97th Meeting of the Board of Directors
2pm, Thursday, 2nd July 2015
Memorial Hospital
Meeting Room 4
Shooters Hill SE18 3RG

AGENDA
ITEM

ACTION

PRESENTED BY

ENC

1

Apologies for absence

To note

Dave Mellish
Chairman

-

2

Minutes of the Board of Directors Meeting held
th
on 4 June 2015

To agree

Dave Mellish
Chairman

1

3

Matters arising

To note

Dave Mellish
Chairman

2
verbal

SERVICE DELIVERY
4

Key Performance Indicators Report – May 2015

To note

Helen Smith
Deputy Chief Executive and
Director of Service Delivery

3

5

KPI Report: referral to treatment times in Older
Adult Mental Health

To note

Helen Smith
Deputy Chief Executive and
Director of Service Delivery

4

6

Service Delivery Report

To note

Helen Smith
Deputy Chief Executive and
Director of Service Delivery

5

GOVERNANCE AND QUALITY
7

Quality Report
• Quality sub group report – clinical effectiveness

To note

Dr Ify Okocha
Medical Director/

6a-c

8

Compliance Report – May 2015

To note

Dr Ify Okocha
Medical Director/
Jane Wells
Director of Nursing

9

Safe Staffing report

To note

Jane Wells
Director of Nursing

8

10

Serious incident report - RS

To note

Helen Smith
Deputy Chief Executive and
Director of Service Delivery

9

11

Duty of Candour policy

To note

Jane Wells
Director of Nursing

10

12

Well Led Review action plan - draft

To note

Stephen Firn
Chief Executive

11

Page 1 of 3

7

97th Meeting of the Board of Directors
2pm, Thursday, 2nd July 2015
Memorial Hospital
Meeting Room 4
Shooters Hill SE18 3RG

AGENDA
GOVERNANCE AND QUALITY
13

Council of Governors update

To note

Dave Mellish
Chairman

12
Verbal

13a&b

14

Proposed changes to the Constitution of Oxleas
NHS Foundation Trust

To note

Dave Mellish
Chairman/
Sally Bryden
Trust Secretary and Associate
Director of Corporate Affairs

15

Business Committee update
Update on QM kidney centre

To note

Archie Herron
Vice-Chairman

14

16

NED report - Board Visits

To note

Dave Mellish
Chairman

15
Verbal

FINANCE
17

Finance Report

To note

Ben Travis
Director of Finance

16

18

New Monitor guidance

To note

Ben Travis
Director of Finance

17a-d

19

Agency and consultancy cost process

To note

Ben Travis
Director of Finance

18

HUMAN RESOURCES AND ORGANISATIONAL DEVELOPMENT
20

Workforce Report

To note

Simon Hart
Director of HR & OD

19a,b&c

21

Staff survey action plan

To note

Simon Hart
Director of HR & OD

20

Stephen Firn
Chief Executive

21
Verbal

STRATEGY AND POLICY
22

Chief Executive update

To note

Page 2 of 3

97th Meeting of the Board of Directors
2pm, Thursday, 2nd July 2015
Memorial Hospital
Meeting Room 4
Shooters Hill SE18 3RG

AGENDA
ANY OTHER BUSINESS
QUESTIONS FROM THE PUBLIC
DATE OF NEXT MEETING
The next Board of Directors Meeting will take place on:
Thursday 3rd September 2015 at 2.00pm
Memorial Hospital Room 4
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Board of Directors
2nd July 2015

Item
Enclosure

2
1

Item from

Minutes of the Board of Directors Meeting held on 4th June
2015
Dave Mellish, Chair

Attachments

Minutes of the Board of Directors Meeting 4th June 2015

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

96th Meeting of the Board of Directors
Thursday 4 June 2015
Room 4, Memorial Hospital
Board of Directors
Dave Mellish
Archie Herron
Anne Taylor
James Kellock
Stephen James
Paul Ward
Stephen Firn
Helen Smith
Ify Okocha
Jane Wells
Ben Travis
Simon Hart

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

In attendance
Andy Trotter
Sally Bryden
Susan Owen

Chair Designate
Associate Director of Corporate Affairs and Trust Secretary
Risk Manager (Minutes)

Members of the Council of Governors in attendance
Renuka Abeysinghe
Service User/Carer: Adult Community Health
Baeti Mothobi
Service User/Carer: Older People’s Mental Health
Eimear Mallen
Public Greenwich

Action
1

Apologies for absence
None received.
DM welcomed Andy Trotter as the Chair Designate of Oxleas NHS Foundation Trust. Andy will shadow
DM from September 2015 and take over as Chair from 1 November 2015.

2

Minutes of last meeting
Approved
Page 3: Amend May 2015 to May 2014.
Page 5: Amend ‘maintenance of Oxleas House’ to ‘furniture replacement for Oxleas House’.
Page 5: Amend ‘all CRE plans were delivered’ to ‘The Trust met the CRE target for 2014/15’.
Page 5: Amend £7.2 to £7.2m.
Page 7: Clarify that the Board agreed to the proposal to reduce the two finance risks from significant to
high.
Pending these amendments, the minutes of the meeting on 7 May 2015 were agreed as an accurate
record.

3

Matters arising from the minutes of the last meeting
Page 4: DA's trial is listed to commence on 12 June 2015. IO gave a verbal update on the
implementation of the recommendations from the Level 5 Inquiry and informed the Board that he and
JW will be carrying out a further visit to services to review implementation.
Page 6: SH said that there have been eight redundancies due to ill health of which four were physical
health related, two were mental health related and two were a combination of both factors.
Page 6: No further progress has made with regard to the kidney treatment centre on the QMH site. It
is not yet clear how many treatment centres will be required nationally. Sarah Blow, Chief Officer of
Bexley CCG is writing to NHS England. This will be discussed at the next QMH Project Board and
reported back to the July Board of Directors.
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Noted

Noted

Action
SF
4

KPI Report
Noted
RTT 18 week waiting times
At the May 2015 meeting, the Board requested more detail on how long patients not seen within 18
weeks are waiting. Due to the current pressures on the Informatics Team, it has been agreed that the
Board will receive this information on a directorate basis. The report this month relates to Adult
Community Health Services. As at 1 June, there were 34 clients who had breached the 18 weeks RTT
target. All patients who had yet to be offered an appointment have since had this booked. The Bexley
Neuro team now have a locum physiotherapist in place. The Greenwich Neuro team have undertaken
some internal re-organisation and have been asked to prioritise stroke patients. Data for C&YP will be
presented in July and psychological therapies in September.
Monitor targets
This month, the Trust has not met the 95% of Care Programme Approach clients followed up within
seven days of discharge from inpatient setting; 91.1% was achieved for April 2015 and the breaches
have since been addressed. This is reported to Monitor quarterly, so there is time to ensure that the
Trust achieves 95% before the end of the quarter; this is being monitored on a weekly basis. Overall,
the Trust met the Delayed Transfers of Care target but has moved to weekly reporting to ensure
continued oversight.
Bed occupancy
In the Greenwich Mental Health Wards, there is an occupancy of 65-70 patients across 60 beds.
SJ – In addition to waiting times, do we also follow up that appropriate action has been taken in
response to the initial consultation?
HS – We are aware of internal transfers but we have not yet looked at follow up.
MW – We are picking up some issues.
AH – The highest number of breaches are in teams that have the fewest number of patients on the
waiting list.
HS – These tend to be smaller teams providing a more specialist service.
JK – For Delayed Transfers of Care, why does RiO provide a different result to manual reporting and
which do you rely on?
HS – We are a confident that the manual return provides an entirely accurate response. We are making
sure that processes for reporting from Rio are tightened and consistently followed.
IO – The Quality Board has agreed the precise definition and the Rio reporting processes.
SC – How soon will this be applied?
IO – This will be in place by July.
HS – We know the areas that we need to target.

5

Service Delivery Report
There were no exceptions to note. The Board were invited to raise questions on the content of the
report.
JK – Do we make use of opportunities to employ students after they have qualified?
HS – We have close links with universities and we do what we can to encourage students to apply. We
have had recent discussions about how we can be more proactive.
AH – How many staff are affected by the transfer of Royal Greenwich staff into Greenwich CAMHS?
SH – There are approximately ten whole time equivalent staff. They had previously been seconded
and are pleased to be joining Oxleas.
DM – Who is the target group for the new single Urgent Advice Line?
HS – These are people who are already known to us.
SH – We should be impressed with the commitment of Greenwich Prisons Staff but we need to remain
aware of the challenges.
PW – Are we confident of the governance safeguards?
SF – We have met with the Prison Governors and have a plan to make improvements. We have good
staff at the sites.
DM – The Board should receive an update in October.
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Noted

SF

Action
6

Audit Committee update
The Audit Committee last met on 21 May 2015. The Committee received the outstanding
recommendations tracker. The Internal Audit on Complaints Management received an overall rating of
amber/red. Most of the recommendations are procedural. The Audit Committee approved the Annual
Report and Accounts for 2014/15. The External Auditors made one recommendation that the £500k
put aside for redundancies should have been deferred by one day to 1 April 2015, but the Audit
Committee agreed with the Finance Directorate’s decision not to defer. The number of debtors are
reducing and most of the outstanding debts are in relation to property. These have been escalated to
the Chief Executives of the relevant organisations. A full list of debtors will be presented to the August
meeting of the Audit Committee.

Noted

7

Quality Report
QSIP
There are 25 QSIP indicators for 2015/16. There are two new goal based outcome measures in CAMHS
and the timescales for undertaking the review is under discussion. The New Birth Visit data was
previously reported a month in arrears but due to changes to the definition it is now possible to report
at the end of the month. This under the target of 95% by 1.8%. However, 21 babies were admitted to
Special Care Baby Units so these cases should not have been counted as a breach. The four red
indicators are:
• PE1.2MH – Ensure 65% of carers registered on RiO for CPA service users have been offered a carers
assessment
• CE2.2MH – Consent to treatment is obtained for service users detained under the MHA (S58). The
two breaches for April 2015 have been followed up.
• PE1.3CH – Care plans on RiO for District Nursing teams. It has been identified that district nurses
have to remove patients from their caseload themselves once they have been discharged. There is
some work to do to cleanse the data.
• CE1.3CH – Completion of one year checks by 14 months
DM – Has the one true breach of the 48 hour follow up been addressed?
IO – This has been followed up by the team.
SC – For the second 48-hour follow up case, was there any more that we could have done?
IO – This was outside our control as staff were not given the correct contact number for the patient.
Staff were concerned but in this case no more could have been done.
SJ – Do we know how many of the goal based outcome measures were met?
IO – It would be difficult to capture this globally. We have developed an app to allow monthly
reporting.
BT – As part of the Annual Plan, each service has been asked to identify measures by the end of the
year.
Patient Experience Group Report
Patient Experience coverage
All directorates have achieved 100% systematic coverage. The trend reports show that the overall
position is that most patients have a positive experience of using our services but that families and
carers are not always supported. Forensic inpatient services have increased their response rates, but
the feedback from service users continues to indicate that they have a less positive experience of care.
A detailed action plan has been developed by the Directorate PEG.
Friends and Family Test
In the Adult Community Health Directorate, all services are above 90% for recommending the service,
except for one service (Community Nursing). For the mental health FFT, services users are less likely to
recommend the services; only two services are 90% or above for recommending the service (MH other;
Primary Care). Our scores for March 2015 have been submitted to NHS England. For mental health,
th
the Trust is 55 out of 70 trusts nationally and fifth out of ten London trusts. For community health,
th
we are 86 out of 124 trusts nationally and eighth out of 16 London trusts.
Complaints
Previously, the Complaints Report included complaints which were currently under investigation. It has
now been agreed that it is more appropriate to report on closed complaints where the outcome is
known. Complaints data for January and February 2015 is presented in this report. During this period,
there were 22 formal complaints of which 14 were upheld or partly upheld.

Noted
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DM – Why does CAMHS have a lower response rate in the Friends and Family test?
MW – There were only seven respondents
PW – What has led to the deterioration compared to the London area ranking in February 2015?
MW – It is acknowledged that this is not a meaningful measure.
DM – How are we ensuring that quality responses are provided to complaints?
MW – We are helping directorates to be more engaged in responses. We are developing template
letters and model answers.
JK – For the questions on families and carers, do we ask the patient or the carer?
MW – It is the response of the patient. We do have a separate Carers Survey.
8

Compliance Report
Noted
Regulatory update
The first meeting of the CQC Project Group was held on 12 May 2015. It was agreed that a readiness
workplan would be sent to every directorate for completion and that directorates would be asked to
identify the top 5 areas of concern. The CQC made a Mental Health Act visit to Greenwood Unit on 23
March 2015 and the feedback was largely positive. The reports from the Mental Health Act visit to
Scadbury Ward on 18 May and the HM Inspectorate of Prisons visit to HMP Cookham Wood at the
beginning of May 2015 are awaited.
Patient Safety
Ten serious incidents subject to investigation were reported in April 2015 compared to seven in March
2015. Two panels will be investigating the Level 5 incidents in relation to Goddington Ward and the
level 5 incident on Millbrook Ward. Seven will be investigated as Level 4 incidents. The number of Level
1 to 3 incidents reported in April 2015 has reduced slightly compared to same period last year. The top
three most frequently reported incidents are sleepovers, violence and aggression and falls. In 2015/16,
Safety Thermometer data will not be reported as a CQUIN. For April 2015, the percentage of patients
who were harm free was 92.62%. In April 2015, there were 150 new MHA sections, compared to 128
for the same month last year. Of the new sections this month, 35 were s136, compared to 26 for the
same month last year.
PW – Can Board visits support the CQC?
HS – We could ask questions about preparation plans during the visits.
AH – Areas of concerns could be escalated.
JK – For patients detained under s136, do we monitor those who are known to us?
SF – We have the highest unplanned admission rate but do not know where these are.
DM – This is a pan-London issue and a number of factors affect this.

9

Governance Board update
The Governance Board last met on 19 March 2015. Three risks were reduced and one risk was
increased. FN1: In order to achieve financial plan and a Monitor risk rating of 4, 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 year. Consequence to remain at 4, likelihood reduced
from 4 to 3, risk rating reduced from SIGNIFICANT (16) to HIGH (12). FN2: There is uncertainty
regarding funding in the medium term, and it is likely that commissioners will be attempting to
significantly reduce contract values. Consequence to remain at 4, likelihood reduced from 4 to 3, risk
rating reduced from SIGNIFICANT (16) to HIGH (12). 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. Consequence to remain at 4, likelihood increased from 2 to
3, risk rating increased from MODERATE (8) to HIGH (12). 1.1: Service users may not always be
sufficiently involved in the care planning process. This means that they may not effectively engage in
the care and treatment. Consequence to remain at 3, likelihood decreased from 3 to 2, risk rating
decreased from MODERATE (9) to MODERATE (6).
AH – The wording of risk FN1 should be reviewed to reflect the current Monitor risk rating.
JK – Should the rating of risk FN7 be reviewed? (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.)
SF – This can be picked up at the next Marketing Group.
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Noted

BT

Action
Corporate Governance Statement
The Trust is required to complete an Annual Corporate Governance Statement to evidence that we
continue to comply with the Monitor License Requirements. The Board agreed to the Statement for
2015/16. DM asked that this references our Well Led Governance Review.

BT

10

Action plan in response to the Savile Report
Monitor has requested that all NHS Foundation Trusts assess the relevance of the recommendations in
the Savile Report and submit an action plan to Monitor by Monday 15 June 2015, outlining the steps
we have taken as a result. Our action plan has been developed by the Safeguarding Adults Committee
and the Workforce and Learning Development Group and has been agreed by the Executive Team. The
action plan will be monitored by the SGAC and the WLDG and we aim to complete all actions by
September 2015.

Noted

11

Council of Governors update
The Nominations Committee has met to discuss the process for appointing NEDs to replace PW, AT and
AH whose term of office ends within the next year. John Woolgrove is a member of the panel for the
Level 5 inquiry on Goddington Ward and Richard Diment is a member of the panel for the Level 5
inquiry on Millbrook Ward. The Council of Governors is looking at how Governors can better represent
our membership. The next meeting of the Council of Governors is on 25 June 2015 at the Holiday Inn,
Black Prince.

Noted

12

Updated Trust Constitution
Noted
To ensure our Constitution reflects changes to Oxleas as an organisation and to the wider environment
in which we operate, it is necessary to update this from time to time. Following legal advice from
Capsticks, we are proposing a three stage approach to update our Constitution.
Stage 1 – to note changes already made
At previous Annual Members’ Meetings, changes to our Constitution were approved by members.
These include: adding the ‘Rest of England’ constituency; changing the maximum term of office for
governors and non-executive directors; changes to appointed governors and staff governors to
recognise new services joining us and the introduction of sub-classes for service user/carer
constituencies. The Board was asked to note these changes prior to ratification at the Council of
Governors later this month.
Stage 2 – further amendments to be approved at the next Council of Governors
Amendments that do not affect the powers or duties of the Council of Governors can be made to our
Constitution by agreement of the majority of governors and members of the Board of Directors. Details
of these will be discussed and voted on at the Council of Governors meeting in June and then brought
SB
to the Board of Directors’ meeting in July. If agreed, the Constitution will then be amended.
Stage 3 – changes to be approved at the Annual Members Meeting
There are further suggested changes that would affect the powers or duties of the Council of Governors
and these would need to be taken to the Annual Members’ Meeting in September. These proposals
include adopting new model election rules and changing staff constituencies to reflect our directorate
structure. These proposals would be agreed by the Council of Governors and Board of Directors and
then taken to our membership to vote on whether they approve the amendment.

13

Business Committee update
There were no exceptions to note. The Board of Directors was asked to note the minutes.

14

NED Report – Board visits
Noted
DM – Eltham Community Hospital: This was a very positive visit to a new building which was wellmanaged. Staff raised some concerns about parking availability. HS and RE are developing initiatives
to resolve this with the Local Authority. There are some environmental changes to be made and these
are being taken forward. There are currently 28 beds, but this will increase to 40.
AH – Bracton Out-patients: There were one or two minor issues with regard to property. Douglas
House: This is a rehabilitation unit. Our staff work alongside staff from Turning Point and there is some
concern about differences in pay rates. Our staff show good levels of satisfaction.
SJ – Somerset House: This is a rehabilitation unit and patients generally stay less than two years. Some
older patients were moved there from North House and for them, this is likely to be a long term
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Noted

Action
placement. Staff are able to manage the LA panel processes quite easily. Patients knew that they had a
care plan. Some practical issues were rasied.
SC – Bexley Memory Service: This was a well-run service. The client group is getting younger. The
service is funded by Bexley CCG. There are concerns about how we can continue to run the service
when the LA budget is being squeezed.
JK – Bluebell House: This is a very small respite care service for children with complex physical health
needs. There is a management challenge as the client group changes very quickly. The focus is on
providing an alternative home as opposed to a medical facility and the environment should support
this. Staff need some support with using ICT and some comments were made about the availability of
hoists.
PW – Early Intervention and Psychosis: There are high levels of cohesion and pride in the service but a
number of issues were raised: GP engagement should be greater; resourcing, capacity and demand are
finely balanced; access to s136 services are less good in Bexley; 90 – 100% of the case load will have
substance misuse issues; common theme on the threat of welfare reform.
It was clarified that Woodlands Unit does not have a Place of Safety suite. Police should ring ahead to
Oxleas House or Green Parks House to check that their suite is available. It was noted that there have
been no reported issues of Oxleas not being able to provide a Place of Safety.
15

Sealing of Documents
The following documents require the affixing of the Trust Seal:
• Lease re outbuilding at Goldie Leigh Hospital – Oxleas NHS Foundation Trust and Headway South
East London and North West Kent Limited
The Board of Directors agreed to affix the Trust Seal to the above document.

16

Finance Report
Noted
As at the end of Month 1, the position is one of slightly over break even. We are confident that we will
be able to deliver the plan by year end. Total cash and short term investments was £88.4m at the end
of April, a £1.5m net increase from March. This was due to a lower-than-trend capital spend in April
2015 and we are on track with our plan. The overall Monitor Risk Assessment Rating is 3.0. We have a
score of 2 on the Capital Servicing Capacity Ratio, so we are on the border of an overall rating of 4.
Debtors are reducing and the total debt stands at £11.1. The level of 90 day debts is £2.2, which is the
lowest for some time. Further resources have been allocated to the team to ensure that all debts are
chased in a timely manner. A number of workstreams are in place to reduce agency spend and
increase the supply of our own bank staff. The majority of services are underspent at the end of Month
1; this is mainly due to the timing of CRE plans.
DM – How is the Trust responding to the recent media coverage about use of agency staff in the NHS?
SH – Monitor have said that we must use only agencies on the procurement framework and only go
outside of this in exceptional circumstances. There are only a limited number of non-framework
agencies that we use and these are for specialist roles such as specialist C&YP clinicians, project
management posts and ICT posts.
BT – We do have some decisions to make on how we take this forward.
AH – This should be discussed at the Business Committee. The Government interest in this shows the
BT
tightness of the situation.

17

Workforce Report
Noted
Sickness absence remains low at 3.81%, a reduction of the March 2015 figure of 4.15%. The vacancy
rate has continued to decrease for several consecutive months and now stands at 11.9%. Recruitment
of qualified RMNs continues to be monitored closely. PDR uptake is above 80% in all directorates.
Training is above target in all areas with the exception of breakaway and this is being addressed.
Supervision recording is improving and some directorate are getting close to achieving 70%. The
workforce KPI now contains performance data relating to how bed based services are performing in
relation to the E Rostering system. Oxleas is one of the 11 trusts invited by NHS Employers to showcase
our work on staff engagement.
JK – How are we assured of the quality of agency staff?
SH – We request that agencies undertake the same checks as we do for our own staff, including
Disclosures and Barring Service (DBS), registration status and core mandatory training.
JK – Do we follow up where there are concerns about performance?
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Agreed

Action
SH – We will act on this by informing the agency or referring to the professional body.
DM – There will always be circumstances where we need temporary staff but we should aim to use our
own Bank staff rather than agency.
18

Chief Executive update
As the new Government as retained Jeremy Hunt as Health Secretary, we should not expect radical
change in terms of national policy. There is an indication of a shift in focus to improving out of hospital
care but less focus on mental health. The Conservative Party manifesto pledges included moving to a
seven day week in the NHS within five years and achieving financial sustainability. The new
Government will also look at different solutions to support trusts in special measures and capping
expenditure on locums and management consultants; this is a key operational risk for the NHS.

Noted

Oxleas Mental Health RiO will go live on 15 June 2015. The go live date for community health has been
delayed as we are not assured of the reliability of some of the mobile working functions. Our
expectation is that these are resolved before go live. The merging of the two databases is planned for
the first week of September 2015.
19

Any other business
JW said that there was a ministerial visit to Eltham Community Hospital today and that positive
feedback has been received from this.
Next meeting of the Board of Directors
Thursday 2 July, 2 pm
Room 4, Memorial Hospital
th

I confirm that the minutes of the Board of Directors meeting of 4 June 2015 are a true record.
Signed

Date

Dave Mellish, Chair
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Noted

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 anne.rozier@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

Page 8 of 9

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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Matters arising

Item from

Dave Mellish, Chair
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Summary and Highlights
This is a verbal item.

Changes to risk register

New risks identified

Recommendations
To note.
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Agenda item

Key Performance Indicators Report – May 2015

Item from

Helen Smith, Deputy Chief Executive

Attachments

Front Sheet only

4
3

Summary:
Actual outcomes appear in red if they have not been met for the last three months (for details please
see the key at the end of the report). Where figures are shown in brackets, they denote the change in
performance based on the previous month.

Key Monitor Targets 2015/16
Metrics
Register ef.

M10243
Last
Tested:

May -15

M10246

Last
Tested:

May -15

M10247
Last
Tested:

May -15

M10248

Last
Tested:

May -15

1. Meeting the MRSA objective (number of outbreaks of MRSA).
Target: 0 Outbreaks
Trust actual: 0 Outbreaks (No Change)
2. Maximum time of 18 weeks from the point of referral to treatment in aggregate
(admitted patient care – Bexley & Greenwich community health services).
Target: 90%
Trust actual: N/A There were no admissions during the month of May (Greenwich
specialist foot service – admitted)
3. Maximum time of 18 weeks from the point of referral to treatment in aggregate
(non-admitted patient care – Bexley & Greenwich community health services).
Target: 95%
Trust actual: 100% Within 18 Weeks (+2.7%)
0 Breaches
4. Maximum time of 18 weeks from the point of referral to treatment in aggregate
(patients on an incomplete care pathway – Bexley & Greenwich community health
services).
Target: 92%
Trust actual: 99.9% Within 18 Weeks (+0.1%)
1 Breach in Specialist Children’s Service that was validated as a true breach by the
Business Office.
5. Community dataset, recording of information. 1. Referral to Treatment
information. 2. Referral information. 3. Treatment Activity information.
Target (for each item): 50%
Community Actual (RTT Information): 100% (No Change)

M10108
M10109
M10110
M10111
Last
Tested:

May-15

M10014

Last
Tested:

May-15

M10102
Last
Tested:

June-15

M10002
Last
Tested:

Jun -15

M10101
Last
Tested:

May-15

M10030

Community Actual (Referral Information): 89.5% (+0.5%)
Community Actual (Treatment Activity Information): 97.5% (-0.1%)
In September 2014, the following potential additional indicators performed as
follows:
Patient identifier information: 99.6% (No Change)
6. Care Programme Approach clients followed up within seven days of discharge
from inpatient setting
Target: 95%
Trust actual: 96.6% Followed-up (+5.5%)
2 Breaches in Inpatient & Crisis and 1 breach in Older Adults that were validated as
true breaches by the Business Office.
7. Care Programme Approach clients having a formal review within 12 months.
Target: 95%
Inpatient & Crisis: 98.2% Breaches: 1 (-0.4%)
Community Mental Health: 99.9% Breaches: 1 (-0.1%)
Older Adults: 100% Breaches: 0 (No Change)
ALD: 100% Breaches: 0 (No Change)
Forensic: 100% Breaches: 0 (+0.8%)
CAMHS: 100% Breaches: 0 (No Change)
Trust: 99.9% Reviewed (No Change)
8. Minimising delayed transfers of care (Delayed Discharges).
Target: Under 7.5%
Trust Actual: 4.9% Clients Delayed (-2.5%)
9. Admissions to mental health inpatient services had access to Crisis Resolution /
Home Treatment teams.
Target: 95%
Trust Actual: 100% Clients Gate kept – No Breaches (No Change)
10. Meeting commitment to serve new psychosis cases by early intervention teams
Target: 95% (256 Individual Cases
Trust Actual: 111.72% (286 individual cases) (+5.47%)

M10112
M10113
M10114
M10115
M10116
M10117

11. Data completeness: Mental Health Minimum Dataset (MHMDS) identifiers
including; 1.NHS Number, 2. Date of Birth, 3. Postcode of Usual Residence, 4.
Gender, 5. GP Practice and 6. Code of Commissioner.
Target: 97%
Trust Actual: 99.6% (+0.1%)

M10118
M10163
M10164

12. Data completeness: Mental Health Minimum Dataset (MHMDS) outcomes for
patients on CPA including; 1. Employment, 2. Accommodation and 3. Health of the
nation outcome scores.
Target: 50%
Trust Actual: 85.2% (-0.8%)

The following information is not reported to Monitor

RTT 18 week waiting times for AHP
Last
Tested:

May-15

M10026

1. AHP 18 week RTT pathway: Maximum time of 18 weeks from the point of referral
to treatment in aggregate (patients on an incomplete care pathway, still awaiting
treatment).
Target: 95% (this is an Oxleas agreed target and not a nationally mandated target)
Trust Actual: 98.4% (+1.0%)

RTT 18 week waiting times for psychological therapies
Last
Tested:

May-15

M10024

Last
Tested:

May-15

M10027

1. Psychological therapies 18 week RTT pathway: Maximum time of 18 weeks from
the point of referral to treatment in aggregate (patients on an incomplete care
pathway, still awaiting treatment).
Target: 95% (this is an Oxleas agreed target and not a nationally mandated target)
Trust Actual: 93.7% (+0.7%)
2. Adult mental health IAPT 18 week RTT pathway: Maximum time of 18 weeks
from the point of referral to treatment in aggregate (patients on an Improving
Access to Psychological Therapies Pathway are receiving treatment within 18 weeks
of referral).
Target: 95% (this is an Oxleas agreed target and not a nationally mandated target)
Trust Actual: 93.3% (-3.4%)

Inpatient activity
Last
Tested:

May-15

M10075
M10077
Last
Tested:

May-15

M10075
M10077
Last
Tested:

May-15

M10075
M10077
Last
Tested:

May-15

M10075
M10077
Last
Tested:

May-15

M10075
M10077

1. Inpatient & Crisis
a) Occupancy rate (Including Leave) 113% (-2%)
b) Occupancy rate (Excluding Leave) 106% (-4%)
Average occupancy rate over past 6 months: including leave is 111%; excluding leave
is 105%.
2. Older People Acute
a) Occupancy rate (Including Leave) 95% (+6%)
b) Occupancy rate (Excluding Leave) 91% (+5%)
Average occupancy rate over past 6 months: including leave is 97%; excluding leave
is 91%.
3. Psychiatric Intensive Care (Tarn).
a) Occupancy rate (Including Leave) 90% (+3%)
b) Occupancy rate (Excluding Leave) 90% (+3%)
Average occupancy rate over past 6 months: including leave is 87%; excluding leave
is 87%.
4. Forensic & Challenging Behaviour
a) Occupancy rate (Including Leave) 99% (+2%)
b) Occupancy rate (Excluding Leave) 97% (no change)
Average occupancy rate over past 6 months: including leave is 99%; excluding leave
is 99%.
5. Adult Learning Disabilities
a) Occupancy rate (Including Leave) 87% (-4%)
b) Occupancy rate (Excluding Leave) removed at the request of the clinical
Director

Average occupancy rate over past 6 months is 83%.
Last
Tested:

May-15

M10075
Last
Tested:

May-15

M10075

6. Bexley Community (Meadow View).
a) Occupancy rate: 93% (-4%)
Average occupancy rate over past 6 months is 93%.
7. Greenwich Community (Greenwich Intermediate Care).
a) Occupancy rate: 88% (+8%)
Average occupancy rate over past 6 months is 86%.

Adult community health services – specific indicators
Last
Tested:

May-15

M10170
Last
Tested:

May-15

M10083
M10092
Last
Tested:

May-15

M10013
M10088
Last
Tested:

May-15

M10137
Last
Tested:

May-15

M10137

N/A

1. Ethnicity, inclusive of long term conditions, planned care and unscheduled care.
Target: 85%
Actual: 92.4% (+0.3%)
2. Percentage of total appointments correctly outcomed (excluding those entered in
error).
Target: 95%
Actual: 81.8% (+0.8%)
3. Percentage of total appointments recorded as did not attend (excluding those
entered in error).
Target: 7.4%
Actual: 2.7% (-0.2)
4a. Greenwich intermediate care – clients with estimated discharge date present.
Target: 90%
Actual: 100.0% (No Change)
4b. Meadow View – clients with estimated discharge date present.
Target: 90%
Actual: 96.0% (+3.4%)
5. Safeguarding training (levels 1 to 3) reported quarterly.
Target: 80%
Actual Q3: 89.9% (-1.5%)

Children’s community health services – specific indicators
Last
Tested:

May-15

M10170

Last
Tested:

May-15

M10083

1. Ethnicity, inclusive of specialist and universal services.
Target: 85%
Actual: 91.2% (+0.2%)
2. Percentage of total appointments correctly outcome (excluding those entered in
error).
Target: 95%
Actual: 93.9% (+1.8%)

M10092
Last
Tested:

May-15

M10013
M10088

N/A

3. Percentage of total appointments recorded as did not attend (excluding those
entered in error).
Target: 7.4%
Actual: 7.5% (-0.1%)

4. Safeguarding training (levels 1 to 3) reported quarterly.
Target 80%
Actual Q3: 94.5% (-0.4%)

Target colour key
GREEN TEXT: Target met for last 3 months
AMBER TEXT: Variable performance but target met at least once in last 3 months
RED TEXT: Not met target for last 3 months
Month-on-month performance change colour key (for KPIs with set targets):
GREEN TEXT: improvement/no change
AMBER TEXT: slight reduction /increase <5%
RED TEXT: significant reduction/increase >5%

Recommendations
The Board is asked to note the KPI report.
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Item from

KPI report: referral to treatment times in Older Adult Mental
Health
Helen Smith, Deputy chief executive/Director of service delivery

Attachments

None

Summary and Highlights
The Board of Directors have asked for an analysis of how long patients are waiting where they
are not seen within 18 weeks, and the reason for the delay.
At the Board meeting on 4 June 2015, an analysis of all teams in the adult community services
directorate was presented. In June, this line of enquiry was pursued in the older adult mental
health directorate.
It was found that there were no breaches of the 18 weeks target in the directorate for the
preceding month, so the investigation focused on those who had waited longest (between 12
and 17 weeks).
Five AHP clients were reported as waiting 12 - 17 weeks; it was confirmed that these were
data quality (i.e. RiO recording) issues. On the same date, there were 4 clients for
psychological therapy who were reported as waiting 12 - 15 weeks; it was found that these
had all been seen and that the RiO records needed to be corrected.
The data quality issues were taken to the directorate’s monthly information meeting and data
entry guides were distributed to staff who use RiO. The guides set out how to fix existing data
quality problems and prevent them in future. The Directorate expects to see waiting times
reduce slightly in future reports.
An analysis of waits in the children and young people’s directorate will be presented to the
September Board.

Changes to risk register
None

Previous
rating

N/A

New rating

N/A

New risks identified
None
Recommendations
To note

Rating
N/A

OXLEAS NHS FOUNDATION TRUST
DIRECTORATES BRIEFING FOR THE TRUST BOARD
July 2015
Children & Young People’s services
Universal Services
The Great Get Together, Woolwich Common, Sat 27 June
The Oxleas marquee will be housing a small contingent of school nurses. We will cover the
0-19 Immunisation schedule, HeadScape, Pro Parent /School Nurse Matters Apps and school
nursing role/puberty.
We will have boards show-casing pictures of the above, business cards for Apps, HeadScape,
flu pens/mugs and leaflets, as well as things for children to do such as colouring or paper
click clacks from health promotion.
Child sexual exploitation risk assessment form
Now being used in all schools in Greenwich and being introduced in Bexley schools, the risk
assessment tool, designed by Jane Dickson, sexual lead clinician, provides a comprehensive
risk assessment guided checklist and referral pathway for clinicians when talking to young
people in school settings.
National chlamydia screening programme Bexley end of year report.
CASH (contraception and sexual health) clinics in Bexley have increased activity by 146
screens provided (reached the lab) compared to 2013/14. From the 646 screens reaching
the lab, 8.8% of these screens were positive and young people were offered treatment.
Out of the four CASH clinics, Erith Health Centre is the top CASH clinic this year for activity,
screening figures and conversion rates and received a certificate to mark this achievement
to display within clinic setting. The other CASH clinics are consistently doing very well.
Opening of Erith baby group
West Street Children’s Centre and Oxleas are delighted to be working together to support
new families in North Bexley. Together we have established Erith Baby Group, a weekly
drop in to provide guidance and support in a safe welcoming environment.
A regular programme of fun, baby-centred activities is offered in a relaxed, informal setting,
alongside infant feeding support. West Street Children’s Centre play workers and Oxleas
health visitors, facilitate the Baby Group together, encouraging parental responsiveness
and interaction with their babies, to establish close loving relationships.
Unicef award
Oxleas Bexley health visiting service has just been awarded a certificate of commitment in
its first step towards gaining international recognition from the Unicef UK (United Nation's
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Children's Fund) Baby Friendly Initiative. There will be a launch event on Thursday to
present the certificate as we work towards the stage one award assessment in July 2015.
Health visitor growth from NHS England
We are in discussions to secure the full health visitor growth numbers as agreed through
NHS England. Initially we planned for 32.7 posts between 2012 and 2015 however we
recently have been advised that NHS England have reduced this to 23.7 posts. Discussions
continue and we have action plans for a potential change in expectations.
CAMHS
Bexley CAMHS
Negotiations with commissioners lead us to be optimistic that there may be additional
funding for the service. They have communicated their intention to invest in a further posts
for generic tier 3 and two posts for targeted work with schools (tier 2), as well as a clinical
on call service to provide CAMHS emergency assessments out of hours, into QEH and Darent
Valley. This would address the funding gap to meet current levels of need and provide mush
needed investment in tier 2 and out of hours emergency services.
Bexley needs assessment
An in depth needs analysis has been commissioned by the Health and Wellbeing Board in
Bexley into mental health and emotional wellbeing of children and young people. We are
represented on both the steering group and the operational group of the project. The
timeline for the project means that the final report will be available in April 2016. The
project will adopt a system-wide approach, mapping need and services against evidence of
best practice. The plan is to make recommendations to the board. No additional investment
will be available - existing community resources may be re-designed to address gaps.
Taskforce report
Following the Children and Young People’s Mental Health and Wellbeing Taskforce report Future in Mind - each area is expected to produce a transformation plan by the end of
September to address the key recommendations from the report. We will be working with
commissioners in Bexley to produce this alongside a refresh of our service specification.
There is additional funding available to support plans, which we will bid for.
Commissioning plans
Commissioning intentions in Bexley are to commission an integrated CAMHS and specialist
children's service from October 2015, for a period of 3/5 years. The CCG has signalled that it
would expect to vary the contract at a later date if recommendations from the above needs
analysis indicate the need for a redesign/ change in service provision.
Serious care review
The partnership review of a 'near miss' (Child H) is still underway. This has been a complex
review and we have worked hard with the independent reviewer, challenging assertions,
putting forward a robust analysis of our management of the case and responded to the
draft review findings.
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Bromley CAMHS
The formal consultation with staff is underway for the clinical on call out of hours service.
This has been met with some concern and staff have raised a number of issues that we will
address throughout the process.
Greenwich CAMHS
We are working through our mobilisation plan and have met with commissioners who have
agreed the plan. We intend to meet monthly as a mobilisation group to track progress. We
are due to start the formal staff consultation in the next two weeks.
Specialist Children Services
End of Life Care
For paediatric nurses, it is a privilege to be involved in end of life care at such a special time
in a child’s life, and to be able to support the family and ensure that the child has a peaceful
death that can be remembered positively by the family. Recently, a mother wrote to say
how much the family had valued the support of the children’s nursing team:
If I could have chosen a main nurse to support us it would have been you. If you ever
doubt that you should be doing the job you do - please take it from me that your
attitude and support was perfect - your support was priceless. I wanted to say a huge
thank you for all you have done for my son and for me. I am so grateful I was able to
keep him at home with your support, as that is where he wanted to be.
Eating disorder pathway
The development of a joint pathway for young people with eating disorders between the
Paediatric Dietetics team and CAMHS in Greenwich is showing positive results for clients
Although small numbers of adolescents have been identified, the service has met young
people in a venue that is suitable for them. The first appointment is generally a joint
meeting with the psychologist, dietician and young person to reduce anxiety in relation to
referral to another service. Dietary based personal goals are set for each individual focussing
on different domains. 80% of young people referred to the service achieved their outcome
in relation to body weight goals.
Bexley Child Development Service
A foster carer recently wrote to the service to commend the input from the therapy teams.
Having fostered a young child with cerebral palsy who had limited movement and
communication who was also considered to have a visual impairment, she acknowledged
that the support of the staff at the CDC enable her to care for him to the best of her ability;
she said:
“With the help that we received from the Children’s Development Centre at Queen
Mary’s Sidcup we were able to care for him to the best of our abilities. From the first
multi-disciplinary meeting held at Queen Mary’s the support was overwhelming by
caring professionals who put the needs to the child first. I would like to mention Mr
Andrew Reader who was “hands on” with our young person and provided care over
and above from the beginning. Hannah France and Sue Pitty-Rose were supporting
his Speech and Language Development that involved regular feeding assessments.
With this support we managed to find a nursery school for him despite being initially
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told we would not be able to attend a Nursery due to his complexities. He went from
strength to strength and at Easter 2015 he was nearly walking out of the door and
singing away as he went to live with his birth grandmother. I have not written in this
way before but wanted to thank the above persons and many more besides. Their
support will never be forgotten and I’m sure by the young person”
Rapid Response
Our physiotherapy and nursing team gave a presentation of the work so far to the
paediatricians and nursing team at Queen Elizabeth’s hospital. Since the project began in
November last year the team working across Bexley and Greenwich, have prevented over
150 hospital reattendances by being accessible seven days a week and providing direct
interventions at home or within a clinic setting. A member of the team attends the Monday
ward round and daily contact is made to ensure discharges are responded to promptly.
The feedback from the presentation was extremely positive and it is anticipated that this
will increase awareness and referrals in the months ahead
Adult Learning Disabilities services
We have had some excellent feedback from Bromley College regarding the speech and
language therapy input we have provided over the last year. We have been asked to
increase this support in the next academic year and in addition, provide some OT support.
This is a valuable opportunity to develop our profile of working in further education and will
support the target we have set for income generation within our CRE plan.
Older Person’s services
Holbrook Ward (Camden and Leyton)
The decant from to Holbrook to Elmstead Unit is planned for 24 June 2015. The staff group
have been working extremely hard to prepare for this and to safely move our patients.
Mental Health Redesign
Clinicians and managers are now working together in project groups to prepare for the
mobilisation of the new treatment and acute care pathway in October 2015. Group therapy
will be delivered in either the CMHT or the Intensive Treatment Team depending on the
level of need and urgency. Work is underway to plan the range and frequency of groups for
both people with memory problems and those with functional mental illness. In parallel, as
a result of consultation with our Stakeholder Reference Group, we are developing a
structured way of working with the client’s support network in line with the stepped
approach in the new Trust Family and Carers Strategy.
Next steps include a consultation with CMHT staff (expected to be launched by early July)
around changing job plans, to allow for closer working relationships with primary and
community care services, extended working hours and change of base. In Bromley, it’s
probable that our two CMHTS will relocate to Bridgeways; in Bexley, Upton Rd staff will be
moving to the Bexleyheath Centre.
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Senior Staff Event
The most recent OPMH event is being held at the Bracton Centre on 25 June. The two main
topics are:
• Mental health redesign, including a presentation by our Informatics colleagues on
remote working.
• CQC Inspection preparation, including a presentation by the Quality team and group
work on the directorate’s CQC self-assessment.
NHS London Leadership Academy
We were approached by the academy to host a visit from students undertaking their
integration module. We initially were asked to talk about the success of the Greenwich
Advanced Dementia Service (GADS) but we included a presentation about Greenwich
Coordinated Care (GCC) too.
A group of 10 students came along to the Bexleyheath Centre on 1 June to meet with the
senior team. We invited Dr Monica Crugel and Elaine Hughes (dementia specialist CPN) to
talk about GADS and Wendy McDermott about GCC. We had a stimulating discussion with
the delegates about integration, partnerships, the power of strong and united leadership,
staff engagement, positive cultures etc. The thank you email from the organiser said:
“The group got a lot from the opportunity and I know that several of them said that
the visit helped them to realise that what they are trying to do might feel difficult but
it is achievable.”
Volunteering Event (Vevent)
We held the annual Vevent on 3 June to say a much felt ‘thank you’ to the 400 + volunteers
who work in services across the Trust to improve the lives and experiences of our service
users and assist our staff. The event was held at Charlton House and volunteers were
treated to lunch, massages and goody bags. There were information stalls about local third
sector services, including SEEC, alongside opportunities to purchase beautifully made art
and craft items.
We now have volunteers working in many different ways in the Trust, including:
• Queen Mary’s ward helpers
• Research net volunteers
• Volunteer to work scheme (52 people currently undertaking work placements across
the Trust)
• Mainstream volunteers, including snack shop assistants, drivers, ward and clinic
helpers, lunch time and activity assistants.
• Non- violent resistance parent volunteers
• Peer and psychology volunteers.
The mainstream volunteers alone have delivered 23,150 hours of voluntary work over the
past 12 months and the drivers carried out 15,700 journeys, which included transporting
patients in both mental and community health services across 160,198 miles. The snack
shops in Oxleas House and at the Memorial made a profit of £15,200 during the last
financial year and this is paid into a Trust Fund, used to buy goods and services for the
benefit of our patients.
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OPMH priority issues:
The DMT are focussed on two main concerns:
Delayed transfers of care: this is an issue across our acute inpatient units, particularly
Holbrook ward. There are two main obstacles to timely discharge from our wards, social
care support and the availability of suitable placements/ care homes. The Greenwich system
generally works well and delays are usually avoided but our problems tend to be in Bexley
and Bromley. We have discussed the problems with commissioners and local authorities and
are collecting case information to inform senior colleagues in our partner organisations.
Bank and agency spend: following agreement to fund an improved model of care on
Holbrook Ward, we have a plan in place to safely reduce bank and agency spend on the unit.
This includes reduced need for one to one and special observations, fewer beds, assertive
control of the roster, temporary staffing bookings, sickness etc. A forecast based on the
expected impact of all these variables is currently under construction.
Adult community services
Eltham Community Hospital (ECH)
A business case to move to a medical model of care and open all 40 beds at ECH has been
submitted to Greenwich CCG. This has been developed in conjunction with Lewisham &
Greenwich NHS Trust and will result in the unit being consultant-led and supported by a
senior doctor – we are exploring having joint posts across both trusts. This will provide
additional and more appropriate capacity to support QEH. The consultant will take direct
referrals from GPs and our community teams and run community clinics with a view to
reducing unnecessary hospital attendances and admissions.
Bexley MSK rehabilitation
Our Bexley MSK rehabilitation service has been disestablished following discussions
with King’s College Hospital NHS Foundation Trust, the Bexley MSK prime contractor. Our
formal consultation with staff ended on 14th June 2015. It is a relatively small team,
employing eight members of staff. We do not foresee the need to make staff redundant
since suitable alternative employment has been identified on broadly similar terms and in
posts with the same range of skills.
The implementation date for the change will be 1 August 2015.
Dartford, Gravesham, Swanley & Swale community services
The PQQ for community health services in Dartford, Gravesham, Swanley & Swale was
submitted in early June. The contracts sit with two CCGs and have a combined value of circa
£26m/annum, which is broadly equivalent to our community services budgets in Bexley and
Greenwich. The contract commencement date is 1 April 2016.
The expectation is that no more than five providers will progress to a competitive dialogue
stage. We should hear whether we have been shortlisted in early July.
Central Access Team
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Our Central Access Team moved to new purpose-developed premises on the Goldie Leigh
site at the end of March. Data before the move showed that only around 80% of all calls
were answered. In January, for example, 1597 calls were abandoned. In April, 88% of calls
were answered and in May, we achieved over 90%. There is still work to do, as just over
700 calls still were abandoned in May, but we are on the way to meeting our target of 95%.
Forensic & prison services
Directorate nursing conference
The Directorate held a very successful conference on 12 June 2015, which bought together
nurses from the prisons, in-patient and community services. Feedback from this networking
event has been very positive.
Police Liaison & Diversion
The service, which now operates Monday to Friday 8.00 – 20.00, was invited by
commissioners to submit a bid to extending to a 7-day week service. We expect to hear the
outcome of this submission within the next few weeks.
Inpatient services
The directorate is in the process of evaluating Kelsey ward, the intensive care area, which
now has been open for 6 months. During this time, we have cared for some extremely
challenging patients and we want to learn lessons from this experience.
Staff from the service have been disappointed by the recent poor feedback from service
users in the F&FT. We are developing an action plan to improve this position.
The new primary care nurse commences with the directorate on 29 June; this post will
further enhance our health and well-being strategy for our patients.
Prisons services
The team have completed the formal consultation process with the 108 staff who
transferred to Oxleas within the Greenwich prisons cluster. This process will inform
amendments to the proposed model of care which will be implemented through the
summer. Whilst the transfer continues to go well a small number of gaps in the services are
being identified, which we are working with commissioners to resolve, ie, speech and
language therapy and tissue viability services.
Fiona Starkey-Norman is due to take up the position of service manager for the Kent Prisons
in July. This will greatly support management capacity in this area, which has been under
pressure over the last 6 months.
Adult mental health services
Community MH Redesign
The outcome paper following the staff consultation was published at the beginning of June.
The directorate is now proceeding with implementation, which is planned for the end of
September.
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Acute bed pressures
We are experiencing another surge in demand for our AMH acute beds. We are working
with colleagues in the community to assist in making sure that every effort is being made
with existing service users to consider alternatives to admission.
On a related note, Greenwich CCG have commissioned an external consultant to work with
us (across AMH, OPMH and CAMHS) to review the crisis care pathway.
Kent mental health & well-being service
We were unsuccessful in our PQQ to be a strategic partner and have decided to withdraw
our interest in being a delivery partner with another organisation, in order to concentrate
on existing core business.
As stated in the forensic and prison’s directorate update, Fiona Starkey-Norman will be
leaving us in July after many years' service to take up a new role within the Prisons service.
She will be greatly missed. Pauline Kenny, an experienced team manager in Bexley, has been
appointed to replace her.
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Agenda item

Service Delivery Report

Item from

Helen Smith, Deputy Chief Executive and Director of Service
Delivery
Directorate Report

Attachments

Summary and Highlights
The Report provides a brief update of key service issues within each directorate.

