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87th Meeting of the Board of Directors
2pm, Thursday, 4th September 2014
Memorial Hospital
Meeting Room 4
Shooters Hill SE18 3RG

AGENDA
DATE OF NEXT MEETING
The next Board of Directors Meeting will take place on:
Thursday 6th November 2014 at 2.00pm
Memorial Hospital Room 4
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86th Meeting of the Board of Directors
Thursday 3 July 2014
Room 4, Memorial Hospital
Board of Directors
Dave Mellish
Chair
Archie Herron
Vice Chair and Non-Executive Director
Anne Taylor
Non-executive Director
James Kellock
Non-executive Director
Seyi Clement
Non-executive Director
Steve James
Non-executive Director
Paul Ward
Non-executive Director
Stephen Firn
Chief Executive
Helen Smith
Deputy Chief Executive and Director of Service Delivery
Ify Okocha
Medical Director
Wilf Bardsley
Director of Nursing and Governance
Ben Travis
Director of Finance
Simon Hart
Director of HR and Organisational Development
In attendance
Ann Rozier
Trust Secretary and Head of Governance
Susan Owen
Risk Manager (Minutes)
Members of the Council of Governors in attendance
Ken Thomas
Service User/Carer: Adult Community Mental Health
Baeti Mothobi
Service User/Carer: Older People
Fola Balogun
Service User/Carer: Children’s Services
Stephen Brooks
Public Governor, Bexley
Judy Wolfram
Public Governor, Greenwich
Action
1

Apologies for absence
None received.

Noted

2

Minutes of the Board of Directors meeting 5th June 2014
Approved
• Page 1: Paul Ward was in attendance at the meeting.
• Page 1, item 4: Delete sentence relating to patients on an incomplete pathway.
• Page 2, item 4: Delete sentence relating to Dr Yu investigating the target relating to estimated
discharge dates.
• Page 2, item 5: Delete sentence relating to medical leadership.
• Page 4, item 6: Amended to read that ‘NED involvement on the Quality Board is to be
increased. PW and SJ will attend the Quality Board and SC will continue to attend the CEG.’
• Page 7, item 18: Amend to read that ‘The issues and options will be discussed at a future
Informal Board meeting.’
Pending these amendments, the minutes of the meeting of the Board of Directors on 5th June 2014
were approved as an accurate record.

3

Matters arising
• Page 4, item 10: The Level 5 homicide report will be reported to the July Executive Team
meeting and then to the Board of Directors in September 2014.
• Page 6, item 15: The Memorial Fraud trial is due to commence on 14 July and is expected to
last for between four and seven weeks.

Noted

4

Key Performance Indicators Report
All Monitor targets have been met. The UCC continues to perform well; this is the last month that
the UCC waiting times target will be included in the report. Waiting times for psychological
therapies continues to improve and the Trust is close to meeting the internal target of 95%. Bed

Noted
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occupancy rates for Working Age Adults are reducing. The target for ethnicity recording in Adult
Community and C&YP has been achieved. Adult Community Services remain under target for
outcomed appointments but it is hoped that the roll out of i-nurse will help with achieving the
target. Patients with an estimated discharge date has improved on the Bevan Unit but has
decreased on the Step-up, Step-Down Unit. Jane Wells is looking the at reasons for the volatility.
PW – Is it feasible to reduce the psychological therapies waiting times target to below 18 weeks?
HS – Many patients wait much less than 18 weeks.
SF – We would need to consider how we apply realistic targets to all therapy services.
DM – Michael Witney will be asked to cover this in his next update to the Board of Directors.
JK – What action is being taken to improve occupancy at Atlas House?
HS – There is a focus on this and people are being assessed for potential admission.
SH – In Working Age Adults, the bed occupancy levels in Bromley are related to the reduction in
beds commissioned by Bromley CCG. There is also some pressure in the Older Peoples service.

MW

5

Service Delivery Report
Noted
The Urgent Care Centre transferred to the Hurley Group on 1 July 2014. Staff were thanked for
their hard work and commitment. The Trust is working in partnership with Lewisham and
Greenwich Trust and Greenwich CCG to enhance the COPD service. The Greenwich Co-ordinated
Care Service