It was agreed that the consequence had been over-rated as
the risk does not impact patient care and patient would still be treated
safely. Consequence reduced from 4 to 3, risk rating reduced from high (12)
to moderate (9).
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Quality
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Briefly outline implications of the recommendations in this report
Compliance with Acts
Compliance with Acts
Compliance with Acts
Compliance with Acts

Mental Health Legislation Assurance
Mental health legislation is primarily concerned with the application of the Mental Health Act 1983
and the Mental Capacity Act 2005.
Mental Capacity Act
The Mental Capacity Act (MCA) came into force in 2007, Deprivation of Liberty Safeguards (DoLS)
were inserted into the MCA in 2009.
The Act provides the legal framework for acting and making decisions on behalf of individuals who
lack the mental capacity to make particular decisions for themselves.
All clinical staff working in Oxleas must understand how the MCA applies to their practice. This
includes when and how to assess decision making capacity, how these assessments are recorded
and how decisions are made in someone’s best interests once it is established they lack the capacity
to decide.
The starting point is to that an adult (aged 16 or over) has full legal capacity to make decisions for
themselves unless it can be shown that they lack capacity to make a decision for themselves at the
time the decision needs to be made.
Challenges in implementing the MCA
As capacity is decision and time specific, and because the starting point in the Act is that anyone
aged 16 or over is assumed to have capacity, it is impossible to set a target that x% of patients will
have an assessment of capacity.
In 2015 an audit was undertaken within in-patient mental health services to ascertain compliance
with the expectations of the MCA. The audit identified that staff were not always documenting
patient’s consent to their care and treatment and that where it appeared that a patient could not
consent to their care and treatment an assessment of their capacity was not fully documented.
In 2016 a re-audit was undertaken but this was widened to also include community services. The reaudit showed improvement in compliance by staff but noted that more effort was required to
promote staff awareness and understanding of the MCA.
A further re-audit is currently underway.
Promoting the implementation of the MCA
In order to promote compliance with the requirements of the Act the trust has a range of facilities
available to staff. These are:
• E-learning
Mental Capacity Act awareness is essential to role for all professionally registered staff
working with adults. Completion of the e-learning is monitored monthly and reported to
workforce committee in training compliance reports.
An e-learning programme is also available for clinical support staff who would like to
develop their understanding. This course is not essential to role.

•

•
•
•

Face to face workshops
In addition to the e-learning the trust has a schedule of face to face workshops which are
available for staff who prefer this learning method. There are currently two types of
workshop; clinical support staff and professionally registered staff. Face to face learning is
open to all but priority is given to staff working in in-patient areas.
Ad-hoc workshops
Over the last year drop-in sessions have been held in the three main mental health inpatient units focussing on the legal frameworks around admission to mental health units.
MCA page on trust intranet
Here staff can access information about the MCA including the Code of Practice and
guidance for implementing the Act.
Regular updates
The trust clinical lead and head of mental health legislation provide regular email updates to
colleagues regarding mental health law.

The trust e-learning programmes and face to face workshops are currently being refreshed to ensure
that they continue to meet the needs of staff.
Additional actions for consideration
A proposal had been agreed to include five questions relating to the MCA in the audit portal. This
would ensure that each month a sample of clinical records are audited in relation to compliance with
the MCA. However, this will not now be supported by the Quality team this year as they cannot
justify running two audits on the same subject within close proximity to each other.
Mental Health Act 1983
The current Mental Health Act came into force in 1983. It covers the reception, care and treatment
of mentally disordered persons.
Monitoring the Mental Health Act
The trust has an agreed set of KPIs in relation to the MHA which are monitored monthly and
reported to directorates. KPIs monitored are:
• Number of sections started in the month
• Compliance with s132 (explanation of rights) at the start of detention
• Compliance with s58 (3-month rule authorisation)
• Sections ended by type and reason
• Gender of all patients detained within the month
• CCG for all patients detained within the month
• Ethnicity of all patients detained within the month
Mental health legislation governance
The Mental Health Legislation Oversight Group (MHLOG) is the trust committee responsible for the
oversight and scrutiny of the application of mental health legislation (MHA & MCA) in the
organisation.

MHLOG meets bi-monthly and is chaired by the Director of Nursing. It is attended by the Medical
Director, Director of Therapies and the Non-Executive Director lead for MHA. The Trust Chair
receives the papers for information. The MHLOG is a sub-committee of the trust Clinical
Effectiveness Group.
The trust has a Clinical lead for MCA – Dr Oluwatoyin (Deji) Sorinmade. The head of mental health
legislation is responsible for ensuring appropriate policies and procedures are in place within the
organisation.
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Accountable Director
Confidentiality/
FOI status

Level 5 serious incident report
Dr Ify Okocha, Medical Director
Dr Ify Okocha, Medical Director
Public

Report Summary

Executive summary
SE was a 26-year-old gentleman who was admitted on section 2 of the Mental
Health Act (1983) to Lesney ward, Woodlands unit, Queen Mary’s Hospital Sidcup
on 30th June 2018 after presenting to A&E with his parents following a failed suicide
attempt at his home.
He was transferred to Millbrook ward on 12th July 2018 and was transferred back to
Lesney ward on 18th July 2018. He was subsequently detained further on section 3
of the Mental Health Act (1983) on 26th July 2018 and on 3rd August was again
transferred to Millbrook ward from Lesney ward.
On 5th August at 16:00hrs he went on leave with his brother who returned him
earlier than planned at 17:25hrs. He had consumed alcohol whilst at his brother’s
house. On his return to the ward, his mental state was briefly assessed; he was
searched and was asked to wait in the lounge. SE joined the medication queue but
the nurse explained that he would need to be breathalysed before his medication
could be administered. An attempt was made to breathalyse him but the machine
was not working so SE was asked to wait in his bedroom. He agreed to this and did
not show any signs of being upset or agitated.
Very shortly after this, the nurse doing routine checks saw him in an odd position
through the glass panel of his bedroom door. The door was opened and SE was
found to have tied a ligature around his neck using his bedsheet which he jammed
at the top of his bedroom door. The alarm was raised (system records show this at
18:09) and staff commenced Cardiopulmonary Resuscitation (CPR).
The London Ambulance Service arrived at 18:22hrs and took over resuscitation with
return of spontaneous circulation at 18:39hrs and he was transferred to the
Princess Royal University Hospital (PRUH) where it was found that he had sustained
a significant hypoxic brain injury and he was pronounced dead on 8th August 2018.
Findings and Recommendations
Using the Terms of Reference as a guide, the Panel examined the care provided to
SE by Oxleas and considered whether there were any root causes for his death, care
delivery and or service delivery problems. The inquiry did not find any evidence
that SE gave any indication that he intended to harm himself. The panel did identify
an area of good practice and areas where practice could be improved. In light of
this, the recommendations are set out below.

Recommendation 1:
The Trust must develop clear guidelines for the assignment of ward-based named
nurses, associate and allocated nurses, who deputise for the named nurse in his/her
absence. There must be clear expectations of these roles including the frequency of
protected engagement meetings with patients, development and review of care
plans and standard of documentation in patient records. These must be adhered to
once developed.
Recommendation 2:
The panel acknowledges that transfers between Oxleas wards may be necessary for
clinical and safety reasons but recommends that they must be preceded by a clinical
discussion between teams, including the consultant psychiatrists, where possible.
The discussions must be adequately documented.
The current protocol for internal transfer of patients is part of the CPA policy
(Transfer of Care within Oxleas and externally). We recommend that there should
be a separate and updated protocol for use by inpatient staff within Oxleas.
Recommendation 3:
Inpatient ward staff should include breathalysers in the list of equipment that is
regularly checked.
Recommendation 4:
The panel would recommend that in future, a medical doctor should provide
information to families, taking account of all the factors involved in the
resuscitation process. In the absence of a medical doctor, a senior manager should
speak to the family after he/she has obtained all available information.
The panel recommends that the process for contacting the family and inviting them
to seek and receive information is understood and followed by the serious incident
team.
Recommendation 5:
The panel recommends that the process for sending duty of candour letters and
inviting the family to seek and receive information is understood, followed and
monitored by the serious incident team.
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The recommendations aim to improve the quality of our services.

