104th Meeting of the Board of Directors
10.30am, Thursday, 7 April 2016
Maple Room
Pinewood House
Pinewood Place
DA2 7WG
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Suicide review

To note

Dr Ify Okocha,
Medical Director/
Jane Wells, Director of Nursing
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Progress report on DDS incident and
Goddington overview report action plans

To note

Helen Smith
Deputy Chief Executive

10

13

Council of Governors’ update

To note

Andy Trotter
Chairman
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14

NED report - Board Visits

To note

Andy Trotter
Chairman
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Senior Independent Director appointment

To agree

Andy Trotter
Chairman
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Operational Plan 2016/17

To note

Jazz Thind
Acting Director of Finance

14a&b
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Quarter 4 Board Certifications

To agree

Jazz Thind
Acting Director of Finance
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Well Led Governance Review action plan
update

To note

Ben Travis
Acting Chief Executive
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• Finance report

To note

Jazz Thind
Acting Director of Finance

17a-e
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Audit Committee update

To note and
agree

Archie Herron, Non-executive
Director

18

21

Workforce and Learning Development
Committee update

To note

Simon Hart
Director of Human Resources and
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ANY OTHER BUSINESS
QUESTIONS FROM THE PUBLIC
DATE OF NEXT MEETING
The next Board of Directors Meeting will take place on:
Thursday 5 May 2016 at 10.30am
Maple Room, Pinewood House
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12

Board of Directors
7th April 2016

Item
Enclosure

2
1

Item from

Minutes of the Board of Directors Meeting held on 3rd March
2016
Andy Trotter, Chair

Attachments

Minutes of the Board of Directors Meeting 3rd March 2016

Agenda item

Summary and Highlights

Changes to risk register

New risks identified

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

Previous
rating

New rating

Rating

103rd Meeting of the Board of Directors
Thursday 3 March 2016 - Maple Room, Pinewood House
Board of Directors
Andy Trotter
Archie Herron
James Kellock
Anne Taylor
Stephen Dilworth
Seyi Clement
Steve James
Ben Travis
Helen Smith
Ify Okocha
Jane Wells
Jazz Thind
Simon Hart

Chair
Vice Chair and Non-Executive Director
Non-executive Director
Non-executive Director
Non-executive Director
Non-executive Director
Non-executive Director
Acting Chief Executive
Deputy Chief Executive and Director of Service Delivery
Medical Director
Director of Nursing
Acting Director of Finance
Director of HR and Organisational Development

In attendance
Colleen Harris
Joanne Stimpton
Rachel Evans
Colin Cope
Sally Bryden
Susan Owen

Board Advisor
Board Advisor
Director of Estates and Facilitites (for Item 12)
Head of Estates Development for QMH (for item 12)
Associate Director of Corporate Affairs and Trust Secretary
Risk Manager (Minutes)

Members of the Council of Governors in attendance
Fola Balogun
Service user/carer: Children and Young Persons
Sue Read
Staff: Adult Community Health Services
Action
1

Apologies for absence
Stephen Firn, Chief Executive

Noted

2

Conflicts of Interest
SJ declared that he was a member of the working group for the Bubb report (item 5).

Noted

3

Minutes of last meeting
Page 5, item 12: JS’s comment about management capacity was more broadly about the C&YP
directorate, not specific to Bluebell House.
Page 6, item 14: Noted that the question from AH was about CRE plans.
Pending these amendments, the minute of the meeting on 4 February 2016 were approved as an
accurate record.

Approved

4

Matters arising from the minutes of the last meeting
Page 4, item 8: Moderate harm incidents will be covered in the patient safety update.
Page 4, item 8: The Mary Seacole beds on Tarn Ward are no longer being used for sleepovers.
Page 5, item 13: The team at Atlas House have been given clarification on the process for ordering low
value items.

Noted

5

Chief Executive update
National reports
BT gave an overview of seven recently published national reports:
1. The Five Year Forward view for Mental Health – a report from the Mental Health taskforce
The themes in this report are in line with our plans. We have participated in some media coverage and
have been cited as a beacon of best practice. We need to look at what more we can do to influence

Noted
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Action
this.
2. Old Problems, New Solutions: The report of the Independent Review on Adult Acute Mental health
care – the Crisp Report
This looks at issues across the mental health system, such as delayed discharges and availability of
beds. The resign of our mental health services is in line with this report. Most patients are seen by our
mental health team within an hour of being notified by A&E triage but we continue to focus on bed
management ensure that the system works better.
JK – Is out-of-hours activity monitored in a systematic way?
HS – We collect patient information every day but do not formally monitor this. As at today, there are
no UEAs. The report measures transfers to other units in terms of geographical distance (more than
50km), rather than the time taken for the transfer.
IO – There are often challenges to finding beds in other units.
CH – Can we look into the Race Equality Standard mentioned in the report?
3. The Time for Change – Report from Sir Stephen Bubb on Winterbourne View
This report raises the profile of ALD services and places statutory duties on commissioners.
SJ – We should not wait for Commissioners to set the direction of travel. We should take the
opportunity to inform the work of the Transforming Care Partnership.
4. Mazars Report into Southern Health
We have established a Mortality Surveillance Group in response to this report. JW will bring a full
report to the April Board meeting.
CH – Are families involved in investigations?
HS – This is always included in the terms of reference and families are invited to be involved.
5. National Maternity Review – Baroness Julia Cumberledge
We are having discussions with Bromley CCG regarding how we can provide better services for women
with peri and post-natal mental health needs.
JS – Do we have data to measure outcomes?
HS – We have some data regarding women who present with mental health needs relating to
pregnancy and motherhood.
AH – A group of women in Bromley have set up peer support group.
BT – This report provides an opportunity for the government to demonstrate its commitment to parity
of esteem.
JK – Does this cover services other than mental health, for example health visitors?
HS – The priority is on maternity care.
6. Carter Report
This report relates to productivity and efficiency in the NHS. We will need to look at what we do in
response to this.
AH – Is there any published data on benchmark pricing?
JS – Are there confidentially issues regarding pricing
BT – We do look across SE London providers but confidentially issues are not always clear,
7. NHS Finances – results for 9 months to 31 December 2015
As at month 9, there is a £2.3bn provider deficit. This is expected to be £2.8bn by year end. We will
continue to monitor this closely.
Alternative pay scale for Band 5 nurses
There has been some media interest in our alternative payscale for Band 5 nurses and also some
challenge raised with the pensions regulator. SH continues to engage with union leaders in response to
this and we have developed a communications strategy. We have changed the conditions so that staff
on the alternative payscale are auto-enrolled onto the pension scheme after one year, rather than two.
The payscale offer is deemed to be legal, but the DH Pensions Board have re-referred the Trust to the
pensions regulator.
CH – We will need to ensure that this is also communicated internally.
SD – What are our plans if the decision is not in our favour?
SH – The terms and conditions state that we have the right to withdraw the offer. Staff will have the
option of enrolling in the NHS pension scheme. We may have to re-pay the employer contributions and
we have made provision for this.
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IO

JW

Action
Serious incident
On 23 February 2016, a 52 year old female service user was arrested in connection with the death of
her mother, also a service user. Senior management have provided support to staff in the team
affected by the incident. An investigation panel has been convened. This will be chaired by Jane Wells
and membership includes Dr Derek Tracy, Jane Harris, Simon Sherring and Seyi Clement. A governor
will also join the panel.
6

Integrated dashboard – January 2016
Noted
Two new indicators have been included:
• Item 14 - Prisons: % of clients with a care plan set up within two weeks of assessment (Kent and
Greenwich). January 2016 data for this is not yet available due to timing – this is pulled from
SystemOne, rather than RiO.
• Item 15 - Adult Community Health: Estimated Discharge Date within 24 hours of admission to the
unit
Data for item 16 (outcome measures) will be added to the report in May 2016. Data validation and
definition of the target is in progress for item 26 (Prisons: Number of secondary screens completed in
the first 72 hours against number of receptions). A placemarker had been added for item 37
(medication errors) and data will be available for the April 2016 report. An induction session on
pharmacy services will be arranged. Data for item 44 (productivity measures) will be agreed by May
2016. HR teams are investigating the logistics of providing data for item 45 (Publication of Staff Roster
- 6 weeks in advance of shifts). In relation to item 50 (CRE plans 2016/17), Greenwich CCG faces
significant financial challenges and has appointed a turnaround director to put in place a recovery plan
to re-balance its underlying financial position. We will need to plan our response to this.
SD – Mortality data is not shown separately for item 33 (serious incidents excluding pressure ulcers)
BT – This measures unexpected deaths subject to investigation.
JW
JW – Mortality data can be included in the Patient Safety Report.
BT – The Mortality Group will agreed indicators.
AH – Delayed Transfers of Care has increased by 50%. How are we controlling this?
BT – We need to keep this under review.
Supervision
The overall position is 78% compliance, with corporate directorates at 87%. Sustaining a compliance
level of 80% remains a challenge.
JK –Do we ask managers to explain reasons for not achieving the target, for example sickness and
absence?
SH – These reasons are built into the 80% target, ie the 20% allows us to account for absences.
JT – Staff need to be clear on the definition of supervision. This does not always need to be on a 1:1
basis. Group supervisions can also be recorded.
Bed occupancy
The position is improving. As at today, there are no UEAs and occupancy is at 102%. Commissioned
beds are below 100% for the first time. We are reviewing the way in which we report leave. An
additional bed has been identified on each of the three adult wards at Oxleas House to be used when
demand is high. A task force is in place to provide support. Medical staff are engaged in managing
this. We are developing a business case to increase capacity in the home treatment and liaison teams.
ATa – Are the finances the same in each of the three boroughs when extra beds are used?
BT – Bromley has a greater risk share.
JT – We need to revisit this with commissioners?
SC – Will the task force be permanent?
BT – This will be stood down when practice is embedded.
Vacancies
There have been 58 successful applicants. These are being processed and allocated to vacancies. Some
are students, so the offer is conditional on qualification. In the meantime, they have been offered Bank
shifts as HCAs. We are exploring offering a premia for working additional shifts at the Bracton Centre.
We continue to work with agencies to enforce the Monitor cap on rates.
JS – Has the alternative payscale offer resulted in union pressure?
SH – The London unions understand our position.
AH – Has there been an impact on the time to recruit?
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Action
SH – Not at present.
JK – Have we explored opportunities for overseas recruitment?
SH – We have not explored this outside of the EU. Overseas recruitment is easier to achieve for general
nurses. Immigration rules on earnings targets also have to be adhered to, so we would need to
consider the cost benefit.
SJ – Safe staffing data suggest that some HCA rota gaps are being covered by trained nurses. Have we
solved this?
ATr – This should be remitted to the Workforce Committee.
SH
7

Operational Performance Report
Noted
The Older Persons Directorate continues to experience a high level of demand for acute inpatient beds
due to an increase in admissions. Additional beds have been created on Elmstead Ward on a
temporary basis to meet the gap. The task and finish group is reviewing crisis and community
pathways. OPMH have also identified a new risk in relation to access to CT scan results, due to IT
system changes at the Princess Royal University Hospital and Queen Mary’s Hospital. A temporary
solution has been identified but this is not ideal. In Adult Mental Health, a number of new CCG targets
are in place to monitor waiting times across the treatment pathways. They include: a ten working day
wait for primary care plus (PCP), a four week first appointment targets for psychology and a one day
wait for urgent HTT cases. Abuse of ‘legal highs’ continues to be a high risk for the Forensic and Prisons
Directorate.
ATa – Are the issues relating to specialist dementia beds relating to availability or price?
HS – Beds are very scarce. Private care homes can be selective on who they will accept. There are caps
on funding.
SJ – It is positive that we have targets on waiting times, but we must also be assured that treatment
continues after the first appointment.
HS – This is a priority for the Trust.
AH – Can we consider using other CT scan providers?
HS – We are looking at solutions.
ATr – Why does the community nuero-rehab service struggle with waiting times?
HS – There has always been higher demand in Greenwich. There are particular issues relating to
capacity. Waiting lists are dynamic.
JW – Patients are waiting for long-term rehabilitation, not early discharge services.
BT – Patients are risk assessed for priority.

8

Quality Committee Report
Work to improve compliance with s132 (explanation of rights) has been undertaken on the wards. This
now needs to be undertaken with patients subject to Community Treatment Orders (CTOs) and recalls
to hospital. We are one of five trusts to have achieved the physical health CQUIN. We continue to
work to be prepared for the CQC inspection in April. The second Provider Information Request has
been submitted and we have met with our lead inspector. We will shortly receive a draft of the data
pack and we will have ten days to check this for accuracy. Positive feedback was received from a
recent MHA visit to Tarn Ward.
Patient Safety
The draft Independent Homicide Enquiry reports for NE and DM have been received and these have
been checked for factual accuracy. Reporting of low level incidents continues to increase. With regard
to Grade 2 pressure ulcers, both avoidable and unavoidable are reported. The increase in moderate
harm incident in Adult Community Health services is due to reporting transfers back to acute hospitals;
these are reported as Level 3 incidents. The number of new MHA sections has increased compared to
previous years.
JK – What is the reason for the increase in MHA sections?
JW – This is a reflection of better practice in the use of the MHA.
IO – There has been an increase across London.
ATr – Are there practical issues regarding voluntary patients?
IO – Detention under the Act should be considered if there are concerns about risk.
BT – We have developed clear guidance for voluntary patients.
IO – We do not report on the number of people converted from informal status to a MHA section.
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Noted

Action
JS – It would be helpful to have this narrative.
JK – What is the detail behind the number of deaths of patients in the C&YP directorate?
JW – This includes neo-natal deaths and is line with the national picture.
SC – Is it possible to benchmark pressure ulcer data?
JW – We are looking at data from Surrey Community Trust.
JS – What is the population we report on for mortality indictors?
JW – All patients on our caseloads.
8

AD and TB Level 5 serious incident reports – action plan update
Noted
AD incident action plan
Following the Board Level Inquiry into the incident that occurred in April 2015 involving patient AD, the
panel made eight recommendations, which were reported to the Board of Directors in September 2015
The action plan focused on learning and this was led by Dr Derek Tracy. There have been discussions at
meetings to ensure that all staff are aware of expections. We are confident that the plan has been
delivered.
SJ – Is there assurance that patients are having protected therapeutic time?
HS – An audit has been carried out and we are awaiting the results.
SJ – Did the learning events have an impact on improving practice with regard to working with carers?
IO – The Trust Carers Lead has spent time on the ward. We need to see evidence of change.
SJ – We must ensure that we measure outcomes as well as progress.
BT – The new Carers Strategy has a detailed action plan. We will present an update on this to the July
IO
2016 meeting.
TB incident action plan
Following the Board Level Inquiry into the incident that occurred in April 2015 involving patient TB, the
panel made six recommendations which were reported to the Board of Directors in September 2015.
The action plan was delivered through learning events. Standards have been set and job plans have
been reviewed. Managing sleepovers has improved.
SJ – Have we provided clear guidance on escorted leave for informal patients?
IO – Staff have been made aware that the practice of granting escorted leave for informal patients must
cease. Informal patients should only be accompanied if they request this.
SC – If there are more voluntary patients, can we be confident that the recommendation regarding
having a conversation with the patient can be achieved?
IO – For detained patients, it is incumbent on nursing staff that this takes place. For informal patients,
a risk assessment must be undertaken.

9

Council of Governors update
The feedback from the borough focus groups will be used to inform our future plans. The governors’
visit to Queen Mary’s Hospital was positively received and further visits are planned. The opening of
the re-furbished Holbrook Ward was a very successful event. The next meeting of the Council of
Governors is on 17 March 2016.

Noted

10

NED report – Board visits
JS – Plumstead District Nursing Team: The repairs to the stockroom ceiling have been made.
JK – Bromley Care Home Team: Funding for this team has been secured.
SJ – Bluebell House: The unit was empty but fully staffed. The unit was well maintained but the
building is too small to meet the evolving need of the service. HS said that it is an Ofsted requirement
that the unit must be staffed even when there are no children present. We are starting conversations
about de-registering with Ofsted.
SJ – Woolwich CLDT: Hot desking appeared to be working well. The use of two IT systems is causing
additional work. Overall a positive visit.
CH – Ferryview Health Centre: An impressive visit. No issues identified.
AH - Ferryview Health Centre: Impressed with the two team managers.
ATr – Yeoman House CLDT: LA staff are to be transferred to Oxleas and they are looking forward to
this.
SD – There is a consistently positive experience from visits. Staff are confident about the CQC
inspection.

Noted
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11

Process for the appointment of Senior Independent Director
Our current Senior Independent Director, Anne Taylor, will retire from Oxleas at the end of April 2016.
The process for the appointment of a new Senior Independent Director was noted by the Board of
Directors. NEDs will have the opportunity to feedback during 1:1s with the Chair.

Noted

12

Business Committee update
We have delivered a surplus for the 10 months ended 31 January 2015 of £64k, which is £719k behind
the year to date plan. All directorates are making an effort to minimise non-essential spend. The
Monitor Risk Rating is 3. Our cash position remains healthy at £88.4m at the end of January 2016.
Plans are in place to achieve CREs of £6.8m in 2015/16 and £4.5m in 2016/17. NHS Greenwich CCG
faces significant financial challenges and it has appointed a turnaround director to put in place a
recovery plan to rebalance its underlying financial position. There is a risk that the CCG may apply a
level of local efficiencies to our contracts but further discussion will be required if this is the case.
AH – Will the CRE target reduce if we receive additional funding?
SJ – Do we know which services are losing money?
JT – We are working through this and will report to the Business Committee.
Queen Mary’s Hospital Development update
RE gave a presentation on the development plans for Queen Mary’s Hospital. These have been
approved by the Capital Investment Committee and the next meeting of the Business Committee will
receive the detailed financial data. A rate card has been formulated to provide a financial structure for
tenancy arrangements and we are at the early stage of discussion with tenants.
ATa – Will the developments have an impact on parking spaces?
CC – We are creating 80 extra parking spaces and will keep this under review.
RE – The Kidney Treatment Centre and Cancer Treatment Centre have their own car parks.
CC – We are considering moving to a ‘pay on exit’ arrangement. We also have to consider the costs of
road maintenance on the site.
BT – We will need to manage the risks of tenants not signing up to the rate card.

Noted

13

Workforce and Learning Development Committee update
Noted
The BMA have announced three further junior doctor strike action dates, one of which falls during the
week of our CQC inspection. We are making arrangements to ensure appropriate medical cover. The
new contract will affect 80% of junior doctors very quickly. Our medical staff are positive about Oxleas
and we have a good track record of engagement. IO said that consultants will be providing cover and
that every effort will be made to ensure that clinics are rescheduled before the days when strike action
is taking place. The final CQC report of the National Staff Survey results has been published. Overall,
Oxleas has performed well and achieved the top scores nationally in its group in eight areas. The main
area for improvement is reducing bullying and harassment towards BME staff by service users. All
directorates are to develop local action plans to address particular concerns in their areas and the
Patient Safety Group will review the approach to the management of patients who are verbally and
physically aggressive as part of the broader Safer Wards programme.
JS – Are we clear on how we are addressing this?
SH – We are also ensuring police engagement.
CH – Can we do more work with families and carers?
IO – There needs to be a consistent response.
SC – Why do more staff in the 16 to 30 years old age group experience stress and work extra hours?
SH – This could be because they are more likely to be in Bands 2 to 5. We compare well to other Trusts.

14

Any other business
None raised

15

Questions and comments from governors
None raised

Noted

Next meeting of the Board of Directors
Thursday 7 April 2016 at 10.30 am - Maple Room, Pinewood House
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Jargon buster
This jargon buster is a glossary of acronyms and abbreviations.
It is intended that we will update this on a regular basis but we will also agree standards to reduce jargon usage.
If you feel there are more that should be included on the list please email sally.bryden@oxleas.nhs.uk
ACS – Adult Community
Services

CDM – Chronic Disease
Management

ADHD – Attention Deficit
Hyperactivity Disorder

CEG – Clinical
Effectiveness Group

ADL – Assessments of
Daily Living or Activities of
Daily Living

CIP – Cost Improvement
Programme

ESR – Electronic Staff
Records

AfC – Agenda for Change

CLDT – Community
Learning Disability Team

ETP – Electronic Transfer
of Prescriptions

AHP – Allied Health
Professional

CNST – Clinical Negligence
Scheme Trust

ALBs – Arms Lengths
Bodies

CPA – Care Programme
Approach

FCPN – Forensic
Community Psychiatric
Nurse

ALD – Adult Learning
Disabilities

CPC – Cost Per Case

AMH – Adult Mental
Health
AMHP – Approved Mental
Health Professional
ASBO – Anti-Social
Behaviour Order
ASD – Autistic Spectrum
Disorder
ASW – Approved Social
Worker
BMs – Business Managers
CAMHS – Child and
Adolescent Mental Health
Services
CAPA – Choice and
Partnership approach (a
new way of managing
referrals into CAMHS)

EI – Early Implementer

FOI – Freedom of
Information
HCA – Health Care
Assistant

CPN – Community
Psychiatric Nurse

HEE – Health Education
England

CRB – Criminal Records
Bureau

HID – Hospital Integrated
Discharge Team

CRE – Cash Releasing
Efficiency

HIMP – Her Majesty’s
Inspectorate of Prisons

CRHTT – Crisis and Home
Treatment Team
C&YPS – Children and
Young People’s Service
CQC – Care Quality
Commission

CBT – Cognitive
Behavioural Therapy

DN – District Nurse
DNA – Did Not Attend
ECR – Electronic Care
Records

KSF – Knowledge and
Skills Framework
LAS – London Ambulance
Service
LD – Learning Disability
LGBT – Lesbian, Gay,
Bisexual, and Transgender
LHC – Local Health
Community
LSP – Local Service
Provider
LTC – Long Term
Condition

MCA – Mental Capacity
Act

HV – Health Visitor

MDA – Multi-disciplinary
Assessment

ICT – Information
Communication
Technology

DH – Department of
Health

KPI – Key Performance
Indicators

HTT – Home Treatment
Team

DADL – Domestic
Activities of Daily Living

CASH – Contraception and
Sexual Health

ISA – Information Sharing
Agreement

MAPP – Multi Agency
Protection Panel

ICP – Integrated Care
Pathway

CAS – Central Alerts
System

IM&T – Information
Management and
Technology

HR – Human Resources

CQUIN – Commissioning
for quality and innovation

DESMOND – Diabetes
education and self
management programme
for on-going and newly
diagnosed

CCG – Clinical
Commissioning Group

ECT – Electro Convulsive
Therapy

MDO – Mentally
disordered offender
MDT – Multidisciplinary
team

iFox – Trust Business
Information System

MEWS – Modified Early
Warning Score Tool

IGG – Information
Governance Group

MH – Mental Health

IGT – Information
Governance Toolkit
IMHER – Integrated
Mental Health Electronic
Record
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MHA – Mental Health Act
MH MDS – Mental Health
Minimum Dataset
MHRA – Medicines
Healthcare and products
Regulatory Agency

MHRN – Mental Health
Research Network
MSK – Musculo-skeletal
Services
NAC – Nursing Advisory
Committee
NCC – National
Consortium of Colleges
NEDs – Non-executive
Directors
NHSLA – NHS Litigation
Authority
NICHE – National Institute
for Health and Care
Excellence
NIHR - National Institute
for Health Research
NPSA – National Patient
Safety Agency
NSF – National Service
Framework
OOHs – Out of Hours
OPD – Outpatients
Department
OPM – Office for Public
Management
OPMH – Older Peoples’
Mental Health
PEEP – Personal
Emergency Evacuation
Plan
PQQ - Pre Qualification
Questionnaire

SDS – Service
Development Strategy

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

SLaM – South London &
Maudsley NHS Trust

PEAT – Patient
Environment Action Team
PFI – Private Finance
Initiative

SMs – Service Managers
SN – School Nurse

PICU – Psychiatric
Intensive Care Unit

SPD – Safety, Privacy and
Dignity

POMH – Prescribing
Observatory for Mental
Health

SI – Serious Incident
TDA – NHS Trust
Development Authority

PRUH – Princess Royal
University Hospital

TSA – Trust Special
Administrator

PSA – Personal Safety
Awareness

TUPED – Transfer Under
Present Employment

QEH – Queen Elizabeth
Hospital

UEAs – Uncontracted
Emergency Admissions

QMS/QMH – Queen
Mary’s Hospital Sidcup

VTE – Venous
thromboembolis

QRP – CQC Quality and
Risk Profile
QSIP – Quality and Safety
Improvement Plan
RAG – Red/Amber/Green
RC – Responsible Clinician
RCA – Root Cause Analysis
RGN – Registered General
Nurse
RM – Risk Management

PADL – Personal Activities
of Daily Living

RMN – Registered Mental
Nurse

PALS - Patient Advice and
Liaison Service

RMO – Responsible
Medical Officer

PEG – Patient Experience
Group

RPST – Risk Pooling
Scheme Trust

PD – Personality Disorder
PDP – Personal
Development Plan

SAP – Single Assessment
Process

PDR– Personal
Development Review

SLR – Service Line
Reporting

SCG – Specialist
Commissioning group
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Board of Directors
7th April 2016
Agenda item

Matters arising

Item from

Andy Trotter, Chair

Attachments

Board Tracker

Item
Enclosure

3
2

Summary and Highlights
The Board tracker lists actions from previous Board meetings.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Board of Directors Action Tracker
Action raised
(Board date)

Item

Action details

Action for

03/09/2015

RTT analysis

SJ asked what assurances there are that
treatment continues to be provided after the
initial appointment. Plans for gathering this
data to to be presented to a future Board

Helen Smith,
31/03/2016
Ify Ockoha and
Michael Witney

03/09/2015

Service Delivery

Bring forward to

Report under

Action closed
(Board date)

Comments

Quality and
performance

31/03/2016

Outcomes data and existing
routine monitoring will
help the Board to
understand treatment
success rates and also the
areas where there may be
delays to on-going
treatment.

SJ asked if newly recruited prison health care
Simon Hart
staff could be offered work in other areas of the
Trust whilst prisons service clearance checks are
completed
Governance Board JK asked that a new overarching risk relating to Ify Okocha
the CQC inspection is opened

02/10/2015

Matters arising

02/10/2015

SH reported that this
arrangement is already in
place

02/10/2015

Risk Committee

02/10/2015

This risks has been added
to the Corporate Risk
Register

03/09/2015

Well-led Review

Chairs of Board Committees to present new
Ben Travis, Ify
Terms of Reference to committees for approval Okocha and
Simon Hart

02/10/2015

Matters arising

05/05/2016

New Chairs to review
Committee TORs

03/09/2015

Staff Parnership
Report

To develop an action plan in response to the
concerns raised in focus groups

Simon Hart

03/03/2016

Workforce report

04/02/2016

This was also raised at the
Feb 2016 meeting. A
report is being presented
to the March 2016 meeting

01/10/2015

Quality and
Performance
Report

JK asked about a point of clarification on the
Hazelwood MHA report in relation to patients
seeing their doctor every two weeks

Ify Okocha

05/11/2015

Matters arising

05/11/2015

IO reported that this is
being followed up by the
lead consultant

01/10/2015

Patient Experience AH asked what is being done to address high
Michael Witney 05/11/2015
update
DNA rates in the MSK service, eg text reminders

Matters arising

05/11/2015

BT reported that text
messaging is being used in
MSK and there are plans to
extend this further

03/09/2015
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Board of Directors Action Tracker
Action closed
(Board date)

Action raised
(Board date)

Item

Action details

Action for

Bring forward to

Report under

01/10/2015

Service Delivery

JK and DM commented that the 'good news'
items should be included in every report

Helen Smith

03/12/2015

Operational
Performance Report

05/11/2015

Arrangements for
Operational Performance
Reporting have been
agreed with HS

01/10/2015

Finance Report

AH asked that if the financial margin were to
reduce, could the Monitor rating drop to 2.4

Jazz Thind

05/11/2015

Matters arising

05/11/2015

01/10/2015

Staff Performance
Award

A trustwide communication to be sent out to
Simon Hart
advise staff that the performance award will not
be made this year

05/11/2015

Matters arising

05/11/2015

JT reported that if the Trust
had a deficit of £1.2m, the
Monitor rating could drop
to 2.4.
A memo sent to all staff by
Dave Mellish

05/11/2015

Integrated
Dashboard

AH asked that the dashboard includes crossreferences to the relevant paper, so Board
members can more easily identify gaps

Ben Travis

03/12/2015

Integrated Dashboard 14/01/2016

Completed

05/11/2015

Quality and
performance

Full paper on CQC preparations to be presented Ify Okocha
to the Board

14/01/2016

Quality and
performance

14/01/2016

Main agenda item at the
January and February 2016
Board meetings

05/11/2015

Quality and
performance

JK asked that the Mental Health Act data used
includes the summary of whether patients
admitted under s136 were already known to
the Trust and when their last contact was.

14/01/2016

Quality and
performance

14/01/2016

Reported to the Board that
this will be inclued in
Annual Clinical Audit Plan

05/11/2015

JW Level 5 report

A progress update on the recommendations to Iain Dimond
be brough to the Board in six months

05/05/2016

TBA

14/01/2016

Quality and
performance

JW to bring back a report to provide assurance Jane Wells
that the Trust learns from pressure ulcer
incidents

04/02/2016

Quality and
performance

04/02/2016

Detailed pressure ulcer
report presented to
February 2016 meeting

14/01/2016

Safe Staffing

To consider reviewing the risk relating to safe
staffing

04/02/2016

Risk Committee

04/02/2016

Risk included in Corporate
Risk Register

Jane Wells

Jane Wells
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Comments

This action is not due until
May 2016 Board meeting

Board of Directors Action Tracker
Action raised
(Board date)

Item

Action details

Action for

Bring forward to

Report under

Action closed
(Board date)

14/01/2016

Workforce report

SH to provide an update on the steps the trust
is taking to reduce unconscious bias and how
managers respond to low grade performance
issues

Simon Hart

07/04/2016

Workforce report

07/04/2016

04/02/2016

Integrated
Dashboard

Explanation of Rights under s132 of the MHA. Ify Okocha
IO reported that there are some practice issues.
A review of the data to be presented to the
March meeting of the Board of Directrs

03/03/2016

Integrated Dashboard 03/03/2016

IO reported that work to
improve compliance has
been undertaken on the
wards

04/02/2016

Quality Report

It was noted that there were some concerns
Ify Okocha
about how the extra beds on The Tarn are being
used. To be discussed further outside the
meeting

03/03/2016

Matters arising

03/03/2016

IO reported that Mary
Seacole beds are no longer
being used for sleepovers

04/02/2016

Quality Report patient safety

JK asked for the reason for the high number of
moderate harm incidents reported from Adult
Community Health Services

Jane Wells

03/03/2016

Matters arising

03/03/2016

JW reported that these ar
due to transfers back to
acute hospitals

04/02/2016

Quality Report patient safety

SC asked for clarification on how many grade 2 Jane Wells
avoidable pressure ulcers occurred in our care

03/03/2016

Matters arising

03/03/2016

JW clarified reporting
arrangements for both
avoidabable and
unavoidable pressure

04/02/2016

NED report - Board Atlas House raised concerns about length of
Jazz Thind
visits
time to purchase low value items. JT to check
that team is aware that they can use petty cash
or have access to a purchasing card

03/03/2016

Matters arising

03/03/2016

JT reported that the team
have been reminded of
processes

04/02/2016

NED report - Board SC asked if there is any educational input for
visits
service users at Atlas House. IO to follow up
with Clincial Director

Ify Okocha

03/03/2016

Matters arising

04/02/2016

Staff Parnership
Report

An executive response to the concerns raised in Simon Hart
the Staff Partnership Report is to be brought to
the next meeting of the Board of Directors.

03/03/2016

Workforce report
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Comments
Addressed in workforce
paper to April Board

Reminder sent to IO to
update at the March 2016
Board
03/03/2016

A report on this was
included in the papers for
the March 2016 meeting

Board of Directors Action Tracker
Action closed
(Board date)

Action raised
(Board date)

Item

Action details

Action for

Bring forward to

Report under

03/03/2016

Chief Exec report

CH asked if we can look further into the Race
Equality Standard mentioned in the Crisp
Report

Ify Okocha

07/04/2016

Matters arising

03/03/2016

Chief Exec report

Mortality Review Group to bring a full report to Jane Wells
the April meeting of the Board of Directors

07/04/2016

Quality and
performance

07/04/2016

Included on agenda for
April 2016 Board meeting

03/03/2016

Integrated
Dashboard

Mortality data to be included in the Patient
Safety Report

Jane Wells

07/04/2016

Quality and
performance

07/04/2016

Included on agenda for
April 2016 Board meeting

03/03/2016

Integrated
Dashboard

Andy Trotter asked that the workforce group
looks at solution to using trained nurses to
cover HCA roster gaps

Simon Hart

07/04/2016

Matters arising

07/04/2016

03/03/2016

Serious incident
update

BT asked that an update on the Carers Strategy Michael Witney 07/07/2016
is presented to the July meeting

Data being reviewed to
establish size and
frequency of the problem
and consequent cost
impact. A report will go to
the May Workforce
Committee
This action is not due until
July 2016 Board meeting
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Quality and
performance

Comments

Board of Directors
7th April 2016

Item 5
Enclosure 3

Agenda item

Risk Committee update

Item from

Ben Travis, Acting Chief Executive

Attachments

Corporate Risk Register as at March 2016

Summary
The Risk Committee met on 15 March 2016. The following changes to the Corporate Risk Register were
agreed
New risks
The March meeting of the Board of Directors were advised of a new risk relating to financial challenges in
Greenwich CCG. This has been rated as a high risk and has been escalated to the Corporate Risk Register.
Closed risks
The risk relating to the delivery of the capital plan was closed. The constriction market is now more settled
and we are not experiencing the same difficulties in finding contractors to tender for work.
A progress update on all risks on the Corporate Risk Register is attached. The Board of Directors is asked to
note and agree that they are satisfied with the action being taken to mitigate high risks.
Service Directorate Risk Registers
The Risk Committee received the Risk Registers from the Children and Young People Directorate and the
Adult Mental Health and ALD Directorate. Key highlights to note are:
Children and Young People Directorate
The Directorate was asked to consider risks relating to the level of tendering activity, including the
transition to new models of care and impact on capacity to support this at both directorate and trust level.
The directorate was also asked to review risks relating to care planning in light of the results of the recent
Care Planning Audit.
Adult Mental Health and ALD
The Adult Mental Health and ALD Directorate were asked to consider disaggregating the risk relating to bed
occupancy, so elements relating to safety, experience and financial impact are separately expressed. In
relation to the re-design programme, it was agreed that the next meeting of the Programme Board should
receive assurances that the quality of care has been maintained. The directorate also reported on three
linked risk in ALD services, relating to meeting CREs, the sustainability of Atlas House and the day service
model of care. These are all rated as significant and are being closely monitored by the directorate team.
Recommendations
The Board of Directors notes the Corporate Risk Register and is satisfied with the action being taken to
mitigate high risks.

New risks added March 2016
Risk description

Initial rating
(C x L)
Acceptance
date

Previous
rating
(C x L)
Jan 2016

Current rating
(C x L)
March 2016

HIGH (12)
(3 x 4)

N/A

HIGH (12)
(3 x 4)

Owner

Summary mitigations and assurances

Update March 2016

Acting
Director of
Finance

TBA

New risk March 2016
Discussions are underway with
Greenwich CCG regarding the impact
of additional local efficiencies in
service delivery, parity of esteem and
other national guidance regarding
investment in mental health services

Owner

Summary mitigations and assurances

Update March 2016

•

It was agreed that this risk should be
closed. The constriction market is now
more settled and we are not
experiencing the same difficulties in
finding contractors to tender for work.

3 – Increase productivity: be resilient and resourceful to survive in difficult times
FN23: NHS Greenwich CCG faces
significant financial challenges with
high rate of staff turnover. It has
appointed a turnaround director to
put in place a recovery plan to
rebalance its underlying financial
position. There is a risk that the level
of efficiency savings required on 16/17
Greenwich contracts may be
substantially higher than previously
anticipated.

Mar 2016

New risk

Closed risks
Risk description

Initial rating
(C x L)
Acceptance
date

Previous rating
(C x L)
Jan 2016

Current rating
(C x L)
March 2016

3 - Increase productivity: be resilient and resourceful to thrive in difficult times
FN21: There is a risk that we will not
deliver our capital plan on time or on
budget. This is due to the upturn in
the construction market which is
making it harder to find construction
partners who will deliver to our
timescales at reasonable prices. This
might have an adverse impact on the
timing of service reconfigurations and
on our ability to make savings

HIGH (12)
(4 x 3)

MOD (9)
(3 x 3)

CLOSED

Director of
Finance

July 2015
•

The market appears to have levelled out but
construction costs have risen considerable, and
project timescales tend to be longer to enable
contractors to manage shortages of labour and
materials.
This reduced volatility enables us to better
anticipate programmes and budgets, and manage
expectations and Trust internal plan

Assurances
Monitoring compliance with contract terms

Progress update on existing risks
High Risks
Risk description

Initial rating
(C x L)
Acceptance
date

Previous
rating
(C x L)
Jan 2016

Current rating
(C x L)
March 2016

Owner

Summary mitigations and assurances

Update March 2016

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

Medical
Director

•

Discussed at Clinical Effectiveness Group
on 26 February 2016. It was agreed that
the risk should remain at the current
rating. The 2015 Care Planning Audit
identified this as an area for
improvement. Directorates to develop
local action plans. These will inform the
mitigation plan for this risk.

1 – Enhance quality: ensure excellence for every patient
1.3: Care plan interventions for clients
with identified risks are not always
evident. This means that clinical risks
may not always be managed,
impacting on patient outcomes and
safety

Nov 2012



•
•
•

•
•
•

Care planning transformation manager to
support adoption of best practice pro-forma
already used in Trust and associated guidance.
Sharing these with directorates and teams.
Carry out annual care planning audit to ascertain
compliance.
Regular risk assessment audits carried out across
all directorates.
Smaller sub-group established within the Adult
Mental health directorate to focus on ‘my crisis
plan’ which takes into account service user’s
views in managing risk.
Audit of my crisis plan to be carried out in
January 2016
E learning on ‘my crisis plan’ being developed to
inform personalised care planning for identified
medium to high risks.
Delivery of face to face personalised care
planning and risk summary awareness to support
effective care planning for identified risks.

Assurances
The impact of this work will be tested by the Annual
Care Planning Audit. The results will be reported on a
directorate basis as they are completed, with an
overarching report presented to the CEG in March
2016.
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Risk description

1.7: If the Trust cannot reduce the use
of temporary staff to fill recruitment
gaps and roster gaps, there is a risk
that this will impact on quality, safety
and patient experience

Initial rating
(C x L)
Acceptance
date
HIGH (12)
(3 x 4)
July 2015

Previous
rating
(C x L)
Jan 2016

HIGH (12)
(3 x 4)

Current rating
(C x L)
March 2016
HIGH (12)
(3 x 4)



Owner

Summary mitigations and assurances

Update March 2016

Director of HR
and OD

•

On the basis of feedback from the
services the form was modified so that it
only needed to be completed every
booking rather than every shift.

•
•
•

Modern Matrons to be responsible for signing off
rosters and requests for agency staff.
Increased senior management oversight for
teams that have high agency staff usage.
The local induction checklist modified to ensure
that managers are prompted to take action on
poor performance or conduct.
Temporary staff included in supervision
arrangements. Staff on long term placements (ie
more than three months) are treated as
substantive staff and should receive supervision
every six weeks and this is recorded on NHS
Learn.

Assurances
Temporary staff usage monitoring - task force set up
to monitor areas of highest spend (see also FN3)
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The Quality team continue to monitor
the uptake of the document as part of
their ‘Mini Reviews’ of teams.
Aim to reduce the risk April 2016

Risk description

1.9: If the Trust is unable to manage
in-patient demand through effective
bed management, admission
avoidance and crisis care, there is a
risk that occupancy will continue to be
above commissioned bed days. This
most significant impact is on patient
experience. There is a lesser financial
impact due to increased use of private
beds or additional staff on our own
wards.

Initial rating
(C x L)
Acceptance
date
HIGH (12)
(3 x 4)

Previous
rating
(C x L)
Jan 2016

HIGH (12)
(3 x 4)

Oct 2015

Current rating
(C x L)
March 2016

Owner

Summary mitigations and assurances

Update March 2016

HIGH (12)
(3 x 4)

Service
Director
AMHLD

•

Although progress has been made
occupancy rates remain a challenge
particularly in Bromley. The Directorate
is undertaking bed escalation measures
with a plan to address occupancy rates
underway and a range of actions in
place. This risk will reduce as further
progress is made.



