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2
1

Item from

Minutes of the Board of Directors Meeting held on 2nd July
2015
Dave Mellish, Chair

Attachments

Minutes of the Board of Directors Meeting 2nd July 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

97th Meeting of the Board of Directors
Thursday 2 July 2015
Room 4, Memorial Hospital
Board of Directors
Dave Mellish
Archie Herron
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
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
Iain Dimond
Sally Bryden
Susan Owen

Director of Adult Mental Health and ALD Services (for Item 11)
Associate Director of Corporate Affairs and Trust Secretary
Risk Manager (Minutes)

Members of the Council of Governors in attendance
Fola Balogun
Service User/Carer: Children’s’ Services
Steven Brooks
Public: Bexley
Jenny Kay
Service User/Carer: Older People’s Mental Health
Baeti Mothobi
Service User/Carer: Older People’s Mental Health

Action
1

Apologies for absence
Anne Taylor, Non-executive Director

Noted

2

Minutes of last meeting
The minutes of the meeting on 4 June 2015 were approved as an accurate record.

Approved

3

Matters arising from the minutes of the last meeting
Page 1 – DA is now deemed fit to plead so the trial has been re-listed to commence on 30 July 2015.
Page 2 – Risk FN7, relating to competitive tendering, will be reviewed at the July meeting of the
Business Committee.
Page 7 – Oxleas RiO for mental health services went live on 15 June 2015 with no problems. The next
phase is to go live with community health Rio, but this has been delayed until the Trust is assured that
issues with the mobile working function have been resolved by Servalec.

Noted

4

BT

KPI Report
Noted
For CPA clients followed up within seven days of discharge, there have been two true breaches and
these are being investigated by the Business Office to understand the reasons. The worst case scenario
is that the Trust will achieve 94.4% in Quarter 1 and the best case scenario is 94.8%. The final figure is
more likely to be towards the best case. This will only trigger a governance concern if the Trust were to
continue to breach in Quarters 2 and 3 or if two other targets are not met within the quarter. For the
Psychological Therapies Referral to Treat within 18 weeks target, the correct figure for May 2015
should be 94.9%, so is very close to the internal target of 95%. This was incorrectly reported due to a
transposing error, which is being investigated by the Informatics Team. We are working to simplify this
indicator, by reporting on the incomplete pathway only. Bed occupancy remains high and services have
been tasked with developing an action plan to address pressures. The CQC have raised a concern about
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Action
patients’ sleeping arrangements and we are required to submit an action plan by Monday 6 July 2015.
The action plan includes escalating the workstream on managing demand; reminding Modern Matrons
that it is unacceptable for patients to sleep on sofas; HS and Iain Dimond have met with consultants;
Duty Senior Nurses to escalate bed management issues to the Senior Manager On Call.
SJ – Are the breaches of the CPA target a reflection of higher numbers of patients?
HS – The numbers are very small. The worst case is that there will be seven breaches out of 65
patients. We are looking at the data to establish a narrative. We should have a full picture by the
September 2015 Board.
JK – Why are bed management incidents not being reported?
SF – Staff have been reminded that patients must not sleep on sofas. Staff have difficult decisions to
make and try hard to do the right thing. These circumstances often occur late at night and patients are
unwilling to travel to a unit with a bed some distance away. There are occasions when no beds are
available. Staff must be confident that they can escalate concerns. There have been no serious
incidents relating to this.
SJ – I accept that there is a reluctance to use private sector beds but this should not be to the extent of
people sleeping on sofas.
HS – Staff know when they should use private sector beds but there are sometimes problems with
accessing these.
BT – Private sector beds have been used this year.
PW – Is this a sign of a system under pressure?
SF – This is unique to Greenwich. On average there are 10 to 12 patients who are out of borough.
There is the opportunity to consider solutions such as crisis houses.
DM – This is to be reported back to the September 2015 Board.
5

6

HS

SF/HS

KPI Report: referral to treatment times in Older Adult Mental Health
There have been no breaches of the 18 week referral to treatment target in Older Adult Mental Health,
so the investigation focused on those who had waited the longest, that is, between 12 and 17 weeks.
There were five Allied Health Professional (AHP) patients who were reported as waiting 12 to 17 weeks
and four psychological therapy patients who were reported as waiting 12 to 15 weeks. All cases were
found to be data quality issues and the patients had been seen. Guidance notes on how to resolve and
prevent data quality issues have been distributed. An analysis of waiting times in the Children and
Young People’s directorate will be presented to the September 2015 Board of Directors.
AH – Will these data quality issues be discussed at directorate level?
HS – This work has exposed where there are data quality issues so there is now more focus on this.
PW – Are you comfortable with the new targets?
HS – National guidance has not yet been issued so these may still change. We are not an outlier
compared to other trusts.
SF – In relation to IAPT, Michael Witney is working closely with this service. There is a decision to be
made on how the target is interpreted. People are assessed and given self-help advice within six
weeks, but if the target is based on where formal treatment commences, then this will be more of a
challenge.

Noted

Service Delivery Report
The Great Get Together at Woolwich Common on 27 June 2015 was a successful event and 72 new
Foundation Trust Members were signed up. The Board were invited to comment on other points in the
report.
JK – The changes in Bexley CAMHS sound imminent. Will they have the resources?
HS – We have learnt from the work in Greenwich and we are confident that people will respond.
BT – This does bring some risks but also plays to our strengths.
SJ – Are we likely to be criticised in the Serious Case Review?
HS – There is no major impact on our reputation but there are some points of learning which are being
taken forward.
AH – Have the Commissioners raised any concerns about the disestablishment of the Bexley MSK
Service from Kings?
HS – No. This impacts on just one team.
DM – Is there any feedback on the transfer of Holbrook Ward?

Noted

Page 2 of 10

HS

Action
HS – The move went well and was completed safely.
SC – Was the volunteers event a Trust wide event?
HS – This was aimed at all volunteers.
7

Quality Report
QSIP
There are two red QSIP indicators to note for May 2015.
• PE1.2 MH - Ensure that at least 65% of carers registered on RiO for CPA service users have been
offered a carer’s assessment. In previous years, a similar pattern of low achievement at the
beginning of the financial year has been seen with acceleration over the year as more offers reach
the renewal date.
• PE1.3 CH – Care plans on RiO for District Nursing teams. This has plateaued. Disestablished teams
need to be removed from RiO.
For the amber indicators, 48-hour follow-up of patients admitted following self-harm or suicide
attempt remains a challenge. The focus is on ensuring the clinicians follow the agreed process.
CQUINs
Following the Quarter 4 contract meeting with NHS England, it has been agreed that Forensic services
achieved the physical health CQUIN, resulting in an incentive gain of £23,411.
CEG feedback
There are challenges in showing that patients have been screened for specific physical health
conditions. All service users, carers and clinical staff will be given a copy of the Physical Health and
Wellbeing Handbook and will be encouraged to use this as a basis for discussions. An audit of NICE
guidance on prescribing for personality disorder shows that our use of antipsychotic medicine is low
compared to other trusts. The NICE diabetes audit also showed very positive results. The work on
developing Positive Practice Prompts of NICE guidance is a reflection of how detailed the guidance is. It
is aimed to complete this project within this financial year. The outcomes workstream is progressing
and the current focus is on Early Intervention Teams.
SC – In Forensic Services, there is an issue relating to the effect of medicines on weight. How do we
work with dieticians to address this?
IO – Forensic services are well ahead with working with service users to plan and prepare meals.
Dieticians will develop a plan, but we need to work with patients to make the right choices to assist
with weight management.
PW – With regard to 48-hour follow-up, are there any system or policy issues?
IO – We do need to understand why addresses on Rio are sometimes out of date and take steps to
resolve this. For patients on CPA with a care co-ordinator, there needs to be clarity on who is
responsible for the follow up.
JK – Is it an efficient use of resources to develop our own Positive Practice Prompts?
IO – This project is unique to Oxleas. The aim is to develop tools that will support clinicians and make
it easier for peers to audit the standards.

8

Compliance Report – May 2015
Regulatory update
Preparation work for a CQC inspection continues. It is a legal requirement that the overall rating must
be displayed at all sites. We know that we will not be one of the trusts inspected up to November
2015. Directorates have been asked to develop local action plans. Two new MHA Visits reports have
been issued for Scadbury Ward and Shrewsbury Ward. For both units, the concerns raised at the
previous reviews were addressed.
Patient Safety
There were five serious incidents in May 2015, compared to ten in April 2015. Year to date, there have
been 15 serious incidents compared to 16 for the same period last year. As at the end of May, all
serious incident investigations were on track to complete within timescale. In May 2015, a total of 976
level 1 to 3 incidents were reported.

Noted

9

Safe Staffing report
In June, it was announced that NICE’s work on the development of safer staffing guidelines for both
mental health and community services will be suspended. This work will continue through the Chief
Nursing Office which will support organisations to bridge the evidence gap, particularly in the area of

Noted
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acuity measurement and multidisciplinary working. The Trust has completed the review of all bedded
units but there is some further work to do on adult mental health wards to address cost pressures. In
order to understand direct patient care time, Band 5 staff were asked to undertake a time and motion
study throughout the week beginning 8 June 2015. This will be repeated in December 2015. As at May
2015, the Trust was compliant with staff staffing levels but there are some anomalies on Millbrook
Ward due to a higher than usual number of admissions of young people under the Mental Health Act.
SJ – What does this mean to people on the wards? Although we are meeting safe staffing levels, there
is sometime a sense that staff are under stress.
SF – Beds in Bromley were reduced from 49 to 40 and Bexley is under-occupied. The main area of
pressure is in Greenwich. We had low results in the staff survey in terms of staff reporting that that
they experienced work place stress.
IO – It is good that we are able to get this data, but the Duty Senior Nurses must be reminded to write
their report at the end of each shift.
SH – The Staff Friends and Family Test has just been circulated. Staff do feel the pressure but also feel
cared for.
PW – It does not always feel as if the pressure is focused on Greenwich. Can we triangulate the data?
SF – Extra investment is needed for Home Treatment and Crisis Teams so we can improve gatekeeping
to keep people out of hospital.
10

Duty of Candour policy
The revised Duty of Candour Policy has been approved by the Patient Safety Group and the Executive
Team. The main change is the explanation of how this should be applied for all Level 4 and 5 incidents
and recorded on Datix.
JK – What is the implementation approach?
JW – The focus is on ensuring that we meet CQC requirements. When duty of candour does not
happen, the reasons are explored with teams.

11

Serious incident report – RS
Noted
RS was a 38 year old female patient who died in the Woodlands unit on 16 April 2015. The cause or
time of her death has yet to be established. As she was an inpatient at the time of her death, a panel
was established to consider the care and treatment she received from the Trust. The Deputy Chief
Executive chaired the panel and presented RS’s contact with services and the panel’s findings to the
Board. The Board heard that overall, the care RS received from the trust had been good. The panel
identified three care delivery problems but concluded that her death could not have been predicted.
The panel made 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 basis 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.
The panel found that duty of candour notifications and support to the family were of a high standard.
AH – When will we know the cause of death?
HS – We do not know when the post mortem will be complete.
PW – Do you have a sense of the discussion about the way in which RS was found?
HS – There were a number of factors which influenced how decisions were made.
JW – It is rare for staff to be faced with this situation so we need to build their confidence in dealing
with such events. The training is good, but there are limited opportunities for staff to practise the key
skills of basic life support.
JK – Senior staff responded appropriately when they became involved.
HS – JW and I will visit the ward to feed back our findings.
SF – We need to ensure that the lessons from this incident are shared across the organisation.

12

Well Led Review action plan
Following the discussions at the Informal Board meeting on 4 June 2015, the draft action plan covering
the 25 recommendations in the Well Led Governance Review have been updated and presented to the
Executive Team. There are two completed recommendations, three rejected recommendations and 20
agreed recommendations, which will be implemented by March 2016. It was agreed that the Board
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Action
should discuss the recommendation relating to having separate sessions on strategy at the September
meeting.
JK – The document reads as if we are accepting recommendation R7 (Consider undertaking an annual
organisational effectiveness report to provide assurance to the Board on the various building blocks of
organisational culture and leadership).
SB – We will incorporate this into the Annual Report rather than produce a separate report.

DM

13

Council of Governors update
Noted
At the meeting on 25 June 2015, the Council if Governors discussed changes to the Membership
Strategy. The finance presentation was well received and it was agreed that it would be a standing
item at every June meeting. The Nominations Committee have agreed a ‘long list’ of candidates for the
non-executive directors posts which will become vacant later this year.

14

Proposed changes to the Constitution of Oxleas NHS Foundation Trust
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. Following advice from Capsticks, we
are proposing to take the Constitution forward in three stages, as presented to the June meeting of the
Board of Directors. Stage one – to update the Constitution with changes agreed at previous Annual
Members’ Meetings – is complete and the revised version has been noted by the Council of Governors
and the Board of Directors. The Board was asked to agree to the proposed Stage 2 and Stage 3
changes:
• Stage 2 – Changes which do not affect powers and duties and can be agreed by a majority of the
Council of Governors and the Board of Directors present and voting at a meeting.
• Stage 3 - Changes to our staff constituencies to reflect the way our directorates are structured and
our service user/carer Governor sub-classes; and adoption of the new model election rules. These
changes will need to be agreed through a Members vote at the Annual Members Meeting in
September.
The Board of Directors agreed to these proposals.

15

Business Committee update – QMH Kidney Treatment Centre
Noted
The Trust was not successful at the PQQ stage of the Kent Community Mental Health and Wellbeing
service. The Business Committee noted the new FT guidance consultation document. There is a focus
on FTs in breach of their licence, but all trusts are encouraged to comply with best practice approaches
on agency and consultancy spend. The Committee agreed non-compliance was acceptable but that the
Trust needs to strengthen internal monitoring processes. The committee noted that the refurbishment of Market Street is near completion. The move will take place on 30 and 31 July and the
service will re-open on 3 August. There are no further developments with regard to the Kidney
Treatment Centre on the QMH site. SF has been liaising with NHS England and Rachel Evans has been
liaising with the Director of Estates at Guy’s and St Thomas. Oxleas will consider alternative providers
if Guy’s are not in a position to sign the lease.

16

NED report - Board Visits
AH – HMP Maidstone: There are over 500 overseas prisoners detained here and staff deal with a
number of complex issues. One computer is shared by eight staff. New ways of working for prison
officers is slowing down the work of healthcare staff. Pharmacy staff said they would like more
supervision and training. HMP East Sutton: There are 102 female prisoners here. There is a nurse led
surgery open morning and evening.
SJ – Home Treatment Team Green Parks House: The accommodation is not in a good condition but
there are plans to move the team to a different location. Dr Derek Tracy has good ideas about
outcome measures. Day Treatment Team: This is a committed and well-led team. They have a high
caseload with intensive work. There were some issues about the timings of discharge.
SC – Bromley CMHT: This unit also houses the care home support team and there is some tension
between them and social services. Home Treatment Team South: This is a well-led team that would
benefit from more investment.
JK – Bromley CAMHS: There are serious issues within the team in terms of caseload as these are
increasing. Staff had good ideas and were positive. Parking was raised as an issue.
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Action
It was agreed that following up on long term issues is incorporated into the Director of Service Delivery
Report.

HS

17

Finance Report
As at the end of Month 2, performance is consistent with that of Month 1. Margins are tight and there
are pressures around CRE plans and temporary staff usage. Our cash position remains strong and our
overall Monitor Finance Rating is 3. Plans are in place to achieve CREs of £7.5m of which £2m is high
risk. This will be a focus on this at the next round of Annual Plan meetings. Expenditure on temporary
staffing remains high. Total debt stands at £11.2m, of which £2m is 90 day debt. Further resources
have been allocated to ensure that all debts are chased down in a timely manner. There are some
areas of high overspend and the finance team is exploring ways to address this.

Noted

18

New Monitor guidance
Monitor has sent all FTs a letter that sets out four initiatives to address financial pressures in the NHS.
1. Additional scrutiny of annual plans: Monitor are satisfied with our Plan but there is a sense that the
‘arm’s length’ approach of Monitor is shortening.
2. Best practice approaches to spend on agency and consultancy: We are not obliged to comply but
we are looking to strengthen our processes with regard to agency and consultancy spend.
3. Proposed changes to the Risk Assessment Framework: New metrics relating to Income and
Expenditure surplus and the ability to accurately plan ahead are likely to be introduced. There will
be implications to having a Finance Risk Rating of three or less.
4. Supporting improvement: Monitor are looking to establish a new Sustainability Directorate but it is
not yet clear what this will mean for trusts.
JK – How do we balance reducing agency spend with ensuring safety?
SF – We will need to have flexible approaches.

Noted

19

Agency and consultancy cost process
Noted
The Executive Team have agreed a set of initiatives to ensure that we have robust and proportionate
processes in place to control agency and consultancy expenditure. The two workstreams are higher
visibility reporting to the Business Committee and targeted approaches to teams with high agency
spend.
Reporting to the Business Committee
The following will be reported:
• Costs in excess of £50,000 to be agreed by the Chief Executive, Deputy Chief Executive or Director of
Finance. These will be re-authorised every three months and reported monthly to the Business
Committee.
• Chief Executive, Deputy Chief Executive or Director of Finance to approve the continuation of any
assignments that reach £50,000. This will be reported monthly to the Business Committee.
• Any breaches of the independent contractor process will be reported monthly to the Business
Committee.
• Reporting of any off-framework agency usage. 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 Business Committee.
Targeted approach to teams with high agency spend
A RAG rating approach has been agreed, based on agency spend as a percentage of total pay spend,
agency spend in the past two months and percentage of overspend against the total budget.
• Green - appropriate local oversight
• Amber - increased management oversight
• Red - weekly taskforce
Based on April and May data, there are two teams in the red zone and four teams in the Amber zone.
PW – There is a read across from the safe staffing data.
IO – For teams in the red zone, can we have near real-time data?
BT – There is a focus on ensuring that the roster is up to date.
JK – Are we confident that four amber teams and two red teams is the right position?
SF – Teams will need a lot of support and we only carry out this work effectively with a small number of
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teams at a time. This is a justifiable position.
20

Workforce Report
Noted
Sickness absence remains low at 3.46%. The vacancy rate has increased 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 staffing establishment at Eltham Community Hospital as the number of beds increases. The
PDR compliance figure stands at 84%. Adult Community Services are short of the target at 73% so
there is a focus on improving compliance in this area. All mandatory and essential skills 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 compliance.
Trust wide there are 261 employees who have never had recorded supervision sessions and 409 whose
last recorded session was more than three months ago. There needs to be focus in Forensic and Prison
Services where 24% of staff have no recorded supervision. There are three tribunals outstanding
against the Trust and three members of staff are currently suspended from duty.
JK – Is basic life support training being reviewed in the context of the incident on Millbrook Ward?
SH – We can consider increasing the threshold.
IO – At the beginning of each shift, the nurse in charge should check the number of staff trained, as we
do for staff trained in the prevention and management of violence and aggression.
DM – Elsewhere in London, there are concerns that not enough staff are not trained in restraint. Are
we confident that staff have enough training to cope with these situations?
IO – We are confident about this.
AH – Do people know the target for supervision?
SH – Yes, all teams are aware of the 80% threshold.
SF – This is more of a challenge as supervision is every six weeks, whilst PDRs is an annual target.

21

Staff survey action plan
Noted
Oxleas performed well in the Staff Survey but we need to improve in terms of staff experiencing
harassment and discrimination. Staff who experienced this were discriminated against primarily by
patients and members of the public and this was primarily due to their ethnicity or their gender. There
has been a slight increase in the number of bullying and harassment cases so the number of advisors
has been increased. We are working with staff networks and staff are reminded of sources of support
at induction. All Datix reports of harassment and discrimination against staff are monitored. It is more
difficult to tackle harassment and discrimination by service users. Directorates have been asked to
develop local action plans.

22

Chief Executive update
Two Level 5 incidents were reported in June 2015. These will be investigated individually but also
collectively to identify themes. One relates to the death of a patient whilst on unescorted leave from
Goddington Ward. The panel that is currently reviewing the other incidents on Goddington Ward will
also investigate this incident. The second incident relates to the death of a patient whilst on home
leave from Lesney Ward. SH will chair the panel and PW is the NED member. Two of our nurses – Liz
Read and Steven Jones – have won Nursing Times Rising Star awards. The Annual Members Meeting is
on 30 September 2015 at the O2 in Greenwich. Nominations for the recognition awards close next
week.

Noted

23

Any other business
None raised.

Noted

24

Questions from governors and the public
SBr – With regards to agency spend, are we the prisoner of the agencies? Is there the opportunity to
ask for bulk discounts?
SH – The London Framework negotiates rates for us but there are some agencies that do control
certain specialist staff grops.
JKa – In light of the success of the Great Get Together, can the Trust have a presence at events in other
boroughs?
SB – Our focus is on Bexley, Bromley and Greenwich and we aim to go to at least one event a month.

Noted
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Next meeting of the Board of Directors
rd
Thursday 3 September 2015 at 2.00 pm
Room 4, Memorial Hospital
nd

I confirm that the minutes of the Board of Directors meeting of 2 July 2015 are a true record.
Signed

Date

Dave Mellish, Chair
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Jargon buster
This jargon buster is a glossary of acronyms and abbreviations.
It is intended that we will update this on a regular basis but we will also agree standards to reduce jargon usage.
If you feel there are more that should be included on the list please email 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)

ECT – Electro Convulsive
Therapy
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

CCG – Clinical
Commissioning Group

DNA – Did Not Attend
ECR – Electronic Care
Records

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

KSF – Knowledge and
Skills Framework

HTT – Home Treatment
Team

DADL – Domestic
Activities of Daily Living

CASH – Contraception and
Sexual Health

KPI – Key Performance
Indicators

MAPP – Multi Agency
Protection Panel

ICP – Integrated Care
Pathway

CAS – Central Alerts
System

ISA – Information Sharing
Agreement

HR – Human Resources

CQUIN – Commissioning
for quality and innovation

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

IM&T – Information
Management and
Technology

MDO – Mentally
disordered offender
MDT – Multidisciplinary
team

iFox – Trust Business
Information System

MEWS – Modified Early
Warning Score Tool

IGG – Information
Governance Group

MH – Mental Health

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

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

SDS – Service
Development Strategy

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

SLaM – South London &
Maudsley NHS Trust

PEAT – Patient
Environment Action Team
PFI – Private Finance
Initiative

SMs – Service Managers
SN – School Nurse

PICU – Psychiatric
Intensive Care Unit

SPD – Safety, Privacy and
Dignity

POMH – Prescribing
Observatory for Mental
Health

SI – Serious Incident

PRUH – Princess Royal
University Hospital
PSA – Personal Safety
Awareness
QEH – Queen Elizabeth
Hospital
QMS/QMH – Queen
Mary’s Hospital Sidcup
QRP – CQC Quality and
Risk Profile

TDA – NHS Trust
Development Authority
TSA – Trust Special
Administrator
TUPED – Transfer Under
Present Employment
UEAs – Uncontracted
Emergency Admissions
VTE – Venous
thromboembolis

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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Summary and Highlights
This is a verbal item.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating
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Key Performance Indicators Report – June 2015

Item from

Helen Smith, Deputy Chief Executive

Attachments

Front Sheet Only

4
3

Sum m ary:
Actual outcomes appear in red if they have not been met for the last three months (for detail
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:

Aug -15

M10246
Last
Tested:

Aug -15

M10247
Last
Tested:

Aug -15

M10248

Last
Tested:

May -15

M10108
M10109
M10110
M10111

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: 100%
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: 99.8% Within 18 Weeks (-0.5%)
2 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: 99.4% Within 18 Weeks (-0.6%)
0 Breaches
5. Community dataset, recording of information. 1. Referral to Treatment
information. 2. Referral information. 3. Treatment Activity information. (Monitor
reserves the right to also introduce the following throughout the year: 4. Patient
identifier information and 5. Patient dying at home information.)
Target (for each item): 50%
Community Actual (RTT Information): 100% (No Change)
Community Actual (Referral Information): 90.5% (No Change)
Community Actual (Treatment Activity Information): 91.7% (-5.8%)
In September 2014, the following potential additional indicators performed as
follows:
Patient Identifier Information: 99.6% (No Change)

Last
Tested:

May-15

M10014

Last
Tested:

Aug-15

M10102
Last
Tested:

June-15

M10002
Last
Tested:

Jul -15

M10101
Last
Tested:

May-15

M10030
M10112
M10113
M10114
M10115
M10116
M10117

6. Care Programme Approach clients followed up within seven days of discharge
from inpatient setting
Target: 95%
Trust Actual: 98.7% Followed-up (+4.4%)
1 Breaches in Inpatient & Crisis which was validated as true breaches by the Business
Office.
7. Care Programme Approach clients having a formal review within 12 months.
Target: 95%
Inpatient & Crisis: 98.1% Breaches: 1 (+0.1%)
Community Mental Health: 100% Breaches: 0 (No Change)
Older Adults: 100% Breaches: 0 (No Change)
ALD: 100% Breaches: 0 (No Change)
Forensic: 98.4% Breaches: 2 (-1.6%)
CAMHS: 100% Breaches: 0 (No Change)
Trust: 99.8% Reviewed (-0.1%)
8. Minimising delayed transfers of care (Delayed Discharges).
Target: Under 7.5%
Trust Actual: 4.7% Clients Delayed (+0.9%)
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: 109.38% (280 individual cases) (-2.3%)
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: 99.5% (No Change)

The Following information is not reported to Monitor
RTT 18 week waiting times for AHP
Last
Tested:

Aug-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: 98.7% (+0.1%)
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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 who are still awaiting treatment).
Target: 95% (this is an Oxleas agreed target and not a nationally mandated target)
Trust Actual: 93.1% (-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: 95.4% (+0.8%)
Note - IAPT Reporting is currently being updated and improved, and new waiting
times reports will be used soon

Inpatient Activity
Last
Tested:

Aug-15

M10075
M10077
Last
Tested:

Aug-15

M10075
M10077

Last
Tested:

Aug-15

M10075
M10077

Last
Tested:

Aug 15

M10075
M10077

1. Inpatient & Crisis
a) Occupancy rate (Including Leave) 114% (-2%)
b) Occupancy rate (Excluding Leave) 110% (No Change)
Average occupancy rate (including leave) over the past 6 months is 114%, excluding
leave, the rate is 109%.
2. Older People Acute
a) Occupancy rate (Including Leave) 95% (No Change)
b) Occupancy rate (Excluding Leave) 90% (No Change)
Average occupancy rate (including leave) over the past 6 months is 95%, excluding
leave, the rate is 90%.
3. Psychiatric Intensive Care (Tarn).
a) Occupancy rate (Including Leave) 80% (-9%)
b) Occupancy rate (Excluding Leave) 80% (-9%)
Average occupancy rate (including leave) over the past 6 months is 83%, excluding
leave the rate is also 83%.

4. Forensic & Challenging Behaviour
a) Occupancy rate (Including Leave) 96% (-1%)
b) Occupancy rate (Excluding Leave) 95% (-1%)
Average occupancy rate (including leave) over the past 6 months is 98%, excluding
leave, the rate is 98%.
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Last
Tested:

Aug-15

M10075
M10077
Last
Tested:

Aug-15

M10075
Last
Tested:

Aug-15

M10075

5. Adult Learning Disabilities
a) Occupancy rate (Including Leave74% (No Change)
b) Occupancy rate (Excluding Leave) removed at the request of the clinical
Director
Average occupancy rate (including leave) over the past 6 months is 80%.
6. Bexley Community (Meadow View).
a) Occupancy rate: 87% (+3%)
Average occupancy rate over the past 6 months is 91%.
7. Greenwich Community (Greenwich Intermediate Care).
a) Occupancy rate: 80% (-9%)
Average occupancy rate over the past 6 months is 83%.

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

1. Ethnicity, inclusive of Long Term Conditions, Planned Care and Unscheduled Care.
Target: 85%
Actual: 92.3% (-0.1%)

2. Percentage of total appointments correctly outcomed (excluding those entered in
error)
Target: 95%
Actual: 81.1% (-4.3%)
3. Percentage of total appointments recorded as DNA (Did Not Attend) – also
excluding those entered in error.
Target: 7.4%
Actual: 3.4% (+0.4%)

4a. Greenwich Intermediate Care – Clients with estimated discharge date present.
Target: 90%
Actual: 96.8% (+0.6%)

4b. Meadow View – Clients with estimated discharge date present.
Target: 90%
Actual: 95.5% (+2.4%)

4

N/A

5. Safeguarding Training (Including training levels 1 to 3) reported quarterly.
Target: 80%
Actual Q3: 93.2% (+4.3%)

Children’s Community Health Services – Specific Indicators
Last
Tested:

May-15

M10170

Last
Tested:

May-15

M10083
M10092

Last
Tested:

May-15

M10013
M10088

N/A

1. Ethnicity, inclusive of Specialist and Universal services.
Target: 85%
Actual: 91.3% (-0.3%)

2. Percentage of total appointments correctly outcome (excluding those entered in
error).
Target: 95%
Actual: 93.7% (+1.0%)

3. Percentage of total appointments recorded as DNA (Did Not Attend) – also
excluding those entered in error.
Target: 7.4%
Actual: 9.3% (-1.6%)

5. Safeguarding Training (Including training levels 1 to 3) Reported quarterly.
Target 80%
Actual Q3: 95.8% (+1.3%)

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 KPI’s with set targets):
GREEN TEXT: Improvement/No Change
AMBER TEXT: Slight reduction /increase <5%
RED TEXT: Significant reduction/increase >5%

Recommendations
The Board are asked to note the KPI Report.
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KPI report: Children & Young People’s referral to treatment times
waiting lists
Helen Smith, Deputy chief executive and Director of service
delivery
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.
Following previous reports, an analysis of waits in the children and young people’s directorate is
attached.

Changes to risk register
None

New risks identified
None
Recommendations
To note

Previous
rating

N/A

New rating

N/A

Rating
N/A

Children & Young People’s RTT Waiting Lists as at 17 August 2015
AHP

As at 17 August there were 16 clients on the AHP waiting list for Children & Young People
services who had breached 18 weeks. The table below shows the break down by team and
the longest wait in weeks. Where the longest wait is due to user error, the wait time for
highest real breach is used.
Number pts
on waiting
list

Speciality
Bexley Children's
Therapies - OT
Bexley Children's
Therapies Physiotherapy
Bexley
Orthoptics/Optometry
Bexley Speech and
Language Therapy
Greenwich
Occupational Therapy
Greenwich
Physiotherapy
Greenwich Speech
and Language Therapy
GRAND TOTAL

Breaches
(Rio)

Longest
Wait in
weeks (RiO)

Total
genuine
breaches

True Wait
in weeks

%Breach

RTT breach
(92%
waiting less
than 18
weeks)

72

1

23

0

16

0%

NO

122

2

20

2

20

1.6%

NO

36

1

27

1

26

2.8%

NO

251

4

26

4

26

1.6%

NO

62

3

31

2

31

3.9%

NO

159

4

35

1

23

0.6%

NO

274
976

1
16

21

1
11

21

0.6%
1.13%

NO
NO

Manual checks have confirmed that 5 of the 16 were not true breaches and were caused by
user error, they included appointments with no RTT activity recorded and 1 appointment
which has yet to be outcomed but progress notes suggest treatment was started.
Of the 11 true breaches:
• 7 clients had yet to be offered an appointment
• 1 client DNA’d and no new appointment has been offered
• 1 client has been seen (though outside the 18 weeks) but the appointment does not
have RTT activity against it
• 1 client progress notes indicate several attempts have been made to arrange an
appointment
• 1 client has an appointment booked for Sept but will still miss the 18 week deadline
Bexley Children's Therapies - OT
1 client was seen on time but appointment not outcomed as RTT
Bexley Children's Therapies - Physiotherapy
1 x client DNA’d
1x client - progress notes suggest several attempts have been made to offer an appointment
but an appointment has yet to be made
1

Bexley Orthoptics/Optometry
1 x client DNA’d, following appointment was outcomed as RTT but still would have been
outside 18 weeks
Bexley Speech and Language Therapy
4 x clients have no appointments booked
Greenwich Occupational Therapy
2 x clients have no appointments booked
1 x client was seen but no RTT Activity recorded for that appointment
Greenwich Physiotherapy
3 x clients have appointments but no RTT activity was recorded for those appointments
1 x client has an appointment booked which is outside of the 18 weeks
Greenwich Speech and Language Therapy
1 x client has no appointments booked

Consultant Led

As at 17 August, 10 clients on the consultant led waiting list had breached 18 weeks.

Speciality
Paed NDC Team
Paed SEN Medical
Bexley PAED Developl Concerns
PAED - Pre AAS
GRAND TOTAL

Number pts
on waiting
list

Breaches
(Rio)

Longest
Wait in
weeks (RiO)

Total
genuine
breaches

True Wait
in weeks

%Breach

RTT breach
(92%
waiting less
18 wks)

104
30

7
1

23
23

2
1

22
23

1.9%
3.3%

NO
NO

43
55
232

1
1
10

21
19

0
0
3

N/A
N/A

0%
0%
1.3%

NO
NO
NO

Manual checks have confirmed that 7 of the 10 were not true breaches and were caused by
user error, they included appointments with no RTT activity recorded, or data entries which
provide conflicting information
Of the 3 true breaches:
Paed NDC Team
2 x clients had appointments which had not been RTT’d but this was changed a week after
the report was run and are no longer showing on the waiting list (as at 25 August).
3 x clients are showing the appointment as being cancelled by the client – cancellation by
the client does not restart the clock.
2 x clients are showing as outcomed as RTT but the same appointment also shows that it’s
been rescheduled it’s not clear which is the case
Paed SEN Medical Team
1 client appointment has been booked but will be outside the 18 weeks.
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Bexley PAED - Developmental Concerns
1 Client is showing as discharged on RIO but the discharge was added to RIO after the report
was run.
PAED - Pre AAS
1 Client was seen but the no RTT activity was associated with the appointment

PTT

As at 17 August, 10 clients on the PTT waiting list had breached 18 weeks.
Speciality

Bexley CAMHS Under
5's
Bexley CAMHS
Generic
Bexley CAMHS LD &
Neuro-Developmental
Bexley CAMHS
Adolescent Team
Bromley CAMHS
Generic
GRAND TOTAL

Number pts
on waiting
list

Breaches
(Rio)

Longest
Wait in
weeks (RiO)

Total
genuine
breaches

True Wait
in weeks

%Breach

RTT breach
(92%
waiting less
18 wks)

1

1

30

0

N/A

0%

No

39

6

29

6

29

15.4%

NO

4

1

26

0

N/A

0%

NO

6

1

19

0

N/A

0%

Yes

10

1

20

1

20

10%

60

10

7

11.47%

Yes

Bexley CAMHS Under 5's
1 client seen within 18 weeks but has not confirmed treatment has started with PTT. There
was a DNA appointment which wasn’t picked up as a new clock start, this is because the
clinician isn’t on the list of PTT’s for this service. Progress notes suggest treatment has been
given, this needs to be reflected in the clinical diary.
Bexley CAMHS Generic
5 x clients were seen and assessed but have yet to receive treatment, 3 of these have
appointments booked. The HCP associated with one of these clients isn’t being picked up by
the report as they aren’t on the list of PTTs for this service.
1 client has had 6 appointments since allocation but none of them have been outcomed as
RTT – treatment given.
Bexley CAMHS LD & Neuro-Developmental
1 client was allocated to the RTT waitlist and then subsequently removed as they are being
seen by a nurse and not a PTT. The report is still showing the client as being on the waiting
list. There have been 11 appointments with the allocated nurse but none of these have
been outcomed on RIO.
Bexley CAMHS Adolescent Team
1 client has had 4 appointments but none of them has been outcomed as RTT.
3

Bromley CAMHS Generic
1 client has no appointments booked and no progress notes on RIO to know what is
happening with this referral.
General Observations
There are some issues with data entry and appointments not outcomed as RTT. A report is
available on IFOX which allows users to check current waiting lists on a daily basis. The
Business Office runs this report monthly and sends out to teams to enable them to update
RIO as appropriate.
Action: Informatics to create a report to monitor teams’ usage of the RTT Reports on IFOX
During the deep dive it was discovered that 2 clinicians had not been included in the PTT list
of agreed clinicians so their activity cannot be picked up by the report.
Action: Informatics to update the PTT list for these clinicians and work with the Business
Office to ensure that this list is up to date and accurate.
There appears to be different processes followed by the CAMHS teams for RTT. Teams
should be reminded of the agreed process and monitoring should pick up where this is not
being followed.
Action: Clinical Transformation to send Process to CAMHS Team Leads.
There is 1 case where a client is showing up in the waiting list despite being removed by the
clinician on RIO.
Action: Informatics and Clinical Transformation to investigate why this client is still being
picked up by the reports.

4

Board of Directors
3rd September 2015

Item
Enclosure

6
5

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

OXLEAS NHS FOUNDATION TRUST
DIRECTORATES BRIEFING FOR THE TRUST BOARD
September 2015
Children & Young People’s services
Bexley Children’s Community Nursing Team

The team have received a number of plaudits over the last few months.
H has a long term condition which at times requires him to use Bi-PaP (Breath initiated positive
airway pressure ventilation to support his breathing). He wanted to go on a school trip to Malaga
with his peers, without the support of his parents. Despite all the hurdles of insurance, equipment
and staffing, the team enabled his wish to become reality. One of the carers from the team agreed
to go with him and from the letters and photos received afterwards, it certainly was a success story.
He said “I would like to say a very big 'Thank you' for all the effort you put towards helping me travel
for the school trip to Malaga. It seemed at first just a mere fantasy, a dream that I didn't think would
become a reality. But it did!”. His mother wrote “This trip meant a lot to H and myself as I have
always wanted him to feel as normal as his other mates as much as possible. The trip has helped him
to gain some self-confidence and independence. He thoroughly enjoyed the trip and this has assured
everyone that it is possible for him to go on school trips outside the country as long as the necessary
plans are put in place. This I believe has opened ways for other outside trips in the future. Without
your efforts, he would not have been able to go but you kept saying that he should be allowed to go
once he is stable enough to go”.

Music therapy paper accepted in Brasov, Romania

Sarah Hadley, Head of Music Therapy in Children’s Services, has volunteered in Romania providing
skills enhancement, known as Music as Therapy, to Romanian partners since 1999 and has recently
had a paper accepted to present in Brasov in November. Music as Therapy sessions use music in a
way which is responsive to the client’s innate musicality, builds attachments and helps achieve
sustainable developmental outcomes for disabled children.

Post natal group in Greenwich

Greenwich health visitors at Gallions Reach have responded to client feedback questionnaires
requesting a post natal group. The team have organised a programme due to start on 8 Sept. it will
consists of six sessions, covering
1) Getting to know each other / your baby
2) Breast & bottle feeding, hygiene, dental health
3) Baby massage & tummy time*
4) Play & stimulation, sing and sign
5) Introducing solids
6) Minor ailments, first aid

*tummy time encourages parents to place their infants on the floor rather than in chairs and bouncers to encourage gross
motor movement and coordination

1

New health visitor contract

Following a request from NHS(E) and the Valentine health visitor service earlier in the year, we have
carried out a due diligence process and organised the transfer of this Greenwich based health visitor
service to Oxleas from 1 September 2015; 16 staff will transfer to Oxleas.

Abbeywood patient experience feedback

There was a Board visit to the Abbeywood clinic last year, the building has since been extensively
refurbished. They have just received an excellent patient experience report (provided at the end of
the report) where clients have given very positive feedback to the team. We will meet the requests
for toys in the clinic room and early information pre and post birth about breast feeding groups.

Apps

Following very short notice from our original provider going into administration, we have secured a
new provider for the Heath Visitor and School Nurse Apps. Our previous provider has agreed to
transfer all the content to us as it is our intellectual property. The App remains on the App store.

E-Red Book

Oxleas has been chosen by NHS(E)as one of 4 London providers to pilot a new e Red book. This is the
parent held record for children under five. It includes information for parents , recording of
milestones, advice. Developmental reviews and a record of weight assessments and immunisations.
Project starts in early October.

Journal article

The Journal of Health Visiting August 2015 has published a paper reviewing the literature on the
impact of bonding questionnaires in an assessment of maternal-infant bonding by one of our heath
visitors, Malgorzata Mason.

CAMHS
Headscape

Headscape is now live, having been launched in July. This provides on-line access to information ,
self help tools, 'quizzes' (validated clinical screening tools) and self referral for children and young
people in Bexley and Greenwich.

Transformation Plan

Following the publication of Future in Mind, The government has signalled its intention to make
additional funding available for CAMHS across the county. Each area has been given an allocation for
eating disorders services and for other areas of the transformation plan. The CCG is the lead,
although it is expected that the plans will reflect multi-agency involvement.
With commissioner support, we are developing a business case for a tri-borough community eating
disorders service. The paper will be submitted as part of the transformation plan.

Bexley additional investment

Bexley CCG has agreed to increase its investment; this will fund:
• 3.5 wte clinical staff for the generic (tier 3) team. Designed to address the existing demand and
shortfall in capacity
• 0.5 wte clinical staff for the infant and under 5s service. This is in response to demand and
follows recommendations from 'Future in Mind' for peri-natal CAMH services to be in place in
all areas
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The CCG has signalled that they will provide match funding for CAMHS schools work in the context of
another bid to the DfE/DH (see below).
The CCG would like to progress with a CAMHS out of hours on call service, subject to agreement over
cost and finance.
Children and young people's emotional well-being and mental health needs analysis: this is a priority
of the Bexley Health and Wellbeing Board in the midst of concerns about rising prevalence and
significant gaps in capacity and in early intervention. This work is underway, with our involvement in
the steering group and is due to report in January.
Transformation planning is underway, being led by the CCG. Areas of focus are likely to be targeted
Tier 2, and in-reach to schools / early intervention.

Greenwich

Staff consultation on the re-structure of the service post procurement ended on 31 July. A significant
volume of feedback has been received and some changes have been made as a result. We are
engaged in a complex mobilisation process and envisage the new service being operational between
December and January.

Bromley

Staff consultation for the out of hours on call service is complete. Some staff have concerns about
this change and we are working with them, HR and staff side to address the issues.
Bromley CCG is leading on a review of children's services. Following the introduction of the new wellbeing service, a gap in commissioned service provision has emerged (tier 2.5). This was predictable
in light of the recommissioning of this service and the introduction of an early intervention service
which did not provide care on this part of the pathway. We are involved in the review and providing
data as required.
Referral rates to Bromley Tier 3 CAMHS remain high and are being monitored in conjunction with
commissioners.

Adult Learning Disabilities services
Bromley college

The work we have been doing in Bromley college has been extended for the next academic year. As
well as providing speech and language therapy, we also will be providing OT support. This service
continues to provide an important link to adult services and provides helpful income for the
directorate.

Older Person’s services
Holbrook Ward (Camden and Leyton)

The decant from to Holbrook to Elmstead Unit (QMH) went ahead as planned at the end of June. The
unit is smaller and there are strong indications that the model of care we are developing is effective.
Staffing levels have been increased and recruitment into newly created posts is well underway. As a
result, staffing is being managed more effectively and fewer agency shifts are being utilised.
We are working with colleagues in Estates to plan the environment on the new Holbrook Ward
(Woodlands) in preparation for the ward to move back there in January.
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Senior staff changes

Helen Jones, currently our inpatient and acute service manager, has been appointed to the Associate
Director / Head of Nursing post.
Anne Waterworth, Community Service Manager took early retirement at the end of August.
Anne and Helen have been service managers in the directorate since it was established in 2011 and
we would like to thank them both for their hard work and commitment and wish them well in their
respective new ventures.
We would also like to thank Sian Critchley –Robbins for successfully acting into our Head of
Psychology role whist Jo Cook has been on maternity leave. Jo will be returning to work next month.

Mental health redesign

Changes to the way OP CMHTs operate have been consulted upon and will be implemented from 1
October. This will allow us to roll out the primary care plus model and to extend opening hours into
the evening. In addition the service will adopt an outcomes framework and be more flexible.
The consultation regarding changes to the group therapy programme and merging our home
treatment teams has just closed (mid-August) and final decisions about the detail of the model are
now being taken. It is hoped that this change will allow us to deliver more focused treatments and
more out of hour’s interventions in people’s homes to prevent admission.
There are several team moves and decant arrangements being planned between October and the
end of the year, including refurbishment of Bridgeways and decommissioning the Upton Centre and
moving staff into the Bexleyheath Centre.

Service developments

We have fully recruited to several new posts in the Bromley OPCMHT and Memory service following
the recent investment from Bromley CCG. The memory service now has a programme for assessing
and diagnosing people with symptoms in the 43 Bromley Care Homes.
In Bexley, the CCG have also invested in the memory service to allow us to expand to meet demand.
Posts are in the process of being advertised and recruited into.
We have been given funding from the Better Care Fund in Greenwich to allow us to develop the
following schemes:
• To expand the reach of the Advanced Dementia Service (GADS)
• To undertake an audit of OPMH/ dementia needs in the QEH and make recommendations
for longer term investment
• To develop a mental health liaison service in to Eltham Community Hospital.
• To increase capacity into the Greenwich memory service (in year only, pending a CCG review
of memory services)

Work with third sector and other partners
•

We successfully bid for a joint post (CPN) with Bexley and Greenwich Hospice to increase care
towards the end of life for people with dementia. This post will work alongside our Advanced
Dementia Service.
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•

‘Up and At ‘Em.’ This is a social inclusion group we are developing with Evergreen Care Bexley
and Charlton Athletic FC. There is to be a 12 week pilot involving community based activity for
our client group e.g. theatre trips and days out, plus 6 venue based groups, which will include
sporting reminiscence, a music workshop, a mini-beasts workshop and some indoor gentle
sports, such as walking football.
Charlton Athletic have agreed to provide transport and facilitators at their expense and
Evergreen will also provide volunteers to support with facilitation. The aim of the project is to
provide opportunity for service users to participate in socially inclusive activities, building social
networks and helping to support the development of routine and purpose.

•

We are working with the National Maritime Museum to set up a social inclusion group for
people with dementia (and their carers potentially). It will be facilitated by the museum, run at
the museum and they would provide the resources. The aim is to provide a forum to meet new
people, develop interests, some reminiscence but also a lot of sensory work to stimulate
memories and then provide opportunity for people to continue attending the museum, so there
is a longer term gain. We have agreed to run a pilot, where Oxleas staff will do pre and post
measures, gather feedback and see if it would be useful for the museum to run regular group
programmes. We are also providing some training for museum staff on dementia and will cofacilitate the groups, at least in the pilot.

•

Bexley Leisure Services are working with our Bexley Memory service to provide 2 free sessions
per week for our service users. These will either be formal ‘OOPMH’ sessions (a very energetic
and stimulating music and exercise programme) or activities chosen by the individual patient.

All these initiatives are essential developments of our day therapy redesign.

Adult community services
Oxleas RiO / Mobile working

We introduced our new mobile working system for district nursing in July 2015. This replaces iNurse,
and gives full access and functionality of the RiO system via an iPad. The iPad connects to the main
system where there is Oxleas Wi-Fi coverage or access via a 3G or 4G connection (using the same
technology as in mobile telephones). Where there is no connectivity, the iPad stores the update and
then forwards it to the main RiO system when connectivity is restored. Over time, this will limit the
need for paper records kept in patients’ homes and will also ensure that all our teams have access to
the most up to date information on every patient.

Sexual Health

Our bid with Metro to provide community sexual health services in Greenwich has been successful.
This service is additional to our main CASH service and places sexual health specialists within primary
care to improve access. We currently deliver services with Metro, and have a long association with
them. The contract is for up to five years.
Our contraceptive and sexual health service (CASH) moved back to the newly refurbished Market
Street at the end of July, with the first clinics held on 3 August 2015.

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 14 June 2015. It is a relatively small team, employing eight members of staff. No
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staff were made redundant since suitable alternative employment was identified. The
implementation date for the change was 1 August 2015.

COPD Alliance Funding

Greenwich CCG’s Alliance Board approved our joint business case with Lewisham & Greenwich NHS
Trust for improvements in the COPD pathway. This has provided additional consultant and
administration time, new equipment and estates costs as well as a new post of a community
respiratory nurse, employed by Oxleas. The pathway will shift work from the acute setting with a
focus on reducing readmissions through rapid follow up and providing more access to spirometry in
the community.

Nursing Awards

The directorate was successful at the recent annual nursing conference. Juliet Blenman, Nurse for
Embedded Learning won the nurse of the year award for her work on pressure ulcers. Sue Phillips,
Parkinson Disease Nurse Specialist received the runner award up for nursing excellence.

New interim Head of Service

Lisa Thompson has been appointed as the new interim Head of service for specialist teams. Lisa is
currently the professional lead and manager of the speech and language therapy service in our
Children and Young People’s directorate. Lisa joins the team in October.

Forensic & prison services
CQC Preparation

The Directorate has held a workshop to assist in preparing for the anticipated CQC visit and, as part
of this programme, members of the Core Board are scheduled to support all in-patient areas with a
peer review in September

Inpatient Services

The Women’s service continue to work together to develop a shared pathway in support of changes
to commissioning arrangements in 2016/17. This will lead to Heath being the acute ward and
Joydens the rehab and pre-discharge service.
The Directorate has conducted a review of Kelsey Ward after its first nine months of operation. It
was noted that during this time there has been high levels of disturbance leading to the need for
increased staffing levels. The Core Board are developing an action/mitigation plan to bring the
service back into balanced position.
The new primary care nurse has commenced and a number of work-streams already are underway,
including a review of medical equipment and the scoping of essential and mandatory skills training &
educational programme.

Prisons services

Further to completing the formal consultation process in the Greenwich cluster, staff will formally
take up their posts on 1 September. Recruitment is progressing well, with all RGN vacancies filled
across the cluster.
Fiona Starkey-Norman, previously service manager in the AMH directorate, has taken up the
position of service manager for the Kent Prisons.

6

Police Liaison & Diversion

Additional monies to support a 7 day week service has been deferred and subject to a revised
business case being submitted by commissioners to the Treasury. The commissioners have however,
indicated that additional monies may be made available to us to support an enhanced court
diversion service to Bromley and Woolwich Magistrates Court

Adult mental health services
Outcome measure

The AMH outcome measure pilot is now running successfully, providing live data on the caseload
and individuals including clinical change. This has created excitement amongst clinicians and an
example of what a clinician would see can be found by using the following link:
http://oxbidb.int.oxleas.nhs.uk/Reports/Pages/Report.aspx?ItemPath=%2fReports%2fOutcomes%2f
TeamSummary

Time to Talk

Over the last two months, our IAPT service in Greenwich has achieved recovery rates over 50% for
the first time since the service was established. Commissioners are very pleased with this progress,
IAPT performance is one of the measures on which CCGs regularly are monitored by NHSE.

Redesign programme

The mental health redesign is on track to go live on the 28 September 2015. There is an
implementation group is each borough which is meeting weekly to work out the operational detail.
CCGs and GPs have been invited to these groups.
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Number of Questionnaires received = 20 from 3/7-3/8/15 following 24 new birth visits
Yes,
Yes, to
definitely
some extent

1
2
3
4
5
6
7

Do you feel that the person who saw you and your
child listened to you?
Was it easy to talk to the person who saw you and
your child?
Did the person who saw you and your child treat
you with dignity and respect?
Were your views and questions taken seriously?
Do you feel that the person who saw you was
knowledgeable/offered helpful advice?
Have you been provided with enough information
about the services available to you and your child?
Are appointments held at a convenient time?

No

20
20
20
20
20
20
20

Overall, would you say that the service you
20
received was good?
Have you been involved as much as you would have
20
9 liked in decisions about services to access as a
parent?
How likely are you to recommend this service to friends and family if they needed similar care
10
or treatment?
Don’t
Extremely
Neither likely
Unlikely
Extremely likely
Likely
know/not
unlikely
nor unlikely
sure
14
3
11 Please tell us the main reason for your answer to the previous question
Service was excellent, helpful and very supportive
I felt I was treated fairly and really well
I felt happy and satisfied with the care and information the health visitors provided.
For a first time parent everything is new and services like this is a way of knowing what is around us
to support our needs.
I felt welcomed, the staff is professional
Easy to talk to, friendly manner
It is always good and comforting to have a professional health worker coming home to you.
I have received friendly and helpful advice
HV very welcoming and easy to talk to
Everyone always seems friendly and helpful
Good service and friendly staff
8

12

Has this service helped/provided support for you as a parent?
Yes

No

Don’t know/not sure

8

15

0

If a carer or a member of your family is helping you with your child, have they been supported
by staff in this service?
Not
Yes, definitely
Yes, to some extent
No
Applicable
4
0
15
14 Please tell us what was most helpful about the service you received
I was very fortunate to have a health visitor who was easy to talk to. She was very helpful.
All information are very important that I received from her
The information given was very helpful
I enjoy the ?communication and learn about night waking with my baby
I really enjoyed the extra support and all my questions were answered.
All the advice from the HV and her support with my condition
All the information I received about things about my baby and her care
The facts about clinic/ breastfeeding advice provided
Everything
All my questions were answered.
Advice
Get information about check up for baby and where you can get further support
Lots of information available on services available.
Kind and friendly
Reassuring session and overall check
All the info I was given
15 Please tell us what was least helpful about the service you received
overall good
nothing
Lots of information was given
Nothing everything was helpful
16 In your opinion, how can we improve this service?
Service was excellent.
Everything was perfect
Keep the same, not rushing, listening and answering all concerns was very helpful
Good
Keep it up!
Information on breastfeeding clinic sooner.
nothing
More toys in waiting area or books
13
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Item from
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Attachments

Corporate Risk Register as at August 2015

Highlights
Corporate Risk Register

The Governance Board last met on 21 July 2015. One risk was reduced and two risks were escalated from the Business
Committee via the Finance Risk Register as they been increased to high risks. One new risk was accepted by the Governance
Board. The rationale for these changes is detailed below and progress summary on all risks is attached.

Reduced risks
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
This risk was reduced from high to moderate by the Marketing Group risk as commissioners are looking at other models for
tendering services. Consequence remains at 4, likelihood reduced from 3 to 2, risk rating reduced from HIGH (12) to
MODERATE (8).

Escalated risks

Risks rated at 12 or above are considered for escalation to the Corporate Risk Register and are then reviewed at every
meeting of the Governance Board to ensure regular oversight.
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
This risk was increased from moderate to high by the Business Committee in light of the current upward trend in agency staff
usage. Consequence remains at 3, likelihood increased from 3 to 4, risk rating increased from MODERATE (9) to HIGH (12).
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
This risk was increased from moderate to high by the Business Committee in light of delays to the Capital Programme.
Consequence remains at 3, likelihood increased from 3 to 4, risk rating increased from MODERATE (9) to HIGH (12).

New risks
1.7: If the Trust cannot reduce the use of temporary staff to fill recruitment gaps and roster gaps, there is a risk that this
will impact on quality, safety and patient experience
This risk was opened to recognise the quality impact of high agency staff usage. A detailed mitigation plan has been
developed, which included a focus on ensuring that temporary staff are appropriately trained and inducted before
commencing temporary placements within the Trust. Consequence = 3, likelihood = 4, risk rating = HIGH (12).

Service Directorate Risk Register – Adult Community Health Services

The July meeting of the Governance Board received the Risk Register for Adult Community Health Services. The Directorate
has one significant risk and five high risks.
AC29: There is a risk that the Directorate will not achieve allocated CRE targets in 2015/16 and 16 /17 therefore this may
cause a financial pressure for the Trust

Highlights

The directorate is confident that the CRE target will be met, but it is overspending, particularly on Meadowview and on
equipment. This risk was initially rated at Consequence = 4, likelihood = 4, risk rating = SIGNIFICANT (16). It was agreed that
this risk should be split into two risks, one relating to CREs and the other relating to overspends on temporary staffing and
equipment. The CRE risk will be rated as a high risk and the overspend risk as significant.
AC34: If the service cannot recruit and maintain staff, it may not be possible to deliver safe, effective and responsive care
nor can we respond to new service start-ups
and
AC20: There are delay in recruiting some staff groups. This means that the directorate may not be able to deliver a safe
and high quality service. There are also financial implications as the directorate will overspend on Bank and Agency staff
For both these risks, the directorate is exploring a number of initiatives, including role re-design, to resolve recruitment gaps.
Both risk are rated at consequence = 3, likelihood = 4, risk rating = HIGH (12). As the overspend risk rating is significant, it was
recommended that the staffing risk (AC20) should also be increased to significant.
AC6: There are insufficient assurances that records in community services are being managed in line with Trust policy. This
means that clinicians may not be able to readily access clinical information from any one source, impacting on the delivery
of care and treatment
The implementation of the mobile working feature on Oxleas Community RiO will have a positive effect but this remains an
area of focus for the directorate. Consequence = 3, likelihood = 4, risk rating = HIGH (12).
AC32: There is a risk that pressure on the District Nursing Service will impact upon quality of care and staff morale
Resourcing issues will need to be discussed with Commissioners. The continued implementation of mobile working is helping
to manage demand. Consequence = 3, likelihood = 4, risk rating = HIGH (12).
AC40: If staff do not have the flu vaccine, there is a risk that both patients and staff will be susceptible to acquiring the
virus
Whilst rated as a high risk, this has been put on hold until plans for the flu campaign for this year are agreed. Consequence =
3, likelihood = 4, risk rating = HIGH (12).

Finance Risk Register

The July meeting also received the Finance Risk Register, which is reported to the Governance Board twice a year. Exceptions
to note have been covered in the Corporate Risk Register section above.

Changes to risk register
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.
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.
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

Previous
(C x L)

New rating
(C x L)

HIGH (12)
(4 x 3)

MOD (8)
(4 x 2)

MOD (9)
(3 x 3)

HIGH (12)
(3 x 4)

MOD (9)
(3 x 3)

HIGH (12)
(3 x 4)

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

Recommendations
For the Board of Directors to approve the changes to the Risk Register.

Rating
(C x L)
HIGH (12)
(3 x 4)

Corporate Risk Register – progress update for Board of Directors September 2015
Objective

Risks

Initial rating
(C x L)

and acceptance
date

Previous
rating
(C x L)
June 2015

Current
rating
(C x L)
Sept 2015

MOD (8)
(4 x 2)

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

Significant and high risks
3 – Increase
productivity: be resilient
and resourceful to
thrive in difficult times

3 – Increase
productivity: be resilient
and resourceful to
thrive in difficult times
1 - Enhance quality:
offer a guarantee of
excellence for every
patient
4 – Transformational
Change: Delivering best
practice services, for the
future, today

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 nonacutes should be planning on efficiencies of approx
4% per year for the next 5 years
FN2: There is uncertainty regarding funding in the
medium term, and it is likely that commissioners will
be attempting to significantly reduce contract values

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.
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

Nov 2011

HIGH (12)
(4 x 3)

July 2015
HIGH (12)
(4 x 3)
July 2015

Current mitigations and progress update September 2015

Director of
Finance

Risk reduced by Board of Directors at May 2015 meeting. Plans
have been developed to deliver CREs of between £7.5m in
2015/16. However, it is accepted this will remain an area of
challenge and progress will continue to be monitored at the
Board of Directors.

Director of
Finance

Risk reduced by Board of Directors at May 2015 meeting as
outcome of contract negotiations is between best and mid case
scenarios. The Trust continues to strengthen its relationships
with Commissioners and GPs in order to ensure that it is in a
position of influence and also identify threats/ opportunities
early.
Escalated to Corporate Risk Register in July 2015 in light of the
current upward trend in temporary staff usage. A RAG rating
system has been developed to identify and support teams with
the highest spend.
Escalated to Corporate Risk Register in July 2015 in light of delays
to the Capital Programme at QMH. A new Capital Expenditure
Committee is to be developed to have greater oversight of the
capital programme.


HIGH (12)
(4 x 3)

Nov 2014
HIGH (12)
(4 x 3)

Owner

HIGH (12)
(4 x 3)


N/A
Escalated
July 2015
N/A
Escalated
July 2015

HIGH (12)
(4 x 3)

Director of
Finance

New risk
HIGH (12)
(4 x 3)

Director of
Finance

New risk

Objective

1 - Enhance quality :
offer a guarantee of
excellence for every
patient

Risks

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

Initial rating
(C x L)

Current
rating
(C x L)
Sept 2015

Owner

Current mitigations and progress update September 2015

and acceptance
date

Previous
rating
(C x L)
June 2015

HIGH (12)
(4 x 3)

MOD (8)
(4 x 2)

HIGH (12)
(4 x 3)

Medical
Director

Personalising care planning training includes a focus on the risk
summary ensuring that risk incidents are linked from progress
notes to the risk summary to inform the risk assessment and that
all risks rated medium or high have a risk management care plan.
‘My crisis plan’ guidance being developed to embed
personalisation of risk management planning with advanced
statements included from the service user. Team managers to
ensure that supervision explores linking risk summaries care
planning.

Nov 2012



1 - Enhance quality:
offer a guarantee of
excellence for every
patient

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

HIGH (12)
(3 x 4)
July 2015

Escalated
July 2015

3 – Increase
productivity: be resilient
and resourceful to
thrive in difficult times

3.4: There is a risk that Oxleas will lose services to
other providers during the tender process for Bexley
Prime Contractor, Greenwich CAMHS and Greenwich
Specialist Children’s Services. This would result in
significant financial challenges, both within the C&YP
directorate and at corporate level
3.2: The Trust may not be able to recruit sufficient
numbers of therapists, qualified RGNs and nursing
prison staff to meet service requirements. This will
impact on the delivery of care and patient
experience

SIG (16)
(4 x 4)

HIGH (12)
(4 x 3)

3 – Increase
productivity: be resilient
and resourceful to
thrive in difficult times
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N/A

May 2014
HIGH (12)
(4 x 3)
Feb 2014

HIGH (12)
(3 x 4)
New risk
HIGH (12)
(4 x 3)


HIGH (12)
(4 x 3)

Director of
HR and OD

HIGH (12)
(4 x 3)



Director
Children’s
and Young
Persons
Director of
HR and OD

A trustwide rolling audit for risk assessments has been
introduced to monitor this. A clinical audit has been undertaken
in OPMH (to be reported to next CEG) and a similar audit is
planned for AMH&LD later in the year.
CQC preparation will raise awareness of ensuring that temporary
staff are appropriately trained and inducted. Modern Matrons to
be responsible for signing off rosters and requests for agency
staff. Implement solutions to make Bank work more attractive
for staff. On-going recruitment activity to target specific areas.
The directorate has been confirmed as being successful in the
Greenwich CAMHS procurement. The directorate is finalising an
agreement with the Royal Borough of Greenwich about the
appropriate means to transfer their staff. The service model has
been redesigned to deliver improvements
A number of innovations are in place to target “hard to recruit”
staff groups including international recruitment, recruitment and
retention premia and a flexible approach to starting salaries to
secure experienced candidates.
The significant amount of recruitment undertaken by Forensic
and Prison services has delivered a large fall in the vacancy levels
for the directorate although some issues remain in with this
directorate and Adult Mental health with attracting qualified
band 5 RMNs of an appropriate level of quality

Objective

Compliance Risk
escalated from
Information Governance
Group/Clinical Data
Governance Group

Risks

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

Initial rating
(C x L)

and acceptance
date

Previous
rating
(C x L)
June 2015

Current
rating
(C x L)
Sept 2015

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

March 2015

Owner

Current mitigations and progress update September 2015

Director of
Informatics

Process for capturing Delayed Transfers of Care has been
developed by Clinical Director for Informatics and has been
agreed through CEG. Audits to be regularly undertaken by
directorates to ensure their staff are capturing data as instructed,
in particular where this data has been deemed important enough
to monitor at Board level.