The report relates to issues relating to staff, service users and carers.

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

Initials:
Incident date:
Team involved at time of incident:
Date of action plan:
th
SE
5 August 2018
Millbrook Ward
26/11/2018
Brief summary of incident: On 5th August at 16:00hrs SE went on leave from Millbrook Ward with his brother who returned him earlier than planned at
17:25hrs. He had consumed alcohol whilst at his brother’s house. Very shortly after this the nurse doing routine checks saw him in an odd position through
the glass panel of his bedroom door. The door was opened and SE was found to have tied a ligature around his neck using his bedsheet which he jammed at
the top of his bedroom door. The alarm was raised (system records show this at 18:09) and staff commenced Cardiopulmonary Resuscitation (CPR). SE was
transferred to the Princess Royal University Hospital (PRUH) where it was found that he had sustained a significant hypoxic brain injury and he was
pronounced dead on 8th August 2018.

Recommendation
The Trust must
develop clear
guidelines for the
assignment of wardbased named nurses,
associate and
allocated nurses, who
deputise for the
named nurse in
his/her absence.

Action required
Head of Nursing to
develop Primary
Nurse guidance to
include expectations
of roles, frequency of
protected
engagement time and
frequency of review
of care plans.

Completed by
March 2019

There must be clear
expectations of these
roles including the
frequency of

Ward managers to
conduct a daily
review of ward
caseload to ensure all

On-going

Lead
Maggie Miller
Head of Nursing
for Bexleycare

Maggie Miller
Head of Nursing
for Bexleycare

How will this be evidenced
Primary Nurse Guidance will
be produced

Named nurses will be updated
on the visual control board
everyday. Head of nursing to
monitor.

Progress and date
The acute care forum will
ensure the guidelines are
adopted across all acute
inpatient wards (mental
health)

protected
engagement meetings
with patients,
development and
review of care plans
and standard of
documentation in
patient records.

patients have an
allocated primary
nurse and/or
associate nurse who
are available.
Furthermore, the
ward manager should
ensure that expected
documentation is
completed

Maggie Miller
Head of Nursing
for Bexleycare

Shift coordinators
needs to ensure that
documentation made
by health care
assistants during their
shifts have been
validated by a
registered nurse.

Transfers between
Oxleas wards may be
necessary for clinical
and safety reasons
but they must be
preceded by a clinical
discussion between
teams, including the

The medical director
has created separate
appendices in the
Transfer of Care
Policy.

1 December 2018

Derek Tracy
Clinical Director

Maggie Miller

Audit of validation of progress
notes on a weekly basis Head
of Nursing to monitor.

Transfer of Care Policy
(completed). Evidence that
this has been communicated
with all staff.

Dec 2018
Policy has been updated and
was shared with ward
managers, practice
development nurses and
heads of nursing on 4
December 2018 and is being
shared with all staff members.

consultant
psychiatrists.
Where possible the
discussions must be
adequately
documented.
The current protocol
for internal transfer
of patients is part of
the CPA policy
(Transfer of Care
within Oxleas and
externally). We
recommend that
there should be a
separate and updated
protocol for use by
inpatient staff within
Oxleas.

Ward managers to
ensure that appendix
2 and 3 of the
Transfer of care policy
is implemented on
their wards

Inpatient ward staff
should include
breathalysers in the
list of equipment that
is regularly checked.

Ward manager to add
breathalyzer to the
week end checklist

The panel
recommends that the
process for contacting
the family and inviting
them to seek and
receive information is
understood and
followed.

Clarification of
1 December 2018
responsibilities have
agreed and
communicated to
ensure that service
directors send Duty of
Candour letters
within 10 days.

1 December 2018

Head of Nursing

Audit of inter ward transfers to Transfer checklist updated
ensure protocol has been
Practice will be audited in
followed to be undertaken on coming months.
a fortnightly basis.

Maggie Miller
Head of Nursing

Completed weekly checklist
confirming that the
breathalyzer is working.
Modern Matron to monitor
weekly checklists at regular
intervals.
Duty of Candour letters sent
by service directorates will be
monitored through the serious
incident group.

Caroline Le
Milliere

Completed Dec 2018
-

Weekend checklist has
been updated to include
breathalyzer

Completed November- 2018 –
it has been clarified that
service directors are
responsible for ensuring that
they send duty of candour
letters within 10 days. Service
directors now also provide
families with a named senior

In future, a medical
doctor should provide
information to
families when
resuscitation has
taken place, taking
account of all the
factors involved in the
resuscitation process.
In the absence of a
medical doctor, a
senior manager
should speak to the
family after he/she
has obtained all
available information.

A doctor or senior
manager will ensure
that a coherent
explanation is
available to families.

December 2018

Derek Tracy
Clinical Director

Recording in the RIO clinical
documentation.

The panel
recommends that the
process for sending
duty of candour
letters and inviting
the family to seek and
receive information is
understood, followed
and monitored by the
serious incident team.

Clarification has been
agreed on who sends
Duty of Candour
letters. Directorate
systems in place to
ensure timely
communication with
families and
commissioners

December 2018

Caroline Le
Milliere

Monitored by the HoN at
Bexley Patient Safety Group

clinical support who will not be
part of any subsequent
investigation.

Completed – November 2018 it has been clarified that
service directors are
responsible for ensuring that
they send duty of candour
letters within 10 days. This is
reported to the Trust serious
incident group by each
directorate patient safety lead
bi-monthly.
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Report Title
Quality Improvement and Innovation Report
Author
Rhoda Iranloye, Associate Director Quality & Governance
Accountable Director Dr Ify Okocha – Medical Director
Confidentiality/
FOI status
Report Summary

1. Introduction
The Quality Improvement and Innovation Committee met on Wednesday 28th of
November. This meeting was observed by CQC inspectors as part of their well led preinspection preparations
Highlights are presented below
2. Embedding Qi and Innovation - Qi in action
Two Qi projects were showcased at the meeting:
a. Optimising medications used for pain and psychotropic medication at HMP
Swaleside
The project’s aim was to optimise pain medications (with a focus on Pregabalin) and
challenge the use of gabapentinoids. This project was in response to the knowledge of
an illicit economy in tradable drugs at HMP Swaleside. An MDT clinic was put in place
with the following changes put in place:
• Information leaflet provided to all the prisoners on Pregabalin
• Information leaflet included in the induction pack
• Inmates invited to clinics
• Non-attenders given one more chance and if they DNAd twice- reduction
regimen initiated
• System one template for the pain clinic
• Automated letters
As a result of the project, the prison has seen a 56% reduction in the number of
patients on Pregablin (36 in January 2017 to 16 at time of report)
Benefits of the project:
• Financial savings= £14,400 as 20 patients fewer compared to the start of this
project
• Optimisation of medications
• Risk management
Next steps are to extend the successful model to HMP Elmly and HMP Rochester

b. TARN Qi project - Reducing violence, aggression and agency spend on the Tarn
PICU (please see enclosed Qi poster)
This project was focussed on reducing violence, aggression and agency spend on a 16
bedded Psychiatric Intensive Care Unit (PICU), the Tarn. It was observed that the Tarn
was experiencing challenges relating to financial overspend, staff absence and
recruitment and retention as well as incidents of violence and aggression and
subjecting this to a quality improvement framework was seen as a good way forward.
Improvement changes made:
• Roster and shift pattern adjustments were made
• Recruitment campaign
• Reduction in use of agency staff
• OT Interventions on the ward
Outcomes of the project:
Income
Expense