Changes to risk register

Previous
rating

New risks identified

Recommendations
The Board note the report and raise any issues of clarification or concern.

New
rating

Rating

Board of Directors
2nd July 2015
Agenda item

Quality Report

Item from

Ify Okocha, Medical Director

Attachments

a) QSIP Dashboard – May 2015
b) 48 Hour Timeline Report
c) CEG feedback

Item 7
Enclosure 6a,b,c

Summary:
1. Quality & Safety Improvement Plan 2015/16 (QSIP)
The 2015/16 QSIP for Mental Health, Learning Disability and Community Health Services covers 25 indicators. Our
May 2015 (month 2) achievement is shown below:

Indicator RAG Rating
Red (>6% below target)
Amber (1-5% below target)
Green (target achieved)
Others **
Total

No
2
4
19
0
25

%
8%
16%
76%
0%
100%

Red Indicators (>5 % from target)
There are 2 red indicators to note for the month of May 2015
• PE1.2MH – Ensure at least 65% of carers registered on RiO for CPA service users have been offered a carers
assessment: May’s performance was 98, (24% under YTD target of 122). In previous years, a similar pattern of
low achievement at the beginning of the financial year has been seen with acceleration in the course of the
year as more carer assessment offers come up for annual renewal.
• PE1.3CH – Care plans on RiO for District Nursing teams: This is under target by 6.5%; the total case load in May
was 5494 of which 4590 had care plans on RiO.
Amber Indicators (<5% from target):
The 4 amber quality indicators are:
• PE1.1 MH – Carer details recorded on RiO: This is under the 95% target by 1.7%, with CAMHS and ALD showing
a red position for the month.
• PS1.2MH – 48 our follow up (FU) of patients admitted following self-harm/suicide attempt.
41 patients required 48 hour FU in May (Greenwich 15, Bexley 15 and Bromley 11). There were 2 ‘true
breaches’ due to process not being followed by Oxleas staff and 2 breaches outside of staff control – see
summary table below (detailed timeline is also enclosed)
[Type text]

Summary:

Area

Discharge
Date

ID

Details
Patient was discharged in absentia. Staff were
unable to contact the patient despite multiple
attempts made. Police welfare check requested on
8/05/15. Police check carried out but informed that
the patient had not lived there for 2 years.
Admitted to SLaM on 9/05/15.
Staff were unable to contact the patient despite
multiple attempts made. Police welfare check was
requested however they were unable to make
contact as client did not live there anymore. On
31st May, contact with ward made and temporary
address given. HTT went to temporary address but
unsuccessful. Another police welfare check
requested but police confirmed they had been to
both addresses and were on the way to the ward
to obtain more details. Client presented at UCC on
6.6.15

Status

Breach (outside
of staff control)

Bexley

06/05/2015

DG

Bexley

29/05/2015

KS

Bexley

01/05/2015

JD

Breach. Attempts to contact client made and
messages left. Not seen until 12th May.

True Breach
(due process
not followed)

LC

Breach. Seen by HTT for assessment for early
discharge on 9th May (HTT decision that their
services not needed) and then re-referred on day
of actual discharge but view of HTT this was not
required. So in strict terms this is a breach as a
follow up was not carried out after discharge.

True Breach
(due process
not followed)

Greenwich

11/05/2015

Breach (outside
of staff control

• PE1.1CH – Care plans on RiO, Adult Community Services (DNs excluded): This is under target by 1.1%. (5345
patients had a care plan out of 5694 patients on the caseload)
• CE1.4CH – Percentage of patients waiting over 6 weeks for a diagnostic assessment (audiology services). May
performance is 3 % under target.
2. Trust CQUIN Update – Month 2, 2015/16
Bromley CCG Mental Health CQUINs – These are in progress with implementation processes agreed with AMH
and OPMH directorates.
NHS England Physical Health CQUIN – The trustwide physical health steering group have agreed the processes for
embedding implementation across our inpatients and EI services. It has also been agreed that physical health
training for the CQUIN will be in line with current available training via Learning and Development and bespoke
training for EIS and wards would be provided via the Nursing directorate physical health workstream. A band 6
physical health nurse would be recruited to support this programme of work.
Forensic CQUINs – Following our Quarter 4 contract meeting with NHS England, we are pleased to note that NHS
England have agreed that the Forensic services have achieved the NHSE physical health CQUIN and thus will not
withhold funding. This is an incentive gain of £23,411
Community Health - No CQUINs have yet been agreed for Community Health Services but discussions are ongoing.

Recommendations

The Board is asked to note the above

Quality and Safety Improvement Plan (QSIP) Dashboard Overview - 2015/2016
Month-on-Month Performance Change Key
Improvement on
Previous Month

Reduction on
Previous Month

No Change on
Previous Month

2014/2015 Performance

Mental
Health

Patient Experience

14/15
184

14/15
294

14/15
405

14/15
486

14/15
556

14/15
594

14/15
658

14/15
763

14/15
886

14/15
906

ALD

Dec-15

95%

CAMHS

733
(average 61 per
month)

Mar-16

98

Feb-16

46

Jan-16

906

Nov-15

14/15
125

Oct-15

14/15
70

Sep-15

2014/15
Comparison

Aug-15

93.3%

Jul-15

92.7%

Forensic

PE1.2 MH

Ensure that 65% of
carers registered for
CPA clients on RiO as at
the end of March 2015
have been offered a
carers assessment by
31st March 2016

93.8%

Older
People

Ensure carer details are
recorded on RiO for
clients on CPA.

Current Month Performance
2015/2016
Target

CMH

PE1.1 MH

2014/2015
Baseline
(March 2015)

Jun-15

Full Description

ICR

Patient Experience

Indicator
Code

May-15

Mental
Health

Quality Domain

Apr-15

Service
Type

90.5%

94.2%

96.1%

92.6%

81.7%

82.4%

Commentary

833
(average 70 per
month)
37

15

0

0

Mental
Health

Patient Experience

PE2.1 MH

Ensure percentage of
clients on CPA have care
plans recorded on RiO.

99.2%

99.0%

99.1%

95%

100.0%

99.3%

98.6%

100%

94.4%

98.5%

Mental
Health

Patient Experience

PE2.2 MH

Ensure clients on CPA
have a recorded crisis
plan on RiO.

97.5%

97.5%

97.7%

95%

97.5%

97.9%

98.6%

98.5%

90.1%

98.5%

Mental
Health

Patient Experience

PE2.3 MH

Ensure percentage of
clients on CPA have
received a review in the
last 6 months.

97.5%

96.3%

95.7%

95%

88.3%

96.4%

99.0%

88.8%

92.3%

87.5%

Mental
Health

Patient Safety

PS1.1 MH

All clients discharged on
CPA receive a follow-up
within 7 days.
NATIONALLY
MANDATED

96.5%

91.1%

96.6%

95%

96.8%

94.7%

100.0%

Mental
Health

Patient Safety

PS1.2 MH

Ensure clients with a
history of self-harm who
have been discharged
receive a follow-up
within 48 hours

100.0%

97.8%

95.1%

100%

95.1%

Mental
Health

Clinical Effectiveness

CE1.1 MH

To ensure that patients
discharged from
inpatient wards have a
primary diagnosis
recorded on RiO.

100%

100%

100%

95%

100%

100%

100%

100%

Mental
Health

Clinical Effectiveness

CE1.2 MH

Percentage of ICD10
coded clients on LD
and/or Autistic spectrum
diagnosis. NATIONALLY
MANDATED.

1.1%

1.1%

1.1%

No set target

0.0%

1.2%

0.1%

1.5%

1

CH Child

- Awaiting Data
- Target Achieved
- Less than or equal 5% below Target
- 5% or greater below Target

CH Adult

Performance Colour Key

100.0%

2 patients out of 46 were
not followed up within 48
hours

100%

3.0%

Quality and Safety Improvement Plan (QSIP) Dashboard Overview - 2015/2016
Month-on-Month Performance Change Key
Reduction on
Previous Month

No Change on
Previous Month

90.5%

86.7%

100.0%

100%

Mental
Health

Clinical Effectiveness

CE3.1MH

Percentage of delayed
discharges as a
percentage of admitted
clients.

4.9%

7.6%

6.1%

Less than
7.5%

4.8%

CE4.1MH

To ensure recording of
smoking status of
patients. (recorded at
1st assessment, at CPA
review and on hospital
admission) – to also
include CAMHS
Adolescent teams

83.4%

82.8%

82.4%

80%

100.0%

99.8%

100.0%

99.8%

95%

100.0%

N/A

97.9%

97.9%

80%

Clinical Effectiveness

Mental
Health

Clinical Effectiveness

CE5.1MH

95% of service users on
CPA with diabetes, CHD,
COPD & Hypertension to
have either completed a
physical health check
with their GP or there is
recorded evidence of an
outreach attempt to
facilitate it

Mental
Health

Clinical Effectiveness

CE5.2MH

Percentage of clients
who have a Goal Based
Outcome Assessment
recorded in RiO

Dec-15
2

10.7%

2.2%

80.7%

83.2%

95.8%

100.0%

100.0%

92.3%

63.5%

0.0%

15.5%

87.6%

100.0%

97.9%

CH Child

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

Forensic

CE2.2 MH

CMH

Clinical Effectiveness

Mental
Health

2015/2016
Target
ICR

Mental
Health

Mar-16

100%

Feb-16

100.0%

Jan-16

97.3%

Nov-15

98.4%

Oct-15

Ensure patients detained
under the MHA are
provided with
information as stated recorded on RiO (S132).

Sep-15

CE2.1 MH

Aug-15

Clinical Effectiveness

Jul-15

May-15

Mental
Health

Full Description

Jun-15

Apr-15

Current Month Performance

Quality Domain

Older
People

2014/2015 Performance
Indicator
Code

2014/2015
Baseline
(March 2015)

Service
Type

CH Adult

Improvement on
Previous Month

ALD

- Awaiting Data
- Target Achieved
- Less than or equal 5% below Target
- 5% or greater below Target

CAMHS

Performance Colour Key

Commentary

CAMHS teams 15.8% under
target (83 out of 232 do
not have their smoking
status recorded)

Quality and Safety Improvement Plan (QSIP) Dashboard Overview - 2015/2016
Month-on-Month Performance Change Key
Reduction on
Previous Month

No Change on
Previous Month

Mental
Health

Clinical Effectiveness

CE5.3MH

Percentage of clients
who have a Goal Based
Outcome Assessment
Reviewed as recorded in
RiO

N/A

11.0%

80%

CH Child

CH Adult

Older
People

CMH

2015/2016
Target
ICR

Mar-16

Feb-16

Dec-15

11.3%

Jan-16

Current Month Performance
Nov-15

Oct-15

Sep-15

Aug-15

2014/2015
Baseline
(March 2015)

Jul-15

Full Description

Jun-15

Indicator
Code

May-15

Quality Domain

Apr-15

2014/2015 Performance
Service
Type

ALD

Improvement on
Previous Month

CAMHS

- Awaiting Data
- Target Achieved
- Less than or equal 5% below Target
- 5% or greater below Target

Forensic

Performance Colour Key

Agreed Trajectory:
Quarter 1 - 15%
Quarter 2 - 30%
Quarter 3 - 60%
Quarter 4 - 80%

11.3%

CAMHS have achieved
month 2 milestone of 10%

Mental
Health &
Communit
y Health

Patient Safety

PS2.1 MH
PS1.1 CH

Number of reportable
MRSA infections Applicable to all Oxleas

0

0

0

0

0

0

0

0

0

0

0

0

Mental
Health &
Communit
y Health

Patient Safety

PS2.2 MH
PS1.2 CH

Number of reportable
CDIFF infections Applicable to all Oxleas

0

0

0

0

0

0

0

0

0

0

0

0

Communit
y Health

Patient Experience

PE1.1 CH

ACS: Ensure patients
have care plans
recorded on RiO - All
teams (DNs excluded)

95.4%

94.9%

93.9%

95%

93.9%

Communit
y Health

Patient Experience

PE1.2 CH

ACS: Ensure patients
have care plans
recorded on RiO Bedded Units (Meadow
View & GICU)

97.1%

95.3%

97.4%

95%

97.4%

Communit
y Health

Patient Experience

PE1.3 CH

ACS: Ensure patients
have care plans
recorded on RiO District Nurses

84.6%

84.0%

83.5%

90%

83.5%

CE1.1 CH

ACS: Patients with COPD
referred for pulmonary
rehab to be screened for
anxiety and depression.

91.3%

87.5%

100.0%

90%

100.0%

Communit
Clinical Effectiveness
y Health

CE1.2 CH

C&YP (Universal) Babies
discharged from hospital
to have received a new
birth visit by 14 days of
birth.

93.4%

93.2%

92.7%

95%

Communit
Clinical Effectiveness
y Health

CE1.3 CH

C&YP (universal):
Completion of one year
checks by 14 months

98.0%

86.1%

100.0%

95%

CE1.4 CH

C&YP
(Specialist):Audiology Percentage of patients
waiting under 6 weeks
for a diagnostic
assessment

99.4%

95.4%

96.0%

99%

Communit
Clinical Effectiveness
y Health

Communit
Clinical Effectiveness
y Health

Commentary

3

1 MRSA under
investigation from
29/5/2015

MSK, HIV, Specialist foot
and Healthy Ageing teams
excluded

92.7%

48 HR FOLLOW UP TIMELINE REPORT – May 2015
Patient Initials: DG - Bexley
Discharge: 6th May 2015 – discharged in absence
Date
06/05/2015

Time
Recorded on
RiO
11.08

Action
Patient requested 15 mins leave to see girlfriend who is an ex-patient
so could not come on ward.

19.23

Staff informed patient did not return from leave (patient was aware
that if he did not return from leave he would be discharged in his
absence) Discussion with on-call SpR who approved discharge.
Nursing staff to refer for 48hr f/u and inform care co-ordinator about
discharge.

19.25

Attempt made to contact patient to inform him of discharge and 48hr
f/u. No response. 48hr f/u accepted by HTT.

07/05/2015

18.21

2 calls made to mobile with no response, message left to call back.
Staff spoke to mother who was not aware of admission until patient’s
girlfriend informed her today. Mother does not know of patient’s
whereabouts and has not seen him since last week.

08/05/2015

10.00

Call made to mobile, no answer, left message asking patient to call
back.

17.31

Telephone call to Police requesting Welfare Check. CAD 6785

09.44

Further phone call to mobile, no reply, message left explaining
purpose of call. Tried girlfriend’s mobile but no reply, tried girlfriends
home number but no reply – staff then informed she is now an
inpatient. Contacted police for update on welfare check – police
informed that check was carried out as requested but patient had not
lived at that address for more than 2 years and they could not do
much more until a new address had been obtained. Closed to Police.
Oxleas to have discussion at MDT meeting around this type of 48hr f/u
outcome.

21.56

Telephone call from SLaM confirming patient had been admitted

22.32

Transferred to Lesney Ward

09/05/2015

11/05/2015
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Patient Initials: KS - Bexley
Discharge: 29/05/2015
Date
29/05/2015

Time
Recorded on
RiO
15.22

30/05/2015

16.14

Patient DNA appointment at Woodlands as agreed. Staff attempted to
contact him on numbers available on RiO without any success.
Daughter’s mobile tried but with no response.

18.05

All attempts to contact client have failed. Police welfare check
requested, CAD 6630

10.13

Telephone call to the Police for update on patient’s welfare. Police
attended and were told that client no longer lives at that address and
there was no forwarding address. Attempts made to contact on
mobile but with no response. Tried daughter’s mobile again – phone
was ringing but no answer and no facility to leave a message.

10.55

Telephone call from client and spoke to staff for about 30 mins. Client
gave staff temporary address. Staff called ambulance to pick client up.

14.20

HTT staff member went to temporary address but were unable to
make contact with patient.

14.42

Request made to police for welfare check to temporary address given
by patient. Police reported that they had already been to both
addresses known. Police came to ward for further details on patient.

16.35

Telephone number obtained for patient.

09.41

Contact made on 31/05/15 by phone.

31/05/2015

01/06/2015
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Action
Discharged from Ward. 48hr f/u arranged for next day at Woodlands.

Patient Initials: JD - Bexley
Discharge: 01/05/2015 – successful unescorted overnight leave so discharged per patient request.
Date
01/05/2015

Time
Recorded on
RiO
12.50

Action
Discharged from section and the ward.

13.03

Referred to SIT as an OP

17.17

Call to client by CCO. Message left for him to call back.

07/05/2015

11.10

Call to client to arrange joint meeting with probation services.

12/05/2015

15.45

F2F meeting with CCO and Probation Officer

Patient Initials: LC - Greenwich
Discharge: 11th May 2015
Date
11/05/2015

Time
Recorded on
RiO
19.25

18/05/2015
05/06/2015
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Action
Initial plan was that patient was meant to be seen by HTT on Saturday
9th May 2015 for early discharge. Therefore 48hr follow-up form was
completed and was handed over to HTT. Patient seen on 09/05/15 as
planned but was not accepted by HTT due to being too well for HTT
support. Patient seen in ward round today and discharged. HTT
contacted again to refer her for 48hr follow up. HTT staff informed
ward staff that there was no need to complete another 48hr follow up
form as the f/u had already been done on 09.05.15.
Opened to SIT Team

10.37

Appointment at PDA Clinic – attended by client. PLAN: OPA follow up.

Board of Directors – 2 July 2015
Clinical Effectiveness Group (CEG) - Subgroup of the Quality Board
Dr Ify Okocha

Attachments:
1.
2.
3.

Minutes of the Clinical Effectiveness Group meeting of 24 April 2015
Early Intervention Service CQUIN compliant physical health screening tool and guidance
Physical health and wellbeing handbook for service users and carers (to be tabled at meeting)

1. Physical health steering group – At our last meeting on June 17 we decided to prioritise work on our inpatient services and early intervention in psychosis teams across the three boroughs. There are two
physical health improvement initiatives (CQUINs) in this financial year: one national and the other local
(Bromley only). Both aim to improve screening, identification and management of physical health and
lifestyle problems in patients. They further aim to improve training of our staff so they have a better
understanding of physical health conditions and are able to develop care plans with patients for managing
these physical health issues.
Specifically we are required to ensure that inpatients and patients in our early intervention in psychosis
services have the following checked:
•
•
•
•
•
•

Body Mass Index (derived from height and weight measurements)
Blood glucose for evidence of diabetes
Blood cholesterol for evidence of high cholesterol
Blood pressure for hypertension
Smoking
Lifestyle factors – exercise, diet, use of drugs and alcohol

From our performance last year (shown in brackets below) we have identified areas to focus our efforts.
These are ensuring we document screening results and that personalised care plans have interventions for
physical health issues.
•

Routine screening and evidencing of blood glucose (92%) and cholesterol (84%)

•

Evidencing interventions for high BMI (55%)

•

Evidencing interventions for hypertension (39%)

•

Evidencing interventions for Diabetes (44%)

To support our staff in delivering this, we have agreed that they will again complete e-learning packages on
hypertension and diabetes and directorate practice development nurses and a fixed term physical health
nurse will support them to develop care plans including well-being care plans. For early intervention
teams, we have already developed screening tools and protocols for staff and all three teams now run
physical health clinics for their patients.

1

A copy of the Oxleas physical health and wellbeing handbook for carers and service users will be given to all
service users and carers. Staff, who will also be give a copy each, have been asked to use the handbook as
basis for discussions of physical health issues identified through screening with patients. Our progress will
be assessed through audits ahead of the national audit later in the year.
2. NICE audits – A summary of the main findings of two audits that were reported to the Trust Clinical
Effectiveness Group between April and June 2015 is presented below.
•
•

Prescribing for Personality Disorder (POMH-UK)
Nice Diabetes Audit (NICE CG87)

Prescribing for Personality Disorder (POMH-UK)
The audit compared prescribing practice locally in absolute terms (compared with the recommendations
made by NICE) and in relative terms (compared with other mental health Trusts).
The Standards were as follows:
-

Clinician’s reasons for prescribing antipsychotic medication (i.e. Target symptoms or behaviour) are
documented in the clinical records.

-

Whether there is a written crisis plan in the clinical records

-

Whether there is evidence that the patient’s views have been sought in the development of the
crisis plan

What we did well
Overall, practice in the Trust was good in both relative and absolute terms, and consistent with
performance in the baseline audit. In particular, prescribing rates of psychotropic medication were low
relative to other Trusts suggesting that there may be better access to psychological therapies in Oxleas
What we did not do so well
There are two areas for improvement. The first is ensuring that patients are involved in the development of
their crisis plan and the second is ensuring that all patients who are prescribed psychotropic medication
have that medication regularly reviewed. Those not reviewed had generally been discharged from the
caseload of a psychiatrist to that of a psychological therapist.
Crisis planning gaps are being addressed through existing work-streams.
The adult and forensic service directorates are discussing processes and or pathways for patients with PD
who are prescribed psychotropic medication but are not on the caseload of a psychiatrist.
Nice Diabetes Audit
This audit was undertaken to review the Trusts compliance with Nice Guidelines (CG87)
“Management of Type 2 Diabetes”.
What we did well
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•

100% compliance in ensuring that patients received nutritional advice from health care
professional.

•

100% compliance in referral of patient to GP where blood pressure was recorded above
140/80mmHg.

•

96% compliance in the measuring of HbA1c level.

•

96 % compliance in the assessing of self-monitoring of plasma glucose.

•

96% compliance in patients being given written information about their illness or condition.

What we did not do so well
•

Patients without previously diagnosed hypertension or renal disease having blood pressure checks
undertaken annually showed 88% compliance which needs improvement to be compliant with the
standard.

•

Patients are not routinely given written information about the service providing their treatment;
this was very low at only 4% of the caseload.

3. Positive practice prompts

The development of these is going well albeit slower than anticipated. In addition to developing
these with clinical staff in directorates and teams we have started exploring ways to have these in
RiO so progress is available on iFOX for clinicians and teams to view.
Of the 30 prompts, 9 drafts have been written and work on the remaining 21 has only just started.
Guidance
Borderline Personality Disorders (BPD)
Depression in adults (update)
Bipolar disorder
Psychosis & schizophrenia in adults
Psychosis with coexisting substance misuse
Pressure Ulcers
Urinary incontinence in women
When to suspect child maltreatment
Dementia

Code
CG78
CG90
CG185
CG178
CG120
CG179
CG171
CG89
CG42

Directorate
AMH
AMH
AMH
AMH & F&PS
AMH & F&PS
ACS
ACS
C&YP
OPMH

Clinical Lead
D.Tracy
D.Tracy
D.Tracy
D.Tracy & R.Daly
D.Tracy & R.Daly
S.Burchell
S.Burchell
L.French
A.Fadipe

Status
Pending clinical review
Pending clinical review
Pending clinical review
Pending clinical review
Pending clinical review
Early draft stage
Early draft stage
Early draft stage
Early draft stage

4. Outcomes workstream
Progress of pilots in AMH, OPMH, Forensic, CAMHS
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•

AMH have been set up with ipads and have begun collecting data. Currently they have
submitted 8 forms in CRHT. (Action: Leslie to provide dashboards allowing data collection
to be tracked)

•

OPMH have been set up with ipads and have begun collecting data. They have submitted
around 200 forms in CMHT and HTT.

•

Forensic have designed their forms and have started to distribute ipads.

•

CAMHS have been collecting data for three years using paper forms and have recently
started to develop reports from their dataset. Rebecca gave an overview of the work done
so far. There was a suggestion that the goal based approach might be adopted by other
directorates however it was felt that this should be trialled further in CAMHS first.

Desired report outputs
The group discussed how the information currently collected could be used to add value to the clinical
process and the following suggestions were made:
•

A report showing patients by staff member to be used to balance the caseload across the
team by patient level of illhealth.

•

A report at patient level showing improvement/decline in the patient’s level of illhealth.

•

A list of patients for review in ward round / MDT showing morbidity data from outcomes
data collection e.g. housing / employment status

•

Progress against goals using goal-based outcomes data

We noted that there would be bottlenecks in assigning clinical time to help design the analysis and draw
meaningful conclusions. (Action: Ify and Rebecca to discuss clinician capacity)
New National Early Intervention (EI) requirements
•

Carol raised the new national EI requirements for data on Health of Nation Outcome Scales
(HoNOS), Questionnaire about the Process of Recovery (QPR) and Dialogue rating scale.
The dates will be clarified (Action: Rhoda).

•

Jonathan noted that EI will be asked to make many changes this year and will be under
pressure.

•

Tom undertook to set up a new work stream with Jonathan to collect outcomes data for EI
(Action: Tom).

Other issues
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•

There was a discussion about the nature of goals and how these ought to be linked to care
plans, avoiding recording duplication.

•

Rebecca noted that the analysis of data was difficult and time consuming. She gave the
example of data collection standards not being used consistently by staff. (Action: Rebecca
to list issues encountered and share with this group)

•

A discussion on how to analyse data led to HONOS being mentioned, which is already being
collected in RiO and has already been analysed. (Action: Abi undertook to review this
analysis with Tom to see if we can use the data already collected in RiO)

•

The group agreed to meet on a 6 weekly basis

TRUSTWIDE CLINICAL EFFECTIVENESS GROUP
Friday 24 April 2015
1.00pm – 3.30pm
Boardroom, Pinewood House
Present

Wilf Bardsley
Anthony Davis
Dr Sandra Baum
Steve Callister
Abi Fadipe
Sulan Gingell
Maggie Grainger
Jane Harris
Maninder Heire
Rhoda Iranloye
Joe Nhemachena
Carol Paton
Susan Owen
Lorrianne Regan
Janet Henry (minutes)
Item
1
2

3

Director of Nursing (Chair)
Research & Knowledge Manager
Associate Clinical Director for Learning Disabilities/LD CEG Chair
Service Manager, Unscheduled and Intermediate Care – Greenwich
& Community CEG Chair
Clinical Director Older People Mental Health
Quality & Audit Senior Facilitator
Trust Head of Nursing
Head of Complex Adult Mental Health Psychology
Quality & Audit Senior Facilitator
Associate Director Quality & Governance
Head of Quality & Compliance and Staff Governor
Chief Pharmacist
Risk Manager
Clinical Director, Clinical Director for the Adult Mental Health &
Learning Disability Directorate
Quality & Governance Admin Manager/Executive Assistant to Medical
Director

Apologies for absence
Ify Okocha, Sarah Burchell, Jackie Crassati, John Enser, Estelle Frost, Hashim Reza, Lesley
French, Jane Wells and Stephen Whitmore.
Minutes of last meeting
The minutes of the meeting held on Friday 27th February 2015 were agreed as an accurate
record with the following amendment:
Page 3 Item 4 Risk Register
CEG2 :
Sufficiently involved in the care planning process – as improvements have been evidenced
in this area, the group agreed to reduce the risk 2x3 should read as 3x2.
Matters arising from the minutes of the last meeting not on the agenda
Page 1: Item 6b - Clinical Audit Strategy
Action: RI to explore membership of a Trustwide Clinical Audit Committee and feedback to
the group. RI to feedback details of the group to the next CEG being held on 24th April
2015.
Outcome: RI informed the group that she has explored membership for a Trustwide Clinical
audit Committee but has now been decided to put this on hold for the time being.
Page 2: Item 8a NICE Guidance October 2014 – Referred item
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6. Multiple sclerosis CG186
SB to discuss with Jane Wells and feedback back to AD. Outcome: AD will email SB and JW
as he has not received a response to date.
Page 2: Item 6c) NICE PTSD Re-audit
Action: The result should be re-worked in comparison to last year’s audit and also show
where actions from the last audit have been implemented and track the changes.
JHa informed the group due to the original named person no longer having the capacity to
complete the audit the work has not been completed. SG advised a clinical person would
be best suited to carry out the re-audit.
Outcome: JHa informed the group that she has looked at the first ten names of patients
who indicated that they had not been offered NICE compliant therapy and in all cases there
were sound clinical reasons why this had not happened. She suggested that a check to
ensure the recommendations can be changed in relation to this. SG confirmed that the
report does say the reasons why the recommended treatment was not offered. Action: JHa
/SG to discuss further.
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Page9: Care Planning Audit Action Plans:
Action: Directorates were asked to send actions plans to JH. SG confirmed that all action
plans have now been received.

Clinical Audit
a) 2014/15 Clinical audit programme update
SG presented an update of the 2014/15 programme. There were initially 28 clinical
audits, 3 were added during the course of the year. 20 audits were completed, 15
of these have been presented to the Trustwide CEG. 7 audits were not completed,
4 of the 7 are national audits that are being rolled over to the 2015/16 programme.
5 audits have been completed but the action plans have not been agreed.
b) 2015/16 Clinical audit programme
SG informed the group the 2015/16 audit programme has been circulated to
directorates; however audits have been added to the list by the Bexley
commissioners. They are:
• Learning Disabilities re-audit – as an audit was completed 2 years ago.
• Substance Mis-use re-audit in the In-patient units
• An audit against NiCE Guidance on Frailty.
The new programme includes:
• Rolled over audits
• National accounts – some on the quality accounts or registered directorate
audits
• NICE audit that are CORE-CORE
- Obesity
- Schizophrenia
Gaps within the programme for clinical leads were discussed and agreed as follows:
P19 - Risk Management audit
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A Trustwide audit was agreed at the last CEG for June/July 2015 on the back of
Holbrook Ward action plan. SG suggested a key person from each directorate
rather than one person to oversee the whole trust. RI stated there needs to be an
understanding of what the clinical lead from each directorate is doing or linking a
clinical lead once the results have been published about linking directorates to the
recommendations.
The group discussed the merits of one person from each directorate leading or a
senior person overseeing, leading and coordinating responses for the audit. SG to
look into this and feedback to the group.
P15 – Care Planning Audit
It was agreed that Older People Mental Health to be included in this audit. AF asked
that Monica Crugel be listed as the quality lead. SG to amend the programme.

SG

SG

A question was asked about the Reasonable adjustments. RI explained that Bexley
CCG has requested that any item linked to an indicator nationally for an audit
completed or for the trust to provide KPI’s. This would have meant there would be
been 200 KPI’s to provide monthly data for. RI has agreed annual information will
be provided not monthly as they requested.
P20 – Positive Behaviour Support
WB stated is an issue with capacity he will speak to Francis about the audit. It was
agreed that the audit be moved to the 3rd quarter. RI stated that this would also
give the trust time to embed the recommendations from the last audit.
P21 – Late Entry on Progress Notes for Shared Care Plans
SG shared that this audit is to look at the timeliness of entries in progress notes that
was looked at in the Forensic directorate. SO informed the group that this was
linked to the NE incident. It was agreed that Information Governance will look into
this when they are doing their audits. Julie Lucas and Alison to look at timeliness as
part of the audit.
P23 – Rapid Tranquilisations re-audit
MG to provide the lead to SG.
P24 – NICE Schizophrenia
SG informed the group that IO keen for the directorates to lead this rather that the
Quality & Governance team. Some of the issues will be the same but new guidance
is in place, and this is also a CORE CORE audit. Directorates asked to provide the
name of leads to SG.
P25 - NICE Obesity
CORE CORE audit. This is to be discussed under item 12 on the agenda.
P29 – Use of Section 5 (2) and Consent to treatment
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MG

CDs

SO asked if there was a case for an audit on the usage of section 136. WB stated
that data that one patient had been held under section 136 ten times. 30 patients
had been involved in section 136 more than once. During a regular audit has shown
a number of patients under section 136 are known within 3 months of section 136
being used. RI stated that she felt this should be a trustwide audit to discover what
is happening in each directorate. MC stated that some patients convert from
section 136 to section 5 and the numbers are very low for the trust. However,
although WB felt that the rate of conversion would differ in each directorate.
AF suggested using the principles of the Crisis concordat with development of local
standard once the audit has been completed.
It was agreed that a data is developed and a report on the use of 136, which is
presently going to the Safeguarding group, this should come to Trustwide CEG with
Lisa Moylan the lead, with the leads for mental health action and safeguarding.
WB stated that we have recently received the CQC mental health act report for
2013/14 that was presented at the last exec and board. Lisa’s commentary on this
identified where the CQC collect data but the trust does not. WB felt it would be a
good idea to look at this data and the work being done by Deji Sorinmade.
It was agreed that section 5 (2) would stand alone as an audit, but an additional
piece of work looking at an audit of crisis pathway including section 136. Lisa
Moylan will be asked to bring an overview of the current data and the view of the
report that went to the exec of the CQC report.
P30 – Safeguarding Adults
Lisa Moylan to lead or the new person in post.
SG requested that any comments or additional information to be emailed to her.
c) National Audit of Intermediate Care
SC presented the findings of the audit on the NAIC in bedded intermediate services.
The Bevan unit and Meadowview took part in the data collection. The results of the
audit have shown improvements from last year.
RI stated that she reviewed the action plan and was concerned that the data could
have been collected from our Informatics team. SG informed the group the data
was collected by ward managers and submitted. RI asked that in future any
national data should first be checked by the corporate team.
Only 69% of staff have received mental health and dementia training. An issue was
raised on the essential to role training and that there was no report available to link
training to the role. WB it was important to speak to HR regarding the development
of a report and if the report could also include temporary staff. JN asked whether
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the actions would be addressed by the end of April 2015. SC confirmed that the
report would be going back to the directorate CEG to ensure the action plans met
deadlines.
d) Pressure Ulcer Re-audit
SG presented the findings NICE Guidelines (CG179) on the prevention and
treatment of pressure ulcers audit that was led by Alison Beasley, Head of
Community Care and Manel Saweris, Clinical Audit Admin.
This was a re-audit from an audit completed in 2013/14 and one of the
recommendations was to include older people mental health wards. 5 cases each
from the intermediate care wards and 60 from the District Nursing caseloads a total
of 90.
Findings from the last audit highlighted that not everyone was assessed for
pressure ulcer development on their first visit.
• Results of this audit revealed an improvement in the assessment of pressure
ulcers from 48% - 64%.
- On the older people ward one person was assessed on admission with
40% were assessed within the first week. 55% had no document.
- The waterlow assessment was used, district nursing 82% - 100%, older
people up to 89%.
- The MUST is also used as an assessment tool an improvement for district
nursing from 61% - 88%, older people 67%.
The assessment of those patients vulnerable to pressure ulcers, Adult Community
Services 73%, older people 50%.
Standardising practice between Greenwich and Bexley.
- This has been addressed through joint training and the use of the
integrated wound care pack.
Areas of improvement
Grading, measuring and photographing pressure ulcers.
Improvement management of grade 1 -2 ulcers.
Use of repositioning regimes.
Ensuring that patients assessed for risk of pressure ulcers as early as possible.
Action plans
Improve skin assessments and adopting the use the skin care bundle and promoting
the use across the trust.
Increasing support for mental health wards with opportunities to shadow physical
health colleagues and increasing attendance tissue viability training.
Investigating the trends with heel ulcers reported on Datix.
Alison is working closely with the Clinical Transformation team to improve the
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recording of information on RiO i.e. care planning, etc.
RI informed the group that the trust has failed on the CQUIN lost £130k. She stated
that although the trust is reporting the incidents of grade 1 -2 pressure ulcers, we
also need to know what is happening once they have been identified. She
suggested that Adult Community Services and Older People Services are given time
to implement the actions and then re-audit at the end of the financial year.
This would give a good indication that the recommendations have been embedded.
It was agreed the report would also be sent to Sign Up to Safety, Susannah Doel as
she will need oversight of the audit results. Action: SG to circulate the final report
to the group with the timescales.
e) Quarterly controlled drug check
CP presented the finding of the quarterly controlled drug check. She informed the
group that the Local Intelligence Network (LINs) collect and share data across
trusts. CP is the responsible officer for the trust.
Every quarter with the drugs check the main findings are human error. An example
not counting medicines numbers correctly, placing of medicines in the incorrect
areas. The root causes are discovered and resolved, the information in cascaded
back to the Nursing Medicines Management Group and feedback to the ward
managers. CD checks are included in the nursing assurance rounds and a way to
prompt every ward to accurately report findings. CP shared an occurrence report
that is shared with LIN’s, and assured the group that as a trust we have no major
concerns about the handling of controlled drugs.
f) Audit on Safe and secure handling of medication
CP presented the findings of the audit that is to ensure that drugs are locked away
safely and securely. She shared that the audit is undertaken by pharmacy every 18
months to determine whether medicines are stored and handled safely and
securely within the trust. 38 units were visited.
Standards
The audit tool was based on recommendations in the Duthie report and covered
four areas:
Medicines storage facilities and practices
- Gap identified in storage in medicine storage, equipment in unlocked medical
rooms. This has been addressed.
Controlled drugs
- Gap in OPMH, small problem identified with the correct recording of medicines.
Medicines refrigeration
- Temperature recorded as being out of range but no action was being taken. This
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was found in areas were fridges were rarely used.
Knowledge of medicines information resources and policy
Small gaps in knowledge have been identified and addressed.
Conclusions
Overall adherence to the audit standards was good and the Trust should be assured
that medicines are stored safely and securely.
Recommendations will be taken forward as follows
Unit managers should ensure:
• Each unit has several Designated Persons who take responsibility for
appropriate storage medicines that are delivered;
• Storage facilities on units allow segregation of preparations administered
externally and internally;
• Recording of medicines refrigerator temperatures is assigned to named staff
members and deputies and that all staff know what actions to take if the
temperature falls outside of the recommended range;
• Their staff know what to do in the event of medicine storage keys being
misplaced or taken home in error;
• Staff involved in medicines storage and use, know where to find copies of the
relevant medicines policies and information resources about medicines.
5

MG confirmed that the audit report is shared with Nurse Medicines Management.
Subgroup/Directorate Feedback
Medicine Management
CP presented an update of the 2014/15 workplan, proposed CREs and the workplan
for 2015/16.
Since April 2014 the trust now has responsibility for pharmacy services Queen Mary
Hospital. They provide pharmacy services for Kings, Lewisham, Greenwich and
Darenth, the surgical wards, medical outpatients, etc.
2014/15
Note Queen Mary Workstreams
• Refurbishment of stores at QMH. WDL.
Obtained a wholesale redeemer licence from the HMRA. Inspected last year a
deemed to be a low risk service. We will not be visited again for four years.
• Switch QMH pharmacy from JAC to ASCRIBE
As part of the CREs to only have one IT system to maintain.
Medicines Management Workstreams
Implementing NICE Guidance - now compliant
Medicines Safety
Ensuring standards for lithium moderating
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Issues around accuracy on discharge
Safety use of injectables – required to have a medication safety officer.
Embedded new process for requesting PGDs.
Quality improvement programmes to ensure implementation of NICE Guidelines
Anti-dementia drugs – older people services
Personality Disorder, Alcohol detox – acute wards
Use of antipsychotics - children and young people
- Action plans implemented for any gaps identified.
CREs
ASCRIBE savings £12k
Band 2 £23k
Medical Gases and Specalised Children Services £30k
2015/16
Queen Mary’s Hospital
Obtain a Home Office Control Drugs licence
Medical gases – to put systems in place to assist with the tracking of cylinder on
site.
Refurbishment/re-location of QMH dispensary. Explore potential for retail
sales/NHS dispensing contract
Review staffing
Set up governance systems between Oxleas Prison Service and Oxleas.
To provide services in the Kent and Belmarsh cluster.
Medicine Management
Mental Health and Community Services will support embedding of the work of the
Area Prescribing Committee and New Drugs Panel. This is a new South East London
approach to introduce new drugs.
Embedded new services to Eltham Community Hospital as new acute beds are
opened.
Quality Improvement Programme
Audit of POHM - prescribing for people with a personality disorder, prescribing for
people with a learning disability, ADHD, prescribing valproate in bipolar disorder)
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CREs
Band 7 Bracken £54K, Income from Hurley £15K and Sales of medicines at QMH £1K
Non-Medical Prescribing Policy
MG presented the Non-Medical Prescribing Policy for ratification. It has been to
Nursing Non-medical prescribing Forum, Sign up for Safety and Trust Medicines
Management.
Ratification agreed by the group.
Risk Register
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SO presented the following risk to be reviewed.

CEG2: 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.
Involving people in the care planning process to be discussed and agreed as part of item
10 Care Planning Project Summary.
CEG2.1: Service user priorities are not identified to meet their holistic needs (physical,
emotional, spiritual, mental, social, and environmental.) with varying levels of integrated
care (multi-professional, co-ordinated health and social care). This may mean that
appropriate and safe care and treatment may not be provided.
Wording suggested “Holistic and integrated care”, however the group agreed the wording
should go back to the Strategic Care Planning Project Group meeting to reconsider the risk
description at the next meeting being held in May 2015. Action: DD to attend the next CEG
for his views on the risk.
CEG3: 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
SO asked if this risk should this be escalated to the corporate risk register due to the
increased risk rating. Agreed: To escalate risk to corporate risk register.
CEG4: In adult community health services, there is variable practice in care planning. This
means that care interventions may not be evidenced or documented, making continuity of
care difficult to achieve. Agreed: Directorates asked to look at their mitigation and review.
No changes to the following risks
NC1: If robust action plans and arrangements for monitoring the recommendations from
clinical audits are not in place, then the Trust will not be able to evidence that
improvements are being made. Agreed no change as this is a work in progress.
MM5: If medication information is not correctly conveyed to GPs on discharge, there is a
risk that patients will be prescribed the wrong medication, impacting on patient safety and
effectiveness of treatment
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MM6: If the standards in the Nurse Dispensing Policy are not followed, there is a risk that
patient may be administered incorrect medication impacting on patient safety and
effectiveness of treatment.
NICE Guidance & Standards
AD presented the NICE guidance and Quality Standards for February and March 2015 to
agree if guidance relevant to the trust services are core, primary or other. The group
agreed the following:

#

Title

Type

Published

Summary

Service Service Service Service Service Service
relevance relevance relevance relevance relevance relevance
(AMH)
(LD)
(C&YPS)
(ACS)
(F&PS) (OPMH)

a)February 2015
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Psychosis and
schizophrenia Quality February
8
in adults
Standard
2015
(QS80)

QS80.pdf

Core

Primary

b) March 2015
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Other

Other

Core

Core

Title

Type

Published

Depression in
children and
young people:
Identification
and
Clinical
2
management Guideline
in primary,
community
and secondary
care (CG28)

March
2015

Excess winter
deaths and
morbidity and
the health
Clinical
4
risks
Guideline
associated
with cold
homes (NG6)

March
2015

Falls in older
people:
assessment
Quality
5 after a fall and
Standard
preventing
further falls
(QS86)

March
2015

Maintaining a
healthy
weight and
preventing
Clinical
11
excess weight Guideline
gain among
adults and
children (NG7)

March
2015

Medicines
optimisation:
the safe and
effective use
13 of medicines
to enable the
best possible
outcomes
(NG5)

Clinical
Guideline

March
2015

Physical
activity:
encouraging
activity in all
14
people in
contact with
the NHS
(QS84)

Quality
Standard

Smoking:
reducing
18
tobacco use
(QS82)

Quality
Standard

March
2015

March
2015

Summary

Service
Service
Service
Service
Service Service
relevance relevance relevance relevance relevance relevance
(AMH)
(LD)
(C&YPS)
(ACS)
(F&PS) (OPMH)

CG28.pdf

Primary

Other

Core

Other

Other

Other

Other

Primary

Other

Primary

Other

Core

Other

Other

Primary

Primary

Primary

Primary

Primary

Primary

Primary

Primary

Primary

Primary

Primary

Primary

Primary

Primary

Primary

Primary

Primary

Primary

Primary

Primary

Primary

Primary

Primary

Primary

Other

Other

Not available
– click here
for full
guideline
Other Referred

QS86.pdf

Not available
– click here
for full
guideline

NG5.pdf

QS84.pdf

QS82.pdf

c) Addendum OPMH NICE Guidance
AD the group were asked to note that the OPMH NICE Cabinet has now been updated as
requested by Monica Crugel with the following information:
Exercise Referral Scheme (PH54)
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Published:
Previous grading:
New grading:

September 2014
Other
Primary

Obesity Identification Assessment & Management (CG189)
Published:
November 2014
Previous grading:
Core
9

Research & Development Update
AD updated the group of the following studies within the trust.
•

Newly-hosted National Institute for Health Research (NIHR) studies
- Development of an intervention to increase help-seeking for non-motorsymptoms
in people with Parkinson’s (Phase 2)
- Acute and long-term effects of endocannabinoid modulation in individuals at high
risk for psychosis
- The effectiveness of perinatal mental health services (ESMI)
- Effective Home Support Dementia Care: Patterns of Current Provision v1

•

National Institute for Health Research (NIHR) studies undergoing feasibility/setup
- Trial of Sertraline versus Cognitive behavioural therapy in generalised anxiety
(ToSCA)
- RCT of vitamin D supplementation in First Episode Psychosis (D-FEND)

•
10

Recruitment Target for National Institute for Health Research (NIHR) studies
- Recruitment target of 214 has been agreed as being feasible for 2015/16
Enhancing Personalised and Integrated Care:
• Care Planning Project Summary
RI gave an update on the progress to date on the Care Planning Project. The Enhancing
Personalised and Integrated Care (EPIC) has been running for 13 months and a number
initiatives have taken place to build awareness, skills and pilot schemes have been run to
promote a culture of change within the organisation.