Medical
Director

Personalising care planning training supports staff in ensuring
that the person at the centre of care planning. Co-production
with carers to enhance involvement in care planning process
being piloted with Bexley recovery and results will inform staff
guidance. Team leads/managers to ensure that supervision
explores service user involvement in care planning.
Personalising care planning draft policy developed to be brought
to Trustwide CEG for Sign off.



Moderate risks and low risks
1 - Enhance quality :
offer a guarantee of
excellence for every
patient

1 - Enhance quality :
offer a guarantee of
excellence for every
patient

1 - Enhance quality:
offer a guarantee of
excellence for every
patient
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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

1.2: 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

1.4: If nurses do not have the right skills,
competence and values they will not be able to meet
patients care needs

MOD (9)
(3 x 3)

MOD (6)
(3 x 2)

Nov 2012

MOD (9)
(3 x 3)



MOD (9)
(3 x 3)

Nov 2012

MOD (8)
(4 x 2)
May 2014

MOD (6)
(3 x 2)

MOD (9)
(3 x 3)

Medical
Director



MOD (8)
(4 x 2)

MOD (8)
(4 x 2)



Director of
Nursing

The results of the National Patient Survey and the CPA/care
planning audit will be used to provide assurance on this risk.
Documentation group chaired by ACS head of nursing ensuring
that inequalities in practice are addressed to minimize variability
Further personalising care training planned for ACS , two sessions
have been delivered to date. Transformation team to deliver
training on documenting care planning on RiO. Team
leads/managers to ensure that supervision ensures that there is
effective care planning taking place
The results of the care planning audit will be used to provide
assurance on this risk.
Review of Competency Based Recruitment. Re-validation of
nurses linked to Trust values.

Objective

1 - Enhance quality :
offer a guarantee of
excellence for every
patient

Risks

1.5: The National Quality Board has set clear
responsibilities for trusts in relation to ensuring safe
staffing levels. If the Trust is not able to ensure that
information is robust, it will not be able to respond
to this requirements

1 - Enhance quality:
offer a guarantee of
excellence for every
patient

1.6: The implications of the Care Act are not yet fully
understood so there is a level of uncertainty as to
how this will impact on Oxleas in terms of workload
and capacity.

2 - Promote Innovation:
redesign services with
patients, families and
commissioners

2.1: There are cultural challenges to embedding new
technologies into “business as usual”. If these are
not addressed, the Trust will not be able to deliver
the planned efficiencies in service delivery

3 – Increase
productivity: be resilient
and resourceful to
thrive in difficult times

3.1: Although relationships with key GPs are largely
good there is a risk that GPs may lose confidence in
the Trust if these are not maintained. This may
impact on Trust reputation and on the number of
referrals made to the Trust
3.3: The Trust may be unable to safely meet
mobilisation targets for new contracts. This will
impact on Trust reputation, service delivery and loss
of income.

3 – Increase
productivity: be
resilient and resourceful
to survive in difficult
times

Page 6 of 7

Initial rating
(C x L)

and acceptance
date

Previous
rating
(C x L)
June 2015

Current
rating
(C x L)
Sept 2015

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

May 2014

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

May 2014

All templates have been reviewed with services and we have
agreed what the staffing arrangements should be. All templates
have been changed with the exception of Holbrook and Adult
Mental Health Services. Holbrook will move to a new model
when they decant on 1 July 2015.

TBA

Director of
Informatics


MOD (6)
(3 x 2)

Aug 2013
MOD (9)
(3 x 3)

Director of
Nursing



May 2014

MOD (9)
(3 x 3)

Current mitigations and progress update September 2015



March 2015
MOD (9)
(3 x 3)

Owner

MOD (6)
(3 x 2)

Medical
Director


MOD (9)
(3 x 3)

MOD (9)
(3 x 3)



Director of
HR and OD

With Adult Mental Health Services there is some outstanding
work to align actual budgets to staffing requirements. The
service has agreed to invest the majority of this from the budget
and any additional cost pressures are being calculated. This
should be resolved over the following month.
This risk was escalated to the Corporate Risk Register from the
AMH&LD Risk Register. There remains a level of uncertainty as
to how this risk will impact on Oxleas services. The elements
relating to safeguarding a being picked up in the Safeguarding
Adults team
Business cases are being submitted by the directorates for
funding for iPads. This will help to ensures ownership of use
within the directorates. District nurses will use the Oxleas Rio
SAF ‘app’ from 20 July. This replaces iNurse. ACS (and CYP)
management teams are fully engaged with supporting the roll
out alongside clinical transformation colleagues. Docman
implementation is being monitored to ensure technology is being
embedded. E.g. GP surgeries providing feedback where paper is
still being received & this is followed up with staff
Although a number of mitigation actions are in place to
strengthen our relationship with GPs, the March meeting agreed
that this should remain on the Risk Register as it is an important
area of focus.
The recruitment/HR function have required additional capacity
to respond to the demands, in particular for the Greenwich
Prisons Cluster Contract. There will be a need keep this under
review the impact on resources in respect of future transactions.
Issues include recruitment, agency provision and HR
transactions.

Objective

3 - Increase
productivity: be resilient
and resourceful to
thrive in difficult times
4 - Transformational
Change: delivering best
practice services, for the
future, today
4 - Transformational
Change: delivering best
practice services, for the
future, today

Risks

3.5: There is a risk that increasing activity levels and
service expansion will put additional pressure on
services. This also impacts on the ability of
directorate management teams and corporate teams
to provide management support
4.1: Delivery of the Estates Strategy requires a
cultural change in terms of managing staff
expectations of use of both office and clinical space.
If these are not managed, the Trust will not be able
to deliver the planned efficiencies in service delivery
4.2: There is a risk to the service that the significant
change process will affect quality and performance
of the service

4 - Transformational
Change: delivering best
practice services, for the
future, today

5.1: The London-wide contract that provides the
current version of RiO expires in 2015. If Oxleas Rio
is not implemented within timescale, the Trust may
not be able to realise the benefits of an integrated
clinical system and mobile working

3 – Increase
productivity: be
resilient and resourceful
to survive in difficult
times

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.
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Initial rating
(C x L)

and acceptance
date

Previous
rating
(C x L)
June 2015

Current
rating
(C x L)
Sept 2015

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

March 2015
MOD (6)
(3 x 2)

MOD (6)
(3 x 2)

MOD (6)
(3 x 2)

MOD (9)
(3 x 3)

MOD (9)
(3 x 3)

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)



Aug 2011

HIGH (12)
(4 x 3)
Nov 2011

TBA

There are robust processes in place for assessing the capacity
risks of bidding for new services and the Trust would take a “risk
averse” position in some cases. Directorate specific risks around
managing demand and activity levels are covered in local risk
registers.
Whilst there are some challenges to implementing this there are
no changes to the risk rating at present

Director of
Estates



August 2014
MOD (8)
(4 x 2)

Current mitigations and progress update September 2015



May 2014
MOD (9)
(3 x 3)

Owner

Director of
Adult MH
and LD

The wording of the risk has been updated to reflect the AMH&LD
risk rating. The risk rating will be reviewed once the new
structure has been fully implemented and the impact of this
evaluated.

Director of
Informatics

There are regular discussions with the commercial team at
Servalec to ensure that issues are escalated so the Trust can
receive assurance that these are resolved before ‘go-live’. Oxleas
will have exited the London contract by 20 July. The Trust is
working towards merging the three databases into a single
instance in September 2015. Further Transformation work is
planned post merge.
This risk was reduced from was reduced from a high to a
moderate risk by the Marketing Group risk as commissioners are
looking at other models for tendering services.


HIGH (12)
(4 x 3)

MOD (8)
(4 x 2)



Director of
Finance

Corporate Risk Register
Version:

30.0
Date: July 2015
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Risk summary
Risks devolved to Governance Sub-groups and Committees
Current rating
(C x L)

Movement

Next review

1.1: Service users and carers may not always be sufficiently involved in the care
planning process. This means that they may not effectively engage in the care
and treatment

MOD (9)
(3 x 3)



Sept 2015

1 - Enhance quality : offer a guarantee of
excellence for every patient

1.2: 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

MOD (9)
(3 x 3)



Sept 2015

1 - Enhance quality : offer a guarantee of
excellence for every patient

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

HIGH (12)
(4 x 3)



Sept 2015

1 - Enhance quality: offer a guarantee of
excellence for every patient

1.4: If nurses do not have the right skills, competence and values they will not
be able to meet patients care needs
MOD (8)
(4 x 2)



Sept 2015

MOD (8)
(4 x 2)



Sept 2015

MOD (8)
(4 x 2)



Sept 2015

HIGH (12)
(3 x 4)

New Risk
July 2015

Sept 2015

Strategic priority

Risk

1 - Enhance quality : offer a guarantee of
excellence for every patient
1.1 – Improve care planning through better
patient involvement

1.1 – Improve care planning through better
patient involvement

1.1 – Improve care planning through better
patient involvement

1.4 – Building on the Chief Nurse for England’s
strategy, ensure high quality and
compassionate nursing care in all trust
services, with a focus on effective supervision
and appraisal for all nursing staff

1 - Enhance quality : offer a guarantee of
excellence for every patient
1.7 - Deliver our planned response to the
findings of Francis, Berwick and Keogh
1 - Enhance quality: offer a guarantee of
excellence for every patient
1.1 - Improve care planning through better
patient and carer involvement

1 - Enhance quality: offer a guarantee of
excellence for every patient

1.4 – Building on the Chief Nurse for England’s
strategy, ensure high quality and
compassionate nursing care in all trust
services, with a focus on effective supervision
and appraisal for all nursing staff
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1.5: The National Quality Board has set clear responsibilities for trusts in relation
to ensuring safe staffing levels. If the Trust is not able to ensure that
information is robust, it will not be able to respond to this requirement
1.6: The implications of the Care Act are not yet fully understood so there is a level of
uncertainty as to how this will impact on Oxleas in terms of workload and capacity.

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

Strategic priority

Risk

2 - Promote Innovation: redesign
services with patients, families and
commissioners

2.1: There are cultural challenges to embedding new technologies into “business
as usual”. If these are not addressed, the Trust will not be able to deliver the
planned efficiencies in service delivery

2.2 - Promote self-management and self-care
across services, including the use of telehealth / tele-care and physical aids equipment
2.3 - Implement integrated care planning and
care pathways for all services

3 – Increase productivity: be resilient
and resourceful to thrive in difficult
times
3.2 - Implement our marketing strategy

3.1: Although relationships with key GPs are largely good there is a risk that GPs
may lose confidence in the Trust if these are not maintained. This may impact
on Trust reputation and on the number of referrals made to the Trust

and stakeholder management strategy
3 – Increase productivity: be resilient
and resourceful to survive in difficult
times

3.2: The Trust may not be able to recruit sufficient numbers of therapists,
qualified RGNs and nursing prison staff to meet service requirements. This will
impact on the delivery of care and patient experience

3 – Increase productivity: be resilient
and resourceful to survive in difficult
times

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

3 – Increase productivity: be resilient
and resourceful to survive in difficult
times

3.4: There is a risk that Oxleas will lose services to other providers during the
tender process for Bexley Prime Contractor, Greenwich CAMHS and Greenwich
Specialist Children’s Services. This would result in significant financial
challenges, both within the C&YP directorate and at corporate level
3.5: There is a risk that increasing activity levels and service expansion will put
additional pressure on services. This also impacts on the ability of directorate
management teams and corporate teams to provide management support

3.3 – Ensure we remain competitive

3.3 – Ensure we remain competitive

3.3 – Ensure we remain competitive
3 - Increase productivity: be resilient and
resourceful to thrive in difficult times
3.3 – Ensure we remain competitive

4 - Transformational Change: delivering
best practice services, for the future,
today

4.4 - Develop an estates strategy to underpin
the delivery of integrated services and
optimise the use of our estate for service
delivery and team accommodation.
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4.1: Delivery of the Estates Strategy requires a cultural change in terms of
managing staff expectations of use of both office and clinical space. If these are
not managed, the Trust will not be able to deliver the planned efficiencies in
service delivery

Current rating
(C x L)

Movement

Next review

MOD (9)
(3 x 3)



Sept 2015

MOD (6)
(3 x 2)



Sept 2015

HIGH (12)
(4 x 3)



Sept 2015

MOD (9)
(3 x 3)



Sept 2015

HIGH (12)
(4 x 3)



Sept 2015

MOD (9)
(3 x 3)



Sept 2015

MOD (6)
(3 x 2)



Sept 2015

Strategic priority

Risk

4 - Transformational Change: delivering
best practice services, for the future,
today

4.2: There is a risk to the service that the significant change process will affect
quality and performance of the service

1 - Enhance quality: offer a guarantee of excellence
for every patient
2 - Promote Innovation: redesign services with
patients, families and commissioners
3 – Increase productivity: be resilient and
resourceful to survive in difficult times
4 - Transformational Change: delivering best
practice services, for the future, today
If this risk were to materialise, it could potentially
impact on the achievement of all Strategic
Priorities. The likelihood of the risk materialising is
low, but this risk will be recorded on the Corporate
Risk Register to ensure that there is high level
oversight. A detailed risk register will be
maintained by the Steering Group.

5.1: The London-wide contract that provides the current version of RiO expires in 2015.

4.2 - Implement the mental health redesign
programme in our adult and older person’s
mental health services.

Current rating
(C x L)

Movement

Next review

MOD (9)
(3 x 3)



Sept 2015

MOD (8)
(4 x 2)



Sept 2015

If Oxleas RiO is not implemented within timescale, the Trust may not be able to realise
the benefits of an integrated clinical system and mobile working

Financial risks (managed through Finance Risk Register)
Strategic priority

Risk

3 – Increase productivity: be resilient
and resourceful to survive in difficult
times

FN1: Not achieving our planned surplus of £1m would see us either just breakeven
or go into deficit. This would raise questions about long term sustainability. In
order to achieve our financial plan, the Trust must deliver significant cost
improvements; including savings required as a result of reductions in contract
values. NHS England and Monitor have issued planning guidance that non-acutes
should be planning on efficiencies of approx 4% per year for the next 5 years.
FN2: There is uncertainty regarding funding in the medium term, and it is likely that
commissioners will be attempting to significantly reduce contract values

3.1 – Monitor and improve productivity –
achieve our CRE’s

3 – Increase productivity: be resilient
and resourceful to survive in difficult
times
3.2 - Implement our marketing
strategy
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Current rating
(C x L)

Movement

Next review

HIGH (12)
(4 x 3)



Sept 2015

HIGH (12)
(4 x 3)



Sept 2015

Strategic priority

Risk

1 - Enhance quality: offer a guarantee
of excellence for every patient

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.

1.4 – Building on the Chief Nurse for
England’s strategy, ensure high quality and
compassionate nursing care in all trust
services, with a focus on effective
supervision and appraisal for all nursing
staff

3 – Increase productivity: be resilient
and resourceful to survive in difficult
times

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.

4 – Transformational Change:
Delivering best practice services, for
the future, today
4.3 - Agree and implement the QMH
development control plan

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

3.2 – Implement our marketing strategy

Current rating
(C x L)

Movement

Next review

HIGH (12)
(3 x 4)

Escalated
July 2015

Sept 2015

MOD (8)
(4 x 2)



Sept 2015

HIGH (12)
(3 x 4)

Escalated
July 2015

Sept 2015

Compliance Risks (escalated through governance sub-group workstreams)
Escalated from

Risk

Information Governance Group/Clinical
Data Governance Group

CDG1: Data may be entered into the RiO system late or data may be missing
leading to inaccuracies in Trust KPIs and other metrics. This may affect our
Monitor Risk Rating for Governance and invite further scrutiny of metrics
included in Monitor’s Risk Assessment Framework
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Current rating
(C x L)

Movement

Next review

HIGH (12)
(4 x 3)



July 2015

Priority 1 - Enhance quality : offer a guarantee of excellence for every patient
1.1

Service user involvement in care planning

Risk description

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
CQC feedback from visits September 2013 indicated that is an area of concern for some locations. National Patient Survey 2013
indicates that Trust is in the bottom 20% for patients responding that their views were taken into account

Validation
CQC Domain
Date
Nov 2012
22/02/2013
28/06/2013
15/10/2013
25/10/2013
20/12/2013
28/02/2014
20/05/2014
15/07/2014
21/10/2014
20/01/2015
27/02/2015
19/05/2015
26/06/2015
21/07/2015

Is it responsive?
Likelihood

Rating

Level

Target

Up/Down

3
3
3

3
3
3

9
9
6

MOD
MOD
MOD

3x2=6
3x2=6
3x2=6

New



3

3

9

MOD

3x2=6



3
3
3
3
3
3
3
3
3
3

3
3
3
3
3
3
2
2
2
2

9
9
9
9
9
9
6
6
6
6

MOD
MOD
MOD
MOD
MOD
MOD
MOD
MOD
MOD
MOD

3x2=6
3x2=6
3x2=6
3x2=6
3x2=6
3x2=6
3x2=6
3x2=6
3x2=6
3x2=6












There is poor
documentation of
instances where
the client was
unable to
participate in
their in the
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Proposed rating by Medical Director
Reviewed at CEG – no change
Reviewed at CEG – no change
Reviewed at Gov Board and CEG in light of CQC visits.
Reviewed at CEG – no change
Reviewed at CEG – no change
No change to current position
No change to current position

No change. Review when Care Plan Audit complete
No change. Review at February 2015 CEG
Reduced in light of Care Planning Audit Results

Rating accepted at Governance Board
Reviewed at CEG – no change
Reviewed at Governance Board – no change

Lead
Service directorates

Complete by
End April 2014

Care Planning Lead

April 2015
Dec 2014

Medical Director

Reason for rating change

Planned frequency of review

March 2015

Mitigation actions
• Trust project lead for personalising care planning appointed
• Trust wide Personalising care planning Strategic Steering Group established
– to meet every two months
• Directorate based personalised and integrated care planning sub groups
established to oversee improvement
• Improvement initiatives to include, Co-design pilots with Research Net ,
values based practice learning sets , developing e-learning for staff and
service user co-ordinated training in person centered care
• Extending integrated care planning lessons from the Eltham Integrated
Forum and Greenwich coordinated care to other services
• Patient activation through peer support and co-design with National Voices
and Year of Care
• Launch of Supervision Policy

Risk owner

Clinical Effectiveness

Consequence

Target rating to be achieved by
Gaps in control
Staff attitude
towards the care
planning project –
staff commitment
and competence
may be a barrier

Responsible group

Every 2 months

Assurance measure
CPA Audits – sustain and improvement in
results
Achieve a reduction in complaints related to
care planning

Target
TBA – when
audit standard
has been set

development of
their care plan
(18%), or where
the client’s views
are not recorded
in their CPA
review details
(33%)

Progress – October 2014
•
The Enhancing Personalised and Integrated Care (EPIC) project continues to
focus on ensuring that all service users are better involved and feel their
care plans have taken account of their views and needs. The risk will again
be reviewed following publication of the care planning audit results in
January 2015.

Existing controls
Expectations clearly set out in CPA policy
Supervision policy
Strategic Project Group for Person Centred Care
Project lead in post

Existing assurances
Complaints – work towards a reduction in complaints about care planning

Risk type

Risk source
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Compliance

Audit data

Cost of risk

Target
TBA

Priority 1 - Enhance quality : offer a guarantee of excellence for every patient
1.2
Risk description
Validation

CQC Domain
Date
Nov 2012
22/02/2013
28/06/2013
25/10/2013
20/12/2013
28/02/2014
20/05/2014
15/07/2014
22/10/2014
20/01/2015
27/02/2015
19/05/2015
26/06/2015
21/07/2015

Care planning in community health services
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
Peer reviews have identified that the quality of care plans is an areas of concern. This is also been identified as a factor in some serious
incident investigations. Care Planning review November 2013 has identified that there is no one single model for a care plan that takes into
account the diversity of services provided to patients and the different circumstances (eg home or clinic) in which patients are seen

Consequence
3
3
3
3
3
3
3
3
3
3
3
3
3
3

Likelihood
3
3
3
3
3
3
3
3
3
3
3
3
3
3

Target rating to be achieved by
Gaps in control

Record keeping practice – there is no single
standard for the Patient Held Record
Principles of Care Planning - Care Planning review
November 2013 identified that there is no one
single model for a care plan that takes into account
the diversity of services provided to patients and
the different circumstances in which patients are
seen.
CQC mock visit identified that care plans did not
evidence that patients’ views were taken into
account. There is a recognised problem with
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Responsible group

Is it responsive?

Rating
9
9
9
9
9
9
9
9
9
9
9
9
9
9

Level
MOD
MOD
MOD
MOD
MOD
MOD
MOD
MOD
MOD
MOD
MOD
MOD
MOD
MOD

Risk owner

Clinical Effectiveness
Target
3x1=3
3x1=3
3x1=3
3x1=3
3x1=3
3x1=3
3x1=3
3x1=3
3x1=3
3x1=3
3x1=3
3x1=3
3x1=3
3x1=3

Up/Down
N/A














Medical Director

Reason for rating change
Rating proposed by Medical Director
Reviewed at CEG – no change
No change to current position
No change to current position
No change to current position
No change to current position
No change to current position
No change to current position
No change. Review when Care Plan Audit complete
No change. Review at February 2015 CEG
Reviewed at CEG. No change to current position
No change to current position
Reviewed at CEG. No change to current position
Reviewed at Governance Board – no change

Planned frequency of review

Dec 2014

Every 2 months

Mitigation actions

Lead

Complete by

Assurance measure

Target

Directorate Clinical Records Steering Group have
agreed content of a standardised patient held
records folder – this to be updated and retained
in people’s homes. Will include
documents from RiO (primary record) to include
care plan.

Service Director
&
Clinical Director

June 2014

Care planning audit 2014

Care plans all meet
clinical standards.

Personalization of care planning group under
development to ensure greater patient
involvement in the formulation of care plans

2014 Steering
Group Feb 2014-Dec
2014

PEG to monitor for care plan
issues

Care plans are reviewed
systematically.

community services RiO. The care plan template
for community RiO does not have a “client’s view”
column and this would be a useful prompt for staff

Existing controls
Some template / model care plans available
Supervision Policy
RiO training

Existing assurances
Audit action plans monitored at Quality Board
Supervision records

Risk type

Risk source
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Target

Cost of risk

£

Priority 1 - Enhance quality : offer a guarantee of excellence for every patient
1.3

Risk issues reflected in care plan
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
Risk Assessment Audit August 2012 identified that where a risk issue is identified, it is not always supported by an intervention
in the care plan. A review of 2012-13 Level 5 reports found shortcomings in risk assessment tools and techniques.

Risk description
Validation
CQC Domain
Date
Nov 2012
19/02/2013
22/02/2013
28/06/2013
25/10/2013
20/12/2013
28/02/2014
25/04/2014
15/07/2014
22/10/2014
20/01/2015
27/02/2015
19/05/2015
26/06/2015
21/07/2015

Risk owner

Clinical Effectiveness

Medical Director

Consequence

Likelihood

Rating

Level

Target

4

3

12

HIGH

4x1=4

Up/Down
New

4

2

8

MODERATE

4x1=4



4
4
4
4
4
4
4
4

2
2
2
2
2
2
2
2

8
8
8
8
8
8
8
8

MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

4x1=4
4x1=4
4x1=4
4x1=4
4x1=4
4x1=4
4x1=4
4x1=4










4

3

12

HIGH

4x1=4



4
4

3
3

12
12

HIGH
HIGH

4x1=4
4x1=4




Rating accepted by Governance Board
Reviewed at CEG – no change

4

3

12

HIGH

4x1=4



Reviewed at Governance Board – no change

Target rating to be achieved by
Gaps in control

Care Planning Audit 2014, Identified
that there is lack of risk management
plans for identified medium to high
risks.
Poor recording of context of risk
including, precipitating, static and
dynamic factors.
Where care plan letters were
recorded, it was observed that risk
had not been clearly summarised.
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Responsible group

Is it responsive?

Reason for rating change
Proposed rating by Medical Director
Gov Board and CEG. Reviewed in light of improvements in CPA Audit
2012
No change to current position
No change to current position
No change to current position
No change to current position
No change to current position
No change to current position
No change to current position
No change to current position. Review at February 2015 CEG

Increased as this is was identified as an areas where more focus
is needed, particular for non-CPA/low risk people and in OPMH

Planned frequency of review

June 2015

Every 2 months

Mitigation actions

Lead

Complete by

Assurance measure

Target

•

Service Director
Clinical Director

June 2015

Care planning audit 2014

Care plans all
meet clinical
standards.

2014 Steering
Group Feb 2014-Dec
2014

PEG to monitor for care plan
issues

•
•
•
•
•

STORM (Skills based Training on Risk Management) to be rolled out
Trustwide - 1500 staff to be trained over three years
Adoption of best practice pro-forma already used in Trust and
associated guidance.
Rolling audits of a small sample of notes in the community team
regularly feedback to individuals in supervision and in team
meetings.
Smaller sub-group established to focus on ‘my crisis plan’ which
takes into account service user’s views in managing risk.
Learning from Older people’s mental health directorate following
CQC visit and subsequent action plan to be shared Trust wide.
E learning on ‘my crisis plan’ being developed to inform
personalised care planning for medium to high risks identified.

Care Planning
lead

March 2015

Care plans are
reviewed
systematically.

Existing controls

Existing assurances

Risk type

Risk source

Clinical Risk policy
Guide to the Assessment and Management of Risk
CPA policy and procedures and CPA e-learning
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Compliance

Target

Incidents – reduction in number where failure to identify risk is a factor

Audit data

N/A

Cost of risk

Priority 1 - Enhance quality : offer a guarantee of excellence for every patient
1.4

Developing nursing skills and competence

Risk description
Validation

If nurses do not have the right skills, competence and values they will not be able to meet patients care needs
National Strategy requirement in ‘Our Culture of Compassionate Care’ (DH December 2012) to ensure that nurses have the skills and
competence to deliver quality care and experience. Learning from incidents and complaints shows there are some areas where the trust
needs to make improvements

CQC Domain

Responsible group

Is it safe?

Date
20/05/2014
29/08/2014
18/11/2014
17/03/2015
21/07/2013

Consequence

Likelihood

Rating

Level

Target

Up/Down

4
4
4
4
4

2
2
2
2
2

8
8
8
8
8

MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

4x1=4
4x1=4
4x1=4
4x1=4
4x1=4

New

Target rating to be achieved by
Gaps in control
Not all staff receive regular
supervision in accordance with
the Trust polic

Mitigation actions
• Implement values and competency based recruitment
• Ensure robust use of supervision in accordance with new
Policy
• Implement Nurse Appraisals
• Training in compassionate care recommended for all
nursing staff
• HCA Development programme to be compulsory for all
HCAs
• Promote use of new technologies to support care delivery

Lead
Director of Nursing

Existing assurances
1.4
Supervision recording on NHS Learn

Risk type

Risk source

Corporate

Director of Nursing

Reason for rating change





First acceptance at Governance Board
No change. All workstreams are in progress
No change. All workstreams are in progress
No change. All workstreams are in progress



Reviewed at Governance Board – no change

Planned frequency of review

March 2015

Existing controls
Nursing Strategy
Supervision Policy
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Risk owner

Governance Board

Annual Plan

Complete by
March 2014

Every 2 months

Assurance measure
Supervision records
Training completion records
Nurse appraisal records

Target
>80% compliance
with supervision
and training

Target
N/A
>80%
Cost of risk

N/A

Priority 1 - Enhance quality : offer a guarantee of excellence for every patient
1.5

Ensuring safe staffing levels

Risk description

The National Quality Board has set clear responsibilities for trusts in relation to ensuring safe staffing levels. If
the Trust is not able to ensure that information is robust, it will not be able to respond to this requirement
There is a national expectation to respond to the recommendations and provide assurance of the quality of our services.
Requirement to publish nursing establishments from 1 April 2014

Validation
CQC Domain
Date

Responsible group

Is it safe?

Risk owner

Governance Board

Director of Nursing

Consequence

Likelihood

Rating

Level

Target

Up/Down

20/05/2014
15/07/2014
19/08/2014
22/10/2014
18/11/2014
20/01/2015
17/03/2015

4
4
4
4
4
4

2
2
2
2
2
2

8
8
8
8
8
8

MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

4x1=4
4x1=4
4x1=4
4x1=4
4x1=4
4x1=4

New

4

2

8

MODERATE

4x1=4



19/05/2015
21/07/2015

4
4

2
2

8
8

MODERATE
MODERATE

4x1=4
4x1=4



First acceptance at Governance Board
No change to current position
No change. More work to be done on acuity models
No change. Trust has consistently met safe staffing levels
No change. Review after next report to Board in Dec-14
No change. To be reviewed at Safe Staffing Group
No change. Rating to be further reviewed in light of audit and
completion of template
No change. Some outstanding work on aligning budgets



Reviewed at Governance Board – no change

Target rating to be achieved by
Gaps in control
Nursing establishment levels to be
analysed and agreed







Reason for rating change

Planned frequency of review

March 2015
Mitigation actions
Undertake review of nurse establishments and utilisation
to ensure arrangements are in place for on-going
monitoring – detailed action plan with milestones is
monitored by the Safe Staffing Meeting

Lead
Director of Nursing

Complete by
June 2014

Every 2 months

Assurance measure
Publication of establishment levels
and shift rotas

Target
TBA

Investment of £640k into the nurse staffing budget

Existing controls
1.5
All wards have dedicated board to display rotas

Existing assurances

Risk type

Risk source
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Corporate

Annual Plan

Target

Cost of risk

N/A

Priority 1 - Enhance quality : offer a guarantee of excellence for every patient
1.6

Implementation of the Care Act

Risk description

The implications of the Care Act are not yet fully understood so there is a level of uncertainty as to how this will
impact on Oxleas in terms of workload and capacity

Validation

The Care Act commences April 2015 and implementation plans from Local Authorities are not yet available which prevents the
Trust having clarification on expectation for additional responsibilities and from developing service plans to manage the change.
There is a level of uncertainty as to how this will impact on the Trust as implementation plans from Local Authorities are not yet
available. The Care Act also places Safeguarding Adults on a statutory footing and this will also impact on the Trust.

CQC Domain

Responsive, caring

Date
17/03/2015
21/07/2015

Consequence
4
4

Target rating to be achieved by

Likelihood
2
2

Responsible group
Rating
8
8

Risk owner

Senior Management Board

Level

MODERATE
MODERATE

Target
4x1=4
4x1=4

Up/Down
N/A


Reason for rating change
First acceptance at Governance Board
Reviewed at Governance Board – no change

Planned frequency of review

Dec 2015

Associate Directors

Every four months

Gaps in control

Mitigation actions

Lead

Complete by date

Assurance measure

Target

Few staff are familiar with the
new Care Act legislation

In Adult Mental Health, IPC have provided training
to service leads and provided materials support to
professional leads, Service and Team Managers
Raise with the local authority and S75 meetings
and develop planning arrangements and agreed
policy

Associate
Directors

Ongoing

Staff are aware of the
implications of The Care Act

No training
gaps

Service
Directors

February 2015

Developed plans

Completed

Agreed plans with the local
authority
Existing controls
N/A
Risk type
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Existing assurances
N/A
Compliance

Risk source

Legislation

Target
N/A
Cost of risk

£

Priority 1 - Enhance quality : offer a guarantee of excellence for every patient
1.7
Quality impact of use of temporary staff
Risk description

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

The Trust continues to experience high usage of temporary staff across most clinical services. In April and May 2015, quality
concerns raised in a smaller number of teams (based on Trust’s RAG rating criteria for targeting teams with high spend).

Validation
CQC Domain

Responsible group

Is it safe?

Existing controls
The Trust sources agency staff only from Framework agencies and would expect staff have
been through standard employment checks (DBS, professional registration etc) and have
completed basic mandatory and statutory training
Date
21/07/2015
Aug 2015

Risk owner

Governance Board

Existing assurances
Temporary Staffing request a checklist for all new placements
Additional auditing of framework agencies as advised by Monitor/LPP

Consequence

Likelihood

Rating

Level

Target

Up/Down

4
3

3
4

12
12

HIGH
HIGH

4x1
4x1

N/A


Target rating to be achieved by

Reason for rating change
First acceptance by Governance Board
Scores adjusted with agreement of Director of HR&OD

Planned frequency of review

March 2016

TBA

Every two months

Gaps in control

Mitigation actions

Lead

Complete by

Assurance measure

Target

Rostering is not always used
effectively so agency staff are booked
to fill gaps

Modern Matrons to be responsible for signing off rosters and
requests for agency staff. Increased senior management
oversight for teams that meet the Amber criteria on RAG rating
system

Director of HR
and OD

TBA

Agency usage rates
E-roster KPI

<4% in all
directorates

Supply of internal Bank staff is not
sufficient to meet demand

Implement solutions to make Bank work more attractive for staff,
including matching substantive pay rates and introducing weekly
pay. Bank Only package also under review prior to recruitment
campaign.

Safer Staffing Report include
proportion of temporary staff per shift

80% of staff to
be substantive

Difficulty in recruiting to some areas,
for example Adult Community Services

On-going recruitment activity to target specific areas. A number
of solutions are being explored to promote Oxleas as an employer
of choice, with initiatives to attract and retain high calibre staff

Not all temporary staff receive local
induction

CQC preparation will highlight and raise awareness. Evidence of
local induction for temporary staff to be retained locally

Risk type
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Compliance

Risk source

Director of
Nursing

Agency usage rates

Vacancy rates
Recruitment pipeline monitoring

Cost of risk

N/A

Priority 2 – Promote innovation: redesign services with patients, families and carers
2.1

Implementation of new technology

Risk description

There are cultural challenges to embedding new technologies into “business as usual”. If these are not addressed, the Trust will
not be able to deliver the planned efficiencies in service delivery

Policies and processes within the Trust are not yet aligned to support new ways of working

Validation
CQC Domain
Date
20/05/2014
18/11/2014
17/03/2015
21/07/2015

Likelihood

Rating

Level

Target

Up/Down

3
3
3
3

3
3
3
3

9
9
9
9

MODERATE
MODERATE
MODERATE
MODERATE

3x1=3
3x1=3
3x1=3
3x1=3

New




Gaps in control
Policies and processes within
the Trust are not yet aligned to
support new ways of working will need resources within
directorates to re-design
provision of services

Existing controls
ICT Strategy
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Risk owner

Governance Board

Consequence

Target rating to be achieved by

Risk type

Responsible group

Is it effective?

Director of Informatics

Reason for rating change
First acceptance at Governance Board
No change. Clinical leads identified for projects
No change.

Reviewed at Governance Board – no change

Planned frequency of review

March 2015

Mitigation actions
• Building leadership skills within services to support the
implementation of new technologies
• Reflect expectations in policies and procedures
• Use new technologies to support role redesign
• Consider use of a staff award for the most innovative use of
new technology
• Recruit the right people with the right skills to deliver the
ICT strategy
• Clear communication of benefits to service delivery

Lead
Service Directorates
supported by director of
Informatics

Complete by
March 2015

Every 2 months

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

Existing assurances
Progress monitored via Board of Directors and Executive Team
Corporate

Risk source

Target
N/A

Annual Plan

Target
Cost of risk

N/A

Priority 3 - Increase productivity: be resilient and resourceful to thrive in difficult times
3.1
Relationships with GPs as referrers
Risk description

Although relationships with key GPs are largely good there is a risk that GPs may lose confidence in the Trust if these are not maintained.
This may impact on Trust reputation and on the number of referrals made to the Trust
The CCGs have now implemented and alert system that enables GPs to raise concerns directly with the Trust, that we should respond to.
There have been some instances were inappropriate or poor quality response have been made.

Validation
CQC Domain

Responsible group

Is it responsive?

Governance Board

Date
20/08/13
15/10/13

Consequence
4
4

Likelihood
2
2

Rating
8
8

Level
MODERATE
MODERATE

Target
4x1
4x1

Up/Down
N/A


17/12/13

3

2

6

MODERATE

3x1



21/01/14

3

2

6

MODERATE

3x1



18/02/14
15/04/14
20/05/14
19/08/14
19/11/14
17/03/15
21/07/2015

3
3
3
3
3
3
3

2
2
2
2
2
2
2

6
6
6
6
6
6
6

MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

3x1
3x1
3x1
3x1
3x1
3x1
3x1








Target rating to be achieved by



Risk owner

Medical Director

Reason for rating change
First acceptance of risk
No change to current position
Agreed at Governance Board that this risk will be split into two risks, the first pertaining to our
relationship with GPs (MODERATE – 6) and the second to specialist commissioning (MODERATE - 9).
No change to current position – risk to be re-worded to better reflect relationship risks.
Commissioning risks to be covered in Finance Risk Register
No change
No change
No change
No change. Change review frequency to every three months
No change.
No change.
Reviewed at Governance Board – no change

Planned frequency of review

December 2014

Every three months

Gaps in control

Mitigation actions

Lead

Compete by

Assurance

Target

GP survey results (2012-13) indicate that there are
still pockets of GPs and some services where the Trust
did not score as well as wished
Response to alerts from CCG may be inappropriate or
poor quality
The Trust may not be meet GPs expectations with
regard to waiting times

A detailed action plan has been put into place to respond to the GP
Survey and this is monitored by the GP Action Plan Group

Medical Director

On-going

Monitoring by Action Plan
Group

All targets completed within
timescale

A process has been established for responding to alerts

Head of Stakeholder
Engagement
Medical Director

On-going

CCG alerts system

To reduce the number of alerts

Dec 2014

CCG alerts system
Feedback from GPs

To reduce the number of alerts
and increase positive response
from GPs

The Action Plan group will look to reduce waiting times. The first step
towards this is to ascertain current waiting times. Following this, as
more detailed action plan will be developed

Existing controls

Existing assurances

Target

E-bulletin sent to GPs quarterly to update GPs on Trust developments
GP Education Programme
All GPs have consultant contact details so GPs have direct access

CCG alerts system

To reduce the number of alerts

Risk type
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Strategic

Risk source

GP survey

Cost of risk

3.2

Priority 3 - Increase productivity: be resilient and resourceful to thrive in difficult times
Recruitment of substantive staff

Risk description

The Trust may not be able to recruit sufficient numbers of therapists, qualified RGNs and nursing prison
staff to meet service requirements. This will impact on the delivery of care and patient experience

High vacancy rates for therapy posts in community health services (AHPs and district nursing teams) and in some prison
healthcare services

Validation
CQC Domain
Date

Responsible group

Is it safe?

Risk owner

WLOD

Consequence

Likelihood

Rating

Level

Target

Up/Down

18/02/2014
15/04/2014

4

3

12

HIGH

4x1=4

N/A

4

3

12

HIGH

4x1=4



20/05/2014
15/07/2014
19/08/2014

4
4

3
3

12
12

HIGH
HIGH

4x1=4
4x1=4




4

3

12

HIGH

4x1=4



21/10/2014
18/11/2014
20/01/2015
17/03/2015
19/05/2015
21/07/2014

4
4
4
4
4
4

3
3
3
3
3
3

12
12
12
12
12
12

HIGH
HIGH
HIGH
HIGH
HIGH
HIGH

4x1=4
4x1=4
4x1=4
4x1=4
4x1=4
4x1=4








Target rating to be achieved by

Director HR&OD

Reason for rating change
First acceptance
Keep risk at current level until we have seen positive results
from current campaign
No change to current position
No change to current position

No change. Wording updated to reflect that therapists and DNS is now
the main area of concern
No change. Plans in place to attract staff to high vacancy groups
No change. Vacancy rates remain high in some groups
No change. Vacancy rates remain high in some groups
No change. Vacancy rates remain high especially in ACS
No change to risk although situation is improving

Reviewed at Governance Board – no change

Planned frequency of review

October 2014

Every 2 months

Gaps in control

Mitigation actions

Lead

Compete by

Assurance measure

Target

Oxleas not seen as an employer of community health
service staff

Major marketing campaign using a variety of media,
focusing on promoting Oxleas as an employer of a range of
staff in community health services
A dedicated resource has been set aside within the
recruitment team to respond to calls and ensure that
prospective applicants are supported and guided to the
most appropriate role or source of information.
The current recruitment processes are being reviewed to
see if further efficiencies can be made to reduce this figure.

Director of HR and
OD

April 2015

Vacancy rate monitoring

<14%

Health Visitor trajectory monitoring

116.56 wte by
March 2015

Director of HR and
OD

End October 2014

“Time to recruit” monitoring

Reduce to 14 weeks

“Time to recruit” timescales average at 16.7 weeks,
so some staff may accept offers from other
employers before they commence at Oxleas.

Existing controls

Dedicated resource in recruitment team

Risk type
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Strategic

Existing assurances

Target

Vacancy rate monitoring
“time to recruit” monitoring

Risk source

Annual Plan

Cost of risk

Priority 3 - Increase productivity: be resilient and resourceful to thrive in difficult times
3.3

Mobilisation targets for new contracts

Risk description

The Trust may be unable to safely meet mobilisation targets for new contracts. This will impact on
Trust reputation, service delivery and loss of income
Recruiting staff for mobilisation contracts places additional pressure on the recruitment team.

Validation
CQC Domain

Is it safe?

Date

Responsible group

Risk owner

Governance Board

Consequence

Likelihood

Rating

Level

Target

Up/Down

18/02/2014
20/05/2014

3
3

3
3

9
9

MODERATE
MODERATE

3x1=3
3x1=3

N/A


19/08/2014

3

2

6

MODERATE

3x1=3



18/11/2014

3

2

6

MODERATE

3x1=3



20/01/2015

3

3

9

MODERATE

3x1=3



21/07/2015

3

3

9

MODERATE

3x1=3



Target rating to be achieved by

Reason for rating change
First acceptance
No change to current position
Reduced as Trust has a good track record of meeting
mobilisation targets
No change to current position
Increased by WLOD due to concerns about the
supply of staff. Rating accepted at Gov Board.

Reviewed at Governance Board – no change

Planned frequency of review

October 2014

Director HR&OD

Every three months

Gaps in control

Mitigation actions

Lead

Compete by

Assurance measure

Target

Insufficient resources to meet
demand

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

Director HR and
OD

October 2014

Monitoring mobilisation targets for
new contracts

As defined in
individual
contracts

Existing controls

Existing assurances

HR representation on mobilisation groups
Additional staff recruited to support recruitment function

Monitoring of mobilisation targets

Risk type

Risk source
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Strategic

Annual Plan

Target

Cost of risk

Priority 3 - Increase productivity: be resilient and resourceful to thrive in difficult times
3.4

Greenwich CAMHS re-tender (C&YP17)

Risk description

There is a risk that Oxleas will lose services to other providers during the tender process for Bexley Prime
Contractor, Greenwich CAMHS and Greenwich Specialist Children’s Services. This would result in significant
financial challenges, both within the C&YP directorate and at corporate level
Family Nurse Partnership tender was lost to Lewisham Healthcare NHS Trust in Greenwich and Bromley Healthcare for
Bexley

Validation

CQC Domain

Responsible group

N/A

Risk owner

Management Board

Clinical Director
Service Managers

Date
05/09/2013
06/03/2014
20/05/2014

Consequence
4
4

Likelihood
3
3

Rating
12
12

Level
High
High

Target
4x2=8
4x2=8

Up/Down
n/a


4

4

16

Significant

4x2=8



15/07/2014
19/08/2014
22/10/2014
18/11/2014
20/01/2015
17/03/2015
19/05/2015

4
4
4
4
4
4

3
3
3
3
3
3

12
12
12
12
12
12

High
High
High
High
High
High

4x2=8
4x2=8
4x2=8
4x2=8
4x2=8
4x2=8








4

3

12

High

4x2=8



Successful with Greenwich CAMHS but no change as impact on
management capacity and staff morale is area for concern

21/07/5015

4

3

12

High

4x2=8



Reviewed at Governance Board – no change

Target rating to be achieved by

Reason for rating change
First acceptance by C&YP Management Board
No change
Increased by Governance Board as this is a strategically
important service for the trust

Reduced as good progress is being made with the bid
No change.
No change.
No change.
No change.
No change.

Outcome of bid expected Nov 2014
Work continues on bid preparation
Now in a competitive dialogue with CCGs
Outcome of bids awaited
Uncertainty about process

Planned frequency of review

March 2016

Every 2 months

Gaps in control

Mitigation actions

Lead

Complete by

Assurance measure

Directorate project plan

Develop Directorate project plan to cover all possible
retenders in 14/15

Stephen Whitmore

June 2014

Plan in place

Existing controls
Directorate Re-tender project group established

Existing assurances

Risk type

Risk source
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Clinical

Target

Target
Cost of risk

Unknown

Priority 3 - Increase productivity: be resilient and resourceful to thrive in difficult times
3.5

Demand and Capacity

Risk description

There is a risk that increasing activity levels and service expansion will put additional pressure on services. This also
impacts on the ability of directorate management teams and corporate teams to provide management support

Validation

Emerging theme from service directorates that increasing activity levels, set against difficulties in recruiting to some staff groups
and the need to achieve financial efficiencies are putting additional pressure on service delivery.

CQC Domain

Well Led

Date
17/03/2015
21/07/2015

Consequence
3
3

Target rating to be achieved by
Gaps in control

Capacity issues remain a key area
of concern, particular in terms of
the impact on corporate teams
and the financial overheads.

Responsible group
Likelihood
3
3

Rating
9
9

Level

MODERATE
MODERATE

Up/Down
N/A


Mitigation actions
Capacity issues / potential additional staffing needs
are considered as part of the financial modelling for
bids.
Review by Marketing Group, Business Committee and
in ‘challenge meetings’ prior to bid submission.

Risk type

Risk source

TBA

Reason for rating change
First acceptance at Governance Board
Reviewed at Governance Board – no change

Planned frequency of review

Existing assurances
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Target
3x1=3
3x1=3

March 2016

Existing controls
Marketing Group
Challenge meetings
Strategic

Risk owner

Business Committee

Every four months

Lead

Complete by date

Assurance measure

Target

TBA

TBA

Financial modelling outcomes
Marketing Group minutes

TBA

Service directorate risks registers

Target

Cost of risk

£

Priority 4 - Transformational Change: delivering best practice services, for the future, today
4.1

Delivering the Estates Strategy

Risk description

Delivery of the Estates Strategy requires a cultural change in terms of managing staff expectations of use of
both office and clinical space. If these are not managed, the Trust will not be able to deliver the planned
efficiencies in service delivery

Need for more flexible accommodation to deliver wider range of services and better meet commissioners’ expectations.
Support ICT strategy.

Validation
CQC Domain
Date
20/05/2014
29/08/2014
18/11/2014
21/07/2015

Likelihood

Rating

Level

Target

Up/Down

3
3
3
3

2
2
2
2

6
6
6
6

MODERATE
MODERATE
MODERATE
MODERATE

3x1=3
3x1=3
3x1=3
3x1=3

New




Gaps in control
Some staff may not accept new ways
of working

Existing controls
Estates Strategy
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Risk owner

Governance Board

Consequence

Target rating to be achieved by

Risk type

Responsible group

Is it effective?

Director of Estates

Reason for rating change
First acceptance at Governance Board
No change. New approach to be piloted at Market Street
No change. Plans beginning to be implemented

Reviewed at Governance Board – no change

Planned frequency of review

March 2015
Mitigation actions
Clear communication of benefits to service delivery

Lead
Director of estates

Complete by
On-going

Additional project management support may be
required.

Every 2 months

Assurance measure
Progress monitored via Board of
Directorates
Sharing financial savings – improving
quality and meeting CRE plans

Existing assurances
Progress monitored via Board of Directorates
Corporate

Risk source

Target
N/A

Annual Plan

Target
N/A
Cost of risk

N/A

Priority 4 - Transformational Change: delivering best practice services, for the future, today
4.2

Mental Health service redesign
There is a risk to the service that the significant change process will affect quality and performance of the service
Mental health service re-design is a key priority in the 2014-16 two year operational plan.

Risk description
Validation
CQC Domains
Date
26/08/2014
19/11/2014
17/03/2015
21/07/2015

Responsible group

Responsive

Risk owner

Project Board

Consequence

Likelihood

Rating

Level

Target

3

3

9

MODERATE

3x2=6

3

3

9

MODERATE

3x2=6

3

3

9

MODERATE

3x2=6

Up/Down
N/A



3

3

9

MODERATE

3x2=6



Target rating to be achieved by

Director of Adult Mental Health and ALD

Reason for rating change
First acceptance of risk
First acceptance of risk
First acceptance of risk
Reviewed at Governance Board – no change

Planned frequency of review

April 2014

? Every two months

Gaps in control

Mitigation actions

Lead

Complete by

Assurance measure

Target

Implementing a significant change
programme at a time of increasing demand
may affect quality and performance

Prorgramme Manager appointed

Business
Manager

Jan 15

Staff in post

Appointed

Ensure that robust governance arrangements and
structures and appropriate staff are involved to
finalise the service model, undertake the
consultation and implement the changes.

Service
Director /
Associate
Director

Jan 15

Project structures and milestones to be
set and monitored by Project Board

Project Board Sign Off

On project completion assurance will be
gained from
• National Patient Survey
• GP survey
• Quality and Performance Data

Quality and Performance
Maintained

Existing controls
Project Board established
Programme Manager appointed

Existing assurances
Programme project risk register

Risk type

Risk source
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Service delivery

Annual Plan

Target

Cost of risk

£

Informatics risks (not in operational plan but relates to all priorities)
5.1

Replacement of RiO
The London-wide contract that provides the current version of RiO expires in 2015. If Oxleas Rio is not
implemented within timescale, the Trust may not be able to realise the benefits of an integrated clinical
system and mobile working
The current RiO contract is due to expire at the end of October 2015 so the new solution will need to be
implemented by this date.

Risk description
Validation
CQC Domain

Responsible group

Is it Caring?

Date
18/8/11
Nov 2012
18/02/2014
20/05/2014
19/08/2014
18/11/2014
17/03/2015
19/05/2015
21/07/2015

Consequence
4
4
4
4
4
4
4
4
4

Likelihood
2
2
2
2
2
2
2
2
2

Target rating to be achieved by

Rating
8
8
8
8
8
8
8
8
8

Risk owner

IT Strategy Group

Level
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

Target
4x1=4
4x1=4
4x1=4
4x1=4
4x1=4
4x1=4
4x1=4
4x1=4
4x1=4

Up/Down
N/A










Reason for rating change
Rating proposed by Head of ICT
Risk to remain unchanged at present
Agreed to remain on Risk Register at current level
No change to current position
No change to current position
No change. Slots for data migration confirmed
No change to current position
No change to current position

Reviewed at Governance Board – no change

Planned frequency of review

October 2015

Director of Informatics

Every 2 months

Gaps in control

Mitigation actions

Lead

Compete by

Assurance measure

Target

Challenging timescale to implement
new solution by October 2015

There are regular discussions with the commercial
team at Servalec to ensure that issues are
escalated so the Trust can receive assurance that
these are resolved before ‘go-live’.

Director of
Informatics

April 2014

Approval by Board of Directors

N/A

Existing controls

Existing assurances

Evaluation process to select new system

Progress monitored by IT Strategy Group

Risk type

Risk source
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Strategic

Annual Plan

Target

Cost of risk

Financial risks
FN1

Cash releasing efficiencies 2015/16 and beyond
Not achieving our planned surplus of £1m would see us either just breakeven or go into deficit. This would raise
questions about long term sustainability. In order to achieve our financial plan, the Trust must deliver significant cost
improvements; including savings required as a result of reductions in contract values. NHS England and Monitor have
issued planning guidance that non-acutes should be planning on efficiencies of approx 4% per year for the next 5 years
The target for 15/16 is £7m, and there is a risk that this will not be delivered in its entirety with £0.7m in high and £2.1m in
medium risk. There are some reserves set aside in the budget to cover a modest shortfall, however it is important that the
Trust delivers the cost improvements that it has identified as being possible

Risk description

Validation

Responsible group

CQC Domain

N/A

Date
Nov 2011
Apr 2012
19/02/2013
Aug 2013
Jan 2014
15/07/2014
22/10/2014
18/11/2014
20/01/2015
17/03/2015
07/05/2014
19/05/2015
16/06/2015
21/07/2015

Consequence
4
4
3
3
3
3
4
4
4
4

Likelihood
2
2
3
3
3
3
4
4
4
4

Rating
8
8
9
9
9
9
16
16
16
16

Level
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
SIGNIFICANT
SIGNIFICANT
SIGNIFICANT
SIGNIFICANT

Target
4x1=4
4x1=4
4x1=4
4x1=4
4x1=4
4x1=4
4x1=4
4x1=4
4x1=4
4x1=4

Up/Down
NEW


4

3

12

HIGH

4x1=4



4
4

3
3

12
12

HIGH
HIGH

4x1=4
4x1=4



Target rating to be achieved by
Gaps in control
Not all CREs identified and
fully planned at start of
financial year
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Business Committee

Lead
Director of
Finance
Deputy Chief
Executive



Finance Director

Reason for rating change
New risk November 2011
No change to current position
Risk rating increased by Business Committee
No change to current position
No change to current position
No change to current position
Increased by Business Committee
No change. Mitigation plans are long term
No change to current position
No change to current position
Reduced by Board of Directors as a plan is in place –
between best and mid-case scenario
Reviewed at Business Committee – no change
Reviewed at Governance Board – no change

Planned frequency of review

March 2016 (for 2015/16 plans)

Mitigation actions
All services asked to create
plans for 15/16 and 16/17
based on £7m and £8m per
annum respectively











Risk owner

Complete by
March 2016

Assurance measure
Achievement against plan continues to be
monitored by the Business Committee/Executive
Team/Trust Board on monthly basis
Quarterly Service Directorate annual planning
meetings
Quarterly in-depth review by Business Committee
post annual plan meetings

Monthly
Target
CREs achieved

Existing controls
Financial support to service directorates
Monthly finance reports
Risk type
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Financial

Existing assurances
Reports to Board and Business Committee
Monitor Risk Rating
Risk source

Annual Plan

Target
N/A
Maintain 3
Cost of risk

Up to £2m

FN2

Reduction in future contract values
There is uncertainty regarding funding in the medium term, and it is likely that commissioners will be attempting to
significantly reduce contract values
Income from CCGs reduced by 1.9% for 15/16 in line with NHS guidance. Commissioners may look to impose additional
efficiency targets for 2015/16 and future years. The impact of parity for mental health is not yet clear and the financial
position of other provider may lead to commissioners focusing savings on MH and community

Risk description
Validation

CQC Outcome(s)

Responsible group

N/A

Date
Nov 2011
Apr 2012
15/05/2012
08/08/2013
Jan 2014
July 2014

Consequence
4
4
4
4
4
4

Likelihood
3
3
3
3
3
3

Rating
12
12
12
12
12
12

Level
HIGH
HIGH
HIGH
HIGH
HIGH
HIGH

Target
MOD (8)
MOD (8)
MOD (8)
MOD (8)
MOD (8)
MOD (8)

Up/Down
NEW






15/07/2014

4

4

16

SIGNIFICANT

MOD (8)



19/08/2014
21/10/2014
18/11/2014
20/01/2015
17/03/2015
07/05/2014
19/05/2015
16/06/2015
21/07/2015

4
4
4
4
4

4
4
4
4
4

16
16
16
16
16

SIGNIFICANT
SIGNIFICANT
SIGNIFICANT
SIGNIFICANT
SIGNIFICANT

MOD (8)
MOD (8)
MOD (8)
MOD (8)
MOD (8)







4

3

12

HIGH

MOD (8)



4
4

3
3

12
12

HIGH
HIGH

MOD (8)
MOD (8)



Target rating to be achieved by
Gaps in control

Commissioning intentions
for 2015/16 and beyond

Risk type
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Financial

Finance Director

Reason for rating change
New risk November 2011
No change to current position
No change to current position
No change to current position
No change to current position
No change to current position
Increased by Governance Board as there will be local efficiencies as
well as national efficiencies going forward

No change. Mitigation plans are long term
No change. Mitigation plans are long term
No change. Mitigation plans are long term
No change to current position
No change to current position
Reduced by Board of Directors as negotiations are complete between best and mid-case scenario
Reviewed at Business Committee – no change
Reviewed at Governance Board – no change



Planned frequency of review

April 2013

Mitigation actions

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

Existing controls
Strengthening of relationships with commissioners and GPs
Monthly contract monitoring

Risk owner

Business Committee

Lead

Director of
Finance
Deputy Chief
Executive

Complete by
ongoing

Monthly
Assurance measure
Regular reporting of
financial position to
Board

Existing assurances
Strong current financial position
Monitor Risk Rating
Risk source

Annual Plan

Target

Agreed contracts

Target
N/A
Maintain 3
Cost of risk

Up to £6m

FN3

Agency staff

Risk description

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

Agency spend has been increasing and as the level of staffing available on the Trust bank cannot always be supplied
from the Trust Bank so using agency staff is the only option to support patient safety and mobilisation of new services.
Usage of agency staff is also a concern in some services

Validation

CQC Outcome(s)

Responsible group

Outcome 12

Risk owner

Business Committee

Date
Nov 2011
Apr 2012
Aug 2013
Jan 2014
July 2014
15/07/2014

Consequence
3
3
3
3
3

Likelihood
2
2
2
2
2

Rating
6
6
6
6
6

Level
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

Target
3x1=3
3x1=3
3x1=3
3x1=3
3x1=3

Up/Down
NEW





3

3

9

MODERATE

3x1=3



Jan 2015
16/06/2015

3

3

9

MODERATE

3x1=3



3

4

12

HIGH

3x1=3



21/07/2015

3

4

12

HIGH

3x1=3



Target rating to be achieved by

Finance Director / Director of HR and OD
Reason for rating change
New risk November 2011
No change to current position
No change to current position
No change to current position
No change to current position
Increased by Gov Board as agency costs are
increasing
Reviewed by DOF. No change to current position
Reviewed at Business Committee - Risk increased in
light of current upward trend in usage
Accepted onto Corporate Risk Register

Planned frequency of review

TBC

Monthly

Gaps in control

Mitigation actions

Lead

Complete by

Assurance measure

Target

Bookings made outside the agreed trust
process

All managers have been reviewing all agency
staff working in their areas as a matter of
priority, and the correct process for booking and
authorising agency staff has been re-enforced.
Staff who have been unsuccessful in their
application for substantive posts are considered
for recruitment to the Trust Bank
This is an area of focus for the Trust Board and
action plans and updates are now regularly
scrutinised

Finance Director
Deputy CE
HR Director

Ongoing

Within budget
for service

HR Director

On-going

Workforce report and
associated measures (absence,
turnover, vacancy, bank and
agency)
Numbers of Bank Staff recruited

HR Director

On-going

Numbers of Bank Staff recruited

The Trust Bank is unable to provide staff
from all professional groups
The Trust bank does not have sufficient
staff to cover agency shifts

Existing controls
Centralised booking process & e-rostering
Monthly usage summaries to managers
Risk type
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Financial / Quality

Existing assurances
Board reports

Risk source

Agency spend

Target
To reduce agency spend

Cost of risk

Up to £3m

FN7

Shift towards a competitive market environment
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
Market testing of services planned

Risk description
Validation
CQC Domain

Responsible group

N/A

Date
Nov 2011
Apr 2012
15/05/2012
08/08/2013

Risk owner

Business Committee

Consequence
4
4
4

Likelihood
3
3
2

Rating
12
12
8

Level
HIGH
HIGH
MODERATE

Target
MOD (8)
MOD (8)
MOD (8)

Up/Down
NEW



4

2

8

MODERATE

MOD (8)



Jan 2014
July 2014

4

2

8

MODERATE

MOD (8)



4

3

12

HIGH

MOD (8)



21/10/2014
18/11/2014
20/01/2015
19/05/2015

4
4
4

3
3
3

12
12
12

HIGH
HIGH
HIGH

MOD (8)
MOD (8)
MOD (8)





4

3

12

HIGH

MOD (8)



16/06/2015
01/07/2015

4

3

12

HIGH

MOD (8)



4

2

8

MODERATE

MOD (8)



21/07/2015

4

2

8

MODERATE

MOD (8)



Target rating to be achieved by
Gaps in control

Feedback from recent bids
indicates that the trust cannot
always compete with other
providers

Mitigation actions
•

Reason for rating change
New risk November 2011
No change to current position
Gov Board recommended that risk is overrated
No change to current position – defending re-tendering of
existing services
No change to current position
Increased by Gov Board due to loss of UCC tender and range
of children’s services currently being tendered
No change to current position
No change to current position
Reviewed at Gov Board. No change to current position
Reviewed at Gov Board - No change due to number of public health
services being re-tendered

Reviewed at Business Committee - No change
Reduced as commissioners looking at other models for
tendering services.
Reviewed at Governance Board – no change

Planned frequency of review

TBC

•

Lead

Bids Team ensure that an effective process is in place
for competitive bidding
Explore new opportunities for generating income

Deputy Chief Exec

Complete by date
On-going

Existing controls
Business Support Function (Bids Team) in place

Existing assurances
Strong service portfolio with a reputation for high quality

Risk type

Risk source
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Financial

Director of Finance
Deputy CEO & Dir of Service Delivery

Annual Plan

Quarterly
Assurance measure
Number of contracts
awarded

Target

Target

Cost of risk

Unknown

FN21

Delivery of capital programme

Risk description

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

Validation

Upturn in the construction industry means that contractors may not be able to deliver contract at price originally
tendered

CQC Outcome(s)
Date
20/01/2015
16/06/2015

Responsible group

N/A

Risk owner

Board of Directors

Consequence
3

Likelihood
3

Rating
9

Level
MODERATE

Target
3x1=3

Up/Down
N/A

3

4

12

HIGH

3x1=3



3

4

12

HIGH

3x1=3



21/07/2015

Target rating to be achieved by

April 2014

Director of Finance

Reason for rating change
First acceptance at Governance Board
Reviewed at Business Committee - Increased by
Director of Finance in light of delays to the capital
programme at QMH
Accepted onto Corporate Risk Register

Planned frequency of review

Every 2 months
Target

Gaps in control

Mitigation actions

Lead

Complete by date

Assurance measure

Contract terms may not be sufficient

Standard contract term being developed

Director of
Estates

April 2016

Monitoring compliance
with contract terms

Existing controls
Contracts

Existing assurances
Robust contract monitoring

Risk type

Risk source
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Financial

Target
Cost of risk

CDG1 Data accuracy
Risk description

Data may be entered into the RiO system late or data may be missing leading to inaccuracies in Trust KPIs
and other metrics. This may affect our Monitor Risk Rating for Governance and invite further scrutiny of
metrics included in Monitor’s Risk Assessment Framework
Accuracy issues: Delayed discharges March 2015, 48hr discharge follow up October 2013

Validation
CQC Domain

Responsible group

Well led

Date
17/03/2015
19/05/2015

Consequence
4

Likelihood
3

Rating
12

Level
High

Target
4x1=4

Up/Down
N/A

4

3

12

High

4x1=4



21/07/2015

4

3

12

High

4x1=4



Target rating to be achieved by

Risk owner

Information Governance Group

Service Directors

Reason for rating change
First acceptance at Governance Board
No change. Definitions for Delayed Discharge have been
developed and to be agreed by CEG in June 2015

Reviewed at Governance Board – no change

Planned frequency of review

December 2015

Every 2 months

Gaps in control

Mitigation actions

Lead

Complete by

Assurance measure

Target

Trust audits have previously failed to
check with clinical staff as to whether the
issues covered in metrics are truly being
managed effectively.