Apr – June 2017
£144k
£373k

Reduction in physical violence as reported on Datix

Apr- June 2018
£352k
£23k

Staff absence data

No of incidents of restraints

Next Steps
• Share learning to other Oxleas Qi projects focussed on violence reduction
• Plan for more structured activities for weekends
• Continue shared learning across London for PICU OT peer meetings
3. Oxleas Qi Programme Update
The full Quality Improvement Programme update has been enclosed as slides for
information (please refer for further detail).
Highlights are as follows:
•

We have 68 projects registered with the Qi team of which 41 have commenced (currently
live)

•

Approximately 8% of Oxleas staff (272) have now attended some form of Qi training in a
6 month period

The Qi Training Formula with updates on each level is provided below:

The current Qi programme challenges:
• Challenges of taking learning across to other teams (scale-up)
– Context
– Motivation (at personal & team level)
– Permission/approval
• Challenges of top-down approach
• Capacity to support project growth across the Trust
• How do we utilise Qi coaches in the directorates?
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Briefly outline implications of the recommendations in this report

Qi Programme Update
Rhoda Iranloye
Associate Director, Quality & Governance

Qxleas Qi Driver Diagram

Qi Projects
Qi Projects:
Source: Qi Team Project Database
Driver: “to build a culture of continuous quality improvement by 2021” & “Every directorate in Oxleas to be actively involved in quality improvement”
Notes: This data includes proposed projects that have not yet commenced.
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Qi Project Governance
Database Admin:
Source: Qi Team Project Database
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Oxleas Qi Training Formula – 5 year Plan
Qi Advanced level training
1 @Nov 2018

Improvement
Advisors (2)

Qi Coaches/Leads

Qi intermediate level training
7 @Nov 2018

(18.5)

Qi Sponsors
(92)
Qi Champions
(462)
Qi Advocates (staff involved projects)

Qi for Senior leaders
23 @Nov 2018

Qi Foundation level training
29 @Nov 2018

Compact Qi – 1 day training
200 @Nov 2018

(925)
All staff (rest of workforce)
(2200)

Service users, carers, families, lived experience practitioners, council of governors–
Introduction to Qi, how to get involved, confidence building, contribution of ideas

Awareness, e-learn, induction

Qi Training
Staff Attended Qi Training by Course Type

Qi Training:
Source: Excel Qi
Training Database,
and The Oxleas
Learning Centre
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Qi Training – by directorate
Qi Training:
Source: The Oxleas Learning Centre & Qi Training Spreadsheet
Driver: “Every directorate in Oxleas to be actively involved in quality improvement”
Notes: Future work: -
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Driver - Building a culture of continuous quality improvement
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Summary of Life Qi Project Scores (Grouped)
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Notes: Data based on project scores from Life Qi.
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• Future work: -
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Driver - Building a culture of continuous quality improvement

Compact Qi Training
Feedback:
Source: Excel Qi
Training Database
Driver: “to build a
culture of
continuous quality
improvement by
2021”
Notes: -

Compact Qi Training Feedback Average Across All Questions
Questions: 1. I feel I have the right skills to improve quailty in my local service, 2. I know how to
start a Qi Project in Oxleas, 3. Following today's training I intend to participate, or lead on

Strongly agree
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Agree

3

Neither agree
nor disagree

2

Disagree

1

Strongly disagree

0
Aug-18

Future work: -

1. I feel I have the right
skills to improve quailty
in my local service

2. Following today's
training I intend to
participate, or lead on a
Qi project.
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for measurement
(data in Qi)
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Qi SLP Conference – 8th November 2018
Successful day at the Oval with approx. 280 delegates across the SLP

Qi Programme Challenges
• Challenges of taking learning across to other teams
(scale-up)
– Context
– Motivation (at personal & team level)
– Permission/approval

• Challenges of top-down approach
• Capacity to support project growth across the Trust
• How do we utilise Qi coaches in the directorates

Any Further Questions
Rhoda Iranloye
Associate Director, Quality & Governance
Rhoda.Iranloye2@nhs.net
01322 625759
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Report Title
Workforce Committee Update
Author
Meera Nair, Director of Workforce and QI
Accountable Director James Kellock / Jo Stimpson
Confidentiality/
FOI status
Report Summary

The Workforce Committee met on 21 November 2018.
Workforce KPI
The committee reviewed progress against the workforce KPIs and was encouraged by
the continued improvement in many indicators, including vacancies, and agency spend.
Targets in relation to supervision and local induction were being achieved on a
sustained basis. It was noted that the recruitment “time to hire” target in relation to
employment checks had been achieved for three months in a row and this was
encouraging. Further process changes were expected before the end of the year. The
team would be focusing on embedding these changes so that the targets were
consistently met. It was noted that the increase in levels of sickness absence was
worrying. More work would be undertaken to understand trends and develop targeted
actions.
Brexit preparations
Approximately 200 staff who were EU nationals had been personally contacted to
advise them that the Trust would reimburse their costs for applying for settlement
through the pilot EU settlement scheme, and provide them with legal advice through
Carefirst. A dedicated page had been set up on the Ox with more detailed information.
Junior Doctors Update
The Committee considered an update in relation to the concerns raised by the junior
doctor representatives primarily relating to safety at work. It was disappointing that the
installation of keypad entry to Oxleas House had not been completed despite vigorous
follow-up with the LGT contractor. Other concerns regarding lighting and blind spots
were being addressed.
The Trust had hosted a visit by the Post-Graduate Dean of Health Education England.
Oxleas was commended for being the best performer in relation to educational
supervision for trainees.
Retention and Well-being
The Committee was provided an update in relation to the retention programmes. An
internal transfer programme for Band 5 nurses had been launched in November and
would continue as a pilot until March 2019, when its effectiveness would be monitored.
The first Band 6 nurse development day was held with colleagues from the SLP. The
long day working consultation was scheduled to conclude at the end of November, and
it was hoped that it would provide staff with better balance between their work and

home lives. A policy on buying and selling leave would be launched in the new year,
once staff-side ratification was received. Mental Health First Aider programmes would
be launched in the new year to provide training on supporting staff in crisis. The
training would be available to approximately 40 staff in clinical directorates.
It was noted that KPMG were undertaking an audit of the retention work, and it was
hoped that we would be able to make improvements based on examples of best
practice from other trusts.
Freedom to Speak Up (FTSU) Update
It was noted that although there had been an increase in the number of concerns raised
with the FTSU Guardians since April 2018, the numbers were still low. The Trust will be
launching a web-based tool that will provide all staff the opportunity to raise concerns
in confidence. The tool ‘SpeakinConfidence’ was chosen as it provided an opportunity
to raise concerns confidentially, but also allowed a dialogue to take place with the
employee, whilst retaining anonymity. The tool would be launched in January.
Learning and Development Committee
The committee received an update from the L&D committee. Training on the Mental
Capacity Act will need to be refreshed every three years by all clinical staff. New targets
would be introduced and the policy updated once the content had been refreshed. The
mandatory training policy will also be revised subject to ratification by the Safeguarding
adults Committee based on recently issued guidance on roles and competencies for
healthcare staff in adult safeguarding. The changes were not expected to affect
compliance. The training in relation to violence and aggression had been reviewed
based on feedback from focus groups earlier in the year. It was noted that the training
provision was fit for purpose. There had been considerable progress against the new
Data Security learning standard. We were on track to achieve the 95% target by March
2019.
Safe Staffing
The September safe staffing report was noted. The methodology for the review was
seen to be robust and based on multiple data sources, including comparative data
through benchmarking, turnover, sickness, complaints and compliments, and
professional judgement apart from staffing numbers. Feedback from the report has
been shared with the directorates to enable any recommendations to be acted upon.
The committee noted that the number of safe staffing incidents reported on Datix had
declined since 2015/16. Heads of nursing were being reminded to encourage staff to
report concerns on Datix.
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It was noted that the workforce committee would now meet on a bi-monthly basis
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Business Committee Update
20th November & 18th December 2018 meetings
Jo Stimpson / Jazz Thind
Jazz Thind, Director of Finance
N/A
Key highlights
Bids and Tender Update
The Committee received an update on the following bids and approved
the submission of these tenders:•
•