Awareness
An EPIC event was held in September 2014 to engage staff and build awareness; this was
attended by 150 people. Two clinical charge nurses from Oaktree Lodge that attended the
event which led to initiatives that involved the views of service users being implemented
locally. An improvement in care planning was the outcome. Where training has been
delivered the staff are now eager to embed the principles of care planning in practice.
Audits of teams that have received training have shown a shift towards good practice and
examples have now been included to training packages.
National Voices and Year of Care are working in conjunction with the trusts community
services to support the next staff engagement event for community health staff being held
in July 2015. They have proposed being involved in the redesign and Trustwide policies. RI
has rejected this and asked for comments from the group, who agreed with her view for
non-involvement in trust policy making.

Page 12 of 14

Skills Training
Looking again at the E-Learning package, only 11 people have accessed the training in the
last 12 months. This is to be reviewed and updated. Training sessions help support staff
during discussion and understanding of the needs of service users. These included:
Motivational interviewing, collaborative conversation training, tools for effective goal
setting, etc.
Pilot schemes.
Engaging service users to tell their stories – older people mental health service team.
Questions: Has your quality of life improved.
Complaints
There has been a reduction in the number of services users not be involved in the care
plan.
Future plans
Looking at goal based outcomes. Work on-going DD to update at a later date. Follow-up
strategy visit to Holbrook ward with Natalie Warman.
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Risk Register
CEG2: 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.
Agreed: Wording to be reviewed and the next project group meeting.
Physical Health Sub group
RI gave verbal update on the Physical Health sub group. IO asked for a group to meet
regularly from various directorates and services to ensure CQUINs across the trust were
being identified and actioned. The first meeting was held in January 2015, and it was
agreed that not just CQUINs but ensure that all the physical health and well-being
workstreams are pull together and that actions are taking place.
IO has spoken to Natalie and agreed that with the Well-Being Strategy being revised with
key strategies.
- Smoking
- Alcohol
- Obesity
- Diabetes
- Dementia
- Health and well-being of staff
There will be a new policy from the Sign Up to Safety group which will promote the physical
health and well-being of service users with mental health and learning disabilities. MG
confirmed the policy is now in draft form. This will give clear roles, responsibilities,
standards and expectations of what needs to be done and by whom; as there have been
gaps with this.
IO chaired the first steering group but this is still to be agreed between IO and JW. WB felt
it was important that the two groups be linked to ensure they are going in the same
direction. RI stated that IO and JW would probably co-chair the meeting and that IO
wanted to ensure that this was linked to the NAS. The Cardio-metabolic audit only results
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only released last Friday but only individual trust results would be shared and trust was at
66%. Which means failed the CQUIN which means a loss of £239k to the trust. IO wanted RI
to share that if six risks identified then needs to be six interventions. The requirements are
now very strict. We have the same CQUIN next year and workplan need to be developed in
Adult Community Services.
WB stated that MG should be invited to the meeting as part of the group. Each directorate
are to nominate a senior person who can represent the workstream from that group. JW
will be asked to do the same within Nursing. Nursing and Head of Profession is also
required at the meeting.
Agreed: To establish a new joint group with each directorate nominating a senior person as
discussed.
AOB
• SG informed the group that she will be starting her new role as Quality & Governance
Manager in May and introduced the new Quality & Audit Senior Facillator, Maninder
Heire.
• Clinical Audit Training is being held on Thursday 30th April. Members asked to contact
Maninder to book places.
• MG Falls report to be sent to RI. IO to agree if the report should go to PSG or stay with
CEG.
Date of next meeting
Friday 26th June 2015, 1.00 – 3.30 pm, Boardroom, Pinewood House
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BROMLEY EIS CQUIN COMPLIANT PHYSICAL HEALTH SCREENING TOOL
PLEASE REFER TO THE GUIDANCE ON PAGE 2 BEFORE USING THIS FORM. THIS FORM IS NOT A SUBSTITUTE FOR RIO AND ALL
PARAMETERS ON THE FORM MUST BE UPLOADED ONTO RIO.

1. Demographics
2. Medication
3. Screening

ͻName:
Rio No:
Care Coordinator:
ͻDate Referred to EIS:
Date accepted by EIS:
ͻDate of 1st Physical Health Check (Baseline):
ͻPrescribed Antipsychotic Medication?
YES / NO
ͻIf yes: Name:
Dose:
Date commenced (if known):
ͻ(If within 6 weeks of commencing Antipsychotic Medication, document WEIGHT below,
weekly, from date commenced. If Date commenced NOT KNOWN, monitor at Physical
Health check, then measure 12 weeks later).

Parameter

1.

Height (m)

2.

Weight (kg)

3.

BMI

4.

BP SYSTOLIC
(mmHg)

5.

BP DIASTOLIC
(mmHg)

6.

Glucose
(indicate Rrandom
F-Fasting
H-HbA1c)
LIPID PROFILE
(indicate Ttotal chol, Nnon HDL chol)
Smoker?
Frequency?

7.

8.

9.

Date

Intervention
Needed (Y/N)

Intervention
Actioned
(Y/N)

Date

Intervention
Needed
(Y/N)

Intervention
Actioned (Y/N)

Alcohol
intake?
Specify units

10. Substance
Misuse?
(specify)
11. Wt circum
12. GASS Score
13. O2 SATS
14. HR (bpm)

1 | Parameters in pink (1-10) are CQUIN mandated. Please refer to guidance regarding when to intervene

BROMLEY EIS CQUIN COMPLIANT PHYSICAL HEALTH SCREENING TOOL GUIDANCE
MONITORING
All CQUIN Mandated measures are to be measured at baseline, at 12 weeks after baseline, and annually,
unless: 1. An antipsychotic has been commenced recently, in which case the patient’s weight needs to be
monitored weekly, for the first six weeks of antipsychotic therapy, then after a further 6 weeks, and then
annually. Or: 2. Specific interventions are required (see below). Always refer management to Dr if in doubt, or
when/ if in doubt whether specific medications/therapies need to be prescribed.

WHEN TO INTERVENE

Measure

Intervention needed if

No intervention needed if

Smoking
Alcohol intake
Monitor units
Substance misuse
BMI

Current smoker
Harmful or hazardous use of alcohol:
M> 3-4U/day
F>2-3 U/day
Yes
шϮϱŬŐͬŵ2
;шϮϯŬŐͬŵ2 if South Asian or Chinese)
хϱ<Ő
x Systolic > 140 mmHg
x Diastolic > 90 mmHg
x &ĂƐƚŝŶŐƉůĂƐŵĂŐůƵĐŽƐĞшϱ͘ϱŵŵŽůͬů
x 'ůǇĐĂƚĞĚŚĂĞŵŽŐůŽďŝŶŽƌ,ϭĐшϰϮ
mmol/mol
x ZĂŶĚŽŵƉůĂƐŵĂŐůƵĐŽƐĞшϭϭ͘ϭŵŵŽůͬů
x Total cholesterol > 9 mmol/l
x Non-,>ĐŚŽůĞƐƚĞƌŽůхϳ͘ϱŵŵŽůͬů
x QRISK-2 score > 10%
<60bpm, >100 bpm, irregular, changed
from baseline. Repeat reading. Check
ECG
x фϵϱйͬĐůŝŶŝĐĂůůǇŝŶĚŝĐĂƚĞĚ– check with
Dr on each occasion Re management

Ex-smoker or non-smoker
Alcohol use that is NOT harmful or
hazardous (M<3-4 U, F< 2-3U/ day)
No
фϮϱŬŐͬŵ2
(< 23 kg/m2 if South Asian or Chinese)
чϱ<Ő
x ^ǇƐƚŽůŝĐчϭϰϬŵŵ,Ő
x ŝĂƐƚŽůŝĐчϵϬŵŵ,Ő
x &ĂƐƚŝŶŐƉůĂƐŵĂŐůƵĐŽƐĞфϱ͘ϱŵŵŽůͬů
x Glycated haemoglobin or HBA1c < 42
mmol/mol
x Random plasma glucose < 11.1 mmol/l
x dŽƚĂůĐŚŽůĞƐƚĞƌŽůчϵŵŵŽůͬů
x Non-,>ĐŚŽůĞƐƚĞƌŽůчϳ͘ϱŵŵŽůͬů
x QRISK-ϮƐĐŽƌĞчϭϬй
60-100 bpm. No clinical indication.

Change in weight
Blood pressure
Glucose

Blood lipids

Heart Rate

O2 Sats

x

хͬсϵϱй͕ŶŽĐůŝŶŝĐĂůŝŶĚŝĐĂƚŝŽŶƚŽĂĐƚ͘

FURTHER INFORMATION: HOW TO INTERVENE
For Further information on Physical Health monitoring please refer to the 2014 Adaptation of the Lester
Cardio-metabolic
tool: http://www.rcpsych.ac.uk/ƉĚĨͬ>ĞƐƚĞƌh<ĚĂƉƚĂƚŝŽŶϮϬϭϰƵƉĚĂƚĞϱďŽŽŬůĞƚͺƉŽƌƚƌĂŝƚͺǀĞƌƐŝŽŶ͘ƉĚĨ
Patient postcard prompts physical health: http://www.rcpsych.ac.uk/PDF/LesterPostcardPrompt.pdf
NICE Clinical Guideline 178 (Schizophrenia in Adults): https://www.nice.org.uk/guidance/cg178
treatment of hypertension NICE guideline 127: http://www.nice.org.uk/guidance/cg127
treatment of Lipid lowering Therapy NICE guideline 181: http://www.nice.org.uk/guidance/cg181
treatment of diabetes NICE guideline 87: http://www.nice.org.uk/guidance/cg87
2 | Parameters in pink (1-10) are CQUIN mandated. Please refer to guidance regarding when to intervene
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Regulatory feedback
CQC preparation
The CQC Project Group held its second meeting on 9 June 2015 and agreed that future meetings will receive action
plan updates from service directorates on a rotational basis. In addition, the July meeting will also focus on the
safety domain. We have completed three of nine preparatory workshops that 384 staff have booked to attend.
There are five workshops for mental health services and four for community health services. There is clear demand,
and more workshops will be advertised for August, September and October 2015.
Preparation for CQC was a focus of the Senior Staff Event on 17 June 2015. Services have identified risks in relation
to embedding learning from incidents and complaints and ensuring timely access to services. Directorates have been
asked to consider these issues as part of their action plans.

CQC Mental Health Act visits
Scadbury Ward visit on 18 May 2015, report issued on 8 June 2015
The CQC made an unannounced Mental Health Act visit to Scadbury Ward, a mixed gender 22 bedded ward for
adults over the age of 65. On the day of the visit there were 22 patients, 4 were detained under the Mental
Health Act 1983 (MHA) and one patient had an authorisation for the deprivation of their liberty under
Schedule A1 of the Mental Capacity Act 2005 (MCA).
The report was very positive with improvements noted in comparison to the findings during the last visit in
August 2013. In particular, the inspector noted that the activity programme was appropriate and observed
interaction ere caring, respectful and supportive; efforts were made to involve patients in care planning; and
there were many examples of patients’ capacity and consent to treatment being thoroughly assessed on a
regular basis although for some patients, the assessments were less thorough.
Actions were identified in relation to ensuring that staff know which patients are detained under the MHA,
ensuring that single gender areas are preserved on the ward; timely updating of care plans on admission,
ensuring that discharge is not delayed, displaying information about the Independent Mental Health Act
Advocacy Service, ensuring that consent to treatment is considered and replacing broken furniture (a bed).
Shrewsbury Ward – 21 May 2015, report issued on 17 June 2015
The CQC made an unannounced Mental Health Act visit to Shrewsbury Ward, a 19 bedded mixed adult acute
admission ward on 21 May 2015. There were 24 patients; three patients were on overnight leave and two

Summary
patients had slept on an adjacent older peoples’ ward the previous night.
Ten patients were detained, a further patient was subject to restrictions under section 42 of the MHA and two
patients were subject to CTO.
Concerns raised at the previous visit in September 2013 regarding patients’ telephone, the ward feeling cold
and the absence of AMHP reports had all been addressed.
The inspector found that the ward was clean and well maintained and was pleased that many care plans were
comprehensive and personalised although they did not always address matters raised in the patient’s risk
assessment. Most patients said they understood why they were in hospital, the restrictions imposed on them
by the MHA and their rights to appeal. Patients were generally positive about their medication and none said
that they were refusing to give consent Some patients said that there was not much to do on the ward.
Actions were identified in relation to ensuring that authorisation forms for s17 leave distinguish between
escorted and accompanied leave; ensuring discharge care planning is specific to the patient; and ensuring
more detailed documentation of capacity and consent discussions.

Patient Safety
Mental Health Act
In May 2015, there were 162 new sections. Year to date, there have been 312 sections, compared to 231 for the
same period last year. Explanation of Rights (s132) was recorded for 100% of patients. For 149 patients, the
explanation was recorded correctly and for 13 patients, the evidence was found elsewhere on RiO. Consent to Treat
under s28 was in place for 100% (6 out of 6) new sections.
No of new sections – month on month comparison
Month
2015/16
2014/15
2013/14
2012/13

Apr15
150
128
113
107

May15
162
103
137
118

Jun15

Jul15

Aug15

Sep15

Oct15

Nov15

Dec15

Jan16

Feb16

Mar16

132
124
102

158
160
101

136
121
127

166
125
129

158
130
115

127
107
130

135
122
114

168
157
113

128
97
123

125
129
119

Total
150
1664
1522
1398

No of s136 place of safety – month on month comparison
Month
2015/16
2014/15
2013/14
2012/13

Apr15

May15

Jun15

Jul15

Aug15

Sep15

Oct15

Nov15

Dec15

Jan16

Feb16

Mar16

35
26
22
22

39
23
37
24

32
38
23

32
34
18

31
27
23

43
23
21

50
38
22

42
18
21

34
30
16

42
27
26

26
18
15

25
32
21

Total
35
406
344
252

S136 as a percentage of all new sections
Month
2015/16
2014/15
2013/14
2012/13

Apr15
23%
20%
19%
21%

May15
24%
19%
27%
20%

Jun15

Jul15

Aug15

Sep15

Oct15

Nov15

Dec15

Jan16

Feb16

Mar16

20%
31%
23%

20%
21%
18%

20%
22%
18%

25%
18%
16%

30%
29%
19%

30%
17%
16%

20%
25%
14%

24%
17%
23%

20%
19%
12%

20%
25%
18%

Total
23%
24%
23%
18%

Summary
Use of s136 – Place of Safety
Of the new sections this month, 39 were s136. Year to date, there have been 74 new sections compared to 49 for the
same period last year. These involved 38 patients; one patient was detained under s136 twice during the month. The
use of s136 accounted for 24% of all sections in May 2015, which is consistent with the average for 2014/15. The
demographic breakdown of the s136 patients in April 2015 is as follows. For any patients under the age of 18,
information is being sent to the C&YP Directorate, so this can be followed up where needed.
Gender
Male = 20
Female = 19

Ethnicity
Asian or Asian British - Any other background = 1
Black or Black British - African = 1
Black or Black British - Caribbean = 1
Mixed - Other/Unspecified = 1
White - Any other background = 4
White - British = 21
White - Other/Unspecified = 1
Any Other Group = 3
Other Ethnic Groups - Any Other Group = 2
Not known (Not requested or unable to request) = 4

Age
< 18 years old = 2
18 to 30 years old = 14
31 to 40 years old = 13
41 to 50 years old = 3
51 to 60 years old = 5
> 60 years old = 2

Since May 2014, the report has included data on recent contact with the Trust prior to the detention under 136. Over
this year, there has been a consistent trend that an average of 70% of patients detained under s136 are known to Oxleas
and an average of 53% had contact less than three months prior to the detention. Further work on understanding the
context for this is being undertaken.
Previous contact
prior to use of 136
Less than 3 months
3 - 6 months
More than 6 months
Not known
Total

May14

Jun14

Jul14

Aug14

Sep14

Oct14

Nov14

Dec14

Jan15

Feb15

Mar15

Apr15

Total

9
1
4
6
20

18
0
2
6
26

13
1
3
15
32

15
0
2
10
27

18
1
7
16
42

24
2
8
14
48

24
2
7
5
38

18
0
2
8
28

22
1
7
10
40

11
0
3
11
25

17
1
3
4
25

17
0
8
10
35

206
9
56
115
386

% known to Oxleas
% < three months

70%
45%

77%
69%

53%
41%

63%
56%

62%
43%

71%
50%

87%
63%

71%
64%

75%
55%

56%
44%

84%
68%

71%
49%

70%
53%

Serious incidents – May 2015
Apr15

May15

Reported in month

10

5

2014/15 for comparison

10

6

Completed in month (Sent
to CCG)

3

4

2014/15 for comparison

4

5

Month

Jun15

Jul15

Aug15

Sep15

Oct15

Nov15

Dec15

Jan16

Feb16

Mar16

Total

5

3

2

2

4

3

1

3

3

7

49

9

5

3

2

2

6

8

6

1

3
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Details of Level 4 serious incidents – May 2015
Five serious incidents subject to investigation were reported in May 2015 compared to 10 in April 2015.
These will be investigated by the directorate as level 4 incidents.
Date

StEIS No

Service

Incident Details

01/05/2015

2015/19261

Bromley Recovery Team

42 year old woman found unresponsive by her
daughter. Awaiting toxicology results.

Investigation
report due (60
working days)

Summary
04/05/2015

2015/15959

Greenwich Recovery

07/05/2015

2015/16451

13/05/2015

2015/17093

28/05/2015

2015/19386

Older Adult Inpatients
Shepherdleas
Greenwich Intermediate
Care
Adult Acute Maryon
Ward

24 year old woman jumped out of her bedroom
window and has sustained fractures to her femur.
85 year old male sustained a fractured right neck
of femur following an un-witnessed fall.
79 year old male had a fractured right neck of
femur following an unwitnessed fall.
31 year old informal patient whilst on leave from
Maryon Ward self-harmed at Ferryview GP
practice.

The table shows all serious incidents totals since April 2015 and compared to the previous year. Year to date,
there have been 15 serious incidents, compared to 16 for the same period last year.
Apr15

May15

Unexpected death

7

1

Other

3

4

2015/16 Total
2014/15

10
10

5
6

Month

Jun15

Jul15

Aug15

Sep15

Oct15

Nov15

Dec15

Jan16

Feb16

Mar16

Total

5

3

2

2

4

3

1

3

3

7

49

Inquiry completion timescales
The table below show completion timescales for inquiries in progress and completed for May 2015, measured
by date submitted to the CCG.
Measure

Level 4

Level 5

Total

No of investigations due in May 2015

3

0

3

No of investigations completed in May 2015

4

0

4

•

Number completed in time

4

0

4

•

Number completed overdue

0

0

0

Number in progress as at 31/05/2015

22

0

0

0

0

0

•

Of these, how many are running overdue

Overdue Reports
There are no overdue reports as at the end of May 2015.
Level 1 to 3 Incidents
In May 2015, 976 level 1 to 3 incidents were reported. Year to date, 1843 incidents were reported, compared to 1728 for
the same period last year.
Level 1-3

Apr15

May15

Jun15

Jul15

Aug15

Sep15

Oct15

Nov15

Dec15

Jan16

Feb16

Mar16

Total

2015/16
2014/15

867
902

976
826

930

1154

935

915

905

810

822

925

776

871

10206

Safety Thermometer
Data from 581 patient contacts was collected.
Key messages
• The percentage of Oxleas patients who are harm free was 91.57%.
• 97.93% of patients did not experience a new harm.
• 56 patients experienced a harm, 12 of whom experienced new harms. Two patients experienced more than one

Summary
•
•

harm.
There were nine new pressure ulcers – seven Category 2 and two Category 3.
There were no new VTEs reported

Six month summary: This is the number of patients who have experienced a harm including old harms (Old
harms = acquired outside the Trust)

May 2015
April 2015
March 2015
Feb 2015
Jan 2015
Dec 2014

Patients

Harm Free

One Harm

581
346
599
522
603
528

532(91.57%)
317(92.62%)
543(90.65%)
493(94.4%)
554(92%)
493 (94%)

47(8.09%)
26 (7.51%)
43(7.2%)
27(5.2%)
48(8%)
33 (6.3%)

Recommendations
For the Board of Directors to note.

Two
Harms
2(0.34%)
3(0.87%)
0
2(0.4%)
1(0.2%)
2 (0.4%)

Three
Harms
0
0
0
0
0
0

Four
Harms
0
0
0
0
0
0

New
Harms
12(2.07%)
5(1.45%)
13(2.2%)
12(2.3%)
14(2.3%)
9 (1.7%)
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Summary

Regulatory feedback
CQC preparation
The CQC Project Group held its second meeting on 9 June 2015 and agreed that future meetings will receive action
plan updates from service directorates on a rotational basis. In addition, the July meeting will also focus on the
safety domain. We have completed three of nine preparatory workshops that 384 staff have booked to attend.
There are five workshops for mental health services and four for community health services. There is clear demand,
and more workshops will be advertised for August, September and October 2015.
Preparation for CQC was a focus of the Senior Staff Event on 17 June 2015. Services have identified risks in relation
to embedding learning from incidents and complaints and ensuring timely access to services. Directorates have been
asked to consider these issues as part of their action plans.

CQC Mental Health Act visits

Scadbury Ward visit on 18 May 2015, report issued on 8 June 2015
The CQC made an unannounced Mental Health Act visit to Scadbury Ward, a mixed gender 22 bedded ward for
adults over the age of 65. On the day of the visit there were 22 patients, 4 were detained under the Mental
Health Act 1983 (MHA) and one patient had an authorisation for the deprivation of their liberty under
Schedule A1 of the Mental Capacity Act 2005 (MCA).
The report was very positive with improvements noted in comparison to the findings during the last visit in
August 2013. In particular, the inspector noted that the activity programme was appropriate and observed
interaction ere caring, respectful and supportive; efforts were made to involve patients in care planning; and
there were many examples of patients’ capacity and consent to treatment being thoroughly assessed on a
regular basis although for some patients, the assessments were less thorough.
Actions were identified in relation to ensuring that staff know which patients are detained under the MHA,
ensuring that single gender areas are preserved on the ward; timely updating of care plans on admission,
ensuring that discharge is not delayed, displaying information about the Independent Mental Health Act
Advocacy Service, ensuring that consent to treatment is considered and replacing broken furniture (a bed).
Shrewsbury Ward – 21 May 2015, report issued on 17 June 2015
The CQC made an unannounced Mental Health Act visit to Shrewsbury Ward, a 19 bedded mixed adult acute
admission ward on 21 May 2015. There were 24 patients; three patients were on overnight leave and two

Summary
patients had slept on an adjacent older peoples’ ward the previous night.
Ten patients were detained, a further patient was subject to restrictions under section 42 of the MHA and two
patients were subject to CTO.
Concerns raised at the previous visit in September 2013 regarding patients’ telephone, the ward feeling cold
and the absence of AMHP reports had all been addressed.
The inspector found that the ward was clean and well maintained and was pleased that many care plans were
comprehensive and personalised although they did not always address matters raised in the patient’s risk
assessment. Most patients said they understood why they were in hospital, the restrictions imposed on them
by the MHA and their rights to appeal. Patients were generally positive about their medication and none said
that they were refusing to give consent Some patients said that there was not much to do on the ward.
Actions were identified in relation to ensuring that authorisation forms for s17 leave distinguish between
escorted and accompanied leave; ensuring discharge care planning is specific to the patient; and ensuring
more detailed documentation of capacity and consent discussions.

Patient Safety
Mental Health Act

In May 2015, there were 162 new sections. Year to date, there have been 312 sections, compared to 231 for the
same period last year. Explanation of Rights (s132) was recorded for 100% of patients. For 149 patients, the
explanation was recorded correctly and for 13 patients, the evidence was found elsewhere on RiO. Consent to Treat
under s28 was in place for 100% (6 out of 6) new sections.
No of new sections – month on month comparison
Month
2015/16
2014/15
2013/14
2012/13

Apr15
150
128
113
107

May15
162
103
137
118

Jun15

Jul15

Aug15

Sep15

Oct15

Nov15

Dec15

Jan16

Feb16

Mar16

132
124
102

158
160
101

136
121
127

166
125
129

158
130
115

127
107
130

135
122
114

168
157
113

128
97
123

125
129
119

Total
150
1664
1522
1398

No of s136 place of safety – month on month comparison
Month
2015/16
2014/15
2013/14
2012/13

Apr15

May15

Jun15

Jul15

Aug15

Sep15

Oct15

Nov15

Dec15

Jan16

Feb16

Mar16

35
26
22
22

39
23
37
24

32
38
23

32
34
18

31
27
23

43
23
21

50
38
22

42
18
21

34
30
16

42
27
26

26
18
15

25
32
21

Total
35
406
344
252

S136 as a percentage of all new sections
Month
2015/16
2014/15
2013/14
2012/13

Apr15
23%
20%
19%
21%

May15
24%
19%
27%
20%

Jun15

Jul15

Aug15

Sep15

Oct15

Nov15

Dec15

Jan16

Feb16

Mar16

20%
31%
23%

20%
21%
18%

20%
22%
18%

25%
18%
16%

30%
29%
19%

30%
17%
16%

20%
25%
14%

24%
17%
23%

20%
19%
12%

20%
25%
18%

Total
23%
24%
23%
18%

Summary
Use of s136 – Place of Safety

Of the new sections this month, 39 were s136. Year to date, there have been 74 new sections compared to 49 for the
same period last year. These involved 38 patients; one patient was detained under s136 twice during the month. The
use of s136 accounted for 24% of all sections in May 2015, which is consistent with the average for 2014/15. The
demographic breakdown of the s136 patients in April 2015 is as follows. For any patients under the age of 18,
information is being sent to the C&YP Directorate, so this can be followed up where needed.
Gender
Male = 20
Female = 19

Ethnicity
Asian or Asian British - Any other background = 1
Black or Black British - African = 1
Black or Black British - Caribbean = 1
Mixed - Other/Unspecified = 1
White - Any other background = 4
White - British = 21
White - Other/Unspecified = 1
Any Other Group = 3
Other Ethnic Groups - Any Other Group = 2
Not known (Not requested or unable to request) = 4

Age
< 18 years old = 2
18 to 30 years old = 14
31 to 40 years old = 13
41 to 50 years old = 3
51 to 60 years old = 5
> 60 years old = 2

Since May 2014, the report has included data on recent contact with the Trust prior to the detention under 136. Over
this year, there has been a consistent trend that an average of 70% of patients detained under s136 are known to Oxleas
and an average of 53% had contact less than three months prior to the detention. Further work on understanding the
context for this is being undertaken.
Previous contact
prior to use of 136
Less than 3 months
3 - 6 months
More than 6 months
Not known
Total

May14

Jun14

Jul14

Aug14

Sep14

Oct14

Nov14

Dec14

Jan15

Feb15

Mar15

Apr15

9
1
4
6
20

18
0
2
6
26

13
1
3
15
32

15
0
2
10
27

18
1
7
16
42

24
2
8
14
48

24
2
7
5
38

18
0
2
8
28

22
1
7
10
40

11
0
3
11
25

17
1
3
4
25

17
0
8
10
35

206
9
56
115
386

% known to Oxleas
% < three months

70%
45%

77%
69%

53%
41%

63%
56%

62%
43%

71%
50%

87%
63%

71%
64%

75%
55%

56%
44%

84%
68%

71%
49%

70%
53%

Total

Serious incidents – May 2015
Apr15

May15

Reported in month

10

5

2014/15 for comparison

10

6

Completed in month (Sent
to CCG)

3

4

2014/15 for comparison

4

5

Month

Jun15

Jul15

Aug15

Sep15

Oct15

Nov15

Dec15

Jan16

Feb16

Mar16

Total

5

3

2

2

4

3

1

3

3

7

49

9

5

3

2

2

6

8

6

1

3

54

Details of Level 4 serious incidents – May 2015
Five serious incidents subject to investigation were reported in May 2015 compared to 10 in April 2015.
These will be investigated by the directorate as level 4 incidents.
Date

StEIS No

Service

Incident Details

01/05/2015

2015/19261

Bromley Recovery Team

42 year old woman found unresponsive by her
daughter. Awaiting toxicology results.

Investigation
report due (60
working days)

Summary
04/05/2015

2015/15959

Greenwich Recovery

07/05/2015

2015/16451

13/05/2015

2015/17093

28/05/2015

2015/19386

Older Adult Inpatients
Shepherdleas
Greenwich Intermediate
Care
Adult Acute Maryon
Ward

24 year old woman jumped out of her bedroom
window and has sustained fractures to her femur.
85 year old male sustained a fractured right neck
of femur following an un-witnessed fall.
79 year old male had a fractured right neck of
femur following an unwitnessed fall.
31 year old informal patient whilst on leave from
Maryon Ward self-harmed at Ferryview GP
practice.

The table shows all serious incidents totals since April 2015 and compared to the previous year. Year to date,
there have been 15 serious incidents, compared to 16 for the same period last year.
Apr15

May15

Unexpected death

7

1

Other

3

4

2015/16 Total
2014/15

10
10

5
6

Month

Jun15

Jul15

Aug15

Sep15

Oct15

Nov15

Dec15

Jan16

Feb16

Mar16

Total

5

3

2

2

4

3

1

3

3

7

49

Inquiry completion timescales
The table below show completion timescales for inquiries in progress and completed for May 2015, measured
by date submitted to the CCG.
Measure

Level 4

Level 5

Total

No of investigations due in May 2015

3

0

3

No of investigations completed in May 2015

4

0

4

•

Number completed in time

4

0

4

•

Number completed overdue

0

0

0

Number in progress as at 31/05/2015

22

0

0

0

0

0

•

Of these, how many are running overdue

Overdue Reports
There are no overdue reports as at the end of May 2015.
Level 1 to 3 Incidents
In May 2015, 976 level 1 to 3 incidents were reported. Year to date, 1843 incidents were reported, compared to 1728 for
the same period last year.
Level 1-3

Apr15

May15

Jun15

Jul15

Aug15

Sep15

Oct15

Nov15

Dec15

Jan16

Feb16

Mar16

Total

2015/16
2014/15

867
902

976
826

930

1154

935

915

905

810

822

925

776

871

10206

Safety Thermometer

Data from 581 patient contacts was collected.
Key messages
• The percentage of Oxleas patients who are harm free was 91.57%.
• 97.93% of patients did not experience a new harm.
• 56 patients experienced a harm, 12 of whom experienced new harms. Two patients experienced more than one

Summary
•
•

harm.
There were nine new pressure ulcers – seven Category 2 and two Category 3.
There were no new VTEs reported

Six month summary: This is the number of patients who have experienced a harm including old harms (Old
harms = acquired outside the Trust)

May 2015
April 2015
March 2015
Feb 2015
Jan 2015
Dec 2014

Patients

Harm Free

One Harm

581
346
599
522
603
528

532(91.57%)
317(92.62%)
543(90.65%)
493(94.4%)
554(92%)
493 (94%)

47(8.09%)
26 (7.51%)
43(7.2%)
27(5.2%)
48(8%)
33 (6.3%)

Recommendations
For the Board of Directors to note.

Two
Harms
2(0.34%)
3(0.87%)
0
2(0.4%)
1(0.2%)
2 (0.4%)

Three
Harms
0
0
0
0
0
0

Four
Harms
0
0
0
0
0
0

New
Harms
12(2.07%)
5(1.45%)
13(2.2%)
12(2.3%)
14(2.3%)
9 (1.7%)

Board of Directors
2nd July 2015
Agenda item

Safe Staffing Report

Item from

Jane Wells, Director of Nursing

Attachments

June Safe Staffing Report
Safer Staffing risk profile analysis
Safe Staffing templates
Direct Care Time report
Safe Staffing Unify Data

Item
Enclosure

9
8

Summary:

The National Quality Board (NQB) and NHS England (NHSE) published national guidance,
“How to ensure the right people, with the right skills, are in the right place at the right
time”. The draft NICE Guidance for safer staffing in Acute Hospitals (2014) and an
evaluation of tools in mental health settings with the Mental Health and Learning Disabilities
Nurse Directors Forum identify three areas required to ensure that areas are safe the:
•

dependency/acuity of the patient needs in the clinical area

•

numbers of staff and skill mix available

•

skills and competency of the staff providing care

From the period of December to May all inpatient nursing rosters have been reviewed with
the directorates and the nursing executive. A bundle of quality measures determined from
current research and professional guidelines have been used to assess all inpatient areas
for their potential impact on quality, these include: available leadership, levels of incidents,
utilisation of temporary staffing >80%, long term sickness and safer staffing shortage
incidents reported by teams. Each clinical area is RAG rated on quality and these are being
monitored locally and via the safer staffing group (Appendix 1).
In June, it was announced that NICE’s work on the development of safer staffing guidelines
for both mental health and community services would be suspended; it has been decided
that this will continue via the Chief Nurse Jane Cummings and that the CNO will support
organisations to build the evidence gap, particularly in the area of acuity measurement and
multidisciplinary working.

Dependency and acuity

Nationally the Scottish and Hurst tool have been piloted and evaluated across mental health
organisations. The National Mental Health Nurse Directors forum have been co-ordinating
this review and have also worked with Keith Hurst to test and pilot a tool for clinical teams
caring for people with Learning Disabilities. Oxleas will continue to participate in the roll out
of these tools and test in our local mental health and LD environments.

Summary:
Nursing numbers and skill mix
All heads of nursing and directorate leads, with the nursing directorate have reviewed the
roster templates. Comparing the planned templates with the actual utilisation from the
period of June to December 2014. Decisions with directorates have been made on whether
variances and fluctuations have been affected by individual patient need or a reflection on
the actual and required staffing need. The review has also compared the numbers of
available registered nurses to patients and the skill mix between registered nurses and
HCAs. The safer staffing group have attempted to standardise both these measures across
the Trust taking into account national guidance in other nursing areas and the London
benchmark review. All acute areas would move to standardising to a one registered nurse
to every eight patients for day and night shifts, with a 50/50 split of registered nurses to
healthcare assistants.
Forensics and Adult Community services are utilising the new agreed roster templates, C &
YP have an additional requirement however this is due to two children, the directorate will
either fund the additional care or make alternative arrangements. Holbrook will move to the
new staffing template in July.
In 2014 Oxleas participated in a London review of mental health staffing levels. It was
recognised from the review that there were differences in our PICU arrangements. During
this review it was apparent that the Tarn was utilising one registered nurse to eight patients,
and therefore despite the acuity of PICU patients as being higher the registered staffing
need did not appear to reflect patient need. The London benchmarking exercise (excluding
Oxleas) demonstrated an average ratio of one registered nurse to four patients. Whilst
conducting the six month review of PICU areas comparing the planned with the actual
utilisation it became apparent that clinical areas on average were utilising this level of
staffing; therefore it is felt for our higher acuity areas (PICU and ICU) that our registered
nursing ratios should reflect this ratio.
Ward budgets
The review within adult mental health services will require an increase in registered nursing
wte and potentially HCA wte across the inpatient services, the review is currently being
finalised. This is due to aligning the numbers of registered nurses to patients during both
days and nights, and where night time provision has increased in rehabilitation services
there are additional night time payment enhancements. For some, this has not affected
individual ward budgets and the cost can be met internally. The directorate has identified
monies of approximately £450,000 to meet the additional cost, however the actual cost is
still being finalised.
Utilisation of rosters: Since December 2014 the safer staffing group have been reviewing
the utilisation of rosters and monitoring the use of annual leave to ensure that ward
managers and matrons plan their staffing in advance. It is recognised that the use of
temporary staffing places a risk on patient care as well as a cost to ward budgets. In March
2015 over 50% of inpatient clinical areas over utilised above the 17% headroom
requirement of annual leave, however this appears to be down to 25% in April.
Nursing Vacancies: In March 2015, overall nursing vacancies for the Trust was 14.51%. It
is important to note that following the review of the roster templates registered nursing
establishments will potentially increase in inpatient areas, particularly in Adult Mental Health
services. The nursing directorate will be working with the Heads of Nursing and HR on a
recruitment and retention strategy.

Summary:

Measuring Direct Care Time
In November 2014 the Chief Nursing Officer issued further guidance calling for organisations
to measure direct care time or the amount of face to face time nurses have with their
patients. Direct care time is a tool initially used across the Trust as part of the productive
ward programme and all wards with the exception of Adult Community Services have taken
part since 2012. activity is categorised into different areas, direct face to face time; indirect
care (records documentation, telephone calls; quality improvement approaches, and finally
non-productive time. The aim of the tool is to encourage services to use lean methodology
in order to reduce the non- productive time, therefore increasing the amount of direct care
time to ensure that patients are cared for safely as well as having engaging and positive
experiences of care. Direct care time was observed across all inpatient areas throughout the
week of the 8-12 June. Results are attached in appendix 2.
Incidents
From 1st April 2014- 31st March 2015 there have been a total of 242 short staffing incidents
recorded on Datix, 175 of these have been reported on the Bracton site. Overall the services
have many positive quality measures that do not indicate a significant risk to patient care in
relation to staffing numbers, however the service and nursing directorate will work with staff
to understand their concerns.
The old Bevan unit reported the highest number of level 3 and above incidents, however
these are not due to the physical illness of the patients and the need to transfer back to
acute care. Many of these incidents are appropriate and do not reflect harm associated with
care or staffing levels
Skills and competencies of staff: Clinical competency is integral if we are to be assured
that staff have the right skills to provide the right care to patients. The Raising the Bar shaping of care review was published in March 2015 and the nursing directrate is conducting
a gap analysis based on the reports recommendations. The Trust was a pilot site for the
Cavendish Care Cerificate and following the recommnnedations all new HCA will now enter
the programme following succesful recruitment. The heads of nursing are developing
clinical and educational attainment pathway needs of nursing staff from HCA, Band 5 to
Band 6 nurses.
May staffing: The overall trust actual utilisation of staff has increased this month to 110%
( Appendix 3) . There have been increases in both Adult Community Services and Adult
Mental Health services throughout the month of May. This is due to an increase in acuity
that is particualy refelcted in both Betts and Milbrooks higher than ususal utiisation of
agency and bank staff.

Recommendations
The Board of Directors are asked to note.
Finalising staffing numbers and costs for AMH services, with nursing, finance and AMH
directorate
The Nursing Directorate will work with the Heads of Nursing, Matrons and Directorates to
ensure that annual leave utilisation is within the 11-17% of shifts to ensure that annual

leave is planned throughout the year. This will be monitored through the Safer Staffing
group and the Nursing Executive.
Direct care time across all inpatient areas
Engage, review and monitor safer staffing incidents with the Forensics Directorate
Roll out the Cavendish Care Certificate to all HCA staff.
Nursing Directorate and Heads of Nursing to develop clinical competencies pathways from
bands 1-8
The May safer staffing UNIFY report

June Safer Staffing Executive Report
The National Quality Board (NQB) and NHS England (NHSE) published national guidance, “How to
ensure the right people, with the right skills, are in the right place at the right time”. The draft NICE
Guidance for safer staffing in Acute Hospitals (2014) and an evaluation of tools in mental health
settings with the Mental Health and Learning Disabilities Nurse Directors Forum identify three areas
required to ensure that areas are safe the:
•
•
•

dependency/acuity of the patient needs in the clinical area
numbers of staff and skill mix available
skills and competency of the staff providing care

From the period of December to May all inpatient nursing rosters have been reviewed with the
directorates and the nursing executive. A bundle of quality measures determined from current
research and NICE guidelines have been used to assess all inpatient areas for their potential impact
on quality, these include: available leadership, levels of incidents, utilisation of temporary staffing
>80%, long term sickness and safer staffing shortage incidents reported by teams. Each clinical
area is RAG rated on quality and these are being monitored locally and via the safer staffing group
(see Appendix 1).
In June, it was announced that NICE’s work on the development of safer staffing guidelines for both
mental health and community services would be suspended; it has been decided that this will
continue via the Chief Nurse Jane Cummings and that the CNO will support organisations to build the
evidence gap, particularly in the area of acuity measurement and multidisciplinary working. The
recommendation to move this work from NICE to NHS England has been criticised from nurse
leaders and Sir Robert Francis QC; it is felt that the quality of evidence and any recommendations
will not be impartial from political influence. The change does not impact on the current progress
and work that Oxleas is working towards in ensuring that our staffing levels are safe to deliver safe
and effective care.
Dependency and acuity: Nationally the Scottish and Hurst tool have been piloted and evaluated
across mental health organisations and guidance on their uses are being drafted. The National
Mental Health Nurse Directors forum have been co-ordinating this review and have also worked
with Keith Hurst to test and pilot a tool for clinical teams caring for people with Learning Disabilities.
Older people have utilised the RCN Older people’s toolkit to measure the acuity and dependency
needs of the patients they care for.
Action: Oxleas to contribute the Consultation during the Summer 2015 and attend the acuity
modelling presentations in June.
Staffing numbers and skill mix
All heads of nursing and directorate leads, with the nursing directorate have reviewed the roster
templates. Comparing the planned templates with the actual utilisation from the period of June to
December 2014. Decisions with directorates have been made on whether variances and
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fluctuations have been affected by individual patient need or a reflection on the actual and required
staffing need. The review has also compared the numbers of available registered nurses to patients
and the skill mix between registered nurses and HCAs. Oxleas bedded areas have been divided into
three levels of acuity, PICU, acute and rehabilitation. When completing the review it was noted that
there were variances within and across directorates on the levels of registered nurses to the
numbers of patients in the three acuity categories and the registered nurse, health care assistant
skill mix ratio. The safer staffing group have attempted to standardise both these measures across
the Trust taking into account, current research, professional guidance in other nursing areas and the
London benchmark review. It has been decided that all acute areas would move to standardising to a
one registered nurse to every eight patients for day and night shifts, with a 50/50 split of registered
nurses to healthcare assistants. During the review exercise it was noted that there were variable
practices of booking additional staff to support ward round days, that were not captured on all of
the planned roster templates. These have been captured and will now form part of the planned
activity and regular budgeted establishment. Other rehabilitation areas identified that only one
registered nurse was available at night, this has been changed to reflect two registered nurses and
one healthcare assistant, although the risk was low, if a registered nurse became suddenly unwell,
then patients would not be able to receive essential care such as medication.
Forensics and Adult Community services are utilising the new agreed roster templates, C & YP have
an additional requirement however this is due to two children, the directorate will either fund the
additional care or make alternative arrangements. Holbrook will move to the new staffing template
in July. Changes to the roster templates are attached in Appendix 1.
PICU arrangements: In 2014 Oxleas participated in a London review of mental health staffing levels.
It was recognised from the review that our acute mental health wards had similar staffing
establishments when compared to the numbers of beds than other mental health trusts across
London. However there were differences in our PICU arrangements. During this review it was
apparent that the Tarn was utilising one registered nurse to eight patients, and therefore despite the
acuity of PICU patients as being higher, the registered staffing need did not appear to reflect patient
need. During the period of December, Kelsey ward opened, a four bedded intensive care unit in
Forensics and the case was made to change Holbrook to a more intensive dementia clinical area. The
London benchmarking exercise (excluding Oxleas) and a national exercise in June demonstrated an
average ratio of one registered nurse to four patients. Whilst conducting the six month review of
PICU areas comparing the planned with the actual utilisation it became apparent that clinical areas
on average were utilising this level of staffing; therefore it is felt for our higher acuity areas (PICU
and ICU) that our registered nursing ratios should reflect a ratio of one registered nurse to every
four patients.
Ward budgets and potential cost pressures
The review within adult mental health services will require an increase in registered nursing wte and
potentially HCA wte across some of the inpatient services, the review is currently being finalised.
This is due to aligning the numbers of registered nurses to patients during both days and nights, and
where night time provision has increased in rehabilitation services there are additional night time
payment enhancements. For some, this has not affected individual ward budgets and the cost can be
met internally. The directorate has identified monies of approximately £450,000 to meet the
2

additional cost, it is anticipated that agency and bank spend would begin to decrease in identified
areas. There is a potential that there may be a cost pressure to the directorate, however this is
currently work in progress.
Utilisation of rosters: Since December 2014 the safer staffing group have been reviewing the
utilisation of rosters and monitoring the use of annual leave to ensure that ward managers and
matrons plan their staffing in advance. It is recognised that the use of temporary staffing places a
risk on patient care as well as a cost to ward budgets, therefore whilst it is recognised that
temporary staffing should be used to support additional patient need, vacancies and long term
sickness, it is important that annual leave and study leave should be planned to avoid unnecessary
over reliance on temporary staffing. In March 2015 over 50% of inpatient clinical areas over utilised
above the 17% headroom requirement of annual leave, however this appears to be down to 25% in
April.
Action: The Nursing Directorate will work with the Heads of Nursing, Matrons and Directorates to
ensure that annual leave utilisation is within the 11-17% of shifts to ensure that annual leave is
planned throughout the year. This will be monitored through the Safer Staffing group and the
Nursing Executive.
Nursing Vacancies: In March 2015, overall nursing vacancies for the Trust was 14.51%. It is
important to note that following the review of the roster templates registered nursing
establishments will potentially increase in inpatient areas, particularly in Adult Mental Health
services. The nursing directorate will be working with the Heads of Nursing and HR on a recruitment
and retention strategy.
Measuring Direct Care Time
In November 2014 the Chief Nursing Officer issued further guidance calling for organisations to
measure direct care time or the amount of face to face time nurses have with their patients. Direct
care time is a tool initially used across the Trust as part of the productive ward programme and all
wards with the exception of Adult Community Services have taken part since 2012. The tool is a
point prevalence exercise in which a band 5 is observed throughout a shift and then their activity is
categorised into different areas, direct face to face time; indirect care (records documentation,
telephone calls; quality improvement approaches, and finally non-productive time. The aim of the
tool is to encourage services to use lean methodology in order to reduce the non- productive time,
therefore increasing the amount of direct care time to ensure that patients are cared for safely as
well as having engaging and positive experiences of care. The nursing directorate has revised the
tool and between the week of 8th to 12th June all inpatient areas recorded their direct care time, the
results can be seen in Appendix 2. We are anticipating that there will be a request from NHS
England to submit our direct care time results.
Incidents
From 1st April 2014- 31st March 2015 there have been a total of 242 short staffing incidents recorded
on Datix, 175 of these have been reported on the Bracton site, further analysis of these has revealed
that these were logged as Datix incidents without escalation to both matrons within the service.
From the risk analysis and discussions with the directorate most areas have good leadership; use
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limited temporary staffing and limited numbers of level 3 incidents in comparison with other clinical
areas across the Trust and recruitment has increased by 7%. We will continue with the analysis and
discussions with teams over the following months, to gain a further understanding on their concerns
when reporting safe staffing incidents.
The old Bevan unit reported the highest number of level 3 and above incidents, however these are
due to the physical illness and deterioration of patients and the need to transfer back to acute care.
Many of these incidents are appropriate and would form part of the expected safe referral of
patients to a more appropriate service and do not reflect harm associated with care or staffing
levels.
Action: Engage, review and monitor safer staffing incidents with the Forensics Directorate
Skills and competencies of staff: Clinical competency is integral if we are to be assured that staff
have the right skills to provide the right care to patients. The Raising the Bar - shaping of care
review was published in March 2015 and the nursing directrate is conducting a gap analysis based on
the reports recommendations. The Trust was a pilot site for the Cavendish Care Cerificate and
following the recommnnedations all new HCA will now enter the programme following succesful
recruitment. The heads of nursing are developing a clinical and educational attainment needs
pathway for nursing staff from HCA, Band 5 to Band 6 nurses.
Whilst it is evident that registered nursing staff are completing their training requirements to ensure
they are up to date with both their manadatory and essential skills. During the nursing strategy
assurance visits approximalty 50% of nurses in inpatient areas had been assess as competent in
some of the areas of care.
Action: Roll out the Cavendish Care Certificate to all HCA staff.
Action: Nursing Directorate and Heads of Nursing to develop clinical competencies pathways from
bands 1-8
May staffing: The overall trust actual utilisation of staff has increased this month to 110% ( Appendix
3) . There have been increases in both Adult Community Services and Adult Mental Health services
throughout the month of May. Mental health services had an unusual increase in demand, with
additional 1:1 care for patients cared for at the QE; the admssion of a CAMHS patient and a few
patients requiring > 2:1 observations. This is reflected in both Betts and Milbrooks higher than
average utilisation of agency and bank for this month. For adult community services the increase in
staffing was at Eltham Community Hospital, due to an increase in care specifically for a confused
patient and addtional support whilst new staff members are on induction.
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Appendix 1 safer staffing risk profile analysis
Site Name

Ward Name

Unify Speciality

Acuity
level

No of beds No. of beds
2013
April 2015

planned
RN:patient
ratio days

planned RN:
patient nights

RN/HCA

reported
short
Incidents
RAG rating on quality
staffing
>3
incidents

commentry on quality risks

Recommendations based on
quality risk analysis

increase/decrease in beds

Impact of
Impact of
proposed
proposed changes
changes planned
planned RN:
RN:patient ratio
patient nights
days

Impact of proposed
changes RN/HCA

Additional in wte (incl
headroom)

Financial risk rating

Financial risk commentry

Additional planned cost to
budget

2014/15 staffing
expenditure
temporary staffing Bank

2014/15
staffing
expenditure
temporary
staffing Agency

2014/15 staffing
expenditure
temporary staffing
- Total

Total

Action taken by
Directrate

Adult Community
Bevan Intermediate Care Unit

Bevan Unit

314 - Rehabilitation
26

Eltham Community Hopsital

Meadow View

matron, deputy matron and senior nurses consisitent in post for over I year, 2 additional band
vacccanies, low leevl of sickness- possible increase in level 3 due to GP medical support rather
than named consultant/ medical support
8/9th

1.8

1.8

50/50

0

124

Rehab

matron, deputy matron and senior nurses consisitent in post for over I year, GP model
therefore medical suport not part of leadership team, AHP consisitant currently 2 band 5
vaccancies set againt the prevous establishment, no long term sickness, going forward with the
increase in beds 10 additional vaccancies, recruited another deputy manager and 3 senior
4 RN, 5 HCA eary, 4 late and 3
nurses, no level 4. increase in usage of temporary staffing
night

Rehab

matron new in post for two months, several staff acting up in leadership positions, consistant
medical leadership, good established cover for AHP posts,high sickness, vacancies on band 5,
uncertainty in bed numbers in reposnse to commissioners and acute capacity, high use of
temporary staffing

Greenwich intermediate care unit 314- Rehabilitation

Meadow view

314 - Rehabilitation
34

1;8

1;8

44/66

10

32

Amber/Red

5 RN Early, late and night, HCA
7,6,4

increase to 31

increase to 39

1.8

1.8

1.8

1.8

50/50

Required: RMN 22.75wte
and HCA 22.31wte
Amber/Red

Use of b&a does exceed budget, substantive usage
cost >50%

50/50

Required: RMN 28.44wte
and HCA 31.50wte
Amber/Red

Use of b&a does exceed budget, substantive usage
cost >40%

Increase RMN 2.56wte
decrease HCA 2.56wte

Green

No agency staff recorded, substantive usage cost
>80%, use of b&a does not exceed budget

Amber/Green

Use of b&a does exceed budget, substantive usage
cost >75%

Amber/Green

Use of b&a does not exceed budget, substantive
usage cost >70%

£27,148

£28,506

£414,548

£494,588

£441,696

directrate negoting
with commissioners,
roster template in
use

£523,094

directrate negoting
with commissioners,
roster template in
use

Adult Mental Health and Learning Disabilities
Barefoot Lodge

Goldie Leigh

Green Park's House

Barefoot

Atlas House

Betts

710 - Adult Mental Illness

Rehab
/Low

15

15

1.7

1;15

40/60

0

3

11

11

1.5.