•
•
•
•

1.10: Processes for evidencing
learning from incidents and complaints
are not consistent across the Trust.
This means that the Trust may not
embed and sustain learning, so issues
may not be addressed and reoccurrence not prevented
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HIGH (12)
(3 x 4)
Nov 2015

HIGH (12)
(3 x 4)

HIGH (12)
(3 x 4)

Director of
Nursing



Director of
Therapies

Development of inpatient demand recovery plan
including; bed management policy, admission
avoidance and crisis care strategies, crisis care
concordat implementation
New guidance issued and responsibility placed
with bed managers
Engagement with CCG crisis review and agree
action plan with the CCG and local authority
Monthly Complaints review via PEG to ensure
patients experience is analysed and action plans
updated
Admission diversion clinics

Assurances
Daily monitoring of occupancy levels, including
sleepovers and UEAs
Twice daily bed management conference calls (which
are minuted) with community locality and service
managers to facilitate safe discharge and throughput.
Weekly analysis of admissions data for Community
MDT oversight. Three times a week community
locality team zoning meetings Reviews of patients
who present to A&E by appropriate community CCO
MHLT Next Day Follow up Clinics agreed and being
put in place. Same Day Assessment Clinics in HTT for
“urgent” cases. UEA placement review process being
reviewed to include Consultant input
• Regular quality newsletters to highlight and share
learning
• Embedded learning events (trustwide and local)
• Quality and Governance Managers to support
directorates with developing logs of embedded
learning
• Use of the Quality agenda at team meetings
which discuss incidents and complaints and how
to embed practice
• Additional administrative resource agreed
Assurances
Monitored though Trust and local Patient Safety
Groups and Patient Experience Groups

Task and finish groups have reviewed
the embedded learning activity in each
directorate.
An embedded learning site on the
intranet is being launched in March
2016

Risk description

Initial rating
(C x L)
Acceptance
date

Previous
rating
(C x L)
Jan 2016

Current rating
(C x L)
March 2016

MOD (8)
(4 x 2)

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

Owner

Summary mitigations and assurances

Update March 2016

• All services asked to create plans for 15/16 and
16/17 based on £7m and £8m per annum
respectively
• Quarterly Service Directorate annual planning
meetings
• Quarterly in-depth review by Business Committee
post annual plan meetings

The January meeting of the Risk
Committee had considered increasing
this risk but in the context of the
planning round, the Trust is in a more
favourable position than previously
envisaged. Remains a high risk.

3 – Increase productivity: be resilient and resourceful to survive in difficult times
FN1: Not achieving the savings as a
result of reductions in contract
values would have a negative
impact on the recurrent
deliverability of our operational
financial plan and raise questions
about our long term sustainability.
Based on the most up to date
position, the target is set at £4.5m,
however, we are yet to finalise
contract negotiations for 2016/17.
BUT given all Service Directorates,
with the exception of ALD, are
overspent the ability to make
efficiencies becomes more
challenged as we will need to
reduce the overspend and deliver
savings recurrently
FN2: There is uncertainty regarding
funding in the medium term, and it is
likely that commissioners will be
attempting to significantly reduce
contract values

Nov 2011

Director of
Finance



Assurances
Achievement against plan continues to be monitored
by the Business Committee, Executive Team and
Board of Directors on a monthly basis. Quarterly
Service Directorate annual planning meetings and
quarterly in-depth review by Business Committee
post annual plan meetings

HIGH (12)
(4 x 3)
Nov 2014

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)



Director of
Finance

•

•

The Trust continues to strengthen its
relationships with Commissioners and GPs in
order to ensure that it is in a position of influence
and also identify threats/ opportunities early.
Sharing CRE plans with commissioners to
highlight consequences on services of reduced
funding

Assurances
Regular reporting of financial position to Board
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This remains a high risk in the context of
the annual planning round.

Risk description

FN3: The usage of agency staff poses a
financial risk as agency staff are
considerably more expensive than
permanent staff, due to higher rates,
agency commission, and VAT.

Initial rating
(C x L)
Acceptance
date
HIGH (12)
(3 x 4)

Previous
rating
(C x L)
Jan 2016

HIGH (12)
(3 x 4)

July 2015

Current rating
(C x L)
March 2016
HIGH (12)
(3 x 4)

Owner

Summary mitigations and assurances

Update March 2016

Director of
Finance

•

This remains a high risk. The trust
ensures that agencies adhere to price
caps and in time this should have an
impact on reducing the financial risk.

•



•
•

Assurances
Workforce report and associated measures (absence,
turnover, vacancy, bank and agency). Numbers of
Bank Staff recruited. Regular reporting of financial
position to Board. The work described above has
resulted in a slight reduction in agency spend.

Compliance risk escalated from workstreams
CDG1: Data may be entered into the
RiO system late or data may be missing
leading to inaccuracies in Trust KPIs
and other metrics. This may affect our
Monitor Risk Rating for Governance
and invite further scrutiny of metrics
included in Monitor’s Risk Assessment
Framework

WF4: Not all staff receive a
supervision session at least every
six weeks as set out in the trust
Supervision Policy. This may
prevent performance issues from
being identified and followed up in
a timely manner.
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HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

March 2015

MOD (9)
(3 x 3)
Mar 2012

Task force established to support areas with the
highest spend.
All managers have been reviewing all agency staff
working in their areas as a matter of priority, and
the correct process for booking and authorising
agency staff has been re-enforced.
Staff who have been unsuccessful in their
application for substantive posts are considered
for recruitment to the Trust Bank
A number of other initiatives are being deployed
to reduce the current vacancy rate – see risks 1.7
and 3.2

HIGH (12)
(4 x 3)

Director of
Informatics



MOD (9)
(3 x 3)

HIGH (12)
(3 x 4)



Director of HR
and OD

•

Audits should be regularly undertaken by
directorates to ensure their staff are capturing
data as instructed, in particular where this data
has been deemed important enough to monitor
at Board level.

Assurances
Completeness of Trust audit programme
Raising awareness and training on recording
supervision
Assurances
Audit of supervision recording on NHS Learn

This is still an area of concern as
highlighted by the recent KPMG
audit. It was agreed at the last IT
strategy group that this risk would be
moved to each of the directorate risk
registers so that ownership was taken
locally.
Increased by Risk Committee in January
2016 as compliance rates are below 80%
and required 6-week standard is not
being consistently maintained
The overall compliance has improved
but is still not consistently over 80%.
The risk should reduce by April 2016

Moderate risks
Risk description

Initial rating
(C x L)
Acceptance
date

Previous rating
(C x L)
Jan 2016

Current rating
(C x L)
March 2016

Owner

Summary mitigations and assurances

Update March 2016

MOD (6)
(3 x 2)

Medical
Director

•

Discussed at Clinical Effectiveness Group on
26 February 2016. It was agreed that the risk
should remain at the current rating. The
2015 Care Planning Audit identified this as an
area for improvement. Directorates to
develop local action plans. These will inform
the mitigation plan for this risk.

1 - Enhance quality: ensure excellence for every patient
1.1: Service users and carers may not
always be sufficiently involved in the
care planning process. This means
that they may not effectively engage
in the care and treatment
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MOD (9)
(3 x 3)
Nov 2012

MOD (6)
(3 x 2)



Trust wide Personalising care planning Strategic
Steering Group established.
• Delivery of face to face personalised care planning
awareness training sessions.
• Develop working groups to oversee improvement in
each directorate. These will report directly to local
CEG’s.
• Care planning champions/ key individuals to be
identified on all inpatients wards and within
targeted services requiring improvement. To embed
learning and foster a change of culture.
• Co-design initiative being conducted with service
users and carers from Bexley recovery team to
improve CPA process and enhance involvement of
carers , families and other support networks.
Learning to be shared throughout Adult mental
health directorate.
• Care planning transformation manager to utilise
patient feedback to monitor service users
experience and identify improvement needs were
concerns are raised.
• Supervision checklist and audit tool developed for
Managers and Supervisors to support their teams in
improving care planning engagement.
• Personalised and integrated care planning standards
to be incorporated into trust wide and local policy
and guidance to support clinicians practice.
• E-learning personalised care planning package being
developed to inform best practice.
• IT solution to include new ‘my care plan template’
prompting greater involvement of service user.
Assurances
The impact of this work will be tested by the Annual Care
Planning Audit. The results will be reported on a
directorate basis as they are completed, with an
overarching report presented to the CEG in March 2016.

Risk description

1.2: In adult community health
services, care interventions may not
be documented in the proper place in
RiO, which makes making delivery
continuity of care difficult to achieve

1.4: If we are not able to recruit and
retain nurses with the right skills,
competence and values they will not
be able to meet patients care needs

Initial rating
(C x L)

Previous rating
(C x L)
Jan 2016

Current rating
(C x L)
March 2016

Owner

Summary mitigations and assurances

Update March 2016

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

Medical
Director

•

Discussed at Clinical Effectiveness Group on
26/02/2016. Although there have been
some improvements, there are some teams
within the Adult Community Services
directorate that need focus. Risk and local
mitigation plan to be agreed by Adult
Community Health Services.

Acceptance
date

Nov 2012

MOD (8)
(4 x 2)
May 2014



MOD (8)
(4 x 2)

MOD (8)
(4 x 2)



Director of
Nursing

Directorate Clinical Records Steering Group
has agreed content of a standardised patient
held records folder – this is to be updated and
retained in people’s homes. It will include
documents from RiO (primary record) to
include care plan.
• Directorate CEG supporting effective
personalised care planning with oversight of
improvement initiatives.
• Delivery of face to face personalised and
integrated care planning awareness training.
This includes functional use of care plans on
RiO and is supported by the IT transformation
team.
• Recording standards to be included in
transformation policy following review of RiO
clinical guidance policy
Assurances
The impact of this work will be tested by the
Annual Care Planning Audit. The results will be
reported on a directorate basis as they are
completed, with an overarching report presented
to the CEG in March 2016.
• Review of Competency Based Recruitment.
• Revalidation remains on track. A workforce
subcommittee is being established to support
recruitment and retention
Assurances
Supervision records. Training completion records.
Nurse appraisal records. >80% compliance with
supervision and training
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Due to some concerns about the sample, a
re-audit is being undertaken.

We have recruited 79 band 5 nurses on the 4
events in February – March and have a
further 25 candidates to interview on
Saturday 19 March (advert and campaign are
ongoing).

Risk description

1.5: The National Quality Board has set
clear responsibilities for trusts in
relation to ensuring safe staffing
levels. There is a risk that relying on
data of average fill rate of planned and
actual shift cover for registered and
unregistered staff that areas of
concern may be masked so we are not
always able to identify areas to focus
on.
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Initial rating
(C x L)

Previous rating
(C x L)
Jan 2016

Current rating
(C x L)
March 2016

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

MOD (9)
(3 x 3)

Acceptance
date

May 2014



Owner

Summary mitigations and assurances

Update March 2016

Director of
Nursing

KPMG completed an internal audit into safe staffing and
awarded (significant assurance with minor improvements
and the recommendations for improvement are being
taken forward
1. Quarterly review of staffing against the templates is
completed by the Safer Staffing Committee
2. Develop Standard Operating Procedure to clarify
responsibilities of different staff groups.
3. Confirm with ward managers on a regular basis that
the planned staffing levels are reasonable. Put in
place systems to monitor and adjust levels where
there are variances above set thresholds.
4. Set a threshold for variations in the ratio of
registered to unregistered nurses. Where the
variations occur above this level, ensure there is a
review and care impact assessments are completed.
5. Other medical professionals should be included
within the template, and also be considered as part
of the quarterly reviews of the templates
6. Complete analysis to understand whether the
reduction in staff at weekends is justified in all
cases. Consider whether the drop in nursing staff at
weekends is compensated for by an increase in
other healthcare professionals.
7. Consider reporting the top three themes within
lower level incidents with an analysis of incident
numbers within each theme.
Assurances
Publication of establishment levels and shift rotas.
Monitoring of KPMG actions at Safe Staffing Group and
Audit Committee

We have ratified our Safe Staffing Policy, which
includes a Safe Staffing Escalation Flow Chart. This
escalation process identifies who is responsible for
taking action re: safe staffing, from ward staff; to
ward managers; to matrons; to service managers,
on-call managers and directors. This Policy and
Safe Staffing Escalation Flow Chart is being
published on our intranet, and it has also been
disseminated via Heads of Nursing
We have commissioned Keith Hurst to provide an
independent analysis of staffing for three of our
wards, one from each of our acute mental health
units (Woodlands, Green Parks House and Oxleas
House). Keith Hurst has an international
reputation regarding safe staffing, and he is a
panel member of the Safe Staffing Alliance. Keith
Hurst’s analysis will include data collected during
night shifts and weekends. Keith Hurst’s analysis
will also include an analysis of acuity. This analysis
will include a comparison to national normative
data from other quality checked mental health
wards. Data collection is starting in March 2016.
We hold a Safe Staffing meeting every month,
chaired by the Director of Nursing and attended
by the Heads of Nursing.
We are collecting shift by shift data for staffing
levels in each of our bedded units and wards. The
thresholds for variations for qualified and
unqualified staff are within 10% green, within 11 19 % amber and above 20% red. This data is about
to be reported to our Board on a weekly basis.
This report included a RAG rating of staffing levels
for each of the wards and units. The report also
includes a narrative from the Heads of Nursing
regarding the impact of low staffing on patient
care and the steps taken to mitigate. From March
2016 these weekly reports will include an analysis
of shifts with extra staff. The Heads of Nursing will
provide a narrative for staffing that was above
planned levels.

Risk description

1.8: If the Trust were to receive an
outcome of ‘requires improvement’ or
‘inadequate’ from a CQC inspection,
this would impact on the Trust’s
reputation and could also trigger a
governance concern under the
Monitor Risk Assessment Framework

Initial rating
(C x L)

Previous rating
(C x L)
Jan 2016

Current rating
(C x L)
March 2016

Owner

Summary mitigations and assurances

Update March 2016

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

Medical
Director

• Full project plan developed and monitored by
CQC Project Group. This identifies the actions
to be taken before,, during and after inspection.
• Teams will be supported through a programme
of peer reviews and workshops and learning
from these will be shared via the Project Group.
Action plans are drawn up following Peer
Reviews and teams are supported to address
issues raised.
• Risks specific to areas of compliance are
monitored through the governance structure.

The CQC Project Group continues to meet
monthly to monitor progress against the 100
day plan and focus on high risk areas.

Acceptance
date

Sept 2015



Assurances
Reports to CQC project group. Outcomes of peer
reviews provide evidence of readiness for
individual teams

MOD (9)
(3 x 3)
May 2014

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

Director of
Informatics



•
•
•
•
•

3 - Increase productivity: be resilient and resourceful to thrive in difficult times
Page 10 of 11

Comments boxes and a dedicated webpage
are to be made available for service users
and staff to leave comments.
A temporary Project Support Officer has
been appointed to support with planning the
logistics for the visit, ie planning interviews,
focus groups and schedules of clinic times.

2 - Promote Innovation: redesign services with patients, families and commissioners
2.1: There are cultural challenges to
embedding new technologies into
“business as usual”. If these are not
addressed, the Trust will not be able to
deliver the planned efficiencies in
service delivery

The second Provider Information Request
was submitted to the CQC on 18 February
2016. We are expecting the draft data pack
for internal review by 18 March 2016 and we
will have 10 days to return comments to the
CQC. Business Managers have been invited
to the next meeting of the CQC Project
Group to support this.

Building leadership skills within services to
support the implementation of new
technologies
Reflect expectations in policies and procedures
Use new technologies to support role redesign
Recruit the right people with the right skills to
deliver the ICT strategy
Clear communication of benefits to service
delivery

Assurances
Progress against ICT strategy monitored by Board
and Executive Team. Focus on qualitative
reporting, eg success stories of how patient
outcomes and working life has improved. Usual
data reports - eg increase in activity

Work is ongoing to embed new technologies
within the directorates. We are currently
discussing the benefits of having more
leadership within the different professions
for this work. In addition resource is factored
into next year’s Informatics capital plan to
help embed the use of new technologies that
have already been rolled out (e.g. mobile
working, docman etc).

Risk description

3.3: The Trust may be unable to safely
meet mobilisation targets for new
contracts. This will impact on Trust
reputational, service delivery and loss
of income.

Initial rating
(C x L)

Previous rating
(C x L)
Jan 2016

Current rating
(C x L)
March 2016

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

Acceptance
date

Owner

Summary mitigations and assurances

Update March 2016

Director of
HR and OD

• Recruitment function to be re-structured with a
view to establishing a dedicated resource for
ensuring we have sufficient staff to meet
mobilisation targets.
• Consultation with existing staff to streamline
recruitment processes underway

To be reviewed at March Workforce
committee



Feb 2014

4 - Transformational Change: deliver services that follow best practice and are sustainable
4.2: There is a risk to the service that
the significant change process will
affect quality and performance of the
service

4.3: Numerous benefits in the Oxleas
RiO Project Business Case may not be
fully realised or measurable until at
least 6 months post go live. This
means that the Trust may not make
the best use of the system to deliver
transformational change
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MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

August 2014

MOD (9)
(3 x 3)

Director
AMHLD



MOD (6)
(3 x 2)

MOD (6)
(3 x 2)

MOD (6)
(3 x 2)

Nov 2015

New risk
Nov 2015



Director of
Informatics

Assurances
Monitoring of mobilisation targets
• Programme Manager appointed
• Ensure that robust governance arrangements
and structures and appropriate staff are
involved to finalise the service model,
undertake the consultation and implement the
changes
Assurances
On project completion assurance will be gained
from National Patient Survey, GP survey and
quality and performance data
• Allocate benefits listed in Business case to
ownership of correct workstream lead
• Use surveys, and staff and patient experiences
Assurances
Survey results

This risk was discussed under the AMHLD
update at the March meeting of the Risk
Committee. It was agreed that next meeting
of the Programme Board should receive
assurances that the quality of care has been
maintained.

We plan to do a benefits realization exercise
in late spring

Board of Directors
7th April 2016

Item
Enclosure

Agenda item

Integrated Performance dashboard

Item from

Ben Travis, Acting Chief Executive

Attachments

Integrated dashboard and exceptions reports
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Summary and Highlights
Please see attached the Integrated dashboard with exception reports on highlighted areas:
•
•
•
•

Consent to treatment
Adult Acute bed occupancy
Supervision
Vacancies and agency costs

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Quality Committee- Clinical Effectiveness

4 Mth CCG

May-15

5 Mth CCG

May-15

Ensure patients detained under the MHA are provided
with info as stated-recorded on Rio (S132)
Ensure consent to treatment is obtained from clients
assessed and detained under the MHA (S58)

6 Qtr Monitor

Sep-15

CPA 7 Day follow up (Discharge from Inpatient setting)

7 Qtr Monitor

Jun-15

% Delayed Transfer of Care

Lead

Q1 15/16 Q2 15/16

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16 Feb-16

Board
Board

4

Board

4

3

Q1 15/16 Q2 15/16

3

3

3

3

3

3

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16 Feb-16

94.7%

96.6% 100.0%

lead

Info
Assurance

Metric Type

Monitor Financial Risk rating

Reported

3 Mth Monitor

No

CQC Rating
Monitor Governance Risk rating

Target

View from our regulators

1 N/A CQC
2 Mth Monitor

Target

Info Assurance

Metric Type

Reported

No

Integrated Performance Report February 2016

100%

IO

98.7%

97.4%

98.1%

95.6%

97.6%

100%

IO

95.6%

91.0%

100.0%

92.3%

100.0%

100.0% 100.0%

93.8%

95%

HS

93.9%

97.4%

94.7%

100.0%

98.6%

100.0% 100.0%

96.4%

<7.5%

HS

5.3%

4.3%

3.5%

3.2%

3.2%

Psychosis Early Intervention services- New cases
(cumulative)

95%

HS

109.9%

108.3%

108.2%

108.2%

107.4%

106.6% 105.1% 105.6%

4.7%

5.0%

May-15

9 Qtr Monitor
10
Monitor

May-15

Data Completeness: Mental Health Identifiers
Data Completeness: Outcomes of patients on CPA

97%
50%

HS
HS

99.6%
85.4%

99.5%
84.2%

99.5%
85.9%

99.5%
83.7%

99.5%
82.9%

99.5% 99.5% 99.6%
81.4% N/A
N/A

11 Qtr Monitor

May-15

Data Completeness- Community

50%

HS

97.6%

85.7%

85.7%

85.0%

84.1%

78.3%

83.7%

80.3%

12 Mth Trust
13
Monitor

Sep-15

MH CPA Service user reviews after 6 months
CPA formal review within 12 mths
Prisons: % of clients with a care plan set up within 2
weeks of assessment (Kent & Greenwich)
Adult Community Health: EDD date within 24 hours of
admission to the unit
Outcome measures- To be added

95%
95%

HS
HS

96.5%
99.9%

95.1%
99.7%

93.5%
99.6%

94.1%
99.5%

93.0%
99.4%

93.8%
99.3%

95.5%
99.6%

94.5%
99.9%

95%

HS

95.0%

97.0%

98.0%

98.0%

96.0%

97.0%

90%

HS

99.0%

98.0%

92.0%

97.0%

97.4% 100.0%

15 Mth Trust
16 Mth Trust

96.2%

95.8%

Risk rating for the current quarter green
Our Monitor Plan is to achieve a risk rating of 4 and we are monitored on our
achievement against this however, the Board have agreed that achieving a risk
rating of 3 is acceptable

Comments

1 patient out of 15. Consent to Treatment not complete, & patient since
discharged.

5.8%

8 Qtr Monitor

14 Mth Trust

Comments

Target equates to 256 cases each month
The figures show completeness for the following indicators. 1. NHSNo 2.DOB.
3.PCode 4.Gender 5.GP 6. CCG
Not available for Jan/Feb. Figures not yet published by HSCIC.
This is an aggregate figure for RTT Referrals, Treatment and Patient ID as submitted
in the CIDS return.
All CPA breaches were sent to directorates for review on 1st Mar & 8th Mar. AMH
(ICR=100% CMH= 94% (98 Breaches)ALD=97%), Forensics (97%), OMPH (96%),
CAMHS (98%)

Outcome measures will be added to the report in May 2016

1

Lead

97%

99%

Data currently collected every other month

90%
90%
90%
90%

IO
IO
IO
IO

95%
98%
93%
93%

96%
99%
91%
94%

98%
99%
92%
97%

Data currently collected every other month
Data currently collected every other month
Data currently collected every other month
Data currently collected every other month

90%
N/A
<95%

IO
IO
HS

14/9
107%

12/11
108%

13/15
106%

91%/4%
10/15
108%

19/10
106%

89%/5%
10/14
103%

15/5
102%

94%/3%
19/6
102%

Data currently collected every other month
Figures relate to Formal/local complaints.
See Exception Reports

85%-95%

HS

86%

87%

87%

89%

92%

85%

92%

90%

98%

HS

Quality Committee- Access and Waiting
Times

Llead

25 Mth Trust

Info Assurance

Metric Type

26 Mth Trust

Reported

94%

CRHT Gatekeeping
RTT 18 week waiting times for AHP
Psychological therapies 18 week RTT pathway
Maximum time of 18 weeks from the point of referral to
treatment in aggregate-incomplete care pathway

95%
95%
95%

HS
HS
HS

92%

HS

Quality Committee- Patient Safety

Friends and Family Test (Recommend/Not
Recommended)
Number of complaints received
Adult Acute Bed occupancy (excluding leave)
Community Bed Occupancy - GICU/Meadowview
(Excluding Leave)
Prisons: Number of secondary screens completed in the
first 72 hours against number of receptions

22 Mth Trust
23 Mth Trust
24 Mth Trust

No

Target

Trust
Trust
Trust
Trust

30 Qtr Monitor

Aug-15

Q1 15/16 Q2 15/16

Sep-15

Oct-15

Nov-15

Q1 15/16 Q2 15/16
100.0% 100.0%
98.1%
98.8%
93.9%
90.7%

Oct-15
100.0%
98.3%
88.3%

Nov-15
100.0%
98.7%
92.1%

99.4%

99.5%

99.5%

98.2%

98.8%

Q1 15/16 Q2 15/16

Sep-15

Oct-15

Nov-15

Dec-15

IO

95.5%

92.6%

91.2%

100.0%

95.9%

32 Mth Trust

No of incidents (1-3)

N/A

JW

898

989

906

949

33 Mth Trust
34 Mth CCG

N/A
N/A
100%/
100%

JW
JW

7
2

5
3

2
2

7
2

35 Mth DH

No of Serious incidents (4-5) (excluding pressure ulcers)
Incidents of Grade 3 and 4 Pressure Ulcers
Safe staffing levels- Registered/Unregistered (Actual
against planned)

JW

36 Qtr Monitor

Meeting the MRSA objective (Number of Outbreaks of
MRSA)

0

JW

No

Lead

99.9%

100%

37 Mth Trust

May-15

Medication errors

N/A

IO

Jan-16 Feb-16

Sep-15
100.0%
98.8%
85.3%

48 hr discharge follow up for patients with history of self
harm

31 Qtr CCG

Dec-15

Comments

Goal is to be between 85 and 95%
Data validation and target to be agreed by May 2016

Target

Info Assurance

Jul-15
Sep-15
May-15

Metric Type

27 Qtr Monitor
28 Mth Trust
29 Mth Trust

Reported

IO

Quality Committee- Patient Experience
4 Must Do's -Enough information about care and
treatment
4 Must Do's-Involved in decisions about care and
treatment
4 Must Do's - Treated with dignity and respect
4 Must Do's - Family and carer supported
Quality of life improved as a result of care received

17 Mth Trust
18 Mth
19 Mth
20 Mth
21 Mth

90%

Target

Info Assurance

Metric Type

Reported

No

Integrated Performance Report February 2016

107%/
110%

104%/
113%
0

104%/
112%
0

67

104%/
111%
0

75

56

98.8%

Comments

99.1%

Jan-16 Feb-16

Comments

96.8%

98.0%

98.2%

922

974

1105

990

58 patients required a 48 Hr FU. 1 breach.
There is no target for this KPI as we want to encourage reporting of incidents.
Quarterly Figures are a 3 month average

3
4

4
1

6
1

7
TBA
105%/
107%

0

0

103%/
108%
0

Dec-15 Jan-16 Feb-16
100.0% 100.0% 99.2%
98.2% 98.8% 98.9%
93.6% 94.3% 94.8%

102%/
107%
0

59

104%/
108%
0

85

80

49

This data will be added quarterly after PU Panel review of RCAs
These metrics are a mandatory return to the DOH. We are looking to create our own
definitions with more meaningful data.

All incidents reported are Level 1-3 Severity. There have been no level 4 or 5
incidents since we started reporting on this data last September. Quarterly figures
are a 3 month average.

2

41 Mth
41a Mth
41b Mth
41c Mth
42 Mth
43 Mth
44 Mth

Trust
Trust
Trust
Trust
Trust
Trust
Trust

PDR Rates
Supervision
Sickness rate

80%
80%
<4%

SH
SH
SH

84.0%
60.3%
3.6%

Vacancies (Trustwide)
Vacancies - Exceptions AMH (Inpatient, Rehab & Crisis)
Vacancies - Exceptions ACHS
Vacancies - Exceptions Prisons
Bank Costs as % of pay spend ( All professions)
Agency costs as % of pay spend
Productivity Measures

14%
14%
14%
14%
>7%
<8%
TBD

SH
SH
SH
SH
SH
SH
SH

Publication of Staff Roster (6 weeks in advance of shifts)

TBD

SH

Q1 15/16 Q2 15/16

Sep-15

Oct-15

Nov-15

Dec-15

89.0%
68.0%
3.5%

89.0%
68.0%
3.7%

90.0%
71.0%
4.4%

91.0%
70.0%
4.3%

91.0%
63.0%
4.5%

92.0%
72.0%
4.8%

90.8%
74.2%
4.9%

11.3%
8.8%
22.4%

12.1%
18.4%
19.4%

12.1%
18.4%
19.4%

4.3%
11.0%

5.3%
12.0%

6.0%
11.8%

11.7%
18.0%
17.8%
18.1%
5.9%
11.8%

10.4%
16.6%
16.6%
19.0%
5.6%
12.1%

10.4%
17.5%
15.6%
20.8%
5.6%
10.2%

12.4%
19.0%
15.0%
21.6%
5.9%
10.3%

12.4%
18.9%
15.3%
23.7%
5.9%
11.8%

Lead
JT

47 Mth Monitor

Cash Position (£m)

83.5

JT

86.8

48 Mth Trust
49 Mth Monitor

Capital Expenditure - Year to Date (£m)
CRE Plans 15/16 (£m)

18.8
6.8

JT
JT

13.4
6.2

Metric Type

1

Reported

Surplus - Year to Date (£m)

No

Business Committee

46 Mth Monitor

50 Mth Trust

CRE Plans- 16/17 (£m)

8.0

JT

Jan-16 Feb-16

Comments
All directorates compliant in January 16. Quarterly figures are end of quarter
numbers.
See exception report. Key: Green > 79%, Amber 75%-79%, Red < 75%.
Quarterly figures are end of quarter numbers.
High level of nursing vacancies within these figures. Quarterly figures are end of
quarter numbers. Green < 14%, Amber 14% - 17%, Red >17%
See exception reports
See exception reports
Key: Green > 7%, Amber 5% -7%, Red < 5%
See exception report. Key: Green < 8% , Amber 8%-11%, Red >11%
Productivity Measures to be agreed by June 2016
HR Investigating logistics of obtaining this data. Reporting expected June 2016

15/16 Target

Info Assurance

45 Mth Trust

Lead

38 Mth Trust
39 Mth Trust
40 Mth Trust

Workforce and Development Committee

Target

Info Assurance

Metric Type

Reported

No

Integrated Performance Report February 2016

Q1 15/16 Q2 15/16
0.1
0

Sep-15
0.0

Oct-15
0.0

Nov-15
0.1

86.9

86.9

87.6

87.4

84.8

88.4

91.4

5.7
7.5

5.7
7.5

6.8
6.9

9.1
6.9

10.8
6.8

12.4
6.5

12.5
6.8

3.6

4.1

4.3

Dec-15
0.0

4.2

Jan-16 Feb-16
0.1
0.1

4.8

4.4

Comments
On plan or above = Green; Breakeven or above = Amber, Deficit = Red.
On plan or above = Green; Within 15% of target = Amber; More than 15% away =
Red
On plan = Green; behind = Amber; exceed = Red
As a consequence of NHS Greenwich CCGs significant financial challenges the
turnaround team are insisting on taking a further £3-4m of savings. If agreed this
will increase our CRE target to £8m but the additional requirement could be met
from a number of changes being discussed with the CCG. However, we have
highlighted to the CCG that we are not in a position to deliver services at a loss and
we will be expecting agreements to be put in place which give assurance on the
future arrangements of existing contracts.

Key - All areas except where noted in comments section
More than 5% away from Target
Within 5% of target
Meeting Target

3

EXCEPTIONS REPORT: KPI 5- Consent to Treatment
Bank Costs: MHA (S58) Consent to Treatment
KPI Data

Effectiveness of Actions to Date

Target

Q1
15/16

Q2
15/16

Sep15

Oct15

Nov15

Dec15

Jan-16

Feb16

100%

95.6%

91.0%

100.0%

92.3%

100.0%

100.0%

100.0%

93.8%

The Directorate has reviewed performance with teams in team
meetings. Though the service has generally been above 95%
over the last three months, because numbers are relatively
small, one breach can have a huge impact on performance.

Future Actions and monitoring process
A reminder to all teams to ensure that consent to treatment is obtained at all times. Medical Director to raise this again with consultants.

Lead Board Director: Ify Okocha

Estimated time to resolve: April 2016

EXCEPTIONS REPORT: KPI 24 Adult Acute Bed Occupancy
Adult Acute Bed occupancy has been above 100% for a number of years with sleepover beds and private sector beds regularly used. Reducing occupancy to
below 95% improves the experience of the patient on the ward.

KPI Data
Target
<95%

Q4
107%

Q1
108%

Sep-15
106%

Oct-15
108%

Effectiveness of Actions to Date
Nov-15
106%

Dec-15
103%

Jan-15
102%

Feb-15
102%

Bed escalation measures across BBG continue to improve occupancy
rates. The Directorate is now undertaking weekly audit of leave
recording to ensure accuracy of reporting which is also contributing to a
fall in reported occupancy rates.

Future Actions and monitoring process

•
•
•
•
•
•

•
•

Bed escalation procedures now in place across the trust, with twice daily whole system teleconferences chaired by the Service Director or Associate Director.
A review of governance structures for bed management has been completed and three borough based monthly meetings have been set up. This will improve
decision making and collaboration across the care pathway. A taskforce is overseeing the action plans across the 3 boroughs.
Issues with recording of leave in Greenwich have been identified and have over inflated occupancy levels. A new weekly monitoring /audit system has been
implemented and is already showing results.
The Directorate and IMT have reviewed sleepover recording practices against other Trusts and with NHS benchmarking. In order to be comparable with other
Trusts an additional metric which adjusts for sleepovers is being developed. This will be completed in April.
3 extra beds have been opened in Oxleas House to accommodate sleepovers. A completion date for an additional 3 beds in Green Parks House is to be
confirmed.
A new crisis and admission avoidance data set has been published. Further work is required to refine the data set and Informatics are reviewing resource
arrangements to deliver this work. The data set will place greater emphasis on admission and crisis avoidance and will support the review of the new
community service model.
Emphasis on enhancing senior clinical leadership in bed management care pathways with Consultants attending weekly bed management meetings.
Business cases have been submitted to our CCGs to expand liaison and crisis capacity with £330k of recurrent investment being approved in Bromley however
Greenwich and Bexley business cases have stalled due to a number of factors (NHSE guidance on liaison, commissioning capacity and the Greenwich CCG crisis
review).

Lead Board Director: Helen Smith

Estimated time to resolve: July 2016

EXCEPTIONS REPORT: KPI 39- Supervision
Supervision: Regular supervision of staff allows individuals to receive support and guidance, prioritise work and for performance issues to be
addressed. Failure to provide regular supervision may directly impact the quality and safety of care provided.
KPI Data

Effectiveness of Actions to Date

Target

Q1
15/16

Q2
15/16

Sep
-15

Oct15

Nov15

Dec15

Jan16

Feb16

80%

60.3%

68%

68%

71%

70%

63%

72%

74.2%

Whilst the target has been met on occasions it has yet to be consistently
maintained by directorates at the 80%+ target of supervision taking place
every six weeks.

Future Actions and monitoring process

•
•
•

•
•
•

On-going review by Workforce Group
On-going review by Executive and Directorate
Senior Management Team
Performance Management of individual
managers where necessary by directorate
teams
Supervision compliance is part of peer review
process for CQC preparation
Regular reporting available to business
managers on ifox.
Further communication will be sent to all staff
setting out what counts as supervision

Lead Board Director: Simon Hart

Supervision at 15 March 2016

Directorate
277 ALD
277 Adult Community Services
277 Child & Adolescent MHS
277 Children & Young People Service
277 Corporate
277 Forensics
277 OA
277 Prisons
277 WAA (CMHS)
277 WAA (IR&C)
Totals

Compliant
(green)
116
510
112
471
272
237
235
119
297
303
2672

Required
(red)
32
144
38
164
77
102
76
68
92
104
897

Average compliance
(%)
78
78
75
74
78
70
76
64
76
74
75

Estimated time to resolve: July 2016

EXCEPTIONS REPORT: KPI’s 41 & 43 – Vacancies & Agency Costs
Vacancies – Trust wide, AMH – Inpatient Rehab & Crisis, ACS & Forensics - Prisons. Inability to recruit staff substantively places a greater reliance on bank and agency staff
with both cost and quality implications.
KPI Data

Effectiveness of Actions to Date

Target

Q1

Q2

Sep 15

Oct 15

Nov-15

Dec-15

Jan 16

Feb 16

Trust

14%

11.3%

12.1%

12.1%

11.7%

10.4%

10.4%

12.4%

12.41%

AMH IR&C
Forensic
-Prisons
ACHS

14%

8.8%

18.4%

18.4%

18.0%

16.6%

17.5%

19%

18.9%

18.1%

19.0%

20.8%

21.6%

23.7%

14%

22.4%

19.4%

19.4%

17.8%

16.6%

15.6%

15.0%

15.33%

Agency
Costs

<8%

11%

12%

11.8%

11.8%

12.1%

10.2%

10.3%

11.8%

14%

The vacancy rate remained static in February at 12.4%. Nursing vacancies
remain high in all three directorates noted on the dashboard. Prison
vacancies have increased to 24%. These vacancies are primarily
concentrated in nursing positions. Vacancy rates for qualified nursing
staff are particularly acute in all of these areas.
The numbers of agency shifts outside the price cap or framework agency
has dropped from 10% of all bookings to 5% of all bookings. The
remaining bookings relate to a small number of staff in Belmarsh and
children’s services.

Future Actions and monitoring process

•

•
•
•
•
•
•
•
•
•

th

Band 5 recruitment multimedia and Recruitment campaign commenced on 4 January 2015, * Alternative pay scales/ Pension opt out choice introduced for
band 5 Nurses. The latest evaluation of the media campaign shows : 5232 views on NHS jobs, 239 applications, 103 applications underway and 90 posts
offered. All candidates offered jobs also offered bank positions as well.
Increased individual flexibility through offering option to work 12 hour shifts
Mail out to recent retirees to re-joining either permanent workforce or bank opportunities.
Further development around internal nursing rotation schemes. Forensic and Prison Scheme fully subscribed
The Brookson VAT scheme will go live in April allowing us to recover VAT on agency staff costs currently not recoverable
Roll out of SLA for all agencies used by the trust
Review of all non-framework bookings to reduce volume and cost
Bank only staff now able to access all points on pay grade to encourage more bank usage
Adult community intermediate care staff offered £200 additional payment for every 12 bank shifts worked
Activity payment agreed as additional incentive for local consideration

All of the above actions will be monitored via the Recruitment and Retention subgroup of the Workforce & Learning Development Committee. The impact of the above
will be incremental and set against a very competitive market place as a result of a shortage of qualified nurses

Lead Board Director: Simon Hart

Estimated time to resolve: Nov 2016

Board of Directors
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Summary and Highlights
The operational performance report identifies the top issues of concern that will be the focus of each
directorate management team in the coming month.
The issues noted in the report are as follows:
Directorate
Older person’s mental
health

Issues
Bed occupancy
Bank and agency spend
Access to CT scan results in Bromley and Bexley

Adult community
services

Directorate financial position
System resilience and intermediate care capacity
Service uncertainty and tender activity

Children & young people

Service remodelling and tendering: universal services
Service remodelling and tendering: specialist children’s
services

Adult mental health

Bed occupancy
Financial management
Service redesign update

Adult learning disability

Referral to treatment waits
Atlas House

Forensics & Prisons

Nursing pressures
Abuse of legal highs
Update - high levels of disturbance in the Bracton Centre

Recommendations
The Board is asked to note the operational performance report.

Board Operational Performance Report
7 April 2016
Older person’s mental health services
1. Bed occupancy
The directorate continues to experience a high level of demand for acute inpatient beds
•
Acute bed occupancy excl. leave & Oaktree Lodge beds: 97%
•
Acute bed occupancy incl. leave & Oaktree Lodge beds: 101%
Mitigation plans
• Temporary creation of 2 additional beds on Holbrook Ward.
• We have 4 uncontracted beds on Holbrook that can generate income in relation to
dementia continuing care. Use of these uncontracted beds would reduce delayed
transfers of care and free up acute beds.
• Continue temporary use of vacant beds in Oaktree Lodge to fully meet this demand.
Discharge plans in place for the acute patients occupying those beds.
2. Bank & agency spend
The directorate continues to rely on use of temporary staffing in our four inpatient units.
Whilst significant success has been achieved in recruitment to vacant posts, keeping our
regular, substantive workforce remains a challenge. Furthermore, there is a continued need
for additional staff to support 1:1 and escort needs of our client group which cannot be met
within establishments.
Shepherdleas ward has been rated red due to budget variance in January. We are awaiting
data for February. Our focus remains on Shepherdleas ward, where we have a need for
additional staff for level 3 and 4 observations with two patients.
Mitigation plans
• The trust wide Band 5 Nurse recruitment campaign has resulted in 4 vacancies being
filled across our wards.
• The directorate has submitted a cost pressure bid to address the deficit in our ward
budgets.
• Scadbury and Holbrook wards have over recruited to one band 5 post to reduce bank
and agency spend and we are considering where else this can be applied.
3. Access to CT scan results in Bromley and Bexley
At the Princess Royal University Hospital and at Queen Mary’s Hospital there have been
changes to the IT systems for reporting the results of CT scans. We can now access the CT
scans from the PRUH and will no longer be receiving paper copies of results from Queen
Mary’s from 1 April 2016.
A recent audit of the system flow has identified a requirement for significant administrative
support to process scan results which is causing delays and reducing efficiency.
Mitigation plans
• We have set up an NHS account to receive a weekly report from the PRUH; this also will
be used by Queen Mary’s from 1 April 2016.
• The directorate has been liaising with Director of Informatics to agree a solution.
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•

The directorate are exploring commissioning scans from an alternative provider which
will speed up the process and avoid current delays.