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

Service
Directors

December 2015

Completeness of Trust audit
programme (to be devised)

100%

Existing controls
1.
2.
3.

Existing assurances

RiO training for clinicians
Business office management of data capture within directorates
Ifox enables clinicians to view missing data near real time

Risk type
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Compliance

Target
N/A

Internal audit of data quality

Risk source

KPI data

Cost of risk

Regulatory action

Appendix 2 – Tolerated Risks
Risk theme / area

Risk

Risk rating

Date tolerated

Next review date

1 - Enhance quality : offer a
guarantee of excellence for
every patient

KP1.3.2: Service users do not always receive information about medicines or
are involved in decisions regarding their treatment with medication. This
means that service users may not comply with treatment

MOD (6)
(3 x 2)

May 2014

May 2015

1 - Enhance quality : offer a
guarantee of excellence for
every patient

KP1.3.7: Poor communication and attitude of staff are common issues raised
in complaints about our services. This can have a negative impact on patient
experience

MOD (6)
(3 x 2)

April 2014

April 2015

Quality of clustering /
introduction of tariff

KP3.2.1: Clustering quality improvements will need to be made to ensure
that the Trust is in a position to implement PbR from 2013/14. If patients are
not allocated to the correct cluster, tariffs may be incorrectly applied
resulting in loss of income

MOD (6)
(3 x 2)

Feb 2014

February 2015

Referral to Treatment

MT2.1: There is a risk that the 18-week target for admitted cases may not be
achieved due to: a) it is not always possible to treat complex cases within
timescale; and b) limited theatre space. This means that patients may not be
getting timely treatment. There is also a reputational impact as failure to
achieve the target will results in an Amber/Red Governance Risk Rating.
MT1.1: In Community Paediatrics, there is a risk that the 18-week target for
consultant led non-admitted services will not be met for successive quarters.
This means that patients may not be getting timely treatment. If Monitor
were to request data in a disaggregated format, the service would struggle to
achieve the target.
KP8.2.1: The enhanced role for local authorities in Health and Wellbeing
Boards may lead to changes in local commissioning patterns. If the Trust
does not develop effective working relationships with local Health and
Wellbeing Boards, this may result in loss of income.

Nov 2013

November 2014

Aug 2013

August 2014

Agreed at
Governance
Board
Sept 2012 Agreed

May 2014

1.1 – Improve care planning
through better patient and carer
involvement

1.5 - Building on the Chief Nurse
for England’s strategy, ensure
high quality and compassionate
nursing care in all Trust services
with a focus on supervision and
appraisal for all nursing staff

Introduce a financial framework
with commissioners, linked to
standards in waiting times and
clinical outcomes
Surgical services – 18-week
referral to treatment target
(admitted)

Referral to Treatment

Community paediatrics – 18week referral to treatment target
(non-admitted / incomplete
pathway)

Key Priority 8
Enhance stakeholder
engagement

Develop relationships with the
new Health and Wellbeing
Boards
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Tolerated for this year as
CCGs will continue to
commission on block
contract basis for
2014/15.

MOD (8)
(4 x 2)

MOD (6)
(3 x 2)
MOD (6)
(3 x 2)

to review every six
months

Risk theme / area

Risk

Key Priority 1
Ensure the work of the
Quality Board is given the
highest priority

KP1.1.2 Whilst there is much work taking place to improve the Trust’s
information systems, there is a risk that either the Trust will fall short of its
CQUIN targets or will not be able to evidence the achievement of the target;
leading to a loss of income to the Trust

Key Priority 1
Ensure the work of the
Quality Board is given the
highest priority

KP1.1.3: Accurate data is not always consistently captured on all clinical
systems. This means that the Trust may not always be able to monitor
progress against targets and Board priorities

Key Priority 1
Ensure the work of the
Quality Board is given the
highest priority

KP1.2.5: Safeguarding children practice is not fully embedded across the
organisation. This means that a safeguarding concern may not be identified
or acted on

Maintain full compliance with
CQC requirements.

Maintain full compliance with
CQC requirements.

Maintain full compliance with
CQC requirements.
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Risk rating

MOD (6)
(3 x 2)

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

Date tolerated

Next review date

Nov 2012

As and when concerns
about CQUIN targets
arise

Agreed with
Medical Director
and Head of
Quality and Audit
Nov 2012
Agreed with
Medical Director
and Head of
Quality and Audit
Nov 2012
Patient Safety
Group

As and when concerns
about data quality arise

Quarterly via
Safeguarding Children
Committee

Version Control
No

Reviewed by

Date

No

Reviewed by

Date

v1.0
V2.0
V3.0
V3.1
V4.0
V4.1

First issue in this format approve by Trust Board
Reviewed at Governance Board
Reviewed at Governance Board
KP1.1.2 amended to align with Finance Risk Reg
Reviewed at Governance Board
IG4.1 Reviewed at IG

01/09/11
20/09/11
15/11/11
12/12/11
18/01/12
19/01/12

V16.1
V17.0
V18.0
V18.1
V19.0
V19.1

19/09/2013
15/10/2013
17/12/2013
Jan 2014
21/01/2014
21/01/2014

V4.2

Risks 1.2.1, 1.2.2, 1.2.3, 1.2.4, IG4 reviewed at
Compliance Board
Risk FN14 escalated by Audit Committee
Reviewed at Governance Board
Risks 1.2.2, 1.2.3, 1.2.4, IG4 reviewed at Compliance
Board
Risk 1.2.5 reviewed by Patient Safety Group
Reviewed at Governance Board
KP2.1.1 and KP2.2.1 logged as closed risks
IG4 reviewed by Information Governance Group
Reviewed at Governance Board
Updated following Compliance Board
Risk KP1.2.3 logged as a tolerated risk
Minor formatting updates
Reviewed at Governance Board
Full review in advance if Governance Board
Reviewed at Governance Board
Risk 8.1.1 logged as tolerated risk
Minor updates to reflect risks reviewed at
Compliance Board and Patient Safety Group
Reviewed at Governance Board
Minor formatting updates
Reviewed at Governance Board
IG4 reviewed at Information Governance Group
Reviewed in light of new Annual Plan priorities
Reviewed at Governance Board
Desktop review prior to Governance Board
Reviewed at Governance Board

08/02/12

V20.0

Risk MT3.1 closed by Compliance Board
Reviewed at Governance Board
Reviewed at Governance Board
Technical amendments
Reviewed at Governance Board
KP5.1.1 and KP5.3.1 removed from Business
Committee Risk Register
Reviewed at Governance Board

21/02/12
20/03/12
18/04/12

V20.1
V21.0
V21.1

Technical updates in preparation for Gov Board
Reviewed at Governance Board
Closed and tolerated risks removed

April 2014
15/04/2014
15/04/2014

09/05/12
15/05/12
15/05/12
15/05/12
17/07/12
07/08/12
07/08/12
11/09/12
17/09/12
Nov 2012
20/11/12
20/11/12
31/01/13

V22.0
V23.0
V24.0
V25.0
V25.1
V26.0
V27.0
V28.0
V28.1
V29.0
V29.1
V30.0
V30.1

Reviewed at Governance Board
Reviewed at Governance Board
Reviewed at Governance Board
Reviewed at Governance Board
Technical updates in preparation for Gov Board
Reviewed at Governance Board
Reviewed at Governance Board
Reviewed at Governance Board
FN1 and FN2 reduced by Board of Directors
Reviewed at Governance Board
1.1, 1.2 and 1.3 reviewed at CEG
Reviewed at Governance Board
1.7 score adjusted with agreement of Director of HR
and OD

20/05/2014
15/07/2014
26/08/2014
22/10/2014
Nov 2014
18/11/2014
20/01/2015
17/03/2015
07/05/2015
19/05/2015
26/06/2015
21/07/2015
20/07/2015

V4.3
V5.0
V5.1
V5.2
V6.0
V6.1
V6.2
V7.0
V7.1
V7.2
V7.3
V8.0
V9.0
V10
V10.1
V10.2
V11.0
V11.1
V12.0
V12.1
V13.0
V14.0
V15.0
V16.0
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19/02/13
April 2013
16/04/13
17/04/13
June 2013
18/06/2013
Aug 2013
20/08/2013

18/02/2014

Board of Directors
3rd September 2015

Item 8
Enclosure 7a-d

Agenda item Quality Report
Item from

Ify Okocha, Medical Director

Attachments a)
b)
c)
d)

QSIP Dashboard
48 Hour Timeline Report
Patient Safety Quarterly Report July 2015
Draft Patient Safety Group Minutes 14th July 2015

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 July 2015 (month 4) achievement is shown below:
Indicator RAG Rating
Red (>6% below target)
Amber (1-5% below
target)
Green (target achieved)
Total

No
2

%
8%

5

20%

18
25

72%
100%

Red Indicators (>5 % from target)
There are 2 red indicators to note for the month of July 2015
• PS1.2MH – 48 hour follow up (FU) of patients admitted following self-harm/suicide attempt.
52 patients required 48 hour FU in July (Greenwich 20, Bexley 21 and Bromley 11). There were 3 ‘true
breaches’ due to process not being followed by Oxleas staff and 1 breach outside of staff control. This is
5.8% under the 100% target and is the 4th month in a row where due process has not been followed by
Oxleas staff. Please see summary table below (a detailed timeline is also enclosed).
Borough

Discharge
Date
16/07/15

ID

Details

Status

RJ

Patient admitted at 04:53 and
discharged at 16:44 from Millbrook
Ward. HTT did not carry out FU as no
48Hr referral form completed by ward.

True Breach (due
process not followed)

Bexley
(Millbrook)

28/07/2015

SN

HTT made several attempts to
undertake FU however unable to
make contact in 48hr time period.
Patient contacted ward on 2.8.15 and
advised to contact HTT. Patient called
HTT on 2.8.15.

Breach (outside of
staff control)

Greenwich
(Avery)

02/07/2015

CH

Patient discharged on 2 July, no
record on RiO of attempted contact
being made with the patient within 48
hours. Patient made contact on the
th
10 of July and re-admitted to Maryon
th
ward on the 13 of July.

Bexley
(Millbrook)

nd

True Breach (due
process not followed)

Summary
Greenwich
(Avery)

15/07/2015

KD

th

Patient discharged on 15
July
however no referral form completed
by the ward for 48hr follow-up

True Breach (due
process not followed)

• CE2.2MH – Consent to treatment obtained for patients detained (S58): There were 4 patients out of 15 who
had no evidence of completed consent to treatment (CTT) in place when records were audited. Two of
them were discharged from section within 5 days of the CTT due date; one was put on a CTT two weeks
after the due date and the other was transferred to the ward with a second opinion approved
authorisation for treatment (T3) related to a previous detention but the clinical team did not realise this
until the audit result was made available to them. This has now been rectified.
Amber Indicators (<5% from target):
The 5 amber quality indicators are:
• PE1.1 MH – Carer details recorded on RiO: This is under the 95% target by 0.6%, with CAMHS and ALD
showing a red position for the month.
• CE2.1MH – Patients detained under the MHA are provided with information as stated - recorded on RiO
(S132): There were 7 out of 171 patients for whom there is no evidence of explanation of rights being
provided. The s3 patient is on Scadbury ward with no documented evidence. The s17E patients were on
Goddington, Millbrook and Norman wards. The 3 CTO patients are within Bromley ACT, Bexley AOT and
Bromley recovery west teams.
• PS2.2MH – No of reportable C.Difficile infections: There was 1 C Diff infection reported on Scadbury ward.
• PE1.3CH – Care plans on RiO for District Nursing teams: This is under target by 4.6%; the total case load in
July was 5460 of which 4680 had care plans on RiO. On-going work continues by the directorate to cleanse
the data
• CE1.4CH – Percentage of patients waiting under 6 weeks for a diagnostic assessment (audiology services).
July performance is 1.3 % under target.
2. Trust CQUIN Update – Month 4, 2015/16
A summary of our CQUIN performance is shown below, a quarterly dashboard will be provided for Quarter 2 in
October.
CQUINS
Bromley CCG Mental Health & LD

Greenwich & Bexley CCG – Mental Health &
LD

No of
Quality
Indicators
7

3

Progress against Quality Indicator Goals
July 2015/16 position
5 Achieved
2 amber status
• Mental health assessments in A&E
• Improving Physical Health –Cardio
metabolic assessments
2 Achieved
1 amber
• Improving Physical Health –Cardio
metabolic assessments

Forensic NHSE
Early Years - NHSE

4

Achieved

1

Achieved

Summary
Greenwich CCG – Community Health Services

No CQUINs agreed

Bexley CCG – Community Health Services

No CQUINs will be given by the CCG

Total

15

2.1 CQUIN Areas of Risk/Focus
• Bromley CCG – Mental Health assessments in A&E department
The aim of this CQUIN is to increase the number of mental health assessments initiated in A&E within 2 hours
with a quarter 2 target of 90%. The achievement of the CQUIN is dependent on the CCG providing ‘system
resilience’ funding to ensure there is adequate capacity to meet the demand from A&E. This funding has not
yet been provided for 2105/16 and the liaison team will be unable to meet the target set for Q2. This issue has
been raised with the CCG and will be brought up again by AMH directorate at the next contract meeting held
with the CCG.
•

NHS England National CQUIN – Cardio metabolic assessment and treatment for patients with psychoses

This is an area of risk for the Trust as we did not achieve this in 2014/15 national audit. There has been
additional focus this year to raise awareness to all inpatient and Forensic wards and the Early Intervention
teams who will participate in the audit this year.
We have worked with nursing (Practice Improvement Facilitator for physical health and well-being) to provide
presentations to each ward and doctors (at the induction); distributed the physical health guidance ‘Don’t just
screen – Intervene’ and the physical health booklets; and exception reports on IfOX.
In preparation for the national audit which commences in November, the Quality & Governance team have
undertaken a snapshot audit. These show:
Snapshot audit of RiO records 17th August • 56 of 109 (51%) service users with psychosis had been screened against all cardio-metabolic risk
factors. This means that 53 service users had not been screened against one or more of the risk factors,
or this was not documented in the correct place in RiO, as stipulated in the guidance.
•

The main risk factors that are not being screened/recorded consistently are blood lipids and blood
glucose (consistent with 2014/15 CQUIN results)

Snapshot audit of 12th August A total of 62 records were reviewed, including 48 from acute inpatient services, and 14 from rehab units.
• 68% of service users had evidence of interventions (or had declined)in their notes to address ‘red zone’
physical health readings
•

Physical health interventions in rehab units were 100% compliant except for smoking and obesity

•

In inpatient wards interventions for obesity and high blood pressure readings are poorly documented

Initial results have been shared with the AMH directorate for further action and focus. The Quality Managers
and Practice Improvement Facilitator will maintain additional presence on the wards to ensure all staff are
aware of what is required to achieve this CQUIN.

Recommendations
For the Board to note.

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

46

98

186

263

733
(average 61 per
month)

14/15
486

14/15
556

14/15
594

Dec-15
14/15
658

14/15
763

14/15
886

14/15
906

ALD

906

14/15
405

CAMHS

14/15
294

95%

Forensic

14/15
184

Mar-16

14/15
125

Feb-16

14/15
70

Jan-16

2014/15
Comparison

Nov-15

94.4%

Oct-15

94.1%

Sep-15

93.3%

Aug-15

92.7%

Older
People

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%

CMH

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

Current Month Performance
2015/2016
Target
ICR

PE1.1 MH

2014/2015
Baseline
(March 2015)

Jul-15

Patient Experience

Full Description

Jun-15

Mental Health

Patient Experience

Indicator
Code

May-15

Mental Health

Quality Domain

Apr-15

Service Type

90.6%

93.7%

98.5%

99.6%

82.7%

88.2%

42

32

3

0

Patient Experience

PE2.1 MH

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

99.2%

99.0%

99.1%

99.4%

99.6%

95%

100.0%

99.4%

99.2%

100%

94.2%

100.0%

Mental Health

Patient Experience

PE2.2 MH

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

97.5%

97.5%

97.7%

97.9%

98.0%

95%

94.5%

98.5%

98.2%

98.5%

92.3%

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%

97.6%

96.5%

95%

91.2%

97.2%

99.3%

89.1%

94.1%

90.0%

Mental Health

Patient Safety

PS1.1 MH

All clients discharged
on CPA receive a followup within 7 days.
NATIONALLY
MANDATED

96.5%

91.1%

96.6%

94.3%

98.7%

95%

98.3%

100.0%

100.0%

Mental Health

Patient Safety

PS1.2 MH

Mental Health

Clinical Effectiveness

CE1.1 MH

Mental Health

Clinical Effectiveness

CE1.2 MH

100.0%

52 patients required a 48
Hr FU. There were 4
breaches of which 3 were
due to Oxleas staff not
following process. Further
detail on Front sheet

100.0%

97.8%

95.1%

93.3%

94.2%

100%

94.2%

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

100%

100%

100%

100%

100%

95%

100%

100%

100%

100%

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

1.1%

1.1%

1.1%

1.1%

1.1%

No set target

0.0%

1.2%

0.0%

1.6%

1

Commentary

833
(average 70 per
month)

Mental Health

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

CH Child

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

CH Adult

Performance Colour Key

100%

2.9%

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

2014/2015 Performance

Current Month Performance

Mental Health

Clinical Effectiveness

CE2.2 MH

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

90.5%

86.7%

100.0%

100.0%

73.3%

100%

There were 4 patients out
of 15 that had no
authorisation in place for
treatment

Mental Health

Clinical Effectiveness

CE3.1MH

Percentage of delayed
discharges as a
percentage of admitted
clients.

4.9%

7.6%

6.1%

5.2%

5.8%

Less than
7.5%

4.9%

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%

83.5%

83.5%

80%

98.1%

99.8%

100.0%

99.8%

100.0%

99.6%

95%

97.5%

N/A

97.9%

97.9%

98.1%

97.8%

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

CE5.3MH

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

Mental Health

Clinical Effectiveness

N/A

11.0%

11.3%

11.1%

Dec-15

22.4%

80%

5.4%

3.5%

82.9%

83.7%

92.4%

100.0%

99.4%

100.0%

ALD

There were 7 out of 171
patients for whom there is
no evidence of
information being
provided

CAMHS

100%

Older
People

95.9%

CMH

98.8%

ICR

100.0%

Mar-16

97.3%

Feb-16

98.4%

Jan-16

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

Nov-15

CE2.1 MH

Oct-15

Jul-15

Clinical Effectiveness

Sep-15

Jun-15

Mental Health

Aug-15

May-15

2015/2016
Target

Quality Domain

Mental Health

Full Description

2014/2015
Baseline
(March 2015)

Service Type

Apr-15

Indicator
Code

CH Child

Improvement on
Previous Month

CH Adult

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

Forensic

Performance Colour Key

12.2%

60.0%

90.6%

Commentary

14.4%

CAMHS teams 20% under
target (112 out of 280
patients do not have their
smoking status recorded)

100.0%

97.8%

22.4%

Agreed Trajectory:
Quarter 1 - 15%
Quarter 2 - 30%
Quarter 3 - 60%
Quarter 4 - 80%
CAMHS have achieved
month 4 milestone of 20%
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Performance Colour Key

Month-on-Month Performance Change Key
- Awaiting Data
- Target Achieved
- Less than or equal 5% below Target
- 5% or greater below Target

Improvement on
Previous Month

Reduction on
Previous Month

No Change on
Previous Month

2014/2015 Performance

Current Month Performance

ICR

CMH

Older
People

Forensic

CAMHS

ALD

CH Adult

CH Child

0

0

0

0

0

0

0

0

0

0

0

Mental Health &
Community Health

Patient Safety

PS2.2 MH
PS1.2 CH

Number of reportable
CDIFF infections Applicable to all Oxleas

0

0

0

0

1

0

0

0

1

0

0

0

0

0

Community 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%

95.0%

95.2%

95%

95.2%

Community 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%

100.0%

98.5%

95%

98.5%

Community Health

Patient Experience

PE1.3 CH

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

84.6%

84.0%

83.5%

84.9%

85.4%

90%

85.4%

Community Health

Clinical Effectiveness

CE1.1 CH

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

91.3%

87.5%

100.0%

96.3%

100.0%

90%

100.0%

Community Health

Clinical Effectiveness

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%

99.3%

98.5%

95%

98.5%

Community Health

Clinical Effectiveness

CE1.3 CH

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

98.0%

86.1%

100.0%

96.2%

97.0%

95%

97.0%

CE1.4 CH

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

99.4%

95.4%

96.0%

96.0%

97.7%

99%

97.7%

Community Health

Clinical Effectiveness

Dec-15
3

Mar-16

0

Feb-16

0

Jan-16

0

Nov-15

Number of reportable
MRSA infections Applicable to all Oxleas

Oct-15

PS2.1 MH
PS1.1 CH

Full Description

Sep-15

Jul-15

Patient Safety

Quality Domain

Aug-15

Jun-15

2015/2016
Target

May-15

2014/2015
Baseline
(March 2015)

Apr-15

Indicator
Code

Mental Health &
Community Health

Service Type

Commentary

1 in Scadbury

MSK, HIV, Specialist foot
and Healthy Ageing teams
excluded

4,680 out 5460 patients
have a care plan

48 HR FOLLOW UP TIMELINE REPORT – JULY 2015
PATIENT RJ - Discharge: 16/07/2015
Date
16/07/2015

Time
Recorded on
RiO
15.22

17/07/2015

14:55

Action
Patient admitted at 04:53 and discharged at 16:44 from Millbrook
Ward
Discharge notification on RiO for 16/07/2015. Discharge plan for HTT
to follow up.
Emailed ward manager who advised that no referral was received
from the ward.
Next entry on RiO 21/07/2015.
Patient attended psychology appointment and 7 day follow up
completed by social worker

21/07/2015

PATIENT SN - Discharge: 28/07/2015
Date
Time
Action
Recorded on
RiO
28/07/2015
17:00
Patient discharged from Millbrook Ward.
30/07/2015

15:13

30/07/2015
31/07/2015
01/08/2015

16:17
12:56
10:05

01/08/2015

15:22

02/08/2015

03:10

Bexley HTTT tried to call patient, left message to call HTT. Contacted
patient’s mother who had not seen him. Contacted patient’s
girlfriend. She has been receiving texts from patient but would not
disclose where he was. HTT asked girlfriend to text patient to ask him
to call. HTT also text patient
Bexley HTT phoned mobile and landline but no reply.
Called mobile and left message to contact team.
Message left on patient’s mobile and also girlfriends mobile asking if
she had seen him and to contact HTT.
Telephone call to both patient and girlfriend but no response.
Message left. Telephone call to patients place of work and advised
that he wasn’t at work today.
Call received from patient to HTT.

PATIENT CH - Discharge: 02/07/2015
Date
Time
Action
Recorded on
RiO
02/07/2015
15:00
Patient discharged from Avery Ward. Ward round notes advise
discharge 02.07.15 but no discharge summary in progress notes
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08/07/2015

12:38

Entry on RiO saying In contact with CRI for onward referral to Lifeline,
also attending smart recovery sessions hosted by CRI. Referral closed
to GDD
I contacted the Manager who advised the following
She was contacted on the phone for the 48 hrs FU with no success. There
is gap between the 7th and 9th where the team told me that they
continued to try but this is not recorded. A door step was planned on the
10 after leaving her a message with text and she did response where all
were well and no visit needed. It went beyond the 48 hrs remit to reach
her.

12/07/2015

23:00

13/07/2015

23:20

Greenwich MH Liaison team, referral from ED QEH.
Seen by duty doctor and discharged home.
Admitted to Maryon Ward via Lewisham Hospital.

PATIENT KD - Discharge: 02/07/2015
Date
Time
Action
Recorded on
RiO
15/07/2015
15:00
Patient discharged from Avery Ward.
No discharge summary on progress notes.
17/07/2015

13:28

Next entry in progress notes for 17/07/2015.
Patient did not attend OPA booked for today. Greenwich Dual
Diagnosis.
No further contact recorded on RiO
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Board of Directors – 3rd September 2015
Quality Sub Group report – Patient Safety Group
Jane Wells, Director of Nursing
Sign Up to Safety (SU2S) work stream update
Our national ‘Sign Up To Safety’ campaign priority areas for the period of 1 April 2015 to 30
June 2015 continue to make progress in reducing harm in our priority areas for
improvement.
Sign Up to Safety highlights:
The June nursing conference this year was titled ‘Patient Safety and Patient Stories’. Dr
Suzette Woodward, Sign Up to Safety National Campaign Director, gave a presentation
relating to patient safety. This was followed by workshops that looked at the five pledges
these pledges have been saved on canvases and an appropriate place needs to be found to
display them. The communications team is in the process of developing a Sign Up to Safety
page on the Ox that staff will be able to access for information on the national campaign,
including the work streams and action plans. The work streams are in the process of
developing their own web page briefs.
Achieving 95% harm free care:
Using the safety thermometer data it is noted that April to June 2015 achieved greater than
91% harm free care. The percentage of patients that had new harms fell from an average of
2.26% in Quarter 4 2014/2015 to 1.72% in Quarter 1 2015/2016.
Falls:
The new falls root cause (RCA) analysis tool has been ratified at Trust PSG and a Post falls
action process pathway mapping has started. From August the MFRAT tool will be included
onto the Oxleas RIO, and then the policy will be updated to reflect this.
Pressure Ulcers:
RiO are creating a hyperlink to care plans from SSKIN documentation on RiO and developing
care plans for prevention and treatment of individualised pressure ulcers. The Pressure
Ulcer policy has been ratified and datix fields amended to reflect the policy. The RCA tool
has also been rolled out in care homes and they are now being invited to attend the
‘Pressure Ulcer panels’. A 4th embedding learning event with care homes is planned for the
8 October 2015. An embedded learning event was held on the 5th July for the Trust and a
further event planned for the 17th September 2015.
Catheter Acquired Urinary Tract Infections:
The policy for ‘Catheter care’ has been updated and ratified by Trust PSG.
Venous Thromboembolism prevention (VTE’S):
There were no positive VTE’s reported in quarter 1 2015.
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Reducing Harm from Medication Errors:
The medicines categories and subcategories have been amended in Datix for improved
reporting. Medication competencies will go onto the health roster as evidence that the
nurse is competent in medication administration. The Safer Use Medicines Group has
produced a first edition medicines newsletter. The medication safety thermometer is being
piloted and includes omitted, critical, allergens and reconciliation medicines. A Job role
description for community medication champions has been developed which is to be shared
with the other work streams that are also developing champions.
Assessing and preventing the deterioration of people with enduring mental illness:
Following extensive consultation and analysis of themes from incidents, a new draft policy
‘Promoting the physical health and Wellbeing of service users with Mental Health and
Learning disabilities’ outlines the roles and responsibilities of all staff across the
organisation, to support improvements in the delivery of health care for service users in our
mental health directorates. The policy has a series of standards for both inpatient and
community services, and aims to not just improve patient safety, but the quality and
experience of care that service users in Oxleas receive. Draft policy presented and discussed
and with minor amendments agreed. Policy ratified at the latest PSG and MEWS awaiting
printing, however just finalising the food and fluid chart so that is in line with the nutrition
and hydration policy.
A service user guide has been produced which is being distributed across the organisation
and funding has also been agreed to support the development of an learning disabilities and
young person’s easier read version of the physical health booklet.
The Trust MEWS (modified early warning score) chart has been redesigned to include blood
glucose monitoring, food and fluid monitoring and sepsis. All incidents relating to the
deteriorating patient and those patients that have passed away are reviewed weekly by the
nursing directorate, to ensure that appropriate care has been given. Training on managing
the deteriorating patient is being provided as part of the Doctors induction training.
On the 5th June 2015 over 40 staff attended a successful embedding learning event, a
following event is planned for 24th November for 75 people to attend, which will enable us
to invite external guests to attend.
Supporting an Open and Honest Culture:
The Duty of Candour Open and Honest policy is now on the intranet and a Duty of Candour
leaflet has been produced which was launched at the Nursing conference. Information
sessions are underway across the Trust. A ‘saying sorry leaflet’ has been produced, a poster
drafted and flow chart indicating staff roles and responsibilities has been sent to the
communications team. Duty of Candour will now be included as part of Trust induction.
Oxleas has linked with Greenwich University to arrange teaching sessions on duty of
candour with the new cohort of students.
Safewards programme to reduce risk of harm and violence in the mental health setting:
All the mental health wards are now part of the safewards initiative. The modules are now
being evaluated and the teams are sharing learning.
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Serious Incidents – July
Month
Reported in
month
2014/15 for
comparison
Completed
in month
(Sent to
CCG)
2014/15 for
comparison

Apr15

May15

Jun15

Jul15

10

5

7

4

10

6

5

3

3

4

4

5

4

5

9

5

Aug15

Sep15

Oct15

Nov15

Dec15

Jan16

Feb16

Mar16

Total

2

2

4

3

1

3

3

7

49

3

2

2

6

8

6

1

3

54

Details of Level 4 serious incidents – July
Four serious incidents subject to investigation were reported in July 2015 compared to
seven in June 2015. Two will be investigated by the directorate as level 4 incidents and two
by The Prisons and Probation Ombudsman (PPO).
Date

StEIS No

Service

Incident Details

2 July 2015

2015/22863

Bexley Meadow View

4 July 2015

PPO

HMP Cookham Wood

13 July
2015
19 July
2015

2015/23657

Bexley Recovery Team

89 year old man fractured pelvis following
fall
16 year old male found unresponsive. LAS
attendance and pronounced dead at
scene. No evidence of self-harm. Awaiting
coroner’s toxicology. Prisoner was
epileptic with supervised medication. Last
seizure January 2015.
62 year old male found hanged at home.

PPO

HMP Belmarsh

Investigation
report due (45
working days)
3 September
2015
Not required

43 year old male found hanged. Discussed
with MH inreach on 07/07/2015 outcome
that depression to be managed by primary
health.

12 September
2015
Not required

The table shows all serious incidents totals reported since April 2015 and compared to the
previous year. Year to date, there have been 26 serious incidents, compared to 24 for the
same period last year.
Month
Unexpected
death
Other
2015/16
Total
2014/15

Apr15

May15

Jun15

Jul15

7

1

5

3

3

4

2

1

10

5

7

4

10

6

5

3

Aug15

Sep15

Oct15

Nov15

Dec15

Jan16

Feb16

Mar16

Total

2

2

4

3

1

3

3

7

49

Page 3 of 13

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

Level 4

Level 5

Total

No of investigations due in July 2015

5

1

6

No of investigations completed in July 2015
• Number completed in time

5

1

6

5

1

6

0

0

0

7

2

9

0

0

0

•

Number completed overdue

Number in progress as at 31/07/2015
• Of these, how many are running overdue

Overdue Reports
Date

StEIS No

Service

Incident Details

04/04/2015

201512666

56 year old man was found hanged at
home by his adult son.

07/04/2015

2015/13066

Bromley, CMHT,
Liaison and Intake
(Stepping Stones)
Greenwich, Oxleas
House, Home
Treatment Team

25 year old man who took his own life in
the early hours of Tuesday morning. He
had consumed alcohol, and came in
03.00. He was found in his room by his
mother having suffocated himself using
a plastic bag.

Investigation
report due (60
working days)
Due 02/07/2015
Still awaiting
action plan
Due 06/07/2015
We were
waiting for
action plan –
now received

Level 1 to 3 Incidents
In July 2015, 964 level 1 to 3 incidents were reported. Year to date, 2777 incidents were
reported, compared to 2658 for the same period last year.
Level 1-3
2015/16
2014/15

Apr15
867
902

May15
976
826

Jun15
934
930

Jul15
964
1154

Aug15

Sep15

Oct15

Nov15

Dec15

Jan16

Feb16

Mar16

935

915

905

810

822

925

776

871

Safety Thermometer
Data from 574 patient contacts was collected.
Summary: The total number of Oxleas patients who were harm free for July 2015 was
91.46%, very similar to that of May and June 2015. Two forums did not successfully submit
data for July 2015 – Barnard and Bostall.
Key messages
• Of these 574 patients, 525 patients were harm free (91.46%)
• 49 patients experienced a harm, 8 of whom experienced new harms
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Total
3741
10206

•
•
•
•

There were three new pressure ulcers – three Category 2 and no Category 3 or
Category 4
There were a total of 2 harmful falls, both low harm.
There were four new catheter acquired UTI.
There were no VTE’s reported

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

July 2015
June 2015
May 2015
April 2015
Mar 2015
Feb 2015
Jan 2015

Patients

Harm Free

One Harm

574
793
581
346
599
522
603

525(91.46%)
723(91.17%)
532(91.57%)
317(92.62%)
543(90.65%)
493(94.4%)
554(92%)

48(8.36%)
64 (8.07%)
47(8.09%)
26 (7.51%)
43(7.2%)
27(5.2%)
48(8%)

Two
Harms
0
6 (0.76%)
2(0.34%)
3(0.87%)
0
2(0.4%)
1(0.2%)

Three
Harms
1(0.17%)
0
0
0
0
0
0

Four
Harms
0
0
0
0
0
0
0

New
Harms
8(1.39%)
13 (1.64%)
12(2.07%)
5(1.45%)
13(2.2%)
12(2.3%)
14(2.3%)

Embedding Learning from incidents
The Patient Safety Group met 11 August 2015 and reviewed nine serious incident
investigations. A revised proforma is used to enable those presenting the investigation to
demonstrate evidence of completion of actions and embedding the learning into daily
practice. Appendix 1 shows a brief summary of the serious incidents presented by
Directorate PSG Leads.
A focused work stream is in place to improve the confidence and confidence of nurses in
mental health settings carrying out emergency basic life support. The Nursing Executive
Committee is monitoring the action plan and providing a report to the Trust Patient Safety
Group in September. The action plan includes a review of the resuscitation policy and
implementation of simulation training. The Sign Up To Safety Deteriorating Patient work
stream continues to develop and embed improved practice for the deteriorating patient and
the Patient Safety Officer is developing an information page for the Trust Intranet page and
joint protocols with the London Ambulance Service. Every patient found lying on the floor or
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.
Actions include ward managers reviewing staff via a supervision tree to check they can
undertake a primary assessment and follow the steps in the EBLS algorhytm. We are
exploring with matrons the best way to facilitate team based EBLS simulation exercises.
The PSG are working on ways to improve embedded learning from serious incidents.
Recommendations shared with the PSG for this include:
•

Report to Board 6 months after level 5 reports are presented to update on actions
taken.
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•
•
•
•
•

•
•
•
•
•
•

Establish embedded learning newsletters in all directorates.
Embed the learning from PSG action plan reviews through directorate newsletters.
Limit recommendations to ideally a maximum of three where possible in level 4
inquiries.
Record the staff are aware of updated policies and procedures.
Establish 4 trust wide embedded learning events a year (in addition to directorate
embedded learning events). 2 of these should focus on embedding learning from
incidents in relation to risk assessment, care planning and joint working / community
/ acute pathway drawing on medical consultants in for specific events. Justine
Trippier is coordinating our next event on drugs and alcohol.
Review the terms of reference and membership of each directorate PSG. Collate a
list of all directorate embedded learning events in last 6 months and next 6 months.
Devise video clips to summarise the learning from level 5 investigations for the
intranet involving the team and panel.
Ensure intelligent monitoring for CQC peer review visits
Auditors to have details of complaints, compliments, incidents and audits and
update teams if gaps identified.
Monitor action plans in supervision
All action plans to be monitored via datix and linked to supervision using incident
action tracker now circulated to directorates regularly.

CAS performance from 1st April 2015 to 21st August 2015 is as follows:
•
•
•
•
•

37 alerts have been received of which 18 are Medical Device Alerts, 16 are Estates
and Facilities Alerts, 3 are Patient Safety Alerts and 0 Department of Health
87.2% were acknowledged within deadline
49% (18) of the alerts received have now been closed
89% (16) of those that are now closed, were closed within deadline
Of the 18 closed alerts, 28% (5) required some action

Of the alerts issued in 2015, 18 alerts remain open. None of which are overdue.
In comparison to last year,
•
•
•

CAS Alerts acknowledged within deadline has improved from 61% to 87.2%
CAS Alerts completed within deadline 64.7% compared to 89%.
Eight alerts remained open, of which three were overdue

Medical devices
KPMG are due to conduct an internal audit of medical devices commencing September
2015.
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Mental Health Legislation
Mental Capacity Act
All service directorates are compliant for MCA basic awareness e-learning. However, the
training programme has recently been updated and we are reminding staff that they should
refresh their knowledge by completing this. We have commissioned face to face workshops
for in-patient services; these are running from September to December.
Mental Health Act
In quarter 1, there were 473 new sections, compared to 363 for the same period last year.
Explanation of Rights (s132) was recorded for 98% of patients. Consent to treat under s58
was in place for 94% (35 out of 37) new sections. There were nine sections that expired in
quarter 1.
No of new sections – month on month comparison
Month

April

May

June

July

August

September

October

November

December

January

February

March

Total

2015/16

150

162

161

171

2014/15

128

103

132

158

136

166

158

127

135

168

128

125

1664

2013/14

113

137

124

160

121

125

130

107

122

157

97

129

1522

2012/13

107

118

102

101

127

129

115

130

114

113

123

119

1398

November

December

January

February

March

Total

644

No of s136 place of safety – month on month comparison
Month

April

May

June

July

August

September

October

2015/16

35

39

41

40

2014/15

26

23

32

32

31

43

50

42

34

42

26

25

406

2013/14

22

37

38

34

27

23

38

18

30

27

18

32

344

2012/13

22

24

23

18

23

21

22

21

16

26

15

21

252

155

S136 as a percentage of all new sections
Apr14

May14

Jun-

Jul-

14

14

2015/16

23%

24%

25%

23%

2014/15

20%

19%

20%

20%

20%

25%

30%

30%

20%

24%

20%

20%

23%

2013/14

19%

27%

31%

21%

22%

18%

29%

17%

25%

17%

19%

25%

23%

2012/13

21%

20%

23%

18%

18%

16%

19%

16%

14%

23%

12%

18%

18%

Month

Aug14

Sep14

Oct14

Nov14

Dec14

Jan15

Feb15

Mar15

Total
0%

Use of s136 – Place of Safety
Of the new sections in quarter 1, 115 were s136, compared to 81 for the same period last
year. These involved 37 patients; two patients were detained under s136 on more than one
occasion during the month. The use of s136 accounted for 24% of all sections in quarter 1, (a
slight increase from 22% in Q1 last year). The demographic breakdown of the s136 patients
in Q1 is as follows.
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Safeguarding Adults
We recently completed an internal review of safeguarding adult’s structures, systems and
processes in light of the Care Act and the Statutory Guidance. The conclusion of the report
was despite Oxleas staff having a good basic understanding of what constitutes abuse the
current Oxleas SGA Policy, Processes and Procedures require immediate improvement. The
report identifies a number of short, medium and long term responses which could be
implemented to improve performance; we will be reviewing and costing these
recommendations.
Activity
In Q1 we made 23 safeguarding referrals within mental health services, 12 of which went on
to be investigated.
Training
All service directorates are compliant for safeguarding adult’s basic awareness e-learning
and safer recruitment training.
Safeguarding Children
Quarter 1 (April - June 2015) summary data
Referrals made by our services

Month

Number of referrals to
Children's Social Care

April

7

May

6

June

9

Safeguarding Children Training Compliance
Overall Training compliance as of July 1st 2015 ( compliance is set at 80% and over)
Safeguarding Children Level 1

95.8%

Green

Safeguarding Children Level 2

91.6%

Green

Safeguarding Children Level 3 core

87.6%

Green

Safeguarding Children Level 3
Specialist

87.6%

Green
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Forensic and Prison are showing amber for Level 1 (73%) and Level 3 (74%)
Infection Prevention and Control
Surveillance
There were zero cases of Clostridium Difficile.
In June the trust was alerted to a patient in the community who had been admitted to A&E
where a blood culture was positive for MRSA. The patient had been an inpatient on
Meadowview for a period of two weeks in April 2015, following a two inpatient stay in QEW,
and since then had been receiving weekly visits from the district nursing service for urinary
catheter care.
Following extensive investigations into the cause of the MRSA bacteraemia an MRI spine
revealed a discitis at L1/2 with epidural collection for which the patient was treated. The
patient was cleared of MRSA following intravenous antibiotic therapy but unfortunately
developed a hospital acquired pneumonia, was referred to ITU and died on the 4th July.
A Post Infection Review (PIR) was carried out jointly by Oxleas and Bromley CCG (currently
covering infection prevention for Bexley CCG), following the DH protocol. This process did
not find any lapses in care provided by Oxleas that could have resulted in the bacteraemia
(in Meadow view or from the District nursing service), and there was very little input
required from the GP practice and therefore it was agreed that this bacteraemia should not
be allocated to the CCG and was reported to NHS England as a ‘third party’ allocation.
NHS England did not accept the third party allocation and allocated the bacteraemia to
Bexley CCG. Bexley CCG have requested a follow up meeting with Meadowview and the
Infection Prevention team to clarify any possible lessons learnt.
Outbreaks
There were three outbreaks;
Clinical area

Date

Holbrook

28/04/15

Millbrook

31/05/15

Millbrook

14/06/15

Nature of
outbreak
Diarrhoea &
vomiting
Diarrhoea &
vomiting
Diarrhoea &
vomiting

Number of patients
and staff affected
Patients
Staff
8
2

Ward
closure
days
10

8

2

9

8

2

8

Audit
Monthly audits completed by services:
Hand hygiene:
Compliance rate – 97%
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Response rate – 80%
Mattress audits:

Compliance rate – 98%
Response rate – 76%

Unannounced audits completed by Infection Prevention team:
24 audits were completed – all areas achieved either partial or full compliance.
Safe staffing update
KPMG have completed their final internal audit into safe staffing and awarded an amber
green (significant assurance with minor improvements). Recommendations for
improvement are:
1. We recommend that the Trust puts in place a procedure to ensure that a regular
quarterly review of the staffing against the templates is completed by the Safer
Staffing Committee. This review should identify situations where the baseline is not
appropriate, and temporary staff are systematically used to meet safe staffing
requirements. Regular review should help establish a more accurate template and
baseline.
2. We recommend that a Standard Operating Procedure is developed which should
clarify available guidance and roles and responsibilities of different staff groups. This
should then be used as part of the future template reviews to ensure that
management are able to see risk arising from inadequate staffing levels
independently from financial risk.
3. We recommend that the Trust confirms with ward managers on a sufficiently regular
basis that the planned staffing levels are reasonable and that systems are designed
and put in place to monitor and adjust levels where there are variances above set
thresholds. We recommend that where there is a significant variance between actual
and planned staffing levels that action plans are put in place to rectify this.
4. We recommend that a threshold for variations in the ratio of registered to
unregistered nurses from the planned level is set, and that where variations occur
above this level, that appropriate review of the actual outturn against the proposed
plan is conducted and, if required, care impact assessments are completed.
5. We recommend other medical professionals should be included within the template,
and also be considered as part of the quarterly reviews of the templates
recommended in Recommendation One.
6. We recommend the Trust completes a level of analysis to understand whether the
reduction in staff across the Trust which occurs at weekends is justified in all cases.
This review should also consider whether the drop in nursing staff at weekends is
compensated for by an increase in other healthcare professionals.
7. We recommend that the Trust should consider reporting the top three themes
within lower level incidents with an analysis of incident numbers within each theme.
Initial discussions with management have identified the three main themes as being
sleepovers, violence and aggression towards staff and patient falls.
(Recommendation 7 has been implemented)

Page 10 of 13

Flu Update
Seasonal flu 15/16 steering group meetings started next meeting booked for early
September. Services are identifying 10 flu champions per directorate to carry out staff
immunisation; champions within corporate nursing are already identified. Nurse Education
identifying training needs. Promotional equipment ordered. PDG to be finalised pharmacy
leading. Staff influenza standard operating procedure currently out for consultation.
Appendix 1
Embedded learning
1. StEIS 2015/14306 Bromley CAHMS
A 12 year old girl jumped from a first floor window sustaining fractures to her left leg and
lower back.
The investigation found that CAHMS teams are required to update current literature on how
to support parents with promoting that safe use of social media and technology. The action
plan also reinforced the importance of sharing any changes to plans of care with family
members.
2.

StEIS 2015-16451 Greenwich Sheperdsleas Ward

An 85 year old man who had an un-witnessed fall which resulted in a fractured left neck
femur.
Incidents that result in a fracture are now reviewed by using a new Falls RCA investigation
tool which is designed to determine if the fall was either avoidable or not avoidable. The
investigation concluded that there was no specific root cause identified. Although service
delivery problems were identified the investigation concluded that the fall may still have
occurred. The Trust falls group are currently reviewing the Multi Factorial Assessment Tool
(MFRAT) for completion in September 2015.
3. StEIS 2015-15047 Bexley Recovery Team
A 37 year old man who jumped from his bedroom window which resulted in life changing
injuries.
The investigation found that the patient’s jump from the window was an accident in the
context of a nightmare or “night terror”. The risk of nightmares and night terrors was
present throughout the patient’s recent history and seemed to occur unpredictably in a
variety of settings and contexts. Consequently, it does not seem to have been possible to
predict when they would occur or to prevent them. A recommendation was made that staff
are to be provided with information regarding sleep problems and possible referral
pathways to specialist services.
4.

StEIS 2015-15959 Greenwich Recovery

A 24 year old female who fell from a first storey window resulting in fractures to her femur.
The investigation found that there was no evidence to suggest that this particular incident
could have been predicted or prevented. The patient’s family history may increase the
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likelihood of the patient presenting with self-harming behaviour and suicidal ideation. The
directorates new Intensive Case Management Pathway and Emergence training are
designed to assist patients with such backgrounds and presentation.
5. StIES 2015-14323 Bexley Holbrook Ward
A 79 year old man who after an un-witnessed fall suffered a large left subdural haematoma
middle line shift and fractured occipital bone. The patient died on 26 April 2015 and post
mortem identified a lung infection that may also have contributed to falls risk if present
before the incident. This was not diagnosed while the patient was on Holbrook ward and
may have developed during his admission to hospital after the fall.
The investigation found that information on post fall management was required for junior
doctors working in the duty rota and recommended that diabetes and bone health training
was required for the multi-disciplinary teams on the inpatient wards.
Prioritising bone health will be added to the Prevention of Falls policy as well as trust wide
“Managing Diabetes” training to be facilitated by the Diabetes Service.
Junior Doctors will be delivering in house training for nursing staff to improve confidence in
Glasgow Coma Scale assessment.
This action plan is being monitored by the Trust Falls Group.
6. StEIS 2015-14222 Bexley Meadow View
An 82 year old male fell on the ward and sustained a Peri implant spiral fracture of the right
neck of femur. The conclusion of the investigation was that the fall was unavoidable and
that there was notable good practice identified.
7. StEIS 2015-12666 Bromley SIT
A 56 year old man hanged himself at home.
The findings of the investigation were that the patient had been allocated an agency care
coordinator on 11 March 2015. The care coordinator left a telephone message on 27 March
2015 requesting contact and the patient hanged himself at home on 4 April 2015. The teams
new ADAPT service will be clear as to when appointments are to be made following zoning
as well as clear triggers for referral to the Home Treatment Team.
8. StEIS 2015-15489 Greenwich Early Intervention Team
A 26 year old male who died after jumping from an eighth floor window.
The findings of this investigation were that care plans must have include clear time frames
against actions and named workers to promote ownership of a specific task. This is already
in place in the Assertive Outreach Team.
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In addition community drug screening should be considered as part of a Care Treatment
Order (CTO) for clients who present as high risk of using illicit substances. Staff are also to
be made aware that this would not be enforceable. This investigation is due to be discussed
at the Trust Drug and Alcohol Steering Group.
9. StEIS 2015-13793 Bexley Millbrook Ward Board Level Inquiry
A 37 year old woman who died after being found unresponsive on the ward.
The findings of this investigation were that despite staff completing extended basis life
support training the staff were inexperienced in recognising and responding to the rapid
deterioration of this patient.
The Nursing Executive Committee is monitoring the completion of the incidents action plan and
providing a report to the Trust Patient Safety Group in September. The action plan includes a review
of the resuscitation policy and implementation of simulation training. The Sign Up To Safety
Deteriorating Patient work stream continues to develop and embed improved practice for the
deteriorating patient and the Patient Safety Officer is developing an information page for the Trust
Intranet page and joint protocols with the London Ambulance Service.
Every patient found lying on the floor or 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.
The trust should review the training for the EBLS protocol and ensure that staff at all times
feel confident and competent carrying out EBLS.
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Patient Safety Group
Tuesday 14 July 2015
14:00 – 16:00
Board Room, Pinewood House
Present:
Jane Wells
Bryony Robertson
Suzannah Doel
Maria Hawes-Gatt
Susan Owen
Maggie Grainger
Rachel Evans
Lisa Moylan
Jon Cooley
James Kellock
Jenny Seal
Mariam Aligawesa
Jane Downing
Helen Nicholls
Julie Jacobs
Rachel Evans
Lisa Dakin
Shereen Chaudry
Helen Jones
John Forrest
Janna Maxfield
Apologies:
Ify Okocha
Simon Hart
Liz Penn
David Shaer
Sophia Ploumaki
Claire Oaten
Lynn Gathercole
Sarah Burchell
Gemma Murkin
Diane Goodenough

Director of Nursing
Head of Patient Safety
Sign up to Safety Lead
Head of Specialist Nursing
Risk Manager
Trust Head of Nursing (Education & Development)
Director of Estates and Facilities
Head of Mental Health Legislation and Safeguarding Adults
Service Manager Recovery and Long Term Care
Non-Executive Director
Health and Safety Manger
Practice Improvement Facilitator for Physical Health and WellBeing
Head of Safeguarding Children
Head of Infection Control
Clinical Lead for Mental Health, Nurse Specialist
Director of Estates and Facilities
Service Manager, In-Patient, Forensic and Prison Services
Patient Safety Officer
Inpatient and Acute Service Manager
Estates manager
Head of HR & Workforce Development

Medical Director
Director of HR
Service Manager Long Term Conditions
Service Manager
Associate Director - Complex Needs and Recovery
Community & Prisons services manager
Pharmacy Patient Services Manager
Clinical Director/Associate Director Adult Community Health
Services
Patient Safety Systems & Administration Officer Nursing and
Governance management and support
Greenwich CCG

Ite
1
2

Actions
Welcome and Apologies Please see above.
Minutes of the meeting on 12 May 2015
Minutes were agreed as correct.
1

3

4

Matters Arising
Action – GM had circulated the list of attendees to the RCA 2 day
master class training to directorate PSG leads.
MG confirmed that the Covert Medicines Policy had been ratified and
CEG and that the Procedure for Nasogastric procedure’s will be an
agenda item for Septembers PSG.
The infection prevention and control action plan for HMP Belmarsh has
been updated.
A competency framework which will include the use of medical devices
is being led by Maggie Grainger and it was agreed that the action plan
would
Sign up to Safety – Suzannah Doel

MG

MG

Pressure Ulcers:
The Pressure Ulcer policy is currently under review and the Embedded
learning nurse is raising awareness of pressure ulcer and wound care
management and management on mental health wards.
The SSKIN care bundles will be available on RiO to assist in
developing care plans for the prevention and treatment of
individualised pressure ulcers.
CAUTI:
Policy for Catheter Care is an agenda item at today’s meeting. There
have been no reported VTEs reported either on Datix or the Safety
Thermometer. The CAUTI action plan was circulated at the meeting.

SD

Reducing Harm From Medication Errors:
Datix now has additional drop downs for medication errors to improve
data analysis.
Supporting an Open and Honest Culture:
The Duty of Candour Open and Honest policy is available on the
intranet and the staff leaflet was launched at the Nursing conference
and SC has been invited to present to students at Greenwich
University
Assessing and preventing the deterioration of people with
enduring mental illness:
Promoting the Physical health and Well-being of services users with
Mental health and learning disability policy to be presented to today’s
meeting.
Action - The Catheter Acquired Urinary Tract Infection Action Plan
is to presented to July PSG.
Reducing the risk and harm of violence in Mental health settings
(Safe Wards):
2

Avery Ward has joined the Safe Wards programme and Mindfulness
taster sessions are soon to become available.
All 7 pilot sites have implemented at least three interventions and a
further 4 wards have expressed an interest in joining the programme.
The working group have reviewed the parameters within Datix to aid
consistent reporting, between settings. To support the success of the
project the “ How safe do you feel” questionnaire is being completed
monthly completed monthly by staff and patient

SD

Falls:
On-going falls analysis with a quarterly fall’s analysis to be presented
to the September Trust Patient Safety Group as well as the reviewed
Falls Prevention Policy. A new Falls RCA Tool is being piloted for all
level 4 falls and above.
5

Promoting the Physical health and Well-being of services users
with Mental health and learning disability policy – Mariam
Aligwesa
The policy was presented with the invitation that CCG colleagues
provide feedback. An action plan to embed the policy is being agreed
at the next Sign Up To Safety Work stream meeting. An Embedding
Learning Workshop has been scheduled for 24 November 2015.
The MEWS chart is being reviewed for compatibility with RiO and pilots
using the revised toll are underway.
MG tabled the new information booklet for service users which has
been distributed to all services.
JW requested a communications plan and LM requested that the Trust
Smoke Free Group be included in the consultation.

6

7

Policy for Catheter Care - Alison Beasley Head of Specialist Team
AB presented the Policy for Catheter Care.
MHG requested that the policy include CYP services and it was agreed
that infection prevention and control requirements were also to be
included. The policy was agreed with the understanding that the
requested amendments would be made.

MA

AB

Child Protection Policy and Procedures- Jane Downing
JD presented the revised policy with the following amendments;
Information regarding allegations made against staff has been updated as
well as the requirements of The Working Together document.
It was agreed that the policy still required a significant review and would be
an agenda item at Septembers PSG.

8

JD

Managing the Risks of Scalds Policy & Portable Appliance Test
(PAT) Policy – Jenny Seal
JS tabled HSE guidance regarding scalding. A patient scald that results
in significant harm or death is a NHSE Never Event. A weekly pilot of
ward staff testing water temperatures was too labour intensive and it
was agreed that when patients require assistance with bathing/washing
then a risk assessment should be completed and that a template was
3

included in the policy.
The policy was ratified.
The Portable Appliance Test (PAT) Policy was presented by JS. The
policy was reviewed as it previously stated that patient electronic
equipment had to be PAT tested before it could be used. The revised
policy now stated that patients could use their own electronic
equipment if it had a visual safety check and was then PAT tested
within a week.
9

10

11

Safety Alerts Policy – Bryony Robertson
BR presented this policy which was agreed by the group. The revised
policy includes the use of Datix Web to circulate and collate CAS
responses.
Incident Analysis 1-3 – Bryony Robertson
BR presented the incident analysis. It was agreed that JW, IO and BR
would meet outside of PSG to discuss and agree how the 1-3 incident
analysis could be fed into Embedding Learning Workshops.
Central Alerts System - Bryony Robertson

JW

CAS performance from 1st April 2015 to 7th July 2015 is as follows:






16 alerts have been received of which 12 are Medical Device Alerts, 3
are Estates and Facilities Alerts, 1 is Patient Safety Alerts and 0
Department of Health
87.5% were acknowledged within deadline
75% (12) of the alerts received have now been closed
83% (10) of those that are now closed, were closed within deadline
Of the 12 closed alerts, 33% (4) required some action

Of the alerts issued in 2015 no alerts remain open. Four alerts remain open.
None of which are overdue.
In comparison to last year, acknowledgement within deadline has improved
from 70% to 87.5%. Also there were eight alerts remained open, of which
three were overdue.
To prevent missed alert acknowledgements and deadlines. A CAS email
account has been created for the Patient Safety Team. Reducing the risk of
missed alerts in the future.
All new CAS Alerts will be sent out via Datix Web safety alerts module. This
has been trailed with a couple of directorates. We can move away from the
manual process of recording alert responses. Please refer to the Safety
Alerts Policy.
All alerts which remain open are summarised on the attached.

12

Medical Devices Inventory Presentation – Bryony Robertson
BR took the group through a live presentation of the inventory.

13

Risk Register – Susan Owen
The following changes to the Risk Register were noted.
PS1: The trust may not embed and sustain learning from serious
incidents. Recommendations and actions may not be
4

implemented and then reviewed after the action plan has been
signed off
This risk was closed by the in Jan 2014. The PSG has agreed to reopen this risk as embedding learning is another area of focus identified
by directorates as part of CQC preparations. Consequence = 3,
likelihood = 3, rating = MOD (9).
PS8: If CAS alerts are not actioned by service leads, there is a risk
that appropriate action to maintain safety may not be taken
This risk was tolerated in March 2015 but has been re-instated on the
Risk Register due to concerns raised in the CQC intelligent monitoring.
Controls in place now include: Medical Devices inventory – the Trust
able to identify whether devices are in use; generic CAS email address
to better monitor responses within the Patient Safety Team; review of
CAS policy. Consequence = 2, likelihood = 2, rating = LOW (3).
PS6: If DH guidance on restrictive interventions is not
incorporated into policy and practice, there is a risk that
interventions could be used inappropriately. This could impact
on patient and staff safety. There is also a reputational impact as
trusts must provide CCGs with assurance that the guidance is
being followed.
This risk was tolerated as it was felt that the Trust is meeting the
guidance. Strengthened controls include: DatixWeb has been
improved so that incidents of restraint can be more easily identified and
use of restraint is investigated as Level 3 incidents. Consequence = 4,
likelihood = 2, rating = MOD (8).
PS9: Banned substances, including Illicit drugs, alcohol, sources
of ignition and other items may not be detected. The possession
or use of these on Trust premises presents a risk to other
patients, public and staff.
Whilst it was felt that there are good controls for detecting illicit
substances, there is more to do with regard to detecting and preventing
other forms of contraband from being brought into units. Risk to be re- SO
worded and to remain at current rating. Consequence = 3, likelihood =
3, rating = MOD (9).
PS10: The trust cannot provide assurance that appropriate
training in medical devices is delivered in all directorates. If
equipment is used incorrectly, this may impact on patient and
staff safety
New risk accepted on to Risk Register. Consequence = 4, likelihood =
3, rating = HIGH (12)
PS11: If the Trust does not apply the Duty of Candour consistently
across the Trust, then we will not be able to demonstrate that we
are applying the principles of transparency, openness and
honesty. This could impact on our reputation and compliance
with CQC requirements
Initially rated as a MODERATE (9) risk, this was increased to a HIGH
(12) risk as this has been identified as an area of focus for all
directorates as part of CQC preparations. The Duty of Candour Policy
5

14

has been ratified and Duty of Candour is implemented for all Level 4
and 5 incidents. A full communications plan is in place. Consequence
= 4, likelihood = 3, rating = HIGH (12).
Infection Control – Helen Nicholls
The draft DIPC annual report was ratified at the Infection Control
Committee. The sharps audit of compliance with EU directive remains
outstanding.
The report following the audit of antimicrobial prescribing has been
ratified by the Medicines Management Group with the agreement of a
pharmacy led continued 6 monthly audit of compliance to be included
in the CEG annual audit plan.

15

RI

JW noted the improvement in the completion and submission of
infection control audits and thanked services for their support.
Safeguarding Children – Jane Downing
JW welcomed JD as the new Head of Safeguarding.
The annual safeguarding children champions’ workshop was well
received and there are on-going RiO workshops running.
On 21 July 2015 there is a joint meeting with the CCG’s to agree the
use of the score card and work plans.
JD asked those in attendance to remind staff that it is not the
responsibility of the safeguarding adult’s team to record safeguarding
supervision on the “Fish”.

16

Safeguarding Adults & Mental Health Legislation – Lisa Moylan
The safeguarding adult’s coordinator post is due to be advertised.
Prevent training is on-going led by 5 accredited trainers with more
trainers to be identified.
The safeguarding adult’s policy is due for review but Pan London
Guidance will not yet be ratified until January 2016.
The use of the Mental Capacity Act has been identified as a risk in the
CQC Compliance Group. Actions currently in place are that Matrons
are auditing practice following training.
LM informed the group that the Law Commission DOLS consultation
closes in November 2015 and will be reviewed by the MCA Steering
Group as the requirement will be compliance by 2017.
The MHA Scrutiny Group is to be revised to review relevant policies
and procedures by October 2015.

17

18

LAS / Oxleas Joint protocol – Shereen Chaudry
SR presented the LAS joint handover sheet for patients who are being
transferred to Accident and Emergency Departments. It was agreed
that Meadowview would pilot the handover sheet prior to trust wide
circulation.
MG requested that the patients DNR status should be added. SC and
MA to meet outside of the meeting to ensure that SBARD is included.
AOB
The trust had received an alert that M92 keys could be used to open
medicine trolleys. This alert was circulated and it was confirmed that
M92 keys are not in use in the Trust.