Kent Prisons (Defensive bid)
Wandsworth and Brixton Prisons

The upcoming changes to the London Pathway Projects and the Bexley
MSK service were noted.
Tender Award Report
The Committee discussed and approved the award of the ‘Provision
of Leadership Development’ programme. This is a bespoke
leadership development programme aimed at supporting our
leaders in cultivating a culture of high quality care as well as
emphasizing the importance for QI.
Financial performance
The Committee noted the performance indicators at the end of
November 2018. The Trust scored an overall Finance and Use of
Resources score of 2 (plan 1). YTD the Trust reported a deficit of
£0.08m (excluding PSF and Profit on Asset sales), this is £0.14m
behind plan
The year to date positon was marginally improved by the positive
movement in month 8 - driven mainly by a reduction in pay cost
(lower usage in temporary staffing spend; lower UEA activity and
favourable impact of risk share; and recognition of catch-up funding
to offset non-recurrent costs. The Committee reviewed the savings
plans, discussed the in-year impact and noted the level of
unidentified gap being carried forward to 19/20.

The Finance report to the end of quarter 2 provides further detail.
Liquidators Progress report to Creditors and Members
The Committee noted the Liquidator’s progress report relating to
Bridges Healthcare Services Ltd for the year ending 29 August
2018.‘Creditors Voluntary Liquidation’ was invoked due to
insolvency and Anthony Hyams of Insolve Plus Ltd are the appointed
liquidators. The total estimated deficiency with respect to creditors
is £280k (£251k of which relates to Oxleas). The liquidation will
remain open until the investigation has been concluded
(approximate in one year). The Committee agreed the Trust should
seek additional legal advice on this matter.
MHIS Investments
The Committee received an update on the schemes deployed
through the use of MHIS funding and the wider developments
associated with urgent and emergency care.
KPMG CRE Quality Impact Assessment Audit Report
The Committee noted the recommendations and agreed it was a
positive report (Amber/Green rating).
Payroll Update
The Committee received and update on the performance of the new
payroll provider (NHS SBS). It was acknowledged that overall
performance levels were good and that individual queries should
continue to be an area of focus and be dealt on a 121 basis. Service
resilience has been strengthened and contract review meetings are
being put in place.
Response to proposed changes to payment mechanisms 19/20
The Committee noted the proposed changes and the response
submitted by the 36 FD/CFOs of NHS provider organisations in
London on the proposed changes.
NHSI Briefing Notes
The Committee noted the content of the following briefing notes

Regulatory Approach to Wholly Owned Subsidiaries (WOS)
The guidance set out the future process for establishing new WOS.
The update does not have an impact on the Trust’s existing
arrangement with regards to Oxleas Prison Services
Interserve
The briefing note set out the expectations in relation to ongoing
trading with Interserve. The Committee agreed with the Executive’s
proposal to settle all future invoices on a monthly basis as the
minimisation of risk outweighs the loss of the 1% discount for
settling charges 1/4ly in advance.
Contract dispute Resolution lesson learned
The document set out the key themes behind some of the recent
cases that have come forward for dispute resolution as well as
highlighting some of the helpful suggestions as to what steps
commissioners and providers can take to improve their local
approach to contract management.
Other Updates
NHSI/E published the first draft of the 19/20 operational planning guidance
on the 21st December 2018. This does not include:•
•
•
•
•

Full Trust financial regime for 19/20;
Performance recovery trajectories;
Control totals;
Indicative CCG allocations; or
Any deliverables including those arising from year 1 of the Long
Term Plan

The attached ‘On The Day Briefing’ from NHS Providers sets out the key
highlights in the ‘preparatory guidance’.
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Financial Overview
Control Total

Year to Date

Control total surplus of £3.0m – underlying surplus of £0.1m; profit on disposal of asset £0.8m; provider sustainability funding (PSF) of
£2.1m.
For the 8 months to 30th November 2018 the Trust reported a deficit of £0.08m (excluding PSF and Profit on Asset sales), this is £0.14m
behind plan and includes the release of £0.48m of non-recurrent flexibility. The position continues to improve.
Overall pay spend in November improved; driven particularly by reductions in temporary staffing spend. Over establishment in bedded
areas has now reduced to 1.5% above plan and demonstrates a significant improvement (monthly average of 4.3% in previous months).
• UEA overspend not mitigated by MHIS funding or non-recurrent support now equates to £0.49m. This is an improved picture and is due
to a reduction in usage of external beds and a revision to the MHIS agreement allowing PICU costs to be recharged to the CCG in line
with the risk share.
• In-month NHSE agreed the release of £0.1m of income to offset NRT costs incurred to date resulting in a improvement of £0.1m.
• Agency spend is now 22.1% below the NHSI threshold.
• CRE delivery remains behind plan due to continued slippage in current schemes and overall gap against target.
• Additional charges levied by LGT for occupancy at Oxleas House (FYE £1.2m) continue to be excluded from this position. No further
formal discussions have taken place, and this cost unless funded, would lead to the non-delivery of the control total.
• Discussions regarding funding of the AfC impact on contracted out services continue nationally.
• Medical pay award results in an in-year estimated cost pressure of £0.13m (6 months) effective 1st October 2018. There has been no
indication as to whether this will be funded centrally.
•

18/19 CRE

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:- full year effect plans of £8.0m (in year impact £5.1m). No further schemes have been
identified to close the gap of £1.8m. The YTD under delivery is mitigated by Directorate underspends and unallocated central contingency.

NHSI Metric

Under the Single Oversight Framework, the Trust scores a ‘2’ against the ‘Finance and Use of Resources Metric’ (plan ‘1’).

Cash

Total cash and short term investments held are £65.1m at the end of November 2018 (ahead of plan of £57.7m) and due to the receipt of
the 2017-18 STF bonus, KCH funding for QMH , lower than planned capital expenditure and working capital assumptions.
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NHSI Finance and Use of Resources Score
•

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

•

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

•

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

•

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

•

The SOF has been updated and this theme will be disaggregated into 2 scores. The ‘Finance’ score will be based on the metrics already in
place below. 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. Work to evaluate our position against the ‘Use of Resources Assessment ‘metrics continues.
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Statement of Comprehensive Income
•

Year to Date - For the 8 months to 30th November 2018 the Trust reported a
deficit of £0.08m (excluding PSF and Profit on Asset sales), this is £0.14m behind
plan and includes the release of £0.48m of non-recurrent flexibility. The position
continues to improve.

•

PSF – currently £0.8m behind plan. This is contingent on the Trust meeting its
financial plan.

•

Income: £4.2m ahead of plan – the favourable position continues to be driven
by:- over-performance in non-contracted activity (PICU, MSK) and pass-through
charges associated with CAU, UEA and QMH (offset by overspend in pay and nonpay expenditure).

•

Pay: £0.8m overspent – the YTD adverse position continues to be driven by
staffing required to cover increased patient acuity in bedded units. Overall pay
spend continues to improve; particularly in temporary staffing spend. NHSI
continues to collect data to quantify the funding gap of the AfC uplift, this
equates to £0.9m FYE for the Trust and is due mainly to staff in sub-contacted
arrangements and those working on the bank. We still await confirmation of
funding on this as well as the medical pay award (in year pressure £0.13m).