Adult community services
1. Directorate financial position
The directorate overspend in January reduced to £232k in month from £320k in January.
The full year forecast remains £1.9m.
Band 5 vacancies and high use of agency staff in our two intermediate care units and district
nursing remains a key focus for the directorate. This has grown because we have opened
more beds (19 in total since April 2015) and because our district nursing activity has
increased. Incidents and complaints have not increased and there is no evidence that this is
impacting unduly on patient care but it is the single biggest factor in driving the directorate’s
adverse financial position.
Mitigation plans
• The recruitment Saturdays held in January and February yielded ten band 5 nurses for
the directorate, although a number of these individuals are students and therefore unable
to work immediately. They have, however, been offered and accepted an invitation to
join the bank and work as HCAs until they qualify.
•

There has been a significant variation in non-pay expenditure throughout the year. The
main driver of a reduction in February was in medical equipment spend, which evidences
the impact of work the directorate undertook to control ordering, reviews and recalls.
Pressure relieving equipment expenditure continues to be high, although this also
reduced slightly during February.

2. Systems resilience and intermediate care capacity
Improving the flow of patients through the Queen Elizabeth Hospital (QEH) is a key priority
for Lewisham & Greenwich trust (LGT), our CCGs and local authorities and we are working
closely with our partners on this issue.
Mitigation plans
• We have had good levels of occupancy and at times we carry a waiting list for
admission. Our internal occupancy target is 92%, however contractually we are required
to meet 80% occupancy in Greenwich and 90% in Bexley. We have comfortably met
these thresholds. Length of stay at GICU increased in February 2016. This is thought to
be due to the application of flexible criteria, which means a higher proportion of patients
waiting for nursing or residential home placements, as well as requiring complex
packages of care. This will continue to be monitored.

Jul-15

Aug-15

Sep-15

Oct15

Nov15

Dec15

Jan16

Feb16

81%

88%

84%

85%

88%

79%

90%

89%

Admissions

31

30

32

40

31

33

37

23

Discharges

33

25

36

33

36

36

26

35

Length of Stay (Untrimmed Discharges)

30

31

25

21

26

28

22

36

Greenwich Intermediate Care Unit
Occupancy Rate
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Jul-15

Aug-15

Sep-15

Oct15

Nov15

Dec15

Jan16

Feb16

87%

92%

91%

93%

97%

93%

97%

92%

Admissions

41

26

39

39

26

40

38

29

Discharges

37

27

43

38

26

42

35

29

Length of Stay (Untrimmed Discharges)

21

36

23

27

25

30

25

26

Meadow View
Occupancy Rate

•

All 40 commissioned beds are now open. Our winter pressure funding for the registrar
has now ended, however we have decided to retain her until the end of April. The GP
cover, provided by a local Practice, ends at the end of March 2016.

3. Service uncertainty and tender activity
There have been a number of discussions with commissioners about community services,
which has led to uncertainty and the need to respond to a significant number of requests for
data. It has also occupied a significant amount of management effort. This has been
particularly prevalent in our services in Greenwich, where we are seeking to contribute
positively towards the extremely challenging financial position.
MSK services in Greenwich are being put out to tender. A market event was held in March.
We currently provide community physiotherapy as part of our Greenwich MSK service. The
model proposed in Greenwich is similar to that in place in Bexley, that is, a prime contractor
model. In Bexley we deliver this as a partner to King’s College Hospital NHS Foundation
trust and currently are in year 3/5 year contract.
Our Contraceptive and Sexual Health services (CASH) were put out to tender earlier this
year. We attended an interview with the commissioner, the Royal Borough of Greenwich, in
March. Our bid was developed jointly with LGT, who were the lead on the corresponding
GU service tender, which we supported. The implications for us should both organisations
be successful would be the transfer of some staff from LGT to our CASH team (5 x WTE)
and our Community HIV Team joining the LGT GU service (2 x WTE).
The contract value has increased by c£350k per annum, but additional activity is expected to
flow from the existing service based at Queen Elizabeth Hospital. Activity growth is
estimated at an additional 5,000 attendances each year. This will take our total annual
activity to 16,000. The contract will be awarded for five years.

Children & young people’s services
1. Service re-modelling and tendering: universal services
The bid for Greenwich 0-19 service was submitted on 7 March and we attended for interview
on 17 March. It is expected that contract award will be made around 8 April. The service
design involves significant staff reductions and changes to skill mix and estates.
Mitigation plans
Robust service design and remodelling for Greenwich: bid now submitted with subcontracting agreements made in principal with LGT and Charlton Athletic
2. Service re-modelling and tendering: specialist services
Current position has now changed with a requirement from Greenwich CCG that the
directorate contribute to the CCG deficit in Greenwich.
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Mitigation plans
• Encourage commissioners to co-design rather than tender: awaiting update from
Greenwich CCG following appointment of turnaround director
•

Develop new service offer: significant work underway to identify contribution to overall
savings requirement

Current dashboard red areas
• Crisis plans: Bromley CAMHS performance is 81.3% in February (6 exceptions)
•

Carers: Bromley CAMHS performance is 81.3% in February (6 exceptions) – report is
being checked as all children should have their parents/carers recorded in contacts form

•

Smoking status: overall performance is 68% - this is an improvement from January
(58%). CAMHS clinical standards have been updated to include this requirement and a
regular report has been established to monitor progress

•

Goal based outcomes reviews: overall performance is 56.6% - data cleansing is currently
taking place to ensure reviewed goals are linked to assessment goals – it is expected
that once the cleansing has taken place performance will increase.

•

LAC initial assessments within 28 days: Greenwich (71.4%); Bexley (88.2%) –
performance affected by emergency leave taken by consultant.

Adult mental health (AMH)
1. Bed occupancy
Occupancy rates continue to fall with total bed base occupancy falling to just below 101%
from 102% in January. The directorate is focussed on bringing total bed base occupancy to
below 97%. A fall in UEA placements is also a key component to managing the bed base.

All adult acute beds
Apr 15
113.4%

May 15
110.5%

Jun 15
110.3%

Jul 15
109.6%

Aug 15
107.6%

Sep 15
105.5%

Oct 15
108.6%

Nov 15
105.8%

Dec 15

Jan 16

102%

102%

Feb 16
100.7%*

*latest data (102% reported to trust Board using an earlier snapshot)
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UEA usage continues to fall.

The table below shows that reduced demand for UEA has reduced the risk share from £137k
in Jan to £118 in Feb.

Mitigation plans
Bed escalation plans have been reported in previous reports; additional measures this
month include:
• The directorate and IMT have reviewed sleepover recording practices against other
trusts and with NHS benchmarking. In order to be comparable with other trusts an
additional metric which adjusts for sleepovers is being developed. This will be completed
in April.
•

3 extra beds have been opened in Oxleas House to accommodate sleepovers. A
completion date for an additional 3 beds in Green Parks House is to be confirmed.

•

Business cases have been submitted to our CCGs to expand liaison and crisis capacity
with £330k of recurrent investment being approved in Bromley; however, Greenwich and
5

Bexley business cases have stalled due to a number of factors (NHSE guidance on
liaison, commissioning capacity and the Greenwich CCG crisis review).
2. Financial management
There has been a £14k increase in overspend in February although it has stabilised
compared to previous months in 15/16. Managing inpatient budgets remains the biggest
challenge and progress has been made with the development of a financial recovery plan for
2016/17.
Bank and agency spend
Although agency spend has increased in February, £73k of bank and agency income was
released to fund winter resilience work related to the Bromley and Greenwich mental health
liaison teams. Progress has been maintained in managing wards agency spend with budgets
continuing to operate within the trust Financial Framework for agency usage.
B&A

Apr-15

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nurse Agency

99,025

130,772

195,705

128,626

94,123

117,781

103,289

Nurse Bank

191,753

191,808

125,010

158,562

227,209

342,614

Grand Total

290,778

322,580

320,715

287,188

321,332

460,395

Nov-15

Dec-15

Jan-16

Feb-16

100,196

88,941

75,720

97,241

285,864

279,847

272,249

281,669

278,710

389,153

380,043

361,190

357,389

375,951

Mitigation plans
The directorate has made progress with finance to develop a financial recovery plan for
2016/17:
• A financial recovery trajectory template has been developed and will be signed off by the
end of March 16.
•

Plans to develop income including developing Tarn income generation and developing
an invest to save bid for a role to maximise NCA income.

•

The directorate continues to work with HR to reduce the current vacancy rates on the
ward through the recruitment strategy. There have been a number of successful
recruitment days which will support a reduction in agency usage.

•

IAPT bank and agency spend is set to reduce following the recent management
restructure and recruitment of a new business manager who will start at the end of
March.

Service redesign update
Progress is being made with embedding the service redesign. There have been some
concerns raised by GPs regarding the delivery of shared care and managing patients with
psychosis in primary care.
Mitigation plans
• Task and finish groups have been set up to process map each of the service pathways
(PCP, ADAPT, ICMP). These groups together with the directorate DMG (decision
making group) will allow for clinicians and managers within teams to raise issues arising
from operationalising the model and review and standardise delivery.
•

Consultant phone numbers and service information have been shared with GPs,
although there is still work to do to ensure that GPs have a clear understanding of the
service model. It is hoped that the primary care plus service will offer clinics within GP
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practices; however, GP rental charges may make this a challenge. Greenwich CCG have
offered to set up a trust wide workshop to work through outstanding concerns.
•

The directorate IM&T clinical reference group is overseeing the development of
proposals to streamline RiO processes in line with clinical pathways. The aim is to
support more efficient working. Proposals will be signed off by the task and finish groups
and where necessary escalated to relevant trust IM&T groups for final sign off.

•

An interim review of the service model has been completed by IPC (Oxford Brookes
University). The directorate is developing a response to the recommendations from the
IPC facilitated workshops. The action plans will be overseen by the DMG and delivered
through locality business meetings.

•

As part of the IPC review, a service evaluation framework is being developed. The
reporting of the framework will be incorporated into the DMT and team dashboard
development on iFox, and overseen by the directorate IMT reference group. The
dashboard development is due to begin in April.

Adult learning disabilities services
1. Referral to Treatment (RTT) waits
The breaches in RTT waiting times across ALD remain a challenge with increases in
demand outstripping capacity, exacerbated by vacancies. Plans to reduce inpatient activity
and reinvest in community teams have been complicated by Greenwich CCG plans to
disinvest due to significant CCG cost pressures.
Mitigation plans
The directorate has explored temporary staffing however the relevant skills and experience
required cannot be found through agency support. The directorate will now establish
temporary screening and treatment clinics to support service users until vacancies are filled
over the coming months.
2. Atlas House
Greenwich CCG have announced that they intend to reduce Atlas House commissioned
beds to 3 (previously 7.5) with immediate effect. Conversations with the CCG are on-going
and alternative proposals that mitigate against the impact are being explored.

Forensic & prison services
1. Nursing pressures (Greenwich Prisons & Bracton inpatient services)
The directorate continues to experience shortages of nurses particularly in our inpatient
services and the Greenwich Prisons. Within the entire Greenwich cluster, there are currently
32 wte (22%) vacancies of which 19 are under offer awaiting clearance to start, if all these
individuals start, the vacancy rate would reduce to 9.5%. In relation to in-patient services,
we have 43 vacancies of which 34 posts have been recruited to and are awaiting start dates.
Within the in-patient services, the shortages are being felt most in the 2 acute wards and
Heath, where the clinical demands are most challenging.
Mitigation plans
The director and service managers continue to meet monthly to monitor recruitment
campaigns.
Within the inpatient services, changes are being made to skill mix, which we anticipate will
assist the overall position through the introduction of support practitioners.
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The directorate has supported the trust weekend recruitment campaigns, and has been
pleased to note the considerable interest by both general and mental health nurses
interested in working in these areas
2. Abuse of “legal highs”
Whilst the Bracton Centre continues to experience challenges from a small number of
patients who continue to abuse of illicit substances, including non-prescribed substances
(NPS), the situation has improved from that previously reported.
However, there have been significant levels of disturbance reported at HMP Rochester over
recent weeks and also relatively large numbers of prisoners requiring physical health
interventions as their respiratory function has been seriously compromised following abuse
of NPS. At the beginning of March in a single day, 17 prisoners required emergency care,
and last week a further 10 prisoners required intervention by our staff. The abuse of NPS is
recognised as particularly high risk and has led to a sharp increase in drug related deaths in
recent years in the prison estate.
The use and abuse of NPS was discussed at a Pan London Forensic meeting on 11 March,
with all services noting concerns in relation to this problem. At the request of the meeting,
the Bracton will do a presentation to the scheduled June meeting and lead a discussion on
NPS in secure settings.
Mitigation plans
• Training has been provided to staff in the recognition and care/management of patients
who are believed to have taken NPS.
• Within the prisons additional ad-hoc (disciplinary) resources have been made available
to support entire prison searches. HMP Swaleside was recently locked down for 3 days
to facilitate this.
• At the Bracton we continue to work with Kent Police in trying to identify individuals and
where appropriate will take action against individuals
• Trained drug sniffer dogs attend the Bracton periodically
• Continue to provide training for staff on how to manage patients who are presenting with
an intoxication profile
• Educational literature has been made available to both staff and patients
3. Update – high levels of disturbance in the Bracton Centre
After the high levels of disturbance over the last 3 months, the Bracton centre has been
considerably more settled this month. Discussions with staff and some service users to
identify what may have contributed to the particular problems included the following;
• Use of illicit substances, including NPS
• Higher than usual numbers of admissions in a short period of time
• An impact on the confidence of some staff to manage particularly challenging and
difficult patients over a protracted period of time.
• The on-going implications of managing the smoking ban. Staff are now used to this
but for every new patient who smokes it presents a challenge. Tobacco has become
a tradable item and is likely to have led to a level of patient on patient bullying.
Mitigation plans
• During the period of disturbance, there was an increase profile from senior staff.
• The service will carry out an internal review to see what lessons may be learnt.
• Daily reviews of staffing across the in-patient services are being monitored.
• has conducted some focus groups with staff.
• A review of all safe guarding alerts has taking place.
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Board Brief – April 2016
1. Older Peoples Mental Health Directorate
Holbrook Ward (Camden and Leyton)
Work to renovate our specialist dementia ward in the Woodlands is now complete. A
specialist dementia design company ‘Rempod’ worked with the Estates team and ward team
on the decoration and finishing touches. The pictures below show the discreet themed zones
to offer areas of interest and activity to our patients.

There is also a ‘salon’ and a home style kitchen in which patients and visitors can make tea
and sit at ‘the kitchen table’ to chat.
There was a successful opening of the unit on 22 February, at which James Brokenshire MP
and our Chair, Andy Trotter, spoke.
Community mental health redesign/ team moves
To allow us to continue to embed the changes introduced in October 2015, we currently
have several teams who have moved office base. During the last week in January, the
Upton Centre closed and both the Bexley OPCMHT and Memory Service moved into the
Bexleyheath Centre. The Bromley OP services moved from Cator Ward, Carlton Parade and
Yeoman House into the newly refurbished Bridgeways Centre.
The new group programme (replacing our old day therapy services) is developing well with
comparative numbers of service users being referred for group interventions in the new
system compared to the same period last year (136 compared to 140).
We continue to have fortnightly ‘test and learn’ meetings for staff to review the changes.
Staff from CMHTs who, on a rota basis, are supporting the home treatment team for the
evening shift, are raising some concerns: for example, lack of clarity about their role during
the evening shift, so we have issued a priority list for them to follow.
We held a stakeholder reference group on 28 January 2016, to talk about our plans for
evaluating the new service and had a discussion around the following key questions:
• What do you think is important for us to look at in the evaluation?
• Do you have any thoughts about how we can evaluate patient and carer experience?
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•
•
•

Are there particular aspects of accessibility and effectiveness you feel it would be useful
to focus on and how do you think we should do this?
From what you have heard about the reconfigurations over the months, are there
challenges, potential negatives or issues that you think we need to try and pick up in our
evaluation?
Are there ways that you, your organisations or your representatives can support or help
with evaluation?

Health Improvement Network /Health Education South London recognition awards
These awards seek to highlight the best projects supporting the adoption of innovation in
health and social care across South London. We were delighted that our Bromley Care
Home Team were recognised for their work in care homes, helping staff to recognise and
reduce distress in patients with dementia. Excellent feedback is received from care homes,
where staff report feeling more informed and confident in dealing with dementia.
Kings Fund quality improvement programme
Members of our senior team have participated in this Trust wide programme over the last 6
months. We had time to reflect on our approach to quality improvement and realised that we
could do better if our quality plans were linked to a shared clinician / management vision of
purpose, strategic goals and directorate priorities. We redefined our priorities for the year
ahead and have an awayday planned to consolidate our plans.
Directorate meeting structure and leadership development
In January, Estelle Frost, service director and Dr Abi Fadipe, clinical director, met with four
groups of managers and clinical leaders across the directorate to talk about changes in the
way the directorate meeting and management / leadership function will work.
In line with other directorates, we have been asked to review the way our directorate
management team meetings (DMT) operate. In these meetings we will now be focusing
much more on directorate performance across all areas and teams and we have widened
the membership of the meeting to include our Band 8a managers. We have stood down the
monthly subdirectorate management meetings and replaced these with shorter service
delivery steering group meetings, which will focus on any exceptions identified in the DMT
and on issues raised through the quality committees.
There will be four steering groups, one for each service line (CMHTs, memory, inpatients
and home treatment / liaison) and their main role will be to oversee the quality of service
delivery and service development plans.
On a three monthly basis, these meetings will be replaced by ‘whole system’ meetings
chaired by our associate director and head of nursing, Helen Jones, where the focus will be
on ensuring all teams are working together well.
In addition, we are encouraging each team to develop a leadership group in which managers
and senior clinicians work together to develop local quality and service development plans.
These will be reported on quarterly at service performance meetings
Staff Engagement
We had workshops with front line staff in each borough during February. We talked with staff
about the part they all play in the overall success of the directorate and asked them to think
about service improvement plans (patient experience, safety, clinical effectiveness and
productivity) in their teams.
ECT accreditation
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Our ECT service heard that it has once again, received an ‘excellent’ rating under the Royal
College of Psychiatry ECTAS programme. The purpose of the ECT Accreditation Service is
to assure and improve the quality of the administration of ECT. The service will shortly be
moving into new accommodation in the Woodlands and we plan to market the efficacy and
quality of the service over the next 12 months. Used appropriately, at the right time and for
the right patients, this treatment can be highly effective and has the potential to reduce
length of stay and even prevent admissions.
Bromley post dementia diagnosis bid
We entered a partnership agreement with Bromley Mind to bid for a new contract being let
by Bromley Council. They are seeking to establish a new and comprehensive post-diagnosis
dementia support service for people living in the borough with a diagnosis of dementia and
for their carers. We were delighted to hear that this bid has been successful.
The main plan is to establish a hub with four service areas:
1. Dementia advice and navigation service
2. Community development and support service
3. Carer training service
4. Skills training and support in Extra Care Housing
We will provide supervision and specialist advice and will ensure that the hub services work
closely with our assessment and diagnostic memory service.

2. Forensic & Prison Services
Clinical director
Following the retirement of Jackie Craissati, Dr Elizabeth Zachariah has been appointed to
the role of Clinical Director.
Police liaison & diversion
The team continue to receive positive feedback in relation to their support and contribution to
safer custody in Police stations at Greenwich, Bexley and Bromley. We recently received a
letter from Woolwich Crown Court acknowledging how helpful the service has been.
London pathways project (LPP)
It is anticipated that the community contract will be retendered in 2017/18 as the
specification is now being reviewed. Funding for the other related contracts is secure to
2019. The Belmarsh enhanced progression unit is moving to Brixton in April, so currently in
transition phase with the 'go live' date of 1st May 2016 confirmed.
Psychological therapies
Following Jackie Criassati’s retirement at Christmas, Peter Stevens has acted into the post
of Head of Psychological Therapies the interviews for the substantive position are to be held
in April.
NOMS / NHSE have agreed to fund psychological therapies services for personality
disordered forensic outpatients in the three Oxleas boroughs plus Lewisham and Southwark
from 16/17.
The psychological therapies team have led on the inpatient family / carers strategy - now
updated for 2015-18, and associated action plan drafted and discussed at recent Trust-wide
Family & Carers meeting.
Greenwich Prisons Services
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Greenwich Prisons cluster continues to go well with positive feedback from all key
stakeholders as the new model becomes embedded. The senior team have worked closely
with the commissioner and been able to identify areas of deficit within the service provision
which has led to a contract uplift of circa £1m for 2016/17.
At the end of Q3 we are seeing incremental improvements in terms of our activity against the
Health & Justice Performance Indicators. Particularly pleasing to note is the improvement of
secondary screening activity at Thameside and the development of CPA in Belmarsh which
had been seriously lacking. The relationship with Addaction the service provider of
substance misuse has also developed enabling some efficiency in the reception process.
At the commencement of the contract, staff mandatory training compliance, supervision and
appraisal compliance was very poor. This has been a focussed piece of work which has
demonstrated some improvement but it is recognised that more needs to be done to embed
this into the culture.
Kent Prisons Services
Activity within all services activity remains high. At HMP Maidstone where the services were
re-rolled from a sex offender establishment to looking after foreign nationals, activity has
increased by 300% putting a significant pressure on the service. A business case has been
put to the commissioner requesting an enhancement in staffing to support this additional
activity.
The Prison inspectorate and CQC have recently undertaken a return visit to HMP Elmley
and acknowledged significant improvement in the prisons as a whole but were particularly
positive in terms of the mental health team, rating it as one of the best in the country.
The team were also very pleased to welcome Lord Bradley and our Chair, Andy Trotter, to
formally open the new resource centre in February.
In-patient and community services
We have had an unannounced CQC (MHA) visit to Hazelwood which required us to produce
an action plan to: ensure consistent updating of patient’s rights when their detention
changes and to avoid the use of emergency treatment.
Henri's café is planned to reopen week commencing Monday 18 April. The new service will
be open 7 days a week, Monday to Friday 7am to 7pm, Saturday and Sunday 9am to 5pm.
Formal catering training will be delivered to service users and links to real employment in the
catering industry on discharge.
Smoking cessation - nurses and OTs are working together to bring the focus back onto a
smoke free service, as there have been recent concerns that is problematic for new patients
entering the service; we have agreed to:
• Revive the smoking cessation trained champions on all clinics
• Revive the Fresh Air Project on Friday evenings
• Positively reward service users and staff to engage in the smoke free movement
Food strategy – there has been excellent implementation on Greenwood and Hazelwood
with positive feedback by service users and colleagues. We now plan to roll this out at the
Bracton centre. Service users on all 8 inpatient clinics at Bracton and Memorial have
completed the annual Food Safety Awareness Training to support self-catering
Oxleas Prison Services (OPS) Pharmacy
Dispensing services are provided from the 3 pharmacies. In the Greenwich cluster these are
based at Belmarsh and Thameside and are currently dispensing approximately 6500 items

4

per month. HMP Rochester pharmacy supplies medicines for 9 prisons in Kent and
dispenses between 10-12,000 items per month. Activity in Kent has doubled in recent
months due to the demand for daily dose units. All pharmacies provide clinical services to all
prisons including pharmacy led clinics and medication reviews. The pharmacies at Belmarsh
and Thameside also provide a pharmacy shop allowing prisoners to buy from a list of
purchasable items.
To assist with the increasing demand for daily dose units in Kent, a dispensing robot was
installed in HMP Rochester Pharmacy in early September. This new technology has reduced
the pharmacy workload, assisted nurses in the prisons by simplifying the storage and
medicines administration process and significantly has decreased the time taken to
administer medicines, which assists the prison regimes.
In HMP Belmarsh the pharmacy team have implemented a smoking cessation clinic, which
is funded by the Greenwich community services and are planning promotional activities to
promote healthy living as part of the ‘Stoptober’ week campaign.

5
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Exceptions:

This Quality and Performance report provides the February 2016 update on the following areas:
• Quality Committee Indicators
• Compliance and Regulatory Update
• Patient Safety Update
1. Key exceptions from the Integrated Dashboard (REDS)
Quality Committee Indicators
There is one red indicator on the integrated performance dashboard:
•

Indicator 5: Ensure consent to treatment is obtained from clients assessed and detained under the MHA
(S58) – There was one patient for whom CTT was not completed. CTT was due on 12/02/16 - the patient
was on leave from the ward and was discharged from section and the ward on 23/02/16.

2. Quality Committee Indicators
Amber (1-5% below target)
There is 1 amber indicator to note on the integrated dashboard for the month of February 2016
• Indicator 31 – Patients with history of self-harm to receive 48 hour follow-up following discharge:
58 patients required a 48 Hr FU (Bexley 19, Bromley 16, and Greenwich 23). There was 1 breach on Millbrook
ward (Bexley) where a referral was not made to the home treatment team for follow-up within the agreed
timeframe. It has been confirmed by the ward that the patient is safe. There was one other breach which was
out of staff control (Avery ward) where staff had made numerous attempts to contact the patient following a
DNA. Calls to Southwark HTT and the police to carry out a welfare check, however this was not implemented.
The team have now received confirmation from the housing officer that the patient is well and in appropriate
mood and behaviour.
3. Trust CQUIN Update – February, 2015/16
A summary of our CQUIN performance for month 11 is shown below:
CQUINS
Bromley CCG Mental Health & LD
Greenwich & Bexley CCG – Mental Health
& LD
Forensic NHSE
Early Years – NHSE

No of
Quality
Indicators
10

4

Progress against Quality Indicator Goals
February 2016 position
10 Achieved
4 Achieved

4

Achieved

1

Achieved

Total

19

NHS England Cardiometabolic CQUIN – Improving physical health in patients with serious mental Illness –
The trust has now received confirmation from NHS England that Oxleas has achieved full compliance with the
2015/16 CQUIN (achievement of 93% against the 90% target). This is a full year incentive of £507,562 for the
national CQUIN.
Local Physical Health CQUIN – Weight management and alcohol and substance misuse
It can also be confirmed following an internal audit of patients care records that Oxleas has also achieved the
local CCG physical health CQUIN. This is a full year incentive of £1,100,412.
2016/17 CQUINs
National CQUINS
NHS England has now published the national CQUIN picklist for 2016/17. Three of these have been proposed
by the CCGs for Oxleas to undertake:
1a. The introduction of health and wellbeing initiatives for Oxleas staff covering physical activity, mental health
and improving access to physiotherapy for people with MSK issues
1b Healthy food for NHS staff, visitors and patients – banning of sugary drinks and foods on premises, and
submission of national data on existing contracts with food and drinks suppliers.
2.Improving the uptake of flu vaccinations for frontline clinical staff – providers to achieve an update of 75%
3. Improving Physical healthcare to reduce premature mortality in people with SMI - Cardio Metabolic
Assessment and treatment for Patients with Psychoses and Communication with GPs
Local CQUINS
Bromley CCG is working in partnership with Bexley and Greenwich CCGs to agree local CQUIN indicators for
2016/17. It is yet to be agreed if Bexley and Greenwich will go along with Bromley’s proposed indicators:
1. To ensure timely and responsive support for adult and young carers in the community to meet their
needs and prevent a breakdown in the caring relationship.
2. Case Management for Integrated Care Networks
3. Health Promotion and Prevention – Making Every Contact Count
a. Provider Nominated Lead and Development of Organisation Culture to Deliver Health
Promotion and Prevention
b. All staff within the organisation assessed for smoking, alcohol and physical activity status and
advised of cessation options and healthy living interventions.
4. Compliance and Regulatory Update
We continue to focus on our readiness for CQC inspection in 17 days’ time. CQC attended and observed the
Council of Governors meeting on the 17th of March. They will also be doing pre-inspection visits to the LD
Complaints event on the 12th of April and observe the Board visit on the 7th of April.
5. Patient Safety Update – Jane Wells
Incident reporting
There were 7 serious incidents in February 2016
• On 3 February 2016 a 52 year old male under Greenwich ADAPT services was sustained fatal head
injuries during a traffic incident.
• On 4 February 2016 a 29 year male in HMP Isis was found unresponsive, CPR by LAS unsuccessful.
• On 27 January 2016 a 46 week old baby under Bexley Specialists Children’s services had a cardiac
arrest at home and died on 4 February 2016. A SCR has been agreed.
• On 10 February 2016 a 54 year old man under Bexley ADAPT hanged himself at home.
• On 20 February 2016 a 56 year old male under Greenwich West ADAPT was found deceased at home.
Safety Thermometer

•
•
•
•
•
•

Of the 563 patients data was collected for, 517 patients were harm free (91.83%)
46 patients experienced a harm, 15 of whom experienced new harms (2.66%)
There were 11 new pressure ulcers – nine category 1, two Category 2 and zero Category 3
There were a total of 4 harmful falls, 3 low harm, 0 moderate harm and 1 Severe.
There were 3 new catheter acquired UTI.
There were no Venous Thromboembolisms reported

There has been a slight increase in the number of new pressure ulcers but this is thought to be due to incorrect
data collection at one forum. We are investigating this further. One severe harm has been recorded under falls
again we believe this to be an error as there is no evidence found when cross referencing with Datix again this
is being investigated.
Pressure ulcers
779 days (at end of Feb 2016) without an avoidable grade 4 pressure ulcer acquired in Oxleas care
Month
2015
Jan
Feb
March
April
May
June
July
Aug
Sept
Oct
Nov
Dec
TOTAL
Jan 2016

Grade 3
Unavoidable
13
7
4
6
13
7
9
12
9
11
5
1
87
3

Grade 3
Avoidable
7
3
1
2
3
2
5
2
2
4
1
7
39
1

Grade 4
Unavoidable
1
0
0
0
0
0
0
1
0
2
0
0
4
0

Grade 4
Avoidable
0
0
0
0
0
0
0
0
0
0
0
0
0
0

Mental Health Legislation
In February 2016 there were 119 new sections. Year to date there have been 1711 new sections, compared
to 1539 for the same period last year. Explanation of rights at the start of detention (s132) was recorded
for 100% of patients. For 109 patients the information was recorded correctly, nine patients had the
information recorded elsewhere in RiO. An authorisation for treatment under the MHA (s58) was in place
for 94% of patients. There were seven sections that expired and two sections declared invalid. Of the new
sections this month, 31 were s136. Year to date, there have been 444 new sections compared to 381 for
the same period last year.
Number of new sections (rolling 12 month comparison)
Month

April

May

June

July

Aug

Sept

Oct

Nov

Dec

Jan

Feb

March

Total

2015/16

150

162

161

171

159

160

158

170

150

151

119

2014/15

128

103

132

158

136

166

158

127

135

168

128

125

1664

2013/14

113

137

124

160

121

125

130

107

122

157

97

129

1522

1711

2012/13

107

118

102

101

127

129

115

130

114

113

123

119

1398

Use of section 136
No of s136 place of safety – month on month comparison
Month

Marc
h

April

May

June

July

Aug

Sept

Oct

Nov

Dec

Jan

Feb

2015/16

35

39

41

40

39

43

52

43

36

34

31

2014/15

26

23

32

32

31

43

50

42

34

42

26

25

406

2013/14

22

37

38

34

27

23

38

18

30

27

18

32

344

2012/13

22

24

23

18

23

21

22

21

16

26

15

21

252

Recommendations
For the Board of Directors to note

Total
444
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Summary: Mortality Surveillance
We have established a Mortality Surveillance committee following the recommendations of
the Mazar’s Independent Review of Southern Health NHS Trust. The review identified a lack
of leadership, focus and sufficient time spent in the Trust on carefully reporting and
investigating unexpected deaths of service users. There was no systematic management and
oversight of the reporting of deaths and the investigations that follow. Furthermore, it found
that too few deaths were investigated in learning disability and older people’s services.
The Oxleas Mortality Surveillance committee has met twice: February and March, and will
meet monthly and report to the Quality Board.
The committee has identified key priorities which are outlined below with rationale and
some proposed actions:
1. Ensure that we are capturing every death that occurs in community caseloads, inpatient units and prisons
•

We currently review every death that is recorded on datix. This is usually circa 20
deaths a month and includes pre-term infant deaths (universal services). We need to
have oversight of all deaths in ALD and ACS as deaths that are expected as part of
end of life care or natural causes in adult community health services are not
recorded on datix and are not currently scrutinised.
Action required: all deaths, including end of life care expected deaths and those of
natural causes should be added to datix

•

As a result of the confidential inquiry into premature deaths in learning disabilities
(CIPOLD) deaths from 2010 have been reviewed and recorded on a separate
database held by ALD subdirectorate. We have good oversight of ALD deaths within
the ALD service but this is not centralised and will need to be reported to the
mortality surveillance committee.
Action required: ALD deaths will need to be reviewed via the mortality surveillance
group

Summary: Mortality Surveillance

2. Ensure that we are satisfied that the deaths have been carefully reviewed and
accurately classified as expected or unexpected and where necessary, ensure that
they are followed up for example, with the coroner and upon receipt of further
information such as post mortem toxicology results and then reviewed or
investigated
3. Ensure that we have an identified a group of key clinical reviewers in each
directorate who will review each death as it occurs and report back to the
mortality surveillance committee via a standard template which includes a
summary of the treatment and judgement about the death
•

The patient safety team review deaths reported on datix but we have no current
assurance that a senior clinician within each directorate has reviewed the death and
provided a clinical judgement. In CYP services there are statutory arrangements in
place for reviewing child deaths via the child death overview panel and rapid
response meetings.
Action require: Clinical directors will be engaged in identifying key clinicians in
each directorate to review each death, complete a template and report to the
mortality surveillance committee

4. On a monthly, retrospective basis the surveillance committee will review all deaths
by service area as follows: adult community health services, children’s services,
child and adolescent mental health services, adult mental health services, forensic
mental health, prison health, adult learning disabilities, adult mental health and
older peoples’ mental health
•

The monthly data of deaths reviewed will need to be shared with service and clinical
directors.
Action required: the summary data from the mortality surveillance group will be
shared in the quality executive and board papers

5. Contribute to the establishment of standardised definitions and parameters across
London in respect of the terminology used by the Mortality Surveillance
committees and thematic reviews
The London Mental Health Nurse Directors forum met in January to discuss the
implications of the Mazar’s report. We considered the variability of definitions and
inclusions of unexpected deaths and briefly touched on the different approaches for
investigation and governance, which would all form part of a role brief for a
comparative analysis and combined work programme. We would expect to work
with NHSE London who are keen on a London wide review, as are our commissioners
and are exploring the feasibility of working collectively, with medical director
colleagues, to share data on unexpected deaths, which could usefully inform a
continuous thematic review. This would give the numbers more meaning on a
London wide basis than by any single trust where small numbers of deaths can give
apparently alarming results about safety of patients and unfortunate media
coverage.
Action required: director of nursing will work with MHND forum and NHSEL

Summary: Mortality Surveillance

6. Ensure that we have taken action to address any gaps in our self-assessment
against the Southern Health NHS review.
•
•
•
•

•

Actions taken:
Established mortality surveillance committee
Established a decision making tree to map the decision process in respect of
investigations for all deaths
Reviewed all level 3 incidents of deaths following an emergency transfer to a medical
ward
Maintain a good relationship and clear communication channel with coroners so we
can draw attention to any unexpected deaths
Agreed that all initial management assessments include other providers where
appropriate.

Additional actions to be addressed over the next two quarters:
• Undertake a thematic review of natural cause’s deaths and all deaths (initially via
directorate parameters at Mortality Surveillance Committee and when we are able
to with other providers).
• Review benchmarking data when available from NHSE and other sources.
• Use RCA closure checklist before submitting reports to CCG.
• Hold a learning disability deteriorating patient event.
• Review of deaths where dysphagia has been a clinical issue by auditing practice
against the new dysphagia policy that was ratified March 2016.
• Review deaths of patients on section (at committee in May 2016).
Outcome of surveillance meetings in January and February
In January there were 10 deaths - 4 were expected, 3 unexpected and 3 pending further
information to make a decision.
Total Deaths
5
0
0
0
1

Expected
1

Unexpected
1

Pending
3

AMH
OPMH
Prison
Forensic
ALD
1 (closed by coroner)
CAMHS
CYP (exc CAMHS)
3
2
1 (L 4 investigation)
ACS*
1
1(IMR)
Total
10
4
3
3
*This data does not include end of life care or natural causes such as on district nurse caseloads as these are not recorded on datix
In February there were 16 deaths - 10 were expected, 1 unexpected and 5 pending further
information to make a decision.

Summary: Mortality Surveillance
AMH
OPMH
Prison
Forensic
ALD
CAMHS
CYP (exc CAMHS)
ACS*
Total

Total Deaths
2
1
1
0
3
0
5
4
16

Expected
1

Unexpected

Pending
1
1
1

3
3
3
10

1 (L4 investigation)
1

1
1
5

*This data does not include end of life care or natural causes such as on district nurse caseloads as these are not recorded on datix

Recommendations
Board members are asked to note the progress and actions required
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Review of safe staffing adult mental health wards
Report 2016

Summary

An internal review has been carried out to look at the safety and experience of patients and staff on
acute adult mental health wards. The review has considered:
•
•
•
•
•
•

London and national data to compare and benchmark acute mental health activity in terms of
admissions, length of stay, delayed discharges, sections and readmissions.
Staffing levels required to provide safe and therapeutic care.
An outline of resources available to patients and families in each borough that we are certain
inpatients can access. For example support groups and other supportive resources available to the
ward teams to enable safety.
The impact of the Safe Wards initiative that has been implemented as part of Sign Up to Safety and
results of the weekly "how safe do you feel" staff and patient questionnaire.
Review of support that is available to staff such as staff support groups
Review of uptake of supervision and PDR, as well as psychology led case discussions and with
workforce data, vacancies, PDR, incidents and complaints (April – December 2015).

Findings
Benchmarking position
• We are in the upper quartile of acute beds available, but this is lower than the majority of London
trusts.
• We are in the upper quartile and above London average for bed occupancy.
• We have a near national mean and median for London length of stay. Although our length of stay
(trimmed) has not deteriorated we have moved from lower quartile to median length of stay for
untrimmed. This bench marking measure looks at untrimmed. This may suggest that our plus "90
days" cohort has increased compared to other Trusts though is my no means an outlier.
• We have above average delayed transfers of care.
• We are just below the average for community caseload sizes but above the majority of London
Trusts. The costs of the caseload per patient are in the lower quartile and we are median for
contacts.
• We are in lower quartile for cost of beds.
• We an average ratio of qualified nurses to beds.
• We are in the lower quartile for serious incidents and complaints although physical violence
incidents are above average.
Staffing levels
• Benchmarking shows that we are comparable with the average ratio of qualified nurses to beds.
We review planned to actual nursing and health care support worker staffing on a weekly and
monthly basis in order to monitor for variations and confirm mitigations in place e.g. use of safe
staffing escalation policy. We have confirmed that a recurrent investment of £553k is required to

•
•

ensure that all the wards have a minimum of 3 registered nurses and 2 health care support workers
on early and late shifts and 2 registered nurses and 1 health care support worker on nights. This is
increased where acuity and dependency requires. By making the positions recurrently funded,
substantive as opposed to temporary staff will be employed which will greatly enhance the
cohesiveness of teams to provide consistency in therapeutic care and safety.
To validate the recommendations made by heads of nursing, we are in the process of using the
Hurst tool to review.
Appendix A shows weekly safe staffing summaries.

Therapeutic activities
• There are a range of regular therapeutic activities available in each borough.
Safe wards
• The safe wards programme has been implemented to positively influence factors that contribute to
conflict and containment onwards. The results show a rise in patient to staff aggression which is
also reflected in the 2015 Staff Survey. Monthly "how safe do you feel" questionnaires to patients
and staff demonstrate variation but highest responses are very safe and safe. Conflict remains high
but, comparatively, containment is low. An audit conducted with 101 staff and patients across all
acute mental health wards indicated that 92% and 97% of staff and patients respectively
considered they felt safe but 29% and 26% of staff and patients respectively considered that there
should be more staff.
• Triangulated with NHS restraint benchmarking suggests that we are in the lower quartile of
restraints but our self-harm is just above the national average. In acute beds we are in the lowest
quartile for use of restraint and prone.
Staff support
• The support available to staff is collated regularly and shows that in a 6 month period there has
been a significant increase in charge nurse and health care support worker participation. Staff
nurse attendance remains high. Vacancies have been high at 17% and supervision lower than
desired (although now showing significant improvement).
Complaints and incidents
• Complaints have been raised in respect to communication, confidentiality, attitude and behaviour,
clinical care, medication and environment. Incident reporting is highest in Greenwich but
significantly lower in Bromley.
Conclusion
The review has concluded that the triangulation of information allows us a good level of confidence that
our adult acute mental health wards are safe and provide a good experience for service users and staff. We
recognise the importance of engaging service users and staff in constantly reviewing the wards and that we
have more work to do to continuously improve our understanding and provision of support.
Recommendations
• Complete refresh of reporting data with and without sleepover bed data.
• Continue to manage flow and reduce delayed transfers of care.
• Review the staffing establishment with findings of triangulation of activity, acuity and quality using
the Hurst tools.
• Encourage all staff to engage in reflective practice sessions.
• Encourage all staff to engage in clinical supervision sessions.
• Encourage more incidents to be reported at Green Parks House.
• Provide more detailed analysis of safe wards through sign up to safety.