1.11

33/ 66

11

19

Increased 1 RMN nights, and 1
TMN weekend E&L.decrease 1HCA
nights,1 HCA E&L on weekend and
long term W/M. incidents low, substantive staff used,despite isolation stable patient group
continue on the wekend
increased night template to additional RMN on nights
included a Band 7 ward manager.
new manager 4 weeks, consistant consultant, low level RN vaccancies, some sickness, 19 level 3 Increased on nights 1RMN and
decrease 1HCA
and above, howeevr has higher leevls of violence from safer wards analysis

20

long term W/M, average 80% substantive staff, low vacancy rate, low level incidents 20 level 3
since apil 2014

700- Learning Disability

710 - Adult Mental Illness

Acute
Acute/Me
dium

16

16

1.8

1.8

50/50

3

34

increased 2 RN shifts days for ward
rounds
increased 1 RN shift to cover ward
round- ward manager covers
new ward manager, increase in sickness and vacency, increase in AOT referals, increase in level Friday ward round AND 1 HCA at
4 and 5 incidents and safegurading concerns raised
night
increased 1 RN shift to cover ward
orund- ward manager covers
Long terms ward manager, 80% substantuve staff, no risks on sickness, 22 level 3 in 6 months Friday ward round

13

13

1.6

1.13

60/40

3

9

long term ward manager, low level incidents, > 90% of substantive staff

17

17

1.8

1.17

60/40

1

4

new ward manager, low level incidents, >90% substanstive staff, some sickness

17
Green Park's House

Goddington

710 - Adult Mental Illness

Norman

710 - Adult Mental Illness

Ivy Willis

Ivy Willis Closed

710 - Adult Mental Illness

Ivy Willis

Ivy Willis Open

710 - Adult Mental Illness

Oxleas House

Avery

710 - Adult Mental Illness

Maryon

710 - Adult Mental Illness

Rehab/Lo
w
Rehab/lo
w
Acute/Me
dium

Shrewsbury

710 - Adult Mental Illness

50/50

3

16

1.8

1.8

50/50

1

38

19

1.8

1.8

54/46

0

22

long term ward manager,new consultant , 22 level 3 , >85% of substantive staff

43

ward manager, consultant change and reduced to 0.5 , 1 level 4 and 43 level 3 incidents, >80%
of substantive staff

Acute/me
dium
19

Oxleas House

1.8

Acute/me
dium

19
Oxleas House

1.8

Acute/me
dium
16

Green Park's House

17

19

1.8

1.8

54/46

6

Acute/me
dium
19

19

1.8

1.8

50/50

0

PICU/High
Oxleas House

Tarn

710 - Adult Mental Illness
16

Somerset Villa

Somerset Villa

710 - Adult Mental Illness

16

1.8

1.8

42/57

7

42

Rehab/lo
w
14

14

1.14

1.14

50/50

0

2

Woodlands

Lesney

20

20

1;10

1;10

60/40

1

50

Woodlands

Milbrook

20

20

1;10

1;10

60/40

0

43

50/50

1;8

1.8

1;8

50/50

50/50

Increase RMN 0.5wte

Increase RMN 0.25wte

Amber/Green

Use of b&a does not exceed budget, substantive
usage cost >70%
Use of b&a does not exceed budget, substantive
usage cost >70%
Use of b&a does exceed budget, substantive usage
cost >75%
Use of b&a does exceed budget, substantive usage
cost >75%

£55,006

£198,263

£0

£198,263

£95,506

£122,726

£218,232

£6,131

£168,135

£62,082

£230,217

£6,131

£143,286

£83,999

£227,285

£84,248

£0

£84,248

£116,299

£0

£116,299

Awaiting final
costings for whole
directrate
Awaiting final
costings for whole
directrate

Increase RMN 0.25wte

Amber/Green

No change

1.6

1.13

60/40

No change

Amber/Green

No change
increased 2 RN shifts to cover
mon, and tues ward round and
increased 1 HCA nights
increased 3 shifts for ward round,
mon L, wed and fri early, increased
1 HCA nights

1.8

1.17

60/40

No change

Amber/Green

50/50

Increase RMN 0.50wte and
increase HCA 2.19wte
Amber/Green

Use of b&a does not exceed budget, substantive
usage cost >75%

Increasen RMN £17,261 and
increase HCA £50,850

£176,832

£31,220

£208,052

50/50

Increase RMN 0.75wte and
2.19wte HCA
Amber/Green

Use of b&a does not exceed budget, substantive
usage cost >75%

Increase RMN £25,892 and
increase HCA £50,850

£184,054

£21,362

£205,416

Increase RMN 0.50wte

Amber/Green

Use of b&a does not exceed budget, substantive
usage cost >75%

£166,889

£33,380

£200,269

Amber

Use of b&a does not exceed budget, substantive
usage cost >60%

£276,440

£86,630

£363,070

Green

No agency staff recorded, substantive usage cost
>80%, use of b&a does not exceed budget

£24,568

£0

£24,568

No change
Awaiting final
costings for whole
directrate
Awaiting final
costings for whole
directrate
Awaiting final
costings for whole
directrate
Awaiting final
costings for whole
directrate
Awaiting final
costings for whole
directrate

£247,766

Awaiting final
costings for whole
directrate

£367,556

Awaiting final
costings for whole
directrate

long term ward manager, 50 level 3 , long term sickness, >80% substantive staff

ward manger, 52% substantive staff, 43 leevl 3 and above and 1 level 5

3 day shifts to cover ward round
(tues, wed, fri) and increased 1
HCA nights (since completing
suggest increase 1 RN on all shift
to have a 1:7 ratio)

710 - Adult Mental Illness

1;5

£0

50/50

2 RN shifts to cover ward round
Tuesday and Thursday and
increased 1 HCA night (since
completing suggest increase 1 RN
on all shift to have a 1:7 ratio)

Acute/me
dium

1;5

£55,006

1;8

1 RN Early, late, night

710 - Adult Mental Illness

66/33

Awaiting final
costings for whole
directrate
Awaiting final
costings for whole
directrate
Awaiting final
costings for whole
directrate

1;8

long term ward manager, >90% substantive staff, low level incidents, carry risk being isolated.

Acute/me
dium

1;7

1.8

1.8.

1.8

added 2 RN shifts for ward round
days
ward manager, 11 level 3 incidents over 6 months, >80% substantive staff
increased 1 RN shift to cover ward
ward manager new but experienced, acuity higher and template reviewed Feb 14, 1 level 4 and round (tues)- finalise shift with
15 kevel 3 < 70% substantive staff
Francis

23

1;7

Increase RMN £88,376 decreae
HCA £59,441

1.8

1,4

1.7

1;7

1;7

1.8

1.8

1.8

1,4

1.7

1;7

1;7

50/50

75/25

66/33

Incrrease RMN 4.06wte

50/50

Amber

50/50

Amber/Red

£17,261

£140,159

Use of b&a does not exceed budget, substantive
usage cost >60%

£136,939

Use of b&a does not exceed budget, substantive
usage cost >50%

£203,061

£110,827

£164,495

No change

Children & Young People
long term ward manager, low level of incidence, however acuity increased for three children,
one over night every two weeks and two after school day children.
1 Wensley Close

Bluebell House

increase alternate HCA Monday
late and night two HCA late shift
Wednesday and alternate
thursday and Friday for after
school suport to support acuity

420 - Paediatrics

4

1;4

1;4

40/60

1

2

1;4

1;4

66/33

Increase HCA 2.81wte

Green

£65,245

£39,823

£26,998

£66,821

Awaiting descion by
directrate regarding
acuity

Forensic & Persons
Bracton

Burgess

Consistant leadership, low level incidents, high level of vacancies , two staff on long term
sickness
Acute

Bracton

Crofton

Danson

Memorial Hospital

Memorial Hospital

Heath

Hazelwood

Greenwood

Birchwood

Kelsey Ward

16

17

Joydens

45/55

26

increased RN late and increased
HCA early and late

8

Acting ward manager, new ward manager recruited, lowere levelincident reporting for violence increased RN late, increased hca
and aggression, similar vaccancies to burgess
early and late

16

1;8

1;16

45/55

25

8

new ward manager, team established. Vaccancies 4 registered , no long term sickness concerns, increased RN late, increased hca
lowere leevl of incidents
early and late

17

1.8

1;17

45/55

4

Acute

16

16

1;8

1;16

45/55

32

18

Rehab

15

16

1;8

1;16

45/55

0

5

ward manager and psychologist due to leave, vaccancies 2 qualified. No concerns with long
term sickness, howeevr lowere leevl of incidence in the same range as crofton and burgess

Increased 1 RMN night, and
increased 1 HCA late

20

long term ward manager, one long term sickness and 1 qualified vacancy. Higher level of
AWOLs

Increased 1 RMN night, and
increased 1 HCA late

4

long term leadership, currently 1 band 5 vacancy howeevr another 2 due to retire. No long
term sickness, lower incidents

2

3

no ward manager, staffing to be decided, high acuity, higher leevl of expected incidents, no
long term sickness, new clinical area need to embed operational function

73

3

new ward manager and new consultant, vaccancies 1 RN and 3 HCA, no long term sickness, low
level of incidents
increased 1HCA late

712 - Forensic Psychiatry

712 - Forensic Psychiatry
15

15

1;8

1;15

45/55

10

712 - Forensic Psychiatry
13

13

1;13

1;13

50/50

3

712 - Forensic Psychiatry
ICU

Bracton

1;16

ward manager in post >6months, 4 qualified vacancies, no sickness. Higher leevl of incidents for
aggression and violence and self harm.
increased 1 HCA early and late

Rehab/low
Bracton

1;8

712 - Forensic Psychiatry

Rehab
Bracton

16

712 - Forensic Psychiatry
Rehab

Bracton

16

712 - Forensic Psychiatry
Acute

Bracton

7

712 - Forensic Psychiatry

4

1;2

1;4

13

1.6

1;13

712 - Forensic Psychiatry
Acute

13

54/46

1.8

1.8

1.8

increase 1

no change

1.16

1.16

42/58

Increase RMN 1.25wte and
increase HCA 2.50wte
Green

No agency staff recorded, substantive usage cost
>80%, use of b&a does not exceed budget

Increase RMN £43,153 and
increase HCA £58,048

£104,908

£0

£104,908

42/58

Increase RMN 1.25wte and
increase HCA 2.50wte
Green

No agency staff recorded, substantive usage cost
>80%, use of b&a does not exceed budget

Increase RMN £43,153 and
increase HCA £58,048

£125,192

£0

£125,192

42/58

Increase RMN 1.25wte and
increase HCA 2.50wte
Green

No agency staff recorded, substantive usage cost
>80%, use of b&a does not exceed budget

Increase RMN £43,153 and
increase HCA £58,048

£115,028

£0

£115,028

£131,340

£0

£131,340

1.8

1,16

38/62

Increase HCA 2.5wte

Green

No agency staff recorded, substantive usage cost
>80%, use of b&a does not exceed budget

1.8

1.8

46/54

Increase RMN 2.19wte and
decrease HCA 2.19wte
Green

No agency staff recorded, substantive usage cost
>90%, use of b&a does not exceed budget

Increase RMN £75,603 and
decrease HCA £50,850

£44,461

£0

£44,461

1.8

1.8

46/54

Increase RMN 2.19wte and
decrease HCA 2.19wte
Green

No agency staff recorded, substantive usage cost
>90%, use of b&a does not exceed budget

Increase RMN £75,603 and
decrease HCA £50,850

£59,640

£0

£59,640

No change

Green

No agency staff recorded, substantive usage cost
>80%, use of b&a does not exceed budget

£60,446

£0

£60,446

New template

Green

No agency staff recorded, substantive usage cost
>80%, use of b&a does not exceed budget

£13,931

£0

£13,931

Increase 1.25wte HCA

Green

No agency staff recorded, substantive usage cost
>80%, use of b&a does not exceed budget

£128,325

£0

£128,325

Amber/Green

Use of b&a does exceed budget, substantive usage
cost >70%

£162,670

£58,274

£220,944

1.13

new template

1.16

1,13

1;2

1;4

1.6

1.13

50/50

50/50

£58,048

£29,024

met by the
directrate, roster
template live
met by the
directrate, roster
template live
met by the
directrate, roster
template live
met by the
directrate, roster
template live
met by the
directrate, roster
template live
met by the
directrate, roster
template live
met by the
directrate, roster
template live
met by the
directrate, roster
template live
met by the
directrate, roster
template live

Older Adults
Green Park's House

Memorial Hospital

Oxleas House

Woodlands

Scadbury Ward

Oaktree Lodge

Shephedleas Ward

Holbrook Ward

715 - Old Age Psychiatry

715 - Old Age Psychiatry

715 - Old Age Psychiatry

Acute/me
d
Continuin
g
Care/high

Acute/me
d
ICU/high

23

23

1;11.5

1;11.5

50/50

6

29

17

17

1;8.5

1;8.5

46/54

8

20

19

19

1;9.5

1;9.5

50/50

0

24

715 - Old Age Psychiatry
30

22

1;11

1;11

28/72

6

42

Amber/Red

New ward manager and new consultant, no change to the exsiting team. Level of incidents do
not propose risk, no concens with vacancy and temporary staffing risks
Consistant team, no significant usage above headroom and no vacancy or temporary staffing
concerns, continuing care unit with fluctuations in need pending on end of life pathways and
physical deterioration. Low levels of incidents, though these tend to be transfers to QE when
patients become unwell. Increase in acuity need due to a patient who requires closer levels of
care
New ward manager, no further change to leadership infrastructure. Low leevls of incidents, no
over use of temporary staffing or vacancies.
ward manager in post for over 6 months and consistant long term consultant support. Vacancy
rate of ? 4 RMN for ward and the need to over- recruit to HCA to account for turnover. Higher
level of incidents. Utilisation of temporary staffing >40% though actions in place to use regular
temporary staffing. High level of observations not currently built into nursing establishments,
though higher acuity patient need.

No change

1;11.5

1;11.5

50/50

No change

Increase in 1 HCA at night

1;8.5

1;8.5

42/58

Increase HCA 2.19wte

Amber

No change
3 RMN on early, late and night,
HCA 4 early , 4 late and 5 night reducing beds to 17

1;9.5
1;6

1;9.5
1;6

50/50
40/60

No change

Amber/Green

Use of b&a does exceed budget, substantive usage
cost >60%
Use of b&a does exceed budget, substantive usage
cost >75%

Amber/Red

Use of b&a does exceed budget, substantive usage
cost >40%

Decrease to 17

£50,850

£438,697

£201,124

£107,979

£309,103

£125,573

£56,005

£181,578

£316,209

£775,238

£1,091,447

cost funded by
lewishan CCG band 1
patient, directrare to
change template

roster template to
change from the 1st
July 2015

Appendix 1b
Forensic Templates

Crofton
Current Template – No proposed changes

Burgess
Current Template – No proposed changes

Danson
Current Template – No proposed changes

Heath
Current Template – No proposed changes

Joydens
Current Template – No proposed changes

Birchwood
Current Template – No proposed changes

Hazelwood
Current Template – No proposed changes

Greenwood
Current Template – No proposed changes

Kelsey
Current Template – No proposed changes

OA Templates
Scadbury
Current Template – No proposed changes

Shepherdleas
Current Template – No proposed changes

Oaktree Lodge
Current Template

Oaktree Lodge
Proposed Template

Holbrook
Current Template

Holbrook
Proposed Template

C&YP Template
Bluebell
Current Template

Bluebell
Proposed Template

Adult Mental Health Templates
Betts
Current Template – No proposed changes

Goddington
Current Template – No proposed changes

Ivy Willis Closed
Current Template – No proposed changes

Ivy Willis Open
Current Template – No proposed changes

Maryon
Current Template – No proposed changes

Norman
Current Template – No proposed changes

Somerset Villa
Current Template – No proposed changes

Atlas House
Current Template

Atlas House
Proposed Template

Avery
Current Template

Avery
Proposed Template

Barefoot
Current Template

Barefoot
Proposed Template

Lesney
Current Template

Lesney
Proposed Template

Millbrook
Proposed Template

Millbrook
Proposed Template

Shrewsbury
Current Template

Shrewsbury
Proposed Template

The Tarn
Current Template

The Tarn
Proposed Template

Adult Community Templates
Meadowview
Current Template – No proposed changes

Bevan/GICU
Current Template

Bevan/GICU
Proposed Template

Forensics

Forensics

Forensics

Heath

Joydens

Crofton

Birchwood

Burgess

54%

17%

32%

48%

49%

Other Nursing Activity

7%

9%

0%

12%

18%

15%

Non-Nursing Activity

3%

3%

4%

6%

2%

16%

37%

67%

9%

17%

11%

4%

WAA

WAA

WAA

WAA

WAA

WAA

WAA

WAA

WAA

Betts

24%

12%

Goddington

Indirect Care Time

43%

Norman

20%

Maryon

32%

Avery

50%

Tarn

79%

Shrewsbury

34%

Forensics

Lesney

66%

Forensics

Millbrook

Direct Care Time

Forensics

Hazlewood

Forensics

Greenwood

Forensics

No Data Submitted Kelsey

Forensics

Danson

APPENDIX 2
Direct Care Time Report for Bedded Areas June 2015

20%

37%

50%

Other Nursing Activity

2%

13%

4%

15%

Non-Nursing Activity

2%

11%

4%

5%

WAA

WAA

WAA

WAA

WAA

Direct Care Time

25%

49%

39%

35%

71%

Indirect Care Time

62%

28%

49%

37%

26%

Other Nursing Activity

4%

19%

10%

22%

2%

Non-Nursing Activity

9%

4%

2%

6%

0%

OA

OA

Scadbury

Holbrook

Shepardleas

OA

Oaktree
Lodge

OA

43%

33%

Indirect Care Time

50%

12%

53%

35%

Other Nursing Activity

10%

35%

4%

32%

Non-Nursing Activity

10%

4%

0%

0%

C&YP

ACH

ACH

Meadow View

48%

Eltham Hosp

30%

Bluebell
House

Direct Care Time

Direct Care Time

57%

35%

42%

Indirect Care Time

39%

54%

39%

Other Nursing Activity

4%

9%

8%

Non-Nursing Activity

0%

2%

11%

50%
No data
Submitted

54%

No data
submitted

Indirect Care Time

42%

Barefoot
Lodge

30%

Somerset Villa

55%

Ivy Willis CRU

56%

Ivy willis Open

42%

Atlas House

Direct Care Time

18%

75%

55%

81%

25%

40%

1%

0%

0%

0%

0%

5%

Appendix 3 Oxleas NHS
Foundation Trust - May 2015
SHIFTS (E-rostering)

Daytime

Night-time

Directorate
314 - REHABILITATION
420 - PAEDIATRICS
700- LEARNING DISABILITY
710 - ADULT MENTAL ILLNESS
712 - FORENSIC PSYCHIATRY
715 - OLD AGE PSYCHIATRY

Planned
608
63
144
1833
1182
617

Registered
Actual
%
635
104%
95
151%
132
92%
2098
114%
1271
108%
646
105%

Planned
558
105
248
1572
1408
868

Care
Actual
645
93
339
1955
1446
898

%
116%
89%
137%
124%
103%
103%

Total

4447

4877

4759

5376

113% 1669

Directorate
314 - REHABILITATION
420 - PAEDIATRICS
700- LEARNING DISABILITY
710 - ADULT MENTAL ILLNESS
712 - FORENSIC PSYCHIATRY
715 - OLD AGE PSYCHIATRY
Total

110%

ESR Information
Est FTE FTE Actual FTE Vacant
67
37
30
17
14
3
31
24
7
289
238
50
212
188
24
112
87
24
727
589
138

Registered
Planned Actual %
279
247
89%
26
27
104%
31
31
100%
744
772
104%
310
331
107%
279
284
102%

Registered / Unregistered
Reg' Unreg' Other
NK
124
113
12
2
16
36
6
58
20
40
1
0
240
412
2
0
90
144
0
0
112
208
3
0
6
462
804
0

Fill Rate - By Directorate (Hours) - Unify
120%

112%

104%

Adult
Children & Forensic &
Persons
Community Young
People

105%

Older
Adults

1692

101%

Total

Planned
186
26
62
558
496
341

Care
Actual
204
31
85
821
551
381

%
110%
119%
137%
147%
111%
112%

Planned
887
89
175
2577
1492
896

1669

2073

124%

6116

Registered
Actual
882
122
163
2870
1602
930
6569

Temp Staffing Information - Shift Cover Reasons
Vacancy Sickness Leave Training Acuity
0
0
0
0
0
2
7
0
0
0
138
7
1
0
0
30
1
5
1
0
482
25
15
3
153
108
14
6
1
2
760
54
27
5
155

%
99%
137%
93%
111%
107%
104%

Planned
744
131
310
2130
1904
1209

107% 6428

Care
Actual
849
124
424
2776
1997
1279

%
114%
95%
137%
130%
105%
106%

7449

116%

Ward Cover (inst)
Staff Coverage < 80%
0
0
0
6
0
0
6

The National Quality Board (NQB) document “How to ensure the
right people, with the right skills, are in the right place at the right
time” (November 2013) set out expectations for providers of NHS
services. Expectation 7 includes the requirement for boards to
receive monthly updates on workforce information, including the
number of actual staff on duty compared to the planned staffing
level (day and night and registered and care staff), reasons for any
gaps and actions taken to address these and impact on key quality
and outcome measures. A more detailed Board Report is required
6 monthly and this will be included in Q1 and Q3 reporting.
NHS England have subsequently provided further information and
a monthly UNIFY submission to record the 'fill rate' has been
developed. In addition to this submission Trusts must publish
actual v planned fill rates on a ward by ward basis on their
website with a link to this site from the NHS Choices website. The
Board can receive monthly exception reports, providing the
fullinformation is published.

Shift Data by Staff Member type
115%

Adult
Mental
Health and
Learning
Disabilities

110%

Trust
Average

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Agency
Bank
Substantive - Bank
Substantive

Appendix 3 Oxleas NHS Foundation Trust : Average fill Rate (hrs) Unify
Site Name

Ward Name

Unify Speciality

Average fill rateregistered nurses
(%) Day

Average fill rate care staff (%) Day

Average fill rate registered nurses
(%) Night

Average fill rate care staff (%) Night

Reason for shortfall

Adult Community
Bevan Intermediate Care Unit

Eltham Community Hospital

314 - Rehabilitation

116.8%

124.4%

106.7%

179.1%

Step Up, Step Down

SUSD/Neuro/Chislehurst

314 - Rehabilitation

82.7%

94.3%

84.6%

86.0%

There were additional unregistered staff booked on all shifts for most of May to provide 1:1 supervision for a confused patient; there is an additional unregistered nurse on every night for increased patient need; there have been two registered
nurses and one unregistered nurse that have commenced this month - they are additional to the template whilst on induction.
there have been two registered nurses and one unregistered nurse that have commenced this month - they are additional to the template whilst on induction

Adult Mental Health and Learning Disabilities
Barefoot Lodge

Barefoot

710 - Adult Mental Illness

81.7%

99.3%

100.0%

100.0%

HCA to cover sickness.

Goldie Leigh

Atlas House

700- Learning Disability

91.7%

130.6%

100.7%

138.8%

Extra staff booked for demand. When unable to get registered staff they are using support workers.

Green Park's House

Betts

710 - Adult Mental Illness

97.1%

185.8%

98.5%

313.2%

Additional RMNS booked for ward round and observations.

Green Park's House

Goddington

710 - Adult Mental Illness

126.1%

96.8%

100.0%

54.9%

2 patients on Level 3 observations – additional RMN booked with Extra HCA staff booked for activity and groups during some weekdays

Green Park's House

Norman

710 - Adult Mental Illness

101.7%

138.7%

100.1%

158.6%

Extra HCAs booked for level 3 observations and sleepovers.

Ivy Willis

Ivy Willis Closed

710 - Adult Mental Illness

87.0%

129.0%

83.9%

132.4%

Unable to secure bank staff to cover RMN & HCA shifts.

Ivy Willis

Ivy Willis Open

710 - Adult Mental Illness

87.1%

104.2%

79.1%

138.8%

Unable to secure bank staff to cover RMN & HCA shifts.

Oxleas House

Avery

710 - Adult Mental Illness

156.8%

78.2%

112.7%

103.1%

Extra staff booked for sleepovers and observations.

Oxleas House

Maryon

710 - Adult Mental Illness

152.0%

54.2%

111.1%

122.7%

Oxleas House

Shrewsbury

710 - Adult Mental Illness

131.6%

74.8%

111.1%

121.5%

Activities nurse booked. Extra HCAs booked for increased numbers of night sleepover patients.

Oxleas House

Tarn

710 - Adult Mental Illness

121.9%

122.4%

115.8%

156.3%

Extra staffing both RMNs and HCAs due to extremely high levels of close observations throughout May.

Somerset Villa

Somerset Villa

710 - Adult Mental Illness

86.9%

70.6%

101.7%

101.8%

Sickness and vacancies but unable to cover RMN shifts with bank or agency so used HCA instead.

Woodlands

Lesney

710 - Adult Mental Illness

108.0%

161.1%

101.5%

156.3%

Additional Bank Staff used to cover sickness of substantive staff. Extra HCA booked for 1:1

Woodlands

Milbrook

710 - Adult Mental Illness

125.2%

223.0%

134.8%

413.6%

Increased level of observations and high numbers of sleepovers CAHMs patient admitted and placed on 2:1 observation.

Bluebell House

420 - Paediatrics

150.8%

88.0%

103.8%

119.2%

Bracton

Burgess

712 - Forensic Psychiatry

96.3%

104.8%

106.5%

122.7%

Bracton

Crofton

712 - Forensic Psychiatry

142.5%

106.8%

142.1%

159.8%

Bracton

Danson

712 - Forensic Psychiatry

101.4%

88.2%

113.0%

93.8%

Bracton

Heath

712 - Forensic Psychiatry

100.9%

99.9%

123.4%

92.3%

Memorial Hospital

Hazelwood

712 - Forensic Psychiatry

98.3%

106.7%

99.9%

101.5%

Memorial Hospital

Greenwood

712 - Forensic Psychiatry

97.4%

109.1%

99.9%

108.0%

Bracton

Birchwood

712 - Forensic Psychiatry

106.1%

80.4%

96.9%

100.1%

Bracton

Joydens

712 - Forensic Psychiatry

95.8%

98.6%

91.4%

107.6%

Bracton

Kelsey Ward

712 - Forensic Psychiatry

107.7%

102.8%

109.8%

109.6%

Green Park's House

Scadbury Ward

715 - Old Age Psychiatry

93.2%

94.7%

108.2%

83.9%

Additional staff booked for high levels of acuity.

Memorial Hospital

Oaktree Lodge

715 - Old Age Psychiatry

114.5%

91.5%

111.4%

96.3%

Additional staff booked for high levels of acuity.

Oxleas House

Shephedleas Ward

715 - Old Age Psychiatry

114.4%

92.6%

104.7%

126.7%

Additional staff booked for high levels of acuity.

Woodlands

Holbrook

715 - Old Age Psychiatry

97.3%

117.9%

89.4%

121.4%

Additional staff booked for high levels of acuity.

Additional RMNs booked for detained patient on level 3 observations.

Children & Young People
1 Wensley Close

*RN's covering for HCA cover due to HCA training day at Bluebell.

Forensic & Persons

increase in court escorts and hospital appointments

increase in observations on night shifts

Older Adults

Proposed Actions
Directorates - The majority of shortfall was due to a need to increase staffing due to patient acuity or due to staff absence.
Guidance to be given to areas re:commentary to support data.
Need to support units where unregistered staff were not be available, therefore increasing demand from registered nursing.
No impact on patient safety and experience.

Site Name

Ward Name

Unify Speciality

Adult Community

Average
fill rate- Average
registere fill rate d nurses care staff
(%) Day (%) Day

Average
fill rate registere
d nurses
(%) Night

Nos. of
Nos. of
Nos. of
Medication
grade 3
rapid
Nos. of
HealthCare
errors
Average
and 4 tranqulisa prone
Associated moderate to
fill rate pressure
tion
restraint
Infections
severe
care staff
ulcers incidents
(%) Night

Nos. of
moderate Total number
to severe of incidents
falls

Eltham Community hospital
Queen Marys

ECH
Meadowview

314 - Rehabilitation
314 - Rehabilitation

116.8%
82.7%

124.4%
94.3%

106.7%
84.6%

179.1%
86.0%

0
0

0
0

0
0

0
0

0
0

2
0

2
0

Barefoot Lodge
Goldie Leigh
Green Park's House
Green Park's House
Green Park's House
Ivy Willis
Ivy Willis
Oxleas House
Oxleas House
Oxleas House
Oxleas House
Somerset Villa
Woodlands
Woodlands

Barefoot
Atlas House
Betts
Goddington
Norman
Ivy Willis Closed
Ivy Willis Open
Avery
Maryon
Shrewsbury
Tarn
Somerset Villa
Lesney
Milbrook

710 - Adult Mental Illness
700- Learning Disability
710 - Adult Mental Illness
710 - Adult Mental Illness
710 - Adult Mental Illness
710 - Adult Mental Illness
710 - Adult Mental Illness
710 - Adult Mental Illness
710 - Adult Mental Illness
710 - Adult Mental Illness
710 - Adult Mental Illness
710 - Adult Mental Illness
710 - Adult Mental Illness
710 - Adult Mental Illness

81.7%
91.7%
97.1%
126.1%
101.7%
87.0%
87.1%
156.8%
152.0%
131.6%
121.9%
86.9%
108.0%
125.2%

99.3%
130.6%
185.8%
96.8%
138.7%
129.0%
104.2%
78.2%
54.2%
74.8%
122.4%
70.6%
161.1%
223.0%

100.0%
100.7%
98.5%
100.0%
100.1%
83.9%
79.1%
112.7%
111.1%
111.1%
115.8%
101.7%
101.5%
134.8%

100.0%
138.8%
313.2%
54.9%
158.6%
132.4%
138.8%
103.1%
122.7%
121.5%
156.3%
101.8%
156.3%
413.6%

0
0
0
0
0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0
0
0
0
0
0

0
0
0
2
0
0
0
0
0
0
3
0
1
0

0
0
0
0
0
0
0
0
0
0
7
0
2
0

0
0
0
0
0
0
0
0
0
0
0
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Agenda item

Serious Incident report – RS

Item from

Helen Smith, Deputy Chief Executive and Director of Service
Delivery
RS Board Report

Attachments
Summary and Highlights

RS was a 38-year-old female patient who died on 16 April 2015 on Millbrook ward, Woodlands Unit.
The cause of her death at the time of writing this report is unknown, although it is known that the toxicology
tests carried out post mortem were clear.
RS was born in Zimbabwe but moved to the UK in 1999, where she trained as a midwife. She had three
young children who were living with their father, from whom she was estranged.
RS first presented to Oxleas mental health services in September 2009, although despite two more referrals,
did not engage with Oxleas services until February 2014, following discharge from Goodmayes Hospital,
Ilford. Following an overdose on day of discharge, RS was admitted to Lesney ward on 20 February 2014. On
30 March 2014, while on overnight leave from the ward, RS sustained significant life changing injuries after
jumping in front of an underground train. She was admitted to the Royal London Hospital and discharged to
Millbrook ward on 22 May 2014.
She remained on the ward until November 2104. She was admitted again on section 136 of the Mental
Health Act on 22 January 2015, after displaying disruptive and odd behaviour in a toy store.
Her discharge from Millbrook ward was planned for 16 April 2015. At around 6.00am on the morning of 16
April, RS was seen by a health care assistant lying on the floor of her bedroom. He reported this to the nurse
in charge who asked him to check on RS later, which he did at about 7.00am. He found RS unresponsive on
her bedroom floor and raised the alarm. RS could not be resuscitated.
The first three nurses who attended RS did not follow the extended basic life support protocol as required by
trust policy.
The panel found that the risk assessment in relation to RS’s discharge was comprehensive and that a good
management plan had been put in place. However, in the last few hours of her life, there were factors which
influenced the decision of both the health care assistant and the nurse in charge not to more assertively
check that RS was safe when found lying on the floor, although these factors were not deemed causal by the
panel.
There were no other direct contributory factors to her death and, given that cause and time of death were
unknown at time of writing the report, no root causes for the incident could be identified.
In addition, the panel reviewed whether the recommendations from the level 4 report into the incident
where RS fell in front of a train, had been implemented. The panel was of the view that they had been
implemented in relation to the care and treatment of RS during her last admission.

The panel had two recommendations:

1. Every patient found lying on the floor, or in another unusual position – where this is not an
agreed part of their care plan – must be treated as unconscious until proven physically well,
through implementing the emergency basic life support (EBLS) protocol.
2. The trust should review the training for the EBLS protocol and ensure that staff at all times feel
confident and competent carrying out EBLS.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Board of Directors Inquiry
into the Care and Treatment of RS by
Oxleas NHS Foundation Trust

Date Commissioned:
Author: Helen Smith
Job title: Deputy Chief Executive and Director of Service Delivery
Version:

Executive Summary
RS was a 38-year-old female patient who died on 16 April 2015 on Millbrook ward,
Woodlands Unit.
The cause of her death at the time of writing this report is unknown, although it is known
that the toxicology tests carried out post mortem were clear.
RS was born in Zimbabwe but moved to the UK in 1999, where she trained as a midwife. She
had three young children who were living with their father, from whom she was estranged.
RS first presented to Oxleas mental health services in September 2009, although despite
two more referrals, did not engage with Oxleas services until February 2014, following
discharge from Goodmayes Hospital, Ilford. Following an overdose on day of discharge, RS
was admitted to Lesney ward on 20 February 2014. On 30 March 2014, while on overnight
leave from the ward, RS sustained significant life changing injuries after jumping in front of
an underground train. She was admitted to the Royal London Hospital and discharged to
Millbrook ward on 22 May 2014.
She remained on the ward until November 2104. She was admitted again on section 136 of
the Mental Health Act on 22 January 2015, after displaying disruptive and odd behaviour in
a toy store.
Her discharge from Millbrook ward was planned for 16 April 2015. At around 6.00am on the
morning of 16 April, RS was seen by a health care assistant lying on the floor of her
bedroom. He reported this to the nurse in charge who asked him to check on RS later, which
he did at about 7.00am. He found RS unresponsive on her bedroom floor and raised the
alarm. RS could not be resuscitated.
The first three nurses who attended RS did not follow the extended basic life support
protocol as required by trust policy.
The panel found that the risk assessment in relation to RS’s discharge was comprehensive
and that a good management plan had been put in place. However, in the last few hours of
her life, there were factors which influenced the decision of both the health care assistant
and the nurse in charge not to more assertively check that RS was safe when found lying on
the floor, although these factors were not deemed causal by the panel.
There were no other direct contributory factors to her death and, given that cause and time
of death were unknown at time of writing the report, no root causes for the incident could
be identified.
In addition, the panel reviewed whether the recommendations from the level 4 report into
the incident where RS fell in front of a train, had been implemented. The panel was of the
view that they had been implemented in relation to the care and treatment of RS during her
last admission.

The panel had two recommendations:
1. Every patient found lying on the floor, or in another unusual position – where this is not
an agreed part of their care plan – must be treated as unconscious until proven
physically well, through implementing the emergency basic life support (EBLS) protocol.
2. The trust should review the training for the EBLS protocol and ensure that staff at all
times feel confident and competent carrying out EBLS.

Board of Directors
2nd July 2015

Item
Enclosure

Agenda item

Duty of Candour Policy

Item from

Jane Wells, Director of Nursing

Attachments

Being open and duty of candour policy

Summary:

The Board are asked to note the revised policy.

Recommendations
The Board of Directors are asked to note.
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BEING OPEN AND DUTY OF CANDOUR POLICY
Scope
Owner
Contact

Trustwide
Patient Safety Group
Head of Patient Safety

Version
Issue date
Reviewed
Next Review date

2.0
June 2015
June 2018

Search summary:
Every healthcare professional must be open and honest with patients. Every NHS
Trust, since November 2014, has a statutory Duty of Candour.
Candour is defined by Robert Francis as: 'The volunteering of all relevant information
to persons who have or may have been harmed by the provision of services, whether
or not the information has been requested and whether or not a complaint or a report
about that provision has been made’.
The Being Open principles and ethical duty of openess apply to all incidents and any
failure in care or treatment. The Duty of Candour applies to incidents whereby
moderate harm, significant harm or death has occurred.
It is a matter of judgment that needs to be exercised on a case by case basis to
determine whether an incident that meets the Duty of Candour criteria has occurred.
What may not appear to be such an incident at the outset may look very different
once more information comes to light, and may therefore lead to an incident
becoming notifiable under the Duty of Candour.
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Executive Summary
Every healthcare professional must be open and honest with patients. Every NHS Trust, since
November 2014, has a statutory Duty of Candour.
Candour is defined by Robert Francis as: 'The volunteering of all relevant information to persons
who have or may have been harmed by the provision of services, whether or not the information
has been requested and whether or not a complaint or a report about that provision has been
made’.
The Being Open principles and ethical duty of openess apply to all incidents and any failure in
care or treatment. The Duty of Candour applies to incidents whereby moderate harm, significant
harm or death has occurred.
It is a matter of judgment that needs to be exercised on a case by case basis to determine
whether an incident that meets the Duty of Candour criteria has occurred. What may not appear
to be such an incident at the outset may look very different once more information comes to
light, and may therefore lead to an incident becoming notifiable under the Duty of Candour.
The requirements of the Duty of Candour are as follows:
As soon as reasonably practicable after becoming aware that a safety incident has occurred that
falls into the moderate harm or more serious categories the healthcare professional must—
(a)

notify the ‘relevant person’ (this is usually the patient but may in some
circumstances be the relative, carer or advocate) that the incident has occurred
and;

(b)

provide reasonable support to the relevant person in relation to the incident.

The notification must:
(a)

be given in person by one or more members of staff;

(b)

provide an account of all the facts known about the incident to date;

(c)

advise the relevant person what further enquiries into the incident will be undertaken;

(d)

include an apology and/or a sincere expression of regret, and;

(e)

be recorded in writing in the notes.

This notification must be followed up in writing to the relevant person.
The member of staff should be clear in the first meeting that the facts may not yet have been
established, tell the relevant person only what is known and believe to be true, and answer any
questions honestly and as fully as they can.
The aim of the Duty is to ensure that patients are told when harm occurs as a result of the care
they receive. Where the degree of harm is not yet clear but may fall into the moderate or above
categories, then the relevant person must be notified.
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1.

Introduction

Regulation 20 of The Health and Social Care Act 2008 (Regulated Activity) Regulations 2014,
introducing the statutory Duty of Candour for the NHS, came into force on 27th November
2014. The introduction of Regulation 20 is a direct response to recommendation 181 of the
Francis Inquiry report into Mid Staffordshire NHS Foundation Trust, which recommended that a
statutory Duty of Candour be imposed on healthcare providers. The regulations can be found
here http://www.legislation.gov.uk/uksi/2014/2936/regulation/20/made
Subsequently the CQC issued a guidance document addressing the Duty of Candour:
http://www.cqc.org.uk/sites/default/files/20141120_doc_fppf_final_nhs_provider_guidance_v10.pdf
The intention of this regulation is to ensure that providers are open and transparent with people
in relation to care and treatment, and specifically when things go wrong with care and
treatment, and that they provide people with reasonable support, truthful information and an
apology.
Oxleas NHS Foundation Trust (the Trust) wants to make this duty a reality for people who
come into contact with our services. We want to ensure there is clear, strong organisational
support for staff to follow their ethical responsibility in being open and honest with patients. This
policy is a reinforcement of our development of a wider culture of safety, learning and
improvement.
Clinicians already have had an ethical duty of candour under their professional registration to
tell patients about errors and mistakes. This policy builds on individual professional duty and
places an obligation on the organisation - not just individual healthcare professionals - to be
open with patients when harm has been caused.
It is broadly acknowledged that healthcare treatment is not risk free. Patients, families and
carers usually understand this, and want to know not only that every effort has been made to
put things right, but every effort is made to prevent similar incidents happening again to
somebody else. A critical test for patients’ trust in our organisation is how we respond when
things go wrong. Openness is comparatively easy when all is well, but can be far more
challenging in cases of actual or possible harm.
The impact and consequences of mistakes or errors can affect everyone involved and can be
devastating for individual staff or teams; this policy aims to ensure there is unequivocal,
sustained support for staff in reporting incidents and in being open.
Our approach to candour underpins a commitment to providing high quality of care,
understanding and sharing the truths about harm at an organisational as well as an individual
level, and learning from them. It is about our organisational values being rooted in genuine
engagement of staff, our clinical leadership building on professional accountability, and on
every member of staff’s personal commitment to the safety of patients.
The processes contained within this policy reflect those set out in Regulation 20 and in the
associated CQC guidance.
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2.

Definitions

The ‘Duty of Candour’ requirements reinforce the ‘being open’ principles by placing more
emphasis on organisational responsibility. While the Duty applies to organisations, not
individuals, it is clear that individual NHS staff must cooperate with it to ensure the Duty is
met.

2.1

Duty of Candour

Candour is defined in The Francis report:
“The volunteering of all relevant information to persons who have or may have been harmed
by the provision of services, whether or not the information has been requested and whether
or not a complaint or a report about that provision has been made.”
Unlike the existing professional and ethical duty which applies to all circumstances where a
patient is harmed when something goes wrong, the statutory Duty of Candour only applies to
incidents where a patient suffered (or could have suffered) unintended harm resulting in
moderate or severe harm or death or prolonged psychological harm (Table 1 – page 10
provides harm definitions).
The requirements of the Duty of Candour as set out by the regulations are as follows.
As soon as reasonably practicable after becoming aware that a notifiable safety incident has
occurred a health service body must—
(a)
(b)

notify the relevant person that the incident has occurred
provide reasonable support to the relevant person in relation to the incident,
including when giving such notification.

The notification to be given must:
(a)
(b)

(c)
(d)
(e)

be given in person by one or more representatives of the health service body,
provide an account, which to the best of the health service body’s knowledge
is true, of all the facts the health service body knows about the incident as at
the date of the notification,
advise the relevant person what further enquiries into the incident the health
service body believes are appropriate,
include an apology, and
be recorded in a written record which is kept securely by the health service
body.

This notification must be followed up in writing.
Incidents that result in no harm or low harm are not covered by the Duty of Candour.
Patients should still be informed of such events in line with being open, but the emphasis for
the Duty of Candour is on incidents that result in moderate harm, severe harm or death.

2.2 Being Open
Being open was described by the National Patient Safety Agency in 2009 as ‘discussing
patient safety incidents promptly, fully and compassionately’ adding that this ‘can help
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patient and professionals to cope better with the after effects’. The Being Open principles
are contained in Appendix 1.