•

Non-pay: £4.1m overspent – this net position reflects:- underperformance in
CRE delivery; underspends against central unallocated reserves, and the release
of mon-recurrent flexibilities.

•

Agency Cap: at the end of November 2018 the Trust is 22.1% below the
assigned agency threshold (target of £7.69m, actual cost £5.99m). In the last
twelve months the Trust has not breached the NHSI assigned threshold.

•

Medical Locums – the Trust has not been notified of its 18/19 threshold but the
YTD spend is currently £0.02m below the 17/18 threshold and £0.55m below the
level of spend incurred at this point last year.

•

Profit on Asset Disposal – property sales have now been deferred into 2019/20
with the planned profits to be offset through further one-off mitigations.

4

CQUIN Performance
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Statement of Financial Position

Debt summary
• Total debt stands at £14.1m, an increase of £6.0m from October. £5m of the increase relates to charges to NHSE Forensic
NMoC, FYE 2017/18 savings brought forward recurrently to 2018/19 (Q1 and Q2 agreed). Of the total debt, £1m has been
paid in December.
•

Debt > 90 days remains at £2.4m.

•

The > 90 days debts that are a cause for concern and / or an area of concerted effort are noted below : Royal Borough of Greenwich: £0.06m 14/15 YOT debt, RBG has requested confirmation of income received by
Oxleas the Finance team is collating the relevant data to pass over to RBG.
 KCH: £0.07m 16/17 CAMHs agency nursing costs, KCH is disputing the recharge. Timesheets for the shifts worked
have been obtained and the charges are being reviewed to re-confirm the amount owed.
 Lewisham CCG: £0.2m. Disputes over who is liable for Lewisham NCA activity remain unresolved. Conversations
continue in relation to this, LCCG is continuing to pay its undisputed NCA charges.
 Southwark CCG: £0.2m debt relates mainly to NCA. Oxleas Finance team has provided appropriate evidence to
SCCG and we are awaiting response.
 Bridges Healthcare Services: The Liquidator's Report to 29 August 2018, a year from their appointment,
confirms minimal cash levels (this is the only asset from the Bridges Ltd Statement of Affairs). The Statement of
Affairs discloses a total of £281k for unsecured creditors (£250k of which relates to Oxleas). The Liquidator advises
that his investigation is continuing and an update will be provided in his next report and estimates that this will take
approximately a year to complete. A teleconference between RE/TL and IM has taken place. IM has requested
further documentation to assess next steps, this is being pulled together.
 Greenwich CCG: £0.1m debt relates to overseas patients. The CCG has not received sufficient allocation from
DoH to fully reimburse the Trust for this activity. The Trust continues to support the CCG in making its case to the
DoH for additional funding.
 Lewisham & Greenwich Trust : £0.2m, most of this is for QMH. Payments are being withheld on the basis that
Oxleas is not settling the increased charges for Oxleas House. Further conversations have taken place and it has
been agreed that the two issues are unrelated. This has been escalated and finance team are chasing payment.
 NHS Property Services : £0.1m, communication is ongoing between NHSPS and Oxleas are currently resolving
queries which are delaying payment.

Payments
• The public sector payments target is that 95% of invoices are paid within 30 days of receipt of goods or a valid invoice. In
November 92% of invoices by volume and 92% of invoices by value were paid within this target.
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Capital Investments
QMH Redevelopment
Phase 1: Final account has been agreed at £15m, resulting in a slight gain of
£5k.
Phase 2: The Queen Mary’s Hospital Development Plan (business case)
approved by the Board of Directors, on the 3 May 2018 with a capital cost of
£15.8m.
Primary projects in Phase 2:
Redevelopment of the second floors: Contract start date was 2 October
18. Work has completed on removal of the asbestos risers. New walls are well
underway along with service diversions of the waste pipes. GallifordTry have
appointed Nessor, the specialist dental contractor who will commence work in
January 19. GallifordTry remain 2 weeks behind programme as previously
reported.
Key Highlights
•

The above forecast outturn will be reflected in the Month 9 NHSI return. Month 8 will be consistent
with the Month 7 return (£14.9m). NHSI did seek an explanation for the underperformance and
may request further updates on the downward movement. None of these amendments will impact
on the quality of care to patients.

•

The above excludes funding in relation to NHS Wi-Fi Secondary Care Project of £0.2m which we
received funding for in November 18. The Wi-Fi Project has started and is expected to be completed
by December 18.

•

The slippage against plan is due mainly to:•

Part deferral of Kings dental capital programme at QMH (£0.6m)

•

Oxleas House 136 suite improvements having to be deferred to 2019/20 due to a lack of
progress by LGT and the PFI partner (Meridan)

•

Phase 2 QMH redevelopment project experiencing delays for a number of reasons:financial assurance from Kings, Trust approvals and contractor procurement

•

Purchase of Princes Plain no longer required to support service delivery in CYP

•

Home Treatment Team Office Space refurbishment (£0.5m) deferred to 2019/20 due to
only one bidder tender so far, Vinci construction is inviting more contractors to tender.

£0.46m has been moved from the Kings capital allocation to the
redevelopment budget as GallifordTry are undertaking the specialist Dental
installation.
Demolition of Block A & level 3 works: Design work starts in December
2018 to wrap up the outstanding works for Phase 2.
Pre-Assessment Clinical suite (Budget £0.4m): Apex contractors are one
week away from commissioning the space. The facilities will then be used for
decanting the out patients service in January 2019..
Mammography Development: The design work was required on the air
handling unit for the Imaging department has been completed. The tender
return is due end Dec 2018. This work will now commence March 2019.
Capital Replacement Projects: (Budget £0.5m): The Tender for the
modernisation of the bed lifts for Fire Evacuation lifts are currently being
reviewed by the consultant. The new fire doors on levels 3 and 4 have been
ordered.
Projects outside the Phase 2 Redevelopment: In October we delivered
the new pad for the Alliance Medical pad outside A Block which is currently in
use.
A recent meeting to review the second phase proposed design has raised
some potential opportunities. Progress has been made on agreeing a lease
7
and costs. Work would be funded by the tenant.