Recommendations

The Board are asked to note

Review of safe staffing adult mental health wards
Report 2016
Section 1
Benchmarking
We have reviewed London and national data to compare and benchmark acute mental health activity in
terms of admissions, length of stay, delayed discharges, sections and readmissions using NHS
Benchmarking Network December 2015, Mental Health Benchmarking (all participants) data.
Oxleas has the following bed numbers:
Commissioned
Bed No's

Beds at
each
unit

Sleep over
beds

Bexley

38

40

0

Bromley

40

49

0

Greenwich 60

57

3

Non BBG

0

0

0

Total

138

146

5

Bench marking Oxleas Adult Mental Health Services weighted population indicates that we have a position
of:
•

Upper quartile of adult acute beds per 100,000 populations - but this is lower than the majority of
London Trusts.

•

•

Bed occupancy rates are in the upper quartile and above the London average at 100%. NHS
benchmarking cap occupancy rates at 100% as availability of sleep over beds should be included in
reporting so that occupancy rates are not above 100%. The Trust had submitted occupancy at
106% based on occupancy against the static bed base. The Trust had reviewed whether a
resubmission of data including sleep over bed occupancy was possible however it was found that
retrospective practice for recording on RiO and reporting would not allow this. The Trust is
currently updating recording and reporting procedures to ensure that occupancy rates can be
reported with and without sleep over bed capacity.

Length of stay near national mean (33 days) and median for London.

Although our length of stay (trimmed) has not deteriorated we have moved from lower quartile to
median Length of stay for untrimmed. This bench marking measure looks at untrimmed. This may
suggest that our plus "90 days" cohort has increased compared to other Trusts though is by no
means an outlier.

•

•

Above average delayed transfer of care

Just below average (3rd quartile) for community caseloads per 100,000 but above the majority of
London Trusts. Community caseloads should be taken into context with the service being in the
lowest quartile for cost per caseload. There is no available information to benchmark acuity of
caseloads.

•

Median for contacts per 100,000

•

Lower quartile cost per bed

•

Average number of qualified nurses per 10 beds

•

Lower quartile for serious incidents and complaints per 100,000 (Adult and Older Adult) although
physical violence incidents are above average.

Implications:
•

Work is required on occupancy rate reporting to bring it line with national practice. This will be
completed by March 2016.

•

Length of stay is positive though could be improved if delayed transfer of care was reduced.

•

Community caseloads and contacts per 100,000 are around average although cost per caseload is
positive.

•

Lower quartile for cost per bed with average number of nurses per 10 beds

•

Lower quartile for serious incidents and complaints per 100,000 (Adult and Older Adult) although
reported physical violence incidents are above average.

Section 2
Staffing
The staffing levels on the acute wards are reviewed monthly by the heads of nursing. To validate these
reviews we have commissioned Keith Hurst to provide us with training regarding his tools, and his national
bench marking data from 132 quality assured wards. Keith Hurst has an international reputation regarding

his work on safe staffing. We are commissioning Keith Hurst to provide independent analysis of three
acute mental health wards. This work will involve collecting acuity data from three wards and also nonparticipant observation of the staff on the wards. The collection of data will require 2 senior nurses to be
released from their usual duties for six shifts per ward (18 shifts in total), including nights and weekends.
Keith Hurst will provide analysis of the data collected and will provide a detailed report regarding the
quality of the care, the acuity levels and the staffing levels. We are awaiting dates from Keith Hurst
regarding when he is able to deliver this training in order for this work to commence. Our hope is that this
work can be completed before the end of the financial year.
A basic analysis
Keith Hurst’s national data set from 132 quality assured mental health wards seen as delivering good
practice allows us to benchmark our wards against other wards, without data analysis. The assumptions
are that the ward has similar range of dependency (acuity) levels to the average levels found across the 132
wards. For example, when considering a 20 bedded acute admissions ward the multiplier would suggest
35.6 staff are required to staff it safely.
A review of planned staffing (excluding band 7 ward managers and not accounting for band 6 Designated
Senior Nurse role) suggests that each acute mental health ward should have a minimum of 14.8 wte band
5s and 9.19 wte HCAs. This is currently provided but is unfunded and therefore a cost pressure. It is
proposed that this cost pressure is recurrently funded from 2016/17 to enable a minimum of staffing to be:
• Early 3 RMH 2 HCA
•

Late 3 RMN 2 HCA

•

Night 2 RMN 1 HCA

Ward
Lesney

Current funded establishment
wte nurses and HCAs band 2 6
22.8

Proposed establishment
(currently funded as a cost
pressure)
23.99

Milbrook

22.8

23.99

Shrewsbury

21.51

23.99

Avery

21.51

23.99

Maryon

21.51

23.99

Goddington

22.75

23.99

Norman

22.75

23.99

Betts

24

23.99

It is noted that Keith Hurst includes band 7 ward managers in numbers. We will therefore adapt the tool
with Keith Hurst to account for all staff including allied health professionals, therapists and doctors. The
CAMHs analysis will be applied to the two intermittent CAMHS beds on Millbrook.
Using the tool (example of spread sheet which can be manipulated to various scenarios and tested), Hurst’s
formula would recommend the following numbers of staff. It is important that do not take this at face value
and balance the triangulation of the analysis of our wards with both the formula outcome and our

professional judgement. Using just the formula suggests we need more staff than our professional
judgement indicates and it is important that we recognise this and use all three levels of the Hurst analysis
for an accurate recommended staffing level reflecting the acuity and quality needs of our wards.
• Lesney- 20 beds= 35.7 wte
• Millbrook-18 adult beds (32.9 wte) plus 2 CAMHS beds (9.4 wte)= 42.3 wte
NB The figures for Millbrook ward would need to be adjusted, as the calculation was for 2
permanent CAMHS beds. (Millbrook-18 adult beds (32.9 wte) plus 2 CAMHS beds (9.4 wte)= 42.3
wte). The ward manager advised that the beds aren't always occupied by CAMHS clients, and last
year the use of the beds for CAMHS clients was a combined total of 101 days = 0.28 beds.
It's probably more appropriate to consider the calculation for 20 beds= 35.7 wte, and then to add
extra staff in at times of camhs clients being on the ward eg. 19 adult beds= 31.5 wte, plus 1 camhs
patient= 7.2 staff= 38.7....therefore (according to Hurst) 1 CAMHS client would require 3 more staff
rostered than when there are 20 adult clients.
• Oxleas House x 3 wards- 19 beds= 34.3 wte
• Goddington and Norman- 16 beds= 30.1 wte
• Betts- 17 beds= 31.5 wte

A 20 bedded ward:
A
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17

D
Dep. 2
7.8
39%
7.1
1.3
10.2

B
Variable
Patients
Patient Mix
Hourly mins.
Ratios
Workload/Acuity
Time Out %
Breaks

C
Dep. 1
5.0
25%
5.5
1.0
5.0

E

Grademix
Total
7+ Sr WS/CN
6 Jr WS/CN
6 Sr SN
5 Jr SN
4 Sr HCA
2/3 Jr HCA

WTE's
35.6
1.6
3.1
4.9
11.1
1.9
13.0

Pr'prtn
100%
4%
9%
14%
31%
5%
36%

Per Bed
1.78
0.08
0.16
0.24
0.56
0.09
0.65

B
Variable
Patients
Patient Mix
Hourly mins.
Ratios
Workload/Acuity
Time Out %
Breaks

C
Dep. 1
4.8
25%
5.5
1.0
4.8

D
Dep. 2
7.4
39%
7.1
1.3
9.7

Dep. 3
5.3
28%
9.2
1.7
9.0

Grademix
Total
7+ Sr WS/CN
6 Jr WS/CN
6 Sr SN
5 Jr SN
4 Sr HCA
2/3 Jr HCA

WTE's
34.2
1.5
3.0
4.7
10.7
1.8
12.5

Dep. 3
5.6
28%
9.2
1.7
9.4

F
Dep. 4
1.5
8%
26.6
4.9
7.5

G
Dep. Grp

H
Specialing
0.97
6%

I
Total
20.0
100%

J
Hours
4647

K

L

ActPerBed
1.57
0.07
0.14
0.22
0.49
0.08
0.57

ActMix
100%
4%
9%
14%
31%
5%
36%

K

L

ActPerBed
1.57
0.07
0.14
0.22
0.49
0.08
0.57

ActMix
100%
4%
9%
14%
31%
5%
36%

M

N

O

P

3.06
1.61
24.5%
9.6%

Sal
£35,536
£29,759
£29,759
£24,799
£20,638
£16,613

B'd Cst
£113.03
£7.79
£12.65
£19.89
£37.86
£5.30
£29.54

BdgtPerBed
1.56
0.06
0.12
0.03
0.60
0.08
0.68

BdgtMix
100%
4%
8%
2%
38%
5%
43%

G
Dep. Grp

H
Specialing
0.97
6%

Total
19.0
100%

BdgtBdCst
£93.99
£5.96
£9.88
£2.23
£40.77
£4.30
£30.86

ActBdCst TmpPerBed TmpMix
£99.72
0.387
100%
£6.87
0.015
4%
£11.16
0.015
4%
£17.55
0.014
4%
£33.41
0.094
24%
£4.68
0.025
6%
£26.06
0.225
58%

TmpBdCst
£21.77
£1.42
£1.19
£1.14
£6.37
£1.41
£10.25

A 19 bedded ward:
A
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17

E

F
Dep. 4
1.5
8%
26.6
4.9
7.1

I

J
Hours
4647

M

N

O

P

3.06
1.61
24.5%
9.6%

Pr'prtn
100%
4%
9%
14%
31%
5%
36%

Per Bed
1.80
0.08
0.16
0.25
0.56
0.09
0.66

Sal
£35,536
£29,759
£29,759
£24,799
£20,638
£16,613

B'd Cst
£114.32
£7.88
£12.79
£20.12
£38.30
£5.36
£29.88

BdgtPerBed
1.56
0.06
0.12
0.03
0.60
0.08
0.68

BdgtMix
100%
4%
8%
2%
38%
5%
43%

BdgtBdCst
£93.99
£5.96
£9.88
£2.23
£40.77
£4.30
£30.86

ActBdCst TmpPerBed TmpMix
£99.72
0.387
100%
£6.87
0.015
4%
£11.16
0.015
4%
£17.55
0.014
4%
£33.41
0.094
24%
£4.68
0.025
6%
£26.06
0.225
58%

TmpBdCst
£21.77
£1.42
£1.19
£1.14
£6.37
£1.41
£10.25

A 17 bedded ward:
A
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17

B
Variable
Patients
Patient Mix
Hourly mins.
Ratios
Workload/Acuity
Time Out %
Breaks

C
Dep. 1
4.3
25%
5.5
1.0
4.3

Grademix
Total
7+ Sr WS/CN
6 Jr WS/CN
6 Sr SN
5 Jr SN
4 Sr HCA
2/3 Jr HCA

WTE's
31.4
1.4
2.7
4.3
9.8
1.7
11.5

Pr'prtn
100%
4%
9%
14%
31%
5%
36%

Per Bed
1.85
0.08
0.16
0.25
0.58
0.10
0.67

B
Variable
Patients
Patient Mix
Hourly mins.
Ratios
Workload/Acuity
Time Out %
Breaks

C
Dep. 1
4.0
25%
5.5
1.0
4.0

D
Dep. 2
6.3
39%
7.1
1.3
8.1

Dep. 3
4.5
28%
9.2
1.7
7.5

Grademix
Total
7+ Sr WS/CN
6 Jr WS/CN
6 Sr SN
5 Jr SN
4 Sr HCA
2/3 Jr HCA

WTE's
30.0
1.3
2.6
4.1
9.4
1.6
10.9

D
Dep. 2
6.6
39%
7.1
1.3
8.6

E
Dep. 3
4.8
28%
9.2
1.7
8.0

F
Dep. 4
1.3
8%
26.6
4.9
6.4

G
Dep. Grp

H
Specialing
0.97
6%

I
Total
17.0
100%

J
Hours
4647

K

L

ActPerBed
1.57
0.07
0.14
0.22
0.49
0.08
0.57

ActMix
100%
4%
9%
14%
31%
5%
36%

M

N

O

P

3.06
1.61
24.5%
9.6%

Sal

B'd Cst
£117.35
£8.08
£13.13
£20.65
£39.31
£5.50
£30.67

£35,536
£29,759
£29,759
£24,799
£20,638
£16,613

BdgtPerBed
1.56
0.06
0.12
0.03
0.60
0.08
0.68

BdgtMix
100%
4%
8%
2%
38%
5%
43%

BdgtBdCst
£93.99
£5.96
£9.88
£2.23
£40.77
£4.30
£30.86

ActBdCst TmpPerBed TmpMix
£99.72
0.387
100%
£6.87
0.015
4%
£11.16
0.015
4%
£17.55
0.014
4%
£33.41
0.094
24%
£4.68
0.025
6%
£26.06
0.225
58%

TmpBdCst
£21.77
£1.42
£1.19
£1.14
£6.37
£1.41
£10.25

A 16 bedded ward:
A
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17

E

F
Dep. 4
1.2
8%
26.6
4.9
6.0

G
Dep. Grp

H
Specialing
0.97
6%

I
Total
16.0
100%

J
Hours
4647

K

L

ActPerBed
1.57
0.07
0.14
0.22
0.49
0.08
0.57

ActMix
100%
4%
9%
14%
31%
5%
36%

M

N

O

P

3.06
1.61
24.5%
9.6%

Pr'prtn
100%
4%
9%
14%
31%
5%
36%

Per Bed
1.88
0.08
0.16
0.26
0.59
0.10
0.68

Sal
£35,536
£29,759
£29,759
£24,799
£20,638
£16,613

B'd Cst
£119.15
£8.21
£13.33
£20.97
£39.91
£5.59
£31.14

BdgtPerBed
1.56
0.06
0.12
0.03
0.60
0.08
0.68

BdgtMix
100%
4%
8%
2%
38%
5%
43%

BdgtBdCst
£93.99
£5.96
£9.88
£2.23
£40.77
£4.30
£30.86

ActBdCst TmpPerBed TmpMix
£99.72
0.387
100%
£6.87
0.015
4%
£11.16
0.015
4%
£17.55
0.014
4%
£33.41
0.094
24%
£4.68
0.025
6%
£26.06
0.225
58%

TmpBdCst
£21.77
£1.42
£1.19
£1.14
£6.37
£1.41
£10.25

A more comprehensive analysis
We are able to provide further analysis by monitoring acuity levels on our wards on a shift by shift basis,
and adding this data to his tools. This generates safe staffing recommendations based on bed numbers and
acuity levels. This analysis can be triangulated using a professional judgment tool which engages ward staff
to think about what the required staffing levels for safety are.
An expert analysis
We are commissioning Keith Hurst to provide us with a deeper level of scrutiny, initially for three acute
admission wards. This deeper analysis requires us to provide data regarding Quality of Care and Activity
Levels. Keith Hurst then analyses the data, and will provide us with a report. We are aware that 14 NHS
trusts are currently doing this deeper analysis, including SLaM, SEPS and ELFT.
Expert analysis project plan
Following the training we have received from Keith Hurst, we plan to collect the non-participant
observation data of the three wards, and for Keith Hurst to provide expert analysis of this data. His analysis
will allow quality and acuity benchmarking against his national data set.
The wards we have selected to for this project are:
1. Norman Ward
2. Maryon Ward
3. Millbrook Ward
The non-participant observation required 2 people observing day time shifts, and one person observing
night time shifts. For an analysis to be possible, each ward will have 6 shifts observed, one of which will be
a night shift and another will be at a weekend.
Total time/staffing: 3x night shifts x 1 observer and 15 x day shifts x 2 observers

Senior managers
receive bespoke
training from
Keith Hurst
Non-participant
observation data
collection
Data analysis by
Keith Hurst
Presentation of
result to the Trust

January 2016

February 2016

March 2016

April 2016

Section 3
Resources
There are a broad range of resources and therapeutic activities available to patients and families in each
borough that we are certain inpatients can access. These include:
• New admission groups with Psychologists
• Community meetings
• 72 hour carers groups
• Well Being clinics
• IT support
• Mind carers groups

•
•
•
•
•
•
•

MDT reviews
OT groups on the wards
Out of hours groups run by nursing staff
Doorways groups-Mon/Wed/Fri
Consultants offer to see relatives and carers outside of the Ward reviews
Meet and greet groups
Morning exercise groups

Section 4
How safe do staff and patients feel?
The sign up to safety campaign includes Adult Acute Mental Health Services and Learning Disability service
looked at how to reduce the risk and harm of violence and aggression in mental health in-patient settings.
By embedding the safe wards programme in practice.
In 2014 the Department of Health launched an initiative called Positive and Proactive Care. The aim of this
framework was to reduce the need for restrictive interventions and also to promote recovery and maintain
therapeutic environments for service users. To implement we continued its role in reducing the use of
restrictive practice in inpatient wards by implementing the research work of Professor Len Bowers, looking
at factors that influence conflict and containment on the ward.
Below are the definitions used:
Conflict focused on– episodes of absconding, patient to patient aggression, patient to staff
aggression, use of drugs or alcohol on ward premises, self-harm
Containment – episodes of prone restraint, seclusion, administration of rapid tranquillisation
medication and increased use of close observations, time out
The above ties in with the NICE (2015) guideline on Violence and aggression: short-term management in
mental health, physical health and community settings; which stipulate that we should use methods that
will minimise restrictive interventions; that restricting interventions can be a trigger for violence and
aggression so we need to develop techniques that can distract, calm, encourage relaxation and respond to
service user’s appropriately without the result of using restrictive interventions to punish, inflict pain,
cause harm, suffering or humiliation as a means of managing violence and aggression and containment
We recognised that there is no single answer however there are factors that can affect safety on the ward
and also concepts we can use to reduce conflict and containment.
The safe ward model identified 10 models:

Intervention
Clear Mutual Expectations
Soft words

Talk Down

Positive words
Bad News Mitigation

Knowing Each Other

Mutual Help Meeting

Calm Down Methods

Description
Focusing on the development of shared expectations which are put
on a poster and made available in the communal area of the ward.
Focusing on communication and providing ways to avoid
confrontations, and to work more collaboratively with patients in 4
key areas:
Being Respectful and Polite, Turning down a request from a patient,
Asking the patient to do something, Asking the patient to stop doing
something
This intervention focuses on process of de-escalation and which can
be done in stages.
Delimit: to make the immediate situation safe for yourself and
others.
Clarify: find out what the patient is angry or agitated about?
Resolve: to try to reach an agreeable compromise, try to find a way
of dealing with their complaint that will satisfy them.
Control yourself: do not allow any of the anxiety or frustration you
may be feeling to be communicated to the patient.
Respect and empathy: the expression of empathy and respect should
be present and amplified so that they are communicated to the
patient loud and clear
This is about promoting the positive appreciation of patients and
reduce the likelihood of further conflict. Staff to compliment or say
something positive about patient upon interactions and in handover
This intervention focuses on how we proactively manage and deliver
bad/unwanted news. This may be about leave being cancelled,
medication being increased etc. To the patient, emotionally and
practically, it might be considered a disaster - a crisis that may be
further complicated and exacerbated by their mental state. Make
sure two questions are considered by the team at handover:
Has any patient received any bad news over the past shift and if they
have, how can we support them?
Is anyone likely to receive bad news during the coming shift, and if so
how are we going to manage that?
By teams putting staff photos of themselves and sharing some noncontroversial information about themselves such as qualifications,
years of experience working in psychiatry; where they have worked;
hobbies/interests; favourite TV programme with reasons; favourite
film; favourite book; preferred music .This intervention is the
formation of good therapeutic relationships and have generated
common interest and conversational topics with patients, carers,
relatives
this is about having a meeting or discussions with or (community
meeting) about how everyone can help everyone and also valuing
patients views which can help patients, shape their behaviour, and
progress them towards discharge.
having a box of equipment that can be used by patients to help lower
their levels or arousal and agitation before considering the use of
PRN medication which NICE 2015 argued that
PRN medication should not be routinely or automatically prescribed
on admission without clarity and rationale which needs to be
included in the care plan.

Reassurance

Discharge Messages or
messages of Hope

Intervention: Following the occurrence of a potentially anxiety
provoking incident on the ward every patient should be spoken to,
either alone or in small groups, to ask them their understanding of
what has happened, what effect it has had on them and to give them
an explanation as to what has happened. Staff should make
increased efforts in the short term to be more visible and out on the
ward with patients NICE 2015 also suggested that Post‑incident
debrief and review should undertake as soon as possible which will
help service users and staff to identify what led to the incident and
what could have been done differently.
This intervention instils hope and conveys messages about the
purpose and benefit of an admission; each patient is to be asked
write a card for display about what they liked about the ward, the
staff and what went on in the ward during their stay which can be
positive and helpful for new patients.

Before safe ward model was implemented across the whole trust we piloted 7 pilot ward areas: acute
wards rehab, older adults, forensic and learning disability which became our baseline. Each ward choose
the intervention they wanted to implement
Interventions:
Each Ward was asked to identify interventions to implement based on the needs of their patients:
The 7 Pilot areas and the interventions they chose
Hazelwood
Betts
Discharge messages tree
Knowing each other
Knowing Each Other
Clear mutual expectations
Soft Words
Calm down methods
Clear Mutual Expectations
Discharge messages
Calm down Methods
Bad news mitigation
Lesney
Somerset Villa
Knowing each other
Knowing each other
Soft words
Calm down methods
Calm down methods
Discharge Messages
Scadbury
Atlas House
Discharge messages
Knowing each other
Knowing each other
Calm down methods
Calm down methods
Discharge messages
Tarn
Knowing each other
Discharge messages
Calm down methods
To implement and drive the safe wards models, we identified champions on each ward. The nominated
champions disseminated the safe wards interventions to the team. Overseeing and leading on this practice
was the Head of Nursing for adult mental health and learning disability who provided quality planning and
consistency for the safe wards work stream. This was done through monthly forum meetings and quarterly
to the patient safety group.
To make our organisation more resilient to risks, and building our values, we needed to evaluate what we
were doing, and identify how well we were doing, this was done using a statistical methodology. We used
quantitative and qualitative data by looking at Instances of Conflict & Containment.

Results from pilot wards

These were the results during our pilot period and they showed significant high levels of patient to staff
aggression during the month of September 2014 and February 2015. The graph also indicates that patient
to staff aggression remain significantly high compared to others. Our focus is to improve patient experience
and staff relationships with patients and making wards safer.
How:
Data was pulled from Datix every six months looking at level 1-3 incidents. Some wards had high rates of
certain incidents compared to others and also they varied significantly in their rates of conflict and
containment.
Using qualitative data we devised a ‘How safe do you feel questionnaire’ which is to be completed by all
services users and staff on the ward on the first Monday of the month. Using this data we were able to pick
up common themes that had not been addressed in the quantitative data report.
To monitor this we have our monthly steering group to support implementation, share good practice
knowledge and give feedback of the ward.
Since implementing the Pilot groups, we started with all the other bedded wards in the Mental Health. Safe
wards have been implemented across all bedded AMHLD and Older Adult inpatient wards. Continuously
we are improving patient safety and raising awareness to help staff in promoting safety and reducing
restrictive practices. As part of our learning we also looking at the linkages between incident analysis and
patient safety outcomes.

Analysis
Below is a graph of the questionnaire “how safe do you feel” for bedded areas from February to October
and the graph indicates that our ward areas are safe, and both staff and patients are able to approach
others and their managers to express their concerns about their safety.

How safe do you feel on this ward today?

Very safe

60

Quite safe

50

40

Unsure

30

A little unsafe

20

Not safe at all
I feel able to express my concerns about safety to staff/managers to

10

Strongly Agree
Disagree
Agree
Strongly Agree

Nov-15

Very safe
Service users

Staff

Staff

Staff

Oct-15

Service users

Sep-15

Service users

Staff

Service users

Aug-15

Service users

Jul-15

A little unsafe
Staff

Staff

Staff

Jun-15

Service users

May-15

Service users

Staff

Service users

Apr-15

Service users

Mar-15

Staff

Staff

Staff

Feb-15

Service users

Jan-15

Service users

Staff

Service users

0

Dec-15

Unsure

Disagree

Strongly Disagree

Graph 2 datix reports on April to August

Collated evidence of incidents reported on datix from embedded areas that have been actively involved in
safe wards. In comparison to the pilot period graph we can see patient to staff aggression remains
significant high across most wards. Conflict episodes remain high but comparatively our use of containment
remains low.
The following graphs are reported datix of incidents
Fig 1 manual restraint

Bar 1 Drug and alcohol

Table 3 patient to staff aggression

Table 5 patient to patient

An audit of patient and staff views: Do you feel safe?/Is the ward safe? Are there enough staff?
Simon Sherring, Associate Director of Nursing, visited 16 wards and units on 30th and 31st December. He
visited every acute admission mental health ward, the intermediate care units, the Tarn, the older adults
bedded units/wards and a forensic unit. He spoke to 101 members of staff (N=65) and patients (n=36).
Patients

Yes
No

Do you feel safe?/Is the ward safe?
35
1

%
97
3

Yes
No

Are there enough staff?
26
9

74
26

The one patient who reported that they did not feel safe stated this was due to “seedy characters” (other
patients).
Feedback on care:
Greenwood
“Care is fine.”
“They are a good team. Care is ok.”
GICU
“I am happy with my care.”
“The nurses are alright.”
Norman Ward
“Ten out of ten, my care is good.”
“My care is ok.”
“My care is fine. The staff are nice.”
Goddington Ward
“There is too much care, the staff won’t let me leave.” (A detained patient.)
“The nurses are approachable.”
“Good care.”
“Happy with care.”
Scadbury Ward
“Staff are very kind.”
Lesney Ward
“Happy with care.”
“Staff are lovely.”
“Sometimes not enough staff on night”- although the patient reported the ward was a safe
environment.

“Happy with care.”
“Staff are a credit to their jobs.”
Shrewsbury Ward
“I have been looked after.”
“I am happy with my care.”- However, the patient expressed dismay that she had at first been
admitted to a bed in the male end of the ward. This had been rectified by the time I spoke to
her.
Avery Ward
“Staff very good.”
Shepherdleas Ward
“Happy with care.”
Tarn
“Safety is at an all-time high.”
Meadow View
“They are all very good. They are great. The nurses are fantastic.”
“Care is good.”
“Care is very good. Nurses do their best, despite being pushed to the limit.”
“Nice people, who can’t do enough for me.”
Betts Ward
“Staff are doing their very best.”

Staff

Yes
No

Do you feel safe?/Is the ward safe?
60
5

%
92
8

Yes
No

Are there enough staff?
46
19

71
29

Five members of staff reported that they did not feel the ward was safe. They gave the following reasons
for this:
1. “Things are finely balanced. Staff are always working to their maximum and there are fluctuating
levels of acuity.”
2. “A patient attacked a member of staff today. Safety depends on levels of acuity.”
3. “Sometimes we are short staffed, and we need more staff.”
4. “There are not enough staff on nights.”
5. “Night time is not safe.” They cited that their ward frequently had to give up staff to cover sec136
and 1:1 on other wards.
Restraint benchmarking
Restraint data provided by NHS Benchmarking Network Restraint phase 3 2015 benchmarks restrictive
interventions during the month of August.
Positives
All Types of beds
•
•
•

We are well below the lower quartile for use of restraint per 10 beds, with only one Trust with
lower use nationally.
Our self-harm per 10 beds for the same period is just over average nationally (but it does not show
us against the other London Trusts).
We have a low incident of violence to staff, in the lower quartile.

Adult Acute Beds
•
•

We are also in the lowest quartile of use for both restraint and prone per 10 beds
We are in the lowest quartile for restraint in PICU per 10 beds, second from lowest Trust.

Not so positives
All Types of beds
•
•

We have a high incident of violence to patients. (This is across all bed types so not clear on the
spread across Forensic, Older Persons or Adult Acute)
Though our "Violence towards patient" is high, I think this could be interpreted in several ways and
it has to be accepted as a snap shot (It is noted that the Trusts either side of us on the "higher
violence towards patients" (Page 5), RES007 and RES009 are both also in the upper quartile
for higher violence towards staff (page 5) and both have restraint in the upper quartile, where as
our "Violence towards staff" is below average and our use of restraint is second to lowest in the
lower quartile. Therefore, though tempting, it would perhaps be a mistake to make a connection
between our lower restraint and our higher violence towards patients.

Section 5
Review support that is available to staff such as staff support groups and psychology led discussions
There are a range of services available to support staff:
Workforce Focus Groups – Groups run with staff side representative Wendy Lyon leading on discussion
groups with staff on issues that concern them. Formal meetings are set up for Wendy Lyon to discuss the
findings with Directorate Management and Human Resources Management and any issues are subject to
action planning.
Care First – Confidential independent counselling service available for all staff to access in the event that
they feel it necessary, this is commonly used at times of incidents as support for staff.
Psychology Facilitated Staff Reflective Practice Sessions – Sessions are scheduled either weekly or
fortnightly for staff across Inpatient and Crisis Teams. Frequency and attendance is monitored by Sharon
Lines and a report is available attached.
Comparing the 6 month activity periods, all the way back to 2011 when Sharon Lines, Consultant Clinical
Psychologist, began routinely collecting the data, the inpatient wards in 2015 have achieved the highest
attendance ever; 579 staff participated in Reflective Practice Groups (RPGs) over a 6 month period. This
demonstrates the way the RPGs are becoming embedded into the culture of the busy wards. Figures for the
Crisis Resolution Home Treatment and Day Treatment Teams show that some teams are participating
regularly in RPG

MONTH
TEAM

APRIL
2015 DECEMBE
R 2015
NO OF
SESSIONS
THAT
TOOK
PLACE IN
THE
PERIOD

NO OF
SESSIONS
THAT
WERE
CANCELLE
D IN THE
PERIOD

INPATIENT & CRISIS
FREQUENCY NUMBER OF ATTENDANCES BY DIFFERENT TEAM MEMBERS
OF SESSIONS

SN/CP
N

CN

TM

Dr

OT

HCA/STa
R
Worker

TOTAL
NO. OF
STAFF

StN

Other

RANGE OF
ATTENDEES
PER SESSION

AVERAG
E NO OF
ATTENDE
ES PER
SESSION

Lesney

16

24

Weekly

16

14

0

0

0

22

12

1

65

2-8

4.1

Millbrook

7

32

Weekly

17

5

0

0

0

15

4

5

46

4-8

6.6

Betts

15

7

Fortnightly

34

6

1

0

0

41

7

0

89

3 - 10

5.9

Goddington

12

13

Fortnightly

25

6

1

0

0

29

5

0

66

4 - 14

5.5

Norman

11

9

Fortnightly

25

2

2

0

0

23

0

4

56

3-7

5.1

Avery

26

14

Weekly

38

44

0

0

0

50

9

9

150

4 - 11

5.8

Maryon

15

1

Fortnightly

40

2

1

3

5

14

12

1

78

3 - 10

5.2

Shrewsbury

26

13

Weekly

29

38

3

5

1

55

10

16

157

4 - 10

6.0

The Tarn

25

9

Weekly

20

21

0

0

9

75

15

8

148

3 -11

5.9

TOTALS

153

122

244

138

8

8

15

324

74

44

855

Bexley

7

2

0

11

0

0

0

0

0

4

15

2-4

2.1

Bromley

md

md

md

md

md

md

md

md

md

md

md

md

md

Greenwich

*

TOTALS

7

0

11

0

0

0

0

0

4

15

5.6

CRHTT

DTT

2

Fortnightly
md

2.1

Bexley

13

5

Fortnightly

11

0

3

0

23

0

0

7

44

2-7

3.4

Bromley

8

4

Fortnightly

md

md

md

md

md

md

md

md

md

md

md

Greenwich

*

TOTALS

21

11

0

3

0

23

0

0

7

44

9

3.4

MONTH

TEAM

INPATIENT AND CRISIS
NUMBER OF
FREQUENCY
NUMBER OF ATTENDANCES BY DIFFERENT TEAM MEMBERS
SESSIONS THAT OF SESSIONS
WERE
CANCELLED IN
THE PERIOD

APRIL 2015 - SEPTEMBER 2015

NUMBER OF
SESSIONS
THAT TOOK
PLACE IN
THE PERIOD

SN/CPN

CN

TM

Dr

OT

HCA/STaR
Worker

StN

Other

TOTAL
NO. OF
STAFF

RANGE
OF
ATTENDE
ES PER
SESSION

AVER
AGE
NO
OF
ATTE
NDEE
S
PER
SESSI
ON

Lesney

9

17

Weekly

10

9

0

0

0

12

4

1

36

2-8

4.0

Millbrook

1

24

Weekly

2

1

0

0

0

1

0

0

4

4-4

4.0

Betts

11

4

Fortnightly

25

5

1

0

0

27

3

0

61

3 - 10

5.5

Goddington

9

10

Fortnightly

17

2

0

0

0

17

2

0

38

4-6

4.2

Norman

9

6

Fortnightly

20

2

2

0

0

19

4

0

47

4-7

5.2

Avery

17

10

Weekly

37

40

0

0

0

46

9

9

132

4 - 11

7.8

Maryon

10

1

Fortnightly

26

1

0

3

5

9

8

1

53

4 - 10

5.3

Shrewsbury

19

9

Weekly

24

24

1

3

1

42

3

13

111

4 - 10

5.8

The Tarn

17

9

Weekly

14

16

0

0

9

54

3

1

97

3-8

5.7

TOTALS

102

90

175

100

4

6

15

227

36

25

579

Bexley

5

3

Fortnightly

0

9

0

0

0

5

0

3

17

2-4

3.4

Bromley

md

md

md

md

md

md

md

md

md

md

md

md

md

md

Greenwich

*

TOTALS

5

3

17

5.7

CRHTT

DTT

3

9

5

3.4

Bexley

9

4

Fortnightly

7

0

2

0

16

0

0

6

31

2-7

3.4

Bromley

4

1

Fortnightly

5

0

0

0

11

0

0

17

33

8 - 10

8.3

Greenwich

*

TOTALS

13

23

64

5

12

2

27

April to September 2015 showed a drop in average number of attendees per session for Lesney, Millbrook and Goddington, but attendance picked up for Millbrook
and Goddington by the end of 2015.
The low figure for Millbrook for April-September 2015 was because 24 of the possible 25 weekly sessions were cancelled due to ward round changing into the
reflective practice slot, which despite efforts could not be resolved until late 2015. It is now resolved.
Looking at patterns over time, the 6-month period in 2015 showed a massive increase in attendances of Charge Nurses to 100, compared to previous levels of 8, 36,
44, 21, 17. HCA attendances also massively increased to 227, compared to previous levels of 63, 114, 133, 107, 69. Staff nurse attendances remain high at 175,
compared to previous levels of 97, 195, 142, 94, 62. In terms of MDT attendance some teams manage greater MDT presence than others. Number of RPGs cancelled
remains high in some places showing that it might be helpful for us to consider ways we can support teams to protect this time.
* psychologist on secondment Apr - Dec 15 and unsuccessful recruitment to fixed term post

SN/CPN
CN
TM
Dr
OT
HCA/STaR Worker

Key
Staff Nurse/Comm Psych Nurse
Charge Nurse
Team Manager/Ward Manager
Doctor
Occupational Therapist
Health Care Assistant

StN
md

Student Nurse
missing data

/Support Time and
Recovery

4.9

Human Resources Information – snap shot:
Sickness Rate: IR&C 4.29% (last month 4.72%) Below Trust average of 4.47%
PDR: 89% (46 PDRs outstanding)
Supervision: 65%
Vacancy Rate: 17.53%
We are aware that improvement is required in the rates of supervision of staff in bedded areas. We are
aware that burnout is increasing amongst Oxleas' mental health nurses. From previous research conducted
in Oxleas, receiving supervision on a monthly basis was linked to lower levels of burnout. Burnout is
linked to poor care, thus it is critical to increase uptake of supervision.
Complaints and Incidents:
31 complaints were received for the period April to December 2015, in which 107 concerns were raised.
The graph below shows these broken down by ward and subject matter

Of the 31 complaints received, 22 complaints investigations are now complete. The table below shows the
breakdown of upheld/partially upheld concerns (22), by ward.
Ward
Avery (10)

Subject
Admission & Discharge Sleepover/availability of beds

Issue raised
No beds available on
admission and for many days
daughter had to sleep over at
Queen Mary's Hospital.

Attitude & Behaviour

(a)Two staff members argued
in front of patient about who

Findings
The investigation
found that the
patient agreed to
sleep over at
woodlands.
(a)The staff
member

was going to escort her to
QMS.
(b)When patient felt at risk of
self-harm, she asked staff to
accompany her when she
went outside to smoke. She
was met with a big sigh, huff
and puff by the staff member.

Ward
Avery cont.

Attitude & behaviour

Staff are discourteous and
disrespectful and lack
empathy. They have shouted
at parents and their
annoyance is blatant.

Subject
Attitude and behaviour

Issue raised
Staff implied that daughter
causes mother distress when
visiting

Clinical Care

Parents asked for patient’s
food/drink intake to be
monitored. However, was
taken to Queen Elizabeth A&E,
It was found that she was
suffering from severe
dehydration. Patient said she
had not eaten or drunk in
three days.

Clinical care

A doctor checked patient’s

concerned was a
temporary agency
member of staff
and the matter is
being deal with
by the agency
concerned.
(b) Head of
Nursing will look
at the practice of
escorting patients
and staff attitude
in all units.
The investigation
has concluded
that staff attitude
at times was not
as good as it
could have been.
This will continue
to be monitored
and discussed in
the ward staff
meetings and
formal
supervision to
ensure that
practice is
improved.
Findings
It was not the
intention of staff
to imply that
daughter causes
mother distress
when visiting.
The investigation
found that
though staff
complied with the
process of
maintaining fluid
chart for patient,
it would have
been more robust
if a record had
also been kept of
what the patient
had consumed
when she was on
leave from the
ward. This is now
being done.
The wound on

burned arm in the morning
and said a nurse would
bandage it. Despite patient
repeatedly reminding staff of
this, her arm was not
bandaged until 8.30pm

Maryon (3)

Clinical care - Nutrition &
Hydration

Mother does not get a drink
all day and cannot get one
herself

Communication – Breach of
confidentiality

Parents attended ward round
and gave the psychiatrist a list
of their complaints/concerns.
The list was passed round the
staff in front of patient.

Environment

No hangers in wardrobe

Safety -

On several occasions daughter
has had numerous visible
marks on her body

Admission & discharge

Father was told only 12 hours
after his admission to The
Tarn that he would be on
another ward by the end of
the week. He was transferred
to Maryon ward one week
later.

the patients arm
is regularly
monitored and is
now being
dressed weekly
which indicates
some progress is
being made.
Staff initially
wrongly assumed
mother was able
to ask for a drink
if she needed
this, although
they did provide
drinks on an
adhoc basis.
The patients care
is discussed in the
ward round and
in team meetings,
however patients
information and
care should not
be passed around
the communal
area.
Mother's clothes
should have been
removed from
the hospital bags
when she moved
rooms and placed
in the wardrobe.
The patient’s
bruising was
caused by
necessary
restraint.
However, staff
are expected to
keep families and
carers informed
wherever
possible.
The ward team
acted reasonably
however
communication
about the
rationale for
transferring
father to another

Carers

Communication : Breach of
confidentiality

Ward
Shrewsbury (3)

Subject
Attitude and behaviour

Daughter's concerns that her
father was not ready for
extended leave or discharge
were not taken into
consideration. When she
spoke to staff about this she
was simply told if she had
concerns about his mental
state she should take him to
A&E
When daughter rang the ward
about her concerns about her
father’s leave
arrangements/discharge, she
asked that her call be kept
confidential, due to safety
concerns. This request was
ignored.
Issue raised
: Inappropriate comments
made/lack of action taken
when patients raised issue of
notice board with the ward
manager

Communication/Breach of
confidentiality -

Confidential data about
individual patients is displayed
on the notice board in the
nursing office. This
information is visible to
patients and visitors.

Communication:

The unprofessional manner in
which the consent process to

ward should have
been explained to
daughter at the
time.
Staff did not
engage with
daughter as they
might have.

Father should not
have been
informed of
daughter's call

Findings
The ward
manager was
sorry he came
across as angry
when patients
brought to his
attention the lack
of patient
confidentiality.
Patient
information was
accidently
displayed within
the staff room
where patients
and visitors
sitting in dining
room could view
the information
through the
window. Staff
have been
reminded of
patient
confidentiality
and will now use
smaller font and
use initials rather
than full names
It took 6 days
before the

respond to her complaint was
handled.