SC

6

Date of Next Meeting
Embedded Learning – Tuesday 9 June 2015 , Maple room
Business Meeting – Tuesday 8 September 2015 – Boardroom

7

Board of Directors
3rd September 2015

Item 9
Enclosure 8

Agenda item Compliance Report – Regulatory Update
Item from

Ify Okocha, Medical Director

Attachments Front sheet only
Summary
Concerns raised by the CQC
Bed availability
Following a review of information sent to CQC on 6 July 2015 in relation to bed availability, the CQC wrote to
the Trust on 28 July 2015, seeking further assurance in the ten areas listed below. A response to these is being
developed and will be submitted to the CQC by the deadline of 25 August 2015.
1.

How the Trust will ensure that practice and culture are embedded, so that patients are not
‘hosted/guested’ on wards overnight.
2. How the Trust will ensure that working age adults are not ‘slept over’ on older adults wards, and vice
versa.
3. How the Trust will ensure that working age adults from acute awards are not ‘slept over’ in a more
restrictive environment, such as a PICU.
4. How the Trust will ensure that NHS same sex accommodation guidance will be adhered to.
5. How the Trust will ensure that where patients do ‘sleep over’ on another ward, the receiving ward has an
appropriate handover regarding the patients’ care, treatment, preferences, and risks.
6. How the Trust can provide assurance that where a patient does ‘sleep over’ on another ward, their
preferences with regard to sleep and waking times is considered.
7. How the Trust will ensure that where a patient has ‘slept over’ on another ward, that on returning to their
own ward, they can have continuous access to a suitable and comfortable private area with ready and
immediate access to their possessions.
8. How the Trust assesses patients suitability to be ‘slept out’, including the recognition that some patients
may lack the capacity to make such a decision.
9. Where a number of patients from a ward have been ‘slept out’ the previous night, how the Trust adjusts
resources to ensure all patients on the ward receive a level of support consistent with high quality care.
10. Details of the Trusts’ plans to reduce and eliminate the need for patients to ‘sleep over’ on different
wards.
Safeguarding concern
On 11 August 2015 the CQC contacted the Trust to request that we raise a safeguarding alert in relation to
the physical health care of a patient on Shrewsbury Ward. This has been investigated locally and a
response sent to the CQC.

CQC Mental Health Act visits

Since the last meeting of the Board of Directors, two new reports have been received – Betts Ward and
Goddington Ward. There have been two recent visits; one to Norman Ward, Green Parks House on 10
August 2015 and one to Hazelwood on 26 August 2015. The reports from these visits have yet been
received.

Summary
Betts Ward – date of visit 6 July 2015, report received 23 July 2015
The previous visit took place on 16 December 2013 and the inspection found the actions from this visit had
been resolved.
Patients all spoke of some involvement in decisions about their care and treatment. This included either
aving a copy of their care plan, having discussions with their primary nurse, or attending their ward round.
It was noted that on two patient records that it was difficult to understand which care plans were current.
Care plans were filed within a specific ‘tab’ on the electronic patient record. For one patient’s record there
were a number of care plans shown from a previous admission in 2012, without any clarification of whether
they were still being used. On another record, the date of the care plan was some time prior to the date of
admission, with some of the plans including a more recent date on which it was updated. It was difficult to
understand which part of the plan had been updated
Records showed that all patients had received information about the MHA when they were admitted to the
ward, in accordance with section 132. There was a notice board giving information about the Independent
Mental Health Advocacy Service, information on how to make a complaint and details of how to contact the
Care Quality Commission (CQC).
Two of the patients we spoke to had leave authorised if they were accompanied by relatives. The leave
form did not specify the name of these relatives and it did not say whether the accompanying relative
understood and accepted the legal responsibility of taking on legal custody of the patient. Leave was
authorised on a standard form. Out of date leave forms were struck through.
Searches were focused on patients presenting a high risk, rather than there being a blanket approach to
searches. No patients raised concerns about searches.
The inspection found that one male patient had been allocated to a room in the female area but there was
no evidence of a clinical emergency.
Four of the five records that we reviewed showed that there had been an assessment of the patients’
capacity to consent at the first administration of treatment for mental disorder. On one record, it was
recorded that the patient consented to medication and there were no issues with compliance, whilst a
capacity assessment on the same day found that the patient was not able to understand, retain or weigh up
information about the treatment.
All but two patients had physical health checks on a daily basis.
On one patient record, it was found the patient’s MHA status was recorded incorrectly on three occasions
very shortly after he was admitted. On one occasion the record stated informal when the patient was still
subject to section 136 and on two occasions, it was stated that they were under section 3 when they was
detained under section 2.
Actions were identified in relation to:
• Ensuring that where patients have leave authorisied on the condition that they are accompanied by
a relative, the leave form specifies that name of that person and that the person understands and
accepts the legal responsibility of taking on legal custody of the patient.
• Ensuring that patients are not admitted to a mixed sex area unless there is a clinical emergency.
• Ensuring that capacity and consent is correctly assessed and recorded.
• Ensuring that MHA status is correctly recorded.
• Ensuring clarity in the recording of care plans.
Goddington Ward – date of visit 14 July 2015, report received 23 July 2015
The previous review took place on 15 January 2014. Issues relating to the IMHA service and the quality of the

Summary

food were found to be resolved but there were some outstanding issues about recording capacity assessments
and access to escorted leave; one patient said he had only been out three or four times in past two months
despite having escorted leave authorised for half an hour twice a day
Patients spoke positively about the support they received from staff. Overall, it appeared there was a least
restrictive approach to care and treatment. Three care plans were found to be both personalised and
thorough. On the other files there was limited of involvement of patients and care plans did not cover all
aspects of their care and treatment. The inspectors were concerned that three patients were allocated to the
ward but were sleeping on other wards. This meant these patients did not have any access to a private area
during the day. Also, one male patient had been allocated to a bedroom in the corridor designated for female
patients.
On admission, patients were welcomed to the ward, given information about the ward and assessed by the
duty doctor. All the files reviewed showed patients received information about their legal status and rights in
accordance with section 132 of the MHA. There was information available for patients on how to contact the
IMHA service, how to make a complaint and how to contact the Care Quality Commission. A community
meeting took place each week, providing patients with the opportunity to make comments of the routines of
the ward.
Two of the patients had leave authorised if they were accompanied by friends or relatives. The leave form did
not specify the name of these people and it did not say whether the accompanying person understood and
accepted the legal responsibility of taking on legal custody of the patient. Leave was authorised on a standard
form. Out of date leave forms were struck through.
Staff were trained in de-escalation. Staff were aware of the need to anticipate when incidents may happen and
encourage the person to move to a quieter part of the ward.
On the record for one patient, the inspectors were unable to find a statement of their capacity or consent
when treatment was first administered.
One patient was receiving treatment authorised by a T3 certificate in February 2015. The patient had been
certified as not being capable of understanding the nature purpose and likely effects of the treatment. In April
2015, a further anti-psychotic medication was prescribed in addition to medication authorised on the T3
certificate. The responsible clinician had completed three forms stating that the additional medication was
being administered in accordance with section 62 of the MHA. In reviewing the medical record, we were
unable to find clear evidence that the additional medication had been ‘immediately necessary’ to prevent
deterioration or suffering or any explanation of why a second opinion has not been be provided in accordance
with section 58.
Actions were identified in relation to:
• Ensuring that where patients have leave authorised on the condition that they are accompanied by
a relative, the leave form specifies that name of that person and that the person understands and
accepts the legal responsibility of taking on legal custody of the patient.
• Ensuring that capacity and consent is correctly assessed and recorded, particularly in relation to
treatment given under s58 and s62.
• Ensuring that patients are not admitted to a mixed sex area unless there is a clinical emergency.
• Ensuring that sleeping out arrangements do not compromise privacy and dignity.
• Ensuring that patients are given the opportunity to be involved in planning, developing and
reviewing their own care and treatment.

CQC preparation

The CQC Project Group held its third meeting on 11 August 2015 with a focus on the effectiveness domain.
The following areas for further focus were identified.

Summary
•
•
•
•

Care planning
Risk assessments
Consent
Evidencing that actions from clinical audits have been completed

31 peer reviews have been completed and a further 21 have been scheduled to take place by December
2015.
The current programme of awareness workshops was completed at the end of July and a total of 301 staff
attended. The Quality and Governance Team will organise smaller workshops from September onwards;
these will be specific to directorates or to teams/services who have requested bespoke training.

Recommendations
For the Board to note.
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Summary and Highlights
Three level 5 incidents related to Goddington Ward took place between April 2015 and June 2015.
The same panel has been tasked with investigating each of the three incidents, and also compiling
an overarching report that looks into themes across all three incidents.
The level 5 report executive summaries for AD and TB are presented for discussion; the report for
DDS and the overarching report will be presented at the October Board of Directors. The AD and TB
inquiry action plans will be circulated on Tuesday.

Recommendations
The Board is asked to note this report.

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

Date Commissioned:
Author: Ben Travis
Job title: Director of Finance
Version:

Executive Summary
AD was a 25 year old man who died on 8 April 2015 after being hit by a train at
a level crossing in Biggleswade, near Bishop’s Stortford. He was known to our
services, having had inpatient admissions to Green Parks House in 2010 and
more latterly during March and April 2015.
AD’s diagnosis was hypochondriacal disorder (ICD 10, F45.2) against a
background of personality difficulties. Prior to his hospital admission in 2015
there had been a number of examples of AD making it appear that he was
physically ill when there were no medical evidence of physical illness.
On 15 March 2015 AD went to a local drug dealer and smoked a substance
that he described as a ‘spliff’. This had resulted in a mark and some discomfort
on his tongue, and he was very concerned that he had been poisoned and was
going to die.
He presented at A&E at the Princess Royal University Hospital on 19 March
and when offered admission to GPH he made threats to end his life. He was
admitted onto Norman Ward on a voluntary basis, and was discharged on 1
April.
On 3 April he presented to A&E at the PRUH with his father and step-mother
and, further to much discussion, was admitted onto Goddington Ward as an
informal patient. He was discharged on the afternoon of 8 April at
approximately 16.00, and went to his flat with his father and step-mother. After
they left him at approximately 17.30, he travelled up to Biggleswade where he
died at 21.19.

The panel heard throughout the inquiry that an extremely challenging patient
with multiple conditions had been under the care of Goddington Ward for
approximately three months. This meant that the ward environment was often
fraught, with staff often required to attend to this patient at short notice.

The panel found that there were no root causes, and concluded that AD’s death
on 8 April 2105 could not have been foreseen; this is consistent with the view of
AD’s father and step-mother, whom collected him from GPH on his discharge
on 8 April 2015. However the panel’s opinion is that the care provided should
have been better in a number of areas, particularly in relation to the following:
-

Diagnosis
It appeared to the panel that as the clinical team had known AD from his
previous contact with our services, they were confident in his diagnosis

of hypochondriacal disorder. Therefore they didn’t spend sufficient time
with him to understand the conditions he was presenting with in March/
April 2015, nor did they formulate an up-to-date risk assessment.
It was apparent that AD’s physical symptoms were causing him
significant mental distress, and it was the panel’s view the clinical team
under-estimated the impact of these physical symptoms on his mental
health.
-

Communication and engagement with family and friends
AD’s father and step-mother were invited to the ward round on 7 April
but when they arrived on the ward they were not allowed to join the ward
round as AD did not give his consent to them attending. They did not
have the opportunity to have a discussion with his clinical team, which
the panel did not think was acceptable.
In addition, the panel reviewed statements from AD’s step-mother and a
family friend, both of which were very critical of the way that Oxleas
clinicians interacted with them. They were of the strong opinion that AD
was not well, however they did not feel that the clinicians properly
listened to them or took their concerns seriously.

-

Care planning and therapeutic engagement
Despite discussion with the clinical team and review of the clinical
records, the purpose of AD’s admission to Goddington ward was not
clear to the panel. Having been admitted, it appears that AD did not
receive therapeutic interventions on the ward, and there was little
attention given to his physical symptoms despite AD’s concerns.

This report identifies 5 care and service delivery problems, and contains 8
recommendations. The recommendations are set out below.

Recommendations
It is recommended that:
1) when patients disclose physical symptoms, the impact of these symptoms
must be taken into consideration in risk assessment and care planning. If
staff are not familiar with particluar symptoms and they do not resolve, they
should make every attempt to seek further general or specialist medical
advice.
2) on admisson, a clear plan should be drawn up by the clincial team with the
patient regarding the purpose of the admission, and the care and treatment
that the patient is to receive. This should include a clear summary of the
patient’s risks and how these are to be mitigated.

3) clinicians ensure that there is protected therapeutic engagement time of one
hour per day (NICE CG136) so that assessment of risk and mental state is
ongoing throughout a patient’s admission.
4) all staff are reminded of the importance of the information and perspective
that families and carers can bring. Families and carers should be listened to
and their perspectives carefully considered when assessing a patient and
planning their care. This should be achieved through embedded learning
events, quality newsletters, and discussions during supervision.
5) ward staff read and ensure that they implement the Oxleas guide:
‘Confidentiality: A common sense guide for carers, family and friends’.
6) when patients do not consent to carers attending ward round and carers are
on the ward, the doctor leading the ward round must meet with the carers
and invite them to contribute.
7) for patients re-admitted within 28 days of discharge from inpatient services,
the admitting ward‘s clinical team must have a case discussion with the
discharging clinical team.
8) all staff are reminded of the importance of recording relevant information onto
the clinical system. Views of carers and families should always be recorded
as these assist with the assessment and treatment of patients. Handover
meetings should also be recorded on the system.

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

Date Commissioned:
Author: Ben Travis
Job title: Director of Finance
Version:

Executive Summary
TB was a 48 year old man who died on 9 April 2015 following an overdose of
prescribed medication, alcohol, and blood-loss as a result of self-harm. He
had been well known to Oxleas services having spent a total of 397 days as
an inpatient during 18 admissions over the past 11 years.
He was diagnosed as having a personality disorder, which was exacerbated
by drug and alcohol consumption. He also had a forensic history and had
spent time in prison for offences linked to violence and aggression.
His last admission to our services was on 25 March 2015, following on from
an incident at his property that involved the police where he was threatening
to harm himself and anyone who attempted to intervene. He was tazered
twice by police and taken to A&E at the Princess Royal University Hospital,
Bromley. The laceration on his arm was treated and he was admitted to
Goddington ward as an informal patient.
The last time TB was on the ward was on 6 April. He left the ward on 6 April
and did not return as agreed with staff that evening. There was no contact
with TB on 7 April, and on 8 April he telephoned the ward and informed staff
that he would spend the night away from the ward. He died on 9 April.

The panel heard throughout the inquiry that an extremely challenging patient
with multiple conditions had been under the care of Goddington Ward for
approximately three months. This meant that the ward environment was often
fraught, with staff often required to attend to this patient at short notice.

The panel found that there were no root causes, and concluded that the
clinical team could not have reasonably foreseen that TB would have died
whilst away from the ward on 9 April 2015. However the panel’s opinion is
that the care provided should have been better in a number of areas,
particularly in relation to the following:
-

Use of the Mental Health Act
The panel did not understand why this had not been considered given the
circumstances of his admission, as it would have provided a clearer
framework to plan TB’s care and leave arrangements

-

Management of leave from the ward
There did not appear to be clear processes for agreeing leave with
informal patients, and then managing their non-return from the ward; nor
were risk assessments carried out and documented regarding leaving and
non-return to the ward.

-

Care planning
Despite discussion with the clinical team and review of the clinical records,
the purpose of TB’s admission was not clear to the panel. A care plan was

agreed on admission but this was not reviewed during TB’s time on the
ward. The panel gained the impression that as the clinical team knew TB
well, he was allowed to lead his own care.
-

Leadership on the ward
In the 15 days TB was on the ward he was not seen by the consultant
psychiatrist and only seen once in ward round by the Speciality doctor.

-

Bed availability
Whilst there were no reported sleepovers that took place during TB’s
admission, TB spent his last day on the ward in the communal area of the
ward, without a room of his own. When he spoke to the ward on the
telephone on 8 April, he was informed that there was not currently a bed
allocated to him but that one would be found. The panel thought that this
might have influenced his decision not to return to the ward.

This report identifies 6 care and service delivery problems, and contains 6
recommendations. The recommendations are set out below.

Recommendations
It is recommended that:
1) every patient must be assessed in a consultant led multidisciplinary review
on admission and at least weekly thereafter; and following this, a clear care
plan and risk assessment should be formulated.
2) the practice of granting ‘escorted’ leave to voluntary patients should cease.
If clinicians are concerned about the appropriateness of a patient leaving
the ward unaccompanied, detention under a section should be considered.
3) when a patient is on the ward voluntarily, a clinician initiates a conversation
with the patient prior to leaving the ward to assess the patient’s plans,
intentions, and mental state – in essence, a risk assessment prior to the
patient leaving the ward and what should happen if the patient doesn’t
return. This should be for each time the patient leaves the ward and this
should then be recorded in Rio.
4) a set of minimum standards are established for the medical staffing
establishment and job plans on adult acute inpatient wards.
5) a requirement is established that CCO’s attend ward rounds. Where this is
not possible consideration to the use of alternative technology should be
sought.
6) all patients on the ward at any time must have their own room (ie their own
personal space). Furthermore, the panel recommends that no sleepovers
take place outside of acute units.
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Governance Structures
Terms of Reference Q&G
Terms of Reference RC
Terms of Reference WL&DC

Summary and Highlights
As agree at the last Board meeting, we will be adopting the revised governance structure as
recommended in the Well Led Review.
The current governance structure and the one being adopted in October are attached. These
changes require new terms of reference for the following Board sub-groups:
•
•
•

Quality Committee
Risk Committee
Workforce, Learning & Development Committee

The new terms of reference, including revised membership, are attached. Each of the three
committees will have two NED representatives. The terms of reference for the other Board
sub-groups, namely the Audit committee and Business Committee, are unchanged.
These changes also alter the reports that will be received by the Board. The Board will no
longer receive a separate KPI Report or Compliance Report. The key elements will be
incorporated into the Quality Report (thereby making this a more integrated governance
report) and the Risk Committee Report.
The report from the Director of Service Delivery will continue to detail highlights and updates
of good practice and developments in service directorates. It will also address any operational
performance issues, such as management of bed occupancy and demand.
Consideration has been given to whether a change in the date of Board meetings would
materially improve the quality or timeliness of data in Board reports. Advice from colleagues in
informatics is that this would not make a significant difference and it is therefore proposed
that Board meetings continue to be on first Thursday of each month.
Recommendations
The Board agree:
• Revised terms of reference
• Changes to Board reports
• Adoption of these changes from October

Pre well led review

Proposed structure following well led review

QUALITY COMMITTEE
Terms of Reference
A sub-committee of the Board of Directors
1.0

Aim

1.1

The Quality Committee will provide assurance to the Board of Directors on the quality of services
provided by the Trust and promote a culture of continuous improvement and innovation with respect
to patient experience, patient safety and clinical effectiveness.

2.0

Scope of responsibility

The Quality Committee will be responsible for assessing and monitoring the quality of service provision by
Oxleas NHS Foundation Trust. The Committee will:
2.1
2.2

Oversee the implementation of the Trust quality strategy and plans.
Review agreed quality measures at Trust level, specifically:
Monitor KPIs
CQUINs
QSIPs
CQC Requirements
Mental Health Act
Quality audits








2.3

Receive minutes and reports of progress against work plans from the three quality subgroups: Patient
Safety, Patient Experience and Clinical Effectiveness and directorate groups.

2.4

Ensure that the Quality Committee subgroups provide risk registers that address compliance with
external regulations and standards.

2.5

Receive and advise upon action plans in the event of poor clinical quality or specific concerns.

2.6

To provide reports to the Risk Committee, Executive Team and Board of Directors on the quality of Trust
services.

2.7

To provide assurance that systems are in place to ensure compliance with external regulations including
the CQC Fundamental Standards and Monitor’s Risk Assessment Framework.
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2.8

To provide assurance that systems are in place to collect performance data for new targets and that
action plans are in place to address any concerns with meeting those targets.

2.9

Set and supervise the work plan of the Quality and Governance Team.

3.0
3.1

Accountability
The Quality Committee is a sub-committee of the Board of Directors and is accountable to it.

4.0

Key national and local drivers

4.1

Key national and local drivers are:






5.0
5.1

Care Quality Commission
National Institute for Health and Care Excellence (NICE)
Clinical Commissioning Groups
NHS England
Monitor

Frequency of meetings
Meetings are held every other calendar month on the last Friday afternoon of alternate months
(January, March, May, July, September, November).

6.0

Agenda items

6.1

These should be submitted at least seven days in advance of the meeting to the Associate Director of
Quality and Governance, who will agree the items with the Chair.

7.0

Reporting

7.1

The Quality Committee will report progress as well as exceptional reports against the work plan of the
patient experience, patient safety and clinical effectiveness groups to the Executive Team and Board of
Directors every other month. Risks will be reported to the Risk Committee.

8.0

Lead Director and Chair

8.1

The Medical Director.

9.0
9.1

Communication
To ensure effective communication, the Associate Director of Quality and Governance will act as the
main contact for the Quality Committee.
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10.0

Membership

Chair
Deputy Chair

Medical Director
Deputy Chief Executive and Director of Service Delivery

Non-executive Directors

Non-executive Director (1)
Non-executive Director (2)

Clinical Directors:

Adult Mental Health and Adult Learning Disability Services
Forensic and Prisons Services
Older Peoples Mental Health Services
Adult Community Health Services
Children and Young People’s Health Services

Directors/Head of Profession:

Director of Nursing and Chair of Patient Safety Group
Director of Therapies and Chair of Patient Experience
Chief Pharmacist

Service Directors:

Adult Mental Health and Adult Learning Disability Services
Forensic and Prisons services
Older Persons Mental Health Services
Adult Community Health Services
Children and Young Peoples Services

Others:

Associate Director of Quality and Governance
Head of Quality and Compliance
Head of Learning and Development

11.0

Quorum

11.1

To ensure an appropriate forum a minimum of 11 members must be present.

12.0

Review and Terms of Reference

12.1

Every year

Signed
Medical Director

Date

Signed
Chief Executive

Date
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Risk Committee
Terms of Reference
A sub-committee of the Board of Directors
1.0

Authority

The Risk Committee is authorised by the Board of Directors to scrutinise activities within its terms of
reference. It is authorised to seek any information it requires from any employee. All employees
are directed to co-operate with any request made by the Risk Committee. It is authorised by the
Board of Directors to obtain independent professional advice and to secure the attendance of
outsiders with relevant experience and expertise if it considers this necessary.

2.0

Aim and remit

With the exception of matters reserved for the Audit Committee, the aim and remit of the Risk
Committee is to ensure the establishment and maintenance of an effective system of integrated
governance, risk management and internal control, across the whole of the organisation’s activities
(both clinical and non-clinical), that supports the achievement of the organisation’s objectives. In
particular, the Risk Committee will:
 Ensure there are appropriate systems and processes to meet external regulations and standards
including the CQC Fundamental Standards and the Monitor Risk Assessment Framework.
 Ensure there are appropriate systems and processes to identify and treat risks arising from the
activities and forward plans of the Trust.
 Ensure that the Corporate Risk Register and Board Assurance Framework is developed, reviewed
and regularly reported to the Board of Directors
In carrying out this work the Risk Committee will seek reports and assurances from directors and
managers as appropriate, concentrating on the overarching systems of integrated governance, risk
management and internal control, together with indicators of their effectiveness.

3.0

Scope of Responsibility

3.1

To receive reports from governance sub-groups and service directorates as described in
Section 4.

3.2

To develop and review the Corporate Risk Register (Board Assurance Framework) on behalf
of the Board of Directors
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3.2

To receive assurance from the Quality Committee that systems are in place to ensure
compliance with external regulations including the CQC Fundamental Standards and
Monitor’s Risk Assessment Framework.

3.3

To receive assurance from the Quality Committee that systems are in place to collect
performance data for new targets and that action plans are in place to address any concerns
with meeting those targets.

3.3

To review annually the requirements of the Monitor Risk Assessment Framework in terms of
changes to the continuity of services risk rating and the governance rating.

3.4

To alert the Board of Directors, governance sub-groups and service directorate to emerging
risks, including recommending risk ratings.

3.5

To report regularly to the Board of Directors on governance issues, identified risks, emerging
risks and treatment plans.

3.6

To advise the Chief Executive on the Accounting Officer’s Annual Governance Statement.

3.7

To receive assurance from the Quality Committee that the requirements of the Quality
Accounts are met.

3.8

To recommend to the Board of Directors necessary resources needed for the Risk
Committee to undertake its work.

4.0

Reporting arrangements into the Risk Committee

4.1

To receive minutes, exception reports and risk registers from the following groups, which
will report directly to the Risk Committee. There should be a particular focus on: mitigation
plans for risks rated at 12 or above, including recommending risks for escalation to the
Corporate Risk Register as well as new and emerging risks.
 Information Governance Group
 Health and Safety Committee
 Emergency Preparedness, Resilience Response and Business Continuity Planning Group
To receive, risk registers from the following boards and committees. There should be a
particular focus on mitigation plans for risks rated at 12 or above, including recommending
risks for escalation to the Corporate Risk Register as well as new and emerging risks.
 Quality Committee and its sub-groups:o Patient Safety Group
o Clinical Effectiveness Group
o Patient Experience Group
 Workforce, Learning and Organisational Development Group

4.2

To receive risk registers from service directorates at least annually, on a rotational basis,
including new and emerging risks, changes to risk ratings and progress on the
implementation of mitigation plans. There should be a particular focus on mitigation plans
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for risks rated at 12 or above, including recommending risks for escalation to the Corporate
Risk Register.






Adult Mental Health and Learning Disability Services
Older People’s Mental Health Services
Forensic and Prison Services
Adult Community Health Services
Children and Young People’s Services

4.3

To receive the Finance Risk Register twice a year.

4.4

To receive the Estates and Facilities Risk Register twice a year.

4.5

To receive the Informatics Risk Register twice a year.

5.0

Key policies and procedures

5.1

Key policies and procedures relating to governance will be ratified by the Risk Committee.
This includes the Risk Management Strategy.

5.2

To review as necessary and approve policies and procedures relating to governance. These
include:

Risk Management Strategy

6.0

Interfaces

6.1

There is an interface between this committee and the following:
External:
 Care Quality Commission
 Monitor
 NHS England
Internal:
 Board of Directors
 Audit Committee
 Business Committee
 Governance sub-groups
 Service Directorates

7.0

Membership of the Risk Committee

7.1

The Risk Committee will consist of the following members:





Chief Executive
Non-executive Director
Chair of the Audit Committee
Deputy Chief Executive and Director of Service Delivery
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Medical Director
Director of Nursing
Director of Therapies
Director of HR and Organisational Development
Director of Estates and Facilities
Risk Manager
Internal Audit representative (in attendance)

The Director of Finance will be asked to attend the meeting twice a year to report on the
Finance Risk Register.
These representatives will also act as the sources of support and expertise in relation to the
management of governance and risk issues.
7.2

To ensure an appropriate quorum for meetings a minimum of seven members must be
present.

7.3

Members are expected to attend at least four out of six meetings per year. Nominated
representatives may be asked to attend meetings on an exception basis when members are
unable to attend.

7.4

The Chair of the Risk Committee is the Chief Executive.

7.5

The Trust through the Risk Committee recognises that in many decisions other managers will
be actively involved in strategic decisions. The Risk Committee will invite other personnel to
join the meeting dependent on the agenda.

7.6

Flexibility of membership is incorporated within the Risk Committee’s terms of reference
and should reflect contemporaneous issues at both national and local levels.

8.0

Accountability

8.1

The Risk Committee is a sub-committee of and accountable to the Board of Directors.

9.0

Frequency of meetings

9.1

Meetings are held every other month (six meetings per year)

10.0

Agenda items

10.1

Agenda items should be submitted at least 10 days in advance of the meeting to the Risk
Manager who will subsequently ratify the next agenda with the Chief Executive.

11.0

Reporting

11.1

Reporting to the Board of Directors with bi-monthly updates on the Corporate Risk Register
(Board Assurance Framework) changes to risk ratings, new and emerging risks and summary
treatment plans for significant risks.

12.0

Lead Director
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12.1

The Chief Executive.

13.0 Communication
13.1

In order to ensure effective communication, the Risk Manager will act as the central point of
contact for the Risk Committee.

14.0

Review

14.1

These terms of reference will be reviewed annually after initial approval by the Risk
Committee, and endorsement by the Board of Directors.

Signed ………………………………… Dated ……………………..
Chief Executive
Signed ………………………………… Dated ……………………
Trust Chair, on behalf of the Board of Directors
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Workforce & Learning Development Committee
Terms of Reference
A sub-committee of the Board of Directors
1. Aim
1.1

The Workforce & Learning Development Committee is to have a
strategic oversight over all matters relating to the structure,
capability, capacity, development and engagement of the
workforce of the trust.

2. Scope of Responsibility
2.1

To oversee the implementation of the trust workforce strategy

2.2

To report regularly to the Board of Directors on workforce
issues, highlighting identified risks and emerging risks for
escalation to the Corporate Risk Register.

2.3

Develop, monitor and review the Workforce & Learning
Development committee risk register.

2.4

Support and develop professional workforce plans to meet the
needs of current and future service provision.

2.5

Oversee the development and implementation of an annual trust
training plan that ensures the proper alignment of the training
resources of the trust to its strategic objectives

2.6

Receive minutes, reports, plans and risk registers from the
following sub groups
Safe Staffing/Roster work group
Equality & Human Rights group

2.7

Oversee the development and implementation of marketing and
recruitment campaigns. This will include the development of
supporting reward and benefits packages

2.8

To review compliance with key workforce indicators including
mandatory training, appraisal, supervision, vacancy, absence
and turnover.

2.9

Assure the Board of Directors that workforce terms and
conditions, systems, processes and practice
Contribute to the strategic objectives of the Trust
Meet CQC registration requirements
Address identified risks

1

3. Key Organisational Priorities
3.1

The Workforce & Learning Development committee will develop
or contribute to the following key organisational agendas
a. Trust Service Development Strategy
b. Trust Workforce Strategy
c. Trust Equality & Human Rights Strategy
d. Nursing Strategy
e. Therapies Workforce Strategy

4. Key Registration Outcomes
Outcome 5 – Fit and Proper Persons
Outcome 18 – Staffing
5. Sub groups
5.1

The following subgroups will report to the Workforce & Learning
Development committee
Safe Staffing/Roster group
Equality & Human Rights group

5.2

The purpose of the Safe Staffing/Roster group is to ensure that
a safe level of staffing is provided for all clinical services. The
group will also have oversight over the rigorous and safe
application of E-Roster in achieving this.

5.3

The purpose of the Equality & Human Rights group is to develop
and oversee the implementation of the trust’s Equality and
Human Rights strategy and promote an environment that
supports equality of opportunity and access for service users
and staff.

5.4

Each subgroup will have its own terms of reference and will
report to the Workforce & Learning Development committee at
each meeting.

6. Membership of the Group
6.1

The Workforce & Learning Development Committee will consist
of the following:
Director of HR & OD
Director of Medical Education
Director of Nursing and Governance
Director of Therapies
Head of Learning and Development
Head of HR
Head of Workforce
Head of Nursing (education)
Head of Partnership
2

-

A Service Directorate representative
Two Non Executive Directors

6.2

To ensure an appropriate quorum for meetings a minimum of 7
members must be present to constitute a meeting.

6.3

The chairman of the Workforce & Learning Development
Committee is the Director of HR & OD.

7. Accountability
7.1

The Workforce & Learning Development Committee is a Board
sub-committee and accountable to the Board of directors.

8. Frequency of Meetings
8.1

The group will meet on a Bi-monthly basis

9. Agenda Items
9.1

Agenda items should be submitted 10 days in advance of the
meeting to the Chairman who will subsequently ratify the next
agenda.

10. Reporting
10.1

The group will report to the Trust Board at each meeting.

11. Lead Director
11.1

The Director of HR & OD is the lead director

12. Communication
12.1

The Director of HR & OD will act as the central point of contact
for the group.

13. Review
13.1

The terms of reference will be reviewed annually by the group
and subject to endorsement by the Trust Board.
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Board of Directors
3rd September 2015
Agenda item

Council of Governors update

Item from

Dave Mellish, Chair

Attachments

Front Sheet only

Item
Enclosure

12
11

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
3rd September 2015

Item 13
Enclosure 12

Agenda item

Updated Constitution for Oxleas NHS Foundation Trust

Item from

Dave Mellish, Trust Chair
Sally Bryden, Trust Secretary

Attachments

Revised Trust Constitution

Summary and Highlights
Following our discussion at the June and July Board of Directors’ meetings and with the Council of
Governors in June where both bodies agreed changes to our Constitution, we have worked with
Capsticks to update our Constitution to reflect changes in legislation and in the health sector
including:
● removal of any references to dissolved entities/time expired provisions eg Audit
Commission, the Strategic Health Authority
● noting that Board meetings are now in public
● adding the Fit and Proper Persons Test (for Governors and Directors)
● removing/updating references to our Patients’ Forum.
The attached document reflects these changes and includes, where necessary, explanations of
why changes have been made.
The Board is asked to note this updated version and confirm that it reflects the changes agreed
previously. The updated Constitution will be taken to our Council of Governors later this month
and then sent to Monitor and published on our website.
Further changes that would affect the powers or duties of the Council of Governors will be taken
to the Annual Members’ Meeting on 30 September for members to vote on. These proposals are
to adopt new model election rules and change our staff constituencies to reflect our directorate
structure.

Recommendations
The Board is asked to agree the updated document.

________________________________________________
CONSTITUTION OF
OXLEAS NHS FOUNDATION TRUST
(A PUBLIC BENEFIT CORPORATION)
_________________________________________________
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CONSTITUTION OF OXLEAS NHS FOUNDATION TRUST
1

DEFINITIONS
1.1

Unless the contrary intention appears or the context otherwise requires,
words or expressions contained in this constitution bear the same meaning as
in the National Health Service Act 2006 as amended by the Health and Social
Care Act 2012.

1.2

References in this constitution to legislation include all amendments,
replacements, or re-enactments made.

1.3

Headings are for ease of reference only and are not to affect interpretation.

1.4

Words importing the masculine gender only shall include the feminine gender;
words importing the singular shall include the plural and vice-versa.

1.5

In this constitution:
“the 2006 Act”

means the National Health Service Act 2006 (as
amended by the 2012 Act);

“the 2012 Act”

means the Health and Social Care Act 2012;

“appointed Governors”

means those Governors appointed by the
appointing organisations;

“appointing organisations”

means those organisations named in this
constitution who are entitled to appoint
Governors;

“authorisation”

means an authorisation given by Monitor;

“Board of Directors”

means the Board of Directors as constituted in
accordance with this constitution;

“Council of Governors”

means the Council of Governors as constituted
in accordance with this constitution, which has
the same meaning as the Council of Governors
in the 2006 Act;

“carer”

means a person who has attended any of the
Foundation Trust’s premises from which
services are provided as the carer of a serviceuser within the last five years and who provides
substantial regular care for a service-user,
provided that such person is not providing care
in pursuance of a contract (including a contract
of employment), or as a volunteer for a
voluntary organisation;

“Director”

means a member of the Board of Directors;
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“elected Governors”

means those Governors elected by the public
constituencies, the classes of serviceuser/carers’ constituency and the classes of the
staff constituency;

“external auditor”

means any external auditor other than the
auditor appointed under this constitution to
review and report upon other aspects of the
Foundation Trust’s performance;

“Financial Year”

means:
(a)

a period beginning with the date on
which the Foundation Trust is authorised
and ending with the next 31 March; and

(b)

each successive period of twelve months
beginning with 1 April.

“the Foundation Trust”

means Oxleas NHS Foundation Trust;

“General Meeting”

means a meeting of the Council of Governors;

“Governor”

means a member of the Council of Governors;

“Local Authority
Governor”

means a Governor appointed by one or more
local authorities whose area includes the whole
or part of one of the public constituency areas;

“member”

means a member of the Foundation Trust;

“Monitor”

means the body corporate known as Monitor, as
provided by section 61 of the 2012 Act;

“the NHS Trust”

means Oxleas NHS Trust which made the
application to become an NHS foundation trust;

“partner”

means, in relation to another person, a member
of the same household living together as a
family unit;

“Partnership Governor”

means a Governor appointed by a partnership
organisation;

“partnership organisation”

means Bexley Voluntary Service Council;

“public constituency”

means (collectively) the members who live in an
area specified in this constitution as an area for
any public constituency of the Foundation Trust;

“public constituency areas”

which are Bexley, Bromley, Greenwich, and the
Rest of England;
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means a Governor elected by the members of
one of the public constituencies;

“registered dentist”

means a registered dentist within the meaning
of the Dentists Act 1984;

“registered medical
practitioner”

means a fully registered person within the
meaning of the Medical Act 1983 who holds a
license to practice under that Act;

“Secretary”

means the Secretary of the Foundation Trust or
any other person appointed to perform the
duties of the Secretary, including a joint,
assistant or deputy secretary;

“service-user”

means a person who has attended any of the
Foundation Trust’s premises from which
services are provided as a service-user within
the last five years and is referred to as a
“patient” in the 2006 Act;

“service-user/carers’
constituency”

means (collectively) the members of the serviceuser/carers’ constituency which is referred to as
the “patients’ constituency” in the 2006 Act;

“Service-user/carer
Governor”

means a Governor elected by the members of
one of the classes of the service-user/carers’
constituency;

“staff constituency”

means (collectively) the members of the eight
classes comprising the staff constituency;

“Staff Governor”

means a Governor elected by the members of
one of the classes of the staff constituency.

“voluntary organisation”

means a body, other than a public or local
authority, the activities of which are not carried
on for profit.

NAME AND STATUS
2.1

3

“Public Governor”

The name of the Foundation Trust is to be “Oxleas NHS Foundation Trust”.
The Foundation Trust is a public benefit corporation.

PRINCIPAL PURPOSE
3.1

The Foundation Trust’s principal purpose is to serve the community by the
provision of goods and services for the purposes of the health service in
England.

3.2

The Foundation Trust does not fulfil its principal purpose unless, in each
Financial Year, its total income from the provision of goods and services for
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the purposes of the health service in England is greater than its total income
from the provision of goods and services for any other purpose.
3.3

3.4

The Foundation Trust may provide goods and services for any purpose
related to:
3.3.1

the provision of services provided to individuals for or in
connection with the prevention, diagnosis or treatment of illness;

3.3.2

the promotion and protection of public health; and

3.3.3

the provision of goods and services, including education and
training, research, accommodation and other facilities, for
purposes related to the provision of health and social care.

The Foundation Trust may also carry on activities other than those mentioned
in the above paragraph for the purpose of making additional income available
in order better to carry on its principal purpose.
[Capsticks: we have merged paragraph 3.3 (principal purpose) and
paragraph 4 (functions) to remove some unnecessary duplication in the
drafting.]

4

POWERS
4.1

The business of the Foundation Trust is to be managed by the Board of
Directors, who shall exercise all the powers of the Foundation Trust, subject
to any contrary provisions of the 2006 Act as given effect by this constitution.
[Capsticks: The above provision was previously contained at paragraph 7.4,
but we have moved it here in order for the drafting to flow better.]

4.2

The Foundation Trust may do anything which appears to it to be necessary or
desirable for the purposes of or in connection with its functions.

4.3

In particular it may:
4.3.1

acquire and dispose of property;

4.3.2

enter into contracts;

4.3.3

accept gifts of property (including property to be held on trust for
the purposes of the Foundation Trust or for any purposes relating
to the health service); and

4.3.4

employ staff.

4.4

Any power of the Foundation Trust to pay remuneration and allowances to
any person includes the power to make arrangements for providing or
securing the provision of pensions or gratuities (including those payable by
way of compensation for loss of employment or loss or reduction of pay).

4.5

The Foundation Trust may borrow money for the purposes of or in connection
with its functions, subject to any limit imposed by its authorisation or specified
in the prudential borrowing code published by Monitor from time to time.
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4.6

4.7

5

The Foundation Trust may invest money (other than money held by it as
trustee) for the purposes of or in connection with its functions. The
investment may include investment by:
4.6.1

forming or participating in forming bodies corporate; and/or

4.6.2

otherwise acquiring membership of bodies corporate.

The Foundation Trust may give financial assistance (whether by way of loan,
guarantee or otherwise) to any person for the purposes of or in connection
with its functions.

COMMITMENTS
5.1

The Foundation Trust shall exercise its functions effectively, efficiently and
economically.

Representative membership
5.2

The Foundation Trust shall at all times strive to ensure that taken as a whole
its actual membership is representative of those eligible for membership. To
this end:
5.2.1

the Foundation Trust shall at all times have in place and pursue a
membership strategy which shall be approved by the Council of
Governors, and shall be reviewed by them from time to time, and
at least every three years;

5.2.2

the Council of Governors shall present to each annual members
meeting:
5.2.2.1

a report on steps taken to secure that taken as a
whole the actual membership of its public
constituencies, the classes of the serviceuser/carers’ constituency and of the classes of the
staff constituency is representative of those eligible
for such membership;

5.2.2.2

the progress of the membership strategy; and

5.2.2.3

any changes to the membership strategy.

Co-operation with health service and other bodies
5.3

In exercising its functions the Foundation Trust shall co-operate with Health
Authorities, Special Health Authorities, NHS trusts and NHS Foundation
Trusts.

Respect for rights of people
5.4

In conducting its affairs, the Foundation Trust shall respect the rights of
members of the community it serves, its employees and people dealing with
the Foundation Trust as set out in the Charter of Fundamental Rights of the
European Union.
7

Updated July 2015

Openness
5.5

In conducting its affairs, the Foundation Trust shall have regard to the need to
provide information to members and conduct its affairs in an open and
accessible way.

Prohibiting distribution
5.6

6

The profits or surpluses of the Foundation Trust are not to be distributed
either directly or indirectly in any way at all among members of the
Foundation Trust.

FRAMEWORK
6.1

The affairs of the Foundation Trust are to be conducted by the Board of
Directors, the Council of Governors and the members in accordance with this
constitution and the Foundation Trust’s authorisation and any licence issued
by Monitor to the Trust [Capsticks: we have updated the language used to
reflect licence arrangements ) The members, the Council of Governors, and
the Board of Directors are to have the roles and responsibilities set out in this
constitution.

Members
6.2

Members may attend and participate at members meetings, vote in elections
to, and stand for election to the Council of Governors, and take such other
part in the affairs of the Foundation Trust as is provided in this constitution.

Council of Governors
6.3

The roles and responsibilities of the Council of Governors, which are to be
carried out in accordance with this constitution and the Foundation Trust’s
authorisation, are:
6.3.1

6.3.2

at a General Meeting:
6.3.1.1

to appoint or remove the Chair and the other nonexecutive Directors;

6.3.1.2

to approve an appointment (by the non-executive
Directors) of the chief executive;

6.3.1.3

to decide the remuneration and allowances, and the
other terms and conditions of office, of the nonexecutive Directors;

6.3.1.4

to appoint or remove the Foundation Trust’s auditor;

6.3.1.5

to be presented with the annual accounts, any
report of the auditor on them and the annual report;

to provide their views to the Board of Directors when the Board of
Directors is preparing the document containing information about
the Foundation Trust’s forward planning;
8
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6.3.3

to respond as appropriate when consulted by the Board of
Directors in accordance with this constitution;

6.3.4

to undertake such functions as the Board of Directors shall from
time to time request;

6.3.5

to prepare and from time to time review the Foundation Trust’s
membership strategy and its policy for the composition of the
Council of Governors and of the non-executive Directors;

6.3.6

when appropriate to make recommendations for the revision of this
constitution.

MEMBERS
7.1

The members of the Foundation Trust are those individuals whose names are
entered in the register of members. Every member is either a member of one
of the public constituencies, or a member of one of the classes of the serviceuser/carers’ constituency, or a member of one of the classes of the staff
constituency.

7.2

Subject to this constitution, membership is open to any individual who:
7.2.1

is fourteen years of age or over;

7.2.2

is entitled under this constitution to be a member of one of the
public constituencies, or one of the classes of the serviceuser/carers’ constituency or one of the classes of the staff
constituency; and

7.2.3

(unless they are a member of one of the classes of the staff
constituency) completes a membership application form in
whatever form the Secretary specifies.

Public constituencies
7.3

7.4

There are four public constituencies corresponding to the public constituency
areas as specified in Annex 1. Membership of a public constituency is open
to individuals who:
7.3.1

live in the relevant area of the Foundation Trust;

7.3.2

are not a member of another public constituency or of one of the
classes of the service-user/carers’ constituency; and

7.3.3

are not eligible to be members of any of the classes of the staff
constituency.

The minimum number of members of each of the public constituencies is to
be four.

Service-user/carers’ constituency
7.5

The service-user/carers’ constituency is divided into six classes as follows:
9
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7.6

7.7

7.5.1

Working Age Adult Mental Health (including the interests of those
in forensic and prison services);

7.5.2

Older People Mental Health;

7.5.3

Adult Community Health;

7.5.4

Children’s;

7.5.5

Learning Disability; and

7.5.6

Carers.

Membership of the service-user/carers’ constituency is open to individuals:
7.6.1

who are a service-user or carer when they apply for membership
or have been a service-user or carer within the period of five years
ending on the date they apply for membership; and

7.6.2

who are not a member of a public constituency, nor eligible to be a
member of the staff constituency.

The minimum number of members of the service-user/carers’ constituency is
to be twelve (two per class).

Staff constituency
7.8

7.9

The staff constituency is divided into eight classes as follows:
7.8.1

older adult mental health;

7.8.2

working age adult mental health;

7.8.3

child and adolescent mental health;

7.8.4

learning disability;

7.8.5

forensic;

7.8.6

corporate and partner organisations;

7.8.7

Bexley Community Health Services; and

7.8.8

Greenwich Community Health Services.

Membership of one of the classes of the staff constituency is open to
individuals:
7.9.1

who are employed under a contract of employment by the
Foundation Trust and who either:
7.9.1.1

are employed by the Foundation Trust under a
contract of employment which has no fixed term or
a fixed term of at least 12 months; or
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7.9.1.2

who have been continuously employed by the
Foundation Trust or the NHS Trust for at least 12
months; or

7.9.1.3

who are not so employed but who nevertheless
exercise functions for the purposes of the
Foundation Trust and who have continuously
exercised the functions for the purposes of the
Foundation Trust or the NHS Trust for at least 12
months. For the avoidance of doubt, this does not
include those who assist or provide services to the
Foundation Trust on a voluntary basis.

7.10

The Secretary shall make a final decision about the class of which an
individual is eligible to be a member.

7.11

All individuals who are entitled under this constitution to become members of
one of the classes of the staff constituency, and who:
7.11.1

have been invited by the Foundation Trust to become a member of
the appropriate class; and

7.11.2

have not informed the Foundation Trust that they do not wish to do
so,

shall become members of the appropriate class.

8

7.12

A person who is eligible to be a member of one of the classes of the staff
constituency may not become or continue as a member of any of the public
constituencies, or the service-user/carers’ constituency and may not become
or continue as a member of more than one class of the staff constituency.

7.13

The minimum number of members of each class of the staff constituency is to
be four.

DISQUALIFICATION FROM MEMBERSHIP
8.1

This provision applies to:
8.1.1

any person involved within the last five years as a perpetrator in a
serious incident of assault or violence, or in one or more incidents
of harassment, against any of the Foundation Trust’s employees
or other persons who exercise functions for the purposes of the
Foundation Trust, or against registered volunteers; and

8.1.2

any person who has been excluded from the Foundation Trust’s
premises from which services are provided.

In relation to any such person, membership of the Foundation Trust may be
refused or withdrawn if the Council of Governors considers that it is not in the
best interests of the Foundation Trust for them to become or remain a
member.
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9

TERMINATION OF MEMBERSHIP
9.1

9.2

A member shall cease to be a member if:
9.1.1

they resign by notice to the Secretary;

9.1.2

they die;

9.1.3

they are expelled from membership under this constitution;

9.1.4

they cease to be entitled under this constitution to be a member of
any of the public constituencies, of any of the classes of the
service-user/carers’ constituency, or of any of the classes of the
staff constituency; and/or

9.1.5

if it appears to the Secretary that they no longer wish to be a
member of the Foundation Trust, and after enquiries made in
accordance with a process approved by the Council of Governors,
they fail to demonstrate that they wish to continue to be a member
of the Foundation Trust.

A member may be expelled by a resolution approved by not less than twothirds of the Governors present and voting at a General Meeting. The
following procedure is to be adopted:
9.2.1

any member may complain to the Secretary that another member
has acted in a way detrimental to the interests of the Foundation
Trust;

9.2.2

if a complaint is made, the Council of Governors may itself
consider the complaint having taken such steps as it considers
appropriate to ensure that each member’s point of view is heard
and may either:

9.2.3

9.2.2.1

dismiss the complaint and take no further action; or

9.2.2.2

for a period not exceeding twelve months suspend
the rights of the member complained of to attend
members meetings and vote under this constitution;
or

9.2.2.3

arrange for a resolution to expel the member
complained of to be considered at the next General
Meeting of the Council of Governors.

If a resolution to expel a member is to be considered at a General
Meeting of the Council of Governors, details of the complaint must
be sent to the member complained of not less than one calendar
month before the meeting with an invitation to answer the
complaint and attend the meeting.
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9.2.4

At the meeting the Council of Governors will consider evidence in
support of the complaint and such evidence as the member
complained of may wish to place before them.

9.2.5

If the member complained of fails to attend the meeting without
due cause the meeting may proceed in their absence.

9.3

A person expelled from membership will cease to be a member upon the
declaration by the Chair of the meeting that the resolution to expel them is
carried.

9.4

No person who has been expelled from membership is to be re-admitted
except by a resolution carried by the votes of two-thirds of the Council of
Governors present and voting at a General Meeting.

MEMBERS MEETINGS
10.1

The Foundation Trust is to hold a members meeting (called the annual
members meeting) within nine months of the end of each Financial Year.

10.2

All members meetings other than annual meetings are called special
members meetings.

10.3

Members meetings are open to all members of the Foundation Trust,
Governors, and Directors but not to members of the public (aside from the
annual members’ meeting) unless the Council of Governors decides
otherwise. The Council of Governors may invite representatives of the media
and any experts or advisors whose attendance they consider to be in the best
interests of the Foundation Trust to attend a members meeting.
[Capsticks: we have updated the above language as annual members’
meetings are to be held in public.]

10.4

All members meetings are to be convened by the Secretary by order of the
Council of Governors.

10.5

The Council of Governors may decide where a members meeting is to be
held and may also for the benefit of members:

10.6

10.5.1

arrange for the annual members meeting to be held in different
venues each year; and

10.5.2

make provisions for a members meeting to be held at different
venues simultaneously or at different times. In making such
provision the Council of Governors shall also fix an appropriate
quorum for each venue, provided that the aggregate of the quorum
requirements shall not be less than the quorum set out below.

At the annual members meeting:
10.6.1

the Board of Directors shall present to the members:
10.6.1.1

the annual accounts;
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10.6.2

10.6.3
10.7

10.6.1.2

any report of the auditor; and

10.6.1.3

forward planning information for the next Financial
Year.

the Council of Governors shall present to the members:
10.6.2.1

a report on steps taken to secure that (taken as a
whole) the actual membership of its public
constituencies, of the classes of the serviceuser/carers’ constituency and of the classes of the
staff constituency is representative of those eligible
for such membership;

10.6.2.2

the progress of the membership strategy; and

10.6.2.3

any proposed changes to the policy for the
composition of the Council of Governors and of the
non-executive Directors.

The results of the election and appointment of Governors and the
appointment of non-executive Directors will be announced.

Notice of a members meeting is to be given:
10.7.1

by notice to all members;

10.7.2

by notice prominently displayed at the head office; and

10.7.3

by notice on the Foundation Trust’s website,

at least 14 clear days before the date of the meeting. The notice must:
10.7.4

be given to the Council of Governors and the Board of Directors,
and to the auditor;

10.7.5

state whether the meeting is an annual or special members
meeting;

10.7.6

give the time, date and place of the meeting; and

10.7.7

indicate the business to be dealt with at the meeting.

10.8

Before a members meeting can do business there must be a quorum present.
Except where this constitution says otherwise a quorum is one member
present from each of the Foundation Trust’s constituencies.

10.9

The Foundation Trust may make arrangements for members to vote by post,
or by using electronic communications.

10.10 It is the responsibility of the Council of Governors, the Chair of the meeting
and the Secretary to ensure that at any members meeting:
10.10.1

the issues to be decided are clearly explained; and
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10.10.2

sufficient information is provided to members to enable rational
discussion to take place.

10.11 The Chair of the Foundation Trust, or in their absence the Deputy Chair of the
Council of Governors, or in their absence one of the other Public Governors
shall act as chair at all members meetings of the Foundation Trust. If neither
the Chair nor the Deputy Chair of the Council of Governors is present, the
members of the Council of Governors present shall elect one of their number
to be Chair and if there is only one Governor present and willing to act they
shall be Chair.
10.12 If no quorum is present within half an hour of the time fixed for the start of the
meeting, the meeting shall stand adjourned to the same day in the next week
at the same time and place or to such time and place as the Council of
Governors determine. If a quorum is not present within half an hour of the
time fixed for the start of the adjourned meeting, the number of members
present during the meeting is to be a quorum.
10.13 A resolution put to the vote at a members meeting shall be decided upon by a
poll.
10.14 Every member present and every member who has voted by post or using
electronic communications is to have one vote. In the case of an equality of
votes the Chair of the meeting is to have a second or casting vote.
10.15 The result of any vote will be declared by the Chair and entered in the minute
book. The minute book will be conclusive evidence of the result of the vote.

11

COUNCIL OF GOVERNORS
11.1

The Foundation Trust is to have a Council of Governors. It is to consist of
Public Governors, Service-user/carer Governors, Staff Governors, Local
Authority Governors and Partnership Governors.

11.2

The aggregate number of Public Governors and Service-user/carer
Governors is to be more than half of the total number of members of the
Council of Governors.

11.3

The Council of Governors, subject to the 2006 Act, shall seek to ensure that
through the composition of the Council of Governors:
11.3.1

the interests of the community served by the Foundation Trust are
appropriately represented;

11.3.2

the level of representation of the public constituencies, the classes
of the service-user/carers’ constituency, the classes of the staff
constituency and the appointing organisations strikes an
appropriate balance having regard to their legitimate interest in the
Foundation Trust’s affairs;

11.3.3

and to this end, the Council of Governors:
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11.4

11.3.4

shall at all times maintain a policy for the composition of the
Council of Governors which takes account of the membership
strategy, and

11.3.5

shall from time to time and not less than every three years review
the policy for the composition of the Council of Governors, and

11.3.6

when appropriate shall propose amendments to this constitution.

The Council of Governors of the Foundation Trust is to comprise:
11.4.1

11.4.2

11.5

thirteen Public Governors from the following public constituencies:
11.4.1.1

Bexley – four Public Governors;

11.4.1.2

Bromley – four Public Governors;

11.4.1.3

Greenwich – four Public Governors; and

11.4.1.4

Rest of England – one Public Governor.

thirteen Service-user/carer Governors from the classes of the
service-user/carers’ constituency (with the number of governors as
indicated):
11.4.2.1

Working Age Adult Mental Health (including the
interests of those in forensic and prison services) –
four Service-user/carer Governors;

11.4.2.2

Older People Mental Health – two Serviceuser/carer Governors;

11.4.2.3

Adult Community Health – four Service-user/carer
Governors;

11.4.2.4

Children’s – one Service-user/carer Governor;

11.4.2.5

Learning Disability
Governor; and

11.4.2.6

Carers – one Service-user/carer Governor;

one

Service-user/carer

11.4.3

eight Staff Governors, one from each of the classes of the staff
constituency;

11.4.4

three Local Authority Governors, one appointed by each of Bexley
Council, the London Borough of Bromley, and the London
Borough of Greenwich;

11.4.5

six Partnership Governors who may be appointed by the
partnership organisation.

The partnership organisation shall appoint Partnership Governors following
consultation with Community Links Bromley and Greenwich Action for
Voluntary Service in order to represent the interests of (without limitation)

16
Updated July 2015

–

children, older people and people with, or people engaging with people with,
learning disabilities and/or mental health issues.
Elected Governors
11.6

Public Governors are to be elected by members of their public constituency,
Service-user/carer Governors are to be elected by members of their class of
the service-user/carers’ constituency and Staff Governors are to be elected
by members of their class of the staff constituency. Each class/constituency
may elect any of their number to be a Governor in accordance with the
provisions of this constitution.

11.7

If contested, the elections must be by secret ballot.

11.8

Elections shall be carried out in accordance with the rules set out in Annex 2.
The Council of Governors will decide which of the two voting methods set out
in Annex 2 is to be used.

11.9

A member of a public constituency may not vote at an election for a Public
Governor and a member of the service-user/carers’ constituency may not
vote at an election for a Service-user/carer Governor unless within twenty-one
days before they vote they have made a declaration in the form specified by
the Secretary that they are qualified to vote as a member of the relevant
public constituency or the service-user/carers’ constituency (as the case may
be). It is an offence to knowingly or recklessly make such a declaration which
is false in a material particular.

Local Authority Governors
11.10 The Chair, having consulted Bexley Council, the London Borough of Bromley,
and the London Borough of Greenwich is to adopt a process for agreeing the
appointment of Local Authority Governors with those local authorities.
Partnership Governors
11.11 The Partnership Governors are to be appointed by the partnership
organisation, in accordance with paragraph 11.5 and a process agreed with
the Chair.
Appointment of Deputy Chair of the Council of Governors
11.12 The Council of Governors shall appoint one of the Governors to be Deputy
Chair of the Council of Governors.
Terms of office for Governors
11.13 Elected Governors:
11.13.1

shall normally hold office for a period of three years commencing
immediately after the annual members meeting at which their
election is announced;

11.13.2

are eligible for re-election after a three year period of office and
after a six year period of office;
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11.13.3

may not hold office for more than three successive terms making
nine consecutive years, and shall not be eligible for re-election if
they have already held office for more than six consecutive years.

11.14 Appointed Governors:
11.14.1

shall normally hold office for a period of three years commencing
immediately after the annual members meeting at which their
appointment is announced;

11.14.2

are eligible for re-appointment after a three year period of office
and after a six year period of office;

11.14.3

may not hold office for longer than three successive terms making
nine consecutive years, and shall not be eligible for reappointment if they have already held office for more than six
consecutive years.

11.15 For the purposes of these provisions concerning terms of office for
Governors, “year” means a period commencing immediately after the
conclusion of the annual members meeting, and ending at the conclusion of
the next annual members meeting.
Eligibility to be a Governor
11.16 A person may not become a Governor of the Foundation Trust, and if already
holding such office will immediately cease to do so, if:
11.16.1

they are under sixteen years of age;

11.16.2

they are a Director of the Foundation Trust, or a governor or
director of a community health NHS Trust/foundation trust or
mental health NHS Trust/foundation trust;

11.16.3

they are the spouse, partner, parent or child of a member of the
Board of Directors of the Foundation Trust;

11.16.4

they are a member of a local authority’s Scrutiny Committee
covering health matters;

11.16.5

being a member of one of the public constituencies or the serviceuser/carers’ constituency, they refuse to sign a declaration in the
form specified by the Secretary of particulars of their qualification
to vote as a member of the Foundation Trust, and that they are not
prevented from being a member of the Council of Governors;

11.16.6

they are a vexatious complainant;

11.16.7

on the basis of disclosures obtained through an application to the
Disclosure and Barring Service established under section 87 of the
Protection of Freedoms Act 2012 (or any other checks required by
the Foundation Trust from time to time as being consistent with its
licence conditions or mandatory or nationally recommended good
governance arrangements), they are not considered suitable by
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the Foundation Trust’s executive Director responsible for Human
Resources or the Chairman;
11.16.8

they have been adjudged bankrupt or their estate has been
sequestrated and in either case they have not been discharged;

11.16.9

they are a person in relation to whom a moratorium period under a
debt relief order applies (under part 7A of the Insolvency Act
1986);
[Capsticks: the above provision is an update to the legislation
which supports paragraphs 11.16.8; 11.16.10, and 11.16.11, and
therefore we felt it was prudent to include].

11.16.10 they have made a composition or arrangement with, or granted a
trust deed for, their creditors and have not been discharged in
respect of it;
11.16.11 they have within the preceding five years been convicted in the
British Islands of any offence, and a sentence of imprisonment
(whether suspended or not) for a period of three months or more
(without the option of a fine) was imposed;
11.16.12 they do not satisfy all of the requirements of Regulation 5(3) of the
Health and Social Care Act 2008 (Regulated Activities)
Regulations 2014/2936 (as amended or updated from time to
time);
[Capsticks: the above provision caters for the Fit and Proper
Persons Test.]
11.16.13 they have within the preceding two years been dismissed from any
paid employment with a health service body, otherwise than by
reason of redundancy, sickness or dismissal that was found by an
Employment Tribunal or competent court (or on appeal in either
case) to be unfair, wrongful or discriminatory; and/or
11.16.14 they are a person whose tenure of office as the Chair or as a
member or director of a health service body has been terminated
on the grounds that their appointment is not in the interests of the
health service, for non-attendance at meetings, or for nondisclosure of a pecuniary interest.
Termination of office and removal of Governors
11.17 A person holding office as a Governor shall immediately cease to do so if:
11.17.1

they resign by notice in writing to the Secretary;

11.17.2

they fail to attend two consecutive meetings, unless the other
Governors are satisfied that:
11.17.2.1

the absences were due to reasonable causes; and
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11.17.2.2

they will be able to start attending meetings of the
Council of Governors again within such a period as
the other Governors consider reasonable.

11.17.3

in the case of an elected Governor, they cease to be a member of
the constituency or class of the constituency by which they were
elected;

11.17.4

in the case of an appointed Governor, the appointing organisation
terminates the appointment;

11.17.5

they have refused without reasonable cause to undertake any
training which the Council of Governors requires all Governors to
undertake;

11.17.6

they have failed to sign and deliver to the Secretary a statement in
the form required by the Secretary confirming acceptance of the
code of conduct for Governors;

11.17.7

they are removed from the Council of Governors under the
following provisions.