Risk Register
Financial risks scoring 8 or above and not yet achieving ‘target’ risk rating have been included in this section. The table below represents the
latest position of LIVE risks ratified at the October 2018 meeting of the Committee.
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Appendix 1 - Operational Performance
 Children & Y.P. Services: £196k overspend
The YTD overspend is largely due to unachieved CRE (£909k YTD); partially offset by underspends in the services. 2 of the
largest CRE schemes are commissioning changes that take effect in Jan & Feb (YTD impact £332k). The directorate
continues to focus on a number of cost pressures in the Bexley Continuing Care service (additional packages of care),
CAMHS (agency costs / recruitment issues) and in central management (non-recurrent staff costs & income shortfall). These
are being addressed and are currently being mitigated by vacancies and additional activity-led income.
 Forensics: £490k overspend YTD
Income is £137k behind plan YTD mainly due to under occupancy within the TILT ‘income generating beds’. Pay is reporting
an adverse position of £317k YTD; largely due to complex patients requiring additional observations, sickness 3.62%,
vacancies 38wtes, as well as staffing cost incurred in escorting contractors (upgrade of heating systems) on site; this is the
first month that pay has been ‘almost’ on target in month which is partly due to the end of the heating upgrade but also due
to extra measures that have been put in place to reduce bank costs on the wards. Non Pay is £36k over spent YTD, largely
due to continued cost pressure associated with food provision within the wards.
 South London Partnership: £15k underspend YTD
The SLFP position reflects the share of the Oxleas income to the Forensics New Model of Care. This 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.
Prisons: £249k underspend YTD
The YTD favourable position is largely due to additional income for Pharmacy weekend working and NRT income in Kent
Prison £141k YTD plus the release of differed income for NRT expenditure in Greenwich Prisons of £127k. This was set aside
to cover for the restructuring of Greenwich Prisons staffing model which is now funded from the cessation of the Addaction
contract from October.
 Adult LD: £91k underspend YTD
The YTD favourable position is largely driven by vacancies in pay, however November continued October’s trend in
recording an adverse position due to a decrease in income. The reduction in income is driven by reduction in the number of
placements at Atlas House. The pipeline of TCP clients identified for income generation cannot proceed due to an unplanned
urgent assessment and treatment admission of a Bexley patient. Delivering on CRE target remains the highest priority.
 Greenwich: £2,111k overspend YTD
The YTD adverse position is predominantly driven by CRE underachievement (£730k), UEA overspend (£698k) and a shortfall
in income generation. The new income generation manager is actively working with services to progress income generating
plans:- Oaktree lodge 1 admission due with potentially two more clients in the pipeline; spinal physiotherapy referrals is
being explored to boost MSK income. In month saw a slow down in the run rate mainly related to bank pay costs and less
non- pay costs of drugs and medical equipment.
 Bexley: £1,120k overspend
The overspend is largely driven by the following: unachieved CRE £1,445k, overspends in the five inpatient units £389k
(including additional staffing costs due to 1:1 obs) & DN overspend £178k (sickness, vacancies covered by agency staff &
level of activity). This is partially offset by underspends in other services. The CRE is the main focus to improve the position;
the majority of the savings are expected to flow through in 2019/20 and costs are successfully being reduced to mitigate this
(inpatient bed usage & UEA spend). There is also on-going engagement with other stakeholders to reduce DN activity.
 Bromley: £811k overspend YTD
The YTD adverse position is mainly driven by overspending on PICU UEA activity (£470k net of MHIS) and pay overspends.
Female PICU activity has increased with 6.4 female PICU patients in November, a consultant gatekeeping function has been
introduced to oversee admissions. Overspend in nursing mainly relates to warded areas and S136 staffing, whilst medical
overspend is attributed to medical cover on the wards.
 HQ Services and Central : £4.2m underspend YTD
The YTD position is driven mainly by vacancies across Corporate directorates and unallocated contingency reserves held
centrally.
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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 £8.0m.This is £1.8m lower than the position presented in the operational plan. No further schemes have been identified to close
this gap, and unless this position improved £1.8m will be carried forward into the 19/20 savings target (similar to 17/18).

•

The in-year impact of the current plans equates to £5.1m. The YTD under delivery is mitigated by the use of unallocated central contingencies and underspends in HQ
budgets.

•

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.

10

Appendix 3 – Agency Analysis

Targeted approach to teams with high agency
spend remains in place with the agency taskforce
regime reinstated as and when required.
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Infrastructure Committee Minutes (Meeting 18 December 2018)
Tracy Longley – Property Services Manager
Rachel Evans - Director of Estates & Facilities

Report Summary

Capital Plan 2018/19
The revised forecast outturn for 2018/19 is £11.7m which will be reported to NHSE at
the end of quarter 3. No concerns have been raised; most of the underspend is due to
project expenditure moving to 2019/20.
Several discussions are taking place with CCGs regarding the development of our sites,
eg Plumstead Health Centre, Erith Hospital, Bromley, etc. Prior to proceeding with
capital expenditure on these projects, it was noted that commitment to utilising or
funding this space is required from commissioners, through service contracts, to ensure
that the Trust secures an income stream.
The 2019/20 capital programme is being drafted and will be presented to the March
Board meeting.
Approval was provided for :
• Additional funding of £289,199.78 to replace anti-ligature windows in
communal areas in acute inpatient properties to deal with the risk of patients
damaging the old windows and to increase ventilation.
• The development of an Integrated Childrens Service Facility at Erith Hospital to
a total capital value of £1,130,300.
IT Report
• Works to transfer the server to Queen Mary’s Hospital had completed on 13
December and the team was congratulated on a well managed project
• Installation of public wi-fi to our buildings will be 80% complete by end of
December
• Cyber security – a rating of “significant assurance with minor improvements”
had been achieved. The use of non NHS encrypted memory sticks will be
refused from the New Year.

Queen Marys Hospital
• The Phase 2 works to the second and third floors are underway. Total
expenditure on the redevelopment project will be nearly £53m with £8.4m
planned to be spent in 2019/20.
• Bromley Healthcare commenced a lease on Foxbury Ward on 20 December.
• Works continue to ensure that the revenue and income streams balance once
the transitional funding is fully utilised.
TOPP
Wensley Close – a further paper will be presented to a future Board once outstanding
issues are clarified.
Plumstead Health Centre – Greenwich CCG are considering the use of the first floor of
the new development for additional clinical space for other GP practices in the local
area who occupy unsuitable premises. The existing GP practice will occupy the ground
floor.
Goldie Leigh – high level plans have been produced and a Concept Development
Proposal is due to be provided in March 2019.
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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 last met on 20 November 2018 and
highlights from the meeting are given below. The next meeting of the Audit and
Risk Assurance Committee is 15 January 2019.
KPMG Internal Audit reports
KPMG presented three internal audit reports.
• CRE Quality Impact Assessments: The audit achieved an outcome of significant
assurance with minor improvement opportunities. Three medium priority and
two low priority recommendations were made. The audit found that there were
robust processes in place, with good understanding and engagement from staff.
The recommendations relate to the scope of CRE plans, attendance at panel
meetings, completion of PID/QA forms, retrospective review of CRE schemes and
meetings administration. The Committee also noted the need to focus on larger
and more strategic savings.
• Cyber Security: The audit achieved an outcome of significant assurance with
minor improvement opportunities; this is consistent with previous years. Four
medium priority and one low priority recommendations were made. The
recommendations relate to formalised network security monitoring, review of
firewall configuration settings, review of user access privileges, control of USB
devices and password priority settings.
• Serious Incidents report: This was a focused review rather than an internal
audit, so there was no overall outcome rating. The review made four ‘must do’
recommendations, five ‘should do’ recommendations and three ‘best practice’
recommendations. The review found excellent practice for Level 5 inquiries, and
that the trust has a robust policy and investigation framework. The overall
conclusion was that whilst the trust has a comprehensive system, major change
is required. The recommendations relate to the creation of a separate Serious
Incident Team, implementing an enhanced embedding learning programme and
having a consistency investigation process for level 4 and level 5 incidents.
External Auditors report
Grant Thornton presented their timescales for the 2018/19 audit. An initial risk
assessment was conducted on site during November and December 2018. Further
testing will be undertaken in February and April 2019. The full audit plan will be
presented to the Committee in January 2019, a progress update in March 2019 and

the final Annual Report and Accounts for approval in May 2019. Value for Money
testing will focus on budget monitoring and partnership working.
Quality Accounts update
The Committee received the Quality Accounts mid-year report. Of the 20
indicators, 14 have been achieved, five mostly achieved and one not achieved. The
unachieved indicator relates to ensuring that 80% of patients have their support
network identified and noted within their care record. The indicator is only
relevant to long term condition teams and not teams where there may be only
minimal contact, such as district nursing services. Much work is taking place to
improve practice so the figure is expected to increase. A process has been put into
place to ensure that the governors selected indicator is measureable. If the
governors are interesting in auditing other indicators, this will be accommodated
through other means.
Risk Report from the Quality Improvement and Innovation Committee
The Committee received an overview of the risks held by the Quality Improvement
and Innovation Committee. The Committee has three strategic risks relating to
funding/backfill, burden on reporting and return on investment. All three risks are
rated at moderate (9).
Thematic risk report – review of low risks
The Committee received a thematic analysis of low risks across the trust. These
tend to be risks that cannot be completely eliminated, but we are confident in the
controls and assurances in place. The Committee proposed that the majority of
these risks should now be closed. This is being taken forward with service directors
and governance groups.
Charitable Funds 2017/18
The Charitable Funds accounts for 2017/18 were noted and approved by the
Committee. The accounts were also noted by the Trustees at the Board of Directors
meeting on 6 December 2018.
Board Assurance Framework
The Committee accepted the revised wording for the serious incident risk and
approved the rating of moderate (9).
1763: If actions agreed as a result of serious incident inquiries are not completed in
a timely manner, there is a risk that the trust may not implement learning and take
action to improve practice and quality.
Other items to note
The Committee received feedback on the risk relating to excessive temperatures in
clinical rooms. Each month medicines returned to the pharmacy are assessed for
suitability to return to stock for use elsewhere. In recent months, the pharmacy has
not been able to return as many cost wise compared to average months and this
has been put down mostly to the heat issues, although there may be other reasons.
This is estimated to be at least £10k-£15k less than average. It was agreed that the
potential financial losses from pharmacy stock that cannot be re-used is sufficient
to justify expenditure on ambient temperature storage units, or air conditioning in
smaller rooms were storage units are not suitable.
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NED report – Board visits
Various
Andy Trotter, Chair
Public