Lesney (2)

Millbrook (2)

Goddington (2)

Admission & Discharge Sleepover/availability of beds

Patient has been made to
sleepover on four occasions,
which has caused considerable
distress

Environment:

Patient was given dirty bed
linen and had to complain
before he was given a pillow

3. Admission & Discharge

Son allowed to leave ward
without medication

Communication

wife's telephone calls to the
ward were not returned

Communication - breach of
confidentiality

Nurse made mention of the
complainant being a doctor
within earshot of at least one
other patient. This put her at
possible risk of ridicule, abuse,
harassment or anger from
other patients

consent to share
form was signed
by the patient
and
acknowledges
that this could
have been a
quicker process.
Service was
experiencing a
very high volume
of patient
admission's which
has led to
challenges for the
service in
managing
demand.
Matter raised
with staff
concerned to
ensure behaviour
is not repeated.
Patient did not
want to wait for
his medication
and said he would
return the next
day. Staff could
however have
provided him
with enough
medication to last
him until then.
The ward
manager will
reinforce with
staff the need to
make contact
with carers and
proactively offer
them the
opportunity to
provide
information to
the team.
Nurse made
mention of the
complainant
being a doctor
but denied this
was within
earshot of
another patient.

Attitude & behaviour

Complaints: – Inpatient & Crisis
(November 2015)
Complaint Type
Area
Formal

Greenwich – Shrewsbury
Ward

Formal
Informal

Bromley, GPH
Bromley – Goddington Ward

Informal

Greenwich – Maryon Ward

Formal

Bexley – Millbrook Ward

Daughter went to GBH to visit
a friend but was turned away
because she was a former
patient.

Complaint Details
Communication, breach of
confidentiality, attitude and
behaviour
Clinical care
Clinical care, safety, attitude &
behaviour
Attitude and behaviour,
environment
Attitude & behaviour, medication

The nurse should
not have
addressed patient
as being a doctor
and this will be
addressed with
her in formal
investigation.
Patient was quite
unsettled when
daughter visited
and staff felt it
would not be
appropriate for
the patient to
receive more
visitors at that
point in time.
Whilst the
investigation
found that the
staff nurse was
acting in patient's
best interests,
apologies were
given that she did
not fully explain
the reasons why
the visit could not
take place.

Level 4/5 Incidents: – Inpatient & Crisis

Acute Mental Health inpatient incident data 1.4.15-31.12.15
Incident data was obtained for all Adult Mental Health inpatient wards for the period 1 April 2015
– 31 December 2015:
Lesney ward, Woodlands Unit; 257 total incidents
Millbrook ward, Woodlands Unit; 384 total incidents
Betts ward, Green Parks House; 127 total incidents
Goddington ward, Green Parks House; 97 total incidents
Norman ward, Green Parks House; 124 total incidents
Avery ward; Oxleas house; 293 total incidents
Maryon ward, Oxleas House; 355 total incidents
Shrewsbury ward, Oxleas House; 269 total incidents
Tarn, Oxleas House (PICU); 143 total incidents
Ward
Lesney
Millbrook
Betts
Goddington
Norman
Avery
Maryon
Shrewsbury
Tarn (PICU)

Level 1
139
191
48
34
60
179
223
208
32

Level 2

75
138
55
41
39
109
94
24
37

41
54
24
19
25
5
37
37
74

Level 3

2
0
0
1
0
0
1
0
0

Level 4

0
1
0
2
0
0
0
0
0

Level 5

Incidents level and type by ward
Level 1
180
160

Abscond, AWOL and Missing Patients

140

Abuse and Aggression - patient

120

Abuse and Aggression - staff

100

Accident - Oxleas patient

80
60

Accident - Oxleas staff
Admission, referral and discharge

40
20

Records, Communication and
Consent - patient

0

Records, Communication and
Consent - staff
Choking

Level 2

Level 3

Level 4
1.2
1
0.8
0.6

LESNEY
GODDINGTON

0.4

MARYON

0.2
0
Abscond, AWOL
and Missing
Patients

Abuse and
Aggression patient

Death of a patient

Level 5

Section 6
Summary
Benchmarking position
• We are in the upper quartile of acute beds available, but this is lower than the majority of London
trusts.
• We are in the upper quartile and above London average for bed occupancy.
• We have a near national mean and median for London length of stay.
• We have above average delayed transfers of care.
• We are just below the average for community caseload sizes but above the majority of London
Trusts. The cost of the caseload per patient is in the lower quartile and we are median for contacts.
• We are in lower quartile for cost of beds.
• We an average ratio of qualified nurses to beds.
• We are in the lower quartile for serious incidents and complaints although physical violence
incidents are above average.
Staffing levels
• Benchmarking shows that we have an average ratio of qualified nurses to beds. We review planned
to actual nursing and health care support worker staffing weekly and monthly to monitor for
variations and confirm mitigations in place e.g. use of safe staffing escalation policy and
considerations to bed numbers. We have confirmed that a recurrent investment of £553k is
required to ensure that all the wards have a minimum of 3 registered nurses and 2 health care
support workers on early and late shifts and 2 registered nurses and 1 health care support worker
on nights. This is increased where acuity and dependency requires. By making the positions
recurrently funded substantive as opposed to temporary staff will be employed which will greatly
enhance the cohesiveness of teams to provide consistency in therapeutic care and safety.
• To validate the recommendations made by heads of nursing we are in the process of using the
Hurst tool to review.
Therapeutic activities
• There are a range of regular therapeutic activities available in each borough.

Safe wards
• The safe wards programme has been implemented to positively influence factors that contribute to
conflict and containment onwards. The results show a rise in patient to staff aggression which is
also reflected in the 2015 Staff Survey. Monthly "how safe do you feel" questionnaires to patients
and staff demonstrate variation but highest responses are very safe and safe. Conflict remains high
but comparatively containment is low. An audit conducted of 101 staff and patients across all acute
mental health wards indicated that 92% and 97% of staff and patients respectively considered they
felt safe but 29% and 26% of staff and patients respectively considered that there should be more
staff.
• Triangulated with NHS restraint benchmarking suggests that we are in the lower quartile of
restraints but our self-harm is just above the national average. In acute beds we are in the lowest
quartile for use of restraint and prone. We have a high incidence of violence to patients, although
not necessarily correlated when compared to other trusts benchmarking for these.
Staff support
• The support available to staff is collated regularly and shows that in a 6 month period there has
been a significant increase in charge nurse and health care support worker participation. Staff
nurse attendance remains high.
Complaints and incidents
• Complaints have been in respect if communication, confidentiality, attitude and behaviour, clinical
care, medication and environment. Incident reporting is highest in Greenwich but significantly
lower in Bromley.

Conclusion
The review has concluded that the triangulation of information allows us a good level of confidence that
our adult acute mental health wards are safe and provide a good experience for service users and staff. We
recognise the importance of engaging service users and staff in constantly reviewing the wards and that we
have more work to do to continuously improve our understanding and provision of support.

Section 7
Recommendations
•
•
•
•
•

•

Complete refresh of reporting data with and without sleepover bed data
Continue to manage flow and reduce delayed transfers of care
Review the staffing establishment with findings of triangulation of activity, acuity and quality using
the Hurst tools.
Encourage all staff to engage in reflective practice sessions.
Encourage all staff to engage in clinical supervision sessions.
Encourage more incidents to be reported at Green Parks House.

Appendix A
Summary of the weekly safe staffing reports- February 2016 1
Week beginning 29th February
From 29th February onwards was it agreed at the Safe Staffing meeting that Heads of Nursing in each
directorate would provide more detailed commentary of shifts over planned and under planned, including
implications for care, mitigation, and reasons
Ward
% of Shifts
% of shifts
Narrative re: RAG red and amber RAG ratings, including
with staff
with numbers implications for care when below and what was done to
numbers
above
mitigate; and reasons for staffing above planned levels
below
planned
and
planned and
RAG
RAG
<10% Green <10% Green
11-19%
11-19%
Amber
Yellow
>20% Red
>20% Blue
Atlas House
0%
57%
Increase in observation level. A patient is on 2:1 and two
are on 1:1
Avery
0%
10%
Barefoot Lodge 0%
19%
Betts
0%
29%
Extra staff booked for Level 3 observations.
Birchwood
0%
0%
Bluebell House
0%
0%
Burgess
38%
5%
Crofton
0%
81%
Increase in nursing observations and ward activities
Danson
0%
62%
Increase in ward activity and nursing observations
GICU
24%
0%
Goddington
0%
0%
Greenwood
5%
14%
On Wednesday there was staff sickness, but the ward
was settled thus cover was not sought. There were 4
HCAs on Thursday due to a planned escort.
Hazlewood
0%
29%
Heath
0%
81%
Up to 3 patients in general hospital. Six less patients on
the ward.
Holbrook
14%
5%
Ivy Willis House 14%
0%
No temporary staff available on Wednesday, Thursday
closed
and Friday
Ivy Willis House 19%
0%
Unable to get temporary staffing to cover Tuesday,
open
Wednesday, Thursday and Friday early shifts
Joydens
5%
14%
Lesney
0%
14%
Extra staff booked due to an increase in acuity.
Maryon
0%
24%
Meadowview
43%
0%
Wednesday, Thursday and Saturday- Agency staff did not
attend, leaving the ward short staffed. Monday and
Sunday- unable to cover RN shifts via bank or agency.
Monday- unable to cover the HCA position due to a
cancellation made by an agency.
Millbrook
10%
14%
Monday and Thursday short staffed due to short notice
cancellation by temporary staff. Extra RNs booked for
ward rounds.
Norman
0%
24%
Extra staff booked for ward rounds, escorts and groups.
Monday and Saturday- extra staff booked due to manage
increased level of acuity.
Oaktree Lodge
0%
86%
Increased level of observations.
1

Percentages rounded to the nearest number
9-5 staff show as 0.5 on Early and Late shifts NB if <1 person over or under staffing not included in analysis

Scadbury
Shepherdleas

0%
0%

95%
76%

Shrewsbury
Somerset Villa

5%
24%

38%
0%

Tarn

0%

24%

Week beginning 22nd February
Ward
% of Shifts
% of shifts
with staff
with numbers
numbers
above
below
planned
and
planned and
RAG
RAG
<10% Green <10% Green
11-19%
11-19%
Amber
Yellow
>20% Red
>20% Blue
Atlas House
Avery
0%
19%
Barefoot Lodge 5%
5%
Betts
10%
0%
Birchwood
0%
29%
Bluebell House
0%
38%
Burgess
19%
24%
Crofton
14%
48%
Danson
5%
52%
GICU
71%
0%

Goddington
Greenwood
Hazlewood
Heath
Holbrook

0%
10%
24%
57%
19%

0%
14%
5%
19%
43%

Ivy Willis House
closed

29%

0%

Ivy Willis House
open
Joydens

10%

0%

53%

0%

Lesney
Maryon
Meadowview

0%

24%

24%

0%

Extra staff were required for an increased number of
service users on observations, and a number of service
users who had to be escorted to Queen Elizabeth’s
Hospital.
Extra staff booked for higher levels of observations.
Unable to cover second RMN on various shifts.
Extra staff booked for increased observations and
escorts.
Narrative re: RAG red and amber RAG ratings, including
implications for care when below and what was done to
mitigate; and reasons for staffing above planned levels

No data

Although there are a high number of shifts with reduced
staffing, the lower than expected patient numbers
resulted in a reduction in the use of temporary staffing.
As a result, patient care has not been compromised.

There were five less patients on the ward.
Issues with agency staff not attending or cancelling at
short notice.
Other staff not accounted for in the numbers worked with
the nursing team to cover appointments and any care
duties required. Staffs include the unit manager and
Occupational Therapist. The Medical team were also
made aware that there was staff shortage.
Friday Early and Late low staffing due to 9-5 staff
unavailable, therefore only one shift with loss staff. No
Night RN on Saturday and Sunday- ward augmented by
extra HCA.
Data incomplete
Shortages on days shifts have been covered by the unit
Matron and charge nurses. There have been some
shortages out of office hours. The Head of Nursing has
checked Datix, and there were no reported falls or SUIs
related to shortages of staff.

Millbrook
Norman
0%
5%
Oaktree Lodge
0%
100%
Scadbury
5%
66%
Shepherdleas
0%
76%
Shrewsbury
Somerset Villa
5%
10%
Tarn
Week beginning 15th February
Ward
% of Shifts
% of shifts
with staff
with numbers
numbers
above
below
planned
and
planned and
RAG
RAG
<10% Green <10% Green
11-19%
11-19%
Amber
Yellow
>20% Red
>20% Blue
Atlas House
Avery
5%
5%
Barefoot Lodge
0%
0%
Betts
10%
0%
Birchwood
5%
5%
Bluebell House
Burgess
33%
43%
Crofton
29%
10%
Danson
5%
48%
GICU
Goddington
Greenwood
0%
57%
Hazlewood
0%
38%
Heath
57%
33%
Holbrook
10%
43%
Ivy Willis House 5%
0%
closed
Ivy Willis House 19%
0%
open
Joydens
33%
0%
Lesney
5%
29%
Maryon
Meadowview
14%
0%
Millbrook
10%
24%
Norman
0%
29%
Oaktree Lodge
0%
100%
Scadbury
0%
43%
Shepherdleas
0%
90%
Shrewsbury
90%
33%
Somerset Villa
10%
5%
Tarn
14%
10%
Week beginning 8th February

No data

No data
No data
Narrative re: RAG red and amber RAG ratings, including
implications for care when below and what was done to
mitigate; and reasons for staffing above planned levels

No data

No data
Extra staff booked due to acuity levels

No data
Data incomplete

Extra staff booked on each night shift.

Data incomplete

Ward

Atlas House
Avery
Barefoot Lodge
Betts
Birchwood
Bluebell House
Burgess
Crofton
Danson
GICU
Goddington
Greenwood
Hazlewood
Heath
Holbrook
Ivy Willis House
closed
Ivy Willis House
open
Joydens
Lesney
Maryon
Meadowview
Millbrook
Norman
Oaktree Lodge
Scadbury
Shepherdleas
Shrewsbury
Somerset Villa
Tarn

% of Shifts
with staff
numbers
below
planned and
RAG
<10% Green
11-19%
Amber
>20% Red

% of shifts
with numbers
above
planned
and
RAG
<10% Green
11-19%
Yellow
>20% Blue

Narrative re: RAG red and amber RAG ratings, including
implications for care when below and what was done to
mitigate; and reasons for staffing above planned levels

No data
No data
0%
0%

0%

10%
10%
No
No
No
No
No
No

data
data
data
data
data
data

No
No
No
No

data
data
data
data

0%

24%

5%

43%

5%

5%

33%

10%
38%
5%
0%

38%8

No data
Extra staff booked for every night shift due to acuity
levels.

10%
19%
No data
No data
No data

5%

Week beginning 1st February
Ward
% of Shifts
with staff
numbers
below
planned and
RAG
<10% Green
11-19%
Amber
>20% Red
Atlas House
Avery
Barefoot Lodge
14%
Betts
19%

38%
Data incomplete
No data

% of shifts
with numbers
above
planned
and
RAG
<10% Green
11-19%
Yellow
>20% Blue

0%
5%

Narrative re: RAG red and amber RAG ratings, including
implications for care when below and what was done to
mitigate; and reasons for staffing above planned levels

No data
No data
Shortages of staff due to sickness.

Birchwood
Bluebell House
Burgess
Crofton
Danson
GICU
Goddington
Greenwood
Hazlewood
Heath
Holbrook
Ivy Willis House
closed
Ivy Willis House
open
Joydens
Lesney
Maryon
Meadowview
Millbrook
Norman
Oaktree Lodge
Scadbury
Shepherdleas
Shrewsbury
Somerset Villa
Tarn

0%

24%

19%
19%
19%

14%
33%
62%

0%
10%
67%
29%
19%

5%
48%
5%
33%
43%

No data

No data

No data
24%

0%

57%
0%
0%

10%
29%
24%

10%

14%

0%
0%
10%

71%
76%
81%

29%

5%

No data
No data

No data
No data

Board of Directors
7th April 2016

Item 11
Enclosure 9

Agenda item

Suicide review

Item from

Dr Ify Okocha, Medical Director
Jane Wells, Director of Nursing
Learning from Suicides in Oxleas – April 2016

Attachments

Summary: Learning from suicides
The National Confidential Inquiry into Suicides and Homicides (NCISH) defines general
population suicides as deaths by intentional self-harm and deaths of undetermined intent
by individuals aged 10 and over. Patient suicides are those that occur within 12 months of
mental health service contact.
The UK suicide rate is 11.9 deaths per 100,000 of population (2013). The male suicide rate is
more than three times higher than the female rate, with 19.0 male deaths per 100,000 of
population compared to 5.1 female deaths.
The highest UK suicide rate by broad age group was among men aged 45 to 59, at 25.1
deaths per 100,000 of population, the highest for that age group since 1981. Suicide
remains the leading cause of death in England and Wales for men aged between 20 and 34
years of age (24% of all deaths in 2013) and for men aged 35 to 49 years (13% of all deaths
in 2013)
The highest suicide rate among the English regions was in North East England at 13.8 deaths
per 100,000 of population, while London had the lowest at 7.9 per 100,000 of population.
The most common method of suicide in the UK is ‘hanging, strangulation and suffocation’
which accounted for 56.1% of male suicides and 40.2% of female suicides.
Regarding patient suicides, approximately 25-30% of people who commit suicide are in
current contact with mental health services across England and another third have had
contact with mental health services in the past. A further third have never had contact with
mental health services.
The national strategy for the prevention of suicides identifies six key areas for action as
follows:
• Reduction of risk in high risk groups
• Tailoring approaches to improve mental health in specific groups
• Reducing access to the means of suicide
• Provision of 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 NCISH by people with mental illness investigates all suicides and homicides and now
publish a safety scorecard for benchmarking trusts (see attached). The Oxleas safety score
card reports our suicide rate for 2011-2013 as 6.3 per 10,000 people under mental health
care (compared to a national median of 7.65 per 10,000 people). The scorecard also shows
that we have a questionnaire response rate of 100% in 2015 compared to a national rate of
98%.
Each year the NCISH publishes its analyses of suicides (and Homicides) of people in contact
with mental services and each year we also review all suicides in Oxleas comparing our
suicide data to the national data in the NCISH annual report. This is to ensure we are aware
of the national themes, can benchmark our local findings against these and are therefore
able to put plans in place to address gaps and improve our practice to reduce the risk of
suicides.
A review of suicides in Oxleas from 5 April 2014 to 30 September 2015 was commissioned
by the medical director to see if there are common themes; compare our findings with the
national findings from the NCISH investigations and to establish whether there are factors
identified in the suicide of patients under the care of the Short Term Intervention (SIT)
teams that need to be considered in the redesign of Community Adult Mental Health
Services. Finally, the Oxleas findings were considered in relation to ‘clinical messages’ in the
2015 NCISH report. The review did not find any clusters and identified three broad care and
service delivery issues: consistent use of formal care planning in complex and high risk
groups thus ensuring robust risk management and crisis planning; better joint working
between mental health and drug and alcohol teams; and better family involvement
especially in crisis planning. These care and service delivery issues are similar to those
identified by the NCISH 2015 report.
The Mental Health Forward view task force report (February 2016) recommended a further
reduction in suicide rates by 10% in 2020 and recognising the need for a multiagency
strategy to achieve this asked that all areas have a local multiagency suicide reduction
strategy by 2017.
The patient safety group, a sub group of the Quality Committee has identified a need for an
Oxleas group that will work in collaboration with partners, particularly public health
partners from local authority and CCG commissioners, to produce a strategy.

Recommendations
The board is asked to note the progress and actions required

Learning from Suicides in Oxleas NHS Foundation Trust
Introduction and background
In September 2012, the government reiterated a commitment to suicide prevention
by publishing a cross-government strategy for England. This was partly driven by
concerns that the financial downturn of 2008 had resulted in an increase in suicide
rate in many countries including England (Office for National Statistics data) with the
highest rates in the North and South West of England and the lowest in London and
the South East (11.1 -11.4/100,000 population and 7.6-7.9/100,000 population
respectively).
The causes of suicide are multifaceted and involve societal, economic, physical and
psychological factors and as such strategies for suicide reduction must be
multifaceted and involve working with partner agencies. The national strategy (2012)
identified six key areas for focussed action as follows:
•
•
•
•
•
•

Reduction of suicide in high-risk groups
Tailored approaches to improve mental health in specific groups
Reduction in access to means of suicide
Provision of better information and support to those affected by suicide
Support to the media in delivering sensitive approaches to suicide and
suicidal behaviour
Support research, data collection and monitoring

Suicide prevention in any local community is not the responsibility of any single
organisation or group but requires a multiagency approach involving public,
voluntary and private sectors in localised areas, with a well articulated suicide
prevention action plan that sets out the specific actions that will be taken, based on
the national strategy and the local data, to reduce suicide risk.
The government’s preventing suicide in England policy calls for the establishment of
multi-agency suicide prevention groups involving all key statutory agencies and
voluntary organisations whose collaboration is required to effectively implement the
plan throughout the local community. In addition, the Five Year Forward View on
Mental Health (2016) published by the Mental Health Task Force set a target to
reduce suicide rate by 10% in 2020 and further emphasised the need for local multiagency suicide prevention plans that are reviewed annually by 2017.
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There is a need for a joint local suicide prevention plan in collaboration with local
partners across Bexley, Bromley and Greenwich, particularly public health in local
authorities and clinical commissioning groups.
Oxleas is recognised nationally as an organisation that has ‘outstanding levels of
openness and transparency’ and seeks to learn from things that have not gone well.
Oxleas was ranked second in the NHS improvement first ever publication: ‘Learning
from Mistakes League’ of 230 NHS trusts in the country (March 2016). We are also
committed to delivering safe and effective care to users of our services. To that end
we were one of the first trusts in the country to participate in the ‘sign up to safety’
campaign before its launch in June 2014. The campaign aims to strengthen patient
safety in the NHS by creating a system devoted to continuous learning and
improvement. Furthermore, it aims to reduce avoidable harm by 50% over three
years and save 6000 lives.
Despite the absence of a locally articulated suicide prevention plan, we have always
investigated suicides in Oxleas to ensure we improve practice and our annual review
of suicides always take account of the national report published by the National
Confidential Inquiry into Suicides and Homicides (NCISH). Our reviews ensure we
understand national and local factors as well as practice improvements necessary to
further reduce suicides in our patients.
The NCISH recently began to publish a safety score card in response to a request
from the Healthcare Quality Improvement Partnership (HQIP) for benchmarking data
to support quality improvement. Our Oxleas Safety Scorecard (Centre for suicide
prevention, NCISH) published in February 2016 shows our suicide rate was
6.3/10,000 people under mental health care between 2011-2013 (compared to a
national median of 7.65/10,000 people under mental health care) and that we
returned 100% of NCISH questionnaires in 2015. Here are extracts from the
scorecard but the whole scorecard is enclosed for information.
The figures give the range of results for mental health providers across England,
based on the most recent available figures: 2011-2013 for suicides, homicides and
sudden unexplained deaths (SUD), 2014/15 for people on the Care Programme
Approach (CPA), 31 October 2013 – 31 October 2014 for non-medical staff turnover
and 2015 for trust questionnaire response rates. ‘X’ marks the position of your trust.
Rates have been rounded to the nearest 1 decimal place and percentages to whole
percentage numbers.
Suicide rate

Suicides

Median = 7.65

The suicide rate in your Trust was 6.3
(per 10,000 people under mental
health care) between 2011-13.
0.0

5.0

Rate

10.0

15.0
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Homicides

Median = 0.25

Homicide rate
The homicide rate was 0 (per 10,000
people under mental health care)
between 2011-13.
0.5

1.0
Rate

1.5

2.0

national
rate 98%

Questionnaire
response rate

0.0

NCISH questionnaire response rate
You have returned 100% of NCISH
questionnaires in 2015.

85%

90%
95%
response rate

100%
Sudden unexplained deaths (SUD)

SUD

Median = 1.83

The SUD rate was 1.5 (per 10,000
hospital admissions) between 201113.
0.0

2.0

4.0
Rate

6.0

8.0

Whilst this is positive, we recognise that there is more to be done to further reduce
suicides in people in our care and that we our suicide prevention strategy must
consider measures to reduce suicide in prisons too.
Our approaches at Oxleas to reduce and prevent suicide
Over the last five years or so we have pursued an approach to reducing suicide that
can be broadly grouped into 8 areas as follows:
1. Primary prevention, improving understanding and building resilience in the
community.
Our work in the primary prevention of suicide, often seen as the responsibility of
public health, entails contributing to the general health and wellbeing of the
population and building resilience through the work of our staff. Examples of this
include supporting Time for Change campaign with information on our website and
to our members, social media activity and the Lived Experience Network for staff. We
promote the World Mental Health Day and last year our ‘Greenwich Time to Talk’
service, that is part of the wider Greenwich mental health and wellbeing forum, put
on a number of workshops focussing on breaking down stigma in Woolwich. Our
membership events include the provision of mental health information and
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signposting to local support networks. The Headscape site has information and
resources for children and adolescents to help build resilience and ensure early and
prompt access to services.
2. Promoting early detection and rapid access to care
Our secondary prevention of suicide approaches centre on the early detection of ill
health and ensuring speedy access to appropriate services. For example, our district
nurses assess patients with long-term conditions like Diabetes or Chronic Obstructive
Pulmonary disease (COPD) for depression; in Greenwich, our perinatal services work
with the maternity services in the acute trust to identify pregnant mothers at risk for
depression and perinatal illness. A similar service will start in Bromley in April. Our
health visitors and school nurses have the resources to support young people and
their families at times of crisis and to ensure referrals are made early for specialist
support if necessary.
Accessible mental health services are essential to preventing suicide and access to
psychological therapies, reduction in waiting times for treatment and the drive to
put mental health services on a level footing with those for physical health will all
play an important role in reducing suicide. Our Improving Access to Psychological
Therapy (IAPT) services supports rapid and timely access to psychological therapy in
Greenwich and the recently redesigned Primary Care Plus teams in our adult mental
health services work closer with general practitioners to provide advice and
treatment to Bexley Bromley and Greenwich residents.
To ensure robust and adequate response to people in crisis, NHS mental health
trusts including Oxleas have signed up to the Crisis Care Concordat which is an
agreement between the police, mental health trusts, ambulance services, local
government, experts by experience and other community agencies to work
collaboratively in meeting needs of people with mental health difficulties in crisis.
3. Ensuring that the needs of those in our care are safely and effectively addressed
or met
There is ample evidence of how mental health services can reduce suicide and these
include ensuring physical safety in inpatient settings through the elimination of
ligature points and absconding which we achieve through environmental audits;
ensuring the provision of specialist community mental health services such as crisis
resolution home treatment teams and assertive outreach and services for people
with dual diagnosis; sharing information with other agencies especially criminal
justice agencies; and implementing NICE guidelines for treatment of mental illnesses
with high risks of suicide such as depression, schizophrenia and personality disorder.
Risk of suicide is higher during periods of transition and it is important that patients
are supported at such times, for example, when discharged from hospital, to reduce
the risk of suicide. As a result of this we ensure that patients who are at considerable
risk of suicide and have attempted to harm themselves prior to their admission to
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hospital are seen within 48 hours of discharge and that those with complex needs
and therefore on the Care program Approach are seen within 7 days of discharge
from hospital. These measures are on our integrated board of director’s dashboard.
Key findings from the July 2012 NCISH report include an increased suicide rate
amongst patients under the care of Crisis Resolution and Home Treatment (CRHT)
teams and the request that trusts should focus on safety in these teams especially
when treating patients who live alone and or are isolated. This has been
incorporated in our training of clinicians who work in crisis teams across Oxleas who
should now consider whether hospitalisation is preferable to home treatment. In
pursuit of safer prescribing practices, clinicians have reduced the prescribing of
drugs that are known to be lethal in overdose such as the older tricyclic
antidepressants and these are only used after careful risk assessments of individual
patients.
4. Ensure that our clinicians are adequately skilled and have necessary and up to
date resources to provide care
Research shows that about 50% of people who kill themselves express suicidal
thoughts beforehand, usually to a family member. It is important therefore that we
engage families, careers and significant others in the care of patients ensuring they
are able to raise concerns and their concerns are considered in care planning.
Our trust values (user focus, excellence, learning, responsive, partnership and safety)
and our ‘four must do’ promise to patients (increase support to families and carers,
enhance care planning, provide better information for service users and their carers
and improve the way we relate to both service users and carers by treating them
with dignity and respect) emphasise how we behave and our unqualified priorities in
our day to day care of patients. Annual appraisals give clinicians an opportunity to
review the year’s work and consider areas for further development relevant to their
work and this is important in the development of a clinician’s personal development
plan (PDP). Our on-going efforts to ensure all clinicians receive supervision as per
trust policy should give additional assurance that clinicians are supported in
maintaining the delivery of a high standard of care.
In addition to having the relevant professional competencies through basic training,
continuous professional development (see below) and trust learning events, we have
published a Risk Assessment and Management manual for staff. This provides
information about how to assess, identify and manage risks including suicide risk in
patients. Furthermore, our electronic patient record (RiO) has an embedded risk
assessment tool that clinicians are expected to complete and which should drive the
formulation of a personalised care plan. How well care planning is done in the
organisation is audited annually and patient complaint reviews and serious incident
inquiries give further opportunities for deep dives into individual care records.
Available evidence in the trust shows that there is room for further improvement as
care plans are not always robustly formulated to mitigate identified risks in patients.
We have a transformational clinical manager leading this work in the trust.
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Furthermore, we undertake suicide prevention audits in community mental health
teams that seek to establish whether clinicians are identifying key risk factors for
suicide in patients they care for. As a result of our review of services following the
NCISH publication in 2013 we launched the STORM suicide prevention training for
staff especially those in teams with a higher prevalence of suicide. We are currently
evaluating this training.
5. Ensure staff, families and carers are supported and their views are taken into
account when things go wrong and during inquiries into suicides
Staff support is important to us and the patient safety team make every effort to
meet with them and provide each member of staff with support and facilitate
further support from managers and psychologist or the trust independent
psychological services for staff. Similarly, we ensure that we meet our duty of
candour requirements by writing to families and carers and inviting them to
contribute to our inquiries. Furthermore, we support family members and provide
each family a copy of ‘Help is at Hand: support after someone may have died by
suicide’ a publication supported by Public Health England and National Suicide
Prevention Alliance. When appropriate we provide psychological support from a
clinical psychologist.
6. Ensuring that we contribute to national research and knowledge about suicides
We contribute to the work of NCISH by ensuring we participate in all audits and data
collection including providing them detailed information about suicides (and
Homicides). Our trust scorecard (enclosed) shows that in 2015 we had a response
rate of 100% to NCISH questionnaires compared to a national rate of 98%.
7. Positive risk management
As an organisation we recognise, along with clinical staff, the need for a balance
between robust risk management to reduce suicide and positive risk management.
There is evidence that over-defensive practice that seeks to avoid all risks can be
counterproductive with unintended consequences. This important issue is
considered in all reviews of near misses and SI inquiries and at every feedback
meeting with clinicians.
8. Ensure we learn from national and local data about suicides
Following the NCISH publication in 2013 of the UK wide study of the impact of 17
service changes (including adoption of 7 policies) between 1997 and 2011 that have
reduced patient suicides, we reviewed the evidence we hold for the changes. Our
review identified areas for further work and all actions have now been completed.
These include training for clinical staff on the management of suicide risk, which led
to STORM training for staff starting with those in the short intervention and crisis
teams in addition to a module on suicide at Greenwich University. We also
developed a policy for managing patients who do not take their medication, which
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further supplemented the chapter on ‘Enhancing Medication Adherence’ in the trust
risk book.
We need to carefully monitor the impact of merging our specialist assertive outreach
teams into generic teams following the redesign in September 2015 as the NCISH
research found that this appeared to be associated with a trend of more suicides
although this was not statistically significant.
To ensure that we learn from near misses and completed suicides, we have a robust
system of investigation and review of incidents and work hard to ensure that
clinicians learn from these incidents and that this is widely disseminated. We also
participate in the National Confidential Inquiry into Suicides and Homicide to learn
lessons from national data and also benchmark using the scorecard. Furthermore,
we undertake an annual review of suicides taking account of national trends and
ensuring as far as is possible that lessons are learned
Suicides in Oxleas over last 5 years
Oxleas patient death data for the period 2011 to 2015 was obtained from a search
on Datix web, the trust incident reporting tool, of all incidents that resulted in death.
2011
18

2012
21

2013
19

2014
13

2015
21

Deaths excluded from this report are those where the coroner’s conclusions were
natural causes, accidental death or misadventure. Also excluded from the data are
deaths where the patient had not been known to mental health services for six
months prior to date of death.
Deaths were the coroner’s conclusion was either open, ‘killed themselves’, suicide or
narrative have been included as suicides. The coroner reaches a conclusion of suicide
when certain beyond reasonable doubt that it was the intention of the deceased to
take their own life. It is common for an open conclusion to be reached when the
deceased has died by hanging or self-poisoning.
A narrative conclusion is used to record the how and in what circumstances the
death occurred rather than giving a short form verdict. Narratives are also used to
raise matters of public concern.
Themes from review of suicides in the period 5 April 2014 to 30 September 2015
At the end of 2015, the medical director asked Dr Janet Parrot, consultant in
Forensic Psychiatry to review suicides of patients cared for by Oxleas between,
where the Inquiry panel have completed their root Cause Analysis between 5 April
2014 and 30 September 2015.
The purpose was to review findings from local suicide inquiries to see if there are
common themes; compare our findings with the national findings from the NCISH
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investigations and to establish whether there are factors identified in the suicide of
patients under the care of the Short Term Intervention (SIT) teams that need to be
considered in the redesign of Adult Mental Health Services. Finally, the Oxleas
findings were considered in relation to ‘clinical messages’ in the 2015 National
Confidential Inquiry Report.
Summary of findings
23 suicides (13 males and 10 females) were reviewed in the period. The average age
of male patients at the time of death was 39 years (5 patients were under 35 years
of age) and 45 years for female patients.
In the NCISH data, there were more male suicides especially in the age range 45-54.
The NCISH advised services to pay further attention to male related risk factors such
as alcohol misuse, social isolation and economic issues. Our Oxleas data identified a
need for better links with substance misuse services.
Hanging including strangulation was used in 10 of the 23 cases and overdose
including alcohol toxicity and jumping in front of a train or vehicle were the other
means used. This is similar to the national pattern published by the NCISH.
Mood disorder (10 of 23 cases) (including depression, bipolar affective disorder and
adjustment disorder with depressed mood) was the commonest diagnosis and
comorbidities include personality difficulties and substance use.
Nearly half (10) were under the Short Intervention Team (SIT) and 7 were inpatients
although 2 were on extended leave from the ward at the time of their deaths.
The national data published by NCISH showed an increase in suicides in crisis and
home treatment team patients and a decrease in suicide in in-patients such that
there are now three times as many patient suicides under crisis and home treatment
teams. In the NCISH data, 37% of patients who committed suicide had been under
the care of the crisis and home treatment team for less than a week. In two Oxleas
patients under the home treatment team escalation of risk in the period leading to
the suicide was not recognised or identified by the team.
The higher number of suicides in SIT is atypical and could reflect the absence of
formal care planning using the care planning approach framework particularly in
complex and high risk groups. The need for consistent use of formal care planning in
complex and high risk groups of patients is one recommendation from the review.
No root causes were identified in the suicides reviewed but a number of care and
service delivery issues were identified with recommendations to address them.
These include risk management and crisis planning; joint working with drug and
alcohol teams especially for patients with complex needs; and family involvement in
care and crisis planning.
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Here is a more detailed list of all care and service delivery issues identified by the
inquiry reports:
•
•
•
•
•

•

Documentation including risk assessment, better understanding of complex
needs and crisis planning & management;
Family involvement especially involvement in crisis planning. The NCISH
recommended family involvement throughout the course of care especially
during crisis and admission.
Communication between teams and other agencies such as substance misuse
services
Substance misuse including sharing information, early referral and including
use of substances in the electronic (RiO) care plan when relevant.
Bed availability in borough of residence: in 5 cases patients were in acute
beds in a different borough. Whilst beds out of area was relevant in the
national data, only 1 trust patient who was in a private female psychiatric
intensive care unit was out of area.
Physical health was identified in two cases were the inquiry panel thought
more attention should have been paid to the health needs including one case
where access to narcotic analgesics was relevant to his death. In the NCISH
data, 25 per cent of people who died by suicide have a major physical illness.
Furthermore, opiate medication was the most common drug taken in fatal
overdose especially among older patients, physically ill females and patients
with affective disorder. Clinicians are advised to enquire about access to
these drugs and to limit the duration of prescriptions and therefore quantity
of these drugs.

Recommendations from the review of reports
The review makes recommendations for staff and teams to adopt particularly with
regard to the three most frequently identified care and service delivery issues:
1. Risk Management and crisis planning
•
•
•
•

Teams must use formal care planning consistently in complex and high-risk
groups.
STORM training to be rolled out within the trust
Supervision should be used to support staff further especially to ensure
changes in protective factors or enquiry to opiates are asked about
NICE based ‘good practice prompts’ should be adopted by clinicians

2. Joint working of mental health services with drug and alcohol teams
•
•

Service design should include shared care pathways
Mental health teams and clinicians should be supported in managing patients
with dual diagnosis through training and consultation

3. Family involvement
9

•
•
•

Teams should ensure they have robust ways of working with families
particularly of patients at risk
Care coordinators and clinicians should have sufficient time to offer
enhanced family liaison when appropriate
Inpatient teams should give more time to family support particularly when
considering periods of leave

Further actions
1. Establish an Oxleas suicide review team to draw together actions and
monitor progress. This group will report to the patient safety subgroup of the
Quality committee.
2. To work with the local authority and CCG to implement a local suicide
prevention group with an action plan that is monitored regularly at multiagency meeting
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Item from

DDS Level 5 Serious Incident Report
and Goddington Ward overview report – Action Plans Update
Helen Smith, Deputy Chief Executive

Attachments

Front sheet only

Summary and Highlights
DDS incident action plan
Following the Board Level Inquiry into the incident that occurred in June 2015 involving patient
DDS, the panel made one recommendation.
It is recommended that the practice of granting ‘escorted’ leave to voluntary patients should
cease. If clinicians are concerned about the appropriateness of a patient leaving the ward
unaccompanied, detention under a section should be considered.
Several actions were agreed in response to this and this report is a six month review to confirm that
all actions have been undertaken.
Actions taken include:
•
•
•
•

Training for key staff on the use of the Mental Health Act and the Mental Capacity Act.
All inpatient consultant psychiatrists and ward managers have been reminded that escorted
leave should not be arranged for informal patients. This has been discussed at meetings and
followed up in writing.
Developing and distributing a new leaflet to support patients to understand their rights and
expectations as an informal patient.
The change of practice around leave was audited in January 2016 with positive results. This
audit will be repeated in May 2016.

Goddington Ward overview action plan
Following three incidents on the ward between April and June 2015, a report was completed to look
at common themes and learning. This report made three additional recommendations.
1) There is a comprehensive review of the care and treatment available to patients with
personality disorder across Oxleas.
2) When there is a patient who is not suited to a general acute ward environment, every effort
is made to find the patient a more suitable placement. Should this prove difficult, the
matter should be quickly escalated to senior managers, and if necessary, Directors.

3) Recognising the pivotal role of the ward manager, robust interim arrangements are put in place
as soon as it is clear that a ward manager will be absent for more than 2 weeks.
A plan was developed to put these recommendations into action and below is a six month review to
confirm that all actions expected to be completed by this point have been undertaken.
Actions taken include:
Recommendation 1) A review of the crisis care pathway for patients with personality disorder has
been undertaken and discussed with staff. A project plan is being developed to implement agreed
changes.
Recommendation 2) Bed pressure escalation conferences are now held twice a day and these are
used to organise transfer of patients who require higher levels of care than can be offered in an
acute setting eg transfer to PICU services.
Recommendation 3) We have established the practice of Modern Matrons acting down into Ward
Manager roles when a Ward Manager is to be absent for more than two weeks.
Recommendations
The Board is asked to note the progress
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Summary and Highlights
Since the last board meeting, the following activities have occurred:
By-Elections
A by-election is underway for the vacant governor positions - Bromley Public and Staff: Forensics and prison
services. Two candidates have stood for each vacancy, therefore members are voting to select their governor,
with voting closing on 19 April 2016. For the first time, members will be given the option to vote online as well
as voting by post.
Council of Governors
The Council of Governors met on 17 March 2016. This was a full day of information, informal and formal
meetings including an update on the upcoming CQC visit and presentations on Adult Community and Prison
services. At the meeting, the Council of Governors approved the continuation of the contract with our external
auditors. Feedback from governors has been very positive and the proposed introduction of dedicated time
within the formal Council of Governors to hold NEDs to account welcomed.
Governor intranet
A new intranet for governors has been built and is ready to go live this month. This intranet includes
information on the trust, Council of Governors, Board of Directors including roles and responsibilities, has a
dedicated governor induction area, discussion forum and access to key documents (both internal and
external).
Dementia Conference
Governors and members were invited to the Older People's Mental Health Dementia Conference held on 23
March 2016.

Recommendations
The Board notes the above
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Summary and Highlights
Several visits have been undertaken by Board members and the attached summarises the
outcomes.

Changes to risk register

New risks identified

Recommendations
The Board to note.