11.18 A Governor may be removed from the Council of Governors by a resolution
approved by not less than two-thirds of the remaining Governors present and
voting on the grounds that:
11.18.1

they have committed a serious breach of the code of conduct; or

11.18.2

they have acted in a manner detrimental to the interests of the
Foundation Trust; and

11.18.3

the Council of Governors consider that it is not in the best interests
of the Foundation Trust for them to continue as a Governor.

Vacancies amongst Governors
11.19 Where a vacancy arises on the Council of Governors for any reason other
than expiry of term of office, the following provisions will apply.
11.20 Where the vacancy arises amongst the appointed Governors, the Secretary
shall request that the appointing organisation appoints a replacement to hold
office for the remainder of the term of office.
11.21 Where the vacancy arises amongst the elected Governors, the Council of
Governors shall be at liberty either:
11.21.1

to call an election within three months to fill the seat for the
remainder of that term of office, or

11.21.2

to invite the next highest polling candidate for that seat at the most
recent election, who is willing to take office, to fill the seat until the
next annual election, at which time the seat will fall vacant and
subject to election for any unexpired period of the term of office.

Expenses and remuneration of Governors
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11.22 The Foundation Trust may reimburse Governors for travelling and other costs
and expenses incurred in carrying out their duties at such rates as the Board
of Directors decides.
11.23 Governors are not to receive remuneration.
Meetings of the Council of Governors
11.24 The Council of Governors is to meet at least twice in each Financial Year.
Save in the case of emergencies or the need to conduct urgent business, the
Secretary shall give at least fourteen days written notice of the date and place
of every meeting of the Council of Governors to all Governors. Notice will
also be published in a local newspaper or newspapers circulating in the area
served by the Foundation Trust, and on the Foundation Trust’s website.
11.25 Meetings of the Council of Governors may be called by the Secretary, or by
the Chair, or by ten Governors (including at least two elected Governors and
two appointed Governors) who give written notice to the Secretary specifying
the business to be carried out. The Secretary shall send a written notice to all
Governors as soon as possible after receipt of such a request. The Secretary
shall call a meeting on at least fourteen but not more than twenty-eight days’
notice to discuss the specified business. If the Secretary fails to call such a
meeting then the Chair or ten Governors, whichever is the case, shall call
such a meeting.
11.26 All meetings of the Council of Governors are to be General Meetings open to
members of the public unless the Council of Governors decides otherwise in
relation to all or part of a meeting for reasons of commercial confidentiality or
on other proper grounds. The Chair may exclude any person from a meeting
of the Council of Governors if they are interfering with or preventing the
proper conduct of the meeting.
11.27 Thirteen Governors including not less than four Public Governors, not less
than three Service-user/carer Governors, not less than two Staff Governor
and not less than two appointed Governors shall form a quorum.
11.28 The Chair of the Foundation Trust or, in their absence, the Vice Chair of the
Board of Directors, or in their absence one of the non-executive Directors is to
preside at meetings of the Council of Governors. If the person presiding at
any such meeting has a conflict of interest in relation to the business being
discussed, the Deputy Chair of the Council of Governors will chair that part of
the meeting.
11.29 For the purposes of obtaining information about the Foundation Trust’s
performance of its functions or the Directors’ performance of their duties (and
deciding whether to propose a vote on the Foundation Trust’s or Directors’
performance), the Council of Governors may require one or more of the
Directors to attend a meeting.
11.30 The Council of Governors may agree that its members can participate in its
meetings by telephone, video or computer link. Participation in a meeting in
this manner shall be deemed to constitute presence in person at the meeting.
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11.31 Subject to this constitution and the following provisions of this paragraph,
questions arising at a meeting of the Council of Governors shall be decided
by a majority of votes.
11.31.1

In case of an equality of votes the person presiding at or chairing
the meeting shall have a casting vote.

11.31.2

No resolution of the Council of Governors shall be passed if it is
opposed by all of the Public Governors present.

11.32 The Council of Governors may not delegate any of its powers to a committee
or sub-committee, but it may appoint committees to assist the Council of
Governors in carrying out its functions. The Council of Governors may appoint
Governors and may invite Directors and other persons to serve on such
committees. The Council of Governors may, through the Secretary, request
that external advisors assist them or any committee they appoint in carrying
out its duties.
11.33 All decisions taken in good faith at a meeting of the Council of Governors or
of any committee shall be valid even if it is discovered subsequently that there
was a defect in the calling of the meeting, or the appointment of the
Governors attending the meeting.
Disclosure of interests
11.34 Any Governor who has a material interest in a matter as defined below shall
declare such interest to the Council of Governors and:
11.34.1

shall withdraw from the meeting and play no part in the relevant
discussion or decision; and

11.34.2

shall not vote on the issue (and if by inadvertence they do remain
and vote, their vote shall not be counted).

11.35 Any Governor who fails to disclose any interest required to be disclosed
under the preceding paragraph must permanently vacate their office if
required to do so by a majority of the remaining Governors.
11.36 Subject to the exceptions below, a material interest is:
11.36.1

any directorship of a company;

11.36.2

any interest or position held by a Governor in any firm or company
or business which, in connection with the matter, is trading with the
Foundation Trust, or is likely to be considered as a potential
trading partner with the Foundation Trust;

11.36.3

any interest in an organisation providing health and social care
services to the National Health Service;

11.36.4

a position of authority in a charity or voluntary organisation in the
field of health and social care; and/or
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11.36.5

any connection with any organisation, entity or company
considering entering into a financial arrangement with the
Foundation Trust including but not limited to lenders or banks.

11.37 The exceptions which shall not be treated as material interests are as follows:
11.37.1

shares not exceeding 2% of the total shares in issue held in any
company whose shares are listed on any public exchange;

11.37.2

an employment contract held by a Staff Governor;

11.37.3

an employment contract with a local authority held by a Local
Authority Governor; and/or

11.37.4

an employment contract with the partnership organisation held by
a Partnership Governor.

11.38 The Council of Governors is to adopt its own standing orders for its practice
and procedure, in particular for its procedure at meetings.
Declaration
11.39 An elected Governor may not vote at a meeting of the Council of Governors
unless, before attending the meeting, they have made a declaration in the
form specified by the Secretary of the particulars of their qualification to vote
as a member of the Foundation Trust and that they are not prevented from
being a member of the Council of Governors. An elected Governor shall be
deemed to have confirmed the declaration upon attending any subsequent
meeting of the Council of Governors, and every agenda for meetings of the
Council of Governors will draw this to the attention of elected Governors.

12

BOARD OF DIRECTORS
12.1

The Foundation Trust is to have a Board of Directors. It is to consist of
executive and non-executive Directors.

12.2

The board is to include:
12.2.1

the following non-executive Directors:
12.2.1.1

a Chair, who is to be appointed (and removed) by
the Council of Governors at a General Meeting;

12.2.1.2

not less than five and not more than seven other
non-executive Directors who are to be appointed
(and removed) by the Council of Governors at a
General Meeting;

in each case subject to the approval of a majority of the Council of Governors
(in the case of an appointment) present and voting at the meeting, and threequarters of all of the members of the Council of Governors (in the case of a
removal) voting at the meeting;
12.2.2

the following executive Directors:
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12.2.2.1

a Chief Executive (who is the accounting officer),
who is to be appointed (and removed) by the nonexecutive Directors, and whose appointment is
subject to the approval of a majority of the members
of the Council of Governors present and voting at a
General Meeting;

12.2.2.2

a Finance Director, and other executive Directors,
subject to a maximum of six executive Directors
which must include a registered medical practitioner
or a registered dentist, a registered nurse or
registered midwife, all of whom are to be appointed
(and removed) by a committee consisting of the
Chair, the Chief Executive and the other nonexecutive Directors.

12.3

The Board of Directors shall appoint one of the non-executive Directors to be
Vice-Chair of the Board of Directors. If the Chair is unable to discharge their
office as Chair of the Foundation Trust, the Vice-Chair of the Board of
Directors shall be acting Chair of the Foundation Trust.

12.4

The Chief Executive shall nominate one of the executive Directors to be
Deputy Chief Executive.

12.5

Only a member of one of the public constituencies or service-user/carers’
constituency is eligible for appointment as a non-executive Director.

12.6

Non-executive Directors are to be appointed by the Council of Governors
using the following procedure:

12.7

12.6.1

the Council of Governors will maintain a policy for the composition
of the non-executive Directors which takes account of the
membership strategy, and which they shall review from time to
time and not less than every three years;

12.6.2

the Board of Directors may work with an external organisation
recognised as expert at appointments to identify the skills and
experience required for non-executive Directors;

12.6.3

appropriate candidates (not more than five for each vacancy) will
be identified by a Nominations Committee through a process of
open competition, which take account of the policy maintained by
the Council of Governors and the skills and experience required;
and

12.6.4

the Nominations Committee will comprise the Chair of the
Foundation Trust (or the Vice Chair unless they are standing for
appointment, in which case another non-executive director, when
a Chair is being appointed), two elected Governors and one
Appointed Governor.

The removal of the Chair or another non-executive Director shall be in
accordance with the following procedures:
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12.7.1

any proposal for removal must be proposed by a Governor and
seconded by not less than ten Governors including at least two
elected Governors and two appointed Governors;

12.7.2

written reasons for the proposal shall be provided to the nonexecutive Director in question, who shall be given the opportunity
to respond to such reasons;

12.7.3

in making any decision to remove a non-executive Director, the
Council of Governors shall take into account any annual appraisal
carried out by the Chair; and

12.7.4

if any proposal to remove a non-executive Director is not approved
at a meeting of the Council of Governors, no further proposal can
be put forward to remove such non-executive Director based upon
the same reasons within 12 months of the meeting.

Terms of Office
12.8

The Chair and other non-executive Directors shall hold office for a period of
up to three years, and are eligible for re-appointment after a three year period
of office.

12.9

The Chair and other non-executive Directors may not hold office for more
than three successive terms (nine consecutive years in total).

12.10 The Council of Governors at a General Meeting of the Council of Governors
shall decide the remuneration and allowances, and the other terms and
conditions of office, of the Chairman and the other non-executive Directors.
12.11 The Chair and the non-executive Directors are to be appointed in accordance
with the terms and conditions of office, decided by the Council of Governors
at a General Meeting. Any re-appointment of a non-executive Director by the
Council of Governors shall be subject to a satisfactory appraisal carried out in
accordance with procedures which the Board of Directors have approved.
12.12 The remuneration committee of non-executive Directors shall decide the
terms and conditions of office including remuneration and allowances of all
the executive Directors.
Disqualification
12.13 A person may not become or continue as a Director of the Foundation Trust
if:
12.13.1

they are a member of the Council of Governors;

12.13.2

they are the spouse, partner, parent or child of a member of the
Board of Directors of the Foundation Trust;

12.13.3

they are a member of a local authority’s Scrutiny Committee
covering health matters;

12.13.4

they have been adjudged bankrupt or their estate has been
sequestrated and in either case they have not been discharged;
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12.13.5

they are a person in relation to whom a moratorium period under a
debt relief order applies (under part 7A of the Insolvency Act
1986);
[Capsticks: as at paragraph 11.16.9 above, the above provision is
an update to the legislation which supports paragraphs 11.16.8;
11.16.10, and 11.16.11, and therefore we felt it was prudent to
include].

12.13.6

they have made a composition or arrangement with, or granted a
Trust deed for, their creditors and have not been discharged in
respect of it;

12.13.7

they have within the preceding five years been convicted in the
British Islands of any offence, and a sentence of imprisonment
(whether suspended or not) for a period of three months or more
(without the option of a fine) was imposed;

12.13.8

they are the subject of a disqualification order made under the
Company Directors Disqualification Act 1986;

12.13.9

they are a person whose tenure of office as a Chair or as a
member or Director of a health service body has been terminated
on the grounds that their appointment is not in the interests of the
health service, for non-attendance at meetings, or for nondisclosure of a pecuniary interest;

12.13.10 they have within the preceding two years been dismissed,
otherwise than by reason of redundancy, from any paid
employment with a health service body;
12.13.11 on the basis of disclosures obtained through an application to the
Disclosure and Barring Service established under section 87 of the
Protection of Freedoms Act 2012 (or any other checks required by
the Foundation Trust from time to time as being consistent with its
licence conditions or mandatory or nationally recommended good
governance arrangements), they are not considered suitable by
the Foundation Trust’s executive Director responsible for Human
Resources or the Chairman;
12.13.12 in the case of a non-executive Director they have refused without
reasonable cause to fulfil any training requirement established by
the Board of Directors;
12.13.13 they have refused to sign and deliver to the Secretary a statement
in the form required by the Board of Directors confirming
acceptance of the code of conduct for Directors;
12.13.14 in the case of a non-executive Director, they are no longer a
member of one of the public constituencies or the serviceuser/carers’ constituency; and/or
12.13.15 they do not satisfy all of the requirements of Regulation 5(3) of the
Health and Social Care Act 2008 (Regulated Activities)
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Regulations 2014/2936 (as amended or updated from time to
time).
[Capsticks: as above at paragraph 11.16.12, the above provision
caters for the Fit and Proper Persons Test.]
Committees and delegation
12.14 The Board of Directors may delegate any of its powers to a committee of
Directors or to an executive Director.
12.15 The Board of Directors shall appoint an audit committee of non-executive
Directors to perform such monitoring, reviewing and other functions as are
appropriate.
12.16 The Board of Directors shall appoint a remuneration committee of nonexecutive Directors to decide the remuneration and allowances, and the other
terms and conditions of office, of the executive Directors.
Meetings of the Board of Directors
12.17 Save in the case of emergencies or the need to conduct urgent business, the
Secretary shall give to all Directors at least fourteen days written notice of the
date and place of every meeting of the Board of Directors.
12.18 Meetings of the Board of Directors shall be open to members of the public.
Members of the public may be excluded from a meeting for special reasons,
including but not limited to where the Board of Directors decides all or part of
a meeting must be held in private for reasons of commercial confidentiality or
on other proper grounds. The Chair may exclude any member of the public
from a meeting of the Board of Directors if they are interfering with or
preventing the proper conduct of the meeting.
12.19 Meetings of the Board of Directors are called by the Secretary, or by the
Chair, or by four Directors who give written notice to the Secretary specifying
the business to be carried out. The Secretary shall send a written notice to all
Directors as soon as possible after receipt of such a request. The Secretary
shall call a meeting on at least fourteen but not more than twenty-eight days’
notice to discuss the specified business. If the Secretary fails to call such a
meeting then the Chair or four Directors, whichever is the case, shall call such
a meeting.
12.20 Seven Directors including not less than two executive Directors (one of whom
must be the Chief Executive or the Deputy Chief Executive), and not less than
two non-executive Directors (one of whom must be the Chair or the ViceChair of the Board) shall form a quorum.
12.21 The Board of Directors may agree that its members can participate in its
meetings by telephone, video or computer link. Participation in a meeting in
this manner shall be deemed to constitute presence in person at the meeting.
12.22 The Chair of the Foundation Trust or, in their absence, the Vice-Chair of the
Board of Directors, is to chair meetings of the Board of Directors.
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12.23 Subject to the following provisions of this paragraph, questions arising at a
meeting of the Board of Directors shall be decided by a majority of votes.
12.23.1

In case of an equality of votes the Chair shall have a second and
casting vote.

12.23.2

No resolution of the Board of Directors shall be passed if it is
opposed by all of the non-executive Directors present or by all of
the executive Directors present.

12.24 The Board of Directors is to adopt Standing Orders covering the proceedings
and business of its meetings. The proceedings shall not however be
invalidated by any vacancy of its membership, or defect in a Director’s
appointment.
Conflicts of Interest of Directors
12.25 Any Director who has a material interest in a matter as defined below shall
declare such interest to the Board of Directors and:
12.25.1

shall withdraw from the meeting and play no part in the relevant
discussion or decision; and

12.25.2

shall not vote on the issue (and if by inadvertence they do remain
and vote, their vote shall not be counted).

12.26 Details of any such interest shall be recorded in the register of the interests of
Directors.
12.27 Any Director who fails to disclose any interest required to be disclosed under
the preceding paragraph must permanently vacate their office if required to do
so by a majority of the remaining Directors and (in the case of a nonexecutive Director) by the requisite majority of the Council of Governors.
12.28 A material interest is:
12.28.1

any directorship of a company;

12.28.2

any interest (excluding a holding of shares in a company whose
shares are listed on any public exchange where the holding is less
than 2% of the total shares in issue) or position held by a Director
in any firm or company or business which, in connection with the
matter, is trading with the Foundation Trust, or is likely to be
considered as a potential trading partner with the Foundation
Trust;

12.28.3

any interest in an organisation providing health and social care
services to the National Health Service;

12.28.4

a position of authority in a charity or voluntary organisation in the
field of health and social care; and/or

12.28.5

any connection with any organisation, entity or company
considering entering into a financial arrangement with the
Foundation Trust including but not limited to lenders or banks.
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12.29 A material interest shall have been authorised if:
12.29.1

the Board of Directors by majority disapplies the provision of the
constitution which would otherwise prevent a Director from being
counted as participating in the decision-making process;

12.29.2

the Director's interest cannot reasonably be regarded as likely to
give rise to a conflict of interest; or

12.29.3

the Director's conflict of interest arises from a permitted cause.

12.29.4

For the purposes of paragraph 12.29.3, the following is a
permitted cause:
12.29.4.1

a guarantee given, or to be given, by or to a
Director in respect of an obligation incurred by or on
behalf of the Foundation Trust or any of its
subsidiaries.

12.30 For the purposes of this paragraph, references to proposed decisions and
decision-making processes include any Directors' meeting or part of a
Directors' meeting.
12.31 Subject to paragraph 12.32, if a question arises at a meeting of Directors or of
a committee of Directors as to the right of a Director to participate in the
meeting (or part of the meeting) for voting or quorum purposes, the question
may, before the conclusion of the meeting, be referred to the Chair whose
ruling in relation to any Director other than the Chair is to be final and
conclusive.
12.32 If any question as to the right to participate in the meeting (or part of the
meeting) should arise in respect of the Chair, the question is to be decided by
a decision of the Directors at that meeting, for which purpose the Chair is not
to be counted as participating in the meeting (or that part of the meeting) for
voting or quorum purposes.
12.33 This paragraph does not require a declaration of an interest of which the
Director is not aware or where the Director is not aware of the transaction of
arrangement in question.
12.34 Should an interest in a matter for consideration or decision at a board meeting
or board committee meeting affect either all the non-executive Directors or all
the executive Directors, the Directors present not affected by the interest will
form the quorum for that item.
Capsticks: The legislation now allows constitutions to include drafting which
authorises Director conflicts of interest. These are therefore included points
12.29 – 12.34.]
Expenses
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12.35 The Foundation Trust may reimburse executive Directors travelling and other
costs and expenses incurred in carrying out their duties at such rates as the
remuneration committee of non-executive Directors decides. These are to be
disclosed in the annual report.
12.36 The remuneration and allowances for Directors are to be disclosed in bands
in the annual report.

13

REGISTERS
13.1

13.2

The Foundation Trust is to have:
13.1.1

a register of members showing, in respect of each member, the
constituency and (where relevant) the class of a constituency to
which they belong;

13.1.2

a register of members of the Council of Governors;

13.1.3

a register of Directors;

13.1.4

a register of interests of Governors; and

13.1.5

a register of interests of the Directors.

The Secretary shall remove from the register of members the name of any
member who ceases to be entitled to be a member under the provisions of
this constitution.
[Capsticks: we have removed the above paragraph13.3 as this relates to the
first appointed/elected governors and can be therefore be removed alongside
the transitional provisions.]

14

PUBLIC DOCUMENTS
14.1

The following documents of the Foundation Trust are to be available for
inspection by members of the public free of charge at all reasonable times,
and shall be available on the Foundation Trust’s website:
14.1.1

a copy of the current constitution;

14.1.2

a copy of the latest annual accounts and of any report of the
auditor on them;

14.1.3

a copy of the report of any other external auditor of the Foundation
Trust’s affairs appointed by the Council of Governors;

14.1.4

a copy of the latest annual report;

14.1.5

a copy of the latest information as to its forward planning;

14.1.6

a copy of the Foundation Trust’s membership development
strategy; and
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14.2

14.1.7

a copy of the Foundation Trust’s policy for the composition of the
Council of Governors and of the non-executive Directors; and

14.1.8

a copy of any notice, information, order, statement, or report given
under paragraph 22(1) of schedule 7 to the 2006 Act.

The registers specified in paragraph 13 above shall be made available for
inspection by members of the public, except in the circumstances set out
below or as otherwise prescribed by regulations. The Foundation Trust shall
not make any part of its registers available for inspection by members of the
public which shows details of:
14.2.1

any member of the service user/carers’ Constituency where that
member has not consented to his details being made so available;
or

14.2.2

any other member of the Foundation Trust, if they so request, and

so far as they are required to be available they are to be available free of charge at
all reasonable times.
[Capsticks: we have updated the above as the Statutory Instrument has been
updated]
14.3

15

16

Any person who requests it is to be provided with a copy or extract from any
of the above documents or registers. The Foundation Trust may impose a
reasonable charge for providing the copy or extract, but a member is entitled
to a copy or extract from the registers free of charge.

AUDITOR
15.1

The Foundation Trust shall have an auditor.

15.2

The Council of Governors at a General Meeting shall appoint or remove the
Foundation Trust’s auditor.

ACCOUNTS
16.1

The Foundation Trust must keep proper accounts and proper records in
relation to the accounts.

16.2

Monitor may with the approval of the Secretary of State give directions to the
Foundation Trust as to the content and form of its accounts.

16.3

The accounts are to be audited by the Foundation Trust’s auditor.

16.4

The Foundation Trust shall prepare in respect of each Financial Year annual
accounts in such form as Monitor may with the approval of the Secretary of
State direct.

16.5

The following documents will be made available to the Comptroller and
Auditor General for examination at his request:
16.5.1

the accounts;
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17

16.5.2

the records relating to them; and

16.5.3

any report of the auditor on them.

16.6

The accounting officer shall cause the Foundation Trust to prepare in respect
of each Financial Year annual accounts in such form as Monitor may with the
approval of the Secretary of State direct.

16.7

In preparing its annual accounts, the accounting officer shall cause the
Foundation Trust to comply with any directions given by Monitor with the
approval of the Secretary of State as to:
16.7.1

the methods and principles according to which the accounts are to
be prepared; and

16.7.2

the content and form of the accounts.

16.8

The annual accounts, any report of the auditor on them, and the annual report
are to be presented to the Council of Governors at a General Meeting.

16.9

The accounting officer shall cause the Foundation Trust to:
16.9.1

lay a copy of the annual accounts, and any report of the auditor on
them, before Parliament; and

16.9.2

once it has done so, send copies of those documents to Monitor
within such a period as Monitor may direct.

ANNUAL REPORTS, FORWARD PLANS AND NON-NHS WORK
17.1

The Foundation Trust is to prepare annual reports and send them to Monitor.

17.2

The reports are to give:
17.2.1

information on any steps taken by the Foundation Trust to secure
that (taken as a whole) the actual membership of its public
constituencies, the classes of the service-user/carers’ constituency
and of the classes of the staff constituency is representative of
those eligible for such membership;

17.2.2

information on any occasions in the period to which the report
relates on which the Council of Governors exercised its power
under paragraph 11.29 above;

17.2.3

information on the Foundation Trust’s policy on pay and on the
work of the committee established under paragraph 12.12 above
and such other procedures as the Foundation Trust has on pay;

17.2.4

information on the remuneration of the Directors and on the
expenses of the Governors and the Directors; and

17.2.5

any other information Monitor requires.
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[Capsticks: the above provisions are non-mandatory legislative
updates which may be included in this paragraph 17.2.]
17.3

17.3.1

the form of the reports;

17.3.2

when the reports are to be sent to him; and

17.3.3

the periods to which the reports are to relate.

17.4

The Foundation Trust is to give information as to its forward planning in
respect of each Financial Year to Monitor. The document containing this
information is to be prepared by the Directors, and in preparing the document,
the Board of Directors must have regard to the views of the Council of
Governors.

17.5

Each forward plan must include information about:

17.6

17.7

18

The Foundation Trust is to comply with any decision Monitor makes as to:

17.5.1

the activities other than the provision of goods and services for the
purposes of the health service in England that the Foundation
Trust proposes to carry on; and

17.5.2

the income it expects to receive from doing so.

Where a forward plan contains a proposal that the Foundation Trust carry on
an activity of a kind mentioned in sub-paragraph 17.5.1 the Council of
Governors must:
17.6.1

determine whether it is satisfied that the carrying on of the activity
will not to any significant extent interfere with the fulfilment by the
Foundation Trust of its principal purpose or the performance of its
other functions; and

17.6.2

notify the Directors of the Foundation Trust of its determination.

Where the Foundation Trust proposes to increase by 5% or more the
proportion of its total income in any Financial Year attributable to activities
other than the provision of goods and services for the purposes of the health
service in England it may implement the proposal only if more than half of the
members of the Council of Governors of the Foundation Trust voting approve
its implementation.

INDEMNITY
18.1

Members of the Council of Governors and the Board of Directors and the
Secretary who act honestly and in good faith will not have to meet out of their
personal resources any personal civil liability which is incurred in the
execution or purported execution of their functions, save where they have
acted recklessly. Any costs arising in this way will be met by the Foundation
Trust. The Foundation Trust may purchase and maintain insurance against
this liability for its own benefit and for the benefit of the Council of Governors
and the Board of Directors and the Secretary.
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19

20

EXECUTION OF DOCUMENTS
19.1

A document purporting to be duly executed under the Foundation Trust’s seal
or to be signed on its behalf is to be received in evidence and, unless the
contrary is proved, taken to be so executed or signed.

19.2

The Foundation Trust is to have a seal, but this is not to be affixed except
under the authority of the Board of Directors.

DISPUTE RESOLUTION PROCEDURES
20.1

Every unresolved dispute which arises out of this constitution between the
Foundation Trust and:
20.1.1

a member; or

20.1.2

any person aggrieved who has ceased to be a member within the
six months prior to the date of the dispute; or

20.1.3

any person bringing a claim under this constitution; or

20.1.4

an office-holder of the Foundation Trust,

is to be submitted to an arbitrator agreed by the parties. The arbitrator’s
decision will be binding and conclusive on all parties.
20.2

21

Any person bringing a dispute must, if required to do so, deposit with the
Foundation Trust a reasonable sum (not exceeding £250) to be determined
by the Council of Governors and approved by the Secretary. The arbitrator
will decide how the costs of the arbitration will be paid and what should be
done with the deposit.

AMENDMENT OF THE CONSTITUTION
21.1

The Foundation Trust may make amendments of its constitution only if:
21.1.1

more than half of the members of the Council of Governors of the
Foundation Trust voting approve the amendments; and

21.1.2

more than half of the members of the Board of Directors of the
Foundation Trust voting approve the amendments.

21.2

Amendments made under paragraph 21.1 take effect as soon as the
conditions in that paragraph are satisfied, but the amendment has no effect in
so far as the constitution would, as a result of the amendment, not accord
with schedule 7 of the 2006 Act.

21.3

Where an amendment is made to the constitution in relation the powers or
duties of the Council of Governors (or otherwise with respect to the role that
the Council of Governors has as part of the Foundation Trust):
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21.3.1

at least one member of the Council of Governors must attend the
next Annual Members’ Meeting and present the amendment; and

21.3.2

the Foundation Trust must give the members an opportunity to
vote on whether they approve the amendment.

21.4

If more than half of the members voting approve the amendment, the
amendment continues to have effect; otherwise, it ceases to have effect and
the Foundation Trust must take such steps as are necessary as a result.

21.5

Amendments by the Foundation Trust of its constitution are to be notified to
Monitor. For the avoidance of doubt, Monitor’s functions do not include a
power or duty to determine whether or not the constitution, as a result of the
amendments, accords with Schedule 7 of the 2006 Act.

MERGERS ETC. AND SIGNIFICANT TRANSACTIONS
22.1

The Foundation Trust may only apply for a merger, acquisition, separation or
dissolution with the approval of more than half of the members of the Council
of Governors.

22.2

The Foundation Trust may enter into a significant transaction only if more
than half of the members of the Council of Governors of the Foundation Trust
voting approve entering into the transaction.

22.3

In paragraph 22.2, the following words have the following meanings:

22.4

“significant transaction” means a transaction which meets any one of the
tests below:
22.4.1

the fixed/gross asset test; or

22.4.2

the turnover/income test; or

22.4.3

the gross capital test (relating to acquisitions or divestments).

The fixed asset test:
22.4.4

is met if the assets which are the subject of the transaction exceed
10% of the fixed assets of the Foundation Trust.

The turnover test:
22.4.5

is met if, following the completion of the relevant transaction, the
gross income of the Foundation Trust will increase or decrease by
more than 10%;

The gross capital test:
22.4.6

is met if the gross capital of the company or business being
acquired or divested represents more than 10% of the capital of
the Foundation Trust following completion (where “gross capital” is
the market value of the relevant company or business’s shares
and debt securities, plus the excess of current liabilities over
current assets, and the Foundation Trust’s capital is determined by
reference to its balance sheet).
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22.4.7

for the purposes of calculating the tests in this paragraph 22.4
figures used to classify assets and profits must be the figures
shown in the latest published audited consolidated accounts.

A transaction:
22.4.8

23

22.4.8.1

excludes a transaction in the ordinary course of
business (including the renewal, extension or
entering into an agreement in respect of healthcare
services carried out by the Foundation Trust;

22.4.8.2

excludes any agreement or changes to healthcare
services carried out by the Foundation Trust
following a reconfiguration of services led by the
commissioners of such services;

22.4.8.3

excludes any grant of public dividend capital or the
entering into of a working capital facility or other
loan, which does not involve the acquisition or
disposal of any fixed asset of the Foundation Trust.

HEAD OFFICE
23.1

24

includes all agreements (including amendments to agreements)
entered into by the Foundation Trust; but

The Foundation Trust’s head office is at Pinewood House, Pinewood Place,
Dartford, Kent DA2 7WG or such other place as the Board of Directors shall
decide.

NOTICES
24.1

Any notice required by this constitution to be given shall be given in writing or
shall be given using electronic communications to an address for the time
being notified for that purpose. “Address” in relation to electronic
communications includes any number or address used for the purposes of
such communications.

24.2

Proof that an envelope containing a notice was properly addressed, prepaid
and posted shall be conclusive evidence that the notice was given. A notice
shall be treated as delivered 48 hours after the envelope containing it was
posted or, in the case of a notice contained in an electronic communication,
48 hours after it was sent.
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Annex 1
PUBLIC CONSTITUENCIES
1. Bexley – the electoral area covered by Bexley Council
2. Bromley – the electoral area covered by the London Borough of Bromley
3. Greenwich – the electoral area covered by the London Borough of Greenwich
4. Rest of England – all other electoral areas in England not already covered by the electoral
areas in Bexley, Bromley, and Greenwich
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Annex 2

Oxleas NHS Foundation Trust
(Council of Governors)
Election Rules
Part 1 - Interpretation
1. Interpretation
Part 2 – Timetable for election
2. Timetable
3. Computation of time
Part 3 – Returning officer
4. Returning officer
5. Staff
6. Expenditure
7. Duty of co-operation
Part 4 - Stages Common to Contested and Uncontested Elections
8.

Notice of election

9.

Nomination of candidates

10. Candidate’s consent and particulars
11. Declaration of interests
12. Declaration of eligibility
13. Signature of candidate
14. Decisions as to validity of nomination papers
15. Publication of statement of nominated candidates
16. Inspection of statement of nominated candidates and nomination papers
17. Withdrawal of candidates
18. Method of election
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Part 5 – Contested elections
19. Poll to be taken by ballot
20. The ballot paper
21. The declaration of identity
Action to be taken before the poll
22. List of eligible voters
23. Notice of poll
24. Issue of voting documents
25. Ballot paper envelope and covering envelope

The poll
26. Eligibility to vote
27. Voting by persons who require assistance
28. Spoilt ballot papers
29. Lost ballot papers
30. Issue of replacement ballot paper
31. Declaration of identity for replacement ballot papers

Procedure for receipt of envelopes
32. Receipt of voting documents
33. Validity of ballot paper
34. Declaration of identity but no ballot paper
35. Sealing of packets
Part 6 - Counting the votes
36. Interpretation of Part 6
37. Arrangements for counting of the votes
38. The count
39. Rejected ballot papers
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40. First stage
41. The quota
42. Transfer of votes
43. Supplementary provisions on transfer
44. Exclusion of candidates
45. Filling of last vacancies
46. Order of election of candidates
Part 7 – Final proceedings in contested and uncontested elections
47. Declaration of result for contested elections
48. Declaration of result for uncontested elections
Part 8 – Disposal of documents
49. Sealing up of documents relating to the poll
50. Delivery of documents
51. Forwarding of documents received after close of the poll
52. Retention and public inspection of documents
53. Application for inspection of certain documents relating to election
Part 9 – Death of a candidate during a contested election
54. Countermand or abandonment of poll on death of candidate
Part 10 – Election expenses and publicity
Expenses
55. Expenses incurred by candidates
56. Expenses incurred by other persons
57. Personal, travelling, and administrative expenses
Publicity
58. Publicity about election by the corporation
59. Information about candidates for inclusion with voting documents
60. Meaning of “for the purposes of an election”
Part 11 – Questioning elections and irregularities
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61. Application to question an election
Part 12 – Miscellaneous
62. Secrecy
63. Prohibition of disclosure of vote
64. Disqualification
65. Delay in postal service through industrial action or unforeseen event

Part 1 - Interpretation
1. Interpretation – (1) In these rules, unless the context otherwise requires “corporation”

means the public benefit corporation subject to this constitution;

“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;

“council of governors” means board of governors as defined in 2003 Act;
“the regulator”

means the Independent Regulator for NHS foundation trusts; and

“the 2003 Act”

means the Health and Social Care (Community Health and
Standards) Act 2003.

(2) Other expressions used in these rules and in Schedule 1 to the Health and Social Care
(Community Health and Standards) Act 2003 have the same meaning in these rules as
in that Schedule.
Part 2 – Timetable for election
2.

Timetable - The proceedings at an election shall be conducted in accordance with the
following timetable.

Proceeding
Publication of notice of election

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

Final day for delivery of Not later than the twenty eighth day before the
nomination papers to returning day of the close of the poll.
officer
Publication of statement
nominated candidates

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

Final day for delivery of notices of Not later than twenty fifth day before the day of
withdrawals by candidates from the close of the poll.
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election
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 - (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.
(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.
Part 3 – Returning officer

4.

Returning officer – (1) Subject to rule 64, the returning officer for an election is to be
appointed by the corporation.

(2) Where two or more elections are to be held concurrently, the same returning officer may
be appointed for all those elections.
5.

Staff – Subject to rule 64, 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 - The corporation is to pay the returning officer –

7.

(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.

Duty of co-operation – The corporation is to co-operate with the returning officer in
the exercise of his or her functions under these rules.
Part 4 - Stages Common to Contested and Uncontested Elections

8.

Notice of election – The returning officer is to publish a notice of the election stating –
(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,
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9.

(c)

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

(d)

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

(e)

the address for return of nomination papers 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, and

(h)

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

Nomination of candidates – (1) Each candidate must nominate themselves on a
single nomination paper.

(2) The returning officer(a)

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

(b)

is to prepare a nomination paper 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.
10.

11.

Candidate’s particulars – (1) The nomination paper must state the candidate’s (a)

full name,

(b)

contact address in full, and

(c)

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

Declaration of interests – The nomination paper 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.

13.

Declaration of eligibility – The nomination paper 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 1 of the 2003 Act or by any provision
of the constitution; and,

(b)

for a member of the public or service user/carer 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.

Signature of candidate – The nomination paper must be signed and dated by the
candidate, indicating that –
(a)

they wish to stand as a candidate,
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14.

(2)

(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.

Decisions as to the validity of nomination – (1) Where a nomination paper 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(a)

decides that the candidate is not eligible to stand,

(b)

decides that the nomination paper 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 paper is invalid only on one
of the following grounds 1. that the paper is not received on or before the final time and date for return of
nomination papers, as specified in the notice of the election,
2. that the paper does not contain the candidate’s particulars, as required by rule 10;
3. that the paper does not contain a declaration of the interests of the candidate, as
required by rule 11,
4. that the paper does not include a declaration of eligibility as required by rule 12, or
5. that the paper is not signed and dated by the candidate, as required by rule 13.

(3)

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

(4)

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

(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 paper.

15.

Publication of statement of candidates – (1) The returning officer is to prepare and
publish a statement showing the candidates who are standing for election.

(2)

The statement must show –
(a)

the name, contact 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 paper.
(3)

The statement must list the candidates standing for election in alphabetical order by
surname.
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(4)

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

16.

Inspection of statement of nominated candidates and nomination papers – (1)
The corporation is to make the statements of the candidates and the nomination
papers supplied by the returning officer under rule 15(4) available for inspection by
members of the public free of charge at all reasonable times.

(2)

If a person requests a copy or extract of the statements of candidates or their
nomination papers, the corporation is to provide that person with the copy or extract
free of charge.

17.

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.

18.

Method of election – (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.

(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.

(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.
Part 5 – Contested elections

19.

Poll to be taken by ballot – (1) The votes at the poll must be given by secret ballot.

(2)

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

20.

The ballot paper – (1) The ballot of each voter 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.

(2)

Every ballot paper must specify –
(a)

the name of the corporation,

(b)

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

(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.

(3)

Each ballot paper must have a unique identifier.

(4)

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

21.

The declaration of identity (public and service user/carer constituencies) – (1) In
respect of an election for a public or service user/carer constituency a declaration of
identity must be issued with each ballot paper.

(2)

The declaration of identity is to include a declaration –

(3)

(a)

that the voter is the person to whom the ballot paper was addressed,

(b)

that the voter has not marked or returned any other voting paper in the
election, and

(c)

for a member of the public or service user/carer constituency, of the
particulars of that member’s qualification to vote as a member of the
constituency or class within a constituency for which the election is being
held.

The declaration of identity is to include space for –
(a)

the name of the voter,

(b)

the address of the voter,

(c)

the voter’s signature, and

(d)

the date that the declaration was made by the voter.

(4)

The voter must be required to return the declaration of identity together with the ballot
paper.

(5)

The declaration of identity must caution the voter that, if it is not returned with the ballot
paper, or if it is returned without being correctly completed, the voter’s ballot paper may
be declared invalid.

Action to be taken before the poll
22.

List of eligible voters – (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 26 as soon as is
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reasonably practicable after the final date for the delivery of notices of withdrawals by
candidates from an election.
(2)

The list is to include, for each member, a mailing address where his or her ballot paper
is to be sent.

23.

Notice of poll - The returning officer is to publish a notice of the poll stating–

24.

(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 address for return of the ballot papers, and the date and time of the close
of the poll,

(g)

the address and final dates for applications for replacement ballot papers, and

(h)

the contact details of the returning officer.

Issue of voting documents by returning officer – (1) 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 documents to each member of the corporation named in the list of
eligible voters–
(a)

a ballot paper and ballot paper envelope,

(b)

a declaration of identity (if required),

(c)

information about each candidate standing for election, pursuant to rule 59 of
these rules, and

(d)

a covering envelope.

(2)

The documents are to be sent to the mailing address for each member, as specified in
the list of eligible voters.

25.

Ballot paper envelope and covering envelope – (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.

(2)

The covering envelope is to have –

(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 –
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(a)

the completed declaration of identity if required, and

(b)

the ballot paper envelope, with the ballot paper sealed inside it.
The poll

26.

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.

27.

Voting by persons who require assistance – (1) The returning officer is to put in
place arrangements to enable requests for assistance to vote to be made.

(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.

28.

Spoilt ballot papers (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 a “spoilt ballot paper”),
that voter may apply to the returning officer for a replacement ballot paper.

(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.

(3)

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

(4)

(a)

is satisfied as to the voter’s identity, and

(b)

has ensured that the declaration of identity, 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.

Lost ballot papers – (1) Where a voter has not received his or her ballot paper by the
fourth day before the close of the poll, that voter may apply to the returning officer for a
replacement ballot paper.

(2)

The returning officer may not issue a replacement ballot paper for a lost ballot paper
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 ballot paper,
and

(c)

has ensured that the declaration of identity if required has not been returned.
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(3)

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

the name of the voter, and

(b)

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

30.

Issue of replacement ballot paper– (1) If a person applies for a replacement ballot
paper under rule 28 or 29 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 a
replacement ballot paper unless, in addition to the requirements imposed rule 28(3) or
29(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.

(2)

After issuing a replacement ballot paper under this rule, the returning officer shall enter
in a list (“the list of tendered ballot papers”) –
(a)

the name of the voter, and

(b)

the details of the unique identifier of the replacement ballot paper issued
under this rule.

31.

Declaration of identity for replacement ballot papers (public and service
user/carer constituencies) – (1) In respect of an election for a public or service
user/carer constituency a declaration of identity must be issued with each replacement
ballot paper.

(2)

The declaration of identity is to include a declaration –

(3)

(a)

that the voter has not voted in the election with any ballot paper other than the
ballot paper being returned with the declaration, and

(b)

of the particulars of that member’s qualification to vote as a member of the
public or service user/carer constituency, or class within a constituency, for
which the election is being held.

The declaration of identity is to include space for –
(a)

the name of the voter,

(b)

the address of the voter,

(c)

the voter’s signature, and

(d)

the date that the declaration was made by the voter.

(4)

The voter must be required to return the declaration of identity together with the ballot
paper.

(5)

The declaration of identity must caution the voter that if it is not returned with the ballot
paper, or if it is returned without being correctly completed, the replacement ballot
paper may be declared invalid.
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Procedure for receipt of envelopes
32.

Receipt of voting documents – (1) Where the returning officer receives a –
(a)

covering envelope, or

(b)

any other envelope containing a declaration of identity if required, a ballot
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 33
and 34 are to apply.
(2)

The returning officer may open any ballot paper envelope for the purposes of rules 33
and 34, 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.

(3)

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

33.

Validity of ballot paper – (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 a declaration of identity if required that has been
correctly completed, signed, and dated.

(2)

Where the returning officer is satisfied that paragraph (1) has been fulfilled, he or she is
to –

(3)

34.

(a)

put the declaration of identity 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 paragraph (1) has been fulfilled, he or
she is to –
(a)

mark the ballot paper “disqualified”,

(b)

if there is a declaration of identity accompanying the ballot paper, mark it as
“disqualified” and attach it the ballot paper,

(c)

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

(d)

place the document or documents in a separate packet.

Declaration of identity but no ballot paper (public and service user/carer
constituency) – Where the returning officer receives a declaration of identity if
required but no ballot paper, the returning officer is to –
(a)

mark the declaration of identity “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
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(c)
35.

place the declaration of identity in a separate packet.

Sealing of packets – As soon as is possible after the close of the poll and after the
completion of the procedure under rules 33 and 34, the returning officer is to seal the
packets containing–
(a)

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

(b)

the declarations of identity if required,

(c)

the list of spoilt ballot papers,

(d)

the list of lost ballot papers,

(e)

the list of eligible voters, and

(f)

the list of tendered ballot papers.
Part 6 - Counting the votes

36.

Interpretation of Part 6 – In Part 6 of these rules –

“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 paper –
(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 44(4) below,

“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 41 below,
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“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 papers from the candidate who has the
surplus,

“stage of the count”

means –

(a)

the determination of the first preference vote of each candidate,

(b)

the transfer of a surplus of a candidate deemed to be elected, or

(c)

the exclusion of one or more candidates at any given time,

“transferable paper”

means a ballot paper 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 paper on which a second or
subsequent preference is recorded for the candidate to whom that
paper has been transferred, and

“transfer value”

means the value of a transferred vote calculated in accordance
with paragraph (4) or (7) of rule 42 below.

37.

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

38.

The count – (1) The returning officer is to –
(a)

count and record the number of ballot papers that have been returned, and

(b)

count the votes according to the provisions in this Part of the rules.

(2)

The returning officer, while counting and recording the number of ballot papers 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.

(3)

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

39.

Rejected ballot papers – (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,
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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.
(2)

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

(3)

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 paragraph (1).

40.

First stage – (1) The returning officer is to sort the ballot papers into parcels
according to the candidates for whom the first preference votes are given.

(2)

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

(3)

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

41.

The quota – (1) The returning officer is to divide the number of valid ballot papers by
a number exceeding by one the number of members to be elected.

(2)

The result, increased by one, of the division under paragraph (1) above (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”).

(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
paragraphs (1) to (3) of rule 44 has been complied with.

42.

Transfer of votes – (1) Where the number of first preference votes for any candidate
exceeds the quota, the returning officer is to sort all the ballot papers 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 papers for any
continuing candidate, or

(b)

where no such preference is given, as the sub-parcel of non-transferable
votes.

(2)

The returning officer is to count the number of ballot papers in each parcel referred to
in paragraph (1) above.

(3)

The returning officer is, in accordance with this rule and rule 43 below, to transfer each
sub-parcel of ballot papers referred to in paragraph (1)(a) to the candidate for whom
the next available preference is given on those papers.

(4)

The vote on each ballot paper transferred under paragraph (3) above shall be at a
value (“the transfer value”) which –
(a)

reduces the value of each vote transferred so that the total value of all such
votes does not exceed the surplus, and

53
Updated July 2015

(b)

(5)

is calculated by dividing the surplus of the candidate from whom the votes are
being transferred by the total number of the ballot papers 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 papers, the
number of votes for any candidate exceeds the quota, the returning officer is to sort the
ballot papers in the sub-parcel of transferred votes which was last received by that
candidate into separate sub-parcels so that they are grouped –
(a)

according to the next available preference given on those papers for any
continuing candidate, or

(b)

where no such preference is given, as the sub-parcel of non-transferable
votes.

(6)

The returning officer is, in accordance with this rule and rule 43 below, to transfer each
sub-parcel of ballot papers referred to in paragraph (5)(a) to the candidate for whom
the next available preference is given on those papers.

(7)

The vote on each ballot paper transferred under paragraph (6) shall be at –
(a)

a transfer value calculated as set out in paragraph (4)(b) above, 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.
(8)

Each transfer of a surplus constitutes a stage in the count.

(9)

Subject to paragraph (10), the returning officer shall proceed to transfer transferable
papers until no candidate who is deemed to be elected has a surplus or all the
vacancies have been filled.

(10) Transferable papers 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.

(11) This rule does not apply at an election where there is only one vacancy.
43.

Supplementary provisions on transfer – (1) If, at any stage of the count, two or more
candidates have surpluses, the transferable papers 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 papers of the candidate who had the highest recorded vote at the
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earliest preceding stage at which they had unequal votes shall be transferred
first, and
(b)

(2)

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 papers of the candidate on whom the lot falls shall be
transferred first.

The returning officer shall, on each transfer of transferable papers under rule stv42
above –
(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.

(3)

All ballot papers transferred under rule 42 or 44 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 paper or, as the case may be, all the papers in that sub-parcel.

(4)

Where a ballot paper is so marked that it is unclear to the returning officer at any stage
of the count under rule 42 or 44 for which candidate the next preference is recorded,
the returning officer shall treat any vote on that ballot paper as a non-transferable vote;
and votes on a ballot paper 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.

44.

Exclusion of candidates – (1) If—
(a)

all transferable papers which under the provisions of rule 42 above (including
that rule as applied by paragraph (11) below) and this rule are required to be
transferred, have been transferred, and

(b)

subject to rule 45 below, 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 paragraph (12) below applies, the candidates with the then lowest
votes).
(2)

The returning officer shall sort all the ballot papers on which first preference votes are
given for the candidate or candidates excluded under paragraph (1) above into two
sub-parcels so that they are grouped as—
(a)

ballot papers on which a next available preference is given, and
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(b)

ballot papers on which no such preference is given (thereby including ballot
papers on which preferences are given only for candidates who are deemed
to be elected or are excluded).

(3)

The returning officer shall, in accordance with this rule and rule 43 above, transfer
each sub-parcel of ballot papers referred to in paragraph (2)(a) above to the candidate
for whom the next available preference is given on those papers.

(4)

The exclusion of a candidate, or of two or more candidates together, constitutes a
further stage of the count.

(5)

If, subject to rule 45 below, one or more vacancies still remain to be filled, the returning
officer shall then sort the transferable papers, if any, which had been transferred to any
candidate excluded under paragraph (1) above into sub-parcels according to their
transfer value.

(6)

The returning officer shall transfer those papers in the sub-parcel of transferable
papers with the highest transfer value to the continuing candidates in accordance with
the next available preferences given on those papers (thereby passing over candidates
who are deemed to be elected or are excluded).

(7)

The vote on each transferable paper transferred under paragraph (6) above shall be at
the value at which that vote was received by the candidate excluded under paragraph
(1) above.

(8)

Any papers on which no next available preferences have been expressed shall be set
aside as non-transferable votes.

(9)

After the returning officer has completed the transfer of the ballot papers in the subparcel of ballot papers with the highest transfer value he or she shall proceed to
transfer in the same way the sub-parcel of ballot papers with the next highest value
and so on until he has dealt with each sub-parcel of a candidate excluded under
paragraph (1) above.

(10) The returning officer shall after each stage of the count completed under this rule—
(a)

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.

(11) 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 paragraphs (5) to (10) of rule 42 and
rule 43.
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(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.
(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.

45.

Filling of last vacancies – (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.

(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.

(3)

Where the last vacancies can be filled under this rule, no further transfer of votes shall
be made.

46.

Order of election of candidates – (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
42(10) above.

(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.

(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.

(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.

Part 7 – Final proceedings in contested and uncontested elections
47.

Declaration of result for contested elections – (1) In a contested election, when the
result of the poll has been ascertained, the returning officer is to—
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(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)

(2)

(i)

where the election is held under a proposed constitution pursuant to
powers conferred on the Oxleas NHS Trust by section 4(4) of the
2003 Act, to the chair of the NHS Trust, or

(ii)

in any other case, to the chair of the corporation, and

give public notice of the name of each candidate who he or she has declared
elected.

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 39(1),

available on request.
48.

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 chair of the corporation, and

(c)

give public notice of the name of each candidate who he or she has declared
elected.
Part 8 – Disposal of documents

49.

(2)

Sealing up of documents relating to the poll – (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,

(b)

the ballot papers endorsed with “rejected in part”,

(c)

the rejected ballot papers, and

(d)

the statement of rejected ballot papers.

The returning officer must not open the sealed packets of –
(a)

the disqualified documents, with the list of disqualified documents inside it,
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(3)

(b)

the declarations of identity,

(c)

the list of spoilt ballot papers,

(d)

the list of lost ballot papers,

(e)

the list of eligible voters, and

(f)

the list of tendered ballot papers.

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.

50.

Delivery of documents – Once the documents relating to the poll have been sealed
up and endorsed pursuant to rule 49, the returning officer is to forward them to the
chair of the corporation.

51.

Forwarding of documents received after close of the poll – Where –
(a)

any voting documents are received by the returning officer after the close of
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 ballot papers are made too late to enable
new ballot papers to be issued,

the returning officer is to put them in a separate packet, seal it up, and endorse and forward
it to the chair of the corporation.
52.

Retention and public inspection of documents – (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
regulator, cause them to be destroyed.

(2)

With the exception of the documents listed in rule 53(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.

(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.

53.

Application for inspection of certain documents relating to an election – (1) The
corporation may not allow the inspection of, or the opening of any sealed packet
containing –
(a)

any rejected ballot papers, including ballot papers rejected in part,

(b)

any disqualified documents, or the list of disqualified documents,

(c)

any counted ballot papers,

59
Updated July 2015

(d)

any declarations of identity, or

(e)

the list of eligible voters,

by any person without the consent of the Regulator.
(2)

A person may apply to the Regulator to inspect any of the documents listed in (1), and
the Regulator 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.

(3)

The Regulator’s consent may be on any terms or 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.
(4)

On an application to inspect any of the documents listed in paragraph (1), –
(a)

in giving its consent, the regulator, and

(b)

and making the documents available for inspection, the corporation,

must 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 the regulator has declared that the vote was invalid.
Part 9 – Death of a candidate during a contested election

54.

Countermand or abandonment of poll on death of candidate – (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)

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 papers 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 papers 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.
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(2)

The ballot papers which have preferences recorded for the candidate who has died are
to be sealed with the other counted ballot papers pursuant to rule 49(1)(a).
Part 10 – Election expenses and publicity
Election expenses

55.

Election expenses – 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 to the regulator under Part 11 of these rules.

56

Expenses and payments by candidates - 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 –

57.

(2)

(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].

Election expenses incurred by other persons – (1) No person may (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 58 and 59.
Publicity

58.

Publicity about election by the corporation – (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.
(2)

Any information provided by the corporation about the candidates, including
information compiled by the corporation under rule 59, must be –
(a)

objective, balanced and fair,

(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.
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(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.

59.

Information about candidates for inclusion with voting documents - (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.

(2)

The information must consist of –
(a)

a statement submitted by the candidate of no more than 100 words, and

[(b)

a photograph of the candidate, if submitted by candidate.

60.

Meaning of “for the purposes of an election” - (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.

(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.
Part 11 – Questioning elections and the consequence of irregularities

61.

Application to question an election – (1) An application alleging a breach of these
rules, including an electoral irregularity under Part 10, may be made to the regulator.

(2)

An application may only be made once the outcome of the election has been declared
by the returning officer.

(3)

An application may only be made to the Regulator by -

(4)

(a)

a person who voted at the election or who claimed to have had the right to
vote, or

(b)

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 Regulator may require.

(5)

The application must be presented in writing within 21 days of the declaration of the
result of the election.

(6)

If the Regulator requests further information from the applicant, then that person must
provide it as soon as is reasonably practicable.
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(7)

The Regulator shall delegate the determination of an application to a person or
persons to be nominated for the purpose of the Regulator.

(8)

The determination by the person or persons nominated in accordance with Rule 61(7)
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.

(9)

The Regulator may prescribe rules of procedure for the determination of an application
including costs.
Part 12 – Miscellaneous

62.

Secrecy – (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 a
ballot paper or who has or has not voted,

(ii)

the unique identifier on any ballot paper,

(iii)

the candidate(s) for whom any member has voted.

(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.

(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.

63.

Prohibition of disclosure of vote – 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.

64.

Disqualification – 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 –

65.

(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.

Delay in postal service through industrial action or unforeseen event –
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 and declarations of identity,
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If

the returning officer may extend the time between the publication of the notice of the poll and
the close of the poll, with the agreement of the Regulator.

64
Updated July 2015

Board of Directors
3rd September 2015

Item
Enclosure

14
13

Agenda item

Audit Committee update

Item from

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

Attachments
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
3rd September 2015

Item
Enclosure

Agenda item

Business Committee update (21st July 2015 meeting)

Item from

Dave Mellish, Chair

Attachments

Front Sheet only

15
14

Summary and Highlights
•

GSTT have agreed to proceed with the provision of renal services on the Queen Mary’s site,
written confirmation is awaited and site specifications are to be finalised.

•

The Trust was not successful in passing the PQQ for Dartford, Gravesham, Swanley and
Swale Community services.

•

The Committee noted the update on the Greenwich Prisons Cluster mobilisation. The
Directorate is focussing on resolving any operational challenges, with action plans in place
where needed. Sub-contractor arrangements are working well and initial feedback has been
positive. Recruitment remains a key challenge.

•

The Committee discussed the implications of the South East London Strategy work and
noted that a number of the themes aligned to the Oxleas strategic plan and the Trust’s
financial plan already reflected the levels of savings being discussed in the document.

•

The Business Committee noted that at the end of quarter 1, the Trust achieved a surplus of
£183k which was £3k ahead of plan and included the release of one-off non-recurrent
support of £173k. Monitor is consulting on a new risk rating system. Under the proposed
new measures, the Trust rating at quarter 1 would be 3.2 which would round down to 3.
Savings plans for 16/17 remain an area of focus and all Directorates have been tasked with
ensuring plans to meet their target are available for the next set of annual plan meetings in
October.

Recommendations
The Board notes the key highlights.
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Item from

Capital Investment Committee:
1. Redevelopment of QMH Phase 1- Approval of Stage 3
Fees
2. Refurbishment of Highpoint House.
Rachel Evans – Director of Estates & Facilities

Attachments

Report

Summary and Highlights
The following items have been considered by the Capital Investment Committee:
1. Stage 3 fees for the redevelopment of QMH.
Due to the need for approval by the end of August, the Capital Investment
Committee approved the Stage 3 fee for GalifordTry to develop the QMH scheme up
to the submission of the Guaranteed Maximum Price (GMP). The Board are asked to
ratify this decision.
2. The investment of capital - £1,785,000 - to enable the refurbishment of Highpoint
House
Recommendations
1. The Board are asked to ratify the decision by the Capital Investment Committee to
approve the stage 3 fees for the development of QMH.
2. The Board are asked to approve the expenditure of capital, as detailed, to refurbish
Highpoint House and the award of the associated construction contract.

1. Redevelopment of QMH Phase 1 - Approval of Stage 3 Fees
Background
GalifordTry (formerly Miller) were selected in July 2014 as our Principal Supply Chain
Partner (PSCP) for the redevelopment of the QMH site. In March 2015 they were instructed
to cease work as the Phase 1 Cost Plan was over budget. In May 2015 the scheme was
redesigned and the new scheme confirmed as affordable by our Cost Manager’s, Turner and
Townsend.
In May 2015 GalifordTry were instructed to update their Stage 3 Activity schedule and
Programme, which has been benchmarked and validated by our Project Manager and Cost
Manager’s from Turner and Townsend.
Stage 3 Fee
Stage 3 is the period where the designers move from 1:200 (outline) drawings, and develop
the design and room data sheets, producing the design packages for tender, culminating in
the submission of the Guaranteed Maximum Price (GMP) .
The Stage 3 fee is made up largely of the designer’s fees (architect, engineers etc.) and some
Gailford Try supervision time to manage the design team and develop the GMP. The fees are
based on a detailed programme and Activity Schedule which estimates the number of hours
required to deliver each activity
The Stage 3 fee has been agreed with GalifordTry at £813,440.37 plus vat, which relates to
the full design and procurement of the works, this is a reduction of approximately £200k
when compared to the initial activity schedule and programme submitted. Turner and
Townsend have reviewed the activity schedule and are happy to recommend this as value
for money as the fee is significantly lower than the benchmarks for similar ProCure21+
schemes. In addition the activity schedule has been assessed and is believed to include
adequate resources sufficient to deliver this phase of the scheme.
Contract
The Stage 3 Contract has been drafted for signature subject to approval of the fee. The
supporting document including the brief, activity schedule, programme and the project
execution plan (PEP) are complete.
Project Resources
GalifordTry have put forward the project team they propose to undertake Phase 1 of the
redevelopment, which includes an experienced Project Manager, Nick Doig, who will be
supported by the Operations Manager and Senior Design Manager all from the original team
put forward at selection. On the Commercial side, Gareth Case the P21+ Commercial
Manager will be supported by a senior QS and project specific commercial manager.

Regular feedback meetings already in place will be enhanced by GalifordTry’s new Quality
Assurance Procedure, along with monitoring and training from the NHS Procure 21+ team to
ensure the project is delivered on time and within budget.
Programme
A detailed programme is included with a summary of the key dates listed in the table below:
Key Activities
Dates
Notes
Trust Approval of Fees
17 Aug 15
Stage 3 Fees
Design Development
Aug 14 to Jan 15
Room Data sheets, 1:50 and
detailed drawings
Package Tender information
Sept 14 to Dec 14
GT to prepare
Planning Approval
Dec 14 to Apr 15
Submission to Bexley Council
GT Prepare GMP
Dec 14 to Mar 15
GT Submit GMP to Oxleas
08 Mar 15
Oxleas Approval of GMP
23 Mar 15
Start on site
25 Apr 15

2. Refurbishment of Highpoint House
Background
Highpoint House is a 1930’s three stories brick built building; it is used for clinical service
delivery and as office accommodation. Recently the building was occupied by two different
NHS organisations and therefore has two different entrances, but is now exclusively used by
Oxleas Children’s Services.
The third floor was refurbished in 2011 and the windows and heating was replaced in 2008.
Project Drivers
This project will enable the co-location of Children’s Services at Highpoint House. The clinical
rooms will be bookable and can be used by all Children’s Services teams, which will aid
service development and integrated working. The investment should make a real difference
and we will therefore be appointing a designer to help us achieve this, working with the
outline design we have agreed. Services users will be involved in agreeing the detailed
design to ensure the building is child focused, and takes account of younger and older
children.
The ground and first floor of Highpoint House are in a tired state and the room finishes
require refurbishment. The project provides the opportunity to improve the layout and
provision of clinical rooms and to enhance the internal environment for the benefit of
clients. It allows for the office accommodation to be laid out in a more efficient manner to
assist with the provision of hot desking.
The lift will be external and of fire evacuation specification, which is more costly however it
is easier to construct, does not compromise the internal floor area and builds in flexibility. It

enables each floor to be accessed separately with space for individual reception areas, if
required, to support different services or service providers on each floor. A fire evacuation
lift enables the upper floors to be used by all staff and clients.
With work of this nature it is statutorily required to upgrade the electrical and mechanical
services. Due to the age of the building this work will have to be undertaken as some point
in the near future and once complete will not need renewing for at least 25 years.
The proposed work is to;
•

Refurbish ground and first floors.
o Remodel the layout to provide additional and improved clinical rooms, with
associated storage for equipment, on the ground and first floor. All clinical
rooms will be bookable rooms in line with the current estate strategy.
o New reception located next to the staircase and a new lift to improve client
experience and the access to and within the building. An improved waiting
area that will cater for both younger and older children.
o Create clearly defined public and staff areas.

•

Install lift to serve all floors.
o The new lift will be constructed externally to the front elevation and next to
the existing staircase. This will simplify access to all floors and enable all
floors to be accessed independently.
o The lift will be an evacuation lift, simplifying the fire risk management of the
building.

•

Refurbish services to meet the new layout and current standards.
o

New power, lighting and data installation.

o LED lights in line with Oxleas sustainability agenda.
o New panic alarm and access control.
•

External improvements.
o Landscaping to provide a welcoming feel to the front entrance.
o Landscaping to the rear garden to improve the emergency egress and to
provide area can be used for therapeutic purposes.

Procurement
The work will be procured by a single stage tendering process, with the lowest contractors
being interviewed before a final appointment is made. The interview will judge the
contractors post contract project management skills.
Project Costs
The project has been tendered and three submissions have been received and the lowest
submission is £1,296,403.43 making a whole project cost of £1,784,947.86.