Report Summary

Several visits have been undertaken by Board members over the past month
and the attached summarises the visits and outcomes.
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Template for Non-Executive Directors’ Board visits
Date of visit

6th November
2018

Service

Children’s Therapy Services, Greenwich,
Goldie Leigh.

Attendees

Andy Trotter
Stephen Whitmore

Brief description of service

The service delivers Physiotherapy, Occupational Therapy and Speech and Language Therapy via an
integrated framework across the Greenwich borough.
The service is divided into 3 service streams led by clinical leads and specialist therapists, who
provide expert information, health promotion, assessments and interventions. These are:
• Early Years
• School Years
• Special Schools
Additionally therapy support is provided into:
•
•
•
•

Move (Movement Opportunities via Education)
Speech and Language and Occupational Therapy for the ASD Outreach Service
Speech and Language for the Young People known to the Youth Offending Service (YOS)
Rapid Response Physiotherapy

Overview of visit

As well as a brief visit to the hydrotherapy pool, we visited the recently re-furbished facility at Goldie
Leigh. We discussed the service with individual staff members and then in a larger meeting with staff
as a group. Everyone was really pleased with the refurbishment and felt that it was more welcoming
for families and supported clinical sessions better than the previous arrangement. The new offices
were also seen as an improvement.

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

Issues raised

Action

There was a suggestion that an automated
system for measuring and maintaining chemical
levels in the hydro-pool might be cost effective

Estates Team to be asked to investigate this
option.

The road and ‘pavement’ outside the building
was not in good order as it appeared to have
suffered some damage from vehicles

Estates to be asked to review the safety of the
surfaces for pedestrians, especially as this facility
is used for people with disabilities including
wheelchair users.

It was mentioned that paediatric OT recruitment
was becoming difficult.

Ensure there are plans to address this via CYP
Head of Service and Associate Director.

Psychological support for children and parents
with children with special needs.

The Service will hold discussions with colleagues
in psychological therapies team to see if there is
further scope for this.

Non-Executive Directors’ board visits
Date of visit
th

Wednesday 7
November

Service

Perinatal Service Carlton Parade

Attendees

Estelle Frost, Jane Wells, Alison Furzer
Jo Stimpson, Abi Fadipe

Brief description of service

Bromley Perinatal Mental Health team is a small service that provides timely access to care and
treatment for women with severe mental illness during pregnancy and throughout the perinatal
period.

Overview of visit
We met with members of the Bromley Perinatal MDT including the doctor, nurse OT and social
worker.
The team is currently small and there are 4 WTE in the team with a caseload of 55. The team take on
new referrals for women up to 6 months after they have given birth and will see service users for up to
a year. The team offer a range of services including one off appointments for preconception advice.
Currently only approximately 40% of the referrals are right for the service. GP’s often refer directly and
approx. 60% of these referrals are for more mild to moderate MH issues. The team work with GP’S to
educate them on the service and a GP event will be held in March. The team work well with the
perinatal champion within the IAPT service although there was some anxiety that this may change as
the team are moving to QMH in November and the IAPT champion may no longer physically attend
the MDT meetings. We discussed how technology could be used so that the IAPT champion could
attend meetings ‘virtually’.
Extension of the Perinatal service

NHSE are increasing access to specialist perinatal mental health support in all areas of England to
improve access to these services and we have received funding to increase the service across BBG.
The criteria for the expanded service will remain the same but the team will be looking to provide
more appointments at home as the team expands. The service will ‘Go-live’ at the end of January
but it is unlikely that all the posts will be filled in this timeframe. A bespoke induction and training
plan is being developed by the team.
The model for the new team will be a ‘hub and spoke’ model with 3 small sub teams. There will be
20 full time staff consisting of 2 consultants, team managers, clinical leads, nursery nurses and social
workers. All new referrals will be screened daily and a clinic slot will be allocated on the day for
referral. The consultants will see service users if they are pregnant and nurses will see service users
at home.
The team will not care co-ordinate, this will be done by secondary services (as it is today) but there
will be close working with midwives and other clinical teams with a pre-birth planning meeting to be
held at 32 weeks, The team have met with maternity services across the 3 boroughs to discuss the

new service.
There is discussion underway about how the service will be monitored as there are a number of KPI
that NHSI require. Core 10 will be used as an outcome measure.
An away day is planned for April/May next year to enable the whole team to come together.
Engagement with Service users and families
The team actively working to ensure that the women using the service are able to contribute and help
to shape the service, Service users have been recruited to as volunteers and will be on interview
panels.
HR- Recruitment and supervision
Recruitment for the new service will be challenging as there are currently 80 posts being advertised.
The team mentioned that job matching is taking too long which is causing delays.
The team felt that supervision will be improved with the new structures as the service will be much
bigger; However there is currently a need for better supervision and reflective practice.

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

Issues raised

1. Job matching taking too long.
2. More robust
supervision/reflective practice
plans

Action

Jane Wells
Abi Fadipe

Non-Executive Directors’ board visits
Date of visit

10 December
2018

Service

ASD / ADHD Service
Yeoman House, Bromley

Attendees

Estelle Frost, Jane Wells, Alison Furzer
Apologies: Jo Stimpson, Abi Fadipe

Brief description of service

The Autism Service was commissioned as a Trust wide service in 2013. The service provides an
Autism Assessment/Diagnosis service for Adults (without LD) for the 3 boroughs of Bromley, Bexley
& Greenwich. They also provide an ADHD assessment and medical intervention for adults (without
LD ) for the 3 boroughs of Bromley, Bexley & Greenwich

Overview of visit

We met psychologist Dr Elizabeth Kilby and an assistant psychologist. The team started small in 2013
with one person but now have 8 part time staff. It is not easy to recruit to because not many people
have experience of assessing for autism and ADHD in adult services so need training. Posts are capped
at a band 7 which is being reviewed to build supervision structures and enable assistant psychologists
to join team especially if they recruit from CAMHS services as trained. The team is too small to be
borough based so it is split into Autism and ADHD pathways. Everyone recruited has stayed because
they like the work, training and feel valued. Recently, they have taken on volunteer psychologists who
do one day a week each working with a psychologist. They are invaluable and are good at condensing
Rio history and journeys and accurately capturing assessment narratives. They also help with audits as
part of national longitudinal study and FFT / patient feedback. The team receive good feedback from
service users. The only negative feedback is the waiting time for assessment which is being addressed
with commissioners.
Waiting times
We heard that the Autism Service was commissioned as a Trust wide local service but it was not
designed on any demand and capacity modelling. There has always been transparency of activity but
changes in commissioners have resulted in new commissioners wanting their own performance data.
Greenwich referrals and subsequently waiting times for an assessment increased following an autism
awareness raining events in the borough. There has recently been increased funding from Bexley
spread over two years for autism which will positively keep waiting their Bexley waiting lists at 12
months. Although NICE suggests a waiting time of up to three months from referral to assessment,
this is not widely adopted by services as they acknowledge that this is a very short time for people to
adjust to being referred and coming to terms with this sort of diagnosis as an adult. 12 months is
thought to be a satisfactory wait within the team. The waiting times in Greenwich are much longer but
Bromley is 12-18 months. 75% are GP referrals and 25% internal referrals. Greenwich has a higher
referral rate at approximately 60:40.
Care act assessments
We heard that there were sometimes challenges obtaining care assessments as the primary need of
the service users are not mental health although initial presentations can mask this. Failure to
transition particularly affect adults with autism and at the stressful time there is increased
vulnerabilities and risk of mental health problems. Care packages would help prevent this. The Autism