2.3 Patient Safety Incident
A patient safety incident is defined as ‘Any unintended or unexpected incident that could
have or did lead to harm for one or more patients receiving NHS-funded healthcare (Seven
Steps to Patient Safety, NPSA 2003).

2.4 Serious Incident
Serious incidents requiring investigation are defined by the NPSA’s 2010 National
Framework for Reporting and Learning from Serious Incidents Requiring Investigation. This
definition was subsequently endorsed by NHS England’s Serious Incident Framework
(2013).
A serious incident is an incident that occurred during NHS funded healthcare which resulted
in one or more of the following;
•
•
•

•
•

Unexpected or avoidable death or severe harm of one or more patients, staff or
members of the public;
A never event - all never events are defined as serious incidents although not all never
events necessarily result in severe harm or death;
A scenario that prevents, or threatens to prevent, an organisation’s ability to continue
to deliver healthcare services, including data loss, property damage or incidents in
population programmes like screening and immunisation where harm potentially may
extend to a large population;
Allegations, or incidents, of physical abuse and sexual assault or abuse;
Loss of confidence in the service, adverse media coverage or public concern about
healthcare or an organisation.

Further guidance in relation to Serious Incidents is available in the Trust’s Incident Reporting
Policy. It is important to note that a Serious Incident is not necessarily the same as a Duty of
Candour notifiable incident, although there will be some cases where a serious incident is
also a notifiable incident.

2.5 Notifiable Incident
This describes an incident that needs to be notifed to the patient and/or their carer/family
under the Duty of Candour. A notifiable incident and a serious incident are not necessarily
one and the same.
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Notifiable Safety Incident
The regulations state that a “notifiable safety incident” means “any unintended or unexpected
incident that occurred in respect of a service user during the provision of a regulated activity that,
in the reasonable opinion of a health care professional, could result in, or appears to have
resulted in—
(a) the death of the service user, where the death relates directly to the incident rather than to the
natural course of the service user’s illness or underlying condition, or
(b) severe harm, moderate harm or prolonged psychological harm to the service user;
“prolonged psychological harm” means psychological harm which a service user has
experienced, or is likely to experience, for a continuous period of at least 28 days.”
Sir David Dalton and Professor Norman Williams at paragraph 52 of their review of the
threshold for the duty of candour ‘Building a Culture of Candour’ (2013) comment:
“We do, however, understand that recognition of a patient safety incident that leads to harm
is not necessarily straightforward. Indeed, the majority of harm that occurs is not a simple
case of one error leading to obvious identifiable harm. Most harm is a consequence of
multiple instances of sub-optimal care that are not necessarily obvious to those involved in
the delivery of care. It is therefore vital that the enforcement of the duty of candour is, as we
have said, proportionate, and is sensitive to the realities of healthcare.”
Essentially therefore, in the regulations the judgement as to whether an incident is notifiable
is down to the opinion of the healthcare professional. Any decision made regarding
notification by the healthcare professional must be clearly documented in the clinical notes,
demonstrating clear rationale for decisions made.
Example Scenario – A Fall
There will be many cases where a patient reports harm that may or may not have occurred
because of an error or mistake in the treatment they received. A dementia patient may fall on
the ward for example sustaining injuries that require a moderate increase in treatment. As the
patient did not sustain a fracture, this would not be classed as a Serious Incident. Everything
may have been done appropriately to care for that individual and the fall may simply be an
accident. However, the incident is almost certainly going to be something that you would want
to discuss with the ‘relevant person’ be that the patient or a relative.
It is possible that a review of the incident reveals that more could have been done to prevent the
fall - in which case the incident becomes a notifiable patient safety incident and the statutory
Duty of Candour applies.
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It is a matter of judgment from a healthcare professional that needs to be exercised on a
case by case basis to determine whether a notifiable incident has occurred. What may or
may not appear to be an incident at the outset may look very different once more information
comes to light, and may therefore mean an incident becomes notifiable under the Duty of
Candour.
It should be remembered that the whole point of the Duty is to ensure that patients are told
when harm occurs as a result of the care they receive. Where the degree of harm is not yet
clear but may fall into the moderate or above categories, then the relevant person must be
informed. It also may not be clear whether the incident or harm was as a result of the care
the patient received. If, after using professional judgement, there is uncertainty about
whether the incident is notifiable then the patient should be fully informed of the facts, and
should be kept informed until the conclusion of the episode.
Any decisions made, and the outcome of the decisions, must be recorded in the notes.

2.6

Relevant Person

The regulations use the term of the “relevant person” when describing the person who will be
informed of an incident in the Duty of Candour process. This may be the service user or
patient, or the person acting on their behalf. The term “relevant person” is therefore used
throughout this Trust policy.

Relevant Person
The regulations states that the “relevant person” means the service user or, in the following
circumstances, a person lawfully acting on their behalf—
(a) on the death of the service user,
(b) where the service user is under 16 and not competent to make a decision in relation to
their care or treatment, or
(c) where the service user is 16 or over and lacks capacity (as determined in accordance with
sections 2 and 3 of the 2005 Act) in relation to the matter.
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2.7 Level of Harm

Level of Harm
The regulations state that the Duty of Candour applies to incidents as follows:
a) the death of the service user, where the death relates directly to the incident rather than to
the natural course of the service user’s illness or underlying condition, or
(b) severe harm, moderate harm or prolonged psychological harm to the service user;
“prolonged psychological harm” means psychological harm which a service user has
experienced, or is likely to experience, for a continuous period of at least 28 days;
Moderate harm” means—
(a) harm that requires a moderate increase in treatment, and
(b) significant, but not permanent, harm;
“moderate increase in treatment” means an unplanned return to surgery, an unplanned readmission, a prolonged episode of care, extra time in hospital or as an outpatient, cancelling
of treatment, or transfer to another treatment area (such as intensive care);

Example Scenario – Pressure Ulcer
A multi-disciplinary team are caring for a patient who develops a Grade 3 pressure ulcer. This,
in line with Trust policy, is reported as a Serious Incident on Datix Web. As a grade 3 or 4
pressure ulcer may require a moderate increase in treatment and significant harm will be
experienced by the patient, this incident will almost certainly invoke the Duty of Candour. A
notification meeting therefore takes place with the relevant person.
Subsequently the Root Cause Analysis investigation reveals that everything was put in place by
the clinical team to help prevent the pressure ulcer – healthcare staff had evaluated the
patient’s clinical condition and pressure ulcer risk factors. The team had planned and
implemented interventions and had regularly evaluated the impact of the interventions. All care
and treatment had been appropriately recorded in the patient’s notes.
The incident was therefore unintended and unavoidable. The relevant person should still be
informed of the outcome of the investigation and should receive a full explanation of the facts.
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3.

Scope

This policy applies to all staff including permanent and temporary staff employed by the
Trust. The policy also applies to students, bank and locum staff, contracted staff and
volunteers. Every healthcare professional in the Trust must be open and honest with
patients when something goes wrong with their treatment or care which causes, or has the
potential to cause, harm or distress.
The Being Open principles (Appendix 1) and ethical duty of openess applies to all incidents
and any failure in care or treatment. The Duty of Candour applies to incidents whereby
moderate harm, significant harm or death has occurred.
There will be exceptions to implementing the Duty of Candour; there must be very sound
reasons, which must be clearly recorded, for not having the Duty of Candour principles
applied.
This policy deals with the information and methods of sharing of information with the relevant
person. Patients and those close to them will vary in how much information they want, and
when they want it. Some people will want as much detail as possible, including details of
rare risks, to those who ask health professionals to make decisions for them. There will
always be an element of professional judgement in determining what information should be
given. However, the presumption must be that the relevant person wishes to be well
informed about the risks and benefits of the various options. Where the relevant person
makes clear (verbally or non-verbally) that they do not wish to be given this level of
information, this should be documented.
The potential implications of not implementing the Duty of Candour requirements
As the Duty of Candour is a statutory requirement, non-compliance is a criminal offence.
Commissioners can withhold the cost of the episode of care or implement a fine of £10,000 if
the cost is not known. In addition, they can do any/all of the following:
•
•
•

Inform the CQC
Require that the Chief Executive send an apology and an explanation of the breach to
the patient/relatives
Publish details of the breach on the Trust web-site.

The CQC in their guidance relating to the Duty of Candour explain the approach they will be
taking to assess whether a provider is complying with the new regulation. The CQC’s key
lines of enquiry will be:
1. Are lessons learned and improvements made when things go wrong?
2. Are people who use services told when they are affected by something that goes
wrong, given an apology and informed of any actions taken as a result?
3. How does the leadership and culture reflect the vision and values, encourage
openness and transparency and promote good quality care?
4. Does the culture encourage candour, openness and honesty?
Incidents that are later uncovered or that have occurred within the care of another provider
On occasion, an incident that happened some time ago may be discovered. The incident
should be reported in the usual way on Datix Web, and agreement reached by the senior
clinician and the Patient Safety Team as to the most appropriate action to take. A delay in
discovering an incident does not mean the Duty of Candour does not apply. The processes
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however may require additional consideration in order that the patient is informed of the
incident with care to avoid unexpected shock or distress.
Incidents that are discovered that relate to care delivered by another provider will be
reported to a senior manager in that organisation, and to the commissioning body. That
organisation is then responsible for implementing the Duty of Candour. The Trust will work
in partnership with other providers to ensure the Duty of Candour applies as an economy
wide, patient-centered policy.

4.

Aim

Conversations between patients, families and staff about risk and the potential for harm are
essential for fostering a culture of candour, both as a means of preparing patients should
something happen, and in encouraging clinicians and healthcare staff to do the right thing
when errors occur.
The principle of this policy is to reinforce a ‘conversation of equals’ between people who use
our services and staff who provide the services. Having a candid conversation when
something goes wrong might not be so difficult if it is part of an on-going clinical relationship,
in which issues of risk and consent are clearly discussed with the patient from the outset.
This policy underpins the Trust’s values and aims to ensure:
•

The patient’s right to openness from the Trust is clearly understood by all staff;

•

That this right is integrated into the everyday business of the Trust;

•

The Trust learns from mistakes with full transparency and openness;

•

Patients and their families and carers can trust us to share information with them in an
open and collaborative way;

•

The Trust works in partnership with others to protect patients;

•

Trust staff ensure appropriate support is offered to the patient/families/carers/ and
colleagues and;

•

That line managers understand an individual or team may well require support during
and after an incident. Support for employees is available from the Employee
Counselling and Occupational Health Service and the Human Resources Department
in the Trust.

The following paragraph is taken from the Dalton and Williams review of the thresholds for the
Duty of Candour:
“The obligations and challenges of candour serve to remind us that for all its technological
advances, healthcare is a deeply human business. Systems and processes are necessary
supports to good, compassionate care, but they can never serve as its substitute. It follows
from this that making a reality of candour is a matter of hearts and minds more than it is a
matter of systems and processes, important as they can be. A compliance-focused approach
will fail. If organisations do not start from the simple recognition that candour is the right thing
to do, systems and processes can only serve to structure a regulatory conversation about
compliance. The commitment to candour has to be about values and it has to be rooted in
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genuine engagement of staff, building on their own professional duties and their personal
commitment to their patients”.
5. Responsibilities

5.1 Trust Board
The Board fully endorses the principles of being open and actively promotes an open,
honest and fair culture. The Trust Board will seek assurances that the principles and
processes set out in this policy work effectively to support the commitment to implementing
the Duty of Candour.
Employees involved in patient safety incidents in which a patient has been harmed can be
traumatised by the event. The Board ensures that systems are in place to provide support to
employees in these circumstances.

5.2 Chief Executive
The Chief Executive is ultimately responsible for the process of managing and responding to
the being open/Duty of Candour process and for the delegation of this role as required.

5.3 Executive Directors and Senior Management Team
The Service Directors and Senior Management Team are responsible for actively supporting
the Chief Executive with being open and the Duty of Candour principles and process.

5.4 The Patient Safety Group
The Patient Safety Group (PSG) is chaired by the Director of Nursing, and is attended by the
Directorate PSG Leads. The PSG reviews all Serious Incident investigation Root Cause
Analysis (RCA) reports to ensure the quality of the investigation is of a high standard, and
that associated action plans are comprehensive. The PSG will monitor Route Cause
Analysis reports to determine whether the principles of being open and the Duty of Candour
have been followed appropriately in each case.

5.5 Professional Bodies and Trade Union organisations
The above bodies accept the responsibility of working with the Trust on issues with the
shared intention of investigating and learning from incidents. Trade Unions can play a vital
role in representing employees in individual matters and supporting them through difficult
and stressful situations.

5.6 The Director of Nursing and Medical Director
The Director of Nursing and Governance and the Medical Director are jointly responsible for
ensuring the effective implementation of the Being Open and the Duty of Candour is
reported to the PSG and Quality Board.

5.7 Line Managers’ Responsibility
It is the responsibility of all Trust managers to support employees to comply with this policy
and to ensure members of their teams are aware of this duty.
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5.8 Employee Responsibility
All employees must comply with their relevant professional code. A joint statement on
candour has been issued by the following professional healthcare regulators:
• General Chiropractic Council
• General Dental Council
• General Medical Council
• General Optical Council
• General Osteopathic Council
• General Pharmaceutical Council
• Nursing and Midwifery Council
• Pharmaceutical Services of Northern Ireland
All employees must understand their duty for being open and must demonstrate the
principles of being open in their work.
All employees who become aware of an incident or near miss having occurred must follow
the Trust Incident Reporting Policy and apply the principles of being open and the Duty of
Candour throughout these processes.
All employees dealing with patients or relatives should abide by the Trust’s complaints
process and advise who patients or carers should write to if they wish to formalise a
complaint.
Employees who are concerned about the non-reporting or concealment of incidents, or
about on-going practices which present a serious risk to patient safety, must raise their
concerns either through established governance routes or through the Trust’s ‘Raising
Matters of Concerns (Whistleblowing) policy.

5.9 Investigation Leads
An Investigation Lead must have received training in undertaking Root Cause Analysis
(RCA) and be able to demonstrate competence with this skill. The Investigation Lead could
be the point of contact throughout an investigation between the patient, the family and the
Trust if it is agreed that this is most appropriate approach. This communication role can be
undertaken by another person such as the lead clinician or senior manager if this is more
appropriate, but whoever the contact is must be recorded in the clinical notes and the RCA
documentation.

5.10

Senior Clinician

The Patient Safety Team will determine whether the incident is notifiable and communicate
this to the clinical team.

5.11

Notifying the Relevant Person

In making a decision about who is most appropriate member of staff to lead on the
notification discussion and apology, the member of staff’s seniority, relationship to the
person using the service, and experience should all be considered. Issues of consent and
confidentiality and will determine who will lead on the discussions with the relevant person.
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Children and Young People
Young people are owed the same duties of care and confidentiality as adults. Confidentiality
may only be broken when the health, safety or welfare of the young person, or others, would
otherwise be at grave risk.
Where a child or young person is judged to have the mental capacity and the emotional
maturity to understand the information provided (refer to the Fraser guidelines
http://www.fpa.org.uk/factsheets/under-16s-consent-confidentiality), then he/she should be
involved directly in the Duty of Candour process following a notifiable patient safety incident.
Where children are deemed not to have sufficient maturity or ability to understand,
consideration needs to be given to whether information is provided to the parents alone or in
the presence of the child. In these instances the parents’ or legal guardian’s views on the
issue should be sought. More information can be found in the Trust Consent to Treatment
policy.

6.

Training

All new employees of the Trust are made aware of the ‘Being Open’ process and Duty of
Candour as part of the induction programme.
All Investigation Leads receive RCA training before undertaking an investigation. The Duty
of Candour processes form part of this training.
Awareness of the being open principles will be promoted to all staff through Oxleas One and
existing Quality Governance structures.
A Quick Reference Guide to the Being Open principles and the Duty of Candour is contained
in appendix 2 and 3.
A blog will be available on the intranet, explaining the principles of the Duty to staff.

7.

Support and Advice for Staff

It is very rare for staff in healthcare to go to work with the intention of causing harm or failing
to do the right thing. While we do all we can to minimise risks, it will never be possible to
eliminate them fully. It should be acknowledged from the outset that many ‘human factors’
can increase the risk of incidents occurring such as:
•
•
•
•
•

Workload
Distractions
Physical environment
Physical demands
Device/product design.

and that it is uncommon for any single action or ‘failure’ to be wholly responsible. The focus
following an incident should always be on learning and prevention rather than individual
blame.
Involvement in an incident and particularly a serious incident can have profound
consequences on staff members who may experience a range of reactions. The high
personal and professional standards of most clinicians and other staff may make them
particularly vulnerable to these experiences. Different individuals will have differing
responses to the same incident and support should always therefore be tailored to the
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individual. The Human Resources team is able to advise on resources available in the
Trust, but the support of close team members and managers is invaluable for the staff
involved, and for taking forward learning from the event.
•

The initial level of support is provided by line managers for employees involved in a
patient safety incident.

•

The second level of support is provided by appropriate Senior Managers and may
include guidance from professional leads. Further escalation may be required
depending on the severity of the incident.

•

A further level of support is provided by the Executive Directors who participate in the
24 hour on call rotas.

Learning from serious events in the Trust has taught us that that practitioners or teams who
work in isolated services or have lone working practices may be more likely to need support.
These staff also need to be able to assure their Line Managers and the Trust that they are
acting in an open and candid manner with patients.

8.

Being Open and Duty of Candour Processes

Most clinicians will find themselves in the difficult position of having to discuss harm or
potential harm with a patient at some time in their career. The following guidance provides a
framework for staff to work to. It is recognised however that many scenarios do not always
follow predetermined processes, and staff must use their own professional judgement in
deciding, for example, when is the right time to talk to patients and families/carers. There is
no substitute for clinical and professional expertise and compassionate care.
A summary of the stages involved in this process is provided in Appendix 2 together with a
flow chart in Appendix 3.
Stage One
Incident Identification and Reporting
Firstly any actions that can be taken immediately to reduce the risk of harm to the patient
must be implemented.
The initial facts of the incident should be established and an assessment of the level of harm
that has happened to the patient as a result of the incident (see table below) should be
undertaken.
Incident
No harm

o

(including prevented patient
safety incidents)
Low harm

o

o

Action
Patients are not usually contacted or involved in
investigations and these types of incidents are outside
the scope of the Duty of Candour. Openness is remains
best practice, but there is no requirement to follow the
Duty of Candour processes.
Unless there are specific indications or the patient
requests it, the communication, investigation and
analysis, and the implementation of changes will occur
at local service delivery level with the participation of
those directly involved in the incident.
Communication should take the form of an open
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o

o

Moderate harm
Severe harm
or death

o
o

discussion between the staff providing the patient’s care
and the patient and/or their carers.
Reporting to the operational managers will occur through
standard incident reporting and will be analysed centrally
to detect high frequency events.
Review will occur through aggregated trend data and
local investigation.
Where the trend data indicates a pattern of related
events, further investigation and analysis may be
needed.
Openness is remains best practice, but there is no
requirement to follow the Duty of Candour processes for
incidents that result in this level of harm. .
The Duty of Candour policy is implemented.
It may be necessary to inform the relevant Senior
Manager. For Never Events senior manager must be
informed immediately and for the most serious incidents,
the Patient Safety Team will also need to be contacted
as quickly as possible to ensure everyone who needs to
know is informed. The Trust operates within openness
principles with our commissioners and regulators, and
we will inform these organisations of the incident and the
management plans as soon as possible.

All incidents must be reported onto DatixWeb (refer to the Trust’s Incident Reporting Policy).
The incident report must be completed as soon as possible after the incident has been
discovered, and always within 48 hours of detecting the incident. Datix Web will (from April
2015) ask the person reporting the incident whether the Duty of Candour has been applied in
the incident.
Stage Two
Being Open
There are a set of principles for being open (Appendix 1) that staff should refer to when
communicating with the relevant person following an incident in which the patient/service
user was harmed.
Mental Capacity
Where the patient or service user is assessed as not having the capacity to make a decision
in relation to their care or treatment, or where the patient/service user is under 16 and
deemed not to have the necessary competency, then the most appropriate relevant person
should be notified of the incident.
Confidentiality
Details of a patient’s care and treatment should at all times be considered confidential.
Where the Duty of Candour would include providing confidential information to family or
carers, then the consent of the individual concerned should be sought prior to disclosing
information. This consent or denial of consent to share should be recorded in the clinical
notes and subsequent RCA documentation.
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Communication with parties outside of the clinical team should be on a strictly need-to-know
basis and, where practicable, records should be anonymised.
Further advice is available in the Trust’s Consent to Treatment Policy and Code of Conduct
for Employees in Respect of Confidentiality.
The Relevant Person Cannot be Contacted or Declines to Have Further Information
If, after discussion, the patient says they do not want more information, then the possible
consequences must be explained to them. It should be made clear that they can change
their mind and have more information at any time.
All Duty of Candour conversations must be recorded in the notes including instances when
the patient has declined the offer of further information.
Where a relevant person cannot be contacted, a clear written record must be kept of the
attempts made to contact or speak to the relevant person. This should evidence that every
reasonable effort was made to contact the person by stating how many attempts were made,
who by and when.
Stage Three
The initial ‘being open’ communications will vary according to the individual needs of the
relevant person, the severity grading of the incident, clinical outcome and family
circumstances for each specific event. The most senior clinician on the clinical shift should
coordinate this initial communication, ensuring that the relevant person receives clear,
unambiguous explanation of the event and the next steps to be taken. It is also vital that
staff involved in the incident receive appropriate support from the outset.
The following is intended as broad advice as it is recognised that the vast majority of clinical
staff have extensive, highly tuned communication skills.
Apology
Where a patient safety incident has caused harm, an apology must be offered to the relevant
person – a sincere expression of sorrow or regret for any possible harm and distress
caused.
Guidance from the NHS Litigation Authority (2009) states:
“It is both natural and desirable for clinicians who have provided treatment which produces
an adverse result, for whatever reason, to sympathise with the patient or the patient’s
relatives; to express sorrow or regret at the outcome; and to apologise for shortcomings in
treatment. It is most important to patients that they or their relatives receive a meaningful
apology. We encourage this, and stress that apologies do not constitute an admission of
liability. In addition, it is not our policy to dispute any payment, under any scheme, solely on
the grounds of such an apology.”
Clarity of Communication
The individual communication needs of the relevant person, for example, linguistic or cultural
needs, learning disabilities, or sensory impairments must be considered and taken into full
account before any discussion takes place. This involves consideration of circumstances
that can include a patient requiring additional support, such as an independent patient
advisor or a translator.
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The relevant person should be fully informed of the issues surrounding the patient safety
incident and its consequences in a face to face meeting.
The facts that are known should be explained. When talking to the relevant person about
the incident staff must use clear, straightforward language and be honest with responses to
any questions that are raised.
The relevant person should be informed that an incident analysis will be carried out and
more information will become available as this progresses.
It should be made clear to the relevant person that new facts may emerge as the incident
analysis proceeds.
The relevant person’s understanding of what happened should be established from the
outset, as well as any questions they may have.
There should be consideration and formal noting of the relevant person’s views and
concerns, and demonstration that these have been heard and taken seriously.
An explanation should be given about what will happen next in terms of the long term
treatment plan for the patient as well as the incident analysis findings.
Information on likely short and long-term effects of the incident (if known) should be shared.
An offer of practical and emotional support should be made to the relevant person.
Patients, family and/or carers might be anxious, angry and frustrated, even when the
discussion is conducted appropriately. It is essential that staff are not drawn into speculation,
attribution of blame, denial of responsibility or the provision of conflicting information.
Stage Four
The Investigation
For Serious Incidents, the Investigation Lead will undertake the RCA as set out in the Trust’s
Incident Investigation Policy. They will meet with the employee(s) directly involved in the
incident to establish the facts.
Where an incident is notifiable but does not meet the critieria for a Serious Incident, then this
will be classed as a ‘Significant Event’ and an RCA must be undertaken.
The actions above should be followed by a letter to the patient/relatives with an offer of a
meeting, if this is appropriate. This should be written by the most appropriate person. This
may be before the conclusion of the investigation. An example template letter is provided in
Appendix 4.
The letter should advise the patient of the independent advocacy service available to support
and assist them.
Stage Five
Communication with the Relevant Person – the Notification Meeting
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A meeting with the relevant person should be arranged as soon as possible after the incident
has happened to notify them of the incident. This meeting should always take place within 10
working days of the incident being discovered.
It may be appropriate for more than one member of staff to meet with the relevant person for
support or for additional information.
At the meeting the nominated member of staff should follow the procedure below.
•

If known, explain what went wrong and where possible, why it went wrong;

•

Inform the patient and/or relative(s) and others what steps are being/will be taken to
prevent the incident recurring;

•

Offer an apology:

•

Provide opportunity for the patient and/or relatives and others to ask any questions;

•

Agree with the patient and/or relatives and others any future meetings as
appropriate;

•

Suggest any sources of additional support and counselling and provide written
information if appropriate.

•

Inform the relevant person that they will receive a written summary of the incident
and that they will be, if they wish, be informed of progress with the investigation. The
relevant person will also receive a copy of the final investigation report.

Wherever possible a named contact should be provided who the relevant person can speak
to regarding the incident. This can be a manager in the clinical team or another member of
staff who has the skills and knowledge to undertaken this role. It is vitally important that
whoever is named as the contact is made aware of this, agrees to the role and is furnished
with all of the information they may need to ensure clear and honest communication takes
place.
The senior manager/clinician for the service should be informed of the outcome of any
meeting.
The communication and outcome of the notification must be clearly recorded in the clinical
notes by the person who has informed the patient/family.
A letter should then be written to the relevant person setting out what was explained at the
notification meeting. The letter should be drafted immediately after the notification meeting
and forwarded to the senior manager for approval prior to sending out. The letter must
contain all the information that was provided at the initial notification meeting.
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The regulations state that the notification given must be followed by a written notification given or
sent to the relevant person containing—
(a) the information provided,
(b) details of any enquiries to be undertaken,
(c) the results of any further enquiries into the incident, and
(d) an apology.

Any Duty of Candour letters arising out of the notification meeting must be signed off by the
senior manager and a copy kept in the clinical notes.
If, for whatever reason, the patient cannot be contacted in person or declines to speak to
anyone from the Trust in relation to the incident, then the above processes do not apply but
a written record must be kept of the attempts made to contact or to speak to the relevant
person.
Stage Six
Investigation Closure and Learning
The full RCA report will be presented to the PSG. This will include details of how the Duty of
Candour has been implemented.
Once the incident is signed off for closure by the Chief Executive, a letter should be sent to
the relevant person together with the anonymised investigation report and action plan. The
supporting letter should provide information in the event that the individual wishes to pursue
legal action against the Trust. This letter will be signed off by the Service Director or their
nominated deputy.
If the RCA is not available within the usual time frame for closure, a letter should be sent to
the relevant person to provide an explanation as to when they can expect to be provided
with additional details. This letter should clarify the information previously provided, reiterate
key points, and record action points and future deadlines. This letter should also provide
information in the event that the individual wishes to pursue legal action against the Trust.
All learning from the incidents must be cascaded via the Directorate Patient Safety Groups.
This information will be relayed to Trust Board through the Director of Nursing and
Governance Quality Report.
The outcome of reports must also be shared with any other healthcare organisation or
relevant stakeholder as appropriate to optimise learning from the incident.

21

9.

Documentation

All correspondence should be held in accordance with Trust’s Records Management Policy.
With specific relation to the Being Open/Duty of Candour the clinical records must:
•

Record the sharing of any facts that are known and agreed with the relevant person;

•

Record how it has been agreed that the relevant person will be kept informed of the
progress and results of that investigation;

•

Record, where appropriate, a full apology to the patient and their family/carers;

•

Record any explanation given of the likely short and long-term effects of the incident;

•

Contain copies of any letters sent to the relevant person;

•

Record an offer of appropriate practical and emotional support.

10.

Performance/Disciplinary Issues

As previously described, the Trust will strive to identify the underlying causes of patient
safety incidents (i.e. systems failures or latent conditions) through RCA processes. The
incident decision tree http://www.ahrq.gov/downloads/pub/advances/vol4/meadows.pdf
supports this process and provides a straightforward guidance tool to support a fair and just
approach to patient safety incidents. The tool aims to support clinicians and managers in
understanding when safety incidents should be attributed to systemic or organisational
issues, as well as identifying the occasions when there may be individual culpability for an
incident.
The purpose of the tool is to support building a just and fair safety culture that moves away
from inappropriately blaming individual staff for safety incidents when these are more often
the result a combination of human, organisational, technological and system factors.
Where concerns are identified about the performance of staff, the Trust’s Human Resources
policies will be invoked.
This will particularly be the case in matters where safeguarding issues are identified.
The appropriate professional body (GMC/NMC etc.) may also need to be notified.
11.

Monitoring the Policy

Monitoring implementation will be undertaken by the Patient Safety Group by when agreeing
the closure of incident reports. The outcome of this will be reported to the Quality Board.

A questionnaire will be issued to staff who have been involved in Duty of Candour incidents in
order to establish what extra support and resources need to be put in place to support staff in
this process.
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APPENDIX 1

The 10 Principles of Being Open - Being open involves apologising when something
has gone wrong, being open about what has happened, how and why it may have
happened, and keeping the patient and their family informed as part of any subsequent
review.
1. Principle of Acknowledgement
All patient safety events should be acknowledged and reported as soon as they are
identified. In cases where the patient, their family and carers inform healthcare employees
that something has happened, their concerns must be taken seriously and should be treated
with compassion and understanding by all employees. Denial of a person’s concerns or
defensiveness will make future open and honest communication more difficult.
2. Principles of Truthfulness, Timeliness and Clarity of Communication
Information about a patient safety incident must be given in a truthful and open manner by
an appropriately nominated person. Communication should be timely, informing the patient,
their family and carers what has happened as soon as is practicable, based solely on the
facts known at that time. It will be explained that new information may emerge as the event
investigation takes place. Patients, their families and carers and appointed advocates should
receive clear, unambiguous information and be given a single point of contact for any
questions or requests they may have.
3. Principle of an Apology
Patients, their families and carers should receive a meaningful apology - one that is a
sincere expression of sorrow or regret for the harm that has resulted from a patient safety
event or that the experience was poor. Both verbal and written apologies should be offered.
Saying sorry is not an admission of liability and it is the right thing to do. Verbal
apologies are essential because they allow face to face contact, where this is possible or
requested. A written apology, which clearly states the organisation is sorry for the suffering
and distress resulting from the patient safety event, should also be given.
4. Principle of Recognising Patient and Carer Expectations
Patients, their families and carers can reasonably expect to be fully informed of the issues
surrounding a patient safety incident, and its consequences, in a face to face meeting with
representatives from the organisation and/or in accordance with the local resolution process
where a complaint is at issue. They should be treated sympathetically, with respect and
consideration. Confidentiality must be maintained at all times. Patients, their families and
carers should also be provided with support in a manner to meet their needs. This may
involve an independent advocate or an interpreter. Information enabling to other relevant
support groups will be given as soon as possible and as appropriate.
5. Principle of Professional Support
The Trust has set out to create an environment in which all employees are encouraged to
report patient safety events. Employees should feel supported throughout the patient safety
event investigation process; they too may have been traumatised by the event. Resources
available are referred to within the respective Trust policies, to ensure a robust and
consistent approach to patient safety event investigation. Where there are concerns about
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the practice of individual employee the Trust’s Human Resources department must be
contacted for advice. Where there is reason to believe an employee has committed a
punitive or criminal act, the Trust will take steps to preserve its position and advise the
employee at an early stage to enable them to obtain separate legal advice and/or
representation. Employees should be encouraged to seek support from relevant professional
bodies. Where appropriate, a referral will also be made to the Independent Safeguarding
Authority.
6. Principle of Risk Management and Systems Improvement
Root Cause Analysis (RCA) or similar techniques should be used to uncover the underlying
causes of patient safety events. Investigations at any identified level will however focus on
improving systems of care, which will be reviewed for their effectiveness. Being open is
integrated into patient safety incident reporting and risk management policies and
processes.
7. Principles of Multi-Disciplinary Responsibility
Being open applies to all employees who have key roles in patient care. This ensures that
the Being open process is consistent with the philosophy that patient safety incidents usually
result from system failures and rarely from actions of an individual. To ensure multidisciplinary involvement in the Being open process, it is important to identify clinical and
managerial leaders who will support this across the health and care agencies that may be
involved. Both senior managers and senior clinicians will be asked to participate in the
patient safety incident investigation and clinical risk management as set out in the respective
Trust policies and practice guidance.
8. Principles of Clinical Governance
Being open involves the support of patient safety and quality improvement through the
Trust’s clinical governance framework, in which patient safety incidents are investigated and
analysed, to identify what can be done to prevent their recurrence. It is a system of
accountability to ensure that these changes are implemented and their effectiveness
reviewed. Findings are disseminated to employees so they can learn from patient safety
incidents. Audits are an integral process, to monitor the implementation and effects of
changes in practice following a patient safety incident.
9. Principle of Confidentiality
Details of a patient safety incidents should at all times be considered confidential. The
consent of the individual concerned should be sought prior to disclosing information beyond
the clinicians involved in treating the patient. The Trust will anonymise any incident it
publishes but still seek the agreement of those involved.
Where it is not practicable or an individual refuses consent to disclosure, disclosure may still
be lawful if justified in the public interest or where those investigating the patient safety event
have statutory powers for obtaining information. Communications with parties outside of
those involved in the investigation will be on a strictly need to know basis. Where possible, it
is good practice to inform the patient, their family and carers about who will be involved in
the investigations before it takes place, and give them the opportunity to raise any
objections.
Consent and duty to inform for incidents involving patients in Offender Health will be dealt
with in accordance with the normal prison protocol.
10. Principle of Continuity of Care
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Patients will continue to receive all usual treatment and continue to be treated with respect
and compassion.
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APPENDIX 2

Brief Summary of the Stages in the Duty of Candour Process

Requirement under Duty of
Candour
For incidents where moderate
harm, serious harm or death has
occurred, the relevant person
must be informed.

Initial notification of incident
must be verbal (face-to-face,
where possible) unless the
relevant person declines
notification or cannot be
contacted in person. Sincere
expression of regret or sorrow
must be provided verbally. This
must be recorded in the notes.
Step-by-step explanation of the
known facts must be offered to
the relevant person.
Written notification to the
relevant person. The written
notification should outline the
facts discussed at the
notification meeting and include
a sincere expression of regret or
sorrow.
Maintain full written
documentation of any meetings.
If meetings are offered but
declined this must be recorded
Share incident investigation
report (including action plans)
with an accompanying letter.

Responsible Person/Department

Timeframe

On receipt of the Datix Web
notification the Patient Safety Team
will determine Duty of Candour
requirements and inform the
Associate Director/Directorate
Patient Safety Lead.
The nominated staff member

As soon as possible after
the incident has been
detected and reported but
always within 10 working
days of the incident
As above.

As above

As above

As above. All letters must be
approved by the Service Director or
their nominated deputy.

As above (template letter
available for guidance only
– all letters must be
personalised and tailored to
the individual needs of the
person receiving the letter).

As above. All follow-up letters to
patients/ relatives to be approved for
release by the Service Director or
their nominated deputy.
Investigating Officer or other
nominated person. Letter to be
approved by Service Director or their
nominated deputy.

As soon as reasonably
practicable but always
within 25 working days of
report being signed off as
complete and incident
closed by the Chief
Executive.
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As soon as incident occurs

Provide immediate
support and assistance to
the patient and any staff
affected by the incident.

Within 10 working days of incident being
reported

Within 28 days of the incident
being reported

Notify patient that the incident has
occurred and establish whether patient
consents to share information with
family/carer

Investigation Lead conducts
investigation using Root Cause
Analysis

Within 10 working days of
investigation being
closed by the Chief Executive
Offer to provide the
patient/next of kin with
the findings of the
investigation report

Notification must ...
Be verbal

Be conducted in person

Offer interim update to patient/family during
the course of the investigation and provide
appropriate support to patient and staff.

Record incident on Datix

Patient Safety Team will
notify the Associate
Director/Directorate PSG
Lead to define Duty of
Candour roles

Be conducted by the department
involved and include the Senior
Clinician whenever possible
Provide all facts currently
known about the incident

Maintain full written records of any meeting
or other contact with the relevant person in
relation to the incident

Provide copy of
investigation together
with letter.

Include an appropriate apology
Record any refusal by the patient/family of a
meeting or other contact or information in
relation to the incident
Be supplemented by a written
notification
Written Notification to
be uploaded into RiO
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Appendix 4

Guidance letter template for initial communication letter in accordance with
requirements of Duty of Candour.
NB This is provided purely for guidance. All letters must be personalised and tailored
to the individual needs of the person receiving the letter.

Dear Mrs/Mrs xxxxxxxxxxx
I am writing to express my sincere regret that (you/your relative XXXXX) has been involved
in an incident whereby ……………(describe event here). As a Trust we are committed to
being open with patients and carers when events such as these occur so that we gain a
shared understanding of what happened, and what we can do to prevent such an incident
occurring again in the future.
An investigation is already underway to try and establish the cause of the incident. If you
would like to meet with a member of staff to discuss this, please let me know within the next
two weeks, and we will arrange a mutually convenient time and place to meet.
There is an independent advocacy service available to support and assist you in this who
can be contacted on XXXXXXX.
Staff member XXXXX is acting as your lead contact for the duration of the investigation.
They can be contacted by email on xxxxxxxxxxxxxxx or on telephone number xxxxx xxxxxxx
Yours sincerely
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Board of Directors
2 July 2013
Agenda item

Well Led Review Recommendations

Item from

Stephen Firn, Chief Executive Officer

Attachments

Well Led Review Draft Action Plan

Item
Enclosure

12
11

Summary and Highlights
Following the discussions at the informal Board meeting on 4 June, our draft action plan covering
the 25 recommendations in the Well Led Review has been updated.
The action plan details:
2 completed recommendations
3 rejected recommendations
20 agreed recommendations which will be implemented by March 2016. Against each
recommendation the plan provides details of progress to date; person responsible for
implementation; and timescale for completion.

Changes to risk register

New risks identified

Recommendations
The Board agree the action plan.

Previous
rating

New rating

Rating

Well Led Review Deloitte Recommendations – Draft Oxleas Action Plan
Completed recommendations
Ref

Recommendation

Status

Progress update

Lead

R3

Clarify terminology between Corporate
Risk Register and Board Assurance
Framework within the Risk
Management Framework

Agreed and
actioned

Associate Director, Quality
and Governance

Ensure there is accurate recording of
discussions and actions at the
performance management meetings.

Agreed and
actioned

The Risk Management Framework has been updated to
clarify that the terms Corporate Risk Register and Board
Assurance Framework are used interchangeably. The
Corporate Risk Register has all the expected elements of a
Board Assurance Framework.
All action points to be recorded.

R14

Timescale for
completion
Completed April 2015

Risk Manager
Deputy Chief Executive and
Director of Service Delivery

Completed April 2015

Recommendations not being taken forward
Timescale for
completion
April 2016

Ref

Recommendation

Status

Progress update

Lead

R7

Consider undertaking an annual
organisational effectiveness report to
provide assurance to the Board on the
various building blocks of organisational
culture and leadership
Change the Chair of the Business
Committee to another member of the
Board once the Trust Chair retires
Consider reducing the size of the Council
of Governors to be in line with peers

Not agreed

•

This assurance will be incorporated into annual report
for 2015/16

Associate Director of Corporate
Affairs

Not agreed

•

The New Chairman

November 2015

Not agreed

•

Business Committee will continue to be chaired by
Chairman as this arrangement is working well. The
new Chair may wish to reconsider
It has been agreed that there is no value in taking this
action forward at this time.

Chairman

May 2015

R11

R17
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Associate Director, Corporate
Affairs and Trust Secretary

Recommendations being taken forward
Timescale for
completion
October 2015

Ref

Recommendation

Status

Proposed action/Progress update

Lead

R1

Introduce Board Member only sessions
to discuss strategy formulation

Agreed

Chairman

R2

Amend the business case evaluation
process by explicitly including outcomes
expected from the business case and
how and when those outcomes will be
monitored.
Implement a single automated system
for risk management to replace the
Word based risk registers.

Agreed

• It was agreed the Board would spend more time on
strategy and planning.
• The proposal is to have three full day strategy sessions
each year, the morning with service directors and clinical
directors and the afternoon with the Board only. This
would mean that the formal Board of Directors would
meet nine times a year.
• Criteria for the evaluation of business case to be agreed
by the Business Committee. Finance Director to bring
paper to Business Committee.

Finance Director

September 2015

•

Associate Director, Quality
and Governance

September 2015

Consider improving regular access to
risk registers at ward manager level.
Formally communicate the Quality
Impact Assessment process, approach
and timescales to directorates.

Agreed

•

March 2016

Agreed

•

Associate Director, Quality
and Governance
Medical Director

R4

R5
R6

Agreed

•

•
R8

Improve incident reporting feedback
mechanisms to staff.

Agreed

•

R9

Enable the Executive Team to spend
more time to ‘tell the story’ of key
learning from serious incidents to staff
providing direct care to service users
and carers.

Agreed

•
•
•

Datixweb for Risk Management and Hotspots has been
purchased and configured to meet our needs
All risk registers to be transferred onto new system and
staff trained on the new functionality
Introduce risk register awareness sessions for staff
following introduction of Datixweb Risk Management.
A process has been agreed which includes discussion at
the joint finance and quality leads meetings with
directorates
Quality impact update to be presented to the Annual Plan
meeting
To ensure processes are in place across all teams to
discuss incidents and embedded learning
Discussing options that will help us embed this better
To include in Terms of Reference for L5 Inquiries
Following completion of L5 inquiry panel members will
identify who will tell the story and to which teams
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September 2015

Director of Nursing
Director of Therapies
Director of Nursing with
Service Directors and
Clinical Directors
Chief Executive

July 2015

July 2015

Timescale for
completion
July 2015

Ref

Recommendation

Status

Proposed action/Progress update

Lead

R10

Improve the extent of sharing good
practice across directorates by creating
opportunities within the current
meeting structures, and building on the
request from the Medical Director to
have protected time to discuss quality.
Rename the Governance Board to
reflect its focus on risk management
e.g. Risk Committee

Agreed

• Directorate senior management teams to ensure that
teams discuss quality
• Directorate Quality Boards and sub-groups to provide
feedback to teams and receive updates

Medical Director and Deputy
Chief Executive/Director of
Service Delivery

Agreed

The Informal Board agreed with all these proposals to reduce
areas of duplication and provide clarity on where strategic
and operational responsibilities lie.

Chief Executive and Associate
Director, Corporate Affairs

Sept 2015

R11

Change the Quality Board to become a
first tier Board Committee

Rewrite terms of reference and review membership of each
of these groups.

Dissolve the Compliance Board and
distribute its responsibilities elsewhere

R12
R13
R15
R16
R18

Change 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.
Monitor NED attendance at all Board
Committees, where NED membership is
included within the terms of reference.
Introduce the use of action trackers for
all Board and Board Committee
meetings.
Extend the use of Datix Web for
recording and tracking actions from all
clinical audits (priority A and B).
Consider stakeholder engagement on a
tripartite basis in respect of boroughwide issues.

Agreed

As R11

Chief Executive and Associate
Director of Corporate Affairs

Sept 2015

Agreed

• Attendance will be reviewed and reported in annual
report

Associate Director of
Corporate Affairs

April 2016

Agreed

•

Associate Director of
Corporate Affairs

November 2015

Agreed

• Trustwide priority clinical audit recommendations are
now being recorded on Datixweb

Associate Director, Quality
and Governance

July 2015

Agreed

•

Head of Stakeholder
Engagement

July 2015

Process for this to be developed.

To be incorporated into future consultations and
communication where appropriate and achievable.
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Ref

Recommendation

Status

Proposed action/Progress update

Lead

R19

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

Agreed

•

Deputy Chief Executive/
Director of Service Delivery

•
R20

R21
R22

R23

R24
R25

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

Agreed

Agreed
Agreed

•

The Board received a presentation from Steve James and
Paul Ward and agreed to increase partnership working
with the Third Sector as outlined in Service Development
Strategy.
Business Committee and Marketing Group to have
oversight
The Informal Board agreed to introduce a single report
using 4 or 5 indicators from each existing report to
create an integrated report

• A further meeting to discuss integrated reporting has been
arranged for 30 June 2015
• This is to be linked to the integrated Board report once
agreed
• NHS Benchmarking data to inform quality report and
service redesign and evaluation.

Agreed

The Board to revisit this and agree the KPIs following
implementation of recommendations R20-R22

Medical Director

Timescale for
completion
July 2015

December 2015

Director of Informatics

Director of Informatics /
Medical Director
Medical Director
Deputy Chief
Executive/Director of Service
Delivery
Medical Director
Director of Informatics

December 2015
September 2015

March 2016

Agreed

•

A proposal to be put forward to the newly constituted
Risk Committee

Director of Informatics

October 2015

Agreed

•

Data quality assurance has been implemented for the
Monitor KPIs. Informatics to review if this can be
extended to other Trustwide priorities

Director of Informatics

September 2015
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Board of Directors
2nd July 2015
Agenda item

Council of Governors update

Item from

Dave Mellish, Chair

Attachments

Front Sheet only

Item
Enclosure

13
12

Summary and Highlights
This is a verbal item.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Board of Directors
2nd July 2015

Item
Enclosure

14
13a&b

Agenda item

Proposed Changes to the Constitution of Oxleas NHS Foundation
Trust

Item from

Sally Bryden, Trust Secretary

Attachments

a) Briefing paper
b) Model election rules

Summary and Highlights
Our Constitution is based on the model constitution developed by Monitor and it provides the framework by
which we as a foundation trust operate. The Constitution is not a static document but one that is adapted to
reflect how we develop as an organisation.
We have taken forward work developed by Ann Rozier with Capsticks, our lawyers, to update our
Constitution. Following advice from Capsticks, we are proposing to take the Constitution forward in three
stages. These were discussed at June’s Board meeting and are outlined in the attached paper.
Stage one is now complete as both the Board of Directors and the Council of Governors have noted the
updated Constitution.
The Board is now asked to agree to proposed Stage 2 and 3 changes as outlined in the attached paper.

Recommendations
The Board agrees the proposed changes to the Constitution.