Item

%

Build Costs

£
1,296,403.43

VAT

20
Sub total

Fees

259,280.69
1,555,684.12

6.5

84,266.22

Equipping/Furniture

50,000.00

IT/Telephone

10,000.00
Sub total

Contingency
Total Project Costs

1,699,950.34
5

84,997.52
1,784,947.86

The highest tender submitted was only £47k more than the most competitive; this is a
difference of 3.6% which suggest that the submissions received are competitive and reflect
the current construction market. Interviews will be undertaken with the tenderers before a
final selection is made.
Benchmarking
The costs for this project have been benchmarked against the refurbishment of Market
Street which was tendered in 2013 and current refurbishment rates.
The cost/m² for the Highpoint House project (£1,234 m²) is comparable with current costs
for internal refurbishments and they compare favourably with the Market Street works.
Building Works Cost

Item

Tendered
Sums

Tendered Sums with
Preliminaries distributed over
works items

£/m²

Preliminaries

165,063.67

Internal Works

413,199.71

474,817.98

452.21

66,193.76

76,064.88

72.44

321,527.92

369,475.66

351.88

66,144.53

76,008.31

72.39

External Works

100,495.90

115,482.32

Lift Installation

163,777.94

187,673.32

1,296,403.43

1,296,403.43

Structural
Alterations
Electrical Services
Mechanical Services

Grand Total

The internal works includes refurbishing the rooms and corridors; £155k is for the
construction work, £195k for new fittings such as sanitary ware, doors and suspended
ceilings and £125k for finishes such as new flooring and decorations.
Structural alterations include moving the reception area and opening up for the new waiting
room but also for remodelling the room layout to provide more and improved clinical rooms
and storage.
The electrical services includes renewing the power, lighting and data installations also new
panic alarm, door access control, fire alarm improvements, CCTV and hearing loops.
The mechanical works is for modifying the draining, water supply and heating provision and
for improving the mechanical ventilation.
The external works planned is replacing the guttering and landscaping.
The lift will be housed in an external steel frame and will be an evacuation lift.
Decant
It is proposed to decant the service to the Memorial OPD building for the duration of the
works. This building has recently been used as decant space and the amount of work
required to use this area in minimal.
Decanting will result in a lower project cost as it shortens the construction period and does
not require expensive modifications to power and data supplies required to keep areas live.
Programme
Planning consent for the works has been received and the work will take seven months to
complete. It is envisaged that the work will commence in November 2015 and complete in
May 2016.
This project was considered by the Capital Investment Committee who recommends
approval.
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Monitor Response - 14/15 Q4 monitoring and 15/16 annual
plan review
Ben Travis, Director of Finance

Attachments

Monitor feedback letter

Summary and Highlights
Monitor completed its review of our one-year operational plan and Q4 submission and has
confirmed the following ratings.
No concerns were raised in relation to the operational plan.

Continuity of service risk rating

Q4
Q1
Q2
Q3
Q4
14/15 15/16 15/16 15/16 15/16
(actual (plan) (plan) (plan) (plan)
4
4
4
4
4

Governance rating

Green

Changes to risk register

New risks identified

Recommendations
The Board is asked to note.

Previous
rating

New rating

Rating

03/08/2015
Mr Stephen Firn, Chief Executive
Oxleas NHS Foundation Trust
Pinewood House
Pinewood Place
Dartford
Kent
DA2 7WG

Wellington House
133-155 Waterloo Road
London SE1 8UG
T: 020 3747 0000
E: enquiries@monitor.gov.uk
W: www.GOV.UK/monitor

Dear Mr Firn,
Oxleas NHS Foundation Trust
2014/15 Q4 monitoring and 2015/16 Annual Plan Review (APR)
I am writing in response to the one-year 2015/16 operational plan and the 2014/15
Q4 return, both submitted by the trust in May 2015.
As noted in the separate letter from David Bennett, we are asking all trusts to look at
their 2015/16 plans again with the aim of reducing the unaffordable sector deficit.
Therefore the purpose of this letter is to:




Confirm the trust’s current and forecast continuity of services risk ratings
Confirm the trust’s governance rating
Feed back on any specific concerns identified from our review of your 2014/15
Q4 and 2015/16 operational plan review submissions (over and above those
outlined in David Bennett’s letter to the sector).

We appreciate the efforts undertaken by you and the sector as a whole during the
planning round this year, especially given the introduction of a draft plan phase, the
changes to the timetable, and the need to update plans with short timeframes to
reflect the tariff.
As previously communicated in our 2015/16 guidance1, the 2016/17 planning round
is likely to include a multi-year strategic element and this is still our intention. These
plans will need to both build on the strategy submitted to Monitor in June 2014 and
reflect your response to the ‘Five Year Forward View’.
Further guidance will be issued in due course, but in the meantime you may wish to
refer to the Strategy Development Toolkit2 made available last autumn.

1

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/390070/APR_guidanc
e_Dec14.pdf
2
https://www.gov.uk/government/publications/strategy-development-a-toolkit-for-nhs-providers

Foundation trust risk ratings
We have now completed the review of your one-year operational plan and Q4
submission. Based on this work, the trust’s current and forecast risk ratings are:

Continuity of service risk rating
Governance rating

Q4
14/15
(actual)

Q1
15/16
(plan)

Q2
15/16
(plan)

Q3
15/16
(plan)

Q4
15/16
(plan)

4

4

4

4

4

Green

Under the Risk Assessment Framework3, the governance rating indicates whether
Monitor is currently taking any action; this rating therefore reflects the outcome of
both the operational plan review and Q4 monitoring.
As explained in our letter of 13 May 2015, governance ratings and continuity of
services ratings will be published on Monitor’s website for all trusts shortly.

Regulatory response
Quarterly monitoring
The trust has been assigned a ‘Green’ governance rating.
A report on the FT sector aggregate performance from Q4 2014/15 is now available
on our website4, which I hope you will find of interest.
We have also issued a press release5 setting out a summary of the key findings
across the FT sector from the Q4 monitoring cycle.

Annual plan review
No undue concerns were raised from review of your operational plan. We will
continue to monitor ongoing delivery as normal.

3

4

www.monitor.gov.uk/raf

https://www.gov.uk/government/publications/nhs-foundation-trusts-quarterly-performance-reportquarter-4-201415
5
https://www.gov.uk/government/news/foundation-trusts-face-challenging-year-as-pressures-mount

However, as explained in the separate letter from David Bennett, given the
unaffordable sector-wide deficit being forecast for 2015/16 all trusts are being asked
to look at their plans again to determine whether the options outlined in that letter
may present opportunities to improve their financial position. Please refer to the
separate letter for further details and required actions.
If you have any queries relating to the above, please contact me by telephone on
020 3747 0371 or by email Victoria.Woodhatch@Monitor.gov.uk.
Regards,

Victoria Woodhatch
Deputy Regional Director
CC. Ben Travis, Finance Director
Dave Mellish, Chair
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Monitor - Risk Assessment Framework (RAF)

Item from

Ben Travis, Director of Finance

Attachments

Risk assessment framework – Updated August 2015

Summary
In August, Monitor published its updated Risk Assessment Framework (RAF), following a
consultation on the proposed changes. The changes are intended to strengthen Monitor’s
regulatory regime so that it can help foundation trusts (FTs) live within their means and support
improvements in financial efficiency across the sector.
The following represents the key highlights:Introduction of a ‘financial sustainability risk rating’
This combines in-year financial performance (income and expenditure margin) and the accuracy
of planning with the existing elements of the continuity of services risk rating to produce a new
single risk rating. This now no longer includes the monitoring of performance against the capital
plan (which had been included in the consultation) and attaches equal weightings to all
indicators.

The overall score informs Monitor’s regulatory approach towards foundation trusts. The table

below outlines the regulatory implications of each score and introduces a new 2* risk rating.
If we achieve our planned surplus we would score a rating of 3.5 which would round up to a 4.

Inclusion of a ‘value for money ‘ governance measure within the existing governance rating
If a provider demonstrates inefficient/uneconomical spend (actual or likely) compared to
published benchmarks, this may trigger an investigation. Where appropriate national
benchmarks are not yet available, Monitor may also consider investigating a trust if there
is other material evidence to suggest a trust is delivering poor value for money. For
example, Monitor may look at whether a foundation trust is adhering to good practice
regarding agency and management consultancy spend.
The requirement for all foundation trusts to submit monthly financial information
The monthly collection will not supersede the quarterly reporting process. The intention
is to provide additional visibility between the quarterly monitoring process and allow
Monitor to identify areas of concern sooner. The monthly data collection will require
selected information and board sign off will not be needed prior to submission.
The quarterly process will continue as the key comprehensive submission (review of both
financial and governance positions) and ratings will continue to be published on a
quarterly basis.

Recommendation
The Board is asked to note.
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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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Summary
Since 1 April 2013 all NHS foundation trusts have needed a licence from Monitor
stipulating the specific conditions they must meet to operate, including financial
sustainability and governance requirements. This document sets out the risk
assessment framework we use to assess each NHS foundation trust’s compliance
with two specific aspects of its provider licence: the continuity of services and
governance licence conditions.
Monitor’s assessment of a foundation trust under the risk assessment framework
aims to identify:


significant risk to the financial sustainability of a provider of key NHS services
that endangers the continuity of those services and/or



poor governance at an NHS foundation trust, including poor financial
governance and inefficiency.

NHS foundation trusts are assigned a financial sustainability risk rating calculated
using a capital service metric, liquidity metric, income and expenditure (I&E) margin
metric and variance from plan metric.
A foundation trust’s governance rating is determined using information from a range
of sources including national outcome and access measures, outcomes of Care
Quality Commission (CQC) inspections and aspects related to financial governance
and delivering value for money.
The ratings indicate when there is a cause for concern at a provider. It is important to
note they do not automatically indicate a licence breach or trigger regulatory action.
Rather, they prompt us to consider where a more detailed investigation may be
necessary to establish the scale and scope of any risk.
The risk assessment framework described in this document applies to NHS
foundation trusts only; independent providers of NHS services should consult
a separate document.1
Financial sustainability: continuity of services and financial efficiency
Monitor has a statutory role to ensure the continued provision of key NHS services,
as identified by commissioners. We also have a statutory role in ensuring effective
governance of NHS foundation trusts, which includes financial governance and
managing finances in a way that is economic, efficient and effective. The risk
assessment framework helps us detect early signs of any financial risks that could

1

Available from: www.gov.uk/government/publications/risk-assessment-framework-independentsector-providers-of-nhs-services
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jeopardise an NHS foundation trust’s financial standing and so threaten the
continuity of the key services it provides, or indicates a financial governance
concern.
If a provider looks likely to fail financially, its key services may need to be
reconfigured to ensure they continue to be available to local patients. This
reconfiguration is complex and time-consuming. Early notice of any potential failure
therefore helps avoid disruption for patients and overburdening providers, and gives
us time to assess the scope of the concerns and the best way to engage
commissioners, patients and other stakeholders in addressing them quickly and
effectively.
The financial sustainability risk rating is our view of the level of financial risk a
foundation trust faces to the ongoing delivery of key NHS services and its overall
financial efficiency. The rating ranges from 1, the most serious risk, to 4, the lowest
risk. A rating indicating serious risk does not necessarily represent a breach of the
provider licence. Rather, it reflects the degree of financial concern we have about a
provider and consequently the frequency with which we will monitor it.
Governance
NHS foundation trusts should be well governed; this includes how they oversee care
for patients, deliver national standards and remain economic, efficient and effective.
We use a range of methods to assess governance at NHS foundation trusts and to
gain assurance that required governance standards are met. These include:


A specified set of national metrics as proxies for overall standards of
governance, including A&E waiting times, cancer waiting times and rates of
C. difficile infection. In addition, when CQC has serious concerns about a
trust, we consider whether it is in breach of its licence and what action is
needed. When third parties bring information to us, such as patterns of patient
complaints or infection outbreaks, we consider whether this is evidence of
underlying governance issues.



How individuals (both staff and patients) perceive their hospital: we track
trends in specific staff and patient metrics, such as satisfaction ratings, staff
turnover and absenteeism. We generally use this information in three ways: to
corroborate other governance information; to help diagnose the cause of
problems at a trust; to assess the ability of the trust to drive improvement. If
we identify any causes for concern, we act proportionately and transparently,
sharing our findings with the trust.



Concerns raised by independently commissioned governance reviews: we
believe well-run organisations should regularly and rigorously assess their
governance. We have issued guidance on the well-led framework for
governance reviews and the risk assessment framework recommends that
5

NHS foundation trusts commission an independent review of their governance
at least every three years. We see this primarily as a way to encourage the
development of governance assurance at trusts. However, if a review reveals
there are significant unexpected governance issues driving a concern, we
consider immediate steps to safeguard patients and services.


Financial governance and efficiency concerns: we consider that well-governed
organisations will remain solvent, operate efficiently and demonstrate robust
financial planning and decision-making processes. Therefore, where we
identify a material risk to a trust’s financial sustainability or where a trust is not
operating as efficiently as it could be, we consider the extent to which this
reflects a governance issue. This could involve review of performance against
the different elements of the financial sustainability risk rating.

The governance rating has three categories:


green: we have no evident grounds for concern or we are not undertaking a
formal investigation



under review: we have identified a concern at a trust but not yet taken action;
we provide a written description stating the issue(s) at hand



red: we are taking enforcement action.

Revisions to the risk assessment framework in August 2015
In June 2015 we consulted on a number of proposed changes to the risk
assessment framework to reflect the challenging financial context in which
foundation trusts are operating and to strengthen our regulatory regime to support
improvements in financial efficiency across the sector.2 The changes include:


monitoring in-year financial performance and the accuracy of planning



combining these two measures with the previously used continuity of services
risk rating to produce a new four-level financial sustainability risk rating



introducing a value for money governance trigger.

We’ve also reviewed the appropriate reporting requirements and as a result from
August 2015 NHS foundation trusts will be required to submit financial information
monthly as well as quarterly.3

2

www.gov.uk/government/consultations/consultation-on-changes-to-the-risk-assessment-frameworkjune-2015
3
www.gov.uk/government/publications/nhs-foundation-trust-bulletin-29-july-2015/ft-bulletin-29-july2015
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We’ve also included recent changes to relevant policies such as the removal of
admitted and non-admitted referral to treatment targets.
Other changes to the text have been made to improve clarity and consistency of
terminology where appropriate.
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1. Introduction
1.1. What is the risk assessment framework?
Monitor is required by the Health and Social Care Act 2012 (the 2012 Act) to assess
risks to the provision of NHS services and to publish guidance on action we may
take if we identify risks. We are also required under the 2012 Act to oversee the
governance of NHS foundation trusts.
The risk assessment framework (RAF) is the guidance we use to highlight concerns
in the fulfilment of two conditions of the provider licence: continuity of services (CoS)
and governance; this constitutes the guidance for the purposes of General Condition
5 – Monitor Guidance.4 The NHS provider licence5 also states that licensees should
have regard for guidance Monitor may issue on corporate governance, financial
management and the risk-rating methodology. The relevant licence conditions can
be found in Appendix H.
This document concerns the RAF for NHS foundation trusts. The RAF for
independent providers is outlined in a separate document.
While all providers of NHS services are required to have a licence,6 the RAF only
applies to specific licence holders:


Providers of commissioner requested services (CRS)7 are subject to the CoS
conditions in their licence. CRS are defined in Section 1.3.



NHS foundation trusts are subject to the NHS foundation trust Condition 4
(Condition FT4; the governance condition) in their licence.

The framework is designed to highlight concerns in the areas outlined above.
Monitor may follow up any identified concern by requesting further information or by
opening a formal investigation. Further investigation is not automatic, and the
identification of a concern does not automatically indicate a breach of the licence.
Monitor’s approach comprises four stages (see Figure 1), the first three of which are
covered by the RAF and stages 3 and 4 are covered by Monitor’s enforcement
guidance:8
1.

monitoring the licence holders – see Chapter 2

4

States that licensees should have regard to guidance issued by Monitor for any of the purposes set
out in Section 96(2) of the 2012 Act.
5
Conditions CoS3 and FT4 (see Appendix H).
6
Unless exempt pursuant to the National Health Service (Licence Exemptions, etc) Regulations 2013
(s1 2013/2677).
7
Providers of CRS can be either foundation trusts or independent providers.
8
Available from: www.monitor.gov.uk/home/news-events-publications/our-publications/browsecategory/guidance-health-care-providers-and-co-7
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2.

assessing risks to compliance with the CoS and NHS foundation trust
governance licence conditions – see Chapters 3 and 4

3.

investigating potential breaches of licence conditions – see Chapter 5 and
Monitor’s enforcement guidance

4.

prioritisation and taking regulatory action – see Monitor’s enforcement
guidance. Where our concerns overlap those of CQC, we seek to align our
regulatory approaches.

1.2. Principles
Our use of the RAF is consistent with the Regulator’s Code9 and our established
regulatory approach, which is:


patient-focused: where we identify issues at licence holders, eg a risk to
CoS, access or the governance of quality of care, we are guided by patient
interests when assessing the need for action

 evidence-based: we base our actions on the available and relevant evidence
 proportionate: we ensure our actions address only the material risks
identified so that we do not overreach our regulatory remit


transparent: we strive to communicate clearly and openly to licence holders,
commissioners and other stakeholders the reasons for any actions we take
and to ensure our actions deliver the right outcomes for patients,
commissioners and other stakeholders



co-operative: we work with other regulators and organisations and, to avoid
duplication of effort, we take their conclusions into account when deciding our
regulatory approach.

1.3. Commissioner requested services and continuity of services
CRS are those services that local commissioners believe must continue to be
delivered to local patients should the provider fail, where there is no alternative
provider and where removing the services would significantly increase health
inequalities or make other services unviable.
Location specific services (LSS) must meet the same criteria as CRS but are so
designated when a provider is in trust special administration.

9

Available at: www.gov.uk/government/publications/regulators-code
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Figure 1: Monitor’s approach to provider regulation

*Appeal processes exist for Monitor’s formal enforcement powers: for more information refer to the Act.
Note: this figure sets out indicative considerations. Monitor may take into account other relevant factors and take other action as appropriate.
10

Figure 2 shows the differences between all NHS services, CRS and LSS. Please
refer to further guidance on the designation of CRS and LSS.10
1.4. Monitor’s approach to risk assessment
The Act gives Monitor powers to require any information necessary or expedient for
performing a number of our functions from a wide range of parties including licence
holders. In addition, all licence holders are required by the terms of their licence to
provide Monitor with any information we ask for to carry out our licensing functions.
This includes assessing the risk of non-compliance with particular licence conditions.
We use the information collected to assess the risk to CoS licence conditions and
non-compliance with the NHS foundation trust governance condition. We assign two
assessment ratings to NHS foundation trusts:


A financial sustainability risk rating describes the risk of a provider of CRS
ceasing to be a going concern and its overall financial efficiency. This rating
represents Monitor’s view of the likelihood that a licence holder is, will be or
could be in breach of the CoS licence Condition 3 and/or the provisions of the
NHS foundation licence Condition 4 (governance) which relate to finance.



A governance rating indicates Monitor’s degree of concern about the
governance of the trust, any steps we are taking to investigate this and/or any
actions we are taking.

Where the assessments reflected in these ratings, or the information which underlies
them, identify material issues of compliance with the licence conditions, we inform
the licence holder and assess whether there is a need for further investigation and/or
follow-up action (see Chapter 5 and Monitor’s enforcement guidance).
We may also use the information collected to assess compliance with other licence
conditions and for our other regulatory functions, as appropriate.

10

Available from:
www.gov.uk/government/uploads/system/uploads/attachment_data/file/308811/ToPublishFinalCR
SGuidance28March13.pdf
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Figure 2: CRS and LSS at NHS foundation trusts
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2. Monitoring and data collection
2.1. Introduction
We look at a range of information, including regular financial submissions, plans and
forecasts from NHS foundation trusts, and third-party information to assess
foundation trusts for:


financial sustainability risk, particularly risks related to the CoS licence
conditions



governance licence condition concerns (including operational and financial
governance and financial efficiency).

Figure 3 shows the annual monitoring cycle for NHS foundation trusts. The
information we require may vary over the year according to the level of risk we have
identified and any particular licence conditions applicable to it. For example, NHS
foundation trusts are required to submit some information monthly and some
quarterly. Occasionally, more frequent collections may be required depending on the
risks identified.
We request information that is likely to be of the sort foundation trusts use, or should
use, routinely for their own management. We believe much of it can be extracted
from existing management information.
The RAF divides the information Monitor may request into four broad categories:


annual submissions: strategic and operational plans, statutory reporting
requirements of the licence holder and other annual requirements specified in
the licence



in-year submissions: financial and other service performance information
submitted during the year, generally monthly and/or quarterly (see Section 2.3
for further details)



exception reports: other information that may have material implications for
a licence holder’s compliance, but which is not routinely requested by Monitor,
eg a report by a medical Royal College that identifies concerns relevant to the
trust’s governance of quality (and therefore to the trust’s compliance with its
licence)



other: as part of the assurance Monitor requires regarding the governance of
NHS foundation trusts, we expect trusts to commission periodic reviews of
their governance and report the findings. Appendix B on the well-led
framework gives further details on governance reviews.

13

Figure 3: Annual monitoring cycle for NHS foundation trusts
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2.2. Annual submissions (see Table 1)
Annual submissions required by Monitor include:


A three- to five-year strategic plan or an update of the existing strategic
plan: submission of a full strategic plan is likely to be less frequent than
annually as ultimately it should represent the output of a substantive strategy
development exercise which organisations should not typically need to
undertake annually. The exact timing of submission depends in part on the
external context, for instance a major change in the policy environment.
However, in years when a trust is not submitting a full strategic plan, Monitor
may ask for a brief update of the strategy or any significant changes since
the last submission. Please refer to the most recent annual planning
guidance for further details.



Operational plans: for 2015/16, foundation trusts have been asked to
provide one-year operational plans. In future years this may differ and
foundation trusts should refer to the most recent annual planning guidance
for details.



Availability of resources statements11 and any other statements required
under the licence or by other sources such as the RAF.

Monitor uses strategic and operational plans to assess risk to the sustainability of
an NHS foundation trust’s services over the medium to long term (see Chapter 3),
and also the resilience of an NHS foundation trust to unforeseen risks (eg capacity
and demand issues) over the short term.
Additional information requirements
As well as the above reporting requirements, all NHS foundation trusts are subject
to the following additional information requirements:

11



Monitor is required to report the financial projections of NHS foundation
trusts to the Treasury as part of the overall framework for financial assistance
for these trusts. As a result, our requirements for financial projections from
NHS foundation trusts may differ from those for other licence holders. We
make every effort to keep any such additional reporting to a minimum.



The Act gives powers to the Health and Social Care Information Centre to
require information from all providers of NHS care, including NHS foundation
trusts. The Information Centre can be required or asked to use these powers
by a number of organisations, including the Secretary of State and NHS
England.

As required under licence Condition CoS7.
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Table 1: Annual submissions for NHS foundation trusts

Strategic
overview

Element

Description

Commentary









Governance
and other
statements

Corporate
governance
statement
and
supporting
validation







forward outlook including vision, strategy, external
factors and risks to delivery
commentary including key assumptions and downside
risks including an assessment of sustainability and
development of scenarios to address sustainability
commentary on any investments
commentary on measures to assess and address risk
to quality
commentary on identification, analysis and mitigation
of significant risks to CRS
commentary on identification, analysis and mitigation
of significant risks to compliance with the governance
licence condition
commentary on identification, analysis and mitigation
of any other significant risks to compliance with the
licence
review of major non-financial issues
statement of compliance with the NHS foundation trust
governance condition
statement of forward compliance with the NHS
foundation trust governance condition
specification of any risks to compliance with the NHS
foundation trust governance condition
actions planned to manage these risks

If requested:


Finance

Governor
development
and
membership
report



Financial
projections








auditor statement that:
o the NHS foundation trust has taken the actions set
out in the corporate governance statement
applicable to the previous year
o sets out the areas where, in its view and after
making reasonable inquiries, the licensee has
failed to take the actions set out in its corporate
governance statement applicable to the previous
year
commentary on governor development activity in
previous years and plans for the coming 12 months
membership data including present and projected
membership by constituency, election turnout rates
and stratified comparisons with eligible groups
commentary on membership strategy
forward projections (income and expenditure, balance
sheet, cash flow)
actual results against plan for past year with
commentary explaining variances
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The Act gives powers to the Department of Health (DH) to request
information from NHS foundation trusts.



Monitor may require additional information through forward plans, or monthly
or quarterly reporting, on behalf of these national organisations. We
generally only request these when it is easier for licence holders to submit
information through our processes than through a separate collection. We
indicate where this is the case.

Corporate governance statement
To comply with the governance condition of their licences, NHS foundation trusts
are required to provide a ‘corporate governance statement’ setting out:


any risks to compliance with the governance condition



actions taken or being taken to maintain future compliance.

Where facts come to light that question information in the corporate governance
statement, or indicate that an NHS foundation trust may not have carried out
planned actions, Monitor is likely to seek additional information from the NHS
foundation trust to understand the underlying situation. Depending on the trust’s
response, we may decide to investigate further to establish whether there is a
material governance concern that merits further action.
Annual reports and accounts
NHS foundation trusts are required (under the National Health Service Act 2006
(the 2006 Act)) to submit to Monitor their annual report and audited annual
accounts. Monitor consolidates the accounts for submission to Parliament and
inclusion in the DH’s group accounts.
Governor and membership reporting
NHS foundation trusts should maintain a representative membership base; Monitor
requires information from trusts on members and membership elections.
2.3. In-year submissions
Monitor also requires NHS foundation trusts to provide financial information during
the year. Financial information will generally be collected both monthly and
quarterly from August 2015. Governance information (such as performance against
national access and outcome measures) will generally be collected quarterly, but
this may vary depending on a particular provider’s risk to compliance with the
licence. We only publish quarterly risk ratings on our website.
Table 2 shows the main categories of in-year submissions for NHS foundation
trusts.
17

Table 2: In-year submissions for NHS foundation trusts

Financial

Element

Description

Most recent
monthly and
quarterly
financials*

Information to assess financial sustainability risk:

Year-to-date
financials
Financial
commentary
Forward
financial
events

Nonfinancial

Governance
and other
information






liquidity
capital service coverage
income and expenditure (I&E) margin
variance from plan (I&E margin)

Information to assess overall financial performance:




I&E, balance sheet, cash flow against annual plan
commentary on sources of variance versus plan
commentary on any exceptional cost (eg restructuring
or impairment charges) and exceptional revenue items
 notifications of any material transactions or changes to
capital structure
 notifications of any material changes in financial
circumstances, ie CapEx delays
Information to assess organisational and financial
governance, including service performance and care
quality:





performance against national standards
CQC information
clinical quality metrics
value for money metrics

Information to assess membership engagement:




membership and election information
information required for Monitor’s registrar and other
NHS foundation trust powers

*Monitor collects this financial information from NHS foundation trusts even in the absence of CRS.

Exceptional in-year reports
Heightened risks to compliance at a licence holder may trigger additional in-year
requirements. Where material change in an NHS foundation trust’s financial
prospects is signalled by, for example, transactions, adverse trading movements or
cost increases, or material deterioration in financial performance, then Monitor is
likely to request a financial reforecast from which to recalculate the provider’s risk
rating.
Additional in-year submissions
Monitor’s statutory governance oversight role means we require a greater level of
information more regularly from NHS foundation trusts than is required from other
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providers. To carry out our role, we routinely collect or monitor additional
information regarding:


Performance against mandated standards of access and outcomes:
Monitor considers the ability of NHS foundation trusts to meet selected
national standards for access and outcomes (such as waiting times in A&E
or referral to treatment (RTT) times for elective care) to be an important
indicator of the effectiveness of the organisation’s governance. We collect
information from NHS foundation trusts each quarter to assess their
performance against these standards. A full list of the national metrics
informing our assessment of governance at NHS foundation trusts is given in
Appendix A.



CQC inspections and judgements: The licence requires NHS foundation
trusts to have systems in place that deliver care of sufficient quality to
patients. CQC has primary responsibility for ensuring NHS foundation trusts
meet clinical quality standards and while Monitor does not intend to duplicate
this regulation, issues relating to quality of care can arise from or reflect poor
governance.
Monitor takes into account the findings of any inspection under CQC’s new
regulatory regime when considering if it will investigate a trust. If following an
inspection CQC decides to take enforcement action, Monitor may investigate
and consider whether a trust is in breach of its licence. Foundation trusts are
required to report to us the outcomes of a CQC inspection or review.
Following an inspection CQC may also recommend that Monitor places a
foundation trust in special measures.12
We also consider whether CQC judgements in other relevant areas, such as
those covered by the fit and proper persons requirements and the duty of
candour contained in the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2014, are relevant to the compliance by NHS
foundation trusts with their governance condition.



Organisational health indicators: Monitor has identified a number of
organisational health indicators that may indicate a risk to the current or
future quality of care provided by an NHS foundation trust, including results
from patient and staff surveys, staff turnover and agency staff numbers.

12

Further guidance on special measures is available from:
www.gov.uk/government/publications/special-measures-a-guide-for-nhs-trusts-and-foundation-trusts
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We are unlikely to start a formal investigation based on performance against
these indicators alone. We generally use these indicators in three ways:
o during monitoring – to corroborate other governance concerns identified
by, for example, performance against nationally defined outcome and
access measures, or CQC judgements
o during an investigation – to help diagnose the causes of poor
performance
o during an investigation or once a trust has been found to be in breach –
to help assess the trust’s ability to turn around performance.
We recognise that not all of these indicators are available monthly or
quarterly, so we require NHS foundation trusts to submit them as they
become available.
Chapter 4 gives further detail on the information Monitor uses to assess
governance at NHS foundation trusts.
2.4. Exception reports
We expect NHS foundation trusts to notify us in writing of any incidents, events or
reports that may reasonably be regarded as raising potential concerns over
compliance with their licence. This expectation applies to all licence conditions, not
just the conditions that are the focus of the RAF.
We also require NHS foundation trusts to inform us of events that could have an
impact on the operation of their business. We may then assess their impact on the
trust’s compliance with the licence. Examples of such events are:


undertaking a major acquisition, investment or divestment



losing a significant contract



a significant change in capital structure



a material deterioration in financial performance



an immediate need to spend significant sums to meet regulatory
requirements (eg increased costs as a result of a requirement from CQC).

An exception report should describe:


the issue that has arisen or will arise, the area of the licence that it affects,
the magnitude of the issue and when it will have an effect or when it
occurred



any actions planned to address the issue
20



a list of any affected parties



if it hasn’t done so already, how the licence holder plans to notify relevant
parties of the issue and address any impact on them.

Examples of issues concerning CoS or governance at NHS foundation trusts (and
therefore falling under the scope of the RAF) that require exception reports are
listed in Table 3.
Actions on receiving an exception report
Monitor may require additional information from an NHS foundation trust following
receipt of an exception report, to assess the effect on compliance with its licence.
Where the exception represents a material risk to the NHS foundation trust’s ability
to continue as a going concern, Monitor considers applying an override to the trust’s
financial sustainability risk rating (see Chapter 3).
Reporting transactions and other exceptional financial events
Licence holders should report to Monitor:


UK healthcare investments or other transactions worth >10% of their assets,
revenue or capital



any planned change in capital structure that represents >10% of their capital
employed over a 12-month period.

On receiving these reports, we may conduct our own risk assessment of the
transaction from the perspective of governance as well as financial sustainability
(see Chapter 3). Our level of scrutiny will be proportional to: the nature and volume
of CRS provided by the affected licence holder; the share of the licence holder’s
overall business represented by CRS; and the nature of the risk in question.
Where Monitor believes the quality and robustness of plans underpinning these
transactions are inadequate, we may undertake further investigations into a trust’s
governance. If necessary, we can take regulatory action to address significant
transaction-related concerns.13
These requirements are separate and additional to the requirement under the Act
for NHS foundation trusts to make applications to Monitor about particular types of
transaction, eg acquisitions and separations. Monitor may also make further
provision outside the RAF to meet the requirements for such applications.

13

The requirement of NHS foundation trusts to make exception reports regarding transactions is
without prejudice to Monitor’s statutory powers to approve certain transactions on the part of NHS
foundation trusts.
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Table 3: Examples of where an exception report is required
Examples
Continuity
of services









Financial
governance








Governance









Other risks






unplanned significant reductions in income or significant increases in
costs
discussions with external auditors which may lead to a qualified audit
report
future transactions potentially affecting the financial sustainability risk
rating
risk of a failure to maintain registration with CQC for CRS
loss of accreditation of a CRS
proposals to vary CRS provision or dispose of assets, including:
o cessation or suspension of CRS
o variation in asset protection processes
proposed disposals of CRS-related assets
requirements for additional working capital facilities
failure to comply with the statutory reporting guidance
adverse report from internal auditors
significant third-party investigations or reports that suggest potential
material issues with governance
CQC inspections and their outcomes
performance penalties to commissioners
third-party investigations or reports that could suggest material issues
with financial, operational, clinical service quality or other aspects of
the trust’s activities that could indicate material issues with governance
CQC responsive or planned inspections and the outcomes/findings
changes in chair, senior independent director or executive director
any never events*
any patient suicide, homicide or absconsion (mental health trusts only)
non-compliance with safety and security directions and outcomes of
safety and security audits (providers of high security mental health
services only)
other serious incidents or patient safety issues that may impact
compliance with the licence (eg serious incidents, complaints)
enforcement notices or other sanctions from other bodies implying
potential or actual significant breach of a licence condition
patient group concerns
concerns from whistleblowers or complaints
any significant reputation issues, eg any adverse national press
attention

*Never events should always be reported to us at the same time as to commissioners, even if they
will later be deemed not to be never events.

Appendices C to E give more information on the information licence holders should
include in submissions and the additional requirements of NHS foundation trusts for
transactions.
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Additional exception reporting requirements
NHS foundation trusts should always report to Monitor any further information that
could reasonably be regarded to have the potential to affect their compliance with
their governance licence condition.
Many third parties, including other regulators, auditors, medical Royal Colleges,
training establishments and coroners, comment on and review aspects of an NHS
foundation trust’s performance. We do not require NHS foundation trusts to send us
each and every report that includes commentary or observation on their
performance. However, we do require trusts to inform us of reports that can
reasonably be regarded as raising potential concerns over a trust’s current or
potential compliance with licence conditions, in particular the NHS foundation trust
governance condition. In addition, NHS foundation trusts that provide high security
mental health services are required to report non-compliance with the Secretary of
State’s safety and security directions, any significant issues relating to safety and
security audits and serious incidents in line with their serious incident and reporting
policy.
As part of Monitor’s capital expenditure monitoring role (on behalf of the Treasury),
NHS foundation trusts should inform us if capital expenditure for the remainder of
the year is likely to diverge by 15% (above or below) from the amount in their
annual plans. We may then request a capital expenditure reforecast for the
remainder of the year.
NHS foundation trusts: independent governance assurance and regular
reviews
The Code of governance for NHS foundation trusts14 requires a trust to:

14



ensure adequate systems and processes are maintained to measure and
monitor its economy, efficiency and effectiveness as well as the quality of the
healthcare it delivers. The board should regularly review performance in
these areas against regulatory and contractual obligations and approved
plans and objectives



conduct at least annually a review of the effectiveness of its system of
internal control and report to members that it has done so. The review should
cover all material controls, including financial, clinical, operational and
compliance controls, and risk management systems.

Available from:
www.gov.uk/government/uploads/system/uploads/attachment_data/file/327068/CodeofGovernan
ceJuly2014.pdf
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This mirrors a provision in the UK Code of Corporate Governance15 that: “The
board should, at least annually, conduct a review of the effectiveness of the
company’s risk management and internal control systems and should report to
shareholders that they have done so.”
Monitor builds upon these provisions by requiring NHS foundation trusts to
commission a rigorous external review of governance at least once every three
years. Our guidance on the well-led framework for governance reviews supports a
minimum standard of assurance for these reviews and includes examples of good
practice.16 It states that foundation trusts should look at four different domains:


strategy and planning − how well is the board setting direction for the
organisation?



capability and culture − is the board taking steps to ensure it has the
appropriate experience and ability now and into the future, and can it
positively shape the organisation’s culture to deliver care in a safe and
sustainable way?



process and structures − do reporting lines and accountabilities support
the effective oversight of the organisation?



measurement − does the board receive appropriate, robust and timely
information and does this support the leadership of the trust?

Monitor sees well-led reviews primarily as an opportunity to develop the sector’s
processes for building governance assurance. Provided these commissioned
reviews cover the scope set out in the guidance, NHS foundation trusts are free to
set their overall scope.
NHS foundation trusts should report the findings to Monitor. Any reported issues of
concern may reflect on compliance with the governance condition and we then
consider whether to investigate further (see Chapter 4).

15
16

Published by the Financial Reporting Council.
Available from:
www.gov.uk/government/uploads/system/uploads/attachment_data/file/312988/well_led_framew
ork_governance_reviews_1_.pdf
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3. Assessing financial sustainability risk: continuity of services
and financial efficiency
3.1. Introduction
An assessment under Monitor’s financial sustainability risk framework aims to
identify whether the financial position of an NHS foundation trust that is a provider
of CRS could place its services at risk and whether there may be wider issues
relating to financial efficiency. As the measures necessary to address financial
issues – internal restructuring, local reconfiguration or, where appropriate, special
administration – are complex and time-consuming, we try to identify financial issues
at NHS foundation trusts early on. Early warning allows us to take the necessary
steps to safeguard services and address financial issues while minimising
disruption and uncertainty for patients.
This chapter describes how Monitor assesses the degree of financial risk at a CRS
provider that is an NHS foundation trust and whether this reflects a potential breach
of the CoS licence conditions or the NHS foundation trust governance condition
(Condition FT4). The CoS licence conditions are summarised in Table 4.
Table 4: Requirements of the continuity of services licence conditions
CRS providers are
required to…

…resulting in

Be financially
viable
Co-operate with
Monitor



Provide assurance
on commitment
and capability to
provide CRS




Maintain CRS
provision







no financial concerns as per Monitor’s risk rating (Condition
CoS3)
in cases of financial concern, licensees must co-operate with
Monitor, including providing information to commissioners and
allowing parties identified by Monitor to enter premises
(Condition CoS6)
assurance from ultimate controller* (Condition CoS4)
assurance on ability to provide CRS (Condition CoS7):
o annual availability of resources statement highlighting any
factors affecting the capability to deliver CRS
o working capital statement
o in-year exception reporting
approval of Monitor and commissioners required to change
CRS (Condition CoS1)
retain assets required to provide CRS (Condition CoS1)

*This does not apply to foundation trusts.

The relevant provisions of Condition FT4 are:


foundation trusts must establish and effectively implement systems and
processes to ensure compliance with the duty to operate economically,
efficiently and effectively (see Condition FT4 paragraph 5(a); Appendix H)
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foundation trusts must establish and effectively implement systems and
processes for effective financial decision-making, management and control
(see Condition FT4 paragraph 5(d); Appendix H).

Actions we may take include:


further investigation or a requirement to work with Monitor-appointed experts
and/or enforcement proceedings in circumstances where we consider a
foundation trust may be in breach of licence Condition CoS3 or Condition
FT4 (governance)



inserting additional conditions into the licence to address circumstances
where we believe the governance of an NHS foundation trust is such that it is
failing, or will fail, to comply with the conditions of its licence, including CoS



informing the relevant commissioning organisations – the Act obliges Monitor
to do this in circumstances where we believe that a provider is at risk of no
longer being a going concern, and that one of the major causes of that risk is
the local configuration of services



investigating the situation and potentially initiating contingency planning to
prepare for organisational restructuring, service reconfiguration or trust
special administration in circumstances where Monitor is concerned about
the ability of a provider to continue as a going concern.

CRS comprise the bulk of activities for some licence holders while only a small
proportion for others. However, financial risk to the organisation overall may
endanger its ability to provide CRS even if these services represent only a small
part of overall operations. Monitor therefore considers, where relevant and
proportionate, risk at the level of the overall entity providing the service.
Monitor regularly considers the planned and actual financial performance and uses
this information to calculate the financial sustainability risk rating.
3.2. Assigning the financial sustainability risk rating
The financial sustainability risk rating incorporates the following measures of
financial robustness and efficiency (see Table 5):


liquidity: days of operating costs held in cash or cash-equivalent forms,
including wholly committed lines of credit available for drawdown



capital servicing capacity: the degree to which the organisation’s
generated income covers its financing obligations



income and expenditure (I&E) margin: the degree to which the
organisation is operating at a surplus/deficit
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variance from plan in relation to I&E margin: variance between a
foundation trust’s planned I&E margin in its annual forward plan and its
actual I&E margin within the year.

Monitor considers these measures should be calculated as part of a board’s normal
financial reporting, so preparing and submitting them should not add an undue
burden to licence holders. Detailed definitions of these measures are included with
the reporting templates Monitor issues to NHS foundation trusts each year.
Table 5: Calculating the financial sustainability risk rating for NHS foundation
trusts

*Scoring a 1 on any metric will cap the weighted rating to 2, potentially leading to investigation.
**Scores are rounded to the nearest number, ie if the trust scores 3.6 overall, this will be rounded to 4;
if the trust scores 3.4, this will be rounded to 3.
***A 2* rating may be awarded to a trust where there is little likelihood of deterioration in its financial
position.

The overall score informs Monitor’s regulatory approach towards the foundation
trust in question (see Table 6):


Financial sustainability risk rating 4: we generally take no action beyond
continuing to monitor the licence holder, as described in Chapter 2. We
require financial information to be submitted monthly and quarterly. We do
not expect boards to have to sign off monthly data returns as this information
is intended to provide additional visibility during the quarterly monitoring
process.
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Financial sustainability risk rating 3: we continue to monitor the licence
holder, as described in Chapter 2. We may ask for additional information to
assess certain aspects of the foundation trust’s position. We require financial
information to be submitted monthly and quarterly. We do not expect boards
to have to sign off monthly data returns as this information is intended to
provide additional visibility during the quarterly monitoring process.



Financial sustainability risk rating 2: this rating is likely to represent a
material level of financial risk. If a foundation trust is rated ‘1’ on any
individual component of the financial sustainability risk rating, its overall
score will be capped at 2. Depending on the level of concern our response
may include:
o immediate issues requiring action: we may investigate whether the
trust is in breach of the CoS licence conditions, including Condition CoS3,
or the NHS foundation trust Condition FT4 – the aspects of the condition
relating to finance matters (and subsequently take enforcement action if a
breach or likely breach is identified). We may also collect additional
information from the licence holder to examine its financial position before
deciding whether further regulatory action is required
o an increased level of risk requiring closer monitoring: we may
request information on a more frequent basis to pre-empt or respond
quickly to any serious issues should they emerge.



Financial sustainability risk rating 2*: where a provider has a risk rating of
2 and we have a high degree of confidence in the provider maintaining or
improving its financial position, we assign a rating of 2* and continue to
monitor the provider on a monthly and quarterly basis. If the provider
continues to return a rating of 2, we again consider whether a rating of 2 or
2* is merited. We anticipate only a limited number of providers will be
assigned a 2* rating.



Financial sustainability risk rating 1: for licence holders demonstrating a
significant level of financial risk, we:
o may consider using our powers under the licence to initiate a contingency
planning process, assessing the financial position of the provider and the
best options to address it that minimise disruption to patients
o are likely to investigate whether the trust is in breach of the CoS licence
conditions, including Condition CoS3, or the NHS foundation trust
Condition FT4 (the aspects relating to finance matters)
o monitor more closely by collecting financial information on a monthly or
more frequent basis
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o may consider formal enforcement action (if a breach or likely breach of
the licence conditions is identified), as well as specific requirements
within the terms of the CoS licence conditions, including co-operating with
a Monitor-appointed contingency planning team or other financial experts.
Table 6: Financial sustainability risk ratings and their regulatory implications

*Weighted average, rounded to nearest number, across the components of the financial
sustainability risk rating.

3.3. Trust special administration
When an NHS foundation trust is unable, or likely to be unable, to remain a going
concern, then we may place it into trust special administration.17

17

The administrator’s role is to work with commissioners and other local healthcare organisations to produce a
plan for the reorganisation and sustainable delivery of healthcare services.

29

3.4. Monitoring financial sustainability risk
Figure 4 shows how we monitor and assess financial risk both regularly and by
exception. We:


use operational plans to calculate the financial sustainability risk rating
quarterly over the coming 12 months and for the next one to two years
following that18



on a quarterly and monthly basis, compare the risk rating against quarterly
and monthly financial performance information



assess the impact of ad hoc or ‘exceptional’ financial events with material
potential impact on the CRS provider’s financial prospects.

Figure 4: Process of monitoring the financial sustainability risk rating

*Calculated on year-to-date (YTD) information.
**Potentially up to Year 5.

Strategic and operational plans
NHS foundation trusts annually submit operational plans to Monitor that usually
cover the next one to two years of operations. On the basis of these plans we
assess risks to their ability to continue as a going concern, to address short-term
performance issues and to achieve quality, and operational and financial resilience
over the short term. These are most likely submitted at the beginning of the
18

The timeframe we ask operational plans to cover may vary from year to year. Foundation trusts should follow
the most recent annual planning review guidance.
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financial year in April (see Figure 3 and Table 1 and most recent annual planning
guidance).
On a less frequent basis, NHS foundation trusts may also be required to submit
strategic plans, likely to cover the next three to five years of operations. These
plans should represent the output of a substantive strategy development exercise
undertaken by an NHS foundation trust, and therefore it would not be appropriate
for them to be submitted annually. However, we may ask for an annual strategy
update instead. The timing of submission of strategic plans in part depends on the
external context, for instance a major change in the policy environment. NHS
foundation trusts should refer to Monitor’s most recently published annual planning
review guidance. On the basis of these strategic plans and their underlying financial
projections, we assess risks to the NHS foundation trust’s ability to provide high
quality care to its patients on a sustainable basis.
What Monitor does with this information
Monitor evaluates both strategic and operational plans in two stages. The first stage
is a desk-based review to identify plans requiring further scrutiny. A subset of these
plans, selected on the basis of financial risk and our existing knowledge of the
issues, may be subjected to a more detailed second stage of analysis. We may also
stress test the trust’s plans against common assumptions and scenarios to support
our review of the plans.
Where we subject a licence holder’s forward plan to the second stage of analysis,
its financial sustainability risk rating may remain provisional until this stage is
completed. Where the overall quality of its strategic and operational plans is poor
and stress testing of these plans indicates potential concerns, we may consider
further investigation.
Where a submitted annual plan indicates a prospective risk to CoS (ie a risk rating
of 1 or 2 at any stage over the plan period but particularly in the next 12 months),
we may consider whether further investigation is necessary to determine what, if
any, regulatory action is appropriate. Where we identify a material risk to a trust’s
financial sustainability we consider the extent to which this reflects a governance
issue. Where appropriate, we may move immediately to formal enforcement or
other regulatory action if we consider this necessary to safeguard key services. This
may include asking for a full multi-year turnaround plan.
Having reviewed a licence holder’s operational plan, we publish the quarterly risk
profile over the coming year, ie the prospective rating at the end of each quarter.
In-year submissions
Monitor uses financial submissions, quarterly and monthly to calculate each
provider’s year-to-date financial sustainability risk rating.
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What Monitor does with this information
If there is a material difference between the in-year financial submissions and the
relevant period of the annual plan, we may require licence holders to explain the
reasons for this and the actions they propose to take to address the gap.
Each quarter, we publish the financial sustainability risk rating calculated from yearto-date submissions. Monthly risk ratings are not published. They provide us with
additional visibility in between the quarterly monitoring process that allows us to
identify and respond quickly to any deterioration in a foundation trust’s financial
position. If concerns are identified we may subsequently investigate whether the
licence holder is in breach of its licence. Where the risk rating reflects a higher risk
than the most recently published rating (ie the rating published at the annual plan
stage or for a previous quarter), our next steps are based on the most recent risk
rating. Conversely, where the rating represents a lower level of risk than planned,
we consider whether or not to reflect this in the regulatory stance we take towards
the provider.
Where the quarterly rating is 1 or 2, reflecting a potential breach of the licence, we
consider whether closer monitoring, requesting further information or other action
under the licence is necessary to establish whether the provider complies with the
CoS or governance licence conditions and, if not, whether regulatory action is
appropriate.
Exception reports, financial overrides and reforecasts
Material in-year changes in providers’ financial circumstances can have significant
implications for their financial sustainability, for example:


CQC warning notices or other enforcement action can lead to increases in
costs to meet quality and safety requirements



material transactions can have far-reaching consequences for revenues and
costs



material in-year deteriorations from plans can affect financial sustainability



losing a major contract can leave an organisation with significant ‘stranded’
assets and costs, at least for a period



refinancing may affect a provider’s ability to service its financing costs



exceptional/one-off income may conceal a licence holder’s true financial
position.

In addition, providers may experience several smaller changes that lead
cumulatively to a material deviation from the plan and consequently a concern for
the sustainability of services provided.
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What Monitor does with this information
Where a licence holder reports a material financial event (see Section 2.4), we
revise the licence holder’s risk rating (see Figure 5). In such circumstances, we
may:


require a plan reforecast for the remainder of the financial year or the next
financial year(s) to recalculate the provider’s prospective financial
sustainability risk rating19 or



conclude that the financial outlook for the licence holder warrants an
immediate override.

We are unlikely to require a reforecast for every CQC warning notice or
enforcement action, transaction, change in contract or refinancing. Some of these
changes may have little financial impact, while others could involve considerable
sums. For a transaction, Monitor requires a reforecast if the transaction meets the
thresholds set out in our guidance (see Appendix C). Where the trust’s prospective
risk rating changes as a result of this reforecast, we use this new rating as the basis
for any regulatory action.
In cases of deterioration in financial performance, we may consider a reforecast
where there is a difference of ≥20% between forecast and expected performance
in:


revenue available for debt service



capital service costs or



where liquidity falls by 20% or seven days, whichever is lower.

For other exceptional events, including CQC warning notices or other enforcement
action and refinancing, we consider requesting a reforecast only where it appears
the event will result in a material change in the provider’s financial projections.
Where the reforecast following the event indicates a prospective risk rating of
1 or 2 at any stage over the reforecast period, we consider whether to undertake
further investigation or action under the CoS licence conditions, such as requiring
closer co-operation with Monitor or parties appointed by us to minimise the financial
risk identified.

19

We may request NHS foundation trusts displaying material variances between forward plan and
year-to-date performance at Q2 supply a six-month update of financial projections in-year. This
reforecast will reflect the priorities of the forward plan, but with explanations required only for any
significant variances, key risks to compliance with the CoS and governance conditions, and
action plans to rectify the position.
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Figure 5: Reforecasting process for the in-year financial sustainability risk rating
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We may also use our powers to request further information to assess the degree of
risk. We may consider whether the prospective risk to CoS results from governance
issues, eg a poor plan or inadequate response to the external operating pressures,
and if it does, determine our appropriate regulatory response.
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4. Assessing NHS foundation trust governance
4.1. Introduction
The status of NHS foundation trusts is reflected in four additional conditions in their
licence (see Appendix H). NHS foundation trust Conditions FT1, 2 and 3 contain
important administrative and other requirements, while Condition FT4 (the
governance condition) sets out the overall standards for different aspects of NHS
foundation trust governance. The scope of the governance condition reflects
Monitor’s long-standing expectations regarding effective governance as described in
published guidance and our regulatory action to date.
This chapter describes how Monitor uses the RAF to assess trusts’ governance
through the licence.
Where there is evidence that an NHS foundation trust may be failing to meet the
requirements of the governance condition, we are likely to investigate whether there
may have been, or there is likely to be, a breach of the governance condition (see
Chapter 5) and, if so, consider whether to take regulatory action. Our enforcement
guidance provides further information on how we investigate potential breaches of
the licence and make decisions on enforcement action.
4.2. Assigning a governance rating
The governance rating assigned to an NHS foundation trust reflects Monitor’s views
of the strength of its governance (see Figure 6):


green rating: no governance concern evident or no formal investigation being
undertaken



under review: potential material concerns with the trust’s governance
identified in one or more of the categories listed in Table 7 (requiring further
information or formal investigation); we provide a description of the issue(s)



red rating: enforcement action being taken.

In assigning an appropriate governance risk rating, we are informed by the:


seriousness of the issue



information we have concerning the situation



effectiveness of the trust’s initial response to the situation



time-critical nature of the situation.
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Figure 6: Governance rating

We generate this rating by considering the following information regarding the trust
and whether it is indicative of a potential breach of the governance condition:


performance against selected national access and outcomes standards



outcomes of CQC inspections and assessments relating to the quality of care
provided



relevant information from third parties



a selection of information chosen to reflect organisational health



degree of financial sustainability risk and other aspects of risk relating to
financial governance and efficiency



any other relevant information.

We may require additional information from the trust. Depending on our assessment,
we may decide to investigate formally and/or address the issue through our
enforcement powers (see Chapter 5 and our enforcement guidance).
Performance against national access and outcomes standards
Monitor expects NHS foundation trusts to establish and effectively implement
systems and processes to ensure they can meet national standards for access to
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healthcare services. We consider performance against a number of these standards
in our assessment of the overall governance of a trust. We also assess trusts’ ability
to meet certain requirements of the NHS outcomes framework; Appendix A gives
more information on the metrics concerned.
Material underperformance in the short term or ongoing (ie consecutive)
underperformance against these access and outcomes requirements, may reflect a
governance concern and warrant our consideration of further investigation.
Care Quality Commission inspections and judgements
The licence requires NHS foundation trusts to have systems in place to deliver care
of sufficient quality to patients. Where CQC issues a warning notice or takes other
enforcement action, we are highly likely to investigate further and to consider
whether a trust is, or will be, in breach of its licence. We will also consider whether
CQC judgements in other relevant areas, such as the fit and proper persons
requirements and the duty of candour contained in the Health and Social Care Act
2008 (Regulated Activities) Regulations 2014, could be relevant to NHS foundation
trusts complying with their governance condition.
Third-party information
Monitor also considers information from third parties, either supplied directly or via
the NHS foundation trust (see Section 2.4). While our initial response is likely to be a
request for further information from the trust in question or others, where appropriate
we may investigate formally (see Chapter 5) and consider whether an NHS
foundation trust is, or will be, in breach of its licence. This is particularly likely where
the information reflects similar or relevant concerns to those from other sources
and/or is relevant to the governance of matters related to patient care.
Organisational health indicators
It is not Monitor’s role to assess directly the quality of care at an NHS foundation
trust. However, it is our role to consider whether there is effective quality
governance. Monitor uses a limited set of indicators to identify whether there are any
relevant potential patient or workforce concerns at a trust. Table 7 lists the indicators
that can raise governance concerns (presented by category).
It is unlikely that we would take regulatory action based on performance against
these organisational health indicators alone. We typically use this information in
three ways:


during monitoring: to corroborate and add weight to other governance
concerns (eg ongoing breaches of national targets)



during an investigation: to help diagnose causes of poor performance
(including identifying potential cultural issues)
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during an investigation/once a trust has been found to be in breach of its
licence: as evidence that could be relevant to the assessment of our
confidence in a trust’s ability to turn around performance.

Table 7: Indicators of governance concerns
Category

Metrics

Governance concern triggered
by…..

CQC
concerns






Outcomes of CQC
inspections and
assessments


Access and
outcomes
metrics



For acute trusts, metrics
including:





RTT within 18 weeks
A&E waits (4 hours)
Cancer waits (62 days)
C. difficile (national target)



For ambulance trusts:


Category A response time



For mental health trusts,
metrics including:



CQC warning notice
changes to registration
conditions
civil and/or criminal action
initiated
breach of a single metric in
three consecutive quarters or
four or more metrics breached
in a single quarter
breaching predetermined
annual C. difficile threshold
(either three quarters’ breach of
the year-to-date threshold or
breaching the full-year threshold
at any time in the year)
breaching the A&E waiting
times target in two quarters of
any four-quarter period and in
any additional quarter over the
subsequent three quarters

CPA follow-up, EIP and IAPT
tracking accommodation/
employment status (data
completeness only)

For providers of community
services:


Third-party
reports



data completeness against
selected elements of the
Community Information Data
Set
ad hoc reports from the
General Medical Council, the
Ombudsman,
commissioners, Healthwatch
England, auditor reports,
Health & Safety Executive,
patient groups, complaints,
whistleblowers, medical
Royal Colleges
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judgement based on the
severity and frequency of
reports

Category

Metrics

Governance concern triggered
by….

Quality
governance
indicators








Financial risk
and
efficiency






patient metrics, eg:
o patient satisfaction
staff metrics, eg:
o high executive team
turnover
o satisfaction
o sickness/absence rate
o proportion of temporary
staff
o staff turnover
aggressive cost reduction
plans
financial sustainability risk
rating
inadequate planning
processes
value for money measure









material reductions in
satisfaction or increases in
sickness or turnover rates
material increases in proportion
of temporary staff
cost reductions of >5% in any
given year

financial sustainability risk rating
indicating financial issues
arising as a result of
governance
inefficient/uneconomical spend
compared to published
benchmarks

*That is, a service performance score as per the metrics in Appendix A.
CPA, care performance approach; EIP, early intervention in psychosis; IAPT, improving access to
psychological therapies.

We consider trends in these indicators at individual organisations, and where
negative trends suggest potential issues (eg sudden increases in staff absenteeism),
we consider if further information is necessary to assess (1) whether there may be
issues with the quality governance at the trust and (2) to what extent the trust’s
board is aware of and addressing the issue. Our enforcement guidance contains
further information on how we prioritise investigation and enforcement.
Financial risk, delivering value for money and aspects of financial governance
Monitor considers that well-governed NHS foundation trusts will not only remain
solvent (see Chapter 2) but will also demonstrate financial efficiency and robust
financial planning and decision-making processes. Where we identify a material risk
to a trust’s financial sustainability, overall efficiency or overall compliance with the
CoS licence conditions, we consider whether this may also reflect a governance
issue.
When we assess trusts’ forward plans, reforecasts and proposed transactions for
any financial risk, we may also assess the governance underpinning the plans by, for
example:
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checking if the approach to planning and the major assumptions in the
forward plan are reasonable, eg looking at overall quality of the plan and
plans for stress testing against different scenarios; comparison with past
performance; appropriate reference to other NHS foundation trusts and
relevant national guidance



considering how close the NHS foundation trust’s performance was to its plan
in the previous year. We also assess the scale of any variance between key
elements of the plan and the previous year’s actual figures to test the
credibility of the projections



assessing the implications of poor planning for financial viability during the
year.

Where we judge a trust’s forward plans, reforecasts or transactions indicate the trust
may not be taking sufficient steps to ensure compliance with the licence, we may
initiate further investigation into its governance, particularly regarding planning and
leadership.
Assessing value for money
We may investigate if there is sufficient evidence to suggest inefficient and/or
uneconomical spending at a trust. Such spending may indicate that a trust is failing
to operate effective systems and/or processes (1) for financial management and
control and (2) to ensure it operates economically, efficiently and effectively. Such
evidence would include information available from published national benchmarks
and we will notify the sector when appropriate benchmarks become available
nationally. We may also look at whether a trust is adhering to good practice with
respect to delivering value for money, for instance regarding agency and
management consultant spend. In the absence of appropriate benchmarks we may
still consider investigating a trust if there is material evidence to suggest a trust is
delivering poor value for money.
4.3. Other information used to inform the governance rating
Consideration of other information relevant to our governance oversight that
becomes available during the year (board statements, forward plans and governance
reviews) may lead to adjustment of the assigned governance rating if it raises
governance concerns.
Corporate governance statement
Under their governance condition NHS foundation trusts submit a corporate
governance statement (see Appendix F) within three months of the end of each
financial year. The governance condition requires boards to confirm:


compliance with the governance condition at the date of the statement
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compliance with the governance condition for the current financial year,
specifying (1) any risks to compliance and (2) any actions proposed to
manage such risks.

Where the corporate governance statement indicates risks to compliance with the
governance condition, we consider whether any actions or other assurances are
required at the time of the statement or whether it is more appropriate to maintain a
watching brief.
Annual governance statement
NHS foundation trusts also publish an annual governance statement20 in their annual
reports, which includes reference to quality governance. The annual report should
also include a statement that the board has conducted a review of the effectiveness
of the trust’s system for internal controls.
Where the annual governance statement indicates risks to compliance with the
governance condition, we consider whether any actions or other assurances are
required at the time of the statement or whether it is more appropriate to maintain a
watching brief.
NHS foundation trust forward plans
Under their governance condition, NHS foundation trusts are required to maintain
effective systems of financial decision-making, management and control. Should our
review of an NHS foundation trust’s forward plan or other forward-looking information
submitted as part of the monitoring requirements indicate concerns for the trust’s
financial sustainability, governance or compliance with any other aspect of the
licence, we may ask for additional information or open a formal investigation, with
our concerns reflected in the governance rating.
Regular governance reviews
As described in Chapter 2, we recommend that NHS foundation trusts commission
in-depth and independent reviews of their governance, ideally every three years.
Their primary purpose is to provide assurance that governance remains robust.
However, where a review identifies material governance concerns, we consider the
trust’s response to the review and what, if any, steps we need to take.
We see these reviews primarily as an opportunity to develop the sector’s processes
for building governance assurance. Provided they cover the areas described in
Chapter 2, trusts are free to set the scope of the reviews they commission.

20

Refer to the most recent NHS foundation trust annual reporting manual.
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NHS foundation trusts should report the findings of these reviews, and any response
to them, to Monitor within 60 days of their submission to trust boards. Where we are
made aware of these findings earlier and they are such that we consider it
appropriate, we may take action sooner (see Chapter 5 and our enforcement
guidance). Appendix B gives further details of the well-led framework for governance
reviews.
4.4. Ad hoc/triggered reviews of governance
Should Monitor’s oversight of governance indicate a material governance concern,
we may request the trust’s board to commission an immediate review of the issues
behind this concern as a preliminary to or part of a formal investigation. Where the
review identifies a potential breach of the governance condition, we may investigate
further and possibly take enforcement action (see Chapter 5).
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5. Investigation
Our enforcement guidance should be read alongside this chapter.
5.1. Introduction
The risk assessment processes outlined in the earlier chapters are designed to
identify situations where an NHS foundation trust is, or is at risk of, failing to comply
with the CoS or governance licence conditions.
This chapter sets out the principles and processes we apply once the RAF identifies
a breach or potential breach of the licence in these areas.
Our enforcement guidance describes the powers available to us where we identify
that a licence holder is, or is at risk of, breaching the licence and the process we
follow to determine what regulatory approach to take.
5.2. Initial assessment and prioritisation
On identifying a concern at a licence holder, we consider:


the context and circumstances of the potential breach



the information already available from in-year monitoring



any other information readily available from the trust and third parties.