Previous
rating

New rating

Rating

Template for Non-Executive Directors’ board visits
Date of visit
Tuesday 1st
March 2016

Service
Avery Ward – Oxleas House

Attendees
Andy Trotter and Lorraine Regan
Apologies – Michael Witney and Iain
Dimond

Brief description of service
Avery ward is a 19 bed acute adult mental health ward based at Oxleas House. It is one of three
acute wards at Oxleas House. The ward Consultant is Dr Antonysamy and the ward manager is
Constance Mwareka.
Avery ward is a busy acute inpatient environment and will typically be managing admissions,
discharges and patients on leave. Most patients will have presented in crisis and come via A&E a
proportion will be unknown to our services but a greater proportion will be known by our
community services. Typical presentations include psychosis – Schizophrenia, schizoaffective
disorder, severe anxiety and depression, risk of suicidality and personality disorder.
Ward rounds take place three times a week.

Overview of visit
We had an introductory discussion with Dr Antonsysamy and ward manager Constance Mwareka
before touring the ward. We were correctly challenged on arrival regarding hand washing and all
staff need hand washing dispensers. The ward was smart and clean with clear notices and
information displayed. The patients appeared to be well cared for and calm. We discussed bed
occupancy rates, sleepovers and staffing levels.
We had a focus group with three members of staff who raised concerns about staff assaults. They
were very happy to work for Oxleas, they were proud of their role and they were particularly
complimentary about their consultant who listened to them and valued their opinions. Patient care
plan was inspected and found to be in order.

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

Issues raised

Furniture requires replacing
PRI delays
Staff support following assaults

Action

ID dealt with this
Simon Hart – dealt with this.

Template for Non-Executive Directors’ board visits
Date of visit
Tuesday 1st
March 2016

Service
Greenwich East Community Mental
Health locality team, Ferryview,
Greenwich

Attendees
Archie Herron, Colleen Harris, Jazz Thind
and Lorraine Regan
Apologies – Iain Dimond

Brief description of service
Greenwich East locality team has been in its current configuration since the community mental
health redesign went live in September 2015.
It is one of two community mental health teams serving the borough of Greenwich.
Within the team are three distinct pathways – primary care plus which is the front door of the
service, accepting referrals and working with GPs to provide support to those patients transferred
back to primary care. ADAPT which is a pathway for people with anxiety, depression, personality
disorder and Trauma. Finally ICMP which is a pathway providing intensive case management for
those people who require longer term or more intensive support as a result of a high degree of
disability resulting from their condition or a high level of risk.

Overview of visit

Both Managers we met were excellent and staff were relaxed and happy.
We spoke to a dozen staff at their desks and had a staff meeting with about twenty staff in
attendance. We requested feedback on hot desking which did not present difficulties but we did
note that each member of staff had a personal locker.
RTT can be immediate in relation to the GP Practice in the same building but the maximum
elsewhere is two weeks and generally shorter.
Mangers and staff are confident that they provide good service to their patients and their
knowledge of their portfolio of patients shows a high level of interaction.
Some staff were given iPads but being office bound had no need of them

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

Issues raised

Action

Over supply of iPads

Alison Furzer for info

Hot desking does not present any problem

Rachel Evans for info.

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

1 March 2016

Tilt

Service

Attendees

Steve Dilworth
Dr Elizabeth Zachariah
Jane Wells
Alison Furzer

Brief description of service

Step down facility with capacity for 8 men (mainly stepdown from Bracton)
Pathway to getting transition to community to community homes
14 bedrooms and 4 bedsits
Based on a partnership model using both Bridge and CPN plans
Tilt provides an enabling environment in an open, accepting culture and is staffed by forensic
Previously located in Plumstead

Overview of visit

Met with service users and OT and forensic support workers
All passionate about their role and enjoy working together as a team
Like the Tilt building but felt not as well located as previous site but environment better as residents
all have own bathrooms

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

Issues raised

No issues raised for board or executive to
address but highlighted they would
like a female Tilt

Action

Options / discussions being explored for a
potential female Tilt. Keep team informed of
progress.

Template for Non-Executive Directors’ board visits
Date of visit
10 March 2016
@
11.30 am

Service
Greenwich Children’s Community
Nursing Team, Wensley Close,
Eltham, London

Attendees
Steve James, Stephen Whitmore, Helen
Smith, Lesley French

Brief description of service
Responds to specialist health needs of children within Greenwich ranging from diabetes, sickle cell
and life limiting diseases through to accidents and asthma. Has developed an asthma service which
diverts significant numbers of children away from hospital based services.

Overview of visit
This is a truly fabulous team. They have an attitude that will respond to any healthcare need that
arises within Greenwich. They have an extraordinary positive attitude and links to expertise which
will enable them to respond to an ever-increasing variety of needs. The visit demonstrated an
extremely well-led team of enthusiastic nurses who were happy to support children and families
across the borough. Interestingly the staff team was stable with no vacancies at present.
There were issues in relation to the single point of access which had removed the specialist admin
support, although it was unclear whether this was teething problems or whether a more
fundamental review was necessary.
The team have a strong view that if they had more staff, they could increase the rapid response
team, which would provide effective alternative hospital admission.
Given the nature of the service we didn’t see any patients.

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

Issues raised
Issues around single point of access need to be
explored

Action

Non-Executive Directors’ board visits
Date of visit
22 March 2016

Service

Attendees

Older People Mental Health

Steve Dilworth
Jo Stimpson
Estelle Frost
Rachel Matheson
Helen Jones

Brief description of service
Visits were made to Scadbury Ward PRU, Bridgeways Day Hospital, and Holbrook Ward
QMS.Services work with those requiring mental health assessment, diagnosis and
treatment, often with people suffering memory difficulties such as dementia.

Overview of visit
Staff positive and helpful. Facilities clean and well kept, and Holbrook offers state of
the art support for patients. Service users were very complimentary as to the support
they receive although it is understandable that many are in a confused state.

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

Issues raised

Action

Do we have a good fix on the
beneficial impact we have on the
community?

Template for Non-Executive Directors’ board visits
Date of visit
31st March 2016
@
12pm

Service

Attendees

Erith Health Centre, 50 Pier Road,
Erith, Kent DA8 1TA

Steve James, Stephen Whitmore, Lesley
French

Brief description of service
Health visiting school nursing teams covering north Bexley.

Overview of visit
Team very stretched. Increasing number of children and young people. Cuts to partner organisation
leaving team more isolated. Very committed team well led. Passionate, particularly about the
undervalued role of school nurses.

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

Issues raised
Increasing demand in relation to mental health
issues particularly in young people and new
matters increasing isolation of team as partner
organisation cut.

Action

Board of Directors
7th April 2016

Item
Enclosure

Agenda item

Senior Independent Director Appointment

Item from

Andy Trotter, Chair

Attachments

Front sheet only

15
13

Summary and Highlights
Our current Senior Independent Director, Anne Taylor, will retire from Oxleas at the end of April
2016. We are therefore undertaking a process to appoint a new Senior Independent Director. This
process was agreed with the Board of Directors and Council of Governors last month.
The Nominations Committee (which involves governors including the Lead Governor) met on 24
March 2016. Following this meeting, the committee is proposing that Steve James is appointed as
the trust’s Senior Independent Director when Anne Taylor retires.
Once agreed by Board of Directors, this decision will be taken to the Council of Governors’ meeting
in June to note.
The appointment will be reviewed after a period of three years.

Recommendations
The Board is asked to agree the proposal.

Board of Directors
7th April 2016

Item
16
Enclosure 14a&b

Agenda item

Operational Plan 2016-17

Item from

Jazz Thind, Acting Director of Finance

Attachments

a) Final Operational Plan submission
b) Monitor feedback on draft operational plan submission

Summary and Highlights
Following the plan submitted to Monitor on 8th February 2016 we have enclosed the current
narrative that supports the final plan submission due on 11 April 2016.
Amendments
We have corrected errors highlighted by the previous reviews and developed the narrative
in relation to the 9 “must dos” that are directly linked to our service.
Following the recent conversations with Greenwich CCG we are now reflecting a further
£3.2m fall in income for 2016/17, which results in an increased CRE target of £8.0m. This
reflects the challenge being faced by the Trust and equates to 3.3% of our £243m income
total.
Key highlights of the financial plan are: £1.1m control total surplus
 Derived CRE target £8.0m
 Reduction in income from Greenwich CCG equal to the estimated local
efficiency
 ‘No local’ efficiencies except in forensic bedded services (update - a 2.5%
QIPP has been included in initial NHSE 2016/17 offer, although this has been
challenged)
 Fixed price contracts to be delivered within cash envelopes e.g. prison
contracts
 No change to local authority contracts
 Pay inflation is in line with the pay award publication
 Cash balance to reduce to approx. £47m
Overarching strategic plan 2016/17
We will be pulling together an overarching strategic plan for 2016/17 that knits together in
one document:-

Summary and Highlights






our trust vision;
how this translates into our values and 4 ‘must dos’;
sets out our strategic priorities and targets for the coming year;
highlights where targets are reviewed; and
where applicable which external regulator is holding us to account for our
performance.

This overarching document will be taken to the April meeting of the Business Committee
with the final version being presented to the Board of Directors on 5th May 2016.
Recommendations
To note.

Oxleas NHS Foundation Trust – operational plan 2016/17.
This document sets out our operational plan for 2016/17 and is consistent with our five year
strategy, published in 2014. We remain committed to delivering high quality services,
underpinned by robust governance and financial stability, in what continues to be a very
challenging environment. Our performance over the last financial year continues to
demonstrate our ability to deliver organisational growth and change, while delivering the
highest standards of patient care and levels of staff engagement that are amongst the best
in the country. In 16/17, we are finalising a robust plan that will allow us to continue this
approach and provide a stable platform for meeting our control total and delivering the
transformation required through the Five Year Forward View.
Oxleas approach to activity planning
As in previous years we have worked collaboratively with our commissioners to align our
services with their priorities. During 2015/16 we saw increased investment in dementia and
children’s services, and higher numbers of intermediate care beds being opened in our
community health services to enhance systems resilience. As we move into 2016/17, the 3
year allocations provided to our commissioners will allow us jointly to develop initiatives
that will transform our services, in a way that is affordable within the future financial
envelope. In relation to the continuation of parity of esteem and increases in funding for
mental health provision (e.g. perinatal services and child and adolescent mental health
services (CAMHS)), our commissioners used the increase in 2015/16 to provide a pool of
funds to enhance the delivery of their priority areas - we anticipate that a similar approach
will be taken in 2016/17, although these plans have not formally been presented at this
time.
NHS planning guidance establishes the 9 ‘must dos’ for local health systems for 2016/17.
Although a number of the requirements do not apply directly to our services we have
highlighted below those that do and the actions we will be taking to ensure we achieve the
next steps in relation to implementing the forward view.
Aggregate financial balance
The financial plan contained within this submission presents a surplus position in line with
our agreed control total for 2016/17. We are actively ensuring compliance with the cap on
agency rates of pay, but are mindful of the fact that we may continue to experience financial
pressures where agencies are not prepared to supply staff at the new reduced rates, and
will be implementing a number of strategies through 2016/17 that will deliver savings in line
with Lord Carter’s report.
The two new mental health access standards
Throughout 2015/16 we have been tracking our performance against these new standards
in readiness for their introduction on the 1st April 2016. This upfront work has been key in
helping to ensure we are compliant with the targets and able to capture and report robust
data. We are pleased to report that we have been meeting these targets during this

implementation phase and are confident that we will be able to maintain this performance
during 2016/17.
Continue to meet a dementia diagnosis rate of at least two-thirds of the estimated number
of people with dementia
Although this is a standard we are not directly accountable against we are measured on how
our services play a key role in this target being achieved by our primary care colleagues.
During 2015/16 we have worked closely with commissioners and primary care to streamline
pathways for assessment and diagnosis which have enabled our partners to meet this target
in 2015/16. During the upcoming year we will continue to ensure we support colleagues in
this work to ensure the dementia diagnosis rate is maintained.
Deliver actions set out in local plans to transform care for people with learning disabilities,
including implementing enhanced community provision, reducing inpatient capacity and
rolling out care and treatment reviews in line with published policy
Transforming care for people with learning disabilities sets the context for improving
services for people with learning disabilities and follows reports, such as that into
Winterbourne view, where the appalling care and treatment provided to people with
learning disabilities provoked a national scandal. We have kept abreast of national
developments and explored opportunities to develop and improve our own services. We
have recognised the requirement to reduce the need for those with a learning disability to
be in hospital.
We have worked with Commissioners (CCGs and Local Authorities) to make sure anyone
that may require admission has a care and treatment review and, through better multi
agency working, are offered safe and appropriate treatments in a community setting with
open access to the skills and experience of our community learning disability teams.
We have developed a proposal for an enhanced community crisis
service which diverts resources from our bedded service and strengthens our community
based crisis interventions. Early discharge planning (at the point of admission) has reduced
the maximum length of stay to 9 months and an average length of stay of 230 days.
We have a strong culture of working collaboratively with families and carers and for bringing
in other agencies, such as Mencap, to provide independent chairing of patient meetings in
our services. A transforming care board has been established locally and we are working
with CCG colleagues to ensure we are represented in the meetings and discussions.
Participation in the annual publication of avoidable mortality rate
We will be participating in this publication and have set up a Mortality Surveillance Group.
The membership of this group comprises our Non-executive director, Medical Director,
Director of Nursing, Head of Patient Safety, Information Department Representation,
Patient Safety Systems Administrator and Co-opted Consultants as required. The
operational function of this group is to work towards the elimination of all avoidable inhospital and community caseload mortality.

The group will produce a Mortality Reduction Strategy that aligns hospital systems such as
audit, information services, training and clinical directorates. This strategy will be reviewed
on an annual basis by the Medical Director. The group will be responsible for the sign off of
action plans and methodologies that are designed to reduce morbidity and mortality across
the trust; sign off of all regulatory mortality response and report on mortality performance
to the Board
Our approach
Our plan assumes relatively little change with regard to patient contacts and bed capacity
from 2015/16, although we are in the process of discussing and finalising these levels with
our commissioners.
Having expanded our contracts to provide healthcare within prisons in 2015/16, we now
provide healthcare services to one in every eleven prisoners in England. We have instigated
a number of initiatives to improve the wellbeing of prisoners. We are responsible for
providing healthcare services to the three prisons within the Greenwich prison cluster, and
do so in partnership with eight other providers, including the independent sector. We will
look for further opportunities in 2016/17, to work in partnership with NHS, third sector and
independent providers across trust services.
Our plans contain a small financial contingency for winter, or other unexpected pressures
and we are confident we can flex resources and bed availability to meet spikes in demand.
We have proved resilient to increased demand in previous years and, although not
complacent, feel we have sufficient financial and operation plans in place to meet
unplanned changes in demand.
Overall, we are confident that this plan is aligned with our commissioner expectations
regarding activity levels and performance and that we are sufficiently resourced to meet
these demands in 2016/17.

Oxleas approach to quality planning
Our purpose at Oxleas is improving lives and we do so by providing the best quality health
and social care for users of our services and their carers. Our trust core values and our
promise to users of services and their carers articulated in our 4 ‘must do’ priorities are
fundamental to achieving this goal.
Our values are:
Having a user focus – we view things through the eyes of our users and carers
Excellence – We are never content with a service that is second best
Learning – We constantly review and improve how we do things
Being responsive – We avoid unnecessary delays for treatment and care
Partnership – we work with others to ensure people get the help they need
Safety – We seek to protect you from harm
Our 4 Must Do priorities are:
1. Increase support for families and carers
2. Provide better information for our service users and carers
3. Enhance care planning
4. Improve the way we relate to both our service users and carers by treating them with
dignity and respect
We discuss and agree our quality priorities at a number of meetings with stakeholders.
These include commissioners of our services, Council of Governors, and our annual borough
focus groups. The Quality Committee and the Trust Board of Directors also review and
approve our quality priorities.
In Oxleas, we define quality as
• the effectiveness of the intervention and care provided (Clinical Effectiveness);
• the safety of that intervention and care (Patient Safety);
• and ensuring a positive experience of the care by the patient or service user (Patient
Experience).
Our Quality Governance Framework
We have an established quality governance framework which underpins the following
quality performance processes of:
• Ensuring required standards are achieved
• Investigating and taking action on sub-standard performance
• Planning and driving continuous improvement
• Identifying, sharing and ensuring delivery of best practice
• Identifying and managing risks to quality of care

The Trust Quality Committee reports to the Trust Board and has a key role in monitoring
performance across the three quality domains of patient safety, patient experience and
clinical effectiveness. The Quality Committee is chaired by the Medical Director and
membership includes clinical directors and quality leads from all Oxleas directorates. Each
service directorate within Oxleas has a quality structure which replicates the Trustwide
Quality Management structure, i.e. a local Quality Board overseeing the constituent Patient
Safety, Patient Experience and Clinical Effectiveness Groups.

The Trust named executive Lead for Quality is Dr Ify Okocha, Medical Director.
Quality Standards & Monitoring
Each year we agree with our commissioners a Quality and Safety Improvement Plan (QSIP)
and CQUIN priorities that we are monitored against. The QSIP priorities are across the three
main Quality domains of Patient Safety, Patient Experience and Clinical Effectiveness. We
also agree our Quality Priorities as part of our annual Quality Accounts.
All quality indicators are assessed and reviewed by the Quality Committee and the quality of
our performance with clear accountability on our progress is reported back to the Trust
Board. The Quality Committee ensures the indicators/standards present a balanced view of
the quality of the services provided. Our local clinical directorates also review local clinical
quality measures and provide assurance to the Trust Quality Committee. This review
encompasses agreement of action plans and ensures implementation of recommendations
across the trust’s various services.

There is comprehensive guidance for staff on implementing quality, translating the
corporate commitment into practice; these are available as policies or guidance or
operational procedures, covering data collection, recording, analysis and reporting and are
available to staff on the trust intranet. Where new guidance is required such as meeting our
CQUIN targets (Commissioning for Quality & Innovation) or other identified quality goals,
the trust Quality and Governance team provide implementation guidance and process
pathways to ensure all staff are aware of the accurate process for recording and reporting.
Risk management is well embedded into the activities of the organisation. The trust’s Risk
Management Strategy sets out the process for how risk and change in risk is identified,
evaluated and controlled. It sets out the responsibilities for individuals and key subcommittees in terms of how risks are reported and escalated through the governance
structure. The trust openly encourages incident reporting and continues to achieve an
increase in reporting low level incidents, whilst reducing more serious incidents; this is a
widely recognised indicator of a positive safety culture. For example, the Trust Patient
Safety Group reviews all serious incidents, monitors progress against actions plans and
ensures that learning takes place through regular trustwide embedded learning events.
Agreeing our Quality Priorities for 2016/17
In our service development strategy, enhancing quality by ensuring excellence for every
patient is our first priority and our quality goals are outlined in our Quality Account and the
Quality & Safety Improvement Plan.
Oxleas Quality Account Priorities
Our quality account indicators are split into the 3 quality domains of patient experience,
patient safety and clinical effectiveness. These have not yet been finalised for 2016/17
however they broadly cover the following areas:
•
•
•
•

Our 4 ‘Must dos’ – that form the foundation of our patient experience priorities
Monitor key quality indicators
Current priorities where trend data is available to measure improvement year on year.
Areas of quality agreed with our stakeholders

The proposed quality priorities for 2016/17 are provided in the table below. These will be
confirmed following consultation with our Borough public focus groups and sign off by the
Quality Committee and Trust Board in March 2016.

Patient Safety Quality
Priorities
95% of patients on CPA
85% of patients reporting that their
discharged
from
carer/family have been supported
hospital followed up
Patient Experience Quality Priorities

Clinical Effectiveness Quality
Priorities
Ensure 95% of our patients
have a recorded care plan on
RiO

within 7 days

100%
of
patients
85% of patients reporting they have admitted to hospital 95% of our patients on CPA to
been
provided
with
enough following
self-harm have received a review in the
information about care and treatment followed up within 48 last 6 months
hours of discharge
To ensure that 80% of patients
85% of patients reporting that they
have a goal based measure in
Maintain no incidences
been involved in decisions about their
place as part of their care and
of MRSA infections
treatment
plans
(CAMHS
care and treatment
Clinical Outcomes)
Ensure
each
Oxleas
85% of patients reporting that staff Maintain no more than Directorate
have
agreed
have treated them with dignity and 6 incidents of CDiff clinical outcome measures so
respect
infections
we know our services are
effective
85% of patients reporting that they
80% of staff are trained
would recommend our service to
in level 1 safeguarding
friends and family if they need similar
children
care or treatment
85% of patients reporting that their
80% staff are trained in
quality of life has improved as a result
level 2 safeguarding
of the care and treatment that they
children
have received
85% of patients reporting that their 80% of staff are trained
quality of life has improved as a result in level 3 safeguarding
of the care and treatment that they children
have received
80% of staff are trained
A quality goal that reflects Oxleas new in safeguarding adults
carers & support network strategy (to
be agreed)
Top Risks to Quality
We have identified the following high risks to quality which can be summarised in the
following broad headings. The full detail and mitigation plan is enclosed.
•
•
•
•

High bed occupancy
Embedded learning from incidents and complaints
Vacancies, recruitment and local induction
Care Planning – risk assessments and involvement of patients in their care plans

Being a Well-led Organisation
Oxleas has maintained a focus on being a well-led organisation. In 2014/15 we
commissioned Deloitte to independently review our governance arrangements against
Monitor’s well-led governance framework. The results of the review show that our
governance, leadership and management arrangements were the best that Deloitte had
reviewed in comparison to other trusts. Oxleas achieved green compliance in 7 of the 10
identified themed areas and amber/green in 3 areas. Deloitte’s report benchmarked our
scores on each of the questions in the Framework against other trusts they had reviewed
under the Well Led Framework at the time.
Since the publication of the Deloitte review, we have put in place an action plan to further
improve the areas that had been rated amber/green linked to Strategy and Planning and
Measurement. This action plan was approved by the Board of Directors and
recommendations have been reviewed and implemented in 2015/16.
We will continue to focus on the well-led elements of the framework in 2016/17 to ensure
we meet the requirements stipulated as part of the Care Quality Commissions well-led
domain.
Our ‘sign up to safety’ priorities
In June 2014, we joined the ‘sign up to safety’ national campaign and its five campaign
pledges:
• Put Patient Safety First
• Continually Learn
• Share
• Collaborate
• Be Supportive
We have identified five key areas of patient safety as priorities for the Trust where further
improvements can be made. Our sign up to safety priorities are:
1. Falls
2. Pressure ulcers
3. Prevent the physical deterioration of people with enduring mental illness
4. Reduce risk and harm of violence in mental health settings (safer wards)
5. Support an open and honest culture throughout the Trust (duty of candour)
Further Assurances
• The guidance on the Association of Medical Royal Colleges on the responsible
consultant/clinician for patients who stay on our inpatient units is adhered to in
Oxleas.
• Oxleas has a mortality surveillance committee which meets monthly. The group acts
as the strategic mortality overview group with senior leadership and support to
ensure the alignment of the departments for the purpose of reducing all avoidable

deaths in inpatients and community caseloads. It reviews the benchmarked
mortality rates of the Trust and reviews all deaths reported - expected deaths and
unexpected (natural causes, care of another trust, other reasons, 72 hour reports,
critical level 4 RCAs and any not requiring investigation and why). We have also
submitted our mortality assessment data to NHS England as required.
Oxleas approach to workforce planning
For each profession we have a clearly articulated strategy which includes
•

•

Workforce plans which are overseen by the Workforce and Learning development
committee. They also ensure that these are fully incorporated into the trust’s
Annual Planning process.
Links in to broader recruitment and workforce development initiatives.

The governance process for board approval of workforce plans
Workforce plans are developed at a senior management team level within directorates and
reviewed at Directorate Quality Boards. This process ensures that senior clinicians in the
directorate have input into and are sighted on plans. This process ensures that the impact
on the quality of our services has been carefully considered and any potential impact on
clinical risk is mitigated. All plans are monitored for the impact that they may have on
quality of services, during and post implementation.
Plans are further reviewed at quarterly CRE quality meetings which are attended by the
Medical Director, Director of Nursing, Director of Therapies, Service and Clinical Directors,
the Deputy Chief Executive and the Finance Director. This is a key quality approval meeting
and provides a further opportunity to ensure:•
•
•
•
•
•

any negative impact on quality is fully challenged and understood,
mitigation actions are robust;
quality improvements are recognised;
staffing changes (numbers and skill mix) are appropriate and take into account all
professional groups;
staffing structures allow sufficient capacity to maximise productivity levels; and
staff are supported.

Workforce plans are also formally signed off at the quarterly annual planning meeting.
These meetings are attended by all corporate directors and the Directorate’s senior team. A
strategic input is provided by the trust’s Business Committee and the Board of Directors
who receive in depth reviews of major projects as appropriate.
In addition each profession has a clear structure and mechanism for developing its own
professional workforce plan to ensure that the increasingly complex needs of patients are
met through a more versatile and trained workforce. Through our Strategic Planning
process, we are well engaged with Local Authorities and Clinical Commissioning Groups to

support plans for initiatives like the Better Care Fund and the service developments related
to the implementation of the Five Year Forward View.
Integration of services and out of hospital care is central to the sustainability of local
healthcare. We understand that this is our core business and lead new service models with
primary and secondary care and develop new financial models with commissioners. Our aim
continues to be ensuring that all patients will benefit from being treated by a truly
integrated mental and community health trust.
Local workforce transformation programmes and productivity schemes
At Oxleas, we have a consistent focus on recruiting to our vacancies across all professions,
and currently are paying particular attention to Band 5 Nursing vacancies. These efforts
have resulted in a good range of applicants and currently recruitment is underway for 425
wte vacancies. A significant number of these posts have been offered to candidates and
their recruitment checks either underway or start dates agreed. We manage our vacancies
through the use of the E Roster system and effective deployment of temporary workers Bank and Agency staff are deployed as required via the E Roster system. Bank workers are
used wherever possible in preference to agency workers and we are largely compliant with
the Agency worker "stand firm" price cap. In addition to vacancy cover, temporary workers
may also be used to cover acuity or additional demand where this is required to exceed the
established workforce.
Our Nursing Strategy is providing a focus on recruitment and has work streams in place to
address the following:
•
•
•
•
•
•
•
•
•
•
•
•
•

Standardised recruitment processes and competencies
Guaranteed employment for final year students from University of Greenwich
student nurses
Focused work on attracting local students (16-24) and residents into cadets and
apprenticeships
Recruitment and retention initiatives (plus personalised career plans and job
swaps internally)
Task force programmes to support wards experiencing high agency usage.
Development of new roles – Band 4 nursing associate / new models of care
(5yFV)
Exploration of dual registration roles i.e. RGN & RMN
Career pathways e.g. Criminal justice system, end of life care ( in partnership
with Lewisham and Greenwich NHS Trust and GBCH)
Increasing the number of M level qualified advanced practice nurses
Establishing an apprenticeship pathway into nursing and healthcare
Career development and greater opportunities for BME groups & nurses from
our local communities
Career development and greater opportunities for nurses with lived experiences
of ill health
Greater emphasis on research practice

•
•
•

Joint posts with University of Greenwich
Focus on prevention & well-being & coordination & personalisation
Exploration of developing nurses in the Accountable Clinician role.

The Therapies Workforce strategy is providing a focus on productivity and has work
streams in place to address the following:
•
•
•

Job Planning across all therapy professional groups to maximise productivity and
develop capacity.
To develop the Approved Clinician role for eligible therapists.
Implementation of refreshed family and carers and support network strategy
ensuring that embedded learning in response to patient feedback remains a central
focus.

Adult mental health services have and continue to be subject to major organisational
change. The Adult Mental Health Services redesign completed in 2015 delivered:
•

•

This large scale service redesign and transformation includes improved liaison
and treatment interface with primary care for new patients and increased service
user and carer focus, promoting self-management, recovery and relapse
prevention. This cultural shift has created a move towards shared care and
joining up of services.
The service redesign led to £1.2m of savings, primarily pay costs, staffing
productivity, changes in structures, and skill mix and the types of professionals
needed.

The workforce implications for the 16/ 17 CIP are focused on the reduction of approximately
84 wte. These reductions are being made from the Management, Nursing (Qualified and
Unqualified) workforce, with the majority of the reductions occurring in the forthcoming
reorganisation of Adult Mental health rehabilitation services. Opportunities to redeploy into
vacancies across the trust will be taken and affected staff will be appropriately supported. It
is also anticipated that some elements of the existing workforce will be subject to TUPE as
services migrate to third sector providers.
Alignment with Local Education and Training Board (LETB) plans to ensure workforce supply
needs are met
Our workforce plans reference the wider LETB plans. Oxleas plans are shared with the LETB
and are discussed in detail on submission. Broader supply issues are discussed with key
Higher Education Institute (HEI) partners. We work closely with local HEIs to ensure that the
necessary skills and training is incorporated into relevant courses. We participate in both
the London clinical senate and the London workforce senate.
Triangulation of quality and safety metrics with workforce indicators to identify and address
workforce risk areas.
The Formal Executive and Board receive a monthly integrated performance dashboard
which trust performance is reviewed against Monitor financial and governance standards. In

addition: we monitor clinical effectiveness, patient experience, access and waiting times,
patient safety, workforce and development and financial performance. All indicators are
assessed through a RAG rating process and exception reports provided. Exception reports
highlight key workforce indicators, track the KPI and assess the effectiveness of actions
taken to date and any future actions and monitoring processes with an estimated time to
resolve.
This approach facilitates strategic oversight by the board and executive of areas of concern.
Areas of concern indicated here would also be triangulated on the trust’s risk register and
reviewed at both directorate and workforce governance structures.
Balancing of agency rules with the achievement of appropriate staffing levels
We are virtually compliant with the Monitor Agency Cap regulation and consistently only
report a low number of exceptions. These are found within specialist children’s care
packages and prison services. Intensive efforts to recruit to these hard to fill posts are
underway and progress is monitored by taskforce groups led by the Deputy Chief Executive
to successfully control and reduce agency spend. Effective use of E Rostering is also
supporting the creation of efficient rosters and ensuring that appropriate and safe staffing
levels are in place.

Oxleas approach to financial planning
The table below sets out our planned SOCI for 2016/17. We are forecasting our NHS clinical
income to grow in line with the national inflator.
2015/16
Forecast
Outturn

2016/17

NHS Clinical Income
Non-NHS Clinical Income
Education, Training, Research & Other
Operating Income

201.1
17.3
25.1
243.5

201.4
17.5
24.1
243.0

Pay
Non Pay
CRE Target
Operating Expenditure

-172.7
-64.5
-237.2

-171.0
-72.7
8.0
-235.7

EBTIDA
EBTIDA %

6.3
2.6%

7.3
3.0%

Depreciation
Interest Income
Dividends
Surplus (before one off items)
Surplus %

-2.8
0.3
-3.7
0.1
0.0%

-2.8
0.3
-3.7
1.1
0.4%

plan

£m

During the planning round for 2015/16 our Board took the decision to reduce the planned
level of underlying surplus to £1m (0.4%) for 2015/16, in order ensure that as much
resource as possible was maintained in front line services. We are on track to recurrently
deliver our target of £6.8m for 15/16, this has included the implementation of two major
service reconfigurations in our Older People and Adult Mental Health services.
Our operational plan sets out our ambition to maintain a continuity of service risk rating of 3
over the coming financial year.
Our Board considered the ‘Control Total’ issued to our Trust and has agreed that this is an
achievable level of surplus, and represents approximately 0.4% of our 2016/17 turnover.
Our financial plan is underpinned by a recurrent savings target of £8m,which is broadly in
line with our 5 year plan submission, but reflects the higher than anticipated national cost
inflation funding.

Since our draft submission we have significantly revised our savings target as a consequence
of financial pressures within Greenwich CCG. We are now reflecting additional savings of
£3m to £4m and are working with colleagues within Greenwich CCG to identify areas to
meet this challenging efficiency requirement (over and above the national 2%). If this
process results in further material impacts on our income levels we will address our forecast
surplus position accordingly.
The forecast financial outturn for 2015/16 deteriorated from our operational plan
submission in May 2015 and we have acknowledged a £1.0m surplus is unachievable. Our
latest forecast outturn remains a break-even position or a marginal surplus of £0.1m. We
have been unable to deliver our surplus due to the high level of in year overspending in
Service Directorates (related mainly to the level of agency usage) and it is imperative we
balance this position at the earliest to ensure we are in a good position to achieve our
financial plan for 2016/17.
During 2016/17 we will be instigating a financial recovery process to bring in to line those
service areas which are struggling with additional cost pressures. Those Directorates RAG
rated ‘Red’ will automatically go into a financial recovery regime.
Finance will work the services to develop a plan of action linked to an agreed forecast spend
for the directorate. Directorate’s actual expenditure run rate each month will be monitored
against this “control total” at the monthly directorate Financial Recovery Meetings (formerly
finance meetings).
We continue to maintain a strong balance sheet position with a healthy cash holding. We
anticipate starting 2016/17 with cash balances of c£85m, and with capital investment for
2016/17 planned at £36.6, there is no internal requirement to deliver high surpluses, or to
carry a lending facility.
Income
Our income relates to the commissioning of mental health, community and specialist
services by Greenwich CCG, Bexley CCG, Bromley CCG and NHS England. Planning
assumptions are based on the 2016/17 inflator of 1.1%. No local efficiency requirements,
outside of those within fixed price contracts, have been requested by Bexley or Bromley
CCGs. The current financial position of Greenwich CCG, who are our largest commissioner
by value, has led to on-going negotiations on 2016/17 funding levels. Our current
assumption, reflected above, anticipates a material reduction in the income from Greenwich
and this contributes greatly to our increased CRE requirement when compared to our draft
submission.
Expenditure
For 2015/16 pay costs, representing around 75% of our operating expenditure budget, have
been calculated using individual staff banding, scale point, increment date, superannuation

costs and additional allowances received. Our pay inflation assumptions include the
introduction of Class A National Insurance contributions for all employees in the NHS
Pension scheme and assumes a 1% pay award and incremental progression for all AfC bands
and Medical staff. We believe in total this represents c£2.5m of increased costs for the
trust.
Non-pay inflation for 2016/17 has been applied on a line by line basis against all material
non-pay contracts.
Our planning assumes some use of agency staff but we are conscious that keeping a tight
control on the use of agency staff is a key ‘must do’ in us delivering our financial plan for
2016/17. Our plan allows for some contingency in respect of this element.
CRE plan
We successfully delivered a number of transformational projects in 2016/16 and these were
pivotal to us delivering our CRE programme for 2015/16 in full. The overall focus of our
savings programme will remain broadly unchanged. As in previous years we will continue
to prioritise change projects with a particular focus on:
•
•
•

supporting the workforce;
implementing our IT and estates strategy; and
maintaining financial strength.

The delivery of financial plans and savings are the responsibility of the Board of Directors.
Processes are in place to give the Board assurance with regards to the delivery of such
schemes. Our challenge is to ensure that we continue to improve the quality of our services
and also examine how improving quality can contribute to delivering an element of cost
improvements. Our Quality Board, which includes our Directors of Medicine, Nursing and
Therapies, provides assurance to our Board of Directors on the quality of services. It
assesses the impact of all CIP plans to ensure they do not impact negatively on quality
outcomes and promotes a culture of continuous improvement and innovation. It has clear
lines of responsibility for the three domains of Quality across the Trust: patient safety,
patient experience and clinical effectiveness.
CRE sign off and monitoring map
We have categorised our savings plans across the following themes:
• Integration
Where it can achieve better outcomes and save money – for example, working more
closely with social care to see how we integrate health and social care further and
take on a systems leadership role
• Estates

•

•

•

•

•

•

More flexible use, greater utilisation, rationalisation, income generation – making
more of our estate multi-functional to increase utilisation of space leading to
rationalisation and ultimately reduction the size of the estate
Sub-contract delivery
Where this improves quality and value for money. For example, the use of subcontracting/partnerships within our prison contracts to increase expertise and
service provision, as well as reducing costs
Service re-design
Re-design pathways and services to best meet the ever-evolving needs of our
patients; and the requirements of partners. For example, reducing the reliance on
in-patient bedded services as the key enabler in delivering care; continuing to move
to community based provision where ever possible and engaging further with third
sector organisations in our pathways
Procurement
The implementation of a new computer based purchasing system has provided
better management of price and volume of purchases. Through a number of direct
initiatives to reduce variability in the specification of routine consumable items and
the re-negotiation of telephony and print contracts we have saved over £500k in
2015/16. By using the themes emerging from Lord Carter’s review we expect to
target and deliver significant savings again in 2016/17.
Reduce spend on agency staff
Board led strategy to offer a more competitive package to staff and build on the
high level of job and organisation satisfaction our current employees report; which
should increase recruitment, retention in key areas, and make bank work more
attractive. We have been improving rostering practice across the trust, aimed at
ensuring we maximise our available substantive resource and that our demand for
agency staff is as low as possible. We have also negotiated a number of local Service
Level Agreements with our main agency staff providers which coupled with the
introduction of new maximum rates in April 2016 should also bear down on our
Agency costs.
IT/ new ways of working.
Building on the successful rollout of iPads across our District Nursing services we
plan to expand mobile working out to all community teams across the trust over the
next 2 years.
Income generation
Winning contracts for new services at a higher price than it costs us to deliver the
services. Any recurrent surpluses on these contracts will be used to offset an
element of our savings target

We have identified a requirement to deliver CIP savings in the region of £8.0m for the
2016/17 financial year and this has been allocated across both operational and corporate
directorates. Our current plans are set out in the table below.

16/17

Estates

IT / New
ways of
Working

Procurement
/ Sub
Contract
Delivery

Adult Mental Health

Service Re-design
/ Integration /
Decommissioning

100

328

CYP - Services Tendered

390

219

LD

120

16

Forensic & Prisons
Older Adult

150

227

2,108

2,763

200

809

1,089

1,225

287

300

587

95

222

467
1,043

61

HR

9

Informatics

110

Nursing

30

30

91

82

91
110

Quality & Pharmacy

138

168

59

59

Service Delivery & Trust Management

14

Therapies
1,043

TOTAL
£000s

1,581

1,043

Finance

Total

Greenwich
CCG
efficiencies

1,581

Adult Community

Estates

Income /
Contract
surplus

900

9

33

4

2,899

797

14
37

3,397

9,045

All savings planned for 2016/17 are expected to be recurring in future financial years. To
date we have schemes worth £9m which is £1m above of our current identified CRE target.
A number of our current plans are classified as high risk (red) and these plans are not yet
developed sufficiently enough to be certain of delivering the values assigned. The
deterioration of the financial position at Greenwich CCG has, as stated above, been the
primary driver in the significant increase in our CRE target and we have highlighted these
requirements in the table above. We are currently engaged with Greenwich CCG and our
service leads to discuss how these further savings can be made across services
commissioned by Greenwich CCG.
Should we experience difficulty in delivering the planned savings we are confident that
there would be scope to make non-recurrent savings or use non-recurrent resources to
deliver in line with the financial plan. We have not previously needed to make non-recurrent
savings to meet plans.
Although it is inevitable that our operational areas will deliver the bulk of efficiencies it
should be noted that in percentage terms our corporate services have been set higher
targets than our clinical services (previously 4.7% vs 3.7%). This is part of our continued aim
to have as lean an HQ function as possible, and keep as much resource invested in front line
services as possible and this approach will continue into 2016/17.
IT and new ways of working
We continue to look to ways where IT can enhance our service delivery and improve the
efficiency and effectiveness of our employees. During 2015/16, we rolled out mobile

working solutions across our operational directorates which will now underpin a number of
the efficiency gains anticipated in our 2016/17 CIP plans.
We will build on our internal dashboard system, iFox, which will increase the accuracy and
timeliness of clinical data to decision makers. We continue to iteratively improve our data
collection and analysis function to reduce the reporting burden on operational staff and
enhance the information we use to manage our operations, share with our commissioners
and other partners. The demand for information is large and ever changing and we
continue to deploy significant resource amending and maintain reporting systems to meet
the needs of our partners.
Delivering our estates strategy
Our estates strategy was refreshed and approved by our Board in 2014. As the financial
pressures on the health economy have increased the reasonable expectation is that estates
services contribute significantly to cost savings. At present, the annual cost of our estate is
approximately £34 million, which generates an income of approximately £8.5 million.
Opportunities still remain to reduce property use and costs, though these will require
significant cultural change. We are confident that we can achieve this, and have active plans
to reduce our estate. The future development of the estate will aim to deliver the following
objectives:
•

Provision of flexible estate through the development of clinical facilities on a multifunctional flexible basis that creates generic spaces that meet the needs of all
services.

•

Increased utilisation of estate by making provision for out of hours services whilst
also ensuring that all clinical space is utilised fully during normal working hours
would increase efficiency and support extended service delivery.

•

Optimise estate costs by developing an accurate and shared understanding of
estates costs to assist strategic decision making. Ensuring that our estate costs are
recovered in full when leasing properties to other organisations.

•

Enhancing patient experience through the provision of high quality estate that meets
patient needs.