Updating our Constitution
Background
Our Constitution is based on the model core constitution developed by Monitor and it provides the
framework by which we as a foundation trust operate. The Constitution is not a static document but
one that is developed principally by the consensus of the Board of Directors and the Council of
Governors (who are elected and/or appointed to represent members of the foundation trust) to
reflect how we develop as an organisation.
Having moved into new roles, Jo and I have picked up the work developed by Ann Rozier with
Capsticks, our lawyers, to update our Constitution. Following advice from Capsticks, we are
proposing to develop the Constitution in three stages, as noted by the Council of Governors and
Board of Directors with respect to Stage One and as agreed by a majority of the Council of Governors
and the Board of Directors present and voting at a meeting in respect of Stage Two and Stage Three.
Stage One
Capsticks have updated our Constitution to reflect the changes that were agreed at previous Annual
Members’ Meetings. This updated version has been noted by both the Council of Governors and the
Board of Directors. We will now send this version to Monitor as the new Oxleas Constitution with a
note that this version will be pending further changes.
This stage is now complete
Stage Two
Due to changes in how we are organised and changes in other parts of the health system, there are
other areas in the Constitution which require updating. Some do not affect the powers/duties/role
of the Council of Governors and can therefore be agreed by a majority of the Council of Governors
and the Board of Directors present and voting at a meeting. These proposals are described below.
Other changes will need to also be agreed by the membership at our Annual Members’ Meeting,
these are described in Stage Three.
The following changes are being suggested which can be made once agreed by a majority of the
Council of Governors and Board of Directors present and voting at a meeting:
1. Removal of references to organisations, processes, and legislation that no longer exist.
These include:
• Audit Commission
• Strategic Health Authority
• Criminal Records Bureau (to be replaced with Disclosure and Barring Service)
• Removing reference to the Patients’ Forum

•
•
•

Removing the transition schedule as we have been a foundation trust for a
considerable period of time
Removing reference to Financial Auditor and replacing with Auditor
Removing reference to The Health and Social Care (Community Health and
Standards) Act 2003 and National Health Service Act 1977

2. Updating Constitution to reflect changes in NHS legislation/Monitor guidance. These include:
• All Board of Directors’ meetings are now held in public (although members of the
public may be excluded from a meeting for special reasons, for example, commercial
confidentiality)
• Removing requirement to have external FT Chair as an independent assessor on
Nominations Committee (in line with paragraph B.2.9 of Monitor’s NHS FT Code of
Governance)
3. Making practical improvements to support effective running of the foundation trust. These
include:
• As we have reduced the number of appointed Governors on the Council due to the
abolition of primary care trusts, we are suggesting reducing the number of
appointed Governors required for meetings of the Council to be quorate to two.
• As we now provide community health services as well as mental health services, the
eligibility to be a Governor clause should be extended to reflect this.
• Inclusion of the Fit and Proper Persons Test (for Governors and Directors).
Next steps
These changes were agreed by the Council of Governors at their meeting on 25 June 2015. They are
now being presented to the Board of Directors for agreement. Once agreed by both bodies, the
Constitution will then be updated, circulated to the Board and to the Council, and then sent to
Monitor.
Therefore, the Board of Directors is asked to agree to the above changes.

Stage Three
To reflect how we have developed as an organisation, there are other amendments being proposed.
However, these would need to be agreed by more than half of the members voting at our next
Annual Members’ Meeting held during September 2015 as they affect the roles/powers/duties of
the Council of Governors.
The following changes are being suggested:
1. Changes to our staff constituencies to reflect the way our directorates are structured and
our service user/carer Governor sub-classes. This would be to have 7 staff governors to
represent the following constituencies:
• Working age adult mental health
• Older people mental health
• Adult community health
• Children
• Learning disability

•
•

Forensic and prison services
Corporate and partner organisations

2. Adoption of the new model election rules, as published by NHS Providers (appendix A).
This would enable us to follow best practice by adopting the new model election rules that
have been proposed nationally.
Next steps
These changes were agreed by the Council of Governors on 25 June 2015. We are seeking formal
approval by the Board of Directors of these further changes in line with the procedure set out at
Stage 2. Once formally agreed by both bodies, the proposals can then be taken to our membership
at our next Annual Members’ Meeting on September 30 2015.
Once the proposals have been approved by the members at the Annual Members’ Meeting, the
Constitution will then be updated accordingly and circulated to the Board and the Council and then
sent to Monitor. A copy of the updated Constitution will then be made available on our website.
Therefore, the Board of Directors is asked to agree to the above changes.

Sally Bryden
Trust Secretary
June 2015

Updating our Constitution
Background
Our Constitution is based on the model core constitution developed by Monitor and it provides the
framework by which we as a foundation trust operate. The Constitution is not a static document but
one that is developed principally by the consensus of the Board of Directors and the Council of
Governors (who are elected and/or appointed to represent members of the foundation trust) to
reflect how we develop as an organisation.
Having moved into new roles, Jo and I have picked up the work developed by Ann Rozier with
Capsticks, our lawyers, to update our Constitution. Following advice from Capsticks, we are
proposing to develop the Constitution in three stages, as noted by the Council of Governors and
Board of Directors with respect to Stage One and as agreed by a majority of the Council of Governors
and the Board of Directors present and voting at a meeting in respect of Stage Two and Stage Three.
Stage One
Capsticks have updated our Constitution to reflect the changes that were agreed at previous Annual
Members’ Meetings. This updated version has been noted by both the Council of Governors and the
Board of Directors. We will now send this version to Monitor as the new Oxleas Constitution with a
note that this version will be pending further changes.
This stage is now complete
Stage Two
Due to changes in how we are organised and changes in other parts of the health system, there are
other areas in the Constitution which require updating. Some do not affect the powers/duties/role
of the Council of Governors and can therefore be agreed by a majority of the Council of Governors
and the Board of Directors present and voting at a meeting. These proposals are described below.
Other changes will need to also be agreed by the membership at our Annual Members’ Meeting,
these are described in Stage Three.
The following changes are being suggested which can be made once agreed by a majority of the
Council of Governors and Board of Directors present and voting at a meeting:
1. Removal of references to organisations, processes, and legislation that no longer exist.
These include:
• Audit Commission
• Strategic Health Authority
• Criminal Records Bureau (to be replaced with Disclosure and Barring Service)
• Removing reference to the Patients’ Forum

•
•
•

Removing the transition schedule as we have been a foundation trust for a
considerable period of time
Removing reference to Financial Auditor and replacing with Auditor
Removing reference to The Health and Social Care (Community Health and
Standards) Act 2003 and National Health Service Act 1977

2. Updating Constitution to reflect changes in NHS legislation/Monitor guidance. These include:
• All Board of Directors’ meetings are now held in public (although members of the
public may be excluded from a meeting for special reasons, for example, commercial
confidentiality)
• Removing requirement to have external FT Chair as an independent assessor on
Nominations Committee (in line with paragraph B.2.9 of Monitor’s NHS FT Code of
Governance)
3. Making practical improvements to support effective running of the foundation trust. These
include:
• As we have reduced the number of appointed Governors on the Council due to the
abolition of primary care trusts, we are suggesting reducing the number of
appointed Governors required for meetings of the Council to be quorate to two.
• As we now provide community health services as well as mental health services, the
eligibility to be a Governor clause should be extended to reflect this.
• Inclusion of the Fit and Proper Persons Test (for Governors and Directors).
Next steps
These changes were agreed by the Council of Governors at their meeting on 25 June 2015. They are
now being presented to the Board of Directors for agreement. Once agreed by both bodies, the
Constitution will then be updated, circulated to the Board and to the Council, and then sent to
Monitor.
Therefore, the Board of Directors is asked to agree to the above changes.

Stage Three
To reflect how we have developed as an organisation, there are other amendments being proposed.
However, these would need to be agreed by more than half of the members voting at our next
Annual Members’ Meeting held during September 2015 as they affect the roles/powers/duties of
the Council of Governors.
The following changes are being suggested:
1. Changes to our staff constituencies to reflect the way our directorates are structured and
our service user/carer Governor sub-classes. This would be to have 7 staff governors to
represent the following constituencies:
• Working age adult mental health
• Older people mental health
• Adult community health
• Children
• Learning disability

•
•

Forensic and prison services
Corporate and partner organisations

2. Adoption of the new model election rules, as published by NHS Providers (appendix A).
This would enable us to follow best practice by adopting the new model election rules that
have been proposed nationally.
Next steps
These changes were agreed by the Council of Governors on 25 June 2015. We are seeking formal
approval by the Board of Directors of these further changes in line with the procedure set out at
Stage 2. Once formally agreed by both bodies, the proposals can then be taken to our membership
at our next Annual Members’ Meeting on September 30 2015.
Once the proposals have been approved by the members at the Annual Members’ Meeting, the
Constitution will then be updated accordingly and circulated to the Board and the Council and then
sent to Monitor. A copy of the updated Constitution will then be made available on our website.
Therefore, the Board of Directors is asked to agree to the above changes.

Sally Bryden
Trust Secretary
June 2015

MODEL ELECTION RULES 2014

PART 1: INTERPRETATION
1.

Interpretation

PART 2: TIMETABLE FOR ELECTION
2.
3.

Timetable
Computation of time

PART 3: RETURNING OFFICER
4.
5.
6.
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Expenditure
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PART 4: STAGES COMMON TO CONTESTED AND UNCONTESTED ELECTIONS
8.
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11.
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14.
15.
16.
17.
18.

Notice of election
Nomination of candidates
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Declaration of interests
Declaration of eligibility
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Decisions as to validity of nomination forms
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Inspection of statement of nominated candidates and nomination forms
Withdrawal of candidates
Method of election

PART 5: CONTESTED ELECTIONS
19.
20.
21.

Poll to be taken by ballot
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Action to be taken before the poll
22.
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24.
25.
26.

List of eligible voters
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Issue of voting information by returning officer
Ballot paper envelope and covering envelope
E-voting systems

The poll
27.

Eligibility to vote
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28.
29.
30.
31.
32.
33
34.
35.

Voting by persons who require assistance
Spoilt ballot papers and spoilt text message votes
Lost voting information
Issue of replacement voting information
ID declaration form for replacement ballot papers (public and patient constituencies)
Procedure for remote voting by internet
Procedure for remote voting by telephone
Procedure for remote voting by text message
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PART 9: DEATH OF A CANDIDATE DURING A CONTESTED ELECTION
FPP59.
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60.
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Election expenses
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63.
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Secrecy
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Disqualification
Delay in postal service through industrial action or unforeseen event
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PART 1: INTERPRETATION

1.

Interpretation

1.1

In these rules, unless the context otherwise requires:
“2006 Act” means the National Health Service Act 2006;
“corporation” means the public benefit corporation subject to this constitution;
“council of governors” means the council of governors of the corporation;
“declaration of identity” has the meaning set out in rule 21.1;
“election” means an election by a constituency, or by a class within a constituency,
to fill a vacancy among one or more posts on the council of governors;
“e-voting” means voting using either the internet, telephone or text message;
“e-voting information” has the meaning set out in rule 24.2;
“ID declaration form” has the meaning set out in Rule 21.1; “internet voting record”
has the meaning set out in rule 26.4(d);
“internet voting system” means such computer hardware and software, data other
equipment and services as may be provided by the returning officer for the purpose
of enabling voters to cast their votes using the internet;
“lead governor” means the governor nominated by the corporation to fulfil the role
described in Appendix B to The NHS Foundation Trust Code of Governance
(Monitor, December 2013) or any later version of such code.
“list of eligible voters” means the list referred to in rule 22.1, containing the
information in rule 22.2;
“method of polling” means a method of casting a vote in a poll, which may be by
post, internet, text message or telephone;
“Monitor” means the corporate body known as Monitor as provided by section 61 of
the 2012 Act;
“numerical voting code” has the meaning set out in rule 64.2(b)
“polling website” has the meaning set out in rule 26.1;
“postal voting information” has the meaning set out in rule 24.1;
“telephone short code” means a short telephone number used for the purposes of
submitting a vote by text message;
“telephone voting facility” has the meaning set out in rule 26.2;
“telephone voting record” has the meaning set out in rule 26.5 (d);
“text message voting facility” has the meaning set out in rule 26.3;
“text voting record” has the meaning set out in rule 26.6 (d);
4

“the telephone voting system” means such telephone voting facility as may be
provided by the returning officer for the purpose of enabling voters to cast their
votes by telephone;
“the text message voting system” means such text messaging voting facility as may
be provided by the returning officer for the purpose of enabling voters to cast their
votes by text message;
“voter ID number” means a unique, randomly generated numeric identifier allocated
to each voter by the Returning Officer for the purpose of e-voting,
“voting information” means postal voting information and/or e-voting information

1.2

Other expressions used in these rules and in Schedule 7 to the NHS Act 2006 have
the same meaning in these rules as in that Schedule.
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PART 2: TIMETABLE FOR ELECTIONS

2.

Timetable

2.1

The proceedings at an election shall be conducted in accordance with the following
timetable:
Proceeding

Time

Publication of notice of election

Not later than the fortieth day before the
day of the close of the poll.

Final day for delivery of nomination forms to
returning officer

Not later than the twenty eighth day before
the day of the close of the poll.

Publication of statement of nominated
candidates

Not later than the twenty seventh day
before the day of the close of the poll.

Final day for delivery of notices of withdrawals Not later than twenty fifth day before the
by candidates from election
day of the close of the poll.
Notice of the poll

Not later than the fifteenth day before the
day of the close of the poll.

Close of the poll

By 5.00pm on the final day of the election.

3.

Computation of time

3.1

In computing any period of time for the purposes of the timetable:
(a)

a Saturday or Sunday;

(b)

Christmas day, Good Friday, or a bank holiday, or

(c)

a day appointed for public thanksgiving or mourning,

shall be disregarded, and any such day shall not be treated as a day for the
purpose of any proceedings up to the completion of the poll, nor shall the returning
officer be obliged to proceed with the counting of votes on such a day.
3.2

In this rule, “bank holiday” means a day which is a bank holiday under the Banking
and Financial Dealings Act 1971 in England and Wales.
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PART 3: RETURNING OFFICER

4.
4.1

Returning Officer
Subject to rule 69, the returning officer for an election is to be appointed by the
corporation.

4.2

Where two or more elections are to be held concurrently, the same returning officer
may be appointed for all those elections.

5.

Staff

5.1

Subject to rule 69, the returning officer may appoint and pay such staff, including
such technical advisers, as he or she considers necessary for the purposes of the
election.

6.

Expenditure

6.1

The corporation is to pay the returning officer:
(a)

any expenses incurred by that officer in the exercise of his or her functions
under these rules,

(b)

such remuneration and other expenses as the corporation may determine.

7.

Duty of co-operation

7.1

The corporation is to co-operate with the returning officer in the exercise of his or
her functions under these rules.
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PART 4: STAGES COMMON TO CONTESTED AND UNCONTESTED ELECTIONS

8.

Notice of election

8.1

The returning officer is to publish a notice of the election stating:

9.
9.1

9.2

(a)

the constituency, or class within a constituency, for which the election is being
held,

(b)

the number of members of the council of governors to be elected from that
constituency, or class within that constituency,

(c)

the details of any nomination committee that has been established by the
corporation,

(d)

the address and times at which nomination forms may be obtained;

(e)

the address for return of nomination forms (including, where the return of
nomination forms in an electronic format will be permitted, the e-mail address
for such return) and the date and time by which they must be received by the
returning officer,

(f)

the date and time by which any notice of withdrawal must be received by the
returning officer

(g)

the contact details of the returning officer

(h)

the date and time of the close of the poll in the event of a contest.

Nomination of candidates
Subject to rule 9.2, each candidate must nominate themselves on a single
nomination form.
The returning officer:
(a)

is to supply any member of the corporation with a nomination form, and

(b)

is to prepare a nomination form for signature at the request of any member of
the corporation,

but it is not necessary for a nomination to be on a form supplied by the returning
officer and a nomination can, subject to rule 13, be in an electronic format.
10.

Candidate’s particulars

10.1

The nomination form must state the candidate’s:
(a)

full name,

(b)

contact address in full (which should be a postal address although an e-mail
address may also be provided for the purposes of electronic communication),
and

(c)

constituency, or class within a constituency, of which the candidate is a
member.
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11.

Declaration of interests

11.1

The nomination form must state:
(a)

any financial interest that the candidate has in the corporation, and

(b)

whether the candidate is a member of a political party, and if so, which party,

and if the candidate has no such interests, the paper must include a statement to
that effect.
12.

Declaration of eligibility

12.1

The nomination form must include a declaration made by the candidate:
(a)

that he or she is not prevented from being a member of the council of
governors by paragraph 8 of Schedule 7 of the 2006 Act or by any provision
of the constitution; and,

(b)

for a member of the public or patient constituency, of the particulars of his or
her qualification to vote as a member of that constituency, or class within that
constituency, for which the election is being held.

13.

Signature of candidate

13.1

The nomination form must be signed and dated by the candidate, in a manner
prescribed by the returning officer, indicating that:

13.2

(a)

they wish to stand as a candidate,

(b)

their declaration of interests as required under rule 11, is true and correct,
and

(c)

their declaration of eligibility, as required under rule 12, is true and correct.

Where the return of nomination forms in an electronic format is permitted, the
returning officer shall specify the particular signature formalities (if any) that will
need to be complied with by the candidate.

14.

Decisions as to the validity of nomination

14.1

Where a nomination form is received by the returning officer in accordance with
these rules, the candidate is deemed to stand for election unless and until the
returning officer:

14.2

(a)

decides that the candidate is not eligible to stand,

(b)

decides that the nomination form is invalid,

(c)

receives satisfactory proof that the candidate has died, or

(d)

receives a written request by the candidate of their withdrawal from
candidacy.

The returning officer is entitled to decide that a nomination form is invalid only on
one of the following grounds:
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(a)

that the paper is not received on or before the final time and date for return of
nomination forms, as specified in the notice of the election,

(b)

that the paper does not contain the candidate’s particulars, as required by
rule 10;

(c)

that the paper does not contain a declaration of the interests of the candidate,
as required by rule 11,

(d)

that the paper does not include a declaration of eligibility as required by rule
12, or

(e)

that the paper is not signed and dated by the candidate, if required by rule 13.

14.3

The returning officer is to examine each nomination form as soon as is practicable
after he or she has received it, and decide whether the candidate has been validly
nominated.

14.4

Where the returning officer decides that a nomination is invalid, the returning officer
must endorse this on the nomination form, stating the reasons for their decision.

14.5

The returning officer is to send notice of the decision as to whether a nomination is
valid or invalid to the candidate at the contact address given in the candidate’s
nomination form. If an e-mail address has been given in the candidate’s
nomination form (in addition to the candidate’s postal address), the returning officer
may send notice of the decision to that address.

15.

Publication of statement of candidates

15.1

The returning officer is to prepare and publish a statement showing the candidates
who are standing for election.

15.2

The statement must show:
(a)

the name, contact address (which shall be the candidate’s postal address),
and constituency or class within a constituency of each candidate standing,
and

(b)

the declared interests of each candidate standing,

as given in their nomination form.
15.3

The statement must list the candidates standing for election in alphabetical order
by surname.

15.4

The returning officer must send a copy of the statement of candidates and copies of
the nomination forms to the corporation as soon as is practicable after publishing
the statement.

16.
16.1

Inspection of statement of nominated candidates and nomination forms
The corporation is to make the statement of the candidates and the nomination
forms supplied by the returning officer under rule 15.4 available for inspection by
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members of the corporation free of charge at all reasonable times.
16.2

17.
17.1

18.

If a member of the corporation requests a copy or extract of the statement of
candidates or their nomination forms, the corporation is to provide that member
with the copy or extract free of charge.
Withdrawal of candidates
A candidate may withdraw from election on or before the date and time for
withdrawal by candidates, by providing to the returning officer a written notice of
withdrawal which is signed by the candidate and attested by a witness.
Method of election

18.1

If the number of candidates remaining validly nominated for an election after any
withdrawals under these rules is greater than the number of members to be elected
to the council of governors, a poll is to be taken in accordance with Parts 5 and 6 of
these rules.

18.2

If the number of candidates remaining validly nominated for an election after any
withdrawals under these rules is equal to the number of members to be elected to
the council of governors, those candidates are to be declared elected in
accordance with Part 7 of these rules.

18.3

If the number of candidates remaining validly nominated for an election after any
withdrawals under these rules is less than the number of members to be elected to
be council of governors, then:
(a)

the candidates who remain validly nominated are to be declared elected in
accordance with Part 7 of these rules, and

(b)

the returning officer is to order a new election to fill any vacancy which
remains unfilled, on a day appointed by him or her in consultation with the
corporation.
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PART 5: CONTESTED ELECTIONS

19.

Poll to be taken by ballot

19.1

The votes at the poll must be given by secret ballot.

19.2

The votes are to be counted and the result of the poll determined in accordance
with Part 6 of these rules.

19.3

The corporation may decide that voters within a constituency or class within a
constituency, may, subject to rule 19.4, cast their votes at the poll using such
different methods of polling in any combination as the corporation may determine.

19.4

The corporation may decide that voters within a constituency or class within a
constituency for whom an e-mail address is included in the list of eligible voters
may only cast their votes at the poll using an e-voting method of polling.

19.5

Before the corporation decides, in accordance with rule 19.3 that one or more evoting methods of polling will be made available for the purposes of the poll, the
corporation must satisfy itself that:
(a)

(b)

(c)

if internet voting is to be a method of polling, the internet voting system to be
used for the purpose of the election is:
(i)

configured in accordance with these rules; and

(ii)

will create an accurate internet voting record in respect of any voter who
casts his or her vote using the internet voting system;

if telephone voting to be a method of polling, the telephone voting system to
be used for the purpose of the election is:
(i)

configured in accordance with these rules; and

(ii)

will create an accurate telephone voting record in respect of any voter
who casts his or her vote using the telephone voting system;

if text message voting is to be a method of polling, the text message voting
system to be used for the purpose of the election is:
(i)

configured in accordance with these rules; and

(ii)

will create an accurate text voting record in respect of any voter who
casts his or her vote using the text message voting system.

20.

The ballot paper

20.1

The ballot of each voter (other than a voter who casts his or her ballot by an evoting method of polling) is to consist of a ballot paper with the persons remaining
validly nominated for an election after any withdrawals under these rules, and no
others, inserted in the paper.

20.2

Every ballot paper must specify:
(a)

the name of the corporation,
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(b)

the constituency, or class within a constituency, for which the election is being
held,

(c)

the number of members of the council of governors to be elected from that
constituency, or class within that constituency,

(d)

the names and other particulars of the candidates standing for election, with
the details and order being the same as in the statement of nominated
candidates,

(e)

instructions on how to vote by all available methods of polling, including the
relevant voter’s voter ID number if one or more e-voting methods of polling
are available,

(f)

if the ballot paper is to be returned by post, the address for its return and the
date and time of the close of the poll, and

(g)

the contact details of the returning officer.

20.3

Each ballot paper must have a unique identifier.

20.4

Each ballot paper must have features incorporated into it to prevent it from being
reproduced.

21.

The declaration of identity (public and patient constituencies)

21.1

The corporation shall require each voter who participates in an election for a public
or patient constituency to make a declaration confirming:
(a)

that the voter is the person:
(i)

to whom the ballot paper was addressed, and/or

(ii)

to whom the voter ID number contained within the e-voting information
was allocated,

(b)

that he or she has not marked or returned any other voting information in
the election, and

(c)

the particulars of his or her qualification to vote as a member of the
constituency or class within the constituency for which the election is being
held,
(“declaration of identity”)

and the corporation shall make such arrangements as it considers appropriate to
facilitate the making and the return of a declaration of identity by each voter,
whether by the completion of a paper form (“ID declaration form”) or the use of an
electronic method.
21.2

The voter must be required to return his or her declaration of identity with his or her
ballot.

21.3

The voting information shall caution the voter that if the declaration of identity is not
duly returned or is returned without having been made correctly, any vote cast by
the voter may be declared invalid.
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Action to be taken before the poll
22.

List of eligible voters

22.1

The corporation is to provide the returning officer with a list of the members of the
constituency or class within a constituency for which the election is being held who
are eligible to vote by virtue of rule 27 as soon as is reasonably practicable after the
final date for the delivery of notices of withdrawals by candidates from an election.

22.2

The list is to include, for each member:
(a) a postal address; and,
(b) the member’s e-mail address, if this has been provided
to which his or her voting information may, subject to rule 22.3, be sent.

22.3

23.
23.1

The corporation may decide that the e-voting information is to be sent only by email to those members in the list of eligible voters for whom an e-mail address is
included in that list.
Notice of poll
The returning officer is to publish a notice of the poll stating:
(a)

the name of the corporation,

(b)

the constituency, or class within a constituency, for which the election is being
held,

(c)

the number of members of the council of governors to be elected from that
constituency, or class with that constituency,

(d)

the names, contact addresses, and other particulars of the candidates
standing for election, with the details and order being the same as in the
statement of nominated candidates,

(e)

that the ballot papers for the election are to be issued and returned, if
appropriate, by post,

(f)

the methods of polling by which votes may be cast at the election by voters in
a constituency or class within a constituency, as determined by the
corporation in accordance with rule 19.3,

(g)

the address for return of the ballot papers,

(h)

the uniform resource locator (url) where, if internet voting is a method of
polling, the polling website is located;

(i)

the telephone number where, if telephone voting is a method of polling, the
telephone voting facility is located,

(j)

the telephone number or telephone short code where, if text message voting
is a method of polling, the text message voting facility is located,

(k)

the date and time of the close of the poll,

(l)

the address and final dates for applications for replacement voting
information, and
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(m)

the contact details of the returning officer.

24.

Issue of voting information by returning officer

24.1

Subject to rule 24.3, as soon as is reasonably practicable on or after the publication
of the notice of the poll, the returning officer is to send the following information by
post to each member of the corporation named in the list of eligible voters:
(a)

a ballot paper and ballot paper envelope,

(b)

the ID declaration form (if required),

(c)

information about each candidate standing for election, pursuant to rule 61 of
these rules, and

(d)

a covering envelope;

(“postal voting information”).
24.2

Subject to rules 24.3 and 24.4, as soon as is reasonably practicable on or after the
publication of the notice of the poll, the returning officer is to send the following
information by e-mail and/ or by post to each member of the corporation named in
the list of eligible voters whom the corporation determines in accordance with rule
19.3 and/ or rule 19.4 may cast his or her vote by an e-voting method of polling:
(a)

instructions on how to vote and how to make a declaration of identity (if
required),

(b)

the voter’s voter ID number,

(c)

information about each candidate standing for election, pursuant to rule 64 of
these rules, or details of where this information is readily available on the
internet or available in such other formats as the Returning Officer thinks
appropriate, (d) contact details of the returning officer,

(“e-voting information”).
24.3 The corporation may determine that any member of the corporation shall:
(a)

only be sent postal voting information; or

(b)

only be sent e-voting information; or

(c)

be sent both postal voting information and e-voting information;

for the purposes of the poll.
24.4

If the corporation determines, in accordance with rule 22.3, that the e-voting
information is to be sent only by e-mail to those members in the list of eligible
voters for whom an e-mail address is included in that list, then the returning officer
shall only send that information by e-mail.

24.5

The voting information is to be sent to the postal address and/ or e-mail address for
each member, as specified in the list of eligible voters.
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25.

Ballot paper envelope and covering envelope

25.1

The ballot paper envelope must have clear instructions to the voter printed on it,
instructing the voter to seal the ballot paper inside the envelope once the ballot
paper has been marked.

25.2

The covering envelope is to have:

25.3

(a)

the address for return of the ballot paper printed on it, and

(b)

pre-paid postage for return to that address.

There should be clear instructions, either printed on the covering envelope or
elsewhere, instructing the voter to seal the following documents inside the covering
envelope and return it to the returning officer –
(a) the completed ID declaration form if required, and
(b) the ballot paper envelope, with the ballot paper sealed inside it.

26.

E-voting systems

26.1

If internet voting is a method of polling for the relevant election then the returning
officer must provide a website for the purpose of voting over the internet (in these
rules referred to as "the polling website").

26.2

If telephone voting is a method of polling for the relevant election then the returning
officer must provide an automated telephone system for the purpose of voting by
the use of a touch-tone telephone (in these rules referred to as “the telephone
voting facility”).

26.3

If text message voting is a method of polling for the relevant election then the
returning officer must provide an automated text messaging system for the purpose
of voting by text message (in these rules referred to as “the text message voting
facility”).

26.4

The returning officer shall ensure that the polling website and internet voting
system provided will:
(a)

require a voter to:
(i)

enter his or her voter ID number; and

(ii)

where the election is for a public or patient constituency, make a
declaration of identity;

in order to be able to cast his or her vote;
(b)

specify:
(i)

the name of the corporation,

(ii)

the constituency, or class within a constituency, for which the election
is being held,

(iii)

the number of members of the council of governors to be elected from
that constituency, or class within that constituency,
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26.5

(iv)

the names and other particulars of the candidates standing for
election, with the details and order being the same as in the statement
of nominated candidates,

(v)

instructions on how to vote and how to make a declaration of identity,

(vi)

the date and time of the close of the poll, and

(vii)

the contact details of the returning officer;

(c)

prevent a voter from voting for more candidates than he or she is entitled to at
the election;

(d)

create a record ("internet voting record") that is stored in the internet voting
system in respect of each vote cast by a voter using the internet that
comprises of(i)

the voter’s voter ID number;

(ii)

the voter’s declaration of identity (where required);

(iii)

the candidate or candidates for whom the voter has voted; and

(iv)

the date and time of the voter’s vote,

(e)

if the voter’s vote has been duly cast and recorded, provide the voter with
confirmation of this; and

(f)

prevent any voter from voting after the close of poll.

The returning officer shall ensure that the telephone voting facility and telephone
voting system provided will:
(a)

(b)

require a voter to
(i)

enter his or her voter ID number in order to be able to cast his or her
vote; and

(ii)

where the election is for a public or patient constituency, make a
declaration of identity;

specify:
(i)

the name of the corporation,

(ii)

the constituency, or class within a constituency, for which the election is
being held,

(iii)

the number of members of the council of governors to be elected from
that constituency, or class within that constituency,

(iv)

instructions on how to vote and how to make a declaration of identity,

(v)

the date and time of the close of the poll, and

(vi)

the contact details of the returning officer;

(c)

prevent a voter from voting for more candidates than he or she is entitled to at
the election;

(d)

create a record ("telephone voting record") that is stored in the telephone
voting system in respect of each vote cast by a voter using the telephone that
comprises of:
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26.6

(i)

the voter’s voter ID number;

(ii)

the voter’s declaration of identity (where required);

(iii)

the candidate or candidates for whom the voter has voted; and

(iv)

the date and time of the voter’s vote

(e)

if the voter’s vote has been duly cast and recorded, provide the voter with
confirmation of this;

(f)

prevent any voter from voting after the close of poll.

The returning officer shall ensure that the text message voting facility and text
messaging voting system provided will:
(a)

require a voter to:
(i)

provide his or her voter ID number; and

(ii)

where the election is for a public or patient constituency, make a
declaration of identity;

in order to be able to cast his or her vote;
(b)

prevent a voter from voting for more candidates than he or she is entitled to at
the election;

(d)

create a record ("text voting record") that is stored in the text messaging
voting system in respect of each vote cast by a voter by text message that
comprises of:
(i)

the voter’s voter ID number;

(ii)

the voter’s declaration of identity (where required);

(ii)

the candidate or candidates for whom the voter has voted; and

(iii)

the date and time of the voter’s vote

(e)

if the voter’s vote has been duly cast and recorded, provide the voter with
confirmation of this;

(f)

prevent any voter from voting after the close of poll.

The poll
27.
27.1

28.

Eligibility to vote
An individual who becomes a member of the corporation on or before the closing
date for the receipt of nominations by candidates for the election, is eligible to vote
in that election.
Voting by persons who require assistance

28.1

The returning officer is to put in place arrangements to enable requests for
assistance to vote to be made.

28.2

Where the returning officer receives a request from a voter who requires assistance
to vote, the returning officer is to make such arrangements as he or she considers
necessary to enable that voter to vote.
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29.

Spoilt ballot papers and spoilt text message votes

29.1

If a voter has dealt with his or her ballot paper in such a manner that it cannot be
accepted as a ballot paper (referred to as a “spoilt ballot paper”), that voter may
apply to the returning officer for a replacement ballot paper.

29.2

On receiving an application, the returning officer is to obtain the details of the
unique identifier on the spoilt ballot paper, if he or she can obtain it.

29.3

The returning officer may not issue a replacement ballot paper for a spoilt ballot
paper unless he or she:

29.4

(a)

is satisfied as to the voter’s identity; and

(b)

has ensured that the completed ID declaration form, if required, has not been
returned.

After issuing a replacement ballot paper for a spoilt ballot paper, the returning
officer shall enter in a list (“the list of spoilt ballot papers”):
(a)

the name of the voter, and

(b)

the details of the unique identifier of the spoilt ballot paper (if that officer was
able to obtain it), and

(c)

the details of the unique identifier of the replacement ballot paper.

29.5

If a voter has dealt with his or her text message vote in such a manner that it
cannot be accepted as a vote (referred to as a “spoilt text message vote”), that
voter may apply to the returning officer for a replacement voter ID number.

29.6

On receiving an application, the returning officer is to obtain the details of the voter
ID number on the spoilt text message vote, if he or she can obtain it.

29.7

The returning officer may not issue a replacement voter ID number in respect of a
spoilt text message vote unless he or she is satisfied as to the voter’s identity.

29.8

After issuing a replacement voter ID number in respect of a spoilt text message
vote, the returning officer shall enter in a list (“the list of spoilt text message votes”):

30.
30.1

(a)

the name of the voter, and

(b)

the details of the voter ID number on the spoilt text message vote (if that
officer was able to obtain it), and

(c)

the details of the replacement voter ID number issued to the voter.

Lost voting information
Where a voter has not received his or her voting information by the tenth day
before the close of the poll, that voter may apply to the returning officer for
replacement voting information.
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30.2

30.3

31.

The returning officer may not issue replacement voting information in respect of lost
voting information unless he or she:
(a)

is satisfied as to the voter’s identity,

(b)

has no reason to doubt that the voter did not receive the original voting
information,

(c)

has ensured that no declaration of identity, if required, has been returned.

After issuing replacement voting information in respect of lost voting information,
the returning officer shall enter in a list (“the list of lost ballot documents”):
(a)

the name of the voter

(b)

the details of the unique identifier of the replacement ballot paper, if
applicable, and

(c)

the voter ID number of the voter.

Issue of replacement voting information

31.1

If a person applies for replacement voting information under rule 29 or 30 and a
declaration of identity has already been received by the returning officer in the
name of that voter, the returning officer may not issue replacement voting
information unless, in addition to the requirements imposed by rule 29.3 or 30.2, he
or she is also satisfied that that person has not already voted in the election,
notwithstanding the fact that a declaration of identity if required has already been
received by the returning officer in the name of that voter.

31.2

After issuing replacement voting information under this rule, the returning officer
shall enter in a list (“the list of tendered voting information”):
(a)

the name of the voter,

(b)

the unique identifier of any replacement ballot paper issued under this rule;

(c)

the voter ID number of the voter.

32.

ID declaration form for replacement ballot papers (public and patient
constituencies)

32.1

In respect of an election for a public or patient constituency an ID declaration form
must be issued with each replacement ballot paper requiring the voter to make a
declaration of identity.

Polling by internet, telephone or text
33.

Procedure for remote voting by internet

33.1

To cast his or her vote using the internet, a voter will need to gain access to the
polling website by keying in the url of the polling website provided in the voting
information.

33.2

When prompted to do so, the voter will need to enter his or her voter ID number.
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33.3

If the internet voting system authenticates the voter ID number, the system will give
the voter access to the polling website for the election in which the voter is eligible
to vote.

33.4

To cast his or her vote, the voter will need to key in a mark on the screen opposite
the particulars of the candidate or candidates for whom he or she wishes to cast his
or her vote.

33.5

The voter will not be able to access the internet voting system for an election once
his or her vote at that election has been cast.

34.

Voting procedure for remote voting by telephone

34.1

To cast his or her vote by telephone, the voter will need to gain access to the
telephone voting facility by calling the designated telephone number provided in the
voter information using a telephone with a touch-tone keypad.

34.2

When prompted to do so, the voter will need to enter his or her voter ID number
using the keypad.

34.3

If the telephone voting facility authenticates the voter ID number, the voter will be
prompted to vote in the election.

34.4

When prompted to do so the voter may then cast his or her vote by keying in the
numerical voting code of the candidate or candidates, for whom he or she wishes
to vote.

34.5

The voter will not be able to access the telephone voting facility for an election
once his or her vote at that election has been cast.

35.

Voting procedure for remote voting by text message

35.1

To cast his or her vote by text message the voter will need to gain access to the
text message voting facility by sending a text message to the designated telephone
number or telephone short code provided in the voter information.

35.2

The text message sent by the voter must contain his or her voter ID number and
the numerical voting code for the candidate or candidates, for whom he or she
wishes to vote.

35.3

The text message sent by the voter will need to be structured in accordance with
the instructions on how to vote contained in the voter information, otherwise the
vote will not be cast.

Procedure for receipt of envelopes, internet votes, telephone votes and text message votes
36.

Receipt of voting documents

36.1

Where the returning officer receives:
(a)

a covering envelope, or

(b)

any other envelope containing an ID declaration form if required, a ballot
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paper envelope, or a ballot paper,
before the close of the poll, that officer is to open it as soon as is practicable; and
rules 37 and 38 are to apply.
36.2

36.3

37.

The returning officer may open any covering envelope or any ballot paper envelope
for the purposes of rules 37 and 38, but must make arrangements to ensure that no
person obtains or communicates information as to:
(a)

the candidate for whom a voter has voted, or

(b)

the unique identifier on a ballot paper.

The returning officer must make arrangements to ensure the safety and security of
the ballot papers and other documents.
Validity of votes

37.1

A ballot paper shall not be taken to be duly returned unless the returning officer is
satisfied that it has been received by the returning officer before the close of the
poll, with an ID declaration form if required that has been correctly completed,
signed and dated.

37.2

Where the returning officer is satisfied that rule 37.1 has been fulfilled, he or she is
to:

37.3

(a)

put the ID declaration form if required in a separate packet, and

(b)

put the ballot paper aside for counting after the close of the poll.

Where the returning officer is not satisfied that rule 37.1 has been fulfilled, he or
she is to:
(a)

mark the ballot paper “disqualified”,

(b)

if there is an ID declaration form accompanying the ballot paper, mark it
“disqualified” and attach it to the ballot paper,

(c)

record the unique identifier on the ballot paper in a list of disqualified
documents (the “list of disqualified documents”); and

(d)

place the document or documents in a separate packet.

37.4

An internet, telephone or text message vote shall not be taken to be duly returned
unless the returning officer is satisfied that the internet voting record, telephone
voting record or text voting record (as applicable) has been received by the
returning officer before the close of the poll, with a declaration of identity if required
that has been correctly made.

37.5

Where the returning officer is satisfied that rule 37.4 has been fulfilled, he or she is
to put the internet voting record, telephone voting record or text voting record (as
applicable) aside for counting after the close of the poll.

37.6

Where the returning officer is not satisfied that rule 37.4 has been fulfilled, he or
she is to:
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(a)

mark the internet voting record, telephone voting record or text voting record
(as applicable) “disqualified”,

(b)

record the voter ID number on the internet voting record, telephone voting
record or text voting record (as applicable) in the list of disqualified
documents; and

(c)

place the document or documents in a separate packet.

38.

Declaration of identity but no ballot paper (public and patient constituency) 1

38.1

Where the returning officer receives an ID declaration form if required but no ballot
paper, the returning officer is to:

39.

(a)

mark the ID declaration form “disqualified”,

(b)

record the name of the voter in the list of disqualified documents, indicating
that a declaration of identity was received from the voter without a ballot
paper, and

(c)

place the ID declaration form in a separate packet.

De-duplication of votes

39.1

Where different methods of polling are being used in an election, the returning
officer shall examine all votes cast to ascertain if a voter ID number has been used
more than once to cast a vote in the election.

39.2

If the returning officer ascertains that a voter ID number has been used more than
once to cast a vote in the election he or she shall:
(a)

only accept as duly returned the first vote received that was cast using the
relevant voter ID number; and

(b)
39.3

39.4

mark as “disqualified” all other votes that were cast using the relevant voter
ID number
Where a ballot paper is disqualified under this rule the returning officer shall:

(a)

mark the ballot paper “disqualified”,

(b)

if there is an ID declaration form accompanying the ballot paper, mark it
“disqualified” and attach it to the ballot paper,

(c)

record the unique identifier and the voter ID number on the ballot paper in the
list of disqualified documents;

(d)

place the document or documents in a separate packet; and

(e)

disregard the ballot paper when counting the votes in accordance with these
rules.

Where an internet voting record, telephone voting record or text voting record is
disqualified under this rule the returning officer shall:
(a)

1

mark the internet voting record, telephone voting record or text voting record

It should not be possible, technically, to make a declaration of identity electronically without also submitting a vote.
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(as applicable) “disqualified”,

40.
40.1

(b)

record the voter ID number on the internet voting record, telephone voting
record or text voting record (as applicable) in the list of disqualified
documents;

(c)

place the internet voting record, telephone voting record or text voting record
(as applicable) in a separate packet, and

(d)

disregard the internet voting record, telephone voting record or text voting
record (as applicable) when counting the votes in accordance with these
rules.

Sealing of packets
As soon as is possible after the close of the poll and after the completion of the
procedure under rules 37 and 38, the returning officer is to seal the packets
containing:
(a)

the disqualified documents, together with the list of disqualified documents
inside it,

(b)

the ID declaration forms, if required,

(c)

the list of spoilt ballot papers and the list of spoilt text message votes,

(d)

the list of lost ballot documents,

(e)

the list of eligible voters, and

(f)

the list of tendered voting information

and ensure that complete electronic copies of the internet voting records, telephone
voting records and text voting records created in accordance with rule 26 are held
in a device suitable for the purpose of storage.
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PART 6: COUNTING THE VOTES

STV41.

Interpretation of Part 6

STV41.1

In Part 6 of these rules:
“ballot document” means a ballot paper, internet voting record, telephone voting
record or text voting record.
“continuing candidate” means any candidate not deemed to be elected, and not
excluded,
“count” means all the operations involved in counting of the first preferences
recorded for candidates, the transfer of the surpluses of elected candidates, and
the transfer of the votes of the excluded candidates,
“deemed to be elected” means deemed to be elected for the purposes of counting
of votes but without prejudice to the declaration of the result of the poll,
“mark” means a figure, an identifiable written word, or a mark such as “X”,
“non-transferable vote” means a ballot document:
(a)

on which no second or subsequent preference is recorded for a continuing
candidate,

or
(b)

which is excluded by the returning officer under rule STV49,

“preference” as used in the following contexts has the meaning assigned below:
(a)

“first preference” means the figure “1” or any mark or word which clearly
indicates a first (or only) preference,

(b)

“next available preference” means a preference which is the second, or as
the case may be, subsequent preference recorded in consecutive order for a
continuing candidate (any candidate who is deemed to be elected or is
excluded thereby being ignored); and

(c)

in this context, a “second preference” is shown by the figure “2” or any mark
or word which clearly indicates a second preference, and a third preference
by the figure “3” or any mark or word which clearly indicates a third
preference, and so on,

“quota” means the number calculated in accordance with rule STV46,
“surplus” means the number of votes by which the total number of votes for any
candidate (whether first preference or transferred votes, or a combination of both)
exceeds the quota; but references in these rules to the transfer of the surplus
means the transfer (at a transfer value) of all transferable ballot documents from the
candidate who has the surplus,
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“stage of the count” means:
(a)
(b)
(c)

the determination of the first preference vote of each candidate,
the transfer of a surplus of a candidate deemed to be elected, or
the exclusion of one or more candidates at any given time,

“transferable vote” means a ballot document on which, following a first preference,
a second or subsequent preference is recorded in consecutive numerical order for
a continuing candidate,
“transferred vote” means a vote derived from a ballot document on which a second
or subsequent preference is recorded for the candidate to whom that ballot
document has been transferred, and
“transfer value” means the value of a transferred vote calculated in accordance with
rules STV47.4 or STV47.7.
42.

Arrangements for counting of the votes

42.1

The returning officer is to make arrangements for counting the votes as soon as is
practicable after the close of the poll.

42.2

The returning officer may make arrangements for any votes to be counted using
vote counting software where:
(a)

(b)

the board of directors and the council of governors of the corporation have
approved:
(i)

the use of such software for the purpose of counting votes in the
relevant election, and

(ii)

a policy governing the use of such software, and

the corporation and the returning officer are satisfied that the use of such
software will produce an accurate result.

43.

The count

43.1

The returning officer is to:
(a)

(b)

43.2

count and record the number of:
(iii)

ballot papers that have been returned; and

(iv)

the number of internet voting records, telephone voting records and/or
text voting records that have been created, and

count the votes according to the provisions in this Part of the rules and/or the
provisions of any policy approved pursuant to rule 42.2(ii) where vote
counting software is being used.

The returning officer, while counting and recording the number of ballot papers,
internet voting records, telephone voting records and/or text voting records and
counting the votes, must make arrangements to ensure that no person obtains or
communicates information as to the unique identifier on a ballot paper or the voter
26

ID number on an internet voting record, telephone voting record or text voting
record.
43.3

The returning officer is to proceed continuously with counting the votes as far as is
practicable.

STV44.

Rejected ballot papers and rejected text voting records

STV44.1

Any ballot paper:
(a)

which does not bear the features that have been incorporated into the other
ballot papers to prevent them from being reproduced,

(b)

on which the figure “1” standing alone is not placed so as to indicate a first
preference for any candidate,

(c)

on which anything is written or marked by which the voter can be identified
except the unique identifier, or

(d)

which is unmarked or rejected because of uncertainty,

shall be rejected and not counted, but the ballot paper shall not be rejected by
reason only of carrying the words “one”, “two”, “three” and so on, or any other mark
instead of a figure if, in the opinion of the returning officer, the word or mark clearly
indicates a preference or preferences.
STV44.2

The returning officer is to endorse the word “rejected” on any ballot paper which
under this rule is not to be counted.

STV44.3

Any text voting record:
(a)

on which the figure “1” standing alone is not placed so as to indicate a first
preference for any candidate,

(b)

on which anything is written or marked by which the voter can be identified
except the unique identifier, or

(c)

which is unmarked or rejected because of uncertainty,

shall be rejected and not counted, but the text voting record shall not be rejected by
reason only of carrying the words “one”, “two”, “three” and so on, or any other mark
instead of a figure if, in the opinion of the returning officer, the word or mark clearly
indicates a preference or preferences.
STV44.4

The returning officer is to endorse the word “rejected” on any text voting record
which under this rule is not to be counted.

STV44.5

The returning officer is to draw up a statement showing the number of ballot papers
rejected by him or her under each of the subparagraphs (a) to (d) of rule STV44.1
and the number of text voting records rejected by him or her under each of the subparagraphs (a) to (c) of rule STV44.3.
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FPP44.

Rejected ballot papers and rejected text voting records

FPP44.1

Any ballot paper:
(a)

which does not bear the features that have been incorporated into the other
ballot papers to prevent them from being reproduced,

(b)

on which votes are given for more candidates than the voter is entitled to
vote,

(c)

on which anything is written or marked by which the voter can be identified
except the unique identifier, or

(d)

which is unmarked or rejected because of uncertainty,

shall, subject to rules FPP44.2 and FPP44.3, be rejected and not counted.
FPP44.2

Where the voter is entitled to vote for more than one candidate, a ballot paper is not
to be rejected because of uncertainty in respect of any vote where no uncertainty
arises, and that vote is to be counted.