Following this initial assessment, we consider if there are grounds to investigate if a
breach may have occurred or may occur. The purposes of any subsequent
investigation are to:


determine the scale and scope of any breach



establish the appropriate action, if any, to be taken, including enforcement
action.

Prioritisation
As with any of our enforcement decisions, in deciding whether to investigate a
potential breach we consider our prioritisation criteria:


likely benefit (direct and indirect) to healthcare users



impact on patients and the provision of healthcare



ultimate scale and scope of the breach



resources required to investigate and address the breach in full.
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5.3. Investigation process
The investigation process is designed to provide evidence of a breach or a risk of a
breach of the licence and, if found, to inform our regulatory response. The process
allows us to find out, for example:


the financial viability of the licence holder where there is a CoS licence
condition concern



for NHS foundation trusts, the quality of governance where an issue
concerning compliance with the governance licence condition has been
identified



whether the licence holder has the capability and resources to return to
compliance with the licence, or make good the effect of a breach



the impact of any breach on other parties



whether we need to use our formal enforcement powers or whether other
forms of engagement are appropriate.

5.4. Monitor’s response
Once we have identified a potential breach and launched an investigation, we are
likely to require additional information to understand the nature of the issue, the
licence holder’s plans to address it and whether or not these plans can be
successfully implemented. We may gather this information through a number of
means, including:


meetings with the licence holder



requests for additional information from the licence holder



where relevant, seeking the views of, or information from, appropriate third
parties.

We may also ask the licence holder to take action, including:


preparing, presenting and committing to deliver a plan to address the breach



commissioning an independent report into the causes of the potential breach



commissioning external advice to address the issue.

To foundation trusts in financial distress
Where a foundation trust providing CRS is in financial distress, we may require it to:


make information available to commissioners
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work with parties appointed by Monitor to address the financial issues



generally co-operate with Monitor.

We may also request the board to commission an independent report. This may:


investigate further the matters indicating a risk to CoS



consider the monthly financial profile of the licence holder and key risks and
sensitivities



define a set of monthly measures that Monitor can use to assess the licence
holder's return to financial stability



assess the licence holder's capability to deliver a recovery plan.

To NHS foundation trusts potentially in breach of their governance condition
Where we identify a potential breach by an NHS foundation trust of either the
governance condition or any relevant condition of its licence resulting from its
governance, we may require the trust to:


further investigate the matters indicating a potential breach



draw up a recovery plan addressing any potential breach, including an
analysis of key risks and sensitivities



agree measures of progress in addressing the issue



consider management and organisational capability and any other factors
related to addressing the issue.

5.5. Consideration and use of formal enforcement powers
We work with licence holders deemed as potentially in breach of their licence to
gather additional information and assess what is needed to ensure the issues are
addressed swiftly and appropriately.
Our enforcement guidance gives more information on Monitor’s formal powers of
enforcement and our general approach to prioritising and deciding on regulatory
action.
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Appendix A: Access targets and outcomes objectives
Monitor uses a limited set of national measures of access and outcome in our
assessment of governance at NHS foundation trusts. These cover acute, mental
health, community and ambulance activities. We use performance against these
indicators to detect potential governance issues (see Table 7).
NHS foundation trusts failing to meet at least four indicator targets at any given time,
or failing the same target in three consecutive quarters,21 trigger a governance
concern, potentially leading to investigation and enforcement action.
Except where otherwise stated, any trust commissioned to provide services will be
assessed against the relevant governance indicators associated with those services.
Table A1 lists the indicators and their thresholds. Unless stated otherwise in the
supporting notes, these are monitored on a quarterly basis.

21

For A&E only, failure to meet the target in any two quarters over a 12-month period and then failure
in the subsequent 9-month period or the full year counts as a breach.
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Table A1: Indicators and their thresholds
Indicator

Threshold
(A)

Weighting(B)

Monitoring
period

1

Maximum time of 18 weeks from point of referral to treatment (RTT) in
aggregate – patients on an incomplete pathway (C)

92%

1.0

Quarterly

2

A&E: maximum waiting time of four hours from arrival to
admission/transfer/discharge (D)

95%

1.0

Quarterly

3

All cancers: 62-day wait for first treatment (E) from:
urgent GP referral for suspected cancer
NHS Cancer Screening Service referral

1.0

Quarterly

1.0

Quarterly

1.0

Quarterly

1.0

Quarterly

1.0

Quarterly

4

85%
90%

All cancers: 31-day wait for second or subsequent treatment (F),
comprising:
surgery
anti-cancer drug treatments
radiotherapy

94%
98%
94%

5

All cancers: 31-day wait from diagnosis to first treatment (G)

96%

6

Cancer: two-week wait from referral to date first seen (H), comprising:
all urgent referrals (cancer suspected)
for symptomatic breast patients (cancer not initially suspected)

93%
93%

7

Care programme approach (CPA) patients (I), comprising:
receiving follow-up contact within seven days of discharge
having formal review within 12 months

95%
95%

8

Admissions to inpatient services had access to crisis resolution/home
treatment teams (J)

95%

1.0

Quarterly

9

Meeting commitment to serve new psychosis cases by early intervention
teams (K)

95%

1.0

Quarterly
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Category A call – emergency response within eight minutes (L),
comprising:
Red 1 calls
Red 2 calls

75%
75%

1.0
1.0

11

Category A calls – ambulance vehicle arrives within 19 minutes (L)

95%

1.0

Quarterly

12

Early intervention in psychosis (EIP): people experiencing a first episode of
psychosis treated with a NICE-approved care package within two weeks of
referral (M)

50%

1.0

Quarterly

13

Improving access to psychological therapies (IAPT) (N):
people with common mental health conditions referred to the IAPT
programme will be treated within 6 weeks of referral
people with common mental health conditions referred to the IAPT
programme will be treated within 18 weeks of referral

1.0

Quarterly

10

Quarterly

75%
1.0
95%

14

C. difficile – meeting the C. difficile objective (O)

de minimis
applies

1.0

Quarterly

15

Minimising mental health delayed transfers of care (P)

≤7.5%

1.0

Quarterly

16

Mental health data completeness: identifiers (Q)

97%

1.0

Quarterly

17

Mental health data completeness: outcomes for patients on CPA (R)

50%

1.0

Quarterly

18

Certification against compliance with requirements regarding access to
healthcare for people with a learning disability (S)

N/A

1.0

Quarterly

19

Data completeness: community services (T), comprising:
RTT information
referral information
treatment activity information

1.0

Quarterly

50%
50%
50%

49

Notes

to be a failure for the quarter in
which that month falls for the
purposes of the RAF. Failure in any
month of a quarter following two
quarters’ failure of the same
measure represents a third
consecutive quarter failure and
should be reported via the
exception reporting process.

A. Monitor will not use a general

rounding principle when
considering compliance with these
targets and standards, eg a
performance of 94.5% is
considered as failing to achieve a
95% target. However, exceptional
cases may be considered on an
individual basis, taking into account
factors such as low activity or
thresholds that have little or no
tolerance against the target, eg
those set between 99% and 100%.

This applies to incomplete
pathways. The measures apply to
acute patients whether in an acute
or community setting. Where an
NHS foundation trust with acute
facilities acquires a community
hospital, their combined
performance is assessed. Only
activity commissioned by English
commissioners is included in data
submitted to Monitor.

Unless otherwise specified,
indicators have been sourced from
publicly available definitions in the
Mandate, the NHS Outcomes
Framework and NHS Constitution.
B. Where NHS foundation trusts

D. A&E four-hour wait: waiting time

breach given target(s), or certify
breach(es), we use the sum of
each metric’s weighting to calculate
a service performance score. A
score of ≥4.0 represents a
governance concern. Repeated
breaches of a target also
represents a governance concern
(see Table A2).

is assessed on a provider basis,
aggregated across all sites: no
activity from off-site partner
organisations should be included.
The four-hour waiting time indicator
applies to minor injury units/walk-in
centres.
E. 62-day wait for first treatment (all

cancers): measured from day of
receipt of referral, including from
screening services and other
consultants, to treatment start date.
Failure against either threshold
represents a failure against the
overall target. The target does not
apply to trusts with five or fewer
cases in a quarter. Monitor does
not consider there to be a breach
where trusts fail individual cancer

Where targets comprise multiple
thresholds, each threshold must be
individually met to avoid incurring a
score.
C. 18-week referral to treatment:

performance is measured on an
aggregate (rather than specialty)
basis and NHS foundation trusts
are required to meet the threshold
on a monthly basis. Consequently,
failure in one month is considered
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thresholds but only report a single
patient breach over the quarter.22
This target applies to any
community providers providing the
specific cancer treatment
pathways.

F. 31-day wait for

second/subsequent treatment
(all cancers): measured from
cancer treatment period start date
to treatment start date. Failure
against any threshold represents
a failure against the overall
target. The target does not apply to
trusts with five or fewer cases in a
quarter. Monitor does not consider
there to be a breach where trusts
fail individual cancer thresholds but
only report a single patient breach
over the quarter.22 This target
applies to any community provider
providing the specific cancer
treatment pathways.

National guidance states that
where patients are referred from
one provider to another, breaches
of this target are shared 50:50.
Breaches may be reallocated in full
back to the referring organisation(s)
provided Monitor receives evidence
of written agreement to do so
between the relevant providers
(signed by both chief executives) at
the time the NHS foundation trust
makes its quarterly declaration to
Monitor.

G. 31-day wait from diagnosis to

first treatment (all cancers):
measured from the date of the
decision to treat to first definitive
treatment. The target does not
apply to trusts with five or fewer
cases in a quarter. Monitor does
not consider there to be a breach
where trusts fail individual cancer
thresholds but only report a single
patient breach over the quarter.22
This target applies to any
community providers providing the
specific cancer treatment
pathways.

In the absence of any locally
agreed contractual arrangements,
Monitor encourages trusts to work
with other providers to reach a local
system-wide agreement on the
allocation of cancer target
breaches to ensure patients are
treated in a timely manner. Once
an agreement has been reached,
Monitor will consider applying the
terms of the agreement to the
foundation trusts party to the
arrangement.

H. Two-week wait for cancer referral

22

to date first seen: measured from
day of receipt of referral – existing
standard (includes referrals from
general dental practitioners and
any primary care professional).
Failure against either threshold
represents a failure against the
overall target. The target does not
apply to trusts with five or fewer

For example, if a trust has 10 cancer
(surgery) patients in a quarter and one
breaches the waiting time target (scoring
90% vs the 94% threshold), Monitor
generally does not consider this to be a
breach. But if a trust has 20 patients and
two breach the target (failing the target with
more than one breach), Monitor generally
considers this to be a breach of the target.
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I.

cases in a quarter. Monitor does
not consider there to be a breach
where trusts fail individual cancer
thresholds but only report a single
patient breach over the quarter.
This target applies to any
community providers providing the
specific cancer treatment
pathways.

patient is transferred to another
psychiatric unit to continue
psychiatric care, then the
responsibility lies with the receiving
trust to follow up the patient after
discharge. Where a patient has
been transferred to prison, contact
should be made via the prison inreach team.

Care programme approach (CPA)
patients: failure against either
threshold represents a failure
against the overall target.

Exemptions from both the
numerator and the denominator of
the indicator include:





patients who die within seven
days of discharge



where legal precedence has
forced the removal of a patient
from the country



patients discharged to another
NHS psychiatric inpatient ward.

Seven-day follow-up:

Numerator: the number of people
under adult mental illness
specialties on CPA who were
followed up (either with face-to-face
or phone discussion) within seven
days of discharge from psychiatric
inpatient care.

Guidance on what should and
should not be counted when
calculating the achievement of this
target can be found on Unify2.23

Denominator: the total number of
people under adult mental illness
specialties on CPA who were
discharged from psychiatric
inpatient care.



All patients discharged to their
place of residence, care home,
residential accommodation or nonpsychiatric care must be followed
up within seven days of discharge.
All efforts must be made to follow
up the patient. It is the
responsibility of the trust that
discharged the patient to provide
follow-up treatment. Links need to
be established with the receiving
institution if a patient is discharged
to, for example, a care home, to
enable follow-up. However, if the

For 12-month review (from
Mental Health Learning
Disability Data Set (MHLDDS)):

Numerator: the number of adults in
the denominator who have had at
least one formal review in the last
12 months.
Denominator: the total number of
adults who have received

23

Unify2 is the system for reporting and
sharing NHS and social care performance
information.
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practice for crisis services issued
by DH.24 As set out in this
guidance, the crisis resolution
home treatment team should:

secondary mental health services
and who were on CPA at the end of
the reported period.
J. Crisis resolution/home treatment

teams: this indicator applies only to
admissions to the foundation trust’s
mental health psychiatric inpatient
care. The following cases can be
excluded:


planned admissions for
psychiatric care from specialist
units



internal transfers of service
users between wards in a trust
and transfers from other trusts



patients recalled on community
treatment orders



patients on leave under Section
17 of the Mental Health Act
1983.

The indicator applies to users of
working age (16 to 65) only, unless
otherwise contracted. This includes
Community and Mental Health
Services (CAMHS) clients only
where they have been admitted to
adult wards.



provide a mobile 24-hour, seven
days a week response to
requests for assessments



be actively involved in all
requests for admission: for the
avoidance of doubt, ‘actively
involved’ requires face-to-face
contact unless it can be
demonstrated that this is not
appropriate or possible. For
each case where this contact is
deemed inappropriate, a
declaration that it is not the
most appropriate action from a
clinical perspective is required



be notified of all pending Mental
Health Act assessments



assess all these cases before
admission



be central to the decisionmaking process in conjunction
with the rest of the
multidisciplinary team.

K. Early intervention for new cases

An admission has been ‘gate-kept’
by a crisis resolution team if it
assessed the service user before
admission and if it was involved in
the decision-making process that
resulted in admission.

of psychosis: quarterly
performance against commissioner
contract. The threshold represents
a minimum level of performance
against contract performance,
rounded down. This indicator will

For full details of the features of
gate-keeping, please see Guidance
statement on fidelity and best

24
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Available from:
webarchive.nationalarchives.gov.uk/+/www.
dh.gov.uk/assetRoot/04/14/16/73/0414167
3.pdf

be superseded by the EIP access
measure from April 2016.

foundation trusts will be required to
report their performance from Q3
2015/16 in accordance with the
latest technical guidance published
by NHS England and the HSCIC
unless notified otherwise.

L. Ambulance emergency

response: for patients with
immediately life-threatening
conditions.

O. C. difficile: applies to any inpatient
facility with a centrally set C.
difficile objective. Where an NHS
foundation trust with existing acute
facilities acquires a community
hospital, the objective is an
aggregate of the two organisations’
separate objectives.

The category A8 ambulance
response time standard is formally
subdivided into Red 1 and Red 2
calls to allow a faster response to
those patients with time-critical
conditions. Monitor differentiates
between Red 1 and Red 2 A8 calls:


Red 1 calls are the most time
critical and cover cardiac arrest
patients who are not breathing
and do not have a pulse, and
other severe conditions such as
airway obstruction



Red 2 calls are serious but less
immediately time-critical and
cover conditions such as stroke
and fits.

C. difficile cases should be
reported regardless of whether or
not a ‘lapse of care’ has been
confirmed. Trusts should
retrospectively revise any
adjustments to numbers where
lapse of care criteria are not met.
Where there is no objective (ie if a
mental health NHS foundation trust
without a C. difficile objective
acquires a community provider
without a C. difficile objective) we
do not apply a C. difficile score to
the NHS foundation trust’s
governance rating.

Each category A8 call is assessed
using the 75% threshold. Failure
against either threshold is
considered a failure and scored
accordingly.

Monitor’s annual de minimis limit
for cases of C. difficile is set at 12.
However, Monitor may consider
scoring cases of <12 if Public
Health England indicates multiple
outbreaks.

M. Early intervention in psychosis

(EIP). Foundation trusts will be
required to report their performance
to Monitor from Q4 2015/16 in
accordance with the latest technical
guidance published by NHS
England and the Health and Social
Care Information Centre (HSCIC)
unless notified otherwise.

Circumstances in which we score
NHS foundation trusts for breaches
of the C. difficile objective are:

N. Improving access to
psychological therapies (IAPT):
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Criterion

Will a score
be applied?

Number of cases is less
than or equal to the
de minimis limit

No

Trust exceeds the
de minimis limit but
remains within the inyear trajectory25 for the
national objective

No

Trust exceeds both the
de minimis limit and the
in-year trajectory25 for
the national objective

Yes

Trust exceeds its
national objective above
the de minimis limit

Yes



For minimising mental health
delayed transfers of care

Numerator: the number of nonacute patients (aged 18 and over
on admission) per day under
consultant and non-consultant led
care whose transfer of care was
delayed during the quarter. For
example, one patient delayed for
five days counts as five.
Denominator: the total number of
occupied bed days (consultant- and
non-consultant led) during the
quarter.
Delayed transfers of care
attributable to social care services
are included.

Monitor assesses NHS foundation
trusts for breaches of the C. difficile
objective against their objectives at
each quarter using a cumulative
year-to-date trajectory as outlined
in the table above.
Monitor considers it a matter of
routine reporting for trusts to report
any risk to achieving their targets,
including those relating to infection
control.

Q. Mental health identifiers: patient
identity data completeness metrics
(from MHLDDS) to consist of:

P. Mental health delayed transfers
of care: for full details of the
changes to the CPA process,
please see the implementation
guidance Refocusing the care
programme approach (DH).26



NHS number



date of birth



postcode (normal residence)



current gender



registered general medical
practice organisation code



commissioner organisation
code.

25

Assessed at: 25% of the annual centrally-set
objective at Q1; 50% at Q2; 75% at Q3;
and 100% at Q4 (all rounded to the nearest
whole number, with any ending in 0.5
rounded up). Monitor will not accept a
trust’s own internal phasing of its annual
objective or that agreed with its
commissioners.
26
Available from:
webarchive.nationalarchives.gov.uk/20130

107105354/http:/www.dh.gov.uk/prod_cons
um_dh/groups/dh_digitalassets/@dh/@en/
documents/digitalasset/dh_083649.pdf
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Numerator: count of valid entries
for each of the above data items.27

Numerator: the number of adults in
the denominator whose
accommodation status (ie settled or
non-settled) is known at the time of
their most recent assessment,
formal review or other
multidisciplinary care planning
meeting. Include only those whose
assessments or reviews were
carried out during the reference
period. The reference period is the
last 12 months working back from
the end of the reported quarter.

Denominator: total number of
entries.
R. Outcomes for patients on CPA
(from MHLDDS).28


Employment status

Numerator: the number of adults
in the denominator whose
employment status is known at the
time of their most recent
assessment, formal review or
other multidisciplinary care
planning meeting in a financial
year. Include only those whose
assessments or reviews were
carried out during the reference
period. The reference period is the
last 12 months working back from
the end of the reported quarter.

Denominator: the total number of
adults (18 to 69) who have
received secondary mental health
services and who were on the CPA
at any point during the reported
quarter.


Denominator: the total number of
adults (18 to 69) who have
received secondary mental health
services and who were on the
CPA at any point during the
reported quarter.

27

28

Having a Health of the Nation
Outcome Scales (HoNOS)
assessment in the past 12
months

Numerator: the number of adults in
the denominator who have had at
least one HoNOS assessment in
the past 12 months.
Denominator: the total number of
adults who have received
secondary mental health services
and who were on the CPA at the
end of the reference period.

Accommodation status

For details of how data items are classified
as valid, please refer to the data quality
constructions available on the Information
Centre’s website:
www.ic.nhs.uk/services/mhmds/dq

S. Learning disability access:
meeting the six criteria for meeting
the needs of people with a learning
disability, based on

Monitor is assessing the completeness of
data to make assessments of employment
and accommodation status. Thresholds in
Table A1 reflect the minimum required
completeness of data to assess
performance against the indicators in
question, not performance itself.
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recommendations in Healthcare for
all (DH 2008):29




Does the NHS foundation trust
have a mechanism to identify
and flag patients with learning
disabilities and protocols that
ensure pathways of care are
reasonably adjusted to meet the
health needs of these patients?

NHS foundation trust boards are
required to certify that their trusts
meet the above requirements at the
annual plan stage and in each
quarter. Failure to do so results in
the application of the service
performance score for this
indicator.

Does the NHS foundation trust
provide readily available and
comprehensible information to
patients with learning disabilities
about the following criteria:

T. Community services data
completeness: data completeness
levels for trusts commissioned to
provide community services, using
Community Information Data Set
(CIDS) definitions, to consist of:

o treatment options?
o complaints procedures?
o appointments?






29

Does the NHS foundation trust
have protocols to regularly audit
its practices for patients with
learning disabilities and to
demonstrate the findings in
routine public reports?

Does the NHS foundation trust
have protocols to provide
suitable support for family
carers who support patients
with learning disabilities?



RTT times – consultant-led
treatment in hospitals and allied
healthcare professional-led
treatments in the community

Does the NHS foundation trust
have protocols to routinely
include training on providing
healthcare to patients with
learning disabilities for all staff?



community treatment activity –
referrals



community treatment activity –
care contact activity.

Does the NHS foundation trust
have protocols to encourage
representation of people with
learning disabilities and their
family carers?

While failure against any
threshold scores 1.0, the overall
impact is capped at 1.0. Failure of
the same measure for three
consecutive quarters results in a
red rating.
Numerator: all data in the
denominator actually captured by
the trust electronically (not solely
CIDS-specified systems).

Available from:
webarchive.nationalarchives.gov.uk/20130
107105354/http:/www.dh.gov.uk/prod_cons
um_dh/groups/dh_digitalassets/@dh/@en/
documents/digitalasset/dh_106126.pdf
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Denominator: all activity data
required by CIDS.



Monitor’s indicators are relevant
for any services that previously
would have been commissioned
under (and funded through) the
Community Services Contract.
Services previously funded
through an acute/other contract
will continue to be excluded



trusts that submit CIDS data
through the Secondary Uses
Service (SUS) are also required
to capture CIDS data.

For the avoidance of doubt about
which services/activities are within
the scope of CIDS collection and
how data are collected, please note
that:


all community providers that
receive community funding are
required to capture and produce
local extracts of CIDS data, as
defined in the relevant CIDS
Information Standards Notice
(ISN)
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Table A2: Levels of systematic under-performance that trigger a potential
governance concern
Indicator

Driver of governance concern

Meeting the C.
difficile objective

Has >12 cases in the year to date and:

breaches the cumulative year-to-date trajectory for three
consecutive quarters or

breaches its full-year objective* or

reports important or significant outbreaks of C. difficile

Referral to
treatment (RTT)
waiting times

Breaches:**
 the incomplete pathway 18-week waiting time measure for a
third consecutive quarter

A&E indicator

Fails to meet the A&E target twice in any two quarters over a 12month period and fails the indicator in a quarter during the
subsequent 9-month period or the full year

Cancer waiting
times

Breaches:
 the 31-day cancer waiting time target for third consecutive
quarter or
 the 32-day cancer waiting time target for a third consecutive
quarter

Ambulance
response times

Breaches:
 category A8 call response time targets (Red 1 and Red 2) for a
third consecutive quarter or
 category A19 call response time target for a third consecutive
quarter

Community
services data
completeness

Fails to maintain the threshold for data completeness for:
 RTT information for a third consecutive quarter
 service referral information for a third consecutive quarter
 treatment activity information for a third consecutive quarter

Mental health
access measures

Breaches:***
 early intervention in psychosis for a third consecutive quarter
 IAPT for a third consecutive quarter

Any indicator

Breaches the indicator for a third consecutive quarter

* Consideration of investigation can occur as soon as the full-year breach is reported.
** As the indicator must be met in each month during the quarter, trusts should report, by exception,
any month in which they breach the RTT measure. Where trusts consequently report failures in the
first or second months of a quarter, and have failed the measure in each of the previous two quarters,
Monitor may consider whether or not to investigate the trust in advance of the end of the third quarter.
This also applies where a trust fails the relevant measure in each year spanning any three quarters
from 2012/13 to 2013/14.
*** From Q3 and Q4 2015, subject to NHS England monitoring processes in place.
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Appendix B: The well-led framework for governance reviews
Monitor has issued guidance on the well-led framework for governance reviews to
support NHS foundation trusts gain assurance that they remain well led.
The framework represents a ‘core’ reference for NHS foundation trusts to follow in
structuring reviews of their governance.30 The depth and breadth of investigation can
be shaped by the trust’s self-assessment and initial review at the start of the
process. Where trusts choose to exclude core elements of the framework, they
should tell us they are doing this and why, in line with a ‘comply or explain’ approach.

30

Available from:
www.gov.uk/government/uploads/system/uploads/attachment_data/file/312994/Well_led_framewor
k_questions_and_good_practice_examples_1_.pdf
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Appendix C: NHS foundation trust transactions
As part of its overall assessment of NHS foundation trusts’ compliance with the
continuity of services and governance conditions of their licences, Monitor considers
the impact of transactions involving these trusts. We take a proportionate approach,
with our view of the risks involved in undertaking a transaction determining the
degree of analysis and assurance required.
Transactions will be classed as ‘small’, ‘material’ or ‘significant’. Our level of scrutiny
will depend on these classifications.
Transactions that we consider ‘significant’ (as defined under ‘Thresholds for
reporting and detailed review’ below) will be subject to a detailed review. Where a
trust has incorporated its own definition of a significant transaction into its
constitution, this may differ from our definition of ‘significant’. Our definition applies
for the purposes of determining whether we conduct a detailed review.
Our approach to transactions involving NHS foundation trusts is twofold.
Statutory transactions
Under the 2006 Act, as amended by the 2012 Act, we have a statutory role in
approving (where we are satisfied that trusts have taken the necessary preparatory
steps):


mergers between NHS foundation trusts or NHS foundation trusts and NHS
trusts



acquisitions by an NHS foundation trust of an NHS trust or another NHS
foundation trust



separations of NHS foundation trusts into two or more NHS foundation trusts



dissolutions of NHS foundation trusts.

Trusts undertaking these transactions are required under the 2006 Act, as amended
by the 2012 Act, to make a formal application (with accompanying documents) to
Monitor. This will involve completing a number of statutory requirements (eg
obtaining the approval of a majority of governors) as set out in Appendix E.
Appendix E clarifies what we consider are the necessary preparatory steps for a
small, material or significant statutory transaction.
NHS foundation trusts must follow the guidance set out in this appendix
before they make a formal application to Monitor in order to satisfy us that
they have completed all the preparatory steps required for formal approval of
the transaction.
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Other transactions
In addition to assessing statutory transactions, we will also assess other transactions
to determine whether they are likely to represent a risk to a trust’s compliance with
the continuity of services or NHS foundation trust governance licence conditions.
Such transactions include:


projects funded through private finance initiatives (PFIs)



contracts to provide services



material capital investments



other mergers, acquisitions, investments or divestments



joint ventures



changes in indemnity arrangements that exceed the thresholds shown in
Table A3



other organisational forms initially developed as new care models.

Where we consider such a transaction to be significant according to the criteria set
out under ‘Thresholds for reporting and detailed review’ below, we will conduct a
detailed review to consider the risk involved in undertaking the transaction and
communicate this in a letter to the trust board.
Where a transaction represents in our view a substantial level of risk to a trust’s
compliance with its continuity of services or governance licence conditions, we will
consider whether we need to use our powers to mitigate that risk.
Engagement with Monitor
If an NHS foundation trust’s potential transaction meets any one of the criteria set
out in the following section, which details the thresholds for reporting transactions to
us and for a detailed review, the trust should report the transaction to Monitor. This
section describes how we engage with trusts on all reportable transactions, and
details how we engage with NHS foundation trusts planning mergers and
acquisitions in particular.
A number of different strategic and/or operational changes made by NHS foundation
trusts (including but not limited to transactions) may raise issues under the
competition rules that apply to providers of NHS services. NHS foundation trusts
should inform themselves at an early stage whether the proposed changes are likely
to raise any issues under these rules as this will enable an informed decision to be
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taken on how best to proceed. Further details on the types of competition issues that
can arise and how Monitor can help trusts understand them can be found here.31
Reportable transactions
If a potential transaction, statutory or otherwise, will need to be reported to Monitor
according to the criteria set out under ‘Thresholds for reporting and detailed review’
below, the trust should contact us as soon as the transaction becomes a significant
likelihood to agree:


whether the proposed transaction is ‘significant’ and will therefore require a
detailed review by Monitor



the likely timing of any detailed review and



the scope of any detailed review.

Trusts that are considering an investment that may require approval from the DH or
the Treasury (eg PFI investments or other investments that are novel, contentious or
potentially repercussive for the public sector) for their planned investment should
engage with us at an early stage (that is, as soon as they believe there is a
significant likelihood that they will want to undertake the transaction).
Mergers and acquisitions
We will work closely with trusts considering a merger or acquisition to help them
navigate the relevant regulatory issues (including any implications of competition
rules) by engaging at several points as a transaction develops.
This is to ensure the proposals work in the best interests of patients, from both good
governance and competition perspectives.
In line with our roles of assessing NHS foundation trusts’ compliance with the
continuity of services and governance licence conditions as well as supporting trusts
in understanding any competition issues, we will review the trust’s assessment of its
strategic rationale for the transaction at an early stage. The level of work that we
conduct will depend on our classification of the transaction. NHS foundation trusts
contemplating a merger or acquisition should therefore engage with us at an
early stage (that is, as soon as they believe there is a significant likelihood that they
will want to undertake a transaction).
Figure A1 shows the anticipated points of engagement between Monitor and a trust
during the planning process for a merger or acquisition. We then give further detail
on each stage of engagement.

31

www.monitor.gov.uk/regulating-health-care-providers-commissioners/co-operation-and-competition
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Figure A1: Monitor and NHS foundation trust engagement
for mergers and acquisitions

Stage 1: Strategic options to proceed
We would offer relatively informal support and advice at this stage, with two
objectives:


To consider the robustness of the underlying strategy: Our intention is
not to approve the proposed strategy at this stage but to pose key questions
that might include:
o what challenges faced by the trust is the transaction strategy seeking to
address?
o what options other than this transaction were considered for addressing
those challenges?
o what was the basis for selecting the proposed (transaction) approach?
We will offer views on how robustly the trust has answered these questions,
but it will be for the trust to decide how to proceed.



To highlight the type of competition issues that might arise: At this stage
we would also advise whether we believe the transaction might give rise to
competition issues and, if so, what the trust should do to determine more
precisely the nature and extent of those issues. We would also advise in
general terms on how to assess relevant patient benefits.

We would also set out our likely transaction classification at this stage, where there
is sufficient information to do so.
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Stage 2: Review of outline business case
Once a trust has developed an outline business case and identified its preferred
option we may undertake a further review of the case, before the trust commits
significant resources. This work would comprise:


a review and challenge of the strategic rationale supporting the transaction
and, potentially, a high-level review of the financial case if the transaction
triggers the detailed review threshold set out below. The purpose here would
be to identify any 'show stoppers' before significant resources have been
committed



a review of the trust’s own assessment of any competition issues resulting
from the proposed transaction, comparing these with our own assessment



a preliminary review of the trust’s approach to assessing relevant patient
benefits, including the robustness of plans to realise those benefits, as well as
commissioning intentions in the local area.

These discussions would conclude in a more formal meeting between Monitor and
the trust board, after which we would send a letter to the trust setting out:


any strategic business issues that we feel need further attention



our view on whether the proposed transaction is likely to give rise to any
competition issues and, if necessary, our suggestions on what work the trust
needs to do to examine these potential issues



our view as to what, if any, further work is needed to complete the analysis
and presentation of relevant patient benefits.

It would be for the trust to decide whether or not to proceed with the proposed
merger and whether or not to notify the Office of Fair Trading (OFT). Trusts are not
required to notify the OFT of the proposed merger – it is for the trust to decide
whether to do so. However, there are risks of not notifying a merger where it might
give rise to competition issues as the OFT may call the merger in for review.
We would not normally start work on a detailed transaction review until the
competition authorities have cleared the transaction (if required).
Stage 3: Monitor detailed review of final business case
The scope of the detailed review (if required) will, where possible, be determined at
Stage 1, the review of the strategic option to proceed, and refined at Stage 2, the
review of the outline business case. The classification of the transaction will remain
subject to there being no material changes in the risk profile of the transaction before
it is completed. Further detail of the potential scope and output of a detailed review is
set out below.
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Thresholds for reporting and detailed review
If a potential transaction meets any one of the criteria in Table A3, the NHS
foundation trust should report it to Monitor.
Table A3: Monitor reporting requirements
Reporting requirements
Ratio

Description

Non-healthcare/ UK Healthcare
international

Assets

The gross assets* subject
to the transaction, divided
by the gross assets of the
foundation trust

>5%

>10%

Income

The income attributable to
the:

>5%

>10%

>5%

>10%




assets or
contract

associated with the
transaction, divided by the
income of the foundation
trust
Consideration to total
foundation trust capital

The gross capital** or
consideration associated
with the transaction divided
by the total capital*** of the
foundation trust following
completion or the effects on
the total capital of the
foundation trust resulting
from a transaction

* Gross assets are the total of fixed assets and current assets.
** Gross capital equals the market value of the target’s shares and debt securities, plus the excess of
current liabilities over current assets.
*** Total capital of the foundation trust equals taxpayers’ equity.

Capital investments may be made over a number of years, with revenue attributable
to the investment potentially only achieved in future years. For calculation of the
asset ratio, estimated capital spend is compared with audited asset values, and for
the income ratio the full-year impact of projected revenue from the investment is
compared with the projected foundation trust revenue in that year.
Where an NHS foundation trust chooses to end its membership of the NHS Litigation
Authority’s various schemes, including the Clinical Negligence Scheme for Trusts
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(CNST), and enters into alternative indemnity arrangements that affect the capital
(taxpayers’ equity) on the trust’s balance sheet, this may trigger a transaction review
according to the thresholds set out in this section.
For any other transaction types, the data used for the transaction classification will
be considered on a case-by-case basis. NHS foundation trusts should seek our
guidance if there is any uncertainty.
Where there has been a material or significant transaction since the date of the last
audited accounts (ie those accounts do not include that transaction), we consider the
data used for the transaction classification on a case-by-case basis. NHS foundation
trusts should seek our guidance if there is any uncertainty.
In the case of an acquisition where there has been a material change in the financial
position of either the NHS foundation trust or the business being acquired since the
date of its last accounts, and the ratio at that time is not considered representative of
the likely contribution of the acquired business to the foundation trust, we may,
following discussions with the foundation trust, choose to recalculate the ratios on a
proforma basis using current or future year data.
In all cases we may, following discussions with the foundation trust, choose to
recalculate the ratios using data that we reasonably consider to be a more
appropriate measure of the relative size of the transaction.
Even where a proposed transaction does not trigger the reporting requirements set
out above, boards are encouraged to take account of our best practice advice32
when evaluating the processes they should undertake to ensure reputational and
financial risks are fully understood and governance obligations are met.
Threshold for detailed review
Monitor’s view of the risks inherent in a potential transaction will determine whether it
is classified as ‘small’, ‘material’ or ‘significant’.
Those transactions which do not meet the reporting requirements (see Table A3) are
classified as ‘small’ transactions. If the small transaction is nevertheless a statutory
transaction, a trust must make a formal application to Monitor and demonstrate that it
has taken the necessary preparatory steps, as set out in Appendix E. In any other
type of small transaction, we would not normally expect to be notified or otherwise
involved.
All reportable transactions will be classified as either material or significant.

32

www.gov.uk/government/uploads/system/uploads/attachment_data/file/386708/MonitorTransaction
sGuidance.pdf
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Once a transaction has been reported, we will seek to understand more about the
risks associated with the transaction to determine its regulatory approach. Potential
risks will include:


the relative size of the transaction compared to the NHS foundation trust



the leverage expected in the enlarged organisation following the transaction



the degree of experience in the acquiring organisation of the services
provided by the target (where relevant), or of any change in services following
the investment



the existing level of financial risk and quality risk in the target (where relevant)



the existing level of financial risk and quality risk in the NHS foundation trust



risks identified as part of our early engagement with the trust (where relevant),
for instance poor options appraisal or a lack of strategic rationale.

A non-exhaustive list of examples of risk factors are set out in the below to provide
trusts with an indication of what we may consider to be a major risk or otherwise.
Risk factor

Example of major risk

Example of other risk

Leverage

Capital servicing capacity of
enlarged organisation is
<1.75 (as defined in the
RAF)

Capital servicing capacity of
enlarged organisation is
<2.5 (as defined in the RAF)

Acquirer’s experience of
services provided by target

A significant change in
scope of activity of acquirer

A minor change in scope of
activity of acquirer

Acquirer quality

Governance at the acquirer
is rated ‘red’ or subject to
narrative with a ‘formal
investigation’ underway

Governance at the acquirer
is subject to narrative
description of some
concerns

Acquirer financial

Financial sustainability risk
rating ≤2 in the acquirer

Financial sustainability risk
rating of 2*/3 in the acquirer

Target quality

Target is rated ‘inadequate’
by CQC

Target is rated ‘requires
improvement’ by CQC

Target financial

Target has significant
current and/or historical
deficits

Target has minor current
and/or historical deficits

We look at each potential transaction on a case-by-case basis and may change our
relative weighting of the risks outlined above if we consider this appropriate. Trusts
should keep us informed of any change to the risk profile of the transaction. We may
change our view of the classification based on this information.
Based on our assessment of the nature and scale of these risks, we will determine
whether a detailed review is required and, if so, the scope of the detailed review. If a
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detailed review is required, the transaction will be classified as ‘significant’.
Those transactions which trigger the reporting requirements above but do not require
a detailed review are classified as ‘material’ transactions.
We will decide to classify the transaction as significant and therefore requiring a
detailed review according to whether the transaction meets one of the following
criteria:


a relative size of >40% in any of the tests set out in Table A3 will always lead
to a detailed review



a relative size of between 25% and 40% of the tests set out in Table A3 will
lead to a detailed review where an additional risk factor has been identified
by Monitor and is considered relevant



a relative size of between 10% and 25% of the tests set out in Table A3 will
lead to a detailed review where, in Monitor’s view, one or more major risk or
more than one other risk has been identified by us and is considered
relevant.

Material transactions – requirements
Where a transaction is classified as material, Monitor will, as part of its overall
assessment of financial and governance risk, request evidence in the form of a
certification that the board has satisfied itself in a number of areas set out in
Appendix D. In certain transactions we may require trusts to provide additional
evidence to support their certification. The certification should be submitted to and
agreed with us before the trust enters into any legally binding arrangements in
relation to the transaction. In addition, within six months of the transaction occurring,
the trust should make a revised corporate governance statement (see Appendix F)
and send this to Monitor, with the exception of the statement concerning quality
governance for which an appropriate timescale for compliance should be determined
by the trust board and agreed with us.
If the board is not able to certify to Monitor that it is satisfied that the above matters
have been addressed, or provide material on request to support the certification, it
should explain why. We will consider this in assessing the risk associated with the
transaction and whether additional assurance work is required.
Significant transactions – requirements
Where a transaction is classified as significant, NHS foundation trusts must, in
addition to the evidence requested for a material transaction, provide us with a
greater degree of assurance regarding the risk to breach of the continuity of services
or NHS foundation trust governance licence conditions. This will be by way of a
detailed review, the majority of which will normally be conducted at Final Business
Case stage. For a significant transaction NHS foundation trusts must prepare
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financial plans in a suitable Monitor Long Term Financial Plan model and should
contact modelqueries@monitor.gov.uk to confirm the most suitable model to use.
The purpose of the detailed review is to consider how the proposed transaction may
affect the risk profile of the ongoing NHS foundation trust (or the new NHS
foundation trust in the event of a merger).
We will perform detailed work in up to four areas, depending on the nature and risks
of the proposed transaction:


strategy



transaction execution



quality



finance.

We will assess each of these areas using the key questions:
Strategy
1. Is the trust’s overall strategy well reasoned and can the board demonstrate
how the transaction supports its delivery?
2. Has there been a detailed options appraisal and is there a clear rationale for
the option the trust has selected?
3. Does this rationale explain why it is the best option for patients, the trust and
the local health economy?
4. Does the board have the capability, capacity and experience to deliver the
trust’s strategy?
Transaction execution
1. Does the board have the capability and capacity to minimise execution risks?
2. Is the board able to identify and quantify transaction risks appropriately
(including risks associated with the competition rules, if any)? Is its approach
to due diligence robust, and is there evidence that key risks have been
recorded?
3. Has the board effectively mitigated the key risks and established effective
processes for the continued management of these risks, post-transaction?
4. Is there a robust and comprehensive plan for delivery of the transaction,
including integration and realisation of other benefits?
5. Is the integration plan sufficiently supported by clear lines of accountability,
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governance processes, delivery milestones and dedicated resource?
6. Has the trust met all regulatory and legal requirements (including certification),
and is it planning the transaction with reference to good practice guidance?
Quality
1. Has the trust received an unqualified quality governance opinion in relation to
the transaction (where relevant)?
2. Has the medical director provided certification to Monitor?
3. What is CQC’s view of both trusts and the impact of the planned transaction?
4. Would the enlarged organisation trigger any governance concerns under the
risk assessment framework?*
Finance
1. Is the trust’s plan financially viable and sustainable, post-transaction?*
2. Has the trust received an unqualified financial reporting procedures opinion
(where relevant)?
3. Has the trust received an unqualified working capital opinion (where
relevant)?
*Post-investment adjustment.

Note: The trust board’s ability to manage downside financial risk is assessed as part
of Question 3 under ‘transaction execution’. The key question for consideration is:
Can the board articulate future mitigation plans and demonstrate the capability
to deliver these plans?
Additional assurances
We may, on a case-by-case basis, seek additional evidence concerning the
assurance the board has received in relation to the transaction. This may include
external reports and opinions from independent accountants or other experts on any
or all of the following:


post-transaction integration plans



a working capital board memorandum prepared in relation to the transaction



board memorandum on financial reporting procedures



plans for applying appropriate quality governance arrangements across the
new organisation.
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The information that we request will take into account the specific risks of the
proposed transaction. Lack of any or all of the information requested is likely to have
a bearing on our view of the degree of risk the transaction represents.
We may also, on a case-by-case basis, ask trusts to provide Monitor with a letter of
representation before Monitor’s risk-rating decision. This letter will confirm that all
relevant information has been provided to Monitor and will be signed by the chair on
behalf of the whole trust board.
Transaction risk rating
Small and material transactions are not risk rated by Monitor.
This rating is based on an aggregate of the risks identified under each of the four
areas that could constitute a detailed review (see ‘Significant transactions –
requirements’ section above), noting that some risks could by themselves be so
significant that they drive the overall rating. Our assessment of risk will be based on
a trust’s adherence to Monitor’s good practice guidance. The risk-rating definitions
are set out below:


green – no material concerns arising out of our detailed review



amber – some significant issues arising which will require action by the trust
to address and may require ongoing regulatory monitoring. However, issues
are not so serious that the transaction ought to be stopped or deferred



red – issues considered to be sufficiently serious to warrant deferring the
transaction to allow time to restructure it (if possible) to address the risks
involved. If this is not considered possible, the transaction ought to be
stopped, through the use of regulatory powers if appropriate.

Investment adjustments
In order not to discourage NHS foundation trusts from undertaking transactions with
short-term negative implications for Monitor’s risk ratings, NHS foundation trusts may
apply for investment adjustments before we assign the transaction a risk rating.
An investment adjustment will be considered by Monitor on a case-by-case basis
and will only be granted in the following circumstances:


written application is made by the NHS foundation trust to us, requesting an
investment adjustment and providing supporting information



the relevant transaction is a material or significant transaction.

Financial sustainability risk-rating adjustments
For financial sustainability risk-rating adjustments, trusts are required to provide
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evidence that:


risks and potential rewards, and their likely timing, are demonstrated in
accordance with Monitor’s transaction guidance



the NHS foundation trust’s plan supporting the investment identifies the
potential risk-adjusted costs and returns over the period of the investment.

In assessing a potential investment adjustment, we may require a presentation from
the NHS foundation trust setting out the basis on which it considers it appropriate,
including detailed analysis of cash flows and associated risks.
Governance rating adjustments
Trusts seeking such an adjustment based on a revised performance threshold
should, in the first instance, submit to Monitor, alongside the standard requirements
for a transaction:


a proposed threshold trajectory for each governance indicator for the acquired
business by quarter, showing how the trust will return to the target threshold
within an appropriate timeframe agreed with us



a proposed threshold trajectory for each indicator against which the trust
should be scored across the combined business, rather than separately



a rationale for the thresholds above.

We will investigate the rationale before agreeing to any trajectory.
Monitor will generally not provide a transaction adjustment related to risks triggered
by CQC concerns.
Transactions involving NHS foundation trusts meeting investigation triggers
We may vary our approach to calculating risk ratings for transactions where there is
a pre-existing risk that the NHS foundation trust is in breach of its licence conditions.
Where an NHS foundation trust has met one of our investigation triggers, and we are
currently considering whether to investigate formally, or are formally investigating
that trust, we may:


for material transactions, postpone submission of trust certifications
concerning the transaction in question



for significant transactions, postpone assigning a risk rating to the
transaction until Monitor has determined whether the trust is, or is not, in
breach of the governance or continuity of services conditions of its licence and
whether regulatory action is necessary.
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Transactions involving NHS foundation trusts in breach of the continuity of
services or governance conditions of their licence
Where an NHS foundation trust is in breach of the continuity of services or
governance conditions of their licence, we may consider any material transaction as
a significant transaction and consequently undertake a detailed review.
Aggregation of transactions in a 12-month period
Transactions completed with the same counterparty during the 12 months before the
date of the latest transaction may be aggregated with that transaction for the
purposes of Monitor’s reporting thresholds. We should be informed at an early stage
of the latest transaction in such cases.
Joint ventures
NHS foundation trusts entering into major joint ventures, including Academic Health
Science Centres (AHSCs), that meet any of the triggers set out below are required:


as part of the annual plan each year, to certify anticipated continued
compliance with the requirements set out in Appendix G



by exception, to notify Monitor where an NHS foundation trust ceases to
comply with the requirements set out in Appendix G.

The relevant triggers are:


Control, ie where a separate decision-making body has influence over the
development and/or delivery of an NHS foundation trust’s strategy. Where the
separate decision-making body is a legal entity, influence would normally be
defined as at least 20% ownership.



Financial conditions – where an NHS foundation trust’s:



o

assets within the vehicle are >10% of its total assets (per the most recent
quarterly monitoring submission) or

o

share of income or expenditure from the partnership exceeds 10% of the
foundation trust’s total income or expenditure respectively in any full
financial year.

Legal arrangement, ie for ‘accredited’ AHSCs only, where an NHS foundation
trust enters into a legal agreement establishing the legal arrangement of the
partnership.
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Appendix D: Certification requirements
Where a potential transaction is deemed to be material, based on the thresholds in
Table A3, Monitor will, as part of its overall assessment of financial risk and
governance, request evidence that the board is satisfied that it has:

33



considered a detailed options appraisal before deciding that the transaction
delivers benefits for patients and the trust in delivering its strategy



assured itself that a proposed transaction will meet the requirements of the
choice and competition licence conditions



conducted an appropriate level of financial, clinical and market due diligence
relating to the proposed investment or divestment



considered the implications of the proposed investment or divestment on the
resulting entity’s financial sustainability risk rating, having taken full account of
reasonable downside sensitivities



conducted appropriate inquiry about the probity of any partners involved in the
proposed investment or divestment, taking into account the nature of the
services provided and likely reputational risk



conducted an appropriate assessment of the nature of services being
undertaken as a result of the investment or divestment and any implications
for reputational risk arising from these



received appropriate external advice from independent professional advisers
with relevant experience and qualifications



taken into account the best practice advice in Monitor’s transactions
guidance33 or commented by exception where this is not the case



resolved any accounting issues relating to the investment or divestment and
its proposed treatment



addressed any legal issues, including those associated with the transfer of
staff (either via an acquisition, divestment or fixed term contract)



complied with any consultation requirements



established the organisational and management capacity and skills to deliver
the planned benefits of the proposed investment or divestment

Available from:
www.gov.uk/government/uploads/system/uploads/attachment_data/file/386708/MonitorTransaction
sGuidance.pdf
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involved senior clinicians at the appropriate level in the decision-making
process and received confirmation from them that there are no material
clinical concerns in proceeding with the investment or divestment, including
consideration of the subsequent configuration of clinical services;



in the case of a contract of a specified period, ensured appropriate legal
protection in relation to staff, including on termination of the contract



ensured relevant commercial risks are understood



made provision for the transfer of all relevant assets and liabilities



at the time of the acquisition, a corporate governance statement (see
Appendix F) for the acquirer and



at the time of the acquisition, a board statement that plans are in place to be
able to make the corporate governance statement (see Appendix F) in the
new organisation within six months, with the exception of the following
statement concerning quality governance for which an appropriate timescale
for compliance should be determined by the trust board and agreed with
Monitor:
“The board is satisfied:
(f) that there is clear accountability for quality of care throughout [insert name]
foundation trust including but not restricted to systems and/or processes for
escalating and resolving quality issues including escalating them to the board
where appropriate.”
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Appendix E: Statutory transactions – other requirements
NHS foundation trusts undertaking a statutory transaction are required under the
2006 Act, as amended by the 2012 Act, to make a formal application, which involves
a number of statutory requirements. The application should be submitted after
completing any applicable processes of assurance and risk assessment as specified
elsewhere in this appendix.
Mergers
A joint application by two NHS foundation trusts, or an NHS foundation trust and an
NHS trust, for a merger must be accompanied by:


written acknowledgement from the foundation trust(s) of Monitor’s risk rating
where the transaction was classed as significant



evidence of approval by a majority of governors of each party which is an
NHS foundation trust



in the case of a merger with an NHS trust, a letter of support from the
Secretary of State



details of the property and liabilities being transferred and



the constitution of the proposed new organisation following the transaction.

If the application is granted, the two trusts will be dissolved and a new NHS
foundation trust will be established.
Acquisitions
A joint application by two NHS foundation trusts or a foundation trust and an NHS
trust for an acquisition by the acquiring foundation trust must be accompanied by:


written acknowledgement from the foundation trust(s) of Monitor’s risk rating
where the transaction was classed as significant



evidence of approval of the transaction by a majority of the governors of the
NHS foundation trust(s)



in the case of an acquisition of an NHS trust, a letter of support from the
Secretary of State and



the constitution of the acquiring NHS foundation trust following the
transaction.

Important note: There is no requirement for an NHS trust or foundation trust to be
separately dissolved once it has been acquired.
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Dissolutions
An application by an NHS foundation trust for its dissolution must be accompanied
by:


evidence of approval of a majority of the trust’s governors



evidence that the trust has no liabilities.

Separations
An application by an NHS foundation trust for its separation into two or more new
foundation trusts must be accompanied by:


evidence of approval of a majority of governors of the NHS foundation trust



specification of the property and liabilities proposed to be transferred to each
new NHS foundation trust and



the constitutions for each proposed new NHS foundation trust.

Monitor will check applications and their accompanying documents for accuracy and
completeness. We may seek additional supporting information if necessary, but will
not conduct an in-depth review of the contents.
Statutory transactions: steps necessary to prepare for the transaction
We can only grant an application for a statutory transaction where we are satisfied
that the trust(s) have undertaken the steps necessary to prepare for the transaction.
The table below sets out our view of what constitutes the necessary steps according
to whether the transaction is small, material or significant.
Classification*
Small

Necessary preparatory steps
 the trust(s) have submitted all the relevant documents for the
statutory transaction

Material

 the trust(s) have submitted all the relevant documents for the
statutory transaction
 the trust(s) have reported the transaction to Monitor
 the trust(s) have submitted the certifications to Monitor and
we are satisfied with them

Significant

 the trust(s) have submitted all the relevant documents for the
statutory transaction
 the trust(s) have reported the transaction to Monitor
 the trust(s) have submitted the certifications to Monitor and
we are satisfied with them
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Classification*

Necessary preparatory steps
 the transaction has been through Monitor’s detailed review
and has achieved a transaction risk rating of green or amber

*For definitions of ‘small’, ‘material’ and ‘significant’, please refer to the ‘Threshold for
detailed review’ section above.
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Appendix F: Corporate governance statement
Risks and mitigating
actions
The board is satisfied that [insert name] NHS Foundation
Trust applies those principles, systems and standards of
good corporate governance which reasonably would be
regarded as appropriate for a supplier of healthcare
services to the NHS.
The board has regard to such guidance on good corporate
governance as may be issued by Monitor from time to
time.
The board is satisfied that [insert name] NHS Foundation
Trust implements:
(a)

effective board and committee structures

(b)

clear responsibilities for its board, for committees
reporting to the board and for staff reporting to the
board and those committees

(c)

clear reporting lines and accountabilities throughout
its organisation.

The board is satisfied that [insert name] NHS Foundation
Trust effectively implements systems and/or processes:
(a)

to ensure compliance with the licence holder’s duty
to operate economically, efficiently and effectively

(b)

for timely and effective scrutiny and oversight by
the board of the licence holder’s operations

(c)

to ensure compliance with healthcare standards
binding on the licence holder including, but not
restricted to, standards specified by the Secretary
of State, the Care Quality Commission, the NHS
Commissioning Board and statutory regulators of
healthcare professions

(d)

for effective financial decision-making,
management and control including, but not
restricted to, appropriate systems and/or
processes to ensure the licence holder’s ability to
continue as a going concern

(e)

to obtain and disseminate accurate,
comprehensive, timely and up-to-date information
for board and committee decision-making

(f)

to identify and manage (with, but not restricted to,
forward plans) material risks to compliance with
the conditions of its licence
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(g)

to generate and monitor delivery of business plans
(including any changes to such plans) and to
receive internal and where appropriate external
assurance on such plans and their delivery

(h)

to ensure compliance with all applicable legal
requirements.

The board is satisfied:
(a)

there is sufficient capability at board level to
provide effective organisational leadership on the
quality of care provided

(b)

the board’s planning and decision-making
processes take timely and appropriate account of
quality of care considerations

(c)

accurate, comprehensive, timely and up-to-date
information on quality of care is collected

(d)

it receives and takes into account the accurate,
comprehensive, timely and up-to-date information
on quality of care

(e)

[insert name] NHS Foundation Trust including its
board actively engages on quality of care with
patients, staff and other relevant stakeholders, and
takes into account as appropriate views and
information from these sources

(f)

there is clear accountability for quality of care
throughout [Insert name] NHS Foundation Trust
including but not restricted to systems and/or
processes for escalating and resolving quality
issues, including escalating them to the board
where appropriate.

The board effectively implements systems to ensure it has
personnel on the board, reporting to the board and within
the rest of the licence holder’s organisation who are
sufficient in number and appropriately qualified to ensure
compliance with the conditions of this licence.
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Appendix G: Joint ventures and academic health science centres
For NHS foundation trusts:


that are part of a major joint venture or an academic health science centre
(AHSC)



whose boards are considering entering a major joint venture or becoming part
of an AHSC.

The following statement should be made:
Risks and mitigating actions
The board is satisfied it has or continues to:
•

ensure the partnership will not inhibit the trust from
remaining at all times compliant with the conditions of its
licence

•

have appropriate governance structures in place to
maintain the decision-making autonomy of the trust

•

conduct an appropriate level of due diligence relating to
the partners when required

•

consider implications of the partnership on the trust’s
financial risk rating having taken full account of any
contingent liabilities arising and reasonable downside
sensitivities

•

consider implications of the partnership on the trust’s
governance processes

•

conduct appropriate inquiry about the nature of services
provided by the partnership, especially clinical, research
and education services, and consider reputational risk

•

comply with any consultation requirements

•

have the organisational and management capacity to
deliver the benefits of the partnership

•

involve senior clinicians at appropriate levels in the
decision-making process and receive assurance from
them that there are no material concerns in relation to
the partnership, including consideration of any
reconfiguration of clinical, research or education
services

•

address any relevant legal and regulatory issues

82

(including any relevant to staff, intellectual property and
compliance of the partners with their own regulatory and
legal framework)
•

ensure appropriate commercial risks are reviewed

•

maintain the register of interests and no residual
material conflicts identified

•

engage the governors of the trust in the development of
plans and give them an opportunity to express a view on
these plans.

In addition, before entering into an accredited AHSC or
other major joint venture, boards of NHS foundation trusts
are required to certify that they have:
 received external advice from independent professional
advisers with appropriate experience and qualifications

 taken into account the best practice advice in Monitor’s
transaction guidance or comment by exception where
this is not the case.
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Appendix H: Continuity of services and NHS foundation trust
governance licence conditions
The RAF is designed to oversee compliance with the continuity of services
conditions (primarily Condition CoS3) and NHS foundation trust Condition 4
(Condition FT4), which relates to governance. For reference, these can be found in
this appendix.
For more information on the licence, including other sections and guidance on
complying with other requirements see
www.gov.uk/government/organisations/monitor
Condition CoS1 – Continuing provision of Commissioner Requested Services
1.

The Licensee shall not cease to provide, or materially alter the specification
or means of provision of, any Commissioner Requested Service otherwise
than in accordance with the following paragraphs of this Condition.

2.

If, during the period of a contractual or other legally enforceable obligation to
provide a Commissioner Requested Service, or during any period when this
condition applies by virtue of Condition G9(1)(b), Monitor issues to the
Licensee a direction in writing to continue providing that service for a period
specified in the direction, then the Licensee shall provide the service for that
period in accordance with the direction.

3.

The Licensee shall not materially alter the specification or means of
provision of any Commissioner Requested Service except:

4.

(a)

with the agreement in writing of all Commissioners to which the
Licensee is required by a contractual or other legally enforceable
obligation to provide the service as a Commissioner Requested
Service or

(b)

at any time when this condition applies by virtue of Condition
G9(1)(b), with the agreement in writing of all Commissioners to
which the Licensee provides, or may be requested to provide, the
service as a Commissioner Requested Service or

(c)

if required to do so by, or in accordance with the terms of its
authorisation by, any body having responsibility pursuant to statute
for regulating one or more aspects of the provision of healthcare
services in England and which has been designated by Monitor for
the purposes of this condition and of equivalent conditions in other
licences granted under the 2012 Act.

If the specification or means of provision of a Commissioner Requested
Service is altered as provided in paragraph 3, the Licensee, within [28] days
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of the alteration, shall give to Monitor notice in writing of the occurrence of
the alteration with a summary of its nature.
5.

For the purposes of this Condition an alteration to the specification or means
of provision of any Commissioner Requested Service is material if it involves
the delivery or provision of that service in a manner which differs from the
manner specified and described in:
(a)

the contract in which it was first required to be provided to a
Commissioner at or following the coming into effect of this Condition;
or

(b)

if there has been an alteration pursuant to paragraph 3, the
document in which it was specified on the coming into effect of that
alteration or

(c)

at any time when this Condition applies by virtue of Condition
G9(1)(b), the contract, or NHS contract, by which it was required to
be provided immediately before the commencement of this Licence
or the Licensee’s authorisation, as the case may be.

Condition CoS2 – Restriction on the disposal of assets
1.

The Licensee shall establish, maintain and keep up to date, an asset register
which complies with paragraphs 2 and 3 of this Condition (‘the Asset
Register’).

2.

The Asset Register shall list every relevant asset used by the Licensee for
the provision of Commissioner Requested Services.

3.

The Asset Register shall be established, maintained and kept up to date in a
manner that reasonably would be regarded as both adequate and
professional.

4.

The obligations in paragraphs 5 to 8 shall apply to the Licensee if Monitor
has given notice in writing to the Licensee that it is concerned about the
ability of the Licensee to carry on as a going concern.

5.

The Licensee shall not dispose of, or relinquish control over, any relevant
asset except:

6.

(a)

with the consent in writing of Monitor and

(b)

in accordance with the paragraphs 6 to 8 of this Condition.

The Licensee shall furnish Monitor with such information as Monitor may
request relating to any proposal by the Licensee to dispose of, or relinquish
control over, any relevant asset.
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7.

Where consent by Monitor for the purpose of paragraph 5(a) is subject to
conditions, the Licensee shall comply with those conditions.

8.

Paragraph 5(a) of this Condition shall not prevent the Licensee from
disposing of, or relinquishing control over, any relevant asset where:
(a)

Monitor has issued a general consent for the purposes of this
Condition (whether or not subject to conditions) in relation to:
(i)

transactions of a specified description or

(ii)

the disposal of or relinquishment of control over relevant assets
of a specified description and

the transaction or the relevant assets are of a description to which the
consent applies and the disposal, or relinquishment of control, is in
accordance with any conditions to which the consent is subject or
(b)

9.

the Licensee is required by the Care Quality Commission to dispose
of a relevant asset.

In this Condition:
‘disposal’

means any of the following:
(a) a transfer, whether legal or equitable, of the whole or any part of
an asset (whether or not for value) to a person other than the
Licensee or
(b) a grant, whether legal or equitable, of a lease, licence, or loan of
(or the grant of any other right of possession in relation to) that
asset or
(c) the grant, whether legal or equitable, of any mortgage, charge,
or other form of security over that asset or
(d) if the asset is an interest in land, any transaction or event that is
capable under any enactment or rule of law of affecting the title to a
registered interest in that land, on the assumption that the title is
registered, and references to ‘dispose’ are to be read accordingly

‘relevant asset’

means any item of property, including buildings, interests in land,
equipment (including rights, licences and consents relating to its
use), without which the Licensee’s ability to meet its obligations to
provide Commissioner Requested Services would reasonably be
regarded as materially prejudiced

‘relinquishment
of control’

includes entering into any agreement or arrangement under which
control of the asset is not, or ceases to be, under the sole
management of the Licensee, and ‘relinquish’ and related
expressions are to be read accordingly
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10.

The Licensee shall have regard to such guidance as may be issued from
time to time by Monitor regarding:
(a)

the manner in which asset registers should be established,
maintained and updated and

(b)

property, including buildings, interests in land, intellectual property
rights and equipment, without which a licence holder’s ability to
provide Commissioner Requested Services should be regarded as
materially prejudiced.

Condition CoS3 – Standards of corporate governance and financial
management
1.

2.

The Licensee shall at all times adopt and apply systems and standards of
corporate governance and of financial management which reasonably would
be regarded as:
(a)

suitable for a provider of the Commissioner Requested Services
provided by the Licensee and

(b)

providing reasonable safeguards against the risk of the Licensee
being unable to carry on as a going concern.