•

Using the estate to generate income ensuring that surplus properties and land are
disposed of or redeveloped to produce a capital receipt or income stream unless
there is a clear benefit to retaining the sites.

Whilst the provision of services that are local to our patients is highly desirable it is
acknowledged that the provision of high quality, appropriate, and efficient facilities may
require a focus on a smaller number of larger more flexible facilities.

Capital programme
We will be continuing with our planned capital investment strategy through 2016/17,
expecting to spend £36.7m in total with significant investment in developing the Queen
Mary’s hospital. A summary of the areas is contained in the table below:

£m
Queen Mary's Hospital redevelopment
Other Estate development and maintenance
IT projects
Gross capital investments

2015/16
9.8
5.4
4.1
19.3

2016/17
27.3
6.5
2.8
36.6

In support of our productivity and efficiency programme our Capital programme is primarily
focussed on these areas:
•
•
•

£3.6m of capital expenditure is directly related to the delivery of CIP efficiencies
through Estates reconfiguration, £0.5m of which are sustainability projects
£23.9 relates to redevelopment of QMH providing more efficient use of space and
reductions in running costs
A further £2.8m in IT which relates primarily to delivering efficiencies through mobile
working and data collection and reporting

Cash
We will finance the bulk of this investment from asset disposals from previous years and our
own cash reserves.
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We are forecasting cash balances as at 31 March 2017 of £57.4m. As part of our
overarching 5 year capital programme we identified that the Trust will maintain a minimum
cash buffer of £24m to ensure we are able to maintain liquidity throughout the coming
years. Specifically for 2016/17 we will maintain a significant cash surplus throughout the
year and maintain our existing tight controls in relation to accounts receivable and payable
in order to mitigate any liquidity risks. Our capital programme is reviewed on a monthly
basis and will be flexed to ensure cash reserves do not fall below the £24m cash buffer.
Risks
Our financial plan is predicated on the basis of no significant local efficiencies requirements.
We are yet to receive and sign off the cash envelopes for all of our services. We are mindful
of the deteriorating financial position in the local health economy and the impact of this on
us and will be having open and frank discussions with regards to any negative impact on
service delivery.

Link to emerging Sustainability and Transformation plan
Our approach to planning and adapting to future activity levels is being undertaken at a
number of levels:
•

•

•

At the macro level, we are part of the “Our Healthier South East London” group
which draws together all providers and commissioners within the South East London
health economy.
This group forms the basis for our sustainability and
transformation planning and is expanded upon below.
We are working more closely with other local mental health providers to develop an
innovative proposal for NHS England regarding the provision of forensic services, we
expect this to deliver a more coherent approach to the supply of secure services as
well as deliver financial efficiencies for the commissioner.
We are working locally with our three main commissioners on a number of
transformation projects, for example:
 We are working with Greenwich CCG on their “Ageing Well” programme, which
seeks to reduce the number of acute admissions for the over 65s and provide a
wider range of community and home treatment services;
 In Bexley we are working with the CCG and local authority to integrate a number
of existing services;
 With Bromley CCG we are working on a system redesign of services

The South East London (SEL) sector contains two £1bn a year Shelford Group Acute trusts
within its membership. Collectively it has developed a 'place-based' sustainability and
transformation plan for the whole sector and we have been fully involved with this work.
The strategy has identified the following key issues across all health services in SEL that
need to be addressed:
1. Too many people live with preventable ill health or die too early
2. The outcomes from care in our health services vary significantly and high quality care is
not available all the time
3. We don’t always treat people early enough to have the best results
4. People’s experience of care is very variable and can be much better
5. Patients tell us that their care is not joined up between different services
6. The social care system is under increasing pressure
The collective vision for the future of health and care services laid out in the STP, is to
achieve better outcomes over the next five years by:
• Supporting people to be more in control of their health and have a greater say in their
own care
• Helping people to live independently and know what to do when things go wrong
• Making sure primary care services are consistently excellent and have an increased focus
on prevention

•
•
•
•

Reducing variation in healthcare outcomes and addressing inequalities by raising the
standards in our health services to match the best
Developing joined up care so that people receive the support they need when they need
it
Delivering services that meet the same high quality standards whenever and wherever
care is provided
Spending our money wisely, to deliver better outcomes and avoid waste.

Oxleas are fully engaged in this process, primarily through the delivery of Local Care
Networks which are the centrepiece of the strategy. For people with long term conditions,
community based care will take a rehabilitative/ re-ablement approach, supporting people
to manage their own health positively, prevent deterioration wherever possible and reduce
risk of exacerbation/admission. For those with complex long term conditions or who are in
the last year of life, support will enable them to continue to lead as full and active life as
possible.
Local care networks (LCNs) will provide a universal service covering the whole population,
from ‘cradle to grave’, and will involve primary, community and social care colleagues
working together and drawing on others from across the health, social care and the
voluntary sector to provide proactive patient centred care. Services will be delivered in ways
that respond to the varied needs and characteristics of the LCN community.
LCNs will include a leadership team to work with general practices at a locality basis
(federated with single IT system). Community pharmacies, the voluntary sector, community
services, including mental health and therapies, social care and community based
diagnostics will be part of the LCNs.
These models will deliver improvements through:
• Support for patients to manage their own health (asset mapping, social prescribing,
education, community champions etc.)
• Prevention – obesity, alcohol and smoking
• Improved access to core general practice services
• Improved call and recall systems for screening and early identification and management
of long term conditions
• Reduction in gap between recorded and expected prevalence in long term conditions
• Support for vulnerable people in the community including those in care homes and
domiciliary care
• Reduction in variation (level up) primary care management of long term conditions
• Reablement – admissions avoidance and effective discharge
• MDT approach to key long term conditions groups (incl. mental health) and frail elderly
• Better end of life care
The SEL strategy/STP has identified eight outcomes:

1. Preventing people from dying prematurely and enabling them to live longer and
healthier lives
2. Reducing differences in life expectancy and healthy life expectancy between
communities
3. People are independent, in control of their health, and able to access personalised care
to suit their needs
4. Health and care services enable people to live a good quality of life with their long term
condition
5. Treatment is effective and delivers the best results for patients and service users
6. Delivering the right care, at right place, at the right time along the whole cycle of care
7. Commitment to people having a positive experience of care
8. Caring for people in a safe environment and protecting them from avoidable harm
The Oxleas service development strategy (13/14 – 15/16) has four strategic priorities to
ensure the trust continues to offer high quality care and remains financially strong; these
priorities were taken forward in our Monitor five year strategic plan (14/15 – 18/19); they
also incorporate the work of the SEL strategy. The table below identifies ways in which we
are developing these strategic priorities in 16/17:
Strategic priority

16/17 targets / plans

Enhance
quality: 1. Learning from incidents and complaints is embedded through
ensuring excellence for
implementing the trust’s Embedding Learning action plan.
every patient
2. 80% of staff receive supervision as per trust policy.
3. Each directorate has at least one set of outcomes measures in
place.
Promote innovation: 4. Improve support for carers through implementing year 1 of the
redesign services with
trust’s Carers strategy.
patients, families and 5. Improve support for GPs on mental health through
commissioners
implementation of Primary Care Plus.
Increase productivity: 6. Through recruitment, reduce the number of trust vacancies.
be
resilient
and
resourceful to thrive in 7. Reduce use of agency staff.
difficult times
Transformational
8. Working as o-commissioner with Greenwich CCG for the overchange: in service
65 programme budget (the Ageing Well Programme) to reduce
delivery and use of
hospital attendances and admissions through improved
estate – in line with
primary and community services, changed pathways and
STP.
anticipatory management plans co-designed with patients.
9. In Bexley, community services will be realigned to GP localities
and the trust and local authority are exploring putting an
integrated care provider model in place.

Strategic priority

16/17 targets / plans
10. In Bromley, we are working with the whole system to co-design
a new model of care, based on the LCN approach.

Oxleas membership and elections
1. Governor elections in previous year and plans for coming 12 months
• August 2015
o Public Governors - 3 x Bexley, 1 x Bromley, 1 x Rest of England
o Service User/Carer Governors - 1 x Learning Disability (no nominations received), 1 x
Carers (elected unopposed and announced July 2015)
o Staff Governors - 1 x Child and Adolescent Mental Health (elected unopposed and
announced July 2015), 1 x Forensic (no nominations received), 1 x Bexley Community
Health Services (elected unopposed and announced July 2015)
• January/February 2016 – by-election
o Public Governors - 1 x Bromley, 1 x Greenwich
o Service User/Carer Governors – 1 x Learning Disabilities
o Staff Governors – 1 x Forensic Mental Health
o Declaration of results 5 February 2016
• Summer 2016 – planned elections for those governors coming to end of term:
o Public Governor (1 x Greenwich)
o Service User/Carer Governors (1 x Working Age Adult Mental Health, 1 x
Adult Community Health, 2 x Older People Mental Health, 1 x Children’s)
o Staff (1 x Older People Mental Health Services, 1 x Working Age Mental
Health Services)
2. Examples of governor recruitment, training and development, and activities to facilitate
engagement between governors, members and the public
• Information pack on governor role, governor induction and workshops internally;
opportunities to attend GovernWell training
• Working with membership provider to develop online training needs/skills analysis
toolkit for governors
• Governor information sessions (recent topics include patient experience, research on
young people and mental health, IT strategy)
• Regular meetings between governors and non executive directors
• Members’ Focus Groups in Bexley, Bromley and Greenwich in February 2015
attended by 150 members.
• Member health event focusing on long term conditions in December 2015 attended
by 170 members
• Governors’ Review and Council of Governors who’s who and contact details
• Annual Members’ Meeting attended by 450 in Sept 2015
• Participation in trust and community events
3. Membership strategy and efforts to engage a diverse range of members from across the
constituency over past years, and plans for the next 12 months
• New strategy 2015-2018 with focus on increasing member engagement and building
our service user/carer constituency.

•
•
•
•
•

Annual Members’ Focus Groups in Bexley, Bromley and Greenwich to gather
feedback on trust priorities from members.
Annual Members’ Meeting – September 2016
Member health events including ‘meet our governors’ stands
Governor visits to services
Raising profile of membership at trust and community events including those aimed
at engaging with harder to reach groups such as people with a learning disability,
younger people and people from ethnic minority backgrounds.

Wellington House
133-155 Waterloo Road
London
SE1 8UG

Jazz Thind
Acting CFO
Oxleas NHS Foundation Trust
Pinewood House
Pinewood Place
Dartford
Kent
DA2 7WG

020 3747 0000

24 March 2016

Dear Ms Thind,
Oxleas NHS Foundation Trust
Feedback on your trust’s draft 2016/17 operational plan
Thank you for submitting your draft operational plan on 8 February 2016. We
recognise the significant work that has gone into delivering this during such a
challenging period.
The national planning guidance recently set out steps for local organisations to work
together to deliver a sustainable, transformed health service over the next few years,
through improvements in quality of care, wellbeing and NHS finances. It also outlined
our expectations of individual providers in 2016/17 to deliver high quality, sustainable
services for the patients and communities they serve.
To support providers in their move to a sustainable financial footing and thereby
enable a year of system stability and recovery, the planning guidance introduced the
£1.8 billion Sustainability and Transformation Fund for 2016/17. This additional
funding is conditional on the NHS provider sector breaking even in 2016/17.
To secure access to its share of the Fund, each NHS trust and NHS foundation trust
will have to meet, or exceed, an agreed financial control total for 2016/17 - as well as
delivering an agreed trajectory for improvement in access standards, and (together
with local partners) a robust Sustainability & Transformation Plan.
Purpose of this letter
The purpose of this letter is to feed back to you any specific observations from our
review of your trust’s 2016/17 draft plan submission. We expect our feedback to be
considered carefully by your trust between now and 11 April, so that a final
operational plan is delivered which:
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Demonstrates the consistent delivery of safe, high quality services; and either
achieves, or achieves recovery milestones for, access standards
Secures all this within the resources available
Helps to create a sustainable organisation through sound business and
financial plans for the longer term.

Control total
Your trust’s control total for 2016/17 is £1.1m surplus. We will monitor your trust’s
progress against achievement of this on a quarterly basis through 2016/17.
We understand that you have accepted your control total. We will continue to work
with you to ensure that the assumptions you have made are realistic and stretching.
We confirm that your allocation from the general element of the Sustainability and
Transformation Fund can be included in your final plan, subject to the completion of
a compliant final plan and contingent on the NHS as a whole meeting the national
conditions for the fund.
Headline feedback on your draft operational plan
Having reviewed your draft plan submission, and based on our other recent
engagements with the trust, we have the following observations to report on your
plan. These include observations on the activity, quality and workforce plans. We
would appreciate if you could address these in your final plan submission on 11 April
2016 as a priority, either through clarification, or substantiation of the issues flagged,
or through direct amendments to your plan:








We note that the cost savings set out in your draft submission are net of cost
pressures. Consequently, we have noted through our discussions with you,
that the actual efficiencies planned will be higher. We have agreed with you,
that these will be detailed as such in the final submission.
You set out that there is a potential significant QIPP, related to your contract
with Greenwich CCG and that this is not included in the draft plan, as a key
downside risk to the 16/17 position. We wish to advise, that agreement of
contracts with local commissioners, including the impact of local efficiencies
and/or de-commissioning against the current draft plan will be essential,
before the submission of your final plan. You have let us know that
conversations are ongoing and as such, we have agreed with you that the
outcomes of these will be reflected in the final plan.
You have informed us that the finalisation of budgets and cost saving plans
are expected to be completed by the end of March 2016. As a result, we have
agreed with you that the impact of these will be included in the final
submission.
You have supplied information which highlights that the trust has a significant
Capex programme for 16/17. Accordingly, given the cost pressures above and
2

the potential for QIPP downside risk, it will be important to ensure robust cash
management over the course of the financial year. We would like to request
that your final submitted plan will set out your approach to mitigating liquidity
risk that you intend to utilise, during 2016/2017.
Next steps
We expect the matters raised in this letter to be addressed in your final plan
submission on 11 April 2016. Our regulatory approach in 2016/17 is likely to be
guided in part by the degree of assurance you provide in April that these concerns
have been adequately addressed, either through clarification of the issues identified
or appropriate amendments to the plan. We also expect to be able to understand
and corroborate any other movements from your draft to final plans.
Between now and 11 April we will continue to work closely with you to support your
development of a robust, fully-integrated operational plan for the year, underpinned
by the signature of strong, fair and deliverable commissioner contracts.
If you have any queries relating to the above, please contact your Monitor
relationship team at the earliest opportunity.

Yours sincerely,

Mark Turner
Regional Director
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Board of Directors
7th April 2016
Agenda item

Quarter 4 Board Certifications

Item from

Jazz Thind, Acting Director of Finance

Attachments

Key Monitor metrics

Item
Enclosure

17
15

Summary and Highlights
As part of Monitor’s assessment of governance of NHS foundation trusts, on a quarterly
basis, the board is required to respond ‘confirmed’ or ‘not confirmed’ to the following
statements.
The quarter 4 return reflecting the final position for the year is expected to reflect the
following:

For finance, that the Board anticipates that:
the Trust will continue maintain a financial sustainability of at least 3 over the next
12 months;
the Trust’s capital expenditure for the remainder of 2015/16 will not materially differ
from the amended forecast.



For governance, that it is satisfied that plans in place are sufficient to ensure on-going
compliance with all existing targets (after the application of thresholds) as set out in Risk
Assessment Framework; and a commitment to comply with all known targets.



The Board confirms that there are no matters arising in the quarter requiring an
exception report to Monitor which have not already been reported as per the Risk
Assessment Framework. Table 3 in attachment A provides further detail.



The number of subsidiaries included in the finances of Q4 return is nil.

The Acting Chief Executive Officer and the Acting Director of Finance will sign off, on behalf
of the Board, the submission due to Monitor by 30th April 2016. Any deviation from the
above will be reported to the Board in May.
The attachment provides further context to assist the Board in confirming these statements.

Recommendations
The board is asked to agree these confirmations to Monitor.

Q4 Board Certifications

Jazz Thind, Acting Director of Finance
31st March 2016

Position Overview
EBITDA
The Trust is forecasting EBITDA for the 12 months to 31st March 2016 of £6.2m / 2.5%,
which will be £1.0m behind plan (£7.2m / 2.9%).
Surplus
We are on track to deliver a surplus of £100k / 0.04% for the year ending 31st March 2016.
This will be £900k behind plan.
Cash
Forecast total cash and short term investments is £85.0m at the end of March 2016.
Monitor rating
Under the new Monitor Risk Assessment Framework, the Trust scores 3.0 and this is line
with the revised position agreed by the Board. This denotes ‘emerging or minor concern
potentially requiring scrutiny with potential enhanced monitoring’.

To achieve a rating of 4.0 which denotes ‘No evident concerns’; the Trust would be required
to deliver the £1.0m annual planned surplus, which is currently £900k behind plan.

Elections
Monitor Risk Assessment Framework requires a quarterly report of elections held and
results of by-elections during quarter 4 are as below.
Governors – two by-elections during Quarter 4
By-election 1
Process commenced December 2015 with election process ending 4 February 2016 with the
following outcome:





Public Bromley - Dr Ben Spencer
Public Greenwich - Dr John Crowley
Service User/Carer: Learning Disability - Dean Powell *
Staff: Forensic and Prison Services - no nominations

*Dean Powell stepped down following his successful election for personal reasons.
Therefore, the second candidate was approached - Raja Rajendran who agreed to step into
this role until it goes out to election again this summer.
During the above process, we lost another Public Bromley governor - Shouvik Datta had to
stand down as he was no longer eligible to represent the Borough of Bromley.
List of Governors' elections for Oxleas NHS Foundation Trust
1
2
3
4

Constituency Type

Full Name of
Constituency

Public
Public
Patient/Service User
Staff

Bromley
Greenwich
Learning Disability
Forensic & Prison Services

No. of
No. of Votes
candidates
cast
3
6
2
0

80
100
17

Turnout
8.0%
9.0%
17.2%

No. of Eligible
voters

Date of election

998
1,109
99

By-election 2
Process commenced February 2016 to fill the following vacancies:
 Public Bromley (to replace Shouvik Datta) - 2 people have stood
 Staff: Forensic and Prison Services - 2 people have stood
No other statistic is available until voting closes on 19 April 2016, the submission to Monitor
will reflect the latest confirmed outcome.

04/02/2016
04/02/2016
04/02/2016
04/02/2016

Executive Turnovers
Monitor Risk Assessment Framework sets out that Monitor will use executive team turnover
as one of the potential indicators of quality governance concerns. This information is
provided in the table below including explanation for any changes during the quarter 4.

In Year Organisational Health Indicators for Oxleas NHS Foundation Trust
Monitor Risk Assessment Framework sets out how
Monitor will use executive team turnover as one of the
potential indicators of quality governance concerns.
Executive Directors
Total number of Executive posts on the Board (voting)
Number of posts currently vacant *
Number of posts currently filled by interim appointments
Number of resignations in quarter *
Number of appointments in quarter

units

Actual For
Quarter
ending
30-Jun-15

Actual For
Quarter
ending
30-Sep-15

Actual For
Quarter
ending
31-Dec-15

Actual For
Quarter
ending
31-Mar-16

Posts
Posts
Posts
Resignations
Appointments

6
1

6
2
3

6
2
-

6
1
2
1
-

* Notification of Stephen Firn, Chief Executive's intention to retire January 2016, retiring on
31 March 2016. Appointments process in place with plan to recommend appointment to
Council of Governors in June 2016.

Healthcare targets and indicators
The table below sets out our performance against Monitor healthcare targets and indicators for 2015/16. It should be noted that the below
shows the indicative Q4 outturn. The Monitor submission will based on the actual achievement.
Declaration of risks against healthcare targets and indicators for 201516 by Oxleas NHS Foundation Trust
Annual Plan
Threshold or
Risk declared
target YTD

Targets and indicators as set out in the Monitor Risk Assessment Framework

Quarter 2

Quarter 1
Performance

Declaration

Performance

Quarter 3

Declaration

Performance

Quarter 4

Declaration

Performance

Declaration

Comments / explanations

Target or Indicator (per Risk Assessment Framework)

Referral to treatment time, 18 weeks in aggregate, admitted patients

i

90%

No

100.0%

Achieved

0.0%

0.0%

0.0%

Achieved

Was 100% for last 2 months

Referral to treatment time, 18 weeks in aggregate, non-admitted patients

i

95%

No

99.4%

Achieved

0.0%

0.0%

0.0%

Achieved

Was 99% for last 2 months

Referral to treatment time, 18 weeks in aggregate, incomplete pathways

i

92%

No

99.9%

Achieved

99.5%

Achieved

99.1%

Achieved

0.0%

Achieved

Currently 97.2% so on target

Care Programme Approach (CPA) follow up within 7 days of discharge

i

95%

No

93.9%

Not met

97.4%

Achieved

99.6%

Achieved

0.0%

Achieved

Currently at 99%

Care Programme Approach (CPA) formal review within 12 months

i

95%

No

99.9%

Achieved

99.7%

Achieved

99.4%

Achieved

0.0%

Achieved

Was 99% for last 2 months

Admissions had access to crisis resolution / home treatment teams

i

95%

No

100.0%

Achieved

100.0%

Achieved

100.0%

Achieved

0.0%

Achieved

Consistently above 99%

Meeting commitment to serve new psychosis cases by early intervention teams

i

95%

No

109.9%

Achieved

108.3%

Achieved

107.3%

Achieved

0.0%

Achieved

Consistently above 100%

Minimising MH delayed transfers of care

i

<=7.5%

No

5.3%

Achieved

4.3%

Achieved

3.7%

Achieved

0.0%

Achieved

Approximately 5.4%

Data completeness, MH: identifiers

i

97%

No

99.6%

Achieved

99.5%

Achieved

99.5%

Achieved

0.0%

Achieved

Was 99% for last 2 months

Data completeness, MH: outcomes

i

50%

No

85.4%

Achieved

84.2%

Achieved

82.7%

Achieved

0.0%

Achieved

Over 80%

Achieved

Consistently at 100%

Compliance with requirements regarding access to healthcare for people with a learning disability

i

N/A

No

N/A

Achieved

N/A

Achieved

N/A

Achieved

N/A

Community care - referral to treatment information completeness

i

50%

No

100.0%

Achieved

100.0%

Achieved

100.0%

Achieved

0.0%

N/A

Community care - referral information completeness

i

50%

No

89.7%

Achieved

87.4%

Achieved

86.6%

Achieved

0.0%

Achieved

Consistently above 84%

Community care - activity information completeness

i

50%

No

97.5%

Achieved

86.0%

Achieved

70.0%

Achieved

0.0%

Achieved

Was over 69% for last 2 months

N/A

No

No

No

No

i

N/A

N/A

15/11/2014

15/11/2014

15/11/2014

Risk of, or actual, failure to deliver Commissioner Requested Services
Date of last CQC inspection
CQC compliance action outstanding (as at time of submission)

N/A

No

No

No

No

CQC enforcement action within last 12 months (as at time of submission)

N/A

No

No

No

No

CQC enforcement action (including notices) currently in effect (as at time of submission)

N/A

No

No

No

No

Moderate CQC concerns or impacts regarding the safety of healthcare provision (as at time of submission) i

N/A

No

No

No

No

Major CQC concerns or impacts regarding the safety of healthcare provision (as at time of submission)

i

N/A

No

No

No

No

Overall rating from CQC inspection (as at time of submission)

i

N/A

N/A

N/A

N/A

N/A

CQC recommendation to place trust into Special Measures (as at time of submission)

N/A

N/A

No

No

No

Trust unable to declare ongoing compliance with minimum standards of CQC registration

N/A

No

No

No

No

N/A

N/A

N/A

N/A

N/A

Trust has not complied with the high secure services Directorate (High Secure MH trusts only)
i

Table 3 of the Monitor Risk Assessment Framework
Categories of matters which will require an exception report to Monitor.
Examples of where an exception report is required
Continuity of services • unplanned significant reductions in income or significant increases in
costs
• discussions with external auditors which may lead to a qualified audit
report
• future transactions potentially affecting the financial sustainability risk
rating
• risk of a failure to maintain registration with CQC for commissioner
requested services (CRS)
• loss of accreditation of a CRS
• proposals to vary CRS provision or dispose of assets, including:
cessation or suspension of CRS
variation in asset protection processes
• proposed disposals of CRS-related assets
Financial governance • requirements for additional working capital facilities
• failure to comply with the statutory reporting guidance
• adverse report from internal auditors
• significant third-party investigations or reports that suggest potential
material issues with governance
• CQC inspections and their outcomes
• performance penalties to commissioners
Governance
• third-party investigations or reports that could suggest material issues
with financial, operational, clinical service quality or other aspects of
the trust’s activities that could indicate material issues with governance
• CQC responsive or planned inspections and the outcomes/findings
• changes in chair, senior independent director or executive director
• any never events*
• any patient suicide, homicide or absconsion (mental health trusts only)
• non-compliance with safety and security directions and outcomes of
safety and security audits (providers of high security mental health
services only)
• other serious incidents or patient safety issues that may impact
compliance with the licence (e.g. serious incidents, complaints)
Other risks
• enforcement notices or other sanctions from other bodies implying
potential or actual significant breach of a licence condition
• patient group concerns
• concerns from whistle-blowers or complaints
• any significant reputation issues, e.g. any adverse national press
attention
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Summary and Highlights
Following the discussion at the Board of Directors’ meeting in July 2015 and at the strategy away
days, the recommendations made in the Well Led Governance Review have been taken forward.
The attached document summarises progress.

Changes to risk register

New risks identified

Recommendations
The Board is asked to note the progress.

Previous
rating

New rating

Rating

March 2016
Well Led Review Action Plan Summary
Ref

Domain

R1

1A

R2

1A

Amend the business case evaluation process by
explicitly including outcomes expected from the
business case and how and when those outcomes will
be monitored.

R3

1B

R4

1B

R5

1B

Clarify terminology between CRR and BAF within the
Yes – terminology clarified
Risk Management Framework.
Implement a single automated system for risk
The risk management and hotspots modules have
management to replace the Word based risk registers. been implemented and registers have been
transferred to the new system.
Consider improving regular access to risk registers at
Has been discussed at Risk Committee in March and
ward manager level.
implementation due to be complete by end of June.

R6

1B

R7

2B

Recommendations

Consider introducing Board member only sessions to
discuss strategy formulation.

Implementation

Board strategy away days will be held twice a year
(June and December). These will include a Board
member only session.
Criteria for the evaluation of business case to be
agreed by the Business Committee. Finance Director
to bring paper to Business Committee in March
2016. Paper to be signed off at April Executive
meeting.

Formally communicate the Quality Impact Assessment A process has been agreed which includes discussion
process, approach and timescales to directorates
at the joint finance and quality leads meetings with
directorates
Consider undertaking an annual organisational
Not as separate report – will incorporate into annual

Complete

Proposed
completion
date
end April
2016

June 2016

R8

2C

R9

2C

R10

2C

R11

3A

effectiveness report to provide assurance to the
Board on the various building blocks of organisational
culture and leadership.
Improve incident reporting feedback mechanisms to
staff.

report
Processes have been developed across all teams to
discuss incidents and embed learning. Trustwide,
there is an increased focus on learning from
complaints and incidents

Enable the Executive Team to spend more time to ‘tell Actions taken
the story’ of key learnings from serious incidents to
• To include in Terms of Reference for L5
staff providing direct care to service users and carers.
Inquiries
• Following completion of L5 inquiry panel
members will identify who will tell the story
and to which teams
• Execs are debriefing on learning from serious
incidents
Improve the extent of sharing good practice across
Quality of services regularly discussed in directorate
directorates by creating opportunities within the
senior management meetings and directorate
current meeting structures, and building on the
Quality Boards and sub-groups provide feedback to
request from the Medical Director to have protected
teams and receive updates.
time to discuss quality.
All directorates have regular quality newsletters and
participate in local and trustwide events to share
good practice.
Consider the following:
New structure agreed and in place. Board sub• dissolving the Compliance Board and distribute its
committees to be chaired by non-executive directors
responsibilities elsewhere;
• renaming the Governance Board to reflect its focus
on risk management e.g. Risk Committee;
• changing the Quality Board to become a first tier
Board Committee;

R12

3A

• changing the Chair of the Business Committee to
another member of the Board once the Trust Chair
retires; and
• changing the Workforce and Learning Development
Group to become a first tier Board Committee.
Review and update the terms of reference for all
Board committees to reflect any changes made.

Terms of reference will be reviewed by new chairs of To be
complete by
sub-committees
end May
2016

Monitor NED attendance at all Board Committees,
where NED membership is included within the terms
of reference.
Ensure there is accurate recording of discussions and
actions at the performance management meetings.
Introduce the use of action trackers for all Board and
Board Committee meetings

Attendance information collected and will be
reported in annual report

Extend the use of Datix Web for recording and
tracking actions from all clinical audits (priority A and
B).
Consider reducing the size of the Council of Governors
to be in line with peers.
Consider stakeholder engagement on a tripartite basis
in respect of borough-wide issues.

Trustwide priority clinical audit recommendations
are now being recorded on Datixweb

R13

3A

R14

3B

R15

3B

R16

3B

R17

3C

R18

3C

R19

3C

Develop specific plans for engaging with third sector
organisations on strategic issues.

R20

4A

Introduce integrated Board reporting to capture all
salient issues impacting on the performance of the

All action points recorded
Introduced for Board of Directors meeting. New
chairs of sub-committees to review process.

Not being taken forward
To be incorporated into future consultations and
communication where appropriate and achievable.
For example tripartite HealthWatch meetings
Further partnership working with the Third Sector
agreed as outlined in Service Development Strategy
and reported on as part of the annual planning
process.
Integrated dashboard established at Board of
Directors

To be
complete by
end May
2016

R21

4A

R22

4A

R23

4A

R24

4B

R25

4B

organisation.
Utilise graphics to improve the presentation of
information
Investigate whether the information available from
the NHS Benchmarking network could be utilised
more to provide external benchmarking.
Determine the key performance indicators that will
provide an ‘at a glance’ view of the Trust and each
directorate.
Implement and demonstrate the impact of the
Information Assurance and Data Governance
Frameworks.

Consider introducing a data quality dashboard as part
of the assurance mechanism.

Graphics and rag rating included in dashboard
Information from mental health benchmarking
network, mortality data, national suicide audit and
South East London productivity network being
utilised.
Integrated dashboard including KPIs established at
Board of Directors
A 'Metric Register' has been devised which sets out
specifications for the information used for reporting
purposes. This work is ongoing but now covers all
the metrics within the integrated dashboard.
Detailed definitions are available through iFox and
these have been reviewed and signed off by the
named owners of each metric. The documentation
also shows an audit table which provides a history of
who last validated the metrics and on which date.
The data quality assurance framework covers all the
metrics on the Integrated Dashboard. A timetable is
in place to ensure that every metric is audited by the
information team at least once a year. Furthermore
the Trust's internal auditors do a data quality audit
once a year which provides additional assurance.
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NHSI ‘Financial Improvement Programme’ Letter / Annex
Finance report Month 11
NHSI Letter re agency threshold
Department of Health (DH) letter re accounts review
PWC Scoping document

Summary and Highlights
NHSI ‘Financial Improvement Programme’ Letter
The Committee noted the letter from NHS Improvement offering NHS providers the ability to access
additional help with improving their finances, under a new financial improvement programme.
Developed by Monitor and the NHS Trust Development Authority, the ‘Financial improvement
programme’ will enable NHS providers to take advantage of additional improvement advice and
expertise. Providers will be able bring in external financial and operational support to help them
make the required savings, so that financial sustainability is maintained.
Providers taking part in the programme will get: ‘on site’ improvement expertise, from early April 2016, to strengthen the way they
identify, plan and undertake financial improvement
 a programme of ‘quick-wins’ to help achieve immediate savings in 2016/17
 help with developing a longer-term plan for delivering recurrent savings
 a dedicated lead from within NHS Improvement who will support them as they go
through the programme
 a wider package of NHS peer learning
The Business Committee considered the content of the letter and agreed that we would not be
requesting such support at this point in time as we are confident of achieving our savings plans and
delivering the ‘control’ total for 2016/17.
Current tender activity
The Committee noted that the Universal Children’s Tender had been submitted to RBG for the value
of £8.4m. The main competitor was likely to be GST. The Trust had also been invited to an interview
for the CASH service (5 year contract value £6.8m). We are likely to hear of the decision w/c 18th
April.
The Committee supported the decision not to bid for London wide Child Health Information Service
on the basis that the revised specification was outside our core business and that we did not have
the expertise to manage the data processing function.

The Committee supported decision to bid for the IICSA service where we would provide support for
victims and survivors of child abuse who attend inquiry meetings within the South East and London
regions. This contract is worth approximately £0.5m.
QMH development
The Committee received and discussed the business case for the capital investment in the site. The
Committee noted the total commitment of £49.3m; sources of funding; and the future revenue
projections. A key decision for the Board would be to agree the commencement of works
associated with Phase 1 amounting to £25m. The Committee agreed to make a recommendation to
the Board to:1. Approve the capital costs for phase 1
2. Approve the award of the contract for delivery to GallifordTry
3. Agree a mobilisation fund of £0.4m + vat if the decision to proceed is delayed
Capital Plan
The Committee were updated on the quantum of the capital programme for 2016-17. At total sum
amounted to £35.83m with the major part of this expenditure relating to QMH.
Finance Report
The Committee noted that at the end of period 11 the Trust reported a surplus of £82k which was
£810k behind plan with a monitor risk rating of ‘3’. We continue to forecast a outturn surplus of
£100k. We are on track to realise the savings to deliver the target of £6.8m and continue to have a
strong cash position. Significant efforts had been made to resolve GP debt and we had now settled
with the GPs at one practice. The savings target for 16/17 will need to increase to reflect
agreements in the agenda for change pay award not factored in; 1% increase on London weighting
and additional 1% for medical staff.
Greenwich CCG
The Committee were updated on a letter received from Greenwich CCG laying out the local
efficiency requirement and the areas of focus. The CCG is in a financial turnaround regime and was
due to submit a deficit plan of circa £15m for 2016-17. The indications are that all contracts are
under consideration even though £21.9m of efficiencies have been delivered since 2010-11. There
are a number of potential service changes they are looking to pursue:
1. reduction in Atlas House beds
2. reduction in the price of beds for the Intermediate Care beds at Eltham Community
Hospital
3. £0.5m out of children’s services
4. the potential decommissioning of some services
We will be reflecting the potential deterioration in funding from Greenwich CCG in our 16/17
operational plan by reducing the projected income by £3.2m. This will be reflected in the form of an
increased savings target. Our CRE target will therefore be increased to £8m. Modelling of this
impact has been reflected in the 16/17 CRE table within the Finance Report.

Other Highlights
NHSI – Letter re agency spend updates ahead of 1 April
NHSI has now published complete set of new rules for trusts and foundation trusts on agency
expenditure which supersedes all previous guidance. This includes: an agency price cap reduction to 55% above basic pay rates from 1 April
 the requirement to use approved frameworks for all agency procurement from 1 April
 the setting of and compliance with, a ceiling for trust total agency expenditure
As the attached letter highlights our limit has been set at £13.3m and represents a 35% reduction
against the current forecast outturn cost. Based on current performance and plans to recruit staff,
it will be very challenging to stay within this threshold. In addition agencies are indicating that they
are not prepared to supply staff at the new capped rates, therefore we will need to manage the
financial implications of maintaining appropriate staffing levels in service areas. Agency
arrangements are being reviewed and in order for agencies to be ‘On Framework’ and ‘within price
caps’ they will be required to be listed on the Crown Commercial Services framework. The
anticipated effected date is July 16. We will need to assess which agencies are compliant with the
framework at that point in time.
Department of Health (DH) letter re accounts review
The big 4 accountancy firms have been commissioned by DH to assess the accounts of 20 sample
NHS organisations and the potential impact on the DH’s accounts. We are one of the 20
organisations selected; PricewaterhouseCoopers have been assigned to lead the review at our
Trust.
An initial visit took place on the 31st March 2016. The discussion majored on the ‘reasonableness’ of
our accounting treatment in the particular areas of focus and the potential impact on the DH’s
accounts. The attached letter provides further detail. The remit is to gather the intelligence and
feedback the output to DH. PWC confirmed that this work will not lead to organisations having to
adjust their accounts but will inform the scope for central adjustments. The production of accounts
remains a matter for Directors of Finance, Trust Boards and their auditors. A follow-up meeting may
be convened w/c 4th April to go through the detail.
Recommendations
The Board notes the key highlights.

10 March 2016

Chief Executive and Chairman's Office
Wellington House
133-155 Waterloo Road
London SE1 8UG
Tel: 020 3747 0000

TO: NHS foundation trust and NHS trust CEOs

Dear colleague

Supporting delivery of the 2016/17 financial plan
As you will all know, the NHS is facing a significant financial challenge as we move into 2016/17,
but we also have the opportunity to set ourselves on a strong financial footing for the future.
The additional £8.4 billion real-terms funding by 2020/21 announced in the recent Spending
Review has resulted in an increase of £3.8 billion in real-terms in 2016/17. This includes a £1.8
billion Sustainability and Transformation Fund for the provider sector, targeted primarily at
providers of emergency care. However, this settlement is dependent on the NHS provider sector
delivering a deficit of not more than £1.8 billion in 2015/16 and a balanced budget across the NHS
in 2016/17, after application of the fund.
To support NHS trusts and NHS foundation trusts (“trusts”) across the system to deliver this
challenge we have developed a “Financial Improvement Programme” and we are seeking
expressions of interest from trusts that wish to be involved [please respond by 12pm on Tuesday
15 March]. This programme is to be delivered at a local level through external suppliers, with
overall coordination by NHSI. It has been designed by NHSI building upon our experience of
working with many trusts as they have improved their financial performance, seeking to bring the
learning into one programme. The overall objective of the Financial Improvement Programme is:
“to provide support to trusts to reduce materially and improve their 2016/17 I&E and cash position
supporting them to deliver both their plans and control totals while maintaining delivery of safe
care”
The main elements of the programme are outlined below and on the attached one pager (Annex
1):
1. Providing additional on the ground expert capability and capacity from early April 2016 to:
o identify and implement improvements to the way the trust undertakes financial improvement;
o help to identify rapidly and robustly, savings the trust can make in 2016/17;
o support the implementation of available quick wins and of a reliable sustainable plan which
enables the trusts to improve further their financial position, including making progress on
Carter review savings and locum and agency work; and
o leave the trust in a strong position both to maintain and increase the savings and
opportunities identified and implemented during the programme.
2. Support a process of continuous learning during the programme (e.g. learning sets, workshops
to share learnings etc);
3. An NHSI lead for each trust that is part of the programme and with whom the senior trust
leadership can discuss progress, concerns, and next steps;
From 1 April 2016 NHS Improvement will be the operational name for the organisation that brings together Monitor, NHS TDA, groups
from NHSE’s Patient Safety teams, the National Reporting and Learning System, the Advancing Change team and the Intensive
Support Teams.

4. A Director level person at the trust (where not already in place) to provide capacity and
additional expertise to help support and drive the financial improvement programme at the trust.
These will be sourced by potential suppliers for trusts to engage directly through
secondment/direct employment arrangements;
5. Scope of work that builds upon best practice from financial improvement undertaken across
multiple trusts, but with work that can be flexed and focuses on the material benefits that can be
achieved for individual trusts;
6. There will be review checkpoints between phase one and phase two and then between phase
two and phase three for the trust, supplier, and NHSI to agree that the work should proceed.
We expect that phase two will be undertaken (following phase one) at the majority of trusts
involved in the programme;
7. The potential third phase of work at some trusts will focus targeted support on areas within the
trust where additional material benefits can be achieved in-year; and
8. A streamlined NHSI approach for approval of consultancy expenditure (for spend associated
with phase three of this programme) by individual trusts on the basis of a high in year return on
investment.
In order to minimise the administrative and process burden on trusts of being a part of this
programme, NHSI is supporting and managing the procurement exercise (for multiple individual
contracts) on behalf of the trusts involved. This centrally supported and managed procurement
approach will also enable the NHS to get a high degree of value for money from potential
suppliers, including expecting suppliers to put fees at risk linked to delivery of the aims of the
programme. We will provide further information on the procurement approach to trusts that
express an interest and are successful in applying for this scheme.
The expert capacity and capability on the ground from suppliers will be procured to support trusts
via individual contracts that will be funded from trust budgets. However, it is expected that the
savings delivered in year will be in multiples of the supplier’s fee so that the programme represents
no net cost to the trusts that are part of the programme.
The potential cost for a trust will likely vary relating to both the size and complexity of the trust, and
the extent of the trust’s existing financial improvement arrangements, with the cost for each trust
being determined through the competitive procurement process. We will provide further
information to trusts that express an interest and are successful in applying for this scheme.
If you would like to discuss the contents of this letter further, have any questions or queries, or
would like to express an interest in being a part of the programme then please contact the
relationship lead from within NHSI for your trust and e-mail nhsi.financial-improvement@nhs.net.
We are expecting significant interest in this programme from trusts across the NHS and so we may
have to prioritise requests for inclusion and, as part of this, may request further information from
the trusts to enable this prioritisation. Initial information we use to prioritise will include the
potential size of trusts’ financial improvement opportunity or the trusts’ distance to breakeven or
control total in 2016/17. This will not be a programme aimed just at trusts with the worst financial
performance and we have already had expressions of interest from providers with relatively small
deficits, or who forecast a surplus in 2016/17, but who see this approach as an important tool to
support financial delivery next year.
Further details regarding NHSI expectations of the trusts and suppliers involved in the programme
are currently being developed, but our objective is to keep any additional reporting to NHSI as light
From 1 April 2016 NHS Improvement will be the operational name for the organisation that brings together Monitor, NHS TDA, groups
from NHSE’s Patient Safety teams, the National Reporting and Learning System, the Advancing Change team and the Intensive
Support Teams.

touch as possible. Our intention is to encourage local ownership as much as possible through use
of existing relationships with your NHSI leads.
We would strongly encourage trusts facing large potential deficits next year, or risks to delivery of
their plans, to express an interest in being a part of this programme. We have seen this type of
work make real improvements to the financial position of trusts we have worked with in the past 1218 months and we want to support trusts to deliver against the significant financial challenges they
face.
You may have already discussed this programme of work with the NHSI lead for your trust. The
reason you are receiving a further letter is that we have decided to extend the opportunity of
involvement across the whole sector and to encourage greater inclusivity in the decision making
process for this important programme.
Please submit expressions of interest in being a part of this programme by no later than
12pm on Tuesday 15 March.
Many thanks for your continued support.
Yours faithfully

JIM MACKEY
Chief Executive, NHS Improvement
cc.