FPP44.3

A ballot paper on which a vote is marked:
(a)

elsewhere than in the proper place,

(b)

otherwise than by means of a clear mark,

(c)

by more than one mark,

is not to be rejected for such reason (either wholly or in respect of that vote) if an
intention that the vote shall be for one or other of the candidates clearly appears,
and the way the paper is marked does not itself identify the voter and it is not
shown that he or she can be identified by it.
FPP44.4

FPP44.5

The returning officer is to:
(a)

endorse the word “rejected” on any ballot paper which under this rule is not to
be counted, and

(b)

in the case of a ballot paper on which any vote is counted under rules
FPP44.2 and FPP 44.3, endorse the words “rejected in part” on the ballot
paper and indicate which vote or votes have been counted.

The returning officer is to draw up a statement showing the number of rejected
ballot papers under the following headings:
(a)

does not bear proper features that have been incorporated into the ballot
paper,

(b)

voting for more candidates than the voter is entitled to,

(c)

writing or mark by which voter could be identified, and

(d)

unmarked or rejected because of uncertainty,

and, where applicable, each heading must record the number of ballot papers
rejected in part.
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FPP44.6

Any text voting record:
(a)

on which votes are given for more candidates than the voter is entitled to
vote,

(b)

on which anything is written or marked by which the voter can be identified
except the voter ID number, or

(c)

which is unmarked or rejected because of uncertainty,

shall, subject to rules FPP44.7 and FPP44.8, be rejected and not counted.
FPP44.7

Where the voter is entitled to vote for more than one candidate, a text voting record
is not to be rejected because of uncertainty in respect of any vote where no
uncertainty arises, and that vote is to be counted.

FPP448

A text voting record on which a vote is marked:
(a)

otherwise than by means of a clear mark,

(b)

by more than one mark,

is not to be rejected for such reason (either wholly or in respect of that vote) if an
intention that the vote shall be for one or other of the candidates clearly appears,
and the way the text voting record is marked does not itself identify the voter and it
is not shown that he or she can be identified by it.
FPP44.9

FPP44.10

The returning officer is to:
(a)

endorse the word “rejected” on any text voting record which under this rule is
not to be counted, and

(b)

in the case of a text voting record on which any vote is counted under rules
FPP44.7 and FPP 44.8, endorse the words “rejected in part” on the text
voting record and indicate which vote or votes have been counted.

The returning officer is to draw up a statement showing the number of rejected text
voting records under the following headings:
(a)

voting for more candidates than the voter is entitled to,

(b)

writing or mark by which voter could be identified, and

(c)

unmarked or rejected because of uncertainty,

and, where applicable, each heading must record the number of text voting records
rejected in part.
STV45.

First stage

STV45.1

The returning officer is to sort the ballot documents into parcels according to the
candidates for whom the first preference votes are given.

STV45.2

The returning officer is to then count the number of first preference votes given on
ballot documents for each candidate, and is to record those numbers.
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STV45.3

The returning officer is to also ascertain and record the number of valid ballot
documents.

STV46.

The quota

STV46.1

The returning officer is to divide the number of valid ballot documents by a number
exceeding by one the number of members to be elected.

STV46.2

The result, increased by one, of the division under rule STV46.1 (any fraction being
disregarded) shall be the number of votes sufficient to secure the election of a
candidate (in these rules referred to as “the quota”).

STV46.3

At any stage of the count a candidate whose total votes equals or exceeds the
quota shall be deemed to be elected, except that any election where there is only
one vacancy a candidate shall not be deemed to be elected until the procedure set
out in rules STV47.1 to STV47.3 has been complied with.

STV47.

Transfer of votes

STV47.1

Where the number of first preference votes for any candidate exceeds the quota,
the returning officer is to sort all the ballot documents on which first preference
votes are given for that candidate into sub- parcels so that they are grouped:
(a)

according to next available preference given on those ballot documents for
any continuing candidate, or

(b)

where no such preference is given, as the sub-parcel of non-transferable
votes.

STV47.2

The returning officer is to count the number of ballot documents in each parcel
referred to in rule STV47.1.

STV47.3

The returning officer is, in accordance with this rule and rule STV48, to transfer
each sub-parcel of ballot documents referred to in rule STV47.1(a) to the candidate
for whom the next available preference is given on those ballot documents.

STV47.4

The vote on each ballot document transferred under rule STV47.3 shall be at a
value (“the transfer value”) which:

STV47.5

(a)

reduces the value of each vote transferred so that the total value of all such
votes does not exceed the surplus, and

(b)

is calculated by dividing the surplus of the candidate from whom the votes are
being transferred by the total number of the ballot documents on which those
votes are given, the calculation being made to two decimal places (ignoring
the remainder if any).

Where at the end of any stage of the count involving the transfer of ballot
documents, the number of votes for any candidate exceeds the quota, the returning
officer is to sort the ballot documents in the sub-parcel of transferred votes which
was last received by that candidate into separate sub-parcels so that they are
grouped:
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(a)

according to the next available preference given on those ballot documents
for any continuing candidate, or

(b)

where no such preference is given, as the sub-parcel of non-transferable
votes.

STV47.6

The returning officer is, in accordance with this rule and rule STV48, to transfer
each sub-parcel of ballot documents referred to in rule STV47.5(a) to the candidate
for whom the next available preference is given on those ballot documents.

STV47.7

The vote on each ballot document transferred under rule STV47.6 shall be at:
(a)

a transfer value calculated as set out in rule STV47.4(b), or

(b)

at the value at which that vote was received by the candidate from whom it is
now being transferred,

whichever is the less.
STV47.8

Each transfer of a surplus constitutes a stage in the count.

STV47.9

Subject to rule STV47.10, the returning officer shall proceed to transfer transferable
ballot documents until no candidate who is deemed to be elected has a surplus or
all the vacancies have been filled.

STV47.10

Transferable ballot documents shall not be liable to be transferred where any
surplus or surpluses which, at a particular stage of the count, have not already
been transferred, are:
(a)

less than the difference between the total vote then credited to the continuing
candidate with the lowest recorded vote and the vote of the candidate with
the next lowest recorded vote, or

(b)

less than the difference between the total votes of the two or more continuing
candidates, credited at that stage of the count with the lowest recorded total
numbers of votes and the candidate next above such candidates.

STV47.11

This rule does not apply at an election where there is only one vacancy.

STV48.

Supplementary provisions on transfer

STV48.1

If, at any stage of the count, two or more candidates have surpluses, the
transferable ballot documents of the candidate with the highest surplus shall be
transferred first, and if:
(a)

The surpluses determined in respect of two or more candidates are equal, the
transferable ballot documents of the candidate who had the highest recorded
vote at the earliest preceding stage at which they had unequal votes shall be
transferred first, and

(b)

the votes credited to two or more candidates were equal at all stages of the
count, the returning officer shall decide between those candidates by lot, and
the transferable ballot documents of the candidate on whom the lot falls shall
be transferred first.
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STV48.2

The returning officer shall, on each transfer of transferable ballot documents under
rule STV47:
(a)

record the total value of the votes transferred to each candidate,

(b)

add that value to the previous total of votes recorded for each candidate and
record the new total,

(c)

record as non-transferable votes the difference between the surplus and the
total transfer value of the transferred votes and add that difference to the
previously recorded total of non-transferable votes, and

(d)

compare:
(i)

the total number of votes then recorded for all of the candidates,
together with the total number of non-transferable votes, with

(ii)

the recorded total of valid first preference votes.

STV48.3

All ballot documents transferred under rule STV47 or STV49 shall be clearly
marked, either individually or as a sub-parcel, so as to indicate the transfer value
recorded at that time to each vote on that ballot document or, as the case may be,
all the ballot documents in that sub-parcel.

STV48.4

Where a ballot document is so marked that it is unclear to the returning officer at
any stage of the count under rule STV47 or STV49 for which candidate the next
preference is recorded, the returning officer shall treat any vote on that ballot
document as a non-transferable vote; and votes on a ballot document shall be so
treated where, for example, the names of two or more candidates (whether
continuing candidates or not) are so marked that, in the opinion of the returning
officer, the same order of preference is indicated or the numerical sequence is
broken.

STV49.

Exclusion of candidates

STV49.1

If:
(a)

all transferable ballot documents which under the provisions of rule STV47
(including that rule as applied by rule STV49.11) and this rule are required to
be transferred, have been transferred, and

(b)

subject to rule STV50, one or more vacancies remain to be filled,

the returning officer shall exclude from the election at that stage the candidate with
the then lowest vote (or, where rule STV49.12 applies, the candidates with the then
lowest votes).
STV9.2

The returning officer shall sort all the ballot documents on which first preference
votes are given for the candidate or candidates excluded under rule STV49.1 into
two sub-parcels so that they are grouped as:
(a)

ballot documents on which a next available preference is given, and

(b)

ballot documents on which no such preference is given (thereby including
ballot documents on which preferences are given only for candidates who are
deemed to be elected or are excluded).
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STV49.3

The returning officer shall, in accordance with this rule and rule STV48, transfer
each sub-parcel of ballot documents referred to in rule STV49.2 to the candidate for
whom the next available preference is given on those ballot documents.

STV49.4

The exclusion of a candidate, or of two or more candidates together, constitutes a
further stage of the count.

STV49.5

If, subject to rule STV50, one or more vacancies still remain to be filled, the
returning officer shall then sort the transferable ballot documents, if any, which had
been transferred to any candidate excluded under rule STV49.1 into sub- parcels
according to their transfer value.

STV49.6

The returning officer shall transfer those ballot documents in the sub-parcel of
transferable ballot documents with the highest transfer value to the continuing
candidates in accordance with the next available preferences given on those ballot
documents (thereby passing over candidates who are deemed to be elected or are
excluded).

STV49.7

The vote on each transferable ballot document transferred under rule STV49.6 shall
be at the value at which that vote was received by the candidate excluded under
rule STV49.1.

STV9.8

Any ballot documents on which no next available preferences have been expressed
shall be set aside as non-transferable votes.

STV49.9

After the returning officer has completed the transfer of the ballot documents in the
sub-parcel of ballot documents with the highest transfer value he or she shall
proceed to transfer in the same way the sub-parcel of ballot documents with the
next highest value and so on until he has dealt with each sub-parcel of a candidate
excluded under rule STV49.1.

STV49.10

The returning officer shall after each stage of the count completed under this rule:
(a)

STV49.11

record:
(i)

the total value of votes, or

(ii)

the total transfer value of votes transferred to each candidate,

(b)

add that total to the previous total of votes recorded for each candidate and
record the new total,

(c)

record the value of non-transferable votes and add that value to the previous
non-transferable votes total, and

(d)

compare:
(i)

the total number of votes then recorded for each candidate together
with the total number of non-transferable votes, with

(ii)

the recorded total of valid first preference votes.

If after a transfer of votes under any provision of this rule, a candidate has a
surplus, that surplus shall be dealt with in accordance with rules STV47.5 to
STV47.10 and rule STV48.
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STV49.12

Where the total of the votes of the two or more lowest candidates, together with
any surpluses not transferred, is less than the number of votes credited to the next
lowest candidate, the returning officer shall in one operation exclude such two or
more candidates.

STV49.13

If when a candidate has to be excluded under this rule, two or more candidates
each have the same number of votes and are lowest:
(a)

regard shall be had to the total number of votes credited to those candidates
at the earliest stage of the count at which they had an unequal number of
votes and the candidate with the lowest number of votes at that stage shall be
excluded, and

(b)

where the number of votes credited to those candidates was equal at all
stages, the returning officer shall decide between the candidates by lot and
the candidate on whom the lot falls shall be excluded.

STV50.

Filling of last vacancies

STV50.1

Where the number of continuing candidates is equal to the number of vacancies
remaining unfilled the continuing candidates shall thereupon be deemed to be
elected.

STV50.2

Where only one vacancy remains unfilled and the votes of any one continuing
candidate are equal to or greater than the total of votes credited to other continuing
candidates together with any surplus not transferred, the candidate shall thereupon
be deemed to be elected.

STV50.3

Where the last vacancies can be filled under this rule, no further transfer of votes
shall be made.

STV51.

Order of election of candidates

STV51.1

The order in which candidates whose votes equal or exceed the quota are deemed
to be elected shall be the order in which their respective surpluses were
transferred, or would have been transferred but for rule STV47.10.

STV51.2

A candidate credited with a number of votes equal to, and not greater than, the
quota shall, for the purposes of this rule, be regarded as having had the smallest
surplus at the stage of the count at which he obtained the quota.

STV51.3

Where the surpluses of two or more candidates are equal and are not required to
be transferred, regard shall be had to the total number of votes credited to such
candidates at the earliest stage of the count at which they had an unequal number
of votes and the surplus of the candidate who had the greatest number of votes at
that stage shall be deemed to be the largest.

STV51.4

Where the number of votes credited to two or more candidates were equal at all
stages of the count, the returning officer shall decide between them by lot and the
candidate on whom the lot falls shall be deemed to have been elected first.
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FPP51.

Equality of votes

FPP51.1

Where, after the counting of votes is completed, an equality of votes is found to
exist between any candidates and the addition of a vote would entitle any of those
candidates to be declared elected, the returning officer is to decide between those
candidates by a lot, and proceed as if the candidate on whom the lot falls had
received an additional vote.
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PART 7: FINAL PROCEEDINGS IN CONTESTED AND UNCONTESTED ELECTIONS

FPP52.

Declaration of result for contested elections

FPP52.1

In a contested election, when the result of the poll has been ascertained, the
returning officer is to:
(a)

declare the candidate or candidates whom more votes have been given than
for the other candidates, up to the number of vacancies to be filled on the
council of governors from the constituency, or class within a constituency, for
which the election is being held to be elected,

(b)

give notice of the name of each candidate who he or she has declared
elected:

(c)

FPP52.2

(i)

where the election is held under a proposed constitution pursuant to
powers conferred on the [insert name] NHS Trust by section 33(4) of
the 2006 Act, to the chairman of the NHS Trust, or

(ii)

in any other case, to the chairman of the corporation; and

give public notice of the name of each candidate whom he or she has
declared elected.

The returning officer is to make:
(a)

the total number of votes given for each candidate (whether elected or not),
and

(b)

the number of rejected ballot papers under each of the headings in rule
FPP44.5,

(c)

the number of rejected text voting records under each of the headings in rule
FPP44.10,

available on request.
STV52.

Declaration of result for contested elections

STV52.1

In a contested election, when the result of the poll has been ascertained, the
returning officer is to:
(a)

declare the candidates who are deemed to be elected under Part 6 of these
rules as elected,

(b)

give notice of the name of each candidate who he or she has declared
elected –

(c)

(i)

where the election is held under a proposed constitution pursuant to
powers conferred on the [insert name] NHS Trust by section 33(4) of
the 2006 Act, to the chairman of the NHS Trust, or

(ii)

in any other case, to the chairman of the corporation, and

give public notice of the name of each candidate who he or she has declared
elected.
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STV52.2

The returning officer is to make:
(a)

the number of first preference votes for each candidate whether elected or
not,

(b)

any transfer of votes,

(c)

the total number of votes for each candidate at each stage of the count at
which such transfer took place,

(d)

the order in which the successful candidates were elected, and

(e)

the number of rejected ballot papers under each of the headings in rule
STV44.1,

(f)

the number of rejected text voting records under each of the headings in rule
STV44.3,

available on request.
53.
53.1

Declaration of result for uncontested elections
In an uncontested election, the returning officer is to as soon as is practicable after
final day for the delivery of notices of withdrawals by candidates from the election:
(a)

declare the candidate or candidates remaining validly nominated to be
elected,

(b)

give notice of the name of each candidate who he or she has declared
elected to the chairman of the corporation, and

(c)

give public notice of the name of each candidate who he or she has declared
elected.
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PART 8: DISPOSAL OF DOCUMENTS

54.

Sealing up of documents relating to the poll

54.1

On completion of the counting at a contested election, the returning officer is to
seal up the following documents in separate packets:
(a)

the counted ballot papers, internet voting records, telephone voting records
and text voting records,

(b)

the ballot papers and text voting records endorsed with “rejected in part”,

(c)

the rejected ballot papers and text voting records, and

(d)

the statement of rejected ballot papers and the statement of rejected text
voting records,

and ensure that complete electronic copies of the internet voting records, telephone
voting records and text voting records created in accordance with rule 26 are held
in a device suitable for the purpose of storage.
54.2

The returning officer must not open the sealed packets of:
(a)

the disqualified documents, with the list of disqualified documents inside it,

(b)

the list of spoilt ballot papers and the list of spoilt text message votes,

(c)

the list of lost ballot documents, and

(d)

the list of eligible voters,

or access the complete electronic copies of the internet voting records, telephone
voting records and text voting records created in accordance with rule 26 and held
in a device suitable for the purpose of storage.
54.3

The returning officer must endorse on each packet a description of:
(a)

its contents,

(b)

the date of the publication of notice of the election,

(c)

the name of the corporation to which the election relates, and

(d)

the constituency, or class within a constituency, to which the election relates.

55.

Delivery of documents

55.1

Once the documents relating to the poll have been sealed up and endorsed
pursuant to rule 56, the returning officer is to forward them to the chair of the
corporation.

56.

Forwarding of documents received after close of the poll

56.1

Where:
(a)

any voting documents are received by the returning officer after the close of
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the poll, or
(b)

any envelopes addressed to eligible voters are returned as undelivered too
late to be resent, or

(c)

any applications for replacement voting information are made too late to
enable new voting information to be issued,

the returning officer is to put them in a separate packet, seal it up, and endorse and
forward it to the chairman of the corporation.
57.

Retention and public inspection of documents

57.1

The corporation is to retain the documents relating to an election that are forwarded
to the chair by the returning officer under these rules for one year, and then, unless
otherwise directed by the board of directors of the corporation, cause them to be
destroyed.

57.2

With the exception of the documents listed in rule 58.1, the documents relating to
an election that are held by the corporation shall be available for inspection by
members of the public at all reasonable times.

57.3

A person may request a copy or extract from the documents relating to an election
that are held by the corporation, and the corporation is to provide it, and may
impose a reasonable charge for doing so.

58.

Application for inspection of certain documents relating to an election

58.1

The corporation may not allow:
(a)

(b)

the inspection of, or the opening of any sealed packet containing –
(i)

any rejected ballot papers, including ballot papers rejected in part,

(ii)

any rejected text voting records, including text voting records rejected
in part,

(iii)

any disqualified documents, or the list of disqualified documents,

(iv)

any counted ballot papers, internet voting records, telephone voting
records or text voting records, or

(v)

the list of eligible voters, or

access to or the inspection of the complete electronic copies of the internet
voting records, telephone voting records and text voting records created in
accordance with rule 26 and held in a device suitable for the purpose of
storage,

by any person without the consent of the board of directors of the corporation.
58.2

A person may apply to the board of directors of the corporation to inspect any of
the documents listed in rule 58.1, and the board of directors of the corporation may
only consent to such inspection if it is satisfied that it is necessary for the purpose
of questioning an election pursuant to Part 11.

58.3

The board of directors of the corporation’s consent may be on any terms or
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conditions that it thinks necessary, including conditions as to –
(a) persons,
(b) time,
(c) place and mode of inspection,
(d) production or opening,
and the corporation must only make the documents available for inspection in
accordance with those terms and conditions.
58.4

On an application to inspect any of the documents listed in rule 58.1 the board of
directors of the corporation must:
(a)

in giving its consent, and

(b)

in making the documents available for inspection

ensure that the way in which the vote of any particular member has been given
shall not be disclosed, until it has been established –
(i)

that his or her vote was given, and

(ii)

that Monitor has declared that the vote was invalid.
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PART 9: DEATH OF A CANDIDATE DURING A CONTESTED ELECTION

FPP59.

Countermand or abandonment of poll on death of candidate

FPP59.1

If at a contested election, proof is given to the returning officer’s satisfaction before
the result of the election is declared that one of the persons named or to be named
as a candidate has died, then the returning officer is to:
(a)

countermand notice of the poll, or, if voting information has been issued,
direct that the poll be abandoned within that constituency or class, and

(b)

order a new election, on a date to be appointed by him or her in consultation
with the corporation, within the period of 40 days, computed in accordance
with rule 3 of these rules, beginning with the day that the poll was
countermanded or abandoned.

FPP59.2

Where a new election is ordered under rule FPP59.1, no fresh nomination is
necessary for any candidate who was validly nominated for the election where the
poll was countermanded or abandoned but further candidates shall be invited for
that constituency or class.

FPP59.3

Where a poll is abandoned under rule FPP59.1(a), rules FPP59.4 to FPP59.7 are
to apply.

FPP59.4

The returning officer shall not take any step or further step to open envelopes or
deal with their contents in accordance with rules 38 and 39, and is to make up
separate sealed packets in accordance with rule 40.

FPP59.5

The returning officer is to:
(a)

count and record the number of ballot papers, internet voting records,
telephone voting records and text voting records that have been received,

(b)

seal up the ballot papers, internet voting records, telephone voting records
and text voting records into packets, along with the records of the number of
ballot papers, internet voting records, telephone voting records and text
voting records and

ensure that complete electronic copies of the internet voting records telephone
voting records and text voting records created in accordance with rule 26 are held
in a device suitable for the purpose of storage.
FPP59.6

FPP59.7

The returning officer is to endorse on each packet a description of:
(a)

its contents,

(b)

the date of the publication of notice of the election,

(c)

the name of the corporation to which the election relates, and

(d)

the constituency, or class within a constituency, to which the election relates.

Once the documents relating to the poll have been sealed up and endorsed
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pursuant to rules FPP59.4 to FPP59.6, the returning officer is to deliver them to the
chairman of the corporation, and rules 57 and 58 are to apply.
STV59.

Countermand or abandonment of poll on death of candidate

STV59.1

If, at a contested election, proof is given to the returning officer’s satisfaction before
the result of the election is declared that one of the persons named or to be named
as a candidate has died, then the returning officer is to:

STV59.2

(a)

publish a notice stating that the candidate has died, and

(b)

proceed with the counting of the votes as if that candidate had been excluded
from the count so that –
(i)

ballot documents which only have a first preference recorded for the
candidate that has died, and no preferences for any other candidates,
are not to be counted, and

(ii)

ballot documents which have preferences recorded for other candidates
are to be counted according to the consecutive order of those
preferences, passing over preferences marked for the candidate who
has died.

The ballot documents which have preferences recorded for the candidate who has
died are to be sealed with the other counted ballot documents pursuant to rule
54.1(a).
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PART 10: ELECTION EXPENSES AND PUBLICITY

Election expenses
60.

Election expenses

60.1

Any expenses incurred, or payments made, for the purposes of an election which
contravene this Part are an electoral irregularity, which may only be questioned in
an application made to Monitor under Part 11 of these rules.

61.

Expenses and payments by candidates

61.1

A candidate may not incur any expenses or make a payment (of whatever nature)
for the purposes of an election, other than expenses or payments that relate to:
(a)

personal expenses,

(b)

travelling expenses, and expenses incurred while living away from home, and

(c)

expenses for stationery, postage, telephone, internet(or any similar means of
communication) and other petty expenses, to a limit of £100.

62.

Election expenses incurred by other persons

62.1

No person may:

62.2

(a)

incur any expenses or make a payment (of whatever nature) for the purposes
of a candidate’s election, whether on that candidate’s behalf or otherwise, or

(b)

give a candidate or his or her family any money or property (whether as a gift,
donation, loan, or otherwise) to meet or contribute to expenses incurred by or
on behalf of the candidate for the purposes of an election.

Nothing in this rule is to prevent the corporation from incurring such expenses, and
making such payments, as it considers necessary pursuant to rules 63 and 64.

Publicity
63.

Publicity about election by the corporation

63.1

The corporation may:
(a)

compile and distribute such information about the candidates, and

(b)

organise and hold such meetings to enable the candidates to speak and
respond to questions,

as it considers necessary.
63.2

Any information provided by the corporation about the candidates, including
information compiled by the corporation under rule 64, must be:
(a)

objective, balanced and fair,
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(b)

equivalent in size and content for all candidates,

(c)

compiled and distributed in consultation with all of the candidates standing for
election, and

(d)

must not seek to promote or procure the election of a specific candidate or
candidates, at the expense of the electoral prospects of one or more other
candidates.

63.3

Where the corporation proposes to hold a meeting to enable the candidates to
speak, the corporation must ensure that all of the candidates are invited to attend,
and in organising and holding such a meeting, the corporation must not seek to
promote or procure the election of a specific candidate or candidates at the
expense of the electoral prospects of one or more other candidates.

64.

Information about candidates for inclusion with voting information

64.1

The corporation must compile information about the candidates standing for
election, to be distributed by the returning officer pursuant to rule 24 of these rules.

64.2

The information must consist of:
(a)

a statement submitted by the candidate of no more than 250 words,

(b)

if voting by telephone or text message is a method of polling for the election,
the numerical voting code allocated by the returning officer to each candidate,
for the purpose of recording votes using the telephone voting facility or the
text message voting facility (“numerical voting code”), and

(c)

a photograph of the candidate.

65.

Meaning of “for the purposes of an election”

65.1

In this Part, the phrase “for the purposes of an election” means with a view to, or
otherwise in connection with, promoting or procuring a candidate’s election,
including the prejudicing of another candidate’s electoral prospects; and the phrase
“for the purposes of a candidate’s election” is to be construed accordingly.

65.2

The provision by any individual of his or her own services voluntarily, on his or her
own time, and free of charge is not to be considered an expense for the purposes
of this Part.
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PART 11: QUESTIONING ELECTIONS AND THE CONSEQUENCE OF IRREGULARITIES

66.

Application to question an election

66.1

An application alleging a breach of these rules, including an electoral irregularity
under Part 10, may be made to Monitor for the purpose of seeking a referral to the
independent election arbitration panel ( IEAP).

66.2

An application may only be made once the outcome of the election has been
declared by the returning officer.

66.3

An application may only be made to Monitor by:
(a)

a person who voted at the election or who claimed to have had the right to
vote, or

(b)
66.4

a candidate, or a person claiming to have had a right to be elected at the
election.
The application must:

(a)

describe the alleged breach of the rules or electoral irregularity, and

(b)

be in such a form as the independent panel may require.

66.5

The application must be presented in writing within 21 days of the declaration of the
result of the election. Monitor will refer the application to the independent election
arbitration panel appointed by Monitor.

66.6

If the independent election arbitration panel requests further information from the
applicant, then that person must provide it as soon as is reasonably practicable.

66.7

Monitor shall delegate the determination of an application to a person or panel of
persons to be nominated for the purpose.

66.8

The determination by the IEAP shall be binding on and shall be given effect by the
corporation, the applicant and the members of the constituency (or class within a
constituency) including all the candidates for the election to which the application
relates.

66.9

The IEAP may prescribe rules of procedure for the determination of an application
including costs.
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PART 12: MISCELLANEOUS

67.

Secrecy

67.1

The following persons:
(a)

the returning officer,

(b)

the returning officer’s staff,

must maintain and aid in maintaining the secrecy of the voting and the counting of
the votes, and must not, except for some purpose authorised by law, communicate
to any person any information as to:
(i)

the name of any member of the corporation who has or has not been given
voting information or who has or has not voted,

(ii)

the unique identifier on any ballot paper,

(iii)

the voter ID number allocated to any voter,

(iv)

the candidate(s) for whom any member has voted.

67.2

No person may obtain or attempt to obtain information as to the candidate(s) for
whom a voter is about to vote or has voted, or communicate such information to
any person at any time, including the unique identifier on a ballot paper given to a
voter or the voter ID number allocated to a voter.

67.3

The returning officer is to make such arrangements as he or she thinks fit to ensure
that the individuals who are affected by this provision are aware of the duties it
imposes.

68.

Prohibition of disclosure of vote

68.1

No person who has voted at an election shall, in any legal or other proceedings to
question the election, be required to state for whom he or she has voted.

69.

Disqualification

69.1

A person may not be appointed as a returning officer, or as staff of the returning
officer pursuant to these rules, if that person is:
(a)

a member of the corporation,

(b)

an employee of the corporation,

(c)

a director of the corporation, or

(d)

employed by or on behalf of a person who has been nominated for election.
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70.

Delay in postal service through industrial action or unforeseen event

70.1

If industrial action, or some other unforeseen event, results in a delay in:
(a)

the delivery of the documents in rule 24, or

(b)

the return of the ballot papers,

the returning officer may extend the time between the publication of the notice of
the poll and the close of the poll by such period as he or she considers appropriate.
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Board of Directors
2nd July 2015
Agenda item

Business Committee update

Item from

Archie Herron, Vice-Chairman

Attachments

Front Sheet only

Item
Enclosure

15
14

Summary and Highlights
•

The Business Committee noted the latest position on bids. The Trust was not unsuccessful at
the PQQ stage of the Kent Community Mental Health and Wellbeing service (feedback is
awaited) and will be putting in a PQQ for the newly advertised Tower Hamlets Learning
Disabilities Service tender.

•

The Committee agreed to proceed with the PMS Valentine Health Visitor proposal. The mini
due diligence is near completion and current work indicates no reason not to proceed.

•

Majority of major Commissioner contracts are now signed. There are currently 2 exceptions
and further dialogue is underway to agree the outstanding detail.

•

The Business Committee noted that at May 15, the Trust reported a surplus of £20k
compared to the plan of £120k, this is not a cause for concern and the Trust is confident of
achieving the plan by year end. Debt recovery remains a key focus with the level of debt
>90day at lowest level to date. The Committee agreed the CRE process in place was robust
with sufficient oversight at all levels. Completion date for Market Street now set at 6th July
2015.

•

The Committee noted the new FT guidance consultation document. The proposal focuses
on additional scrutiny of annual plans; best practice approaches to spend on agency and
consultancy; proposed changes to the Risk Assessment Framework; supporting
improvement. The focus is on FTs in breach of their license, but others are encouraged to
comply with best practice approaches on agency and consultancy spend. The Committee
agreed non-compliance was acceptable but it was agreed that the Trust needed to ensure it
reviewed and strengthened internal monitoring processes as appropriate. The Trust will
provide a response to the consultation.

•

There were no new ‘invest to save’ bids. An annual update was received on the 2 bids
approved in June14.

Recommendations
The Board notes the key highlights.

Board of Directors
2nd July 2015
Agenda item

NED Report – Board Visits

Item from

Dave Mellish, Chair

Attachments

Front Sheet only

Item
Enclosure

16
15

Summary and Highlights
This is a verbal item.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Board of Directors
2nd July 2015
Agenda item

Finance report

Item from

Ben Travis, Director of Finance

Attachments

Finance report

Summary and Highlights
Attached is the Month 2 finance report.

Recommendations
The Board is asked to note the report.

Item
Enclosure

17
16

Finance report for 2 months to 31st May 2015
Board of Directors Meeting
2 July 2015
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: Bank and Agency
Appendix 4: Provisions

2
3
4
5
6
7
8
9
10
11
12

1

Position Overview

Surplus
•

The Trust has delivered a surplus before one-off items for 2 months ended 31st May 2015 of
£21k/0.1%, which is £100k below plan. This is due mainly to slippage on CRE plans and continued
pressure on bank and agency usage.

Cash
•

Total cash and short term investments was £85.7m at the end of May, a £2.7m net decrease from
April. This was due to a significantly higher payment runs in May settling a number of old
outstanding invoices.

•

The Trust continues to score a 4 for liquidity per Monitor’s financial risk rating.

M onitor rating
•

Under the Monitor Risk Assessment Framework, the Trust scores 3. This is below our plan to achieve 3.5, which rounds up to 4.

CRE and contract reductions delivery
•
•
•

The Trust savings target for 15/16 is currently set at £7m and includes national and local efficiencies. The target also reflects internal efficiencies and cost
pressures. We are working to conclude contract discussions with NHSE and the outcome of these may impact this target.
Plans for £7.6m full year effect have been identified of which £0.6m are considered high risk, and £2.1m are considered medium risk. Further work is
required to assess the deliverability of plans and financial ratings will be reviewed to reflect the outcome of this work.
The target for 2016/17 is estimated at £8.0m. Outline ideas are being generated with the expectation that firmed up proposals are available in quarter 2.

K ey areas of focus
•
•
•

Bank & Agency (Page 4 and 11)
Debt (Page 6)
CRE plans (Page 10)

2

Monitor Risk Rating
• Under the Monitor Risk Assessment Framework the Trust scores 3.0. The terms of our license mean that we could be asked to provide financial information on
a monthly basis if our rating does not improve by the end of this quarter.

• To achieve a rating of 3.0 on the Capacity Servicing Metric, the Trust would need to achieve a surplus of £60k for the year, which is £40k higher than the
surplus we are currently reporting.

3

Statement of Comprehensive Income
Surplus
•

The Trust has delivered a surplus before one-off items for the
2 months ended 31st May 2015 of £21k/0.1%, which is
£100k below plan.

Income
•

Income is £0.5m below plan, this is due to income deferral for projects where
expenditure is also behind plan or expected to be incurred in the latter part of
the year.

Expenditure
•

•

Pay expenditure is £0.2m higher than planned due mainly to phasing of savings
plans and spend on bank and agency. For further analysis of bank and agency,
see Appendix 3.
Non-pay expenditure is £0.6m below plan due to the lower than planned project
spend as well as central funds held and not yet allocated for cost pressures and
discretionary funds.

4

Statement of Financial Position
Summary
•
•
•
•
•

Net assets have moved marginally from the March 15 position at £160.1m at the end
of May 15 by £0.4m.
Cash is £85.7m, £2.7m below the position reported in April 2015.
Total provision is £13.9m, £3.2m of this relates to bad debt provision (see Appendix 3
for breakdown).
Total capital spend to May is £0.8m. Trade receivables have increased by £3.7m since
the start of the year driven by Greenwich prison income and other accrued income.
Creditors increased by £3m to £38.5m from March 2015, this is driven mainly by
£1.0m of estimated costs in relation to the new Greenwich Prisons Cluster contract
and £1.5m of general increase in NHS creditors compared to year end due to a slight
deterioration in payment terms throughout May.

Cash
•
•
•

Total cash and short term investments was £85.7m at the end of May, a £2.7m net decrease from April. This was due to significantly higher payment runs
throughout May settling a number of old outstanding invoices.
Our cash balance is forecast to be £83.5m as at 31 March 2016. Cash is being invested with the government banking service and national loans fund due to
the changes in the PDC calculation which came into effect on 1 April 2013.
The Trust has not renewed its working capital facility (expired in April ’12).

5

Debtors & Payments
Debt sum m ary
•
•
•

Total debt stands at £11.2, a net decrease of £1.3m from March 2015.
By themes, £3.5m (29%) of this relates to QMH rentals and pass-through recharges.
Further resources have been allocated to the team to ensure that all debts are
chased down in a timely manner. The >90 day debt has continued to fall and now
stands at £2.2m

•

The over 90 days debts that are a cause for concern are noted below:
 £0.2m NHS Property Services – long-standing dispute of rental invoices.
Meeting held April 2015 with NHSPS Estates colleagues, commitment now
obtained to pay all outstanding amounts.
 £0.3m Royal Borough of Greenwich (RBG) MST income for specialist children
services. Oxleas invoiced RBG on the basis of clients seen, RBG dipsuting
payment on basis that full services were not provided.
 £0.2m GP Practices income – GPs have not paid - arguing funding allocation
from NHS England excludes any rental payment. Some resolution has been
reached regarding the rental element of the charges although the utilities and
service charges remain under dispute. We are considering changes to the
metering of utility costs to provide direct billing to GPs in relation to their
consumption of resources
 £0.1m due from the Crown dependency of Jersey in relation to provision of
care at the Bracton Centre. It is felt unlikely that this debt will be paid and
write off action is under consideration.

Payments
•

The public sector payments target is that > 95% of invoices are paid within 30 days
of receipt. In May 94% of invoices by volume were paid on time although this
represented only 82% by value as a number of large value invoices over 30 days old
were paid during the month.

6

Investments

Estates & I T Capital

Market Street
• Progress improved following the Trust threat to terminate the contract, however the completion date has recently been extended a further 5 weeks.
The contractor is now reporting completion to be the week commencing 6th July. The focus is on getting the project completed and then following up
the financial issues post completion. Action is being taken to ensure trust commissioning can be undertaken efficiently post completion.
QMH
• The original plans for the development of the QMH site have been revisited to agree how the best meet vision and service delivery. The committee
should note:
 The Kidney Treatment Centre project has been delayed by GSTT and Diaverum's request to reduce the space required following their review of
activity. A firm decision is expected by June, with the service opening first quarter 2016/17.
 The Children’s Development Centre project in F Block has been delayed until first quarter 2016 awaiting the outcome of Bexley Children's
Services bid.
 Redevelopment of the site - Phase 1 with a value of £25.7m started in January 15. The design is underway for the clinical and support services
on the ground and first floors of B Block. The contract award for the work is expected Last quarter 15 with a start on site shortly after.
Construction will take 12 months.

7

Risks
Financial risks scoring 8 or above have been included in this section and reflect the ratings agreed at the May 15 Board of Directors
Level and rating
(C x L)

Change since
last review

FN1: In order to achieve financial plan and a Monitor risk rating of 4, 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-acute providers
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.

Moderate (9)
(3 x 3)



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.

High (12)
(4 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)



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)



Moderate (9)
(3 x 3)

New risk
April 2015

Risk theme / area
(CQC Outcome)

Cash Releasing Efficiencies
15/16 and beyond

Changes in commissioning
structures

Risk description

FN22: Continued changes in commissioning structures mean some of the commissioning
responsibilities will be transferring back from NHSE to Local Authorities in 2015/16. There are
clear indications that these new commissioners are seeking to review service delivery with the
aim of re-tendering the existing services at reduced funding

8

Appendix 1 - Operational performance
Sum m ary:
•
•

Clinical services are overspent by £576k.
Corporate Services are underspent by £158k with HR, Nursing,Quality and Service Delivery offsetting
overspends on other directorates.

CR Es:
•
•

The CRE target for 15/16 stands at £7.0m.
Plans to the value of £7.6m full year effect have been identified with an in year forecast saving of £6.7m.

Significant operational variances:
Adult MH: Low Risk
• Community MH: overspent by £60k in May; £20k overspent YTD. Overspend relates to in month unmet CRE
target of £139k and the decision to provide 100% against the S75 underspends. Pay expenditure remains
below plan due to vacancies linked to the rollout of the Mental Health Redesign Programme. Some of this
underspend is offset an increase in agency usage to ensure services are running safely.
• Inpatient, Rehab & Crisis: overspent by £30k in month; £1k underspent YTD. In month overspend relates to
increase in nurse bank and agency usage due to high levels of activity on the wards. Ward occupancy levels
have been high. Borough based occupancy % including non-contracted activity but excluding leave stand at
Greenwich 124%, Bromley 101% and Bexley 99%.
L.D.: low Risk
• Underspent by £37k in May; £78k underspent YTD. May performance was in line with month 1 with
continued vacancies in nursing and psychological. Active recruitment is taking place with a number of posts
recruited to but awaiting start dates. Atlas House continues to generate ECR income during May with 4
patients in the month.
Older Adults: High Rating – Due to risk associated with future CRE plans and in year overspend
• Overspent by £69k in May; £123k overspent YTD. Ward environments exceeded budget due to bank and
agency usage required to manage the acuity of patients. Holbrook continues to overspend with £102k
incurred on bank and agency costs in the month, net this service is £121k overspent YTD.
• Community underspend continues in May and is predominantly driven by psychology and volunteer staff on
maternity leave, fixed term recruitment is underway and the underspend is due mainly to the time lag in
recruitment.
Children & YP Services: High Rating – Due to risk associated with gap in CRE plans and in year overspend
• Overspent by £164k in the month, £291k year to date. The NHSE Early Years draft cash envelope has a
shortfall (9.00 wte Greenwich Health Visitor posts and overheads (£350K)). Discussions are underway with
NHSE to address this gap. The impact of this change on the directorate has meant a £130k deterioration.
The remaining overspend is principally due to the c£500k CRE shortfall (£40k per month) and the loss of the
Greenwich SALT Sure Start contract (£240k) with no reduction ins cost at present.
ACS Community Services: Red Rating – Due to risk associated with future CREs
• Overspent by £86k in the month £156k YTD); due mainly to continued overspends in Bexley equipment
(£30k in month £49k YTD); on-going agency staff in Meadow View on the core bed base of 34 beds (£24k in
May, £96k YTD), CREs plans not yet implemented (£80k YTD).
Forensic & Prisons Medium Rating – Due to risk associated with future CREs
• £21k overspend YTD is due to income under performance and un-assigned CREs. Income is £88k under
achieved YTD due mainly to TILT service (5 beds unutilised), overseas patients (5 admissions ) and Kelsey
ward (3 unoccupied beds). Greenwich cluster prisons are £34k overspent due to higher than planned bed
watch and escort costs. There is favourable movement of £76k in the month due to the provision of
additional income for escort and bed watches as agreed by NHSE and vacancies in psychology posts.
Discussions are underway to recover costs associated with constant watches as the responsibility for this
cost sits with the prison service.

HQ services
• Central Income - £0.4m has been deferred in relation to income accounted for but not
yet spent on various projects.
• Other material underspends are driven by Quality, Pharmacy and Governance
(vacancies), HR (training and vacancies), Service Delivery (office expenses, staff
training, travel and vacancies), Nursing (vacancies and training), Finance (vacancy)
and Therapies (non staff costs)
QMS
• The planned QMS full year surplus is £150k. This is currently being achieved.
Transitional funding of £93k has been deferred in May bringing the total deferral in
year to £0.2m. Total project deferral amounts to £4.5m. This is due to a reduction in
PFI costs for Green parks House (negotiated after the business case was submitted),
unutilised income contingency and partial utilisation of redundancy costs and earlier
than planned closure of the restaurant/opening of the new cafe.
Other Corporate
• Underspend is due primarily to reduced spend on projects offset by lower than planned
income.
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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 the £0.6m of full year overachievement in 15/16 is realised and the benefit brought forward into 16/17.
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Appendix 3 – Bank and Agency
Trustwide Bank and Agency Spend - January -May 2015
Bank Business as Usual Agency

Funded Agency

Children and YP Services - May 15 agency costs amounted to £258k, £19k less
than April 15 and £23k lower than the 2014/15 average spend £281k. CAMHS
agency remains high whilst vacancies are held pending the Greenwich CAMHS
consultation.

Adult Community Services – May agency costs are higher than April but the
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Greenwich Intermediate Care Unit (formerly Bevan) and SUSD are covered by
additional commissioner funding, although the extra beds on SUSD are now closed.
District Nurse agency has increased to cover vacancies.
Adult MH- Significant agency spend relates to vacancies in inpatient areas , a high
occupancy on wards throughout May and an increase in private placements (68
bed days in May compared to 33 bed days in April) with some patients on close
observations of 2:1 & 3:1. A recruitment drive is being put in place to secure
additional staffing over and above establishment to cover and avoid a call on
agency resources. IAPT is using agency staff to close the vacancy gap and they
are within budget.
Learning Disabilities - The increase in agency relates to medical cover for sickness
in Greenwich and Bromley. This situation is expected to cease within the next
couple of months.
Older Adults - Expenditure in May reflects the continued use of agency on the
wards, with Holbrook being the key driver. Any significant change in the spend
profile will be driven by the decant to Elmstead ward (reducing to 17 beds);
reconfiguration of ward environment on Holbrook and recruitment to the increased
establishment (underway). March includes a catch-up of back dated invoices.

Forensic and Prisons – Costs for May reflects agency cost for the Greenwich

cluster prisons for bed watches and escorts £120k and vacancies. £54k of the cost
has been offset against additional income agreed by NHSE for bed watches and
escorts. Forensic inpatient units reflect continued bank and agency spend on
inpatient wards to cover nursing vacancies. On going recruitment is underway to
close the vacancy gap

Corporate - this includes maternity cover in communications which commenced in April and is expected to continue until July 15, extension of project work
from 14/15 in ICT and cover for vacancies in HR, Finance and Nursing Admin . Additional contractors are also being used to support the Rio project go-live
deadline (capital funding).
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Appendix 4 – 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 2015.

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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Board of Directors
2 July 2015
Agenda item

New Monitor Guidance

Item from

Ben Travis, Director of Finance

Attachments

a)
b)
c)
d)

Item
Enclosure

18
17a-d

New guidance from Monitor
FT guidance letter
FT guidance report
Consultation on changes to the Risk assessment framework

Summary and Highlights
Monitor has recently sent all NHS FTs a letter (attached) that sets out four initiatives
to help tackle the financial pressures that the system is under. These are:
•
•
•
•

Additional scrutiny of annual plans
Best practice approaches to spend on agency and consultancy
Proposed changes to the Risk Assessment Framework
Supporting improvement

This paper looks at each of these areas and looks at the impact on Oxleas.

Recommendations
The Board is asked to note the paper.

OXLEAS NHS FOUNDATION TRUST
New guidance from Monitor
Board of Directors, 2 July 2015

1) Introduction
Monitor has recently sent all NHS FTs a letter (attached) that sets out four initiatives to help tackle
the financial pressures that the system is under. These are:
•
•
•
•

Additional scrutiny of annual plans
Best practice approaches to spend on agency and consultancy
Proposed changes to the Risk Assessment Framework
Supporting improvement

This paper looks at each of these areas and looks at the impact on Oxleas. The Board is asked to
note.

2) Additional scrutiny of annual plans
This scrutiny is focussed on the most financially challenged FTs and does not impact upon us. We
had our quarterly phone call with Monitor on Friday 12th June where they commented on our ‘very
strong’ plan. We expect to receive written confirmation of this some time in July.

3) Best practice approaches to spend on agency and consultancy
Monitor will be requiring any FTs currently in breach of their license to follow new approval and
reporting processes. All other FTs, particularly those that are under investigation by Monitor or
planning a deficit in 15/16, are strongly encouraged to comply.
The guidance consists of the following:
•
•
•
•

advance approval from Monitor for all consultancy projects > £50,000, and extending
existing contracts beyond £50,000
a trust-specific ceiling on the percentage of staff that can be employed on an agency basis
a cap on the maximum rates of agency pay for different types of staff
a list of approved frameworks for the supply of agency staff, the implication being that no
agency staff should be booked through agencies not on the list

There will be a mechanism for local managers to override these limits in the interests of patient
safety, with a retrospective review.
Whilst a process has been set out for consultancy projects, work will take place over the coming
weeks to agree the detail of the processes targeting agency spend.

We are proposing not to voluntarily comply with these initiatives as we do not want to limit our
flexibility moving forward, particularly if there are operational requirements for agency staff.
However it is opportune to consider how we could further strengthen our internal processes and
reporting. The Business Committee approved this approach.
How we can strengthen our internal processes and reporting is considered in the Agency and
external contractors paper.

4) Proposed changes to the Risk Assessment Framework
Monitor are currently consulting on changes to the Risk Assessment Framework which would move
away from the 2 metric rating currently in operation to a 5 metric rating. The purpose of this is to
focus more on I&E performance rather than just ability to service debt and interest, and also to place
greater emphasis on good planning.
The metrics are set out below:

It is proposed that there will be a 4 point ratings system, with 4 being the best and 1 the worst. We
will either be a 3 or a 4 for 15/16: if we meet both our I&E and capital plans we will be a 4, but if we
slip in either (and we do not have a history of accurate capital plans) we will be a 3. If we reduce our
surplus to breakeven in future years we would still expect to be a 3.
However the definitions and potential regulatory activity are heavier than previously, which could
potentially be of concern to us if we are a 3. The consequence of this is ‘potential improvement
support’ from Monitor – which gives them the option to intervene or not at their discretion.