In its determination of the systems and standards to adopt for the purpose of
paragraph 1, and in the application of those systems and standards, the
Licensee shall have regard to:
(a)

such guidance as Monitor may issue from time to time concerning
systems and standards of corporate governance and financial
management

(b)

the Licensee’s rating using the risk rating methodology published by
Monitor from time to time and

(c)

the desirability of that rating being not less than the level regarded
by Monitor as acceptable under the provisions of that methodology.

Condition CoS4 – Undertaking from the ultimate controller
1.

The Licensee shall procure from each company or other person which the
Licensee knows or reasonably ought to know is at any time its ultimate
controller, a legally enforceable undertaking in favour of the Licensee, in the
form specified by Monitor, that the ultimate controller (‘the Covenantor’):
(a)

will refrain from any action, and will procure that any person which is
a subsidiary of, or which is controlled by, the Covenantor (other than
the Licensee and its subsidiaries) will refrain from any action, which
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would be likely to cause the Licensee to be in contravention of any of
its obligations under the 2012 Act or this Licence and
(b)

will give to the Licensee, and will procure that any person which is a
subsidiary of, or which is controlled by, the Covenantor (other than
the Licensee and its subsidiaries) will give to the Licensee, all such
information in its possession or control as may be necessary to
enable the Licensee to comply fully with its obligations under this
Licence to provide information to Monitor.

2.

The Licensee shall obtain any undertaking required to be procured for the
purpose of paragraph 1 within 7 days of a company or other person
becoming an ultimate controller of the Licensee and shall ensure that any
such undertaking remains in force for as long as the Covenantor remains the
ultimate controller of the Licensee.

3.

The Licensee shall:

4.

5.

(a)

deliver to Monitor a copy of each such undertaking within seven
days of obtaining it

(b)

inform Monitor immediately in writing if any Director, secretary or
other officer of the Licensee becomes aware that any such
undertaking has ceased to be legally enforceable or that its terms
have been breached and

(c)

comply with any request which may be made by Monitor to enforce
any such undertaking.

For the purpose of this Condition, subject to paragraph 5, a person (whether
an individual or a body corporate) is an ultimate controller of the Licensee if:
(a)

directly, or indirectly, the Licensee can be required to act in
accordance with the instructions of that person acting alone or in
concert with others and

(b)

that person cannot be required to act in accordance with the
instructions of another person acting alone or in concert with others.

A person is not an ultimate controller if they are:
(a)

a health service body, within the meaning of section 9 of the 2006
Act

(b)

a Governor or Director of the Licensee and the Licensee is an NHS
foundation trust
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(c)

any Director of the Licensee who does not, alone or in association
with others, have a controlling interest in the ownership of the
Licensee and the Licensee is a body corporate or

(d)

a trustee of the Licensee and the Licensee is a charity.

Condition CoS5 – Risk pool levy
1.

The Licensee shall pay to Monitor any sums required to be paid in
consequence of any requirement imposed on providers under Section 135(2)
of the 2012 Act, including sums payable by way of levy imposed under
Section 139(1) and any interest payable under Section 143(10), by the dates
by which they are required to be paid.

2.

In the event that no date has been clearly determined by which a sum
referred to in paragraph 1 is required to be paid, that sum shall be paid
within 28 days of being demanded in writing by Monitor.

Condition CoS6 – Co-operation in the event of financial stress
1.

The obligations in paragraph 2 shall apply if Monitor has given notice in
writing to the Licensee that it is concerned about the ability of the Licensee
to carry on as a going concern.

2.

When this paragraph applies the Licensee shall:
(a)

provide such information as Monitor may direct to Commissioners
and to such other persons as Monitor may direct

(b)

allow such persons as Monitor may appoint to enter premises owned
or controlled by the Licensee and to inspect the premises and
anything on them and

(c)

co-operate with such persons as Monitor may appoint to assist in the
management of the Licensee’s affairs, business and property.

Condition CoS7 – Availability of resources
1.

The Licensee shall at all times act in a manner calculated to secure that it
has, or has access to, the Required Resources.

2.

The Licensee shall not enter into any agreement or undertake any activity
which creates a material risk that the Required Resources will not be
available to the Licensee.

3.

The Licensee, not later than two months from the end of each financial year,
shall submit to Monitor a certificate as to the availability of the Required
Resources for the period of 12 months commencing on the date of the
certificate, in one of the following forms:
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(a)

“After making enquiries the Directors of the Licensee have a
reasonable expectation that the Licensee will have the Required
Resources available to it after taking into account distributions which
might reasonably be expected to be declared or paid for the period
of 12 months referred to in this certificate.”

(b)

“After making enquiries the Directors of the Licensee have a
reasonable expectation, subject to what is explained below, that the
Licensee will have the Required Resources available to it after
taking into account in particular (but without limitation) any
distribution which might reasonably be expected to be declared or
paid for the period of 12 months referred to in this certificate.
However, they would like to draw attention to the following factors
which may cast doubt on the ability of the Licensee to provide
Commissioner Requested Services.”

(c)

“In the opinion of the Directors of the Licensee, the Licensee will not
have the Required Resources available to it for the period of 12
months referred to in this certificate.”

4.

The Licensee shall submit to Monitor with that certificate a statement of the
main factors which the Directors of the Licensee have taken into account in
issuing that certificate.

5.

The statement submitted to Monitor in accordance with paragraph 4 shall be
approved by a resolution of the board of Directors of the Licensee and
signed by a Director of the Licensee pursuant to that resolution.

6.

The Licensee shall inform Monitor immediately if the Directors of the
Licensee become aware of any circumstance that causes them to no longer
have the reasonable expectation referred to in the most recent certificate
given under paragraph 3.

7.

The Licensee shall publish each certificate provided for in paragraph 3 in
such a manner as will enable any person having an interest in it to have
ready access to it.

8.

In this Condition:
‘distribution’ includes the payment of dividends or similar payments on share
capital and the payment of interest or similar payments on public
dividend capital and the repayment of capital
‘financial
year’

means the period of 12 months over which the Licensee normally
prepares its accounts
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‘required
resources’

means such:
(a)

management resources

(b)

financial resources and financial facilities

(c)

personnel

(d)

physical and other assets including rights, licences and
consents relating to their use and

(e)

working capital

as reasonably would be regarded as sufficient to enable the
Licensee at all times to provide the Commissioner Requested
Services.

Condition FT4 – NHS foundation trust governance arrangements
1.

This condition shall apply if the Licensee is an NHS foundation trust, without
prejudice to the generality of the other conditions in this Licence.

2.

The Licensee shall apply those principles, systems and standards of good
corporate governance which reasonably would be regarded as appropriate
for a supplier of healthcare services to the NHS.

3.

Without prejudice to the generality of paragraph 2 and to the generality of
General Condition 5, the Licensee shall:

4.

5.

(a)

have regard to such guidance on good corporate governance as
may be issued by Monitor from time to time and

(b)

comply with the following paragraphs of this Condition.

The Licensee shall establish and implement:
(a)

effective board and committee structures

(b)

clear responsibilities for its Board, for committees reporting to the
Board and for staff reporting to the Board and those committees and

(c)

clear reporting lines and accountabilities throughout its organisation.

The Licensee shall establish and effectively implement systems and/or
processes:
(a)

to ensure compliance with the Licensee’s duty to operate
economically, efficiently and effectively

(b)

for timely and effective scrutiny and oversight by the Board of the
Licensee’s operations
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6.

(c)

to ensure compliance with healthcare standards binding on the
Licensee including but not restricted to standards specified by the
Secretary of State, the Care Quality Commission, the NHS
Commissioning Board and statutory regulators of healthcare
professions

(d)

for effective financial decision-making, management and control
(including but not restricted to appropriate systems and/or processes
to ensure the Licensee’s ability to continue as a going concern)

(e)

to obtain and disseminate accurate, comprehensive, timely and up to
date information for Board and Committee decision-making

(f)

to identify and manage (including but not restricted to manage
through forward plans) material risks to compliance with the
Conditions of its Licence

(g)

to generate and monitor delivery of business plans (including any
changes to such plans) and to receive internal and where
appropriate external assurance on such plans and their delivery and

(h)

to ensure compliance with all applicable legal requirements.

The systems and/or processes referred to in paragraph 5 should include but
not be restricted to systems and/or processes to ensure:
(a)

that there is sufficient capability at Board level to provide effective
organisational leadership on the quality of care provided

(b)

that the Board’s planning and decision-making processes take timely
and appropriate account of quality of care considerations

(c)

the collection of accurate, comprehensive, timely and up to date
information on quality of care

(d)

that the Board receives and takes into account accurate,
comprehensive, timely and up to date information on quality of care

(e)

that the Licensee, including its Board, actively engages on quality of
care with patients, staff and other relevant stakeholders and takes
into account as appropriate views and information from these
sources and

(f)

that there is clear accountability for quality of care throughout the
Licensee’s organisation including but not restricted to systems
and/or processes for escalating and resolving quality issues
including escalating them to the Board where appropriate.
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7.

The Licensee shall ensure the existence and effective operation of systems
to ensure that it has in place personnel on the Board, reporting to the Board
and within the rest of the Licensee’s organisation who are sufficient in
number and appropriately qualified to ensure compliance with the Conditions
of this Licence.

8.

The Licensee shall submit to Monitor within three months of the end of each
financial year:
(a)

a corporate governance statement by and on behalf of its Board
confirming compliance with this Condition as at the date of the
statement and anticipated compliance with this Condition for the next
financial year, specifying any risks to compliance with this Condition
in the next financial year and any actions it proposes to take to
manage such risks and

(b)

if required in writing by Monitor, a statement from its auditors either:
(i)

confirming that, in their view, after making reasonable
enquiries, the Licensee has taken all the actions set out in
its corporate governance statement applicable to the past
financial year or

(ii)

setting out the areas where, in their view, after making
reasonable enquiries, the Licensee has failed to take the
actions set out in its corporate governance statement
applicable to the past financial year
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Position Overview
Surplus
•
•
•

We have delivered a surplus for the 4 months ended 31st July 2015 of £50k/0.1%, which is £205k
behind plan. The current position includes the release of £173k of non-recurrent funding.
The YTD underlying recurrent position is a deficit of £123k which is £378k behind plan. This is due
mainly to high levels of agency usage.
We are still aiming to achieve our planned surplus of £1m.

Cash
•

Total cash and short term investments was £88.2m at the end of July, a £5.8m net increase from
June. This was due to receipt of PDC from DH in the month of £5m.

•

The Trust continues to score a 4 for liquidity per Monitor’s financial risk rating.

M onitor rating
•

Under the new Monitor Risk Assessment Framework, the Trust scores 3.0 which denotes ’Emerging or minor concern potentially requiring scrutiny’ with
potential enhanced monitoring. Without the non-recurrent support of £173k the Trust would score a rating of 2.75, which rounds to a rating of 3
matching our plan.

•

Under the new Monitor Risk Assessment Framework the Trust Plan scores 3.5 which rounds up to a rating of 4.0 which denotes ‘No Evident Concerns’.

CRE and contract reductions delivery
•
•
•

The Trust savings target for 15/16 has now been reduced to £6.8m (previously £7.0m) due to RGB and LB Bexley not requiring the level of savings
previously anticipated.
Plans for £7.3m full year effect have been identified of which £1.3m are considered medium risk. Work continues to take place to assess the deliverability
of plans and financial ratings are continually reviewed to ensure they reflect the latest position.
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)
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Monitor Risk Rating

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

•

•

To achieve a rating of 4.0 which denotes ‘No evident concerns’, the Trust must achieve the annual planned surplus, this is currently £205k behind plan.
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Statement of Comprehensive Income
Surplus
•

The Trust has delivered a surplus before one-off items for the 4 months
ended 31st July 2015 of £50k / 0.1%, which is £205k behind plan after
factoring in non-recurrent support of £173k.

•

The underlying recurrent position delivered is a deficit of £123k, which is
£378k behind plan. This is due mainly to slippage on CRE plans and
continued pressure on bank and agency usage.

Trustwide Bank and Agency Spend

Income
•

Income is £0.3m below plan, this is due mainly to income deferral for
projects where expenditure is also behind plan or expected to be incurred
in the latter part of the year. This is offset by additional ECR income in
relation to Atlas House and the Greenwich MSK service.

£ 000's Spent on Bank and Agency

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

Expenditure

400

•

200

•

Pay expenditure is £0.4m 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 £0.5m 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.
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Statement of Financial Position
Sum m ary
•

Net assets have increased by £5.1m to £164.8m between April and July.
 Total capital spend to July is £3.3m.
 Trade and other receivables have increased by £5.1m to £20.1m at the end of July.
In July we had accrued income (income not yet invoiced) of £4.8m, at the end of March we
had no accrued income as all NHS income was invoiced in accordance with year end NHS
deadlines.

 Cash has increased by £1.4m to £88.2m between April and July (see below).
 Creditors increased by £4m to £39.4m between April and July.

Deferred income increased in the period by £1.8m. We also made an accrual of £0.9m for our
dividend payment which we make in September (paid in full in March) and we accrued an
extra £1m for other payments.

•

Total provisions are £13.8m, £3.1m of this relates to bad debt provisions (see
Appendix 4 for breakdown).

Cash
•
•
•

Total cash and short term investments was £88.2m at the end of July, a £5.8m net increase from June. This was due to income received from DH for PDC
(£3m) and QMH capital funding (£2m).
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).
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Debtors & Payments
Debt sum m ary
•
•
•

Total debt stands at £13.1m, a net increase of £0.8m from March 2015.
Debts > 90 days have increased by £1m to £3.6m between March to July.
The over 90 days debts that are a cause for concern are noted below:
 £0.3m Royal Borough of Greenwich (RBG) MST income for specialist children
services. Oxleas invoiced RBG on the basis of clients seen, RBG disputing
payment on basis that full services were not provided. It is unlikely that we will
receive full settlement of these and we will have to negotiate. Stephen
Whitmore wrote to RBG outlining the Trust’s position on 31 July.
 £0.3m Kings MSK service. The service was outside of the SLA but Kings now
advising that they do not want the service
 £0.1m 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.

•

£0.6m NHS Property Services – long-standing dispute of rental invoices. Meeting
held July 2015 with NHSPS Estates colleagues, contract variations now drafted and
being finalised.

P aym ents
•

The public sector payments target is that 95% of invoices are paid within 30 days of
receipt of goods or a valid invoice. In July 91% of invoices by volume and 89% of
invoices by value were paid within this target. This is an improvement on the June
position (85% and 82% respectively).
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Investments
Estates & I T Capital
FY Original Plan FY Latest F'cast
(Apr'15)
(June'15)

FY F'cast
Variance

YTD Plan
(July'15)

YTD Actual
(July'15)

YTD
Variance

Capital Spend Summary - July'15
QMS Reconfiguration of space
QMS Backlog Maintenance
QMS Kidney Treatment Centre
QMS Cancer Treatment Centre
(Funded by DoH)
Rio
Projects < £750k
Total

£'000
3,897
786
1,572

£'000
2,650
1,200
1,500

£'000
-1,247
414
-72

£'000
1,299
262
524

£'000
306
341
24

£'000
993
-79
500

5,950
1,245
5,403
18,853

5,950
1,245
7,455
20,000

0
0
2,052
1,148

1,983
415
1,801
6,284

1,422
593
648
3,334

561
-178
1,153
2,950

QMH
• The original plans for the development of the QMH site are being 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. We have received verbal confirmation that GSTT wish to proceed with this scheme, we need to obtain a written commitment and then
move to signing the lease ASAP .
 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. There has been a delay due to the remobilisation of the Procure 21 contractor. The contract award
for the work is expected to be in the first quarter of 2016 with a start on site shortly after. Construction will take 12 months.
 Cancer Treatment Centre-Delay of 3-4 weeks on this scheme. Due to open mid 2016.
Market Street
• The Market Street scheme has now completed and staff and services have moved back to the building. There is a considerable valuation gap between
us and the contractor and we have engaged lawyers to support our case.
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Risks
Financial risks scoring 8 or above have been included in this section and reflect the ratings as at the July 15.

Level and rating
(C x L)

Change since last
review

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

High (12)
(4 x 3)



Reduction in future contract
values

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

High (12)
(4 x 3)

Agency staff

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

High (12)
(3 x 4)




FN4.1: The Trust failed to deliver on 2 CQUINS in 14/15. Ability to influence national targets is
limited and local CCGs are no longer looking for joint goals across the 3 boroughs. The variation
on the latter may lead to clinicians having to support a greater number of CQUINS with varied
goals and reporting. Given this complexity there is the possibility that not 100% of CQUIN
income will be achieved.

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.

Moderate (8)
(4 x 2)



Delivery of the capital
programme

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

High (12)
(3 x 4)



Changes in commissioning
structures

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

Moderate (9)
(3 x 3)



Debt levels

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

Moderate (9)
(3 x 3)



Risk theme / area
(CQC Outcome)
Cash Releasing Efficiencies
15/16 and beyond

CQUIN achievement

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

Clinical services are overspent by £1,265k.
Corporate Services are underspent by £415k.

CR Es:
•
•

The Trust savings target for 15/16 has now been reduced to £6.8m (previously £7.0m) due to RGB and LB
Bexley not requiring the level of savings previously anticipated.
Plans to the value of £7.3m full year effect have been identified with an in year forecast saving of £6.6m.

Significant operational variances:
Adult MH: Low Risk
• Community MH: £105k overspent YTD. The overspend relates predominantly to unallocated CREs. Pay
expenditure continues to underspend due to vacancies, offset by the provision made against S75
underspends.
• Inpatient, Rehab & Crisis: underspent by £11k in month; £73k overspent YTD. The main in month
movement relates to the overachievement of NCA income (£70k) offset by continued high nurse bank and
agency usage on the wards. The latter is driven by the sustained increase in activity levels coupled with
higher levels of acuity.
L.D.: Low Risk
• Underspent by £62k in July, this is in line with previous trend, and is driven by continued vacancies in both
nursing and psychology posts. There are currently 9 vacancies in active recruitment (7 at pre-employment
stage and 2 with start dates). Atlas House continues to generate ECR income with an average of 4 patients
in the month.
Older Adults: Medium Risk – current overspend and gap in future CRE plans
• The overspend of £58k in July reflects the reduced level of spend on bank and agency staff. Holbrook
accounted for £17k of this movement, a decrease of £33k from M3. The marked slow down in spend on
Holbrook reflects the actions being taken forward as part of the recovery plan and the reduced level of
clients requiring close obs.
• The underspend in community services continued in July and was due mainly to staff vacancies. The staffing
underspend was netted down by the need to provide £39k against NCA related income for a patient now
deemed to be the responsibility of Bromley CCG. Fixed term recruitment is under way.
Children & YP Services: High Risk – gap in CRE plans and level of in year overspend
• Overspent by £436k YTD. Greenwich Continuing Care is £83k overspent due to agency costs incurred against
non-rechargeable care packages. The service is undertaking a review of these costs, productivity of
substantive staff and the packages delivered to mitigate expenditure. Medical agency doctors in Greenwich
and the gap in CRE plans (35% of in year target) remain the biggest area of pressure in the directorate.
ACS Community Services: High Risk – gap in future CREs plans and level of in year overspend
• Overspent by £88k in July, £459k YTD. The main areas of overspends continue to be Bexley Pressure
relieving equipment (£138k YTD) due to higher activity levels and the increased risk associated with pressure
ulcers. Meadow View continues to utilise significant levels of agency staff to cover current vacancies and
meet the requirements linked to safe staffing standards and is £255k overspent YTD.
Forensic & Prisons Medium Risk – gap in future CREs plans
• Greenwich Prisons reported £206k overspend YTD; with bed watches and escorts accounting for £111k of
this and agency costs to cover vacancies and medical equipment costs making up the balance. Recent
discussions with NHSE have indicated that additional income to cover bed watches and escorts costs may
now no longer be available (YTD adverse movement of £81k). The other key area of focus is the under
achievement of income (£96k) related to 2 unoccupied beds on Kelsey ward (target 4), 2 unutilised beds in
the TILT service (target 18), and a slow down in overseas admissions (target 10, actual 5).

HQ services
• Central Income - £0.6m 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 and staff training), HR (training and vacancies), Service Delivery
(office expenses and vacancies), Nursing (vacancies, training and travel), Finance
(vacancies and office expenses) and Therapies (vacancy and service users
survey).
QMS
• The planned QMS full year surplus is £150k. This is currently being achieved.
Transitional funding of £90k has been deferred in July bringing the total deferral
in year to £0.3m. 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 (£0.6m) and central reserves that have not been allocated to
operational budgets or spent (£0.5m).
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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 £0.5m 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 - July 2015
Bank

£ 000s

800

700
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500
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Business as Usual Agency

Funded Agency

Children and YP Services - July 15 agency costs increased by £63k, this increase is
covered fully by Greenwich CAMHS transition funding or partially by Greenwich
Continuing Care. Underlying business as usual agency includes the on-going cost
pressure in Greenwich Paediatric medical spend.

Adult Community Services – July agency costs are £44k lower than June. The main
reductions in month are medical agency at Meadow View and physiotherapy
agency costs. Greenwich Intermediate Care Unit agency is still covered by
additional commissioner funding but we are very close to spending the full 40 bed
monthly allocation with only 31 beds open. Other areas of high agency spend
relate to the District Nursing service £176k (not funded, vacancies & extra
activity).

Adult MH - Inpatient agency spend decreased by £38k in July. Agency usage was

predominantly related to vacancies and high specialising demand.. Agency spend
in the IAPT service increased by £25k in the Community Mental Health subdirectorate. This was mainly due to vacancies in the psychological therapy staff
and increasing resources to help reduce waiting lists (funded by the CCG). The
service manager vacancy is also covered by agency staff. Active recruitment is
continuing to fill the vacancies permanently, however, it has been challenging to fill
all positions, especially Band 5 nursing posts

Learning Disabilities - The agency usage has decreased in July as medical cover
in the Greenwich ceased.

Older Adults - Bank and agency expenditure continued to decreased, with majority
of the reduction seen on Holbrook (£48k). The reduction is attributed to the effects
of the recovery plan, less clients requiring 24/7 close observation and vacant posts
being filled with new substantive staff.
Forensic and Prisons – agency costs were greater in July due to a catch-up of information pertaining to usage in Thameside prison. In light of this gap
Operational Leads have put in place a more robust recording keeping process to ensure financial commitments are better understood and monthly reporting
provides a accurate reflection of what staffing is being utilised. The Greenwich Prisons recruitment campaign has been very successful and 20 wte RGNs have
been offered posts, subject to normal checks. We expect a general downward trend in temporary staffing spend in the coming months.

Corporate - this includes maternity cover in communications which commenced in April (expected to continue until September 15) and the extension of

project workers in ICT. Some of ICT agency costs have now transitioned into fixed term contract arrangements and this will lead to a reduction in actual
spend. HR, Finance and Nursing directorates are also using agency staff to cover vacancies. Additional contractors continue to support the New Rio project
to achieve the up-coming 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 to July 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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Summary and Highlights
The report produced by the Partnership team gives an overview of the feedback from
staff in various focus groups, meetings and floor walks between October 2014 and March
2015. It also details the significant amounts of organisational change that the Partnership
Team have supported over this period.
The report aims to contribute to the ‘cultural barometer’ of staff morale as recommended
by Francis. The qualitative data complements the national staff survey and Friends and
Family findings and gives a clear indication of the concerns and feelings of staff across
the organisation.

Changes to risk register

New risks identified

Recommendations
To Note

Previous
rating

New rating

Rating

Board Report October 2014 to March 2015
Staff Partnership Half Year Trust Board Report
Introduction
This report is produced for the Trust Board on the work that has been carried out by
the Staff Partnership Team between October 2014 and March 2015 inclusive.
It aims to provide the Board with an independent view on the morale of staff and the
issues that are important to them. Our work includes holding focus groups, floor
walks, participating in the Organisational Change process, providing support to staff
during formal consultations and contributing a ‘Staff Partnership’ perspective to the
corporate functions of the Trust.
In previous reports we have been able to give the Board a report from each
directorate, however this is not the case this time and we hope the report reflects the
reasons for this below.
FOCUS GROUP ACTIVITY – October 2014 to March 2015
Focus groups held totalled 12 and were held in the following areas:Mental Health/Adult Learning Disability (MH/ALD)
Ivy Willis House (Closed) (IWHC) 22 October 2014 x2 (Reported in last Board
Report with the Open Unit)
The Heights – held during March 2015 x 6
TOPS and Tall Trees - Focus groups were held with HCA’s. x 2
Forensic Directorate
Senior Managers at the Bracton x 1
Adult Community Services (ACS)
None held here due to the high volume and involvement of the Staff Partnership
team with the Community adult mental health redesign (Change Management
Programmes)
Children and Young Peoples’ (Universal services) Directorate (C&YP)
School Nursing 11 February 2015 x 1
Older Peoples Mental Health Services Directorate (OPMHS)
None held due to the high demand of our time on various change management
programmes on-going during this cohort

FOCUS GROUP REPORTS
The staff Partnership Team has decided to continue to present the findings from the
above focus groups under the headings ‘communication’, ‘morale’ and ‘local issues’.
We have endeavoured to report the pertinent themes under the headings citing the
ward, unit, service or team from which they came..
Please note the Staff Partnership Team may not have already presented the
discussion themes in their entirety to the directors concerned due to time constraints
of both THE Staff Partnership Team and the availability of the Directors

COMMUNICATION

Tops and Tall Trees and The Heights
Change management.
Road-show presentations to the staff of the long-awaited and anxiously anticipated
Community Adult Mental Health redesign, was reported by staff not to have been
inclusive and had not invited staff to contribute to the proposed model in its
formative stage before the proposal was published. It was instead perceived to be an
exercise to merely inform staff of the new model.
The redesign of the community Adult MH services across the Trust was a very large
undertaking in which we too were involved. The problem staff expressed is a
common one and inevitable to some degree while a proposal of a change is being
drawn together.
Representatives from all the services affected were participating in the project
working groups. The issue reported to us in this focus group was that their
representative would not divulge the progress to the staff. However, until the
proposal was ready for publication, any progress made would have constantly been
re-visited and adjusted so in the main not appropriate for sharing with staff.
Once staff realise it is within the Consultation period that they are invited to counterpropose, most understand that the proposal is actually still a working document open
to changes. On this specific Change Management programme, we were satisfied
that all affected staff were given ample opportunity to discuss and contribute towards
shaping the model proposed during, in this instance, the extended consultation
period. However team discussions could have perhaps served to inform and guide
those team representatives on the project group into making more representative
contributions which in turn would have demonstrated value of the staff’s input.

Supervision
Clinical supervision in The Heights was generally reported to be of excellent
standard but there were teams within the service where one’s personal well-being
was not acknowledged at all.
Large meetings
An issue was highlighted by some employment advisors who did not feel able to
contribute in large clinical multidisciplinary team meeting s despite having relevant
comments. This was attributed to the size of the group and seniority of staff. This
resulted in a perception by those staff of their specific area of work not being valued.
With the support from their manager however this group of staff, had been
encouraged and enabled to contribute to the large re-design of community mental
health services as a team.
This raises an issue about awareness within multidisciplinary and inter-agency
teams which are becoming ever larger, being considerate of all members, regardless
of seniority and role, giving them a voice to contribute to the day to day service
delivery from each perspective.
Effective meetings
Issues raised in team meetings were not always believed to be escalated up to
appropriate management, as they were not seen to be addressed without feedback
informing staff as to why. However clinical meetings were reported to be completely
functional.
Bexley School Nurses
Staff reported having irregular team meetings - not having one timetabled for 5
months at the time of the focus group although the manager ‘dropped in’ on
occasions.
Poor communication
TOPs reported a most inappropriately run survey which had been carried out without
warning or preparation both with staff and clients that proved to distress clients
already coping with extremely challenging behavioural conditions. Some clients
became extremely distressed unnecessarily, proving better communication and joint
working in such situations is imperative (Speech & Language Therapy survey).
Bexley School Nurses
The service had had no Team Leader since September 2014 and were expecting
recruitment to this post to be complete for March 2015. This was impacting

detrimentally on team dynamics – noting both Bexley teams had been co-located to
become one central team.
They reported Greenwich school nursing service was better staffed compared to
Bexley’s and better resourced. Greenwich school nurses provided all their schools
with free health promotion re puberty, while Bexley charged schools which had
resulted in only 19 schools out of 67 receiving this service for the school population.
Staff had expected some parity between the two boroughs’ services. However this
was not the case. Staff have not received adequate feedback to their enquiries about
this situation. It has led to staff needing to know what is reasonably expected of their
school nursing service, working with such little resource.
MORALE
Tops &Tall Trees.
Despite the staff loving their area of work and being passionate about the clients
they cared for, they were aware morale was low.
Capacity issues regarding both management and staff posts – these being long
standing were contributing to this and have the following detrimental impact on:i)

staff development which was urgently needed to offer best resource to the
clients whose skills were progressively exceeding those of the staff,
ii)
service needs development which was identified by the staff to be urgently
required in order to establish a system of progression for the clients towards
discharge.
This situation had become an anxiety to some staff fully aware of waiting lists and
the lack of management of discharges.
The Heights.
Staff loved their work and the teams they worked in. They supported one-another
very well and gave extra comment to the benefits of large teams being co-located at
the Heights which enabled staff to find help, advice and support whenever needed.

However increasing workload pressures were contributing to workplace stress and
frustration e.g
i)
5-6 concurrent clinics was placing such demand on the receptionist that
telephone calls cannot be answered resulting in complaints from clients and
their carers.
ii)
Absorbing the workload of vacant posts being held for staff at risk of
redundancy in the forthcoming redesign programme

Managers at The Heights felt compromised by the short staffing situation which
adversely influenced their ability to release staff for training, other than their
mandatory training which was mainly now e-learning.
Forensic Clinical Managers/Team Leaders
This group of staff reported that managing and motivating staff was a thankless
task. The workload pressures were phenomenal. The emotional toll was immense.
They did not feel supported by senior managers who were only seen at times of
incidents and trouble. They felt some managers’ style was to set competition among
Team Leads to achieve the accolade of being the best as if they should be
competing for ‘brownie points’. They suggested that senior managers would benefit
from being ‘told ‘how to support their team leaders.
Our recommendation would be for senior managers to attend the recently released
training sessions which have been jointly designed with contributions from the staff
networks, Staff Partnership and corporate services.
Staff were increasingly becoming more de-motivated especially over the last 6
months. This was attributed to the economic climate generally, nursing cut-backs,
loss of forensic lead pay, the severity of patients’ conditions becoming more violent
therefore more challenging.
Managers reported the quality of the nursing staff had declined perceiving many of
them to be ‘just doing a job’ compared to the past, nurses ‘wanted’ to work with the
patient group.
A suggestion was submitted for a probationary period to follow recruitment to identify
staff ill-suited to the area of work.
They were aware of the same few staff covering for shortage of staff and becoming
‘burnt out’.
Team Leaders’ pay was considered insufficient.
Team Leaders willing to do bank shifts were unhappy at not being paid their
substantive band as their experience would undoubtedly influence their clinical
standards of work and if incidents occurred would be expected to act within their
substantive role.
LOCAL ISSUES
The Heights
Hot-desking
The need to have one’s own desk has repeatedly been raised against the suggestion
from management that hot-desking is the progressive shift throughout the Trust.
The need to have one’s own space especially in a high pressured area of work with
increasing workloads was felt to make hot-desking even more detrimental to staff
morale increasing frustration in the workplace.

Staff Safety
At the Heights, staff raised a safety issue regarding there being no clearly defined
process for recording staff whereabouts through a working day in order to be sure
that if an incident occurred, there would be someone checking at various junctures of
the day staff’s safe return.
Addressing this may lead to a system being applicable to many other community
teams within the Trust and staff were offering various solutions.
Unnecessary bureaucracy
The frustration caused by the excessive bureaucracy taking valuable time away from
face-to-face contacts was again voiced as in previous board reports we have
submitted. Much of the data including audit and ‘recording’ was felt not to benefit the
patient’s journey.
Forensic Team Leads reported that ‘Joydens Wood’ especially was a great concern
not having management in place and having suffered a loss of 5 staff at one time.

Bexley School Nurses
RIO/IT
New recruits to the service have too long to wait for their Rio access to be organised
(up to 3 months in some cases).
IT effectiveness was problematic at the time of this focus group but has been an
improving picture in the meantime.
Lack of support from the Communications department regarding obtaining
posters/leaflets for the service was reported and felt more acutely due to staff having
little time to design materials for their service users.
TOPS
Patient Safety
Staff reported unsafe staffing numbers to manage an evacuation of clients in case of
an emergency. The rationale for this comment was due to the degree of disability
among the clientelle and the width of the path along which wheelchairs would need
to be taken.

CHANGE MANAGEMENT CONSULTATIONS
OCTOBER – MARCH 2014-2015
CHILDREN AND YOUNG PEOPLE’S DIRECTORATE

1) Restructuring and the Delivery of Baby BCG’s In Bexley 3.11.14 – 2.12.1
2) Restructuring of Psychiatry within the Bexley CAMHS Generic Team 3.9.14 –
3.10.14
3)

Reception Cover at Queen Mary’s Hospital (QMH) Child Development Centre
(CDC)6.10.14 - 6.11.14

4)

Consultation to end CHIS manager post cover

1.3.15 – 31.3.15

CORPORATE SERVICES
1) Consultation to Change the Trust wide Allied Health Professions and
Psychological Therapists professional leadership arrangements 9.12.14 – 7.1.14
2) Reconfiguration of medical records team at Queen Mary’s Hospital 3.11.14
3) Quality & Audit Team Consultation: Clinical Audit Workstream 23.9.14 – 24.10.14
4) Consultation to re-design the organisational structure of the Recruitment team
within the HR & Organisational Development Directorate 10.10.14 – 8.11.14
5) Consultation to reconfigure the Communications Function 23.3.15 – 21.4.15
6) Consultation of the Proposed disestablishment of the Workforce Productivity
Manager 10.2.15-11.3.15
7) Consultation to re-configure the Medical Staffing Team 19.1.15 – 17.2.15
8) Consultation on the future of the Specialist Pensions Officer 31.3.15 – 7.5.15
9) Consultation to change the provision of the Low Value Procurement function
2.12.14 – 31.12.14
10) Transfer of Soft FM from Oxleas NHS Foundation Trust to OCS 27.1.15 –
26.2.15
11) The proposed reconfiguration of Quality and Governance 5.12.14 – 4.1.15
12) Proposed establishment of a centralised Trust Volunteering Service 15.9.1414.10.14

Adult Community Health Services

1)Consultation to consider the redesign of the Community Assessment and
Rehabilitation Teams in Greenwich 11.2.15 – 13.3.15
2)Bexley Integrated MSK Service Adult Community Services Directorate 6.10.1414.11.14
3)Bexley and Greenwich Integrated Single Point of Access team Consultation
6.11.14-5.12.14
4)Consultation to Move Staff from the Bevan Unit to Eltham Community Hospital
21.1.15 – 4.2.15
Adult Mental Health Services
1)Consultation paper on proposed changes to Crisis Services management
structure, and Greenwich Home Treatment Team nursing establishment 27.3.15 –
27.4.15
The Staff Partnership Team would like the Board to understand the degree of
participation in each and every, consultation process:-

In the lead up to a consultation being planned it is not unusual for us to be attending
several meetings, some on a weekly basis, to assist those tasked with the
responsibility of drawing up the new ways of working. Due to our extensive
experience we are able to point out potential problems and therefore avoid these at
the point of presenting them to staff.
We advise on presentation, ensuring that the document is easily read, that they have
considered other options where possible and that the drivers for change are made
clear.
On top of all the meetings outlined above we are both heavily engaged with Agenda
for Change as all new job descriptions have to go through this system before they
can be published and ready to go out with the completed paper.
We influence the timings of consultation meetings, allowing staff the opportunity to
attend and comment on the new proposal.
We then attend all of the staff consultation meetings to ensure staff know their rights
during the process and use the consultation period constructively.
Once the consultation period is closed we again work closely with the Directors and
HR to ensure that staff’s comments have been taken on board and any changes to
the original paper are visible to the staffing groups affected.

Reading, scrutinising and making comments on these documents has been very
time consuming . Having 22 consultations in this cohort has had a massive impact
on our availability to carry out other aspects of our work, e.g Focus Groups.
Both members of the Staff Partnership Team are also very experienced and active
union stewards. Most of these consultations mean either reducing or directly
imposing major changes to staff’s work/ life balance. We are then directly involved
with several individual staff members helping them through these processes.
We would like the Board to know we are now fortunate to have additional help
identified for carrying out focus groups and therefore we are expecting the number of
focus groups to be far greater when we next report.
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Summary and Highlights
Sickness Absence

Sickness absence for July was 3.32% which is a reduction on the previous month. This compares with
4.07% for the same month in 2014. The average rate of sickness for the first six months of 2015 was 3.68%
compared with 4.4% for 2014.
Vacancy & Turnover
The vacancy rate has increased slightly from 11.3% in April to 12.1% in July. Adult Community Services
vacancy rate has decreased slightly but still reflects the increase in establishment at Eltham hospital as the
number of beds are expanded as well as a number of longstanding vacancies on Meadowview.
Recruitment of nursing staff in these two areas remains extremely challenging and a range of options
including financial and non-financial incentives are being considered. The vacancy rate in the inpatient and
recovery teams in adult mental health services has also continued to rise although a number of interviews
for RMNs are scheduled for the next few weeks.
PDR Uptake
The trust has maintained overall compliance for completion of PDRs. The compliance figure has risen to
86%. Adult Community Services remains at 73%. The directorate has a plan of action to return it to a
compliant status.
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 Activity Summary as at 17 August 2015
Trends by Directorate Percentages

Count of User's Fullname

Directorate
277 Adult Community Services
277 ALD
277 Child & Adolescent MHS
277 Children & Young People
Service
277 Corporate
277 Forensic & Prison
277 OA
277 WAA (CMHS)
277 WAA (IR&C)
Grand Total

Supervision Trend
Not
Compliant
compliant
with 6
but seen in Seen more
Supervision
weekly
last 3
than 3
never
standard
months
months ago recorded
51%
28%
15%
6%
70%
18%
9%
3%
68%
18%
13%
1%
76%
68%
58%
74%
71%
65%
66%

14%
19%
17%
18%
21%
21%
20%

8%
10%
8%
6%
5%
12%
10%

2%
3%
17%
3%
3%
3%
5%

Employment Relations
There are five tribunals outstanding against the trust
Four members of staff are currently suspended from duty
Staff Friends and Family Test
The report on the Quarter 1 Staff Friends and Family Test is attached.

Changes to risk register

New risks identified

Recommendations
To Note

Previous
rating

New rating

Rating

Domain

Indicator

3.93%

4.15%

3.81%

1.

S10 Anxiety/stress/depression/other psychiatric
illnesses

16.07%

2.

S28 Injury, fracture

10.26%

3.

S12 Other musculoskeletal problems

Jun-15

3.46%

3.41%

50.62%
Long-Term
27.78%
21.60%

18.99%

2.

S13 Cold, Cough, Flu - Influenza

9.29%

3.

S11 Back Problems

7.68%

Trust

3.00%

Medium-Term

51%

S25 Gastrointestinal problems

Sickness Absence Rates

3.50%

Long-Term
21% Medium-Term
Short-Term
28%

8.97%

Top 3 Absence Reasons by No. Of Episodes

3.32%

4.50%

Proportion of Absence by Duration

Short-Term

Proportion of
Directorate's Absence

1.

5.00%

4.00%

Proportion of
Directorate's Absence

Top 3 Absence Reasons by No. Of Days Lost

Jul-15

Trust

May-15

Sickness Absence Rate

Apr-15

Feb-15

Mar-15

Workforce Measures - Trust
Absence

12.14%

Permanent Staff Leavers - All Reasons
(Headcount)
Trust

31

58

42

22

37

38

Permanent Staff Turnover - All Reasons
Trust

Vacancy by Staff Group

Feb-15

Mar-15

Apr-15

May-15

Jun-15

Jul-15

14.90%

Permanent Staff Leavers - Voluntary
Reasons
(Headcount)
Trust

24

21

29

16

28

21

Permanent Staff Turnover - Voluntary Reasons
Trust

Jul-15

Jul-15

11.34%

Jul-15

Jun-15

12.44%

Jun-15

May-15

11.90%

May-15

Apr-15

12.34%

Apr-15

Mar-15

14.10%

Mar-15

Trust

Feb-15

Vacancies
(excluding seconded staff)

Feb-15

Vacancies, Leavers & Turnover

Add Prof Scientific and Technic Total
Additional Clinical Services Total

8.96%
10.97%

Administrative and Clerical Total
Allied Health Professionals Total
Estates and Ancillary Total
Healthcare Scientists Total
Medical and Dental Total

6.52%
12.82%
7.84%
32.94%
11.22%

Nursing and Midwifery Registered Total

16.74%

10.32%

88.07%
93.97%
94.30%

Fire Safety Awareness

92.38%

93.38%

94.10%

Extended Basic Life Support

82.38%

81.45%

83.14%

Health & Safety
Infection Control
Information Governance
PMVA
Safeguarding Adults
Safeguarding Children Level
Safeguarding Children Level
Safeguarding Children Level
Safeguarding Children Level

93.68%
92.90%
92.99%
84.59%
95.66%
95.90%
90.14%
86.67%
87.74%

94.29%
93.27%
93.82%
85.66%
95.99%
95.81%
91.62%
87.56%
87.67%

94.66%
93.36%
94.60%
86.90%
96.24%
95.94%
91.39%
88.79%
88.09%

Food Safety Level 2
Mental Capacity Act Awareness
Patient Handling
Recruitment & Selection

88.31%
92.22%
84.67%
92.50%

87.53%
92.76%
85.61%
93.38%

87.71%
93.26%
84.16%
92.17%

1
2
3 Core
3 Specialist

Local Induction
Directorate
Trust

Evidence
Outstanding

Local Induction
Checklist
Received

Grand Total

Performance

286

400

686

58%

Recruitment

Directorate
Trust

Current Recruitment
Campaigns in the Pipeline
Number of
WTE Vacancy
Vacancies
371.6
394

Jul-15

87.38%
93.43%
93.29%

Trust

84%

84%

86%

Supervision
Completion

Jul-15

87.00%
93.24%
92.86%

Jun-15

Basic Life Support
Carers & Families
Dual Diagnosis

Jun-15

Jul-15

78.68%
93.91%
93.22%

PDR
Completion

May-15

Jun-15

78.26%
93.69%
92.42%

Essential Skills Training

May-15

May-15

77.97%
92.56%
91.91%

Jul-15

Breakaway
Conflict Resolution
Equality & Diversity

Mandatory Training

Jun-15

May-15

Mandatory Training & PDR

Trust

62%

61%

65%

Quarter 1 Friends and Family Test 2015

Introduction
All trusts are required to conduct a Friends & Family survey three times per annum in
quarters 1,2 and 4. All staff must have the opportunity to receive the survey at least
once per year. The survey follows the model applied to the Friends and Family test
used for patients and asks staff whether or not they would recommend the trust as a
place to receive treatment and whether or not they would recommend it as a place to
work. A range of optional demographic questions is also included.
Data Collection
The survey was distributed to all staff via email with embedded electronic link in June
2015. The distribution was preceded by emails to all staff from the Chief Executive
and further publicity in One Oxleas as well as the trust intranet.
A total of 718 staff responded representing 20% of the trust.
How likely are you to recommend this organisation to friends and family if they
needed care or treatment
Would You Recommend the Trust as a Place to Receive Treatment
Ext.
Don't
Likely
Likely Neither/nor Unlikely Ext. Unlikely know
blank
Total
ACS
52
65
6
4
2
3
0
132
AMH
74
77
29
20
5
2
1
208
CYP
45
70
19
7
2
2
0
145
Corp
54
44
8
0
0
4
0
110
F&P
15
28
7
4
2
3
0
59
OPMH
39
20
3
1
1
0
0
64
Trust
279
304
72
36
12
14
1
718
Would You Recommend the Trust as a Place to Receive Treatment
Ext.
Ext.
Don't
Likely
Likely Neither/nor Unlikely Unlikely
know
blank
ACS
39.4% 49.2%
4.5%
3.0%
1.5%
2.3%
0.0%
AMH
35.6% 37.0%
13.9%
9.6%
2.4%
1.0%
0.5%
CYP
31.0% 48.3%
13.1%
4.8%
1.4%
1.4%
0.0%
Corp
49.1% 40.0%
7.3%
0.0%
0.0%
3.6%
0.0%
F&P
25.4% 47.5%
11.9%
6.8%
3.4%
5.1%
0.0%
OPMH
60.9% 31.3%
4.7%
1.6%
1.6%
0.0%
0.0%
Trust
38.9% 42.3%
10.0%
5.0%
1.7%
1.9%
0.1%

How likely are you to recommend this organisation to friends and family as a
place to work
Would You Recommend the Trust as a Place to Work

Ext.
Don't
Ext. Likely Likely Neither/nor Unlikely Unlikely
know
ACS
45
51
15
14
6
AMH
68
81
29
22
6
CYP
34
62
23
12
13
Corp
59
35
10
5
1
F&P
14
21
11
5
5
OPMH
35
19
6
3
1
Trust
255
269
94
61
32

blank
1
2
0
0
3
0
6

0
0
1
0
0
0
1

Total
132
208
145
110
59
64
718

Would You Recommend the Trust as a Place to Work
Ext.
Ext.
Don't
Likely
Likely Neither/nor Unlikely Unlikely
know
blank
ACS
34.1% 38.6%
11.4%
10.6%
4.5%
0.8%
0.0%
AMH
32.7% 38.9%
13.9%
10.6%
2.9%
1.0%
0.0%
CYP
23.4% 42.8%
15.9%
8.3%
9.0%
0.0%
0.7%
Corp
53.6% 31.8%
9.1%
4.5%
0.9%
0.0%
0.0%
F&P
23.7% 35.6%
18.6%
8.5%
8.5%
5.1%
0.0%
OPMH
54.7% 29.7%
9.4%
4.7%
1.6%
0.0%
0.0%
Trust
35.5% 37.5%
13.1%
8.5%
4.5%
0.8%
0.1%

As with the National Staff survey BME staff are more positive about the organisation
than their white counterparts. There was no difference between staff with physical
disabilities and the non-disabled counterparts however staff with mental ill health
were less positive than their colleagues. The comments made by this group did not
appear to suggest any link between their dissatisfaction and mental health status.
LGBT staff were most likely to be extremely likely to recommend Oxleas as a place
to work.
Key Themes
The comments that were received from those most positive and most negative for
each question are attached as appendices. For those who were most positive about
working for the trust the main themes were
• Supportive managers
• Supportive colleagues
• Feeling engaged and listened to
• Opportunities for training and development
• Flexible working opportunities
• Strong support through appraisal and PDR

•
•

Compassionate and fair organisation
Quality focused

Areas of concern expressed by staff were
• Focus on targets and box ticking rather than the patient
• Increase in demand with no corresponding increase in resource
• Focus on financial savings rather than patient care
• Anxiety and uncertainty due to organisational change
• Lack of consultation and input to changes in service and role
The issues that arise from the negative as well as the positive comments correlate
with data from the National Staff Survey as well as from local focus groups run by
the Partnership team. Of particular note is that of the comments that have been
made by staff none relate to harassment and bullying which the national staff survey
highlighted as an area for improvement.
Conclusion
Whilst the overall FFT scores will be published nationally the real value of the survey
lies in the written responses which provide a very clear picture of where the values of
the trust are strongly embedded and what staff value most in working at Oxleas. It
also gives a very clear indication on the problem areas that need to be addressed
and problems that are emerging as the amount and scale of service reorganisation
increases. The data from the FFT in effect tells us why our staff survey data is what it
is.
Actions
• HR managers are preparing local directorate reports on the basis of the data
for directorates to develop local action plans
• Review of the communications plan to increase future response rate
• Agree plan with Communications to publish the data locally

Workforce Measures - Trust Recruitment Pipeline Report

72 Other

Requisitions in progress

35 Forensic & Prisons
30 Inpatient, Rehab & Crisis
32 Community MH Services
52 Adult Community Services
50 Children & Y.P. Services
34 Older Peoples MH Services
12 Nursing & Governance
14 Finance
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

Oxleas NHS Foundation Trust

Last updated

Pipeline 'Dashboard' Report with Number of Vacancies

05-Aug-15 09:20

1
1
18.28
19
10
10
6.6
7
20.76
28
10.7
12
2
2
1
1
0.5
1
70.84
81

11 HR & Development

Vacancies in progress

12 Nursing & Governance
14 Finance
15 Quality & Pharmacy
16 Service Delivery
21 Informatics
28 CAMHS
29 Learning Disablilities
30 Inpatient, Rehab & Crisis
32 Community MH Services
34 Older Peoples MH Services
35 Forensic & Prisons
50 Children & Y.P. Services
52 Adult Community Services
54 Estates & Facilities
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

3
3
5.6
6
1
1
5
5
2.8
3
2
2
12.6
15
9.1
10
31.85
34
25
27
29.46
32
92.6
94
49.25

3
3
5.6
6
1
1
5
5
2.8
3
2
2
12.6
15
9.1
10
31.85
34
25
27
29.46
32
92.6
94
49.25

Number of vacancies
Sum of WTE
Number of vacancies
Sum of WTE
Number of vacancies

55
99.29
104
3
3
371.6
394

55
99.29
104
3
3
371.6
394

Candidates in progress

12 Nursing & Governance
14 Finance
15 Quality & Pharmacy
17 Therapies Directorate
21 Informatics
28 CAMHS
29 Learning Disablilities
30 Inpatient, Rehab & Crisis
32 Community MH Services
34 Older Peoples MH Services
35 Forensic & Prisons
50 Children & Y.P. Services
52 Adult Community Services
54 Estates & Facilities
Grand Total

6
1
3
1
4
5
6
19
10
5
31
28
47
1
167
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Summary and Highlights

The NHS Workforce Race Equality Scheme (WRES) is a requirement of the NHS
Standard contract from April 2015. From April 2016 it will constitute part of the
‘well led’ assessment of the CQC.
The Oxleas WRES was agreed by the Board in April 2015. The attached is an update
detailing the actions planned to support improvements in the WRES data for future
years. The actions have been discussed and agreed with the BME network as is
required by the WRES guidance.

Changes to risk register

New risks identified

Recommendations
To Note

Previous
rating

New rating

Rating

Workforce Race Equality Standard 2015
Reporting year

2014/15

Name of provider

Oxleas NHS Foundation Trust

Name and contact details of lead manager compiling this
report

Christine Rivers, Head of Equality and Human Rights

Names of commissioners
Name and contact details of co-ordinating commissioner
Link on which this report will be found (to be added after
submission)
This report has been signed off by

Simon Hart, Director of HR and OD

On behalf of the Board
Date on which this report was signed off

May 2015

1

1. Background
This report has been produced for the Workforce Race Equality Standard, which is a requirement of the NHS contract from April 2015.
Trusts are expected to make year on year progress against the metrics outlined in the table below.

a. Data Completeness
The data completeness for Ethnic Origin in Oxleas 2014/15 is 97.2%. This has reduced by 0.4% since last year.
The Stepchange report (which reports on all recruitment data) has all data missing between April and June 2014. This was due to a
technical issue related to software. As a result, all ethnicity data during these 3 months was stored in the ‘unknown’ category.

b. Data Reliability
The workforce data is drawn from ESR, the staff records database. The data on ESR is populated by information from NHS jobs and
any subsequent surveys (for example, a survey was conducted two years ago to improve the data held on ESR). New starter data is
checked against any other documents for accuracy. The staff survey data is provided by an independent company, the Picker Institute
Europe who provide analysis and a summary of the responses from Oxleas staff. The data is drawn from the February 2015 published
report.
2. Total numbers of staff
a. At 31st March 2015, Oxleas employed 3628 staff. This figure covers all permanent and part time staff, as well as staff on temporary
contracts, and students who hold permanent posts in the trust. It does not include all other students, volunteers and bank staff
members.

b. The proportion of BME staff employed within Oxleas is 32%, and the proportion of White staff is 65% using the definition supplied in the
WRES.

The ‘white’ group is a collation of all white categories: White - British, White - Irish and White - Any other Background. The

‘BME’ group is a collation of all Asian, Black, Mixed and Chinese categories.
2

3. Self reporting
The number of records without any ethnicity recorded is 103, or 2.8% of the total workforce.
4. Workforce data
This period refers to a snapshot of the workforce on 31st March 2015. Comparison against the previous year is included in the narrative
section.
5. Workforce Race Equality Indicators

WRES Indicator

Data 2015

Narrative – the
implications of the
data and any
additional
background
explanatory narrative

Action taken and planned
(see item 8 in the main
reporting template)

Progress (at
end August
2015)

Lead

Expected
completion
date

For each of these four workforce indicators, the Standard compares the metrics for white and BME staff.
1

Percentage of
BME staff in
Bands 8-9, VSM
(including
executive Board
members and
senior medical
staff) compared
with the
percentage of
BME staff in the
overall workforce

White staff are 2.6
times more likely to
be at the most
senior levels of the
organisation

There has been a
small increase in the
proportion of BME staff
at senior levels in the
last year.
White staff were 3.2
times more likely to be
at the most senior
levels of the
organisation last year.

Action:
The trust continues to run
a BME mentoring scheme
with an external Mentor
(20 places per year)

The BME Mentoring
Scheme is currently
being tendered (3 year
contract)

Specific training on
cultural sensitivity,
including in recruitment is
planned for this financial

This is being
considered alongside a
wider piece of work on
discrimination see

3

CR

CR/SH

Tender to
be
completed
and
provider in
place by
December
2015

March 2016

year

Metric 5 below. Tender
has been drafted

The trust’s Management
Development training will
be covering unconscious
bias.

An unconscious bias
module for the
programme has been
developed

There will be a specific
requirement for search
agencies to identify BME
candidates for NonExecutive positions
We will aim to include at
least one BME staff
member on all panels for
posts at or above AFC
band 8C
2

Relative likelihood
of BME staff being
appointed from
shortlisting
compared to that
of White staff
being appointed
from shortlisting
across all posts.

The relative
likelihood of White
staff being
appointed from
shortlisting
compared to BME
staff is 3 times
greater

The Stepchange report
for this year has some
missing data, with 42%
of shortlisting unknown
and 8% of
appointments
unknown. This could
account for the
differential figures
between last year and
this year.

Action:
The Networks are
planning a pilot scheme
with network members as
observers in interviews
Further detailed analysis
of recruitment data is
planned, looking at the
ethnic make-up of panels,
and of the shortlisted and
appointed candidates.

However, both figures
show a higher
4

Numbers of campaigns
at 8C+ in the last year
have been collated.
Plan due to be drafted

Scoping document to
be drafted

In progress

CR/SH

December
2015

SH

Completed

CR/JM

March
2016

SP/CR

March 2016

James
Hilton

December
2015

proportion of BME
candidates not
appointed compared to
White candidates.
The 2013/14 figure
showed that the
Relative likelihood of
white staff being
appointed from
shortlisting compared
to BME staff was 1.9
times greater.

3

Relative likelihood
of BME staff
entering the
formal disciplinary
process,
compared to that
of White staff
entering the
formal disciplinary
process, as
measured by entry
into a formal
disciplinary
investigation*
*Note: this
indicator will be

BME staff are 3.6
times more likely to
enter the formal
disciplinary process
when compared to
White staff.

The number of
disciplinaries over the
2 year period (20132015) is 92; this has
reduced from 113 in
2012-14.
This metric has
reduced from 4.5 times
greater in the previous
year.

Senior adverts (8a+) carry
a statement saying that
BME staff are underrepresented at senior
levels, and BME
candidates are
encouraged to apply
In conjunction with the
BME Network, we will
develop a checklist of
questions, which BME
staff can use when
inquiring about posts. It
will be used by BME staff
as a tool to ask
prospective managers
about the role and for
BME staff to express their
interest.
Action:
A detailed report of all
disciplinary data is
produced annually, and is
presented and discussed
at the Trust Executive,
Trust Board, Staff
Partnership Forum,
Workforce Governance
group and BME network.
Individual cases are
scrutinised and compared
against other cases for
5

In place

Draft document to be
discussed at BME Exec
August 2015

CR/JFJ

Report to be presented CR
to E&HR Sept 2015 and
SPF October 2015

To meet before Equality
and Human Rights

October
2015

October
2015

CR/LT/JFJ September

based on data
from a two year
rolling average of
the current year
and the previous
year.

4

Relative likelihood
of BME staff

BME staff are 1.6
times more likely to

inequality and
discrepancies by the BME
Network Chair, the Head
of Equality and Human
Rights and the Head of
Operations and Staff
Engagement.

Meeting Sept 2015

Action against all levels of
abuse may help to lower
the numbers of false or
malicious allegations
against BME staff – see
action in metric 5 below

Prejudicial and
Discriminatory
Behaviour Against
Staff and Service Users
Policy has been drafted
and is due to be
incorporated into wider
work - see 5 below

A letter will be sent from a
Director to all staff where
there is no case to
answer, as BME staff are
disproportionately
affected by allegations
that prove to be
unfounded. The letter will
recognise the impact of
the allegation.

This will be added to
the Supporting Staff
Following An Incident,
Complaint or Claim
Policy (currently under
review)
“ A letter recognising
the impact on the staff
member will be sent
from a senior
manager where there
has been an unfounded
allegation, recorded as
an incident”

This metric shows that
training and
6

2015

SH

October
2015

accessing nonmandatory training
and CPD as
compared to
White staff

access CPPD
compared to White
staff

development for BME
staff is higher
compared to White
staff, and has
increased from 1.25
times higher in the
previous year.

For each of these four staff survey indicators, the Standard compares the metrics for each survey
question response for White and BME staff.
5

6

KF 18.
Percentage of
staff experiencing
harassment,
bullying or abuse
from patients,
relatives or the
public in last 12
months

KF 19.
Percentage of
staff experiencing

White:29 BME: 38
BME staff saying that
they have
experienced
harassment, bullying
or abuse from
patients, relatives or
the public is 9%
higher compared to
White staff

White:20 BME:24

2014: White 29
BME:41

Action:
The trust is planning a
publicity campaign to
Compared to last year, make clear to patients
and members of the
the number of BME
public that abuse is not
staff saying that they
acceptable. It has
have experienced
harassment, bullying or reviewed and improved its
support for staff who have
abuse from patients,
experienced abuse and is
relatives or the public
reviewing its multihas decreased from
disciplinary risk approach
41% to 38% (a
to managing such
decrease of 3%)
patients. It is working with
Compared to last year, local police forces to
the difference between ensure that there is a
consistent approach from
White and BME staff
borough forces to
has narrowed from
responding to incidents of
12% to 9%
assault.
2014: White 17 BME
Action:
19
The Networks are working
7

This relates to several
pieces of work:
i) Prejudicial and
Discriminatory
Behaviour Against
Staff and Service Users
Policy has been
drafted. To be fed into
further discussions
2) Debrief (after
incident support) to be
drafted and included in
the above policy

Outline of role drafted.

CR

March 2016

SP

harassment,
bullying or abuse
from staff in last
12 months

7

8

KF 27.
Percentage
believing that trust
provides equal
opportunities for
career
progression or
promotion

Q23. In the last 12
months have you
personally
experienced
discrimination at
work from any of
the following?
b) Manager/team

BME staff saying that
they have
experienced
harassment, bullying
or abuse from other
staff is 4% higher
compared to White
staff
White:94 BME:90
BME staff are 4%
less likely to say that
the trust provides
equal opportunities for
career progression or
promotion compared
to White staff

8% of the total
respondents said
yes they had
personally
experienced
discrimination from

Compared to last year,
this metric has reduced
for both groups. BME
staff responses have
increased by 5%, and
the difference has
increased from 2% to
4%.
2014: White 95 BME
84
Compared to last year,
the responses of BME
staff has increased by
6%.
The difference
between BME and
White staff has
reduced from 11% to
4%

2014: Yes: 6% Ethnic
background: 9%
Compared to last year,
there has been a 2%
Increase in the number
of staff saying they had

with Staffside and HR to
train and support
members to become
bullying and harassment
advisers

Further meeting
LT/WL/CR/SP planned
for Autumn 2015.

Action:
The BME Network
organises events
throughout the year, with
2 recent events focussing
on career development.
The Network will continue
to provide events for its
members and the wider
Oxleas workforce

In place

The HR Director will show
that they actively value
the BME Network at
corporate welcome
(induction) and at senior
level meetings

Action:
The Networks are working
with Staffside and HR to
train and support
members to become
bullying and harassment
advisers
8

March 2016

In place

See Metric 6 above

March 2016

leader or other
colleagues

their manager/team
leader or other
colleagues
8% said that the
discrimination was
on the basis of their
ethnic background

experienced
discrimination overall,
but a 1% reduction in
discrimination on the
grounds of ethnic
background

The Networks are
planning publicity during
Equality week, which will
cover bullying and
harassment

Completed

Does the Board meet the requirement on Board membership in 9?
9

Boards are
expected to be
broadly
representative of
the population
they serve

Local Population
Census data –
Bexley, Bromley,
Greenwich Average
Local Population:
White 76% BME 24%
Board
White 85% BME 15%

There has been no
Action: A specific
change in the last year. requirement has been
given for search agencies
to identify BME
candidates for nonexecutive positions as
part of forthcoming
recruitment

Local Population
Census data
(including Kent)
Local Population:
White 80% BME 20%
Board
White 85% BME 15%
The Board is slightly
under representative
of the local
communities served
9

In place

Completed

by the trust.
Note 1. All provider organisations to whom the NHS Standard Contract applies are required to conduct staff surveys though those
surveys for organisations that are not NHS Trusts may not follow the format of the NHS Staff Survey
Note 2. Please refer to the Technical Guidance for clarification on the precise means of each indicator
6. Are there any other factors or data which should be taken into consideration in assessing progress?
No

7. If the organisation has a more detailed Plan agreed by its Board for addressing these and related issues you are asked to
attach it. Such a plan would normally elaborate on the steps summarised in section 5 above setting out the next steps with
milestones for expected progress against the metrics. It may also identify the links with other work streams agreed at Board
level such as EDS2

Data Sources
The data for questions 1, 3, 4 and 9 has been drawn ESR, using a snapshot of the workforce. The data for question 2 has been drawn
from a report from Stepchange, the recruitment database. For staff survey metrics, the data has been drawn from the staff survey
published in February 2015.
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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