FT and Trust Chairs
FT and Trust Finance Directors.

From 1 April 2016 NHS Improvement will be the operational name for the organisation that brings together Monitor, NHS TDA, groups
from NHSE’s Patient Safety teams, the National Reporting and Learning System, the Advancing Change team and the Intensive
Support Teams.

Annex 1: Summary scope for the Financial Improvement Programme (FIP)
Checkpoint 1 to progress to Phase 2

Work
stream
Objective

Turnaround Director (TD) role
(if trust do not have their own)

Senior level support to assist you to
understand and rapidly implement
actions, plans and stretch CIPs, in
order to stabilise finances and rapidly
deliver material FY17 deficit reduction
and an improved cash position.
Timescale For duration of the FIP
Scope
Advisory firm provide a credible TD to
be appointed directly by the Trust (via
letter of employment/secondment)
1) Supporting stabilisation and
material in-year deficit reduction:
• Run-rate baseline and tracking
• Target run-rate stabilisation; in-year
savings and cash generation
• Stretch plans for FY17 control total
• Challenge directorates on finances
2) Support and drive CIP delivery:
• Drive stretch CIP development and
support implementation, ensuring
completion of quality impact reviews
3) General support by the TD:
• Ensure effective oversight and
governance of FIP and embedding of
processes, approach, and skills to
maintain and increase P1 and P2
savings.
• Support Board communications and
stakeholder management on FIP.
Main
• Development of CIP pipeline
outputs
• Significant levels (£) of CIP delivery
• Regular reporting and briefings to
trust and NHSI.
• Embed approaches and skills to
maintain/increase P2 benefits.
• High level view of requirements/
enablers for financial recovery.
Potential
Known as “CIP”, “Recovery”, “FIP” or
variations “Transformation” Director instead

Checkpoint 2 to progress to Phase 3

FIP - Phase 1 (P1): Leading indicators;
FIP - Phase 2 (P2): Support
quick wins; and implementation planning implementation

FIP - Phase 3 (P3):
Targeted support

Focus on identifying and delivering quick wins.
Quickly assess: ability of trust’s operational and
financial leadership to deliver rapid financial
improvement; underlying drivers of your deficit;
and credibility of forecasts. Develop plans for
phase 2 and sustained benefits beyond phase 2.
Two to four weeks
1) Quick wins from operational controls:
Identify and deliver quick wins from:
• improved operational planning, controls and
staffing use, considering capacity and need;
• income (e.g. large contracts); costs (e.g. PO
system, number of budget holders, back
office/non-clinical costs); cash controls and
working capital; and
• savings from Carter review findings.
2) Leading indicators
2a) Governance - leadership:
• Comment on the Board’s capacity/capability to
deliver FIP rapidly; the effectiveness of the
trust’s PMO and CIP development approaches
and of operational management and controls.
2b) Underlying deficit drivers/forecast credibility:
• At a high level, comment on the drivers of your
deficit; forecast run rate trajectory; and plans to
achieve your FY17 control total.
3) Implementation planning
• Detailed savings implementation plan for phase
2 and initial plan for the trust to sustain benefits
• Implementation of quick wins
• Phase 1 report (max 20 pages): comment on
leading indicators re. governance, underlying
deficit drivers & credibility of forecasts (to
include RAG ratings, relevant financial bridges
and recommendations for improvement)
• Phase 2 (P2) implementation plan (including
savings) and initial plan to sustain P2 benefits.
Use existing information/knowledge that is timely
and credible as part of phase 1 work.

Targeted support for
continuation of agreed P2
work streams, where the
support can deliver
material financial benefits
in FY17
TBD
1) Operational controls
& in-year CIPs e.g.
develop and deliver
stretch CIPs
2) Support delivery of
FY17 improvement
e.g. material savings from
Carter recommendations
3) Governance and
controls
e.g. oversight to ensure
delivery of stretch CIPs
4) Sustained and
increased savings
e.g. material benefits
identified in phase 2
This will only be where
material additional FY17
benefits can be
delivered from further
targeted support on
phase 2 work streams.
• Rapid introduction of
stretch savings creating
a further material
reduction to FY17 deficit
run-rate.
• KPIs and regular
reporting and briefings.

Building on phase 1/existing knowledge,
advisors to support trust to rapidly deliver
material FY17 deficit and cash benefits.
Provide on the ground support and establish
effective governance and oversight, with a
focus on sustained benefits beyond phase 2
Up to three months
1) Operational controls and in-year CIPs
1a) Supporting delivery of remedial actions:
• Support trust to implement measures and
actions to reduce FY17 deficit without
compromising patient safety/performance
1b) Cash and working capital:
• Support trust to implement rapid and
sustainable improvements.
2) Support delivery of FY17 improvement
• On the ground support (e.g. in divisions) to
deliver stretching CIPs, make good
progress on Carter review savings; and
communicate FIP to stake-holders linking
to other local/national initiatives.
3) Governance and controls:
• Support the trust to improve and embed
governance processes to deliver the FIP
that focus on rapid delivery of continued
financial improvement beyond phase 2.
4) Sustained and increased savings
• Consider requirements of delivering
financial recovery without external support
• Rapid introduction of savings creating a
material reduction to FY17 deficit run-rate.
• Embedded processes, approaches and
skills to maintain and increase P2 benefits
• KPIs and regular reporting and briefings.
• Report: outlining outcome/impact of FIP;
• High level view on requirements/enablers
for sustainable financial recovery.
Tailored approach building on existing
financial improvement arrangements to
focus on material benefits realisable in FY17

Locally driven – to be
approved by NHSI

Overall aim: to support the trust to rapidly deliver material savings and cash benefits in FY17

Finance Report for 11 months to 29th February 2016
Board of Directors
7th April 2016
Position overview
Monitor risk rating
Income & Expenditure
Statement of Financial Position (Balance Sheet)
Debtors and payments
Investment - Capital and Estates
Risks
Appendix 1: Operational Performance
Appendix 2: CRE
Appendix 3: Provisions

2
3
4
5
6
7
8
9 - 10
11
12

1

Position Overview
Surplus
•
•

We have delivered a surplus for the 11 months ended 29th February 2016 of £82k, which is £810k
behind the year to date plan.
Achieving our planned surplus of £1.0m, has been recognised as being unachievable, and our
most realistic forecast continues to be breakeven or a small surplus of £0.1m. This takes into
account a concerted effort to minimise non-essential spend and maximise, where possible, income
across all directorates.

Cash
•

•

Total cash and short term investments was £91.4m at the end of February, a £2.9m net increase
from January. The increase reflects increased cash receipts from debtors and a reduction in
payments to creditors in the month.
The Trust continues to score a 4 for liquidity per Monitor’s financial risk rating.

M onitor rating
•
•

Under the new Monitor Risk Assessment Framework the Trust Plan scores 3.5 which rounds up to a rating of 4.0 and denotes ‘No Evident Concerns’.
At 29th February 2016, under this new framework, we score a 3.0. This denotes ’Emerging or minor concern potentially requiring scrutiny’ with potential
enhanced monitoring.

CRE and contract reductions delivery

The Trust savings target for 15/16 has now been reduced to £6.8m (previously £7.0m) due to RGB and LB Bexley not requiring the level of savings
previously anticipated.
• Plans for £6.8m full year effect have been identified of which £0.5m are considered medium risk. At present £0.03m of under achievement is likely to be
carried forward into 2016/17, schemes continue to be reviewed regularly to assess the deliverability of plans and financial ratings are adjusted to ensure
they reflect the latest position.
• The draft CRE target for 16/17 is estimated to be £8.0m. Savings schemes to the value of £5.5m have been identified with £2.6m and £1.1m of these being
medium and high risk respectively. Further quality impact assessment detail has been requested in relation to certain schemes and this will be available for
the forthcoming CRE Quality Sign Off meetings.
• All services are being asked to ensure they develop schemes that continue to be ambitious and maximise savings earlier rather than later, this will place us
in a strong position to meet the challenge in 2017/18 and beyond. 2016/17 is the year of transformation and we need to capitalise on this window of
opportunity.
•

K ey areas of focus
•
•
•

Bank & Agency (Page 4)
Debt (Page 6)
CRE plans (Page 11)
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Monitor Risk Rating

•

Under the new Monitor Risk Assessment Framework, the Trust scores 3.0. This denotes ’Emerging or minor concern potentially requiring scrutiny’ with
potential enhanced monitoring.

•

To achieve a rating of 4.0 which denotes ‘No evident concerns’, the Trust must achieve the annual planned surplus, this is currently £810k behind plan.
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Statement of Comprehensive Income

Surplus
•

We have delivered a surplus for the 11 months ended 29th February 2016
of £82k, which is £810k behind the year to date plan. This is due mainly
to the continued pressure on bank and agency usage.

•

Forecast outturn is £100k surplus.

Trustwide Bank and Agency Spend

1,800

•

£ 000's Spent on Bank and Agency

Income

Income is £1.5m behind plan. This is mainly due to:- additional deferred
income for projects where expenditure is behind plan or expected to be
incurred in the latter part of the year; one-off funding for escorts and bed
watches; continued reduced levels of non-contracted income in relation to
Forensic Services, Ivy Willis House, The Tarn and Kelsey Ward; offset by
higher than planned income at Atlas House and cost and volume activity
associated with MSK services.

1,600
1,400
1,200
1,000
800
600

Expenditure

400

•

200

•

Pay expenditure is £3.6m higher than planned due mainly to the cumulative
spend associated with bank and agency usage across all services. The latter
has reduced as a result of the focussed efforts of the task force work but
remains an area of focus
Non-pay expenditure is £4.2m lower than plan due to reserves held centrally
not yet allocated and the lower than planned project spend offset by the
deferral of income above.

0
Mar-15

Apr-15

May-15

Jun-15

Jul-15

Aug-15

Nursing Agency
Medical Agency
Other Clinical Agency
Admin / Clerical / Management Agency

•
•

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Nursing Bank
Medical Bank
Other Clinical Bank
Admin / Clerical / Management Bank

Funded M11 YTD Agency Spend £5.3m
Unfunded M11 YTD Agency Spend £13.0m
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Feb-16

Statement of Financial Position

Sum m ary
•

Net assets have increased by £9.1m to £168.9m between April and February.
 Total capital spend to February is £14.1m.
 Trade and other receivables have decreased by £0.9m to £14.1m between
April and February.
• Trade receivables have decreased by £1.9m between April to February.
• In February we had accrued income (income not yet invoiced) of £3.7m. In
March we had no accrued income as all NHS income was invoiced in
accordance with year end NHS deadlines.
• Prepayments and other receivables have decreased by £2.7m between April
to February.
 Creditors (<1 yr) increased by £7.7m to £43.1m between April to February,
this is predominantly due to an increase in our accruals in the period (£4.2m)
of which £1.9m related to Estates and Facilities costs (£0.3m Rent & rates,
£0.4m capital projects and £0.2m utilities) and £1.2m re Forensics costs
(including £0.5m for Greenwich cluster, £0.3m agency spend and £0.2m for
drugs).
 Total provisions are £12.5m, £3.2m of this relates to bad debt provisions (see
Appendix 3 for breakdown).
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Debtors & Payments
Debt sum m ary
•
•
•
•

Total debt stands at £9.4m, a net decrease of £2.9m from March 2015.
Debts >90 days have decreased to £2.1m in February.
Since the end of February a further £0.5m of over 90 days debt has been settled,
including GP practice income of £0.25m.
The over 90 days debts that are a cause for concern are noted below:
 £0.4m Royal Borough of Greenwich (RBG) MST income for specialist children
services. We have written to the Associate Director of Children’s Services at RBG
demonstrating how the agreed funding was utilised. Our position remains that we
provided the number of cases requested at the agreed rate. We await a response
from RBG on this.
 £0.4m Kings drugs invoice (97 days overdue) being held due to cash flow problems.
Payments received are systematically clearing the longest standing debt (>90
days), although regular weekly payments of c£200k were being received until
February 2016 with March payments having reduced (£47k and £77k). AD FS&A is
liaising with the Kings DoF to facilitate payment.
 £0.2m medical records; We are advised that the Trust Development Authority have
written to medical record debtors encouraging settlement. A decision regarding the
future of this service is currently under review.
 £0.2 L&G NHS Trust – Costs relating to QMH site. We are preparing a schedule of
debts due to and from L&G to ascertain the net position. Acting DoF to raise with
opposite number at L&G to seek resolution.
 £0.1m Haringey CCG in relation to provision of care at the Bracton Centre. Still
awaiting further clarity from NHS England on transfer date for commissioning of
this service.

The team continues to focus on reducing > 90 day debt to £1m and > 60 day debt to £2m
(including the £1m > 90 days) this was not achieved by February but remains a target.

P aym ents
•

The public sector payments target is that 95% of invoices are paid within 30 days of
receipt of goods or a valid invoice. In February 88% of invoices by volume and 83%
of invoices by value were paid within this target.
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Investments
Estates & I T Capital

Forecast
• Total forecast capital spend has decreased by £1.1m in February to £18.1m, mainly due to a £1m decrease in QMS project costs.
•

The committee should note:
 Redevelopment of the site - Phase 1 with an estimated value of £25.7m started in January 2015. A presentation to the Board of Directors on the
redevelopment and the look of the building took place 8 March, was well received. The Guaranteed Maximum Price (GMP) submitted by GallifordTry
for Phase 1 was received one month early and is £0.9m under the cost plan at £13.3m excl of VAT. The Capital Investment Committee (CIC) has
been advised of the GMP and our cost managers, Turner and Townsend have reported it represents value for money. The contractor GallifordTry
continues to performing very well, working alongside our Estates team and preparing to mobilise for the contract starting on the 18 April.
 Phase 2 – (Second & third floor of B Block and retained section of A Block) Feasibility plans have been drafted and a high level cost plan provided by
GallifordTry which has been used to estimate the overall capital cost plan for QMS.
 Cost plans for QMS - We have sent out an information pack to all tenants that include the lease document, future charges and plans and will meet
with these tenants in due course to discuss increases in costs.
 The Kidney Treatment Centre (KTC) GallifordTry have been developing the 1:50 and room data sheets with colleagues from GSTT and Diaverum.
GSTT have confirmed their Agreement to Lease but Diaverum reported they will sign the lease (as head tenant) once the service contract with GSTT
is signed by GSTT, which is now expected to be signed w/c 14 March 2016, Estates and facilities colleagues are pursuing a conclusion to this matter.
GallifordTry’s programme submission of the Guarantee Maximum Price (GMP) is April 2016 and complete works with an opening towards the end of
2016.
 The Children's Development Centre in F Block - The service contract has been agreed with Bexley CCG. The construction contract is in the process of
being awarded to Forrestgate. Discussions are taking place regarding a start date which is anticipated for early April 16 and the service go-live date
of August 2016.
 Backlog Maintenance: Asbestos removal and demolition is 100% complete in preparation for GallifordTry starting on the 18 April. Backlog
maintenance work continues with the replacement of the service risers in the main building to address the Water Risk Assessment (risk of
legionella). The works to the high voltage electrical cable and linking in the Cancer Centre completes 12 March 2016 and work continues with the
hot water services to the Cancer Centre to complete end of March 16. The car park works and external lighting tender has been returned and is
below the pre tender estimate and our budget, a recommendation for tender award is to be made to the Business Committee.
 Cancer Treatment Centre – HTI are reporting contractual difficulties with the contractor Arien. Current completion is now anticipated as mid to late
May 2016. Clinical occupation is now due to be late 2nd quarter 2016.
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Risks
Financial risks scoring 8 or above have been included in this section and reflect the ratings as at the January 16. The full Finance risk register was
presented at the January meeting of the Risk Committee and the below reflects the latest agreed risks and the ratings.

Risk theme / area
(CQC Outcome)

Risk description

Level and rating
(C x L)

Change since last
review

Cash Releasing Efficiencies
15/16 and beyond

FN1: Not achieving our planned surplus of £1m would see us either just breakeven or go into deficit. This
would raise questions about long term sustainability. In order to achieve our financial plan, the Trust
must deliver significant cost improvements; including savings required as a result of reductions in
contract values. NHS England and Monitor have issued planning guidance that non-acutes should be
planning on efficiencies of approx. 4% per year for the next 5 years.

High (12)
(4 x 3)



Reduction in future
contract values

FN2: There is uncertainty regarding funding in the medium term, and it is likely that commissioners will
be attempting to significantly reduce contract values

High (12)
(4 x 3)

Agency staff

FN3: The usage of agency staff poses a financial risk as agency staff are considerably more expensive
than permanent staff, due to higher rates, agency commission, and VAT.

High (12)
(3 x 4)




Shift towards a
competitive market
environment

FN7: National policy is to introduce greater competition in the healthcare sector, which will lead to more
services being put out to tender. There are opportunities as well as threats, but there are financial risks
associated with losing contracts.

Moderate (8)
(4 x 2)



Delivery of the capital
programme

FN21: There is a risk that we will not deliver our capital plan on time or on budget. This is due to the
upturn in the construction market which is making it harder to find construction partners who will
deliver to our timescales at reasonable prices. This might have an adverse impact on the timing of
service reconfigurations and on our ability to make savings

Moderate (9)
(3 x 3)



Changes in commissioning
structures

FN22: Changes in commissioning structures mean services being commissioned from different or new
organisations. New commissioners are likely to review service delivery with the aim of re-tendering
existing service

Moderate (9)
(3 x 3)



Debt levels

FN20: There is a risk that invoices will not be paid and debt levels will increase. This will result in a
reduction in cash received and will impact on our financial sustainability

Moderate (9)
(3 x 3)



Greenwich CCG in
Turnaround

FN23: NHS Greenwich CCG faces significant financial challenges with high rate of staff turnover. It has
appointed a turnaround director to put in place a recovery plan to rebalance its underlying financial
position. There is a risk that the level of efficiency savings required on 16/17 Greenwich contracts may be
substantially higher than previously anticipated.

High (12)
(3 x 4)

New Risk

Appendix 1 - Operational performance
Sum m ary:
•
•
•
•

Clinical services are overspent by £3,476k.
Corporate Services are underspent by £1,267k.
Service directorates continue to demonstrate a slowdown in spend or an increase in income with
the exception of Adult Community Services.
The task force regime has been set up for those Directorates RAG rated ‘Red’. The task force is
working with these Directorates to develop robust financial recovery plans focussing on the key
issues to be resolved, monthly forecasts, and trajectories to reduce overspends.

CR Es:
•
•

The Trust savings target for 15/16 has now been reduced to £6.8m (previously £7.0m) due to
RGB and LB Bexley not requiring the level of savings previously anticipated.
Plans to the value of £6.8m full year effect have been identified with a current in year forecast
saving of £6.0m.

Significant operational variances:
Adult MH: High Risk – current overspend and risk gap in future CRE plans
• Community MH: underspent by £74k in month, £96k overspent YTD. The in month underspend
was mainly the result of:- lower pay spend due to vacancies (especially social workers); a oneoff refund of pension contributions (£11k); and a reduction in risk associated with S75 budgets
(£15k).
•

Inpatient, Rehab & Crisis: in month overspent by £150k; £1,338k overspent YTD. The in month
unfavourable position is driven mainly by a reduction in income (£118k) as a result of lower cost
and volume activity in the Tarn. Pay spend was overspent by £37k and is due to the nurse bank
usage on the wards. On-going Prudence has been exercised in relation to £146k of Ivy Willis
Closed income related to a Greenwich patient until confirmation is received from commissioners.
UEA expenditure continues to decrease (£21k in Feb) however YTD UEA expenditure is £400k
overspent.

Forecast Outturn:
•

Assumes a reduction in agency usage, lower levels of external placements offset by a reduction
in income. Areas of focus with regards to the financial recovery plan have been agreed.

L.D.: Low Risk
• Underspent by £504k YTD. The in month favourable movement is due to continued income
generation at Atlas House (1,347 days YTD). Pay costs in the directorate continues to
underspend mainly due to a nurse management post vacancy.

Forecast Outturn:
•

Continued underspend on vacancies and overachievement of ECR income.

Older Adults: Low Risk
• Underspent by £22k in month, overspent £130k YTD. The in month underspend relates to
additional £66k YTD funding being included to account for costs associated with the Greenwich
Hospital Pathway work. However nursing costs on Scadbury and Shepherdleas wards were
overspent in month due to agency usage associated with higher numbers of observations and
sickness cover.

Children & YP Services: Medium Risk – gap in CRE plans and level of in-year overspend
• £27k overspent in month, £453k overspent YTD. Underspends in Greenwich & Bexley Universal
(mainly Health Visiting budgets) continue to offset overspends in Greenwich Specialist services
(continuing care and medical agency backfill).

Forecast Outturn:
•

The forecast outturn is unchanged at £475k with overspend assuming current run rate.

Community Services: High Risk – gap in future CREs plans and level of in-year overspend
• Overspent by £230k in month, £1.9m YTD. This was an improvement of £90k from last month due
to previous one off costs, but this result is closer to the underlying current run rate. Agency costs
and pressure relieving equipment spend continue to be the drivers of the overspend.

Forecast Outturn:
•

The forecast has been revised to £2m to reflect the slippage in district nursing agency reduction.
The measures put in place for teams to only book agency staff up to their establishment needs to
correspond to reduced activity for agency reductions to be expected. Financial recovery plan being
devised.

Forecast Outturn:.
•

Assumes a continued reduced usage of agency staff and the removal of one-off non-essential
expenditure
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Appendix 1 - Operational performance cont’d
Forensic & Prisons: Low Risk
• Overspend of £26k in the month, £65k overspent YTD. Adverse movement is mainly due to use of bank and agency across the directorate to cover vacancies. Income
under performance continues on Kelsey ward (patient discharged 3rd week of February), TILT (83% occupancy) and Overseas patients (70% occupancy).

Forecast Outturn:

Reduction in agency usage in Greenwich prisons (substantive staff starting to start in March, April and May 16), Increase in new admissions associated with overseas
patients in quarter 4 and additional VAT cost reductions from OPS.

•

HQ Services : Low Risk
• Central Income - £1.2m has been deferred in relation to income accounted for but not yet spent on various projects. This includes funding for delivering the London
Probation Programme schemes, net surplus on the Greenwich prisons cluster and investments in mental health not yet fully committed e.g. Dementia, Crisis Concordat
role and Winterbourne.
• Other material underspends are driven by Quality, Pharmacy and Governance (pharmacists vacancies and staff training), Estates (Interserve Contract Soft FM, Estate
projects, rates rebate on 5 properties backdated to 2011), HR (training and vacancies), Informatics (vacancies due to RIO secondments), Therapies (vacancy and service
users survey) and Finance (vacancies and office expenses).

Forecast Outturn:
•
•
•

Estates underspend is driven by the lower than planned charges to revenue in relation to capital project spend, one-off back dated rates rebates received for prior
periods, one-off facilities management benefit in regards to Eltham Community Hospital and staff vacancies (project managers).
HR will be accelerating commitments in relation to training and will reduce the run rate associated with the YTD underspend.
Quality, pharmacy and Governance will continue to underspend in 2015-16 due to an unsuccessful recruitment drive.

QMS: Low Risk
• The planned QMS full year surplus is £150k. This is currently being achieved. Transitional funding of £80k has been deferred in February bringing the total deferral in
year to £1.0m. Total project deferral amounts to £5.3m. This is due to a reduction in PFI costs for Green parks House (negotiated after the business case was
submitted), unutilised income contingency, partial utilisation of redundancy costs and earlier than planned closure of the restaurant/opening of the new café.

Forecast Outturn:
•

Forecast values in line with plan.

Other Corporate
• Underspend is due primarily to reduced spend on projects offset by lower than planned income (£1.2m) and central reserves that have not been allocated to operational
budgets or spent (£1.4m).

Forecast Outturn:
•

Underspend to continue in line with current performance, plus an additional £0.1m above plan for investments held with the National Loan Fund .
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Appendix 2 - Cash Releasing Efficiencies - 15/16 and 16/17 plans

* 16/17 estimated CRE target is £8.0m.
The table above assumes any under-achievement or over-achievement in 15/16 is carried forward into 16/17.
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Appendix 3 – Provisions
The table below sets out the provisions that the Trust held on its balance sheet at the year end, and shows the in year movement i.e. April to February 2016.

Note that this value does not tie back to the provisions figure on the balance sheet as some are held in other areas of the balance sheet (e.g. the bad debt
provision is netted off against debtors).
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Dale Bywater
Executive Regional Managing Director
Cardinal Square
10 Nottingham Road
Derby DE1 3QT
Tel: 0300 123 2540

To: NHS foundation trust and NHS trust chief executive officers
Cc: NHS foundation trust and NHS trust finance directors
17 March 2016
Dear Mr Travis,
Agency expenditure ceilings for all staff
I would like to thank you for all the efforts your trust has made in reducing reliance on
agency staff over recent months. We recognise there are many challenges in taking the
tough steps needed to reduce agency expenditure and ensure that workers move back to
substantive and bank roles. However, from much of the feedback we have received
directly from you and from the compliance and expenditure profiles we monitor closely,
there is clear evidence that the measures adopted to date have helped to reduce agency
prices and expenditure across the country.
As notified previously, from 1 April, NHS trusts and NHS foundation trusts (trusts) will be
subject to expenditure ceilings covering all agency and locum staff. These apply to
2016/17 expenditure. These all-staff agency ceilings will replace the nursing agency
ceilings from 1 April. All trusts, including ambulance trusts, will have a ceiling.
The ceilings have been calculated to drive a further significant reduction in agency
expenditure in 2016/17. They are based on trusts’ reported agency expenditure in M1-M9
2015/16, and apply a reduction to an annualised version of this figure. For trusts whose
agency expenditure is already low, a smaller reduction has been applied.
The ceiling for Oxleas NHS Foundation Trust for 2016/17 is £13,296,000.
These ceilings are maximum levels, and we encourage all trusts to reduce agency
expenditure below these levels as far as possible. Trusts should continue to adhere to the
price caps and use approved frameworks to drive these reductions in agency expenditure.
Only in exceptional circumstances will an adjustment to individual trust ceilings be
considered (eg if a trust submitted inaccurate agency expenditure data for M1-M9
2015/16). If you believe this applies to your trust and support a case for an adjustment to
be considered you should email agencyrules@monitor.gov.uk for further guidance. The
deadline for the submission of an application will be 31 March 2016.

From 1 April 2016 NHS Improvement will be the operational name for an organisation that brings together Monitor, NHS TDA, groups
from NHS England’s Patient Safety teams, the National Reporting and Learning System, the Advancing Change team and the Intensive
Support Teams.

We will be writing to trusts shortly to provide consolidated guidance on all the agency rules
and to announce approved frameworks from 1 April 2016. The guidance will also set out
how we intend to support you as you proceed to implement these rules.
Implications for annual plans
If your trust has planned agency expenditure above the ceiling, your revised plan, due on
11 April, will need to ensure agency expenditure is at or below the ceiling.
NHS Improvement will calculate the monthly profile of your ceiling in proportion to the
monthly profile of your planned agency expenditure. All trusts should therefore ensure that
their planned monthly profile of agency expenditure is robust.
Trusts will be held to account against their annual agency expenditure and its monthly
profile. Performance against the agency rules will also form part of the criteria for releasing
funding from the Sustainability and Transformation Fund and we will communicate the
specific criteria for this shortly.
If you have any questions, please contact agencyrules@monitor.gov.uk in the first
instance.
Thank you once again for all the steps you have taken to reduce agency expenditure and
for your continued support to drive further improvement.
Yours sincerely,

Dale Bywater
Executive Regional Managing Director (Designate)
National SRO for Agency Controls – NHSI

From 1 April 2016 NHS Improvement will be the operational name for an organisation that brings together Monitor, NHS TDA, groups
from NHS England’s Patient Safety teams, the National Reporting and Learning System, the Advancing Change team and the Intensive
Support Teams.

David Williams
Director General, Finance, Commercial and NHS
206 Richmond House, 79, Whitehall, SW1A 2NS
T 020 7210 5685
E David.Williams@dh.gsi.gov.uk

______________________________________________________________________________
BY EMAIL: jazz.thind@oxleas.nhs.uk
Jazz Thind
Acting Finance Director
Oxleas NHS Foundation Trust
Pinewood House
Pinewood Place
Dartfood
Kent
DA2 7WG

16 March 2016

Dear Jazz
Transactions Review Visits
In her role as Principal Accounting Officer for the Department of Health, Una O’Brien has the
overall responsibility for ensuring that our annual group accounts are delivered to Parliament on
time and present a true and fair view of our income, expenditure and net assets. As you are
aware, your accounts are consolidated into the health group accounts.
We all know that the NHS is under significant financial pressure this year and so Una has asked
me to undertake additional due diligence work on the annual accounts of group bodies to ensure
that we fully understand the position of the group.
I have asked a small team of accountants to visit a selection of organisations over the coming
weeks, with a view to understanding more about their financial position and ensuring that we
understand that items have been treated consistently across the health group. The scope of their
work will be to examine your application of accounting policies and to investigate various
transactions where guidance could be misinterpreted or where assurance is needed that changes
to guidance are being applied consistently across the group. Organisations have been chosen to
provide a representative view of the system – yours is one of them. The purpose of this exercise is
to support the group accounts, rather than critique your local financial statements, which will of
course continue to be audited by your appointed external audit firm.
I look forward to you and your finance team working with us to ensure the DH group annual
accounts are delivered to the highest possible standard. My team will be in touch in the next day
or so to arrange the date of the visit, which will be in the next couple of weeks.
If you have any queries about this letter, please call Lisa Moses on 020 7210 4385 or email her at
lisa.moses@dh.gsi.gov.uk.
Yours sincerely

David Williams
Director General - Finance, Commercial and NHS & DH Disability Champion

Department of Health
Scoping document for a
Transaction Review
18 March 2016

Our understanding of your needs and our proposed approach
Requirements:
Review of balance sheet
treatment at a sample of NHS
providers, commissioners and
HEE/LETBs.
The purpose of the work is to
assess the reasonableness of
accounting treatment being
adopted and the potential impact
on DEL and CDEL in FY15/16.

The process is being designed to
ensure organisations to take
appropriate account of all issued
guidance and accounting policies
in preparing their FY15/16
outturn.
We set out in this document:
- our understanding of your
needs and our proposed
approach
- potential areas of focus.

Scope of work
•

•

A rapid, forensic analysis of key balance sheet accounts,
incorporating testing of management’s judgements, the evidence
to support these judgements, and sample testing of invoices and
other source documents

Focussing on areas that have the greatest impact on the DEL and
CDEL in FY15/16 and where there is judgement around the
application of accounting policies.

- give you a view on the level of effect on FY 15/16 (where
possible linking specific movements between Month 9 and
Month 12 balances) and the potential impact in FY16/17.
Our team
• Our team will comprise:

Our approach

- a central senior team, that will provide oversight; ensure a
consistent and co-ordinated approach; and keep you updated
of progress

• We will:

- technical accounting specialists

- complete a brief desk top review of the FY14/15 annual accounts
and month 9 FY16 returns for each organisation to identify key
lines of enquiry and areas of opportunity

- senior individuals on a regional basis/covering a number of
organisations, who will co-ordinate and deliver the
programme, working with the review teams

- undertake analytical review of the key accounts to identify trends
and any outliers/change in practices

- review teams, comprising two (or more, for complex
organisations) accountants, who will undertake the detailed
work.

- perform a forensic deep dive into specific balance sheet areas as
agreed with you (e.g. provisions, accruals, revaluations,
Timeframe and reporting
depreciation and impairment, PFI, pooled budgets, prepayments • We are:
outside of the departmental boundaries etc.), including sample
- mobilised and ready to start work
testing of specific invoices and other source documents
- undertake questionnaires and interviews (with both Finance and - ready to start planning the deployment of our teams.
divisional staff as required) for each trust around judgements
and basis for accounting treatment

- conduct meetings with the FD (and Audit Committee Chair, as
appropriate) to discuss views on prudence in accounts and
changes in accounting policies
- discuss approach to cut off and how assured organisations are
that their approach is robust (but we will not be able to test this
area in detail).
• Our detailed work will:
- leverage the learnings from Project Legacy
- ensure we work closely with you and other
regulators/stakeholders, as required
1

• We will:
- deliver completed reviews within two weeks of starting work
in line with an agreed phasing of waves, completing our work
by 15 April

- provide regular updates to you on progress and issues as they
arise
- agree our form of final reporting with you; we propose a short
consolidated summary, identifying key themes and
encompassing a summary of findings at each organisation,
including a quantification of potential impact on the DEL.

Potential areas of focus
Areas of focus
Where we will look:
Based upon our discussions
with you, and our experience of
working with Health bodies, our
work will include the testing of
the areas shown opposite.
Our work will be focussed on
transactions with
counterparties outside of the
NHS.

Income

Expenditure

Capital

Other balance sheet

Deferral of income in
FY15/16

Inappropriate accruals (eg
bank/agency pay based on
old rates, holiday pay,
overstatement of goods
received not invoiced)

Charge capital expenditure
to revenue in current year

Incomplete recording of
prepayments with third
parties

View on third party disputes

View of non-NHS income
Unnecessary provisioning
(eg restructuring, lease
dilapidation)
Classification between
accruals and provisions
Prepayments with bodies
outside the Department of
Health Boundaries
Payments into pooled budget
arrangements
Depreciation/impairments

2

Move assets to ‘assets held
for sale’ (is criteria for IFRS5
met)
Revaluations (why are assets
being revalued, MEV
assumptions, impact on DEL
and CDEL)
Consideration of opportunity
to amend asset lives
Impact of PFI accounting
treatment on DEL/CDEL

RTA provisioning
Failure to maximise VAT
recovery

Changes in policies or the
application of policies
Other matters that will be
pertinent to the year end

www.pwc.com

This is a proposal document and does not constitute a contract of engagement with PricewaterhouseCoopers LLP. The
information set out in it is an indication of the terms on which we propose to carry out the transactions review for you but the
proposal is subject to the terms of any subsequent engagement contract that may be entered in to between us. In the event
that our proposal to you is successful, our acceptance of the engagement will be contingent upon the completion of all our
internal engagement acceptance procedures.
In the event that, in accordance with the Government’s Transparency agenda or pursuant to a request which you have
received under the Freedom of Information Act 2000 (“the Act”) or the Environmental Information Regulations 2004, you
wish to disclose or publish any information contained in this proposal, you will consult with us prior to disclosing or
publishing such information. You agree to pay due regard to any representations which we may make in connection with such
disclosure or publication and to apply any relevant exemptions which may exist under applicable legislation to such
information. By way of example, we consider that our fee rates, methodologies and the CVs of our team members included in
this proposal fall within exemptions under the Act and therefore should not be disclosed. If, following consultation with us,
you disclose or publish any information in this proposal, you shall ensure that any disclaimer which we have included or may
subsequently wish to include in the information is reproduced in any copies disclosed.
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Audit Committee update

Item from

Archie Herron, Non-Executive Director - Chair of the Audit
Committee
Front Sheet only

Attachments
Summary and Highlights

AUDIT COMMITTEE 23rd MARCH 2016
At the recent Audit Committee a number of items were discussed including the following:
Outstanding Recommendations Tracker
There are 20 outstanding Action Plans, 17 of which are not yet due and 3 which are being progressed.
KPMG Internal Audit Reports
Cyber Security : Significant Assurance with minor improvements. 4 medium and 2 low priority.
Medical Devices: Significant Assurance with minor improvements. 4 medium and 4 low priority.
KPMG Internal Audit Plan
The proposed Audit Plan for the forthcoming year was agreed. In addition to mandatory fields of financial
systems and data quality KPMG will audit Business Continuity, Learning from Serious Incidents, eRostering ,
Supervision, Lone Working, Medical revalidation, Expenses and Agency staff.
Debtors Report
Work continues on collection of outstanding debt with over 90 day debt progressing.
HMRC Off Payroll Recommendations
A review is being undertaken in connection with contractors paid without deduction of PAYE. The regulations
are complex and after our internal review we may engage the services of our Auditors to assist in
establishing the extent of any liability.
There were updates on Single Tender Actions, Policy Updates and Procurement.
Deloitte gave a progress report on the external audit work.
We confirmed to both internal auditors KPMG and external auditors Deloitte that their contracts were
extended to June 2018.
Trust Seal

Following the Board's delegation of monitoring the use of the Trust Seal to the Audit Committee,
the Trust Secretary put forward for consideration a revised procedure for monitoring the affixing of
the Trust Seal to documents. Following our Standing Orders and Financial Approval Limits, the Trust
Seal is stored securely and affixed in the presence of the Chairman (or other authorised member of

the Board) and of the Secretary of the Trust (or a member of the Board authorised by the
Secretary). The Trust Secretary keeps a signed register of usage consecutively numbered.
It is proposed that the usage of the Seal is reported to Audit Committee annually together with a list
in date order with contract details. This will reduce items to the Board and permit more detailed
insight into usage of the Seal. The practice proposed is adopted by other trusts and the Audit
Committee recommends this alteration in procedure.
Recommendations
To note the Audit Committee update.
To agree a change in procedure for reporting usage of the Trust Seal.
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Workforce and Learning Development Committee update
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Summary and Highlights
Recruitment Campaign
To date the Band 5 recruitment campaign has resulted in 93 offers of employment. The majority
of applicants have now been seen and the numbers completing the application have reduced
considerably. Recruitment will continue at directorate level and the campaign and associated
advertising will be reviewed.
National Staff Survey 2015
Further to the March Board the issues of harassment and bullying by patients and carers and
violence to staff by patients and carers has been discussed by the Adult Mental Health MAC, the
Nursing Council and the AHP board. On the basis of these discussions an action plan is being
developed that will focus on the following key areas
• Agree standardised protocols with local boroughs about police attendance
• Agree MDT protocol and approach for developing management plans for violent and
abusive patients
• All patients to be actively challenged when using abusive or discriminatory behaviour
including when in psychosis.
• Support by senior clinicians for junior staff to challenge abusive behaviour, directly as well
as in supervision, ward round and hand over etc.
• Guidance for teams when patients acting in a discriminatory fashion e.g. refusing a
particular care co-ordinator due to their ethnicity
The action plan will be agreed by professional leadership groups and the workforce committee.
Unconscious Bias
Training for managers in addressing unconscious bias forms part of the trust management
development programme in the topics covering personal style and influence and managing team

performance. To date 257 managers have taken part in this programme. Unconscious bias is also
covered in face to face training for equality and human rights mandatory training. The e-learn
training is being reviewed to ensure it has a similar emphasis. The trust has commissioned an
external expert. Joel O’Loughlin to review the trust responses to the Workforce Race Equality
scheme. Joel has previously worked with the trust in the development of both its BME and LGBT
networks. A particular focus of his work will be on the increased number of BME staff going
through a disciplinary process compared to white counterparts and the management approach to
dealing with performance issues. As part of this work, Joel will be working with the HR team to
audit and review the advice they are giving to line managers around minor disciplinary and
performance matters to ensure that these are consistent, fair and free of unconscious bias. A
report will be submitted to the Workforce committee at the conclusion of his review.
Apprenticeships
The trust has met with the University of Greenwich to begin planning how Oxleas will deliver
apprenticeships in partnership with the university of Greenwich. The initial focus will be on the creation of
apprenticeship routes into nursing with consideration for potential apprenticeships for Allied Health
professionals such as Physiotherapy and Occupational Therapy. The work will be led by the Nursing
Directorate and the university in the first instance.
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