That said, we would estimate that a very large number of FTs would be a 2, and as this triggers ‘likely
investigation’ it is not clear how much resource Monitor would have to offer ‘improvement support’.
We plan to respond to this consultation and will raise our concerns re the consequences of being
rated as a 3.
Monitor is also proposing an additional measure within the governance rating linked to value for
money. This would consist of comparing certain areas of spend to published benchmarks and
potentially investigating FTs who were poor performers.

5) Supporting improvement
Monitor has committed to provide the best possible support to providers in delivering efficiencies.
This includes more joined-up working with TDA to identify best practice, and the establishment of a
new Provider Sustainability Directorate.
They are also looking to high performing trusts to support others in a ‘scaled-up version of
buddying’.

6) Recommendation
The Board is asked to note.

FT Chairs and Chief Executives
2 June 2015
Sent via email

Wellington House
133-155 Waterloo Road
London SE1 8UG
T: 020 3747 0000
E: enquiries@monitor.gov.uk
W: www.GOV.UK/monitor

Dear Chair and Chief Executive
The NHS faces a continuing and significant challenge to simultaneously improve
quality, meet access targets and drive up productivity. Meeting this challenge means
there can be no let-up in the pace and scale of change in provider organisations.
Last year was the first year that the foundation trust sector as a whole ended the
year in deficit. 77 out of 152 trusts lost money. Although this year’s plans are more
realistic than last year’s, they would result in a worse performance for the sector. Put
simply, this is unaffordable.
It is in the light of the scale of the challenge that the whole NHS faces that the
Department of Health has written to us all earlier today setting out what it wants us to
do to make sure the foundation trust sector plays its part in addressing this
challenge. This letter sets out what we plan to do in Monitor in support of that. It
describes four main initiatives.
First, this year we will be increasing our scrutiny of annual plans, including site visits
and face-to-face meetings with a number of trusts. This is already under way.
Second, as part of our normal interventions at foundation trusts in breach of their
licence for financial reasons, we will be requiring the adoption of best practice
approaches to spend in a number of critical areas. Initially, this will cover spend on
agency staff and management consultancy.
Third, we will be consulting shortly on some changes to our Risk Assessment
Framework intended to provide a greater focus on the efficiency with which
resources are used.
Finally, alongside TDA we will continue our efforts to make sure the best possible
support is available to providers as you engage on this next phase of improvement.
As we embark together on this undoubtedly challenging agenda, I want to
emphasise two critical points. First, all of us in Monitor recognise that driving further
change and improvement at the front line is not easy. This is why I have placed so
much emphasis in recent months on the need to ensure more and better support is
available to you when and where you need it. Second, as we implement the
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initiatives described in this letter, we will endeavour always to do so in the spirit of
foundation trust policy: our interventions should be proportionate, value-adding and
consistent with the notion of earned autonomy.
Reviewing annual plans
After NHS foundation trusts submitted their draft plans to us on 7 April we wrote to
everyone with feedback on their plans and announcing that we would be carrying out
a programme of site visits to some providers. We have now decided that our internal
teams will visit the 43 foundation trusts with the largest individual deficits. These
visits cover 85% of the forecast foundation trust sector gross deficit. They are
already under way and the early results offer encouraging evidence that if we work
with you to challenge your plans we can identify areas where further savings or
efficiencies can be made. The process will be most exhaustive for foundation trusts
who are requesting interim cash support from the Department of Health.
After each visit we will hold an executive-led challenge session with foundation trust
boards. As far as possible we will aim to agree what revisions can be made to plans
to make them more stretching, but we reserve the right to use our legal powers
where agreement cannot be reached. We will monitor financial performance against
these revised plans for the rest of the year in some detail, using our own staff as well
as a small group of experienced NHS professionals where appropriate.
Adopting best practices in key areas of spend
Getting the best value out of every pound spent is a key objective of the foundation
trust regime and local controls frameworks. While I continue to believe that local
accountability for spending is the best way to maximise value for money in the long
term, there is clear evidence that foundation trusts and the wider NHS are not
achieving this today in some areas. As a result, we are introducing a Monitor
approval process for some specific areas of spend in foundation trusts that are in
breach of their licence for financial reasons. We will do this alongside the package of
support in these areas outlined below and in a way designed to minimise the
administrative burden on providers.
We have worked with NHS England and the NHS Trust Development Authority
(TDA) to identify initial areas where we believe the NHS could obtain better value for
money. We have identified agency costs and management consultancy costs and
will introduce approval processes for both.
The approval process for management consultancy costs comes into force with
immediate effect, covering all new contractual commitments by foundation trusts in
breach of their licence, for spending greater than £50,000 (please note that internal
and external audit, and local counter fraud services, are not included within the
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approval process). We will require submission of a business case to Monitor for
approval. Interim guidance on the requirements is attached to this letter as Annex A.
The Annex also sets out the support we will be making available to assist providers
in sourcing and managing consultants, and ensuring that we don’t all pay several
times over for the same technical advice.
The approval processes for agency costs will be introduced from 1 July for nursing,
with complete implementation by 1 September. These approval processes will
include: a trust-specific ceiling on the percentage of staff that can be employed on an
agency basis; a cap on the maximum rates of agency pay for different types of staff;
and a list of approved frameworks. There will be a mechanism for local managers to
override these limits in the interests of patient safety, with a retrospective review. We
will be engaging widely with foundation trusts on the best way to design and
implement these controls so that we can collectively regain some control over our
labour costs and become less reliant on expensive agency staff. This engagement
will include the national series of events under way with TDA and DH on managing
agency staff, and the improvement support set out below.
While these approval processes apply to foundation trusts in breach of their licence
for financial reasons, all other foundation trusts are asked to comply voluntarily as
we believe they should genuinely help trusts to make more effective use of their
resources.
Modifying the Risk Assessment Framework
Monitor’s Risk Assessment Framework (RAF) currently directly assesses the risk
that foundation trusts might become insolvent, threatening the continuity of services
to patients, and also includes general provisions on financial governance, requiring
boards to operate efficiently and plan robustly.
However, the seeds of a solvency problem generally manifest as an income and
expenditure deficit some time before a provider is at risk of running out of cash. In
the recent past, and unlike earlier years, we have not used the RAF to signal that the
point to act decisively is when a deficit is first reported or even anticipated.
Unfortunately, several boards have failed to act until much later when financial
problems have become more deep-rooted.
We have also found over the last two years that foundation trust plans have become
much less robust, with many providers delivering weaker results than planned and
thereby denying boards and Monitor the ability to use plans to identify and respond
to risks.
We therefore intend to re-establish two previously used metrics: one tracking deficits
and another the accuracy of planning.
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We are also anxious to ensure that all boards are sharply focused on the overall
efficiency with which resources are used in their trusts and so we will also be
proposing to include in the RAF an explicit measure of value for money reinforced by
a requirement to focus on efficiency in the Foundation Trust Accounting Officer
Memorandum.
We will publish a consultation document later this week detailing these proposed
changes to the RAF.
Supporting improvement
I recognise that delivering improvements in efficiency while maintaining quality
becomes steadily more challenging as each year passes. However, there is still
much evidence of considerable differences in practice across similar organisations.
There is also scope for much more innovation and adoption of new ideas from other
countries and other industries. I am anxious, therefore, to do all that we can to make
sure the best possible support is available to provider organisations as you pursue
these improvement opportunities.
There are some excellent examples of support already available in the NHS but we
need many more. So, we are working with TDA to ensure there is a joined-up effort
to take currently known best practice, and specifically that which will have a rapid
impact, and work out how to deploy it at scale. We are going to build some of these
capabilities ourselves in our new Provider Sustainability Directorate, developing
ideas such as our Agency Intensive Support Team and making them available to all
providers. We are also working with our partners to make sure that the existing
resources spent by the NHS in this area are targeted at the right priorities. We will
also be looking to high performing trusts to support others by applying their best
practices to other providers in a scaled-up version of buddying.
Yours sincerely

David Bennett
Chief Executive
cc Stephen Hay, Managing Director of Provider Regulation
Jason Dorsett, Financial Reporting and Risk Director
Adam Sewell-Jones, Executive Director of Provider Sustainability
Regional Directors
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Annex One
Consultancy spending approval process: Initial guidance
to NHS foundation trusts
Summary
1.

Monitor, the NHS Trust Development Authority (TDA) and NHS England are
jointly implementing an approval process over consultancy spend among NHS
providers and NHS commissioners.

2.

Monitor, TDA and NHS England recognise that consultancy supports NHS
organisations in making key operational and strategic improvements, and also
that Monitor and TDA themselves require providers to commission substantial
amounts of consultancy work. However, we know that the NHS often achieves
poor value for money from this expenditure. We cannot continue to spend on
this scale without getting maximum value for money. The approval process will
require NHS providers and NHS commissioners to demonstrate the value for
money of proposed consultancy support against a number of assessment
criteria.

3.

From 2 June 2015, NHS foundation trusts receiving interim support from the
Department of Health and NHS foundation trusts that are in breach of their
licence for financial reasons are required to secure advance approval from
Monitor before:


signing new contracts for consultancy projects over £50,000



extending or varying existing contracts or incurring additional
expenditure to which they are not already committed (where the total
contract value exceeds £50,000)

4.

All other NHS foundation trusts, particularly those under investigation by
Monitor for financial breaches or planning a deficit for 2015/16, are strongly
encouraged to comply. Monitor will take into account contracts that are poor
value for money when considering the need for regulatory action concerning
any potential breaches of governance licence conditions.

5.

From 2 June 2015, NHS foundation trusts covered by this approval process
must send Monitor a post-implementation report on all procured and let
consultancy projects, detailing the benefits and value-add of these and
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identifying where intellectual property of wider benefit to the NHS has been
created. Where contracts are multi-year, Monitor may request interim
reporting.

Rationale
6.

Spending by NHS providers on management consultants was £420 million in
2014/15, having risen substantially over recent years. We recognise that
consultancy can add value when local management teams lack either the
capacity or capability to address issues, and also that Monitor and TDA
themselves require providers to commission substantial amounts of
consultancy work. However, we know that the NHS often achieves poor value
for money from this expenditure either because the work is poorly scoped,
procured and managed, or because the findings are not fully implemented.

7.

Given the current level of provider deficit we cannot continue to spend on this
scale without getting good value for money. We are therefore putting in place
support and an approval process at a national level so that only good value for
money consultancy is commissioned and, where possible, generic technical
advice is widely shared within the NHS.

Support
8.

Monitor is committed to providing a greater degree of support to foundation
trusts commissioning consultancy services and will make this support available
over the summer.

9.

This support will consist of:


Guidance to support foundation trusts to meet the assessment criteria
for approval of a business case. We will publish detailed guidance and
FAQs on our website towards the end of June



generic scopes for common management consultancy projects



standard contract clauses requiring consultants to make noncommercially sensitive work widely available



bespoke advice and support for the largest projects
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direct engagement with the major management consultancy firms on
how the new approval process will operate.

The approval process
10. Consultancy contracts over £50,000 require prior approval by Monitor (the
£50,000 threshold includes irrecoverable VAT and other costs, eg expenses).
Foundation trusts are required to submit a business case approval form to
businesscases@monitor.gov.uk; this will be reviewed by Monitor’s Foundation
Trust Consultancy Approval Panel. This panel exercises the authority of the
Chief Executive, the Managing Director of Provider Regulation and the Finance,
Reporting and Risk Director.
11. The approval process comes into effect on 2 June 2015 and applies to all future
contracts, including those where contractual negotiations are in progress.
12. Foundation trusts are required to secure advance approval from Monitor
before extending or varying existing contracts or incurring additional
expenditure to which they are not already committed, where the total value of
the contract (including the proposed extension) exceeds £50,000. Foundation
trusts are required to submit a business case for the extension value prior to
the contact being extended.
13. The approval process applies to contracts that are accounted for as revenue
expenditure. It does not currently apply to contracts accounted for as capital
expenditure.
14. For the purposes of this approval process, ‘consultancy’ is defined as in the
‘NHS Manual for Accounts’ (strategy; finance; organisational and change
management; IT; property and construction; procurement; legal services;
marketing and communications; human resources, training and education;
programme and project management; technical).
15. Certain areas are initially exempt from the approval process. Foundation trusts
are not currently required to submit a business case to Monitor for approval of:


contracts below £50,000 (including irrecoverable VAT and other costs)



interim management and day rate contractors

16. Consultancy procurement that has been formally directed by Monitor’s
regulation or enforcement undertakings is included in the approval process.
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Foundation trusts directed to procure support by Monitor are required to submit
a business case for the proposed procurement that demonstrates value for
money against the assessment criteria.
17. Please note that internal and external audit, and local counter fraud services,
are not included within the approval process.

Having a business case approved
18. Please send business case approval forms to businesscases@Monitor.gov.uk.
19. The panel will review each business case against a number of assessment
criteria. For proposed consultancy expenditure within the scope of the approval
process (as outlined in the previous section), foundation trusts are required to
provide evidence of the value of this against the criteria outlined below:

Criteria we are
assessing
Ambition to deliver
something of value,
importance and relevance

Assessment criteria
What we are looking for











Clear scope




Evidence that the trust’s strategic and operational
objectives are supported by this proposed work. We are
looking for relevance to your organisation’s business
plans
Evidence on how this work aligns with the local health
economy strategy
Specific deliverables that clearly support the overall
objectives of the work and the organisation’s business
plans
Details of the clinical case where the proposed work
directly affects the provision of services for patients or
quality improvement
An explanation as to why the proposed service cannot be
resourced internally or sourced from peer organisations.
We are also looking for efforts to ensure skills will be
transferred to permanent staff, where appropriate
An outline of what the impact will be on the trust
objectives and business planning, staff and patient care if
approval is not given for the business case
Evidence that the scope is clear, defined and well thought
through
Detail on how the scope has been developed including
any engagement with patients, clinicians, commissioners
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Robust contract
management






Capacity to implement
findings/recommendations

Timeline of work






Robust implementation
review proposal



Value on price







Wider use of findings





or suppliers
Evidence that the trust can manage the supplier, control
spend and hold the supplier account for delivering value
for money
Assurance that the trust can deliver the scope as planned
Details of payment structure, particularly details of
approaches to link payment to deliverables, eg
arrangements to ensure effective communication between
staff approving and processing payments and the project
team receiving and evaluating the work
Evidence that the trust has the capacity to act on or
implement findings/recommendations of the procured
work
Examples of previous success in realising benefits
Evidence of a well-thought-through and realistic timeline,
with details on when expected outcome will be delivered
An outline of how the effectiveness of the consultancy
support procured will be reviewed, with particular focus on
benefits and value add
Evidence of the proposed procurement/resourcing
method, including how you reached or propose to reach
the decision that this is the best way to meet your
business requirements (some evidence of options
appraisal)
Evidence of sourcing the best value supplier and evidence
of negotiation over rates
Details of the basis of payment and why this will achieve
best value, eg does the contract propose a fixed fee,
contingent fee, etc and how will any risks within the
payment structure be managed?
Details of agreed benchmarking rates, referencing where
possible agreed framework rates
Whether or not there are any contractual restrictions to
sharing the outcomes of this work with the wider sector.
Where the outcomes are not commercially sensitive, we
will expect all future work to be made available for the
wider benefit of the NHS, particularly where the advice is
technical and likely to be generic to similar situations
We expect this right of access to be written into contracts.
You should check that a contract clause is in place
allowing for the wider use of any generic technical
findings, and also that the deliverables have been scoped
so that such technical work is as far as possible separated
from any commercially sensitive elements of the scope
5

20. Approval will be given to business cases that clearly demonstrate good value
for money against the assessment criteria. Approval will also likely be given to
externally funded projects that support a national programme such as the Five
Year Forward View ‘Vanguard’ models.
21. Business cases can be submitted either after the conclusion of a procurement
process or in advance of procurement. However, cases submitted in advance
of procurement will need to include sufficient details to provide assurance that
the criteria will be met.
22. Cases do not need to be long. Strong cases can be presented concisely and
without excessive supporting statements. Poorly written or excessively long
cases are likely to take us longer to decide on.
23. On completion of approved consultancy projects, foundation trusts are required
to submit to Monitor a report detailing the benefits of the work and value add.

Compliance
24. All other NHS foundation trusts, particularly those in breach of the financial
conditions of their licence, under investigation by Monitor for financial breaches
or planning a deficit for 2015/16, are strongly encouraged to comply. Monitor
will take into account contracts that are poor value for money when considering
the need for regulatory action concerning any potential breaches of governance
licence conditions.
25. From Q2 2015-16, Monitor will collect detailed financial data on consultancy
contract procurement within our regular monitoring templates.
26. Evidence suggesting organisations are seeking to avoid this approval process
through splitting contracts, manipulating contract scope or substituting contracts
with high cost interims or secondees from consultancies will be subject to
follow-up by Monitor.
27. Please send all queries to businesscases@Monitor.gov.uk

6

Consultation
on changes
to the risk
assessment
framework:
June 2015

www.gov.uk/monitor

Consultation on changes to the risk assessment framework - June 2015

About Monitor
As the sector regulator for health services in England, our job is to make the health
sector work better for patients. As well as making sure that independent NHS
foundation trusts are well led so that they can deliver quality care on a sustainable
basis, we make sure: essential services are maintained if a provider gets into serious
difficulties; the NHS payment system promotes quality and efficiency; and patients
do not lose out through restrictions on their rights to make choices, through poor
purchasing on their behalf, or through inappropriate anti-competitive behaviour by
providers or commissioners.
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Consultation on changes to the risk assessment framework - June 2015

Contents
1. Introduction ....................................................................................................................... 4
2. Changes to Monitor’s risk assessment framework............................................................. 4
2.1. Proposed re-introduction of measures of foundation trust deficits and variance from plan ..... 6
2.1.1. I&E margin measure ...................................................................................................... 6
2.1.2. Additional measures of variance from plan ................................................................... 7
2.2. New sustainability and financial performance financial risk rating ........................................... 8
2.3. Changes related to value for money ...................................................................................... 10
2.3.1. Value for money measure added to the governance rating ........................................ 10
2.3.2. Changes to the NHS foundation trust accounting officer memorandum ..................... 10
2.4. Changes to national defined outcome and access measures ............................................... 11

3. Responding to the consultation ....................................................................................... 11
3.1. Confidentiality ......................................................................................................................... 11

4. Next steps ....................................................................................................................... 12

3

Consultation on changes to the risk assessment framework - June 2015

1. Introduction
The NHS faces a continuing and significant challenge to simultaneously improve
quality, meet access targets and drive up productivity. Meeting this challenge means
there can be no let-up in the pace and scale of change in provider organisations.
Last year was the first year that the foundation trust sector as a whole ended the
year in deficit. 77 out of 152 trusts lost money. Although this year’s plans are more
realistic than last year’s, they would result in a worse performance for the sector. Put
simply, this is unaffordable.
Given this challenging context we are proposing a number of measures to
strengthen our regulatory regime so that we can help foundation trusts live within
their means and support improvements in financial efficiency across the sector.
These measures include proposed changes to the risk assessment framework and
the NHS foundation trust accounting officer memorandum described in this
consultation document. We are proposing these changes to enable us to take
regulatory action earlier if a foundation trust is in deficit, failing to deliver its financial
plan, or not providing value for money.
This consultation seeks views from interested parties and stakeholders on the
proposed changes. Please respond to the consultation by 5pm on 1 July 2015.
See section 3 for more details.
The risk assessment changes outlined in this document apply to foundation trusts
only.

2. Changes to Monitor’s risk assessment framework
Since 1 April 2013 all NHS foundation trusts have needed a licence from Monitor
(the NHS provider licence) stipulating specific conditions that they must meet to
operate. These include financial sustainability and governance requirements:


The Continuity of Service Licence Condition (CoS 3) requires that foundation
trusts remain financially solvent so that they can continue to provide essential
services to patients.



Condition FT4 sets out broad-ranging governance requirements for all
foundation trusts. They must apply the principles, systems and standards of
good corporate governance which reasonably would be regarded as
appropriate for a provider of NHS healthcare services. Specifically, they must
establish and effectively implement systems and/or processes to ensure:
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o compliance with the trust’s duty to operate efficiently, effectively and
economically (reflecting the legal duty on foundation trusts to exercise their
functions generally in this way)
o effective financial decision-making, management and control (including but
not limited to appropriate systems and/or processes to ensure the trust’s
ability to continue as a going concern).
As foundation trusts will be aware, we have made significant use of FT4 to enforce
compliance with healthcare targets and standards, and where there is ineffective
financial decision-making, management and control.
Monitor’s risk assessment framework sets out the financial and governance metrics
that we monitor and the thresholds that prompt us to assess whether we should
investigate a foundation trust for a potential breach of these licence conditions.1 If we
find that a foundation trust has breached its licence we are able to take action. How
we investigate potential breaches, prioritise and take regulatory action is set out in
Monitor’s enforcement guidance.2 It is within the licensing context that we propose to
extend and strengthen the metrics we use to drive efficient, effective and economic
use of resources by foundation trusts and ensure that foundation trusts act quickly
when financial problems are anticipated.
Specifically we are proposing:

 re-introducing two previously used measures: one tracking foundation trust
deficits and another the accuracy of planning

 combining a trust’s rating on these new measures with its existing continuity
of service ratings (COSRR) to produce a new four-level financial sustainability
and performance risk rating, with appropriate regulatory responses to each
rating level


making two further changes to ensure trusts make sure they deliver value for
money.

Lastly, we are aware of speculation about potential future national announcements
on outcome and access measures. If these happen, we may subsequently issue
supplementary questions to this consultation to ensure the risk assessment
framework is suitably aligned with relevant national policy. We will publish further
details to the sector if this is the case.

1

www.gov.uk/government/uploads/system/uploads/attachment_data/file/421204/RAF_update_
revmar15.pdf
2
www.gov.uk/government/publications/monitors-enforcement-guidance
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2.1. Proposed re-introduction of measures of foundation trust deficits and
variance from plan
We propose to retain the existing continuity of service measures (liquidity and capital
service capacity) and introduce the following additional measures into the risk
assessment framework:


income and expenditure (I&E) margin



two additional measures of variance from plan: variance of I&E margin and
variance of capital expenditure.

A trust’s ratings on these additional measures will feed into its new overall financial
sustainability and performance risk rating (see section 2.3).
2.1.1. I&E margin measure
The number of foundation trusts running a financial deficit has increased this year.
We recognise that there have been specific quality and operational challenges facing
the sector in the wake of the Francis and Keogh reviews and in some instances it
may be appropriate for a foundation trust to have a short-term financial deficit as part
of a longer term strategic plan. However, running a sustained and/or substantial
deficit may also indicate a foundation trust is not operating as efficiently, effectively
or economically as it could and tracking deficits can flag early signs of future financial
issues and subsequent solvency issues. Therefore, we are proposing to introduce an
I&E margin measure into the risk assessment framework.
I&E margin (%) will be calculated as: surplus/(deficit)/total operating and non
operating income. Surplus/(deficit) will be calculated before impairments, transfers
by absorption, gains/losses on asset disposal and restructuring costs to provide a
reasonable approximation of underlying performance without being unduly
influenced by one-off items or accounting adjustments. The proposed rating
thresholds for I&E margin are as follows:
Table 1: Proposed rating thresholds for the I&E margin
Rating

I&E margin threshold

1

Worse than and including (1%)

2

Between (1%) and up to 0%

3

Greater than or equal to 0% up to 1%

4

1% or greater
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1. Do you agree that we should monitor I&E margins? If not, why?
2. Do you agree with our proposed definition of I&E margin? If not, why?
3. Do you agree with the proposed rating thresholds? Please give reasons
for your answers.

2.1.2. Additional measures of variance from plan
Currently if a foundation trust’s actual performance in either revenue available for
debt service or capital service costs or liquidity deteriorates against its plan agreed at
the annual plan review by 20% or more, Monitor can ask the foundation trust to
reforecast its plan. Depending on the results of the new forecast, we may also
subsequently investigate under the governance risk rating.
We are proposing in addition to monitor foundation trusts’ variance from
plan in:


I&E margin: calculated as I&E operating surplus(deficit)/total operating income



capital expenditure: absolute variance as a percentage of planned capital
expenditure.

The proposed rating thresholds are outlined in Table 2.
Table 2: Proposed rating thresholds for the variance from plan measures: I&E
margin and capital expenditure
Rating

Threshold – I&E margin

Threshold – capital expenditure

1

Worse than and including (2%)

25% or higher

2

Between (2%) up to (1%)

20% and up to 25%

3

Greater than (1%) up to 0%

20% and up to 10%

4

0% or higher

10% or lower

To determine a foundation trust’s prospective ratings on the variance from plan
measures at the start of each financial year, we will use its achievement against the
previous year’s plan as a proxy. This will be updated with the actual variance from
plan during the quarterly and monthly reporting process. However, if a foundation
trust’s prospective rating triggers potential investigation considerations, in deciding
whether to investigate we will consider to what extent the deterioration in the trust’s
rating is caused by historical variance from plan. Furthermore, we do not propose to
apply the override mechanism (see below) to the variance from plan measures when
calculating a foundation trust’s prospective risk rating.
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4. Do you agree that we should monitor these new measures of variance
from plan? If not, why?
5. Do you agree with the proposed definitions of the measures? If not,
why?
6. Do you agree with the proposed rating thresholds? If not, why?

2.2. New sustainability and financial performance financial risk rating
The existing continuity of service risk rating highlights the risk of short-term
insolvency and financial risk. Including the additional measures proposed above
means we will be monitoring a number of measures that link to financial risk. To
provide a simpler overview of a foundation trust’s financial risk we are therefore
proposing to combine the COSRR with the new financial metrics to create a new
sustainability and financial performance risk rating.
The proposed new risk rating has a four-point rating scale. A trust’s rating will be
calculated by combining the existing COSRR elements (ie liquidity, capital service
capacity), with the re-introduced I&E margin, and variance from plan measures, with
a fixed weighting for each component. An overall rating of 2 is likely to lead to
investigation. If a trust’s overall rating is higher than 2 but it is rated as 1 on any of
the individual measures, except variance in capital expenditure (due to its volatility),
the trust’s overall risk rating will be subject to an override and capped at a 2,
triggering likely investigation. Figures 1 and 2 show how the new combined metric
would be structured.
While there are additional measures that can trigger a potential investigation under
this amended financial risk rating, as before we will judge on a case-by-case basis
whether we should investigate a foundation trust for a potential licence breach and
what, if any, action is required. As outlined in a letter sent to the sector from
Monitor’s Chief Executive, David Bennett, on 2 June 2015, we will also be increasing
the improvement support we provide to the sector to help trusts adopt best practice
and improve their financial efficiency, reducing their risk of breaching their licence.
Given the extent of the financial challenges over the coming year, we are
considering what reporting requirements and frequency of data collection we need to
monitor foundation trust performance effectively without overburdening trusts. Where
possible, we will seek to consolidate existing reporting so that it minimises the
reporting burden while giving us sufficient assurance and the ability to act quickly.
We will provide guidance on any revised reporting arrangements after the
consultation closes.
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Figure 1: New sustainability and financial performance risk rating

Figure 2: Overall sustainability and financial performance risk rating

9

Consultation on changes to the risk assessment framework - June 2015

7. Do you agree with the proposal to develop a single sustainability and
financial performance risk rating using the existing continuity of service
risk rating and the additional financial governance measures? If not,
why?
8. Do you agree with the proposed weighting of measures within the single
financial risk rating. If not, why?

2.3. Changes related to value for money
We also propose two changes to help trusts make sure they deliver value for money:


an additional measure within foundation trusts’ governance rating



a change to the accounting officer memorandum.

2.3.1. Value for money measure added to the governance rating
We propose including an additional measure within foundation trusts’ governance
rating linked to value for money. We may consider investigating if a foundation trust
demonstrates inefficient or uneconomical spend (actual or forecast) against
published benchmarks. Such demonstrations could include examples of inefficient
operational performance; for instance, poor control over input costs such as agency
and management consultancy spend. We will publish further details in due course.

9. Do you agree in principle with the proposed inclusion of a value for
money measure? If not, why?

2.3.2. Changes to the NHS foundation trust accounting officer memorandum
We also intend to change the NHS foundation trust accounting officer memorandum
for foundation trusts to strengthen the requirement to consider value for money. We
will make the following changes:


update paragraph 7 to set out that the accounting officer must ensure:
o the foundation trust delivers efficient and economical conduct of its
business and safeguards financial propriety and regularity throughout the
organisation
o financial considerations are fully taken into account in decisions by the
NHS foundation trust
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update paragraph 8 to reference the accounting officer’s duty to deliver
prudent and economical administration in line with the principles set out in
‘Managing public money’.3

We will also review the existing obligations to ensure they require foundation trusts
to deliver effective management systems, including financial monitoring and control
systems.

10. Do you have comments about the proposed changes to the
accounting officer memorandum?
2.4. Changes to national defined outcome and access measures
Lastly, we are aware of speculation about potential future national announcements
on outcome and access measures. If these happen we may subsequently issue
supplementary questions to this consultation to ensure the risk assessment
framework is suitably aligned with relevant national policy. We will publish further
details to the sector if this is the case.

3. Responding to the consultation
We ask all interested parties and stakeholders to respond to the consultation by 5pm
on 1 July 2015. To respond to the consultation please use the following link:
https://www.research.net/s/LGF8DXM. If you have trouble accessing the survey link
above please email RAF@monitor.gov.uk.
The duration of the consultation period reflects the urgency and the desire to see
measurable improvement by the end of 2015/16.
3.1. Confidentiality
You can request to keep your name and/or organisation confidential and excluded
from the published summary of responses on the online form. If you send your
response by email or post, please don’t forget to tell us if you wish your name or your
organisation’s name to be withheld from any published documents.
If you would like any part of the content of your response (instead of or as well as
your identity) to be kept confidential, please let us know and make it obvious by
marking it in your response which parts we should keep confidential. We will do our
best to meet your request, but because we are a public body subject to Freedom of
Information legislation we cannot guarantee that we will not be obliged to release
your response even if you say it is confidential.

3

www.gov.uk/government/publications/managing-public-money
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4. Next steps
After considering feedback from this consultation, we will update and publish a
revised risk assessment framework in Q2 2015/16. The changes will take effect
from publication of the updated risk assessment framework. If the updates
require changes to quarterly reporting templates we will issue an update to these
as appropriate and notify trusts of the changes as soon as feasible. At the same
time we will publish changes to the NHS foundation trust accounting officer
memorandum.
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OXLEAS NHS FOUNDATION TRUST
New processes for agency and consultancy costs
Board of Directors, 2nd July 2015

1) Introduction
As set out in the ‘new guidance from Monitor’ paper, Monitor and NHS England have made a series
of recent announcements regarding the need to ensure the NHS receives value for money/ curbs
expenditure on agency staff and consultancy projects.
Monitor require all FTs in breach of their licence to comply, and encourage all other FTs to
voluntarily comply. The Business Committee have agreed that we will not comply with regard to
formal reporting to Monitor. However we need to make sure that we have robust controls re
agency and consultancy spend.
This paper sets out a set of proposals on how to ensure that we have and are seen to have robust
and proportionate processes in place re agency and consultancy expenditure. This was agreed by
the executive.
The Board is asked to note.

2) Reporting to the Business Committee
We are proposing the following reporting:
•

Prior approval for any consultancy costs, external contractors, or agency assignments of in
excess of £50,000 by the Chief Executive, the Deputy Chief Executive, or the Director of
Finance; this is to be re-authorised every 3 months. This would then be reported monthly to
the Business Committee.

•

Approval to continue when any consultancy, external contractors, or agency assignment
reaches £50,000 by the Chief Executive, the Deputy Chief Executive, or the Director of
Finance. This would then be reported monthly to the Business Committee.

•

Any breaches of the independent contractor process (the process that we follow when
engaging with an independent contractor) will be reported monthly to the Business
Committee

•

Reporting of any off-framework agency usage to the Exec and the Business Committee, with
explanations. Note that there are currently few instances where we purchase off-framework
contracts, and there are normally sound explanations for these

•

Ensuring that all staff are aware that any agency bookings must be made via Temporary
Staffing, with any breaches reported to the Exec and the Business Committee.
Compliance in this area is currently mixed.

3) Targeted approach to teams with high agency spend
We are proposing a 3 tier system, which would be implemented at a team level:

Tiers
Green: Appropriate local oversight
The service determines its own processes with regard to agency usage and sign off. The expectation
is that in ward areas, the modern matrons should be formally signing off each roster and approving
agency bookings.

Amber: Increased management oversight
The Head of Nursing or the Associate Director (or Service Manager where there is not an Associate
Director in the directorate structure) is required to formally sign off each roster, each agency
request, and each agency invoice. Any out of hours bookings will require retrospective sign-off.
Service Directors will be expected to give updates to the Executive on a monthly basis as part of the
Workforce agenda item.
This should continue until the service no longer meets the amber criteria.

Red: Weekly taskforce
As for amber, plus:
The Deputy Chief Executive chairs a weekly meeting with corporate and service colleagues in order
to ensure we have appropriate processes and practices in place re rostering and agency spend.
Attendees to include:
•
•
•
•

Director of Nursing
Director of HR & OD
Service Director
Clinical Director

This should continue at the discretion of the Deputy Chief Executive or until the service no longer
meets the red criteria.

Criteria
Amber
•
•
•

Agency spend >20% of total pay spend over past 2 months; AND
Agency spend >£50k over past 2 months; AND
Budget (to include any external funding) >15% overspent

Red
Three of the four following criteria need to be met:
•
•
•
•

Concerns from the Chief Executive/ Medical Director re the quality of service as a result of
the higher agency usage
Agency spend >30% of total pay spend over past 2 months
Agency spend >£100k over past 2 months
Budget (to include any external funding) > 25% overspent

Implications
Based on April and May data, the following teams would fall into Amber and Red:

Amber

Greenwich Community
doctors (C&YP)
Millbrook
District Nursing - North
Bexley/ Erith forum
District Nursing – Eltham

Red

Agency
spend as %
of total pay
spend

Past 2 months
agency spend
(£k)

26%

£73k

% overspend
vs total budget
(including any
external
funding)
16%

27%
36%

£61k
£54k

34%
33%

39%

£51k

24%

Agency spend as
% of total pay
spend

Past 2 months
agency spend
(£k)

33%
42%

£130k
£232k

Holbrook
Meadowview

4) Recommendation
The Board is asked to note.

% overspend
vs total budget
(including any
external
funding)
44%
24%

Quality
concerns

Yes
Yes
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Summary and Highlights
Sickness Absence
Sickness absence for May was 3.46% which is a reduction on the previous month however the
CAMHS figure is artificially low. Significant numbers of rosters remain unsigned off at the end of
each month despite reminders from payroll and it is probable that some sickness absence has not
been recorded by the time the payroll manager closes the roster to allow the payroll to be run.
Vacancy & Turnover
The vacancy rate has increased slightly from 11.9% in April to 12.4% in May. Adult Community
Services vacancy rate has increased to 21.3%. This is primarily related to the increase in
establishment at Eltham hospital as the number of beds are expanded. The number of leavers
from the directorate has fallen from the high levels experienced earlier in the year however
turnover remains higher than the trust average for this directorate.
PDR Uptake
The trust has maintained overall compliance for completion of PDRs. The compliance figure
stands at 84%. Adult Community Services and ALD are short of the target at 73% and 79%
respectively.
Mandatory & Essential Skills Training
All Mandatory training is above the trust threshold of 80% with the exception of breakaway
training which has been affected by the transfer of Greenwich Prisons staff. Additional capacity
has been provided to support their compliance. All essential skills are above 80%.
Supervision Uptake
Trust wide there are 261 employees who have never had recorded supervision sessions (281 in
May) and 409 whose last recorded session was 3+ months ago (420 in May).

The directorate compliance levels for supervision uptake are shown as follows:

Directorate
Adult Community
Services
ALD
Child & Adolescent
MHS
Children & Young
People
Corporate
Forensic & Prison
OA
WAA (CMHS)
WAA (IR&C)
Grand Total

Compliant
with 6
weekly
standard

Not compliant
but seen in last
3 months

Seen more
than 3
months ago

Supervision
never
recorded

52%
63%

21%
22%

18%
14%

9%
1%

67%

23%

9%

1%

71%
61%
52%
73%
73%
65%
63%

18%
22%
15%
19%
19%
23%
20%

9%
12%
9%
7%
6%
11%
11%

2%
4%
24%
0%
2%
2%
6%

Employment Relations
There are three tribunals outstanding against the trust
Three members of staff are currently suspended from duty

Changes to risk register

New risks identified

Recommendations
To Note

Previous
rating

New rating

Rating

Domain

Indicator

4.08%

4.10%

1.

S10 Anxiety/stress/depression/other psychiatric
illnesses

22.70%

2.

S12 Other musculoskeletal problems

11.59%

3.

S11 Back Problems

4.15%

Apr-15

Mar-15

3.93%

3.81%

5.00%

3.46%

4.50%

Sickness Absence Rates

4.00%

Proportion of
Directorate's Absence

Top 3 Absence Reasons by No. Of Days Lost

May-15

Trust

Feb-15

Sickness Absence Rate

Jan-15

Dec-14

Workforce Measures - Trust
Absence

Proportion of Absence by Duration

21%

Long-Term
Medium-Term
Short-Term

53.06%
25.66%
Long-Term
21.29%

Trust

3.50%
3.00%

Medium-Term

53%
26%

8.81%

Top 3 Absence Reasons by No. Of Episodes

Proportion of
Directorate's Absence

1.

S13 Cold, Cough, Flu - Influenza

16.76%

2.

S25 Gastrointestinal problems

16.38%

3.

S10 Anxiety/stress/depression/other psychiatric
illnesses

9.06%

Short-Term

12.44%

Permanent Staff Leavers - All Reasons
(Headcount)
Trust

50

32

31

58

42

22

Permanent Staff Turnover - All Reasons
Trust

Vacancy by Staff Group

Dec-14

Jan-15

Feb-15

Mar-15

Apr-15

May-15

15.45%

Permanent Staff Leavers - Voluntary
Reasons
(Headcount)
Trust

27

26

24

21

29

16

Permanent Staff Turnover - Voluntary Reasons
Trust

May-15

May-15

11.90%

May-15

Apr-15

12.34%

Apr-15

Mar-15

14.10%

Mar-15

Feb-15

13.67%

Feb-15

Jan-15

14.15%

Jan-15

Trust

Dec-14

Vacancies
(excluding seconded staff)

Dec-14

Vacancies, Leavers & Turnover

Add Prof Scientific and Technic Total
Additional Clinical Services Total

11.79%
9.57%

Administrative and Clerical Total
Allied Health Professionals Total
Estates and Ancillary Total
Healthcare Scientists Total
Medical and Dental Total

7.72%
10.28%
0.97%
33.00%
8.15%

Nursing and Midwifery Registered Total

15.85%

10.07%

Fire Safety Awareness

90.94%

90.24%

92.38%

Extended Basic Life Support

82.56%

85.16%

82.38%

Health & Safety
Infection Control
Information Governance
PMVA
Safeguarding Adults
Safeguarding Children Level
Safeguarding Children Level
Safeguarding Children Level
Safeguarding Children Level

93.97%
92.48%
92.05%
84.12%
95.85%
97.32%
90.33%
86.91%
85.48%

92.68%
91.00%
91.25%
84.23%
94.70%
95.94%
88.55%
85.27%
88.37%

93.68%
92.90%
92.99%
84.59%
95.66%
95.90%
90.14%
86.67%
87.74%

Food Safety Level 2
Mental Capacity Act Awareness
Patient Handling
Recruitment & Selection

88.96%
94.84%
82.12%
93.19%

89.50%
91.15%
84.20%
91.35%

88.31%
92.22%
84.67%
92.50%

1
2
3 Core
3 Specialist

Local Induction
Directorate
Trust

Evidence
Outstanding

Local Induction
Checklist
Received

Grand Total

Performance

514

75

589

13%

Recruitment

Directorate
Trust

Current Recruitment Campaigns
in the Pipeline
Number of
WTE Vacancy
Vacancies
317.61
335

May-15

87.00%
93.24%
92.86%

Trust

84%

83%

84%

Supervision
Completion

May-15

86.88%
92.09%
91.39%

Apr-15

86.56%
94.57%
93.35%

Apr-15

May-15

Basic Life Support
Carers & Families
Dual Diagnosis

PDR
Completion

Mar-15

Apr-15

77.97%
92.56%
91.91%

Essential Skills Training

Mar-15

Mar-15

76.86%
92.28%
90.05%

Apr-15

82.80%
91.94%
92.17%

Mar-15

Breakaway
Conflict Resolution
Equality & Diversity

Mandatory Training

May-15

Mandatory Training & PDR

Trust

58%

58%

62%

Oxleas NHS Foundation Trust

Last updated

Pipeline 'Dashboard' Report with Number of Vacancies

04-Jun-15 11:10

Requisitions in progress
72 Other
35 Forensic & Prisons
30 Inpatient, Rehab & Crisis
32 Community MH Services
52 Adult Community Services
50 Children & Y.P. Services
29 Learning Disabilities
34 Older Peoples MH Services
15 Quality & Pharmacy
11 HR & Development
28 CAMHS
Total Proposed WTE
Total Number of vacancies

Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies
Proposed WTE
Number of vacancies

Vacancies in progress
1
1
1
1
4.53
5
4.6
6
19.7
21
11.48
13
2.5
3
3
3
1
1
2
2
1.8
2
52.61
58

11 HR & Development
12 Nursing & Governance
35 Forensic & Prisons
21 Informatics
17 Therapies Directorate
32 Community MH Services
52 Adult Community Services
50 Children & Y.P. Services
28 CAMHS
30 Inpatient, Rehab & Crisis
29 Learning Disablilities
54 Estates & Facilities
34 Older Peoples MH Services
14 Finance
16 Service Delivery
15 Quality & Pharmacy
Total Sum of WTE
Total Number of vacancies

Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies

Candidates in progress
2
2
3.8
4
65.96
67
4
4
0.8
1
20.9
22
103.4
108
45.5
50
8.8
11
19.95
21
11.7
13
4
4
19.8
21
1
1
1
1
5
5
317.61
335

2
2
3.8
4
65.96
67
4
4
0.8
1
20.9
22
103.4
108
45.5
50
8.8
11
19.95
21
11.7
13
4
4
19.8
21
1
1
1
1
5
5
317.61
335

Directorate
Grand Total
11 HR & Development
1
12 Nursing & Governance
17
15 Quality & Pharmacy
4
17 Therapies Directorate
1
21 Informatics
1
28 CAMHS
3
35 Forensic & Prisons
24
52 Adult Community Services
42
30 Inpatient, Rehab & Crisis
10
32 Community MH Services
2
50 Children & Y.P. Services
24
29 Learning Disablilities
2
54 Estates & Facilities
2
34 Older Peoples MH Services
6
Grand Total
139

Workforce Measures - Trust Recruitment Timeline Report

Year

Month
(Year)

To last pre- To start
date
employme
external
nt check

2013 May (2013
Jun (2013)
Jul (2013)
Aug (2013)
Sep (2013)
Oct (2013)
Nov (2013)
Dec (2013)
2013 Total
2014 Jan (2014)
Feb (2014)
Mar (2014)
Apr (2014)
May (2014
Jun (2014)
Jul (2014)
Aug (2014)
Sep (2014)
Oct (2014)
Nov (2014)
Dec (2014)
2014 Total

11.0
11.6
9.1
10.1
11.8
11.2
10.9
11.2
10.9
13.4
11.7
10.6
10.8
11.4
12.1
13.2
14.0
13.9
12.4
13.8
12.7
12.7

15.7
15.8
14.3
16.8
17.3
19.7
16.2
16.9
16.7
18.9
16.4
15.5
16.1
17.4
17.9
20.1
19.5
18.6
18.4
21.9
18.7
18.5

To record Combined
No. of
complete
time to candidates
internal
hire
completed

13.2
13.9
9.2
11.2
14.6
10.5
13.3
13.1
12.6
16.2
12.4
10.8
10.5
11.9
11.9
12.7
16.2
17.2
12.4
11.2
13.9
13.6

14.6
14.7
11.8
13.4
16.0
17.3
14.9
15.8
14.8
17.7
15.4
14.2
14.2
14.6
15.9
18.0
17.9
18.1
15.7
16.6
16.2
16.5

53
57
52
73
70
50
94
73
522
95
54
57
39
61
68
83
106
79
87
77
118
924

2015 Jan (2015)
Feb (2015)
Mar (2015)
Apr (2015)
May (2015
2015 Total
Grand Total

12.2
12.2
10.1
9.7
11.2
11.1
11.8

19.0
16.2
17.4
16.5
18.3
17.3
17.7

11.1
14.9
7.6
8.0
11.0
10.4
12.6

16.5
15.8
13.7
12.8
15.5
14.8
15.6

78
115
104
91
69
457
1903
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Summary and Highlights
The national staff survey for 2014 was held in October and November of last year. The results
were published by the CQC at the beginning of March 2015.
Overall Oxleas continued to perform very well across the 29 key indicators as well as the
composite indicator for staff engagement which it was able to further improve from its already
high levels. Given the levels of demand, acuity and organisational change being experienced by
staff this was a very good result. Nonetheless there are still a number of outstanding areas of
poor performance that Oxleas needs to address in order that in can assure itself that it is
providing a safe and positive working environment for its staff.
The key areas of under performance related to
Harassment and bullying of staff by other managers and staff
Harassment and bullying of staff by patients and members of the public
Experiencing discrimination in the last 12 months.
Staff who experienced discrimination were discriminated against primarily by patients and
members of the public. Where staff were discriminated against this was primarily due to their
ethnicity or their gender.
Actions
1) Harassment and Bullying of staff by other managers and staff
• Increasing the number of Bullying and Harassment Advisors
• Training staff network members to be Bullying and Harassment advisors
• Emphasis on prevention and notification of incidents of harassment and bullying in
trust induction
• Publicising availability of external support to staff from Care First
• Monitoring of Datex for staff on staff aggression
2) Harassment and Bullying of staff by patients and public/Staff experiencing discrimination
in the last 12 months

•
•

•
•
•
•
•

The issues were discussed at the June Senior Staff event
The issue will be discussed at the MAC to emphasise the role of medics supporting
the wider multi-disciplinary team in terms of risk assessment, medication and
overall management of aggressive patients. Where incidents of harassment and
abuse occur, these should be discussed in MDT meetings and ward rounds.
Modern matrons meet with patients who are verbally abusive to staff to
emphasise expected standards of behaviour
Development of posters for clinical areas setting out the trust position not
tolerating abuse of staff
Application of the Safer Ward tool by Heads of Nursing
Regular use of reflective practice to support staff post incident
All directorates will be bringing local plans to the quarterly annual planning review
to ensure that responses are tailored to particular services

Changes to risk register

New risks identified

Recommendations
To Note

Previous
rating

New rating

Rating
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Summary and Highlights
This is a verbal item.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