Act requires assessment and intervention. A post diagnosis a pack is containing details of services
that could help including care assessments where appropriate.
IAPT
We heard that the service has very good relationships with IAPT services to support people with their
anxiety.
Admission avoidance
The National Transforming Care Programme has given £100k to the team to spend in 4 months to
reduce admissions to acute mental health wards. The team propose to review the care plans of those
at risks of admission with OT, psychologist and SALT support. Anyone who is admitted will be visited
within 24 hours to prevent PICU admissions.
ADHD
We heard that the ADHD service is a good service which diagnoses and prescribes medication, with
discharge back to GP when medication optimised after 3-4 sessions. The annual contract is
approximately 30 per borough referral rate (temporarily 60 in Bromley until March 2019). Its remit is a
service to diagnose undiagnosed adults only with access to a psychiatrist via no other route. Therefore
psychiatrists in existing teams are all expected to diagnose and treat ADHD for patients on their
caseloads.
Challenges
•

All requests for additional work erode into small team.

•

They struggle to find a way to capture data on commissioners want. The business office is
actively helping with automating this. They use Rio but the team find using their own
spreadsheets more helpful but recognise that this is a duplication of work. They are interested
in finding out how CAMHS have addressed this through Rio.

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

Issues raised

Action

1. Requested support with health
Estelle Frost
roster.
Alison Furzer
2. Informatics to support and share
learning from CAMHS and how
CAMHS use RiO for data collection
Alison Furzer to liaise with James
Woodard.

Non-Executive Directors’ board visits
Date of visit

18 December
2018

Service

East Adult Mental Health Locality
(ADAPT and ICMP) , Carlton Parade
Bromley

Attendees

Estelle Frost, Jane Wells, Alison Furzer , Jo
Stimpson
Apologies:, Abi Fadipe

Brief description of service

The service comprises of the East ADAPT Team (Affective disorders, depression, anxiety personality
disorder and trauma) and East ICMP Team (Intensive Case Management for Psychosis)
The PCP East Team has newly been integrated with the PCP West team as part of the development
of a single point of entry and no longer comes under the East Service.

Overview of visit

We met with the management team and Consultant Psychiatrists. Unfortunately in the preChristmas rush the team were unable to meet, however a service user ‘M’ joined us for the first
part of the visit.
Service User feedback:
M stated that he has been involved with services for 30 years and has seen things improve, in
particular he noted that our services are now much more person focussed. He has nothing to
complain about regarding his current care from Oxleas but did think that some sort of weekend
drop in service would be beneficial for him. We spoke to him about some of the possibilities
including services run by Bromley Well, which he said he would look into.
However he noted that his experience of inpatient care in Green Parks House had not been so
positive as in the past because there are no activity coordinators now in the wards and he has
observed people sitting there with nothing to do and getting bored. He noted this leads to more
aggression. We told him about the activity programmes and psychology assistant initiative etc.
M was worried about MH services being cut and EF explained about the MHIS initiative as a
protective factor and explained about the recent expansion in crisis services etc.
Leadership team feedback :
Serious incidents :
The Locality management and senior clinical team reported that they felt they had had a
positive year, for example they had seen lower numbers of SIs than before. They described a
recent ‘near miss’ where the team had really pulled together and working with British Transport
Police had prevented an incident on the railway.
Staffing :
We heard that ICMP has been mostly fully staffed and stable, whereas ADAPT has been more
challenging. ADAPT nurses are not all as experienced as ICMP nurses and therefore expertise is
sometimes not as high. Staff can feel overwhelmed with complex cases There was a long term
waiting list, but now this is being brought under control as long term sickness has ended and
engaged some agency support.
ICMP team noted a lack of training available to develop staff in specialist areas e.g. LD and ANP.
We discussed what is available via the nursing directorate and ensured the service know that
the directorate still has training budgets and that individual and team requests can be submitted

to the workforce group for consideration.
The teams feel the loss of Senior Social Workers as these staff was helpful in terms of complex
casework, deputising etc. Recruitment to these posts has been impossible.
The teams feel renewed pressure from the local authority with regard to review and
safeguarding work etc.
Staff wellbeing/ H&S:
The ICMP team had made some requests about their working environment so that the team
could be accommodated in one office. A door needed to be installed at the front end of the
ICMP area (which has been completed|) and a wall between two offices needed to be taken
down. This work is outstanding and the team feel the decision not to take this forward is wrong.
The locality experience endless problems with panic alarms in clinical rooms, which do not
work/go off unnecessarily and some are badly positioned. E.g. room 107, narrow and desk too
wide.
Use of sky guard. The teams feel this may be a good idea.
Other issues:
• LBB panel papers are very time consuming and not in line with CPA papers. The teams
feel a tension between getting the best for their patients yet keeping LA costs low.
•

AMHP training for Oxleas nurses. Staff are interested, how might we take this forward?

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

Issues raised
Panic Alarms
ICMP rooms
Panel Papers
Nurse access to AMHP training

Action

EF to liaise with Rachel Evans : Arrange for the H&S
team to review all the rooms, lay out and location of
panic alarms.
EF to liaise with Rachel Evans to review the decision not
to open the office up as requested.
EF to ask HoSC to look at this
EF to liaise with Meera and HoSC
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Council of Governors Update
Sally Bryden, Associate Director of Corporate Affairs/Trust Secretary
Andy Trotter, Chair
Public

Council of Governors Meeting
The Council of Governors met on 13 December. The items discussed at the meeting
included: update from Seyi Clement, governor committee updates, quality accounts
and learning from serious incident inquiries.
At the meeting, the following were agreed:
• The re-appointment of Steve James
• Membership Strategy 2019-21
• The process for agreeing the Council of Governors’ quality indicator for external
audit assurance
An away morning was held for governors to enable them to get to know each other,
reflect on their roles and discuss how governor meetings could be most effective.
Council of Governor membership
Elections will take place over the coming weeks to fill vacancies in the following roles:
Public constituencies
Bexley. One vacancy
Service user/carer constituency interest groups
Children and Young People: One vacancy remains
Forensic & Prison: to be elected when constituency reaches sufficient size
Membership Committee
The Committee met on 30 November 2018 where the draft membership strategy was
developed. It was agreed that this would be supported by an annual workplan focusing
on key priorities. Yens Marsen-Luther is currently chairing the Membership Committee.
Governor borough meetings
We have introduced a series of meetings for governors to meet with the service
directors linked to the areas they represent. The aim of these meetings is to provide
governors with information on the services/boroughs they represent, share updates on
developments and enable governors to share any feedback or issues direct with service
directors. These took place in November and early December in Bromley, Greenwich
and Bexley and had positive feedback. Further meetings with the directorates for
children and young people’s services and forensic and prison services will be set up as
well as a programme of visits to services across the organisation.

CQC focus group
10 governors took part in a focus group on 26 November 2018 with representatives
from the Care Quality Commission as part of the trust’s inspection programme.
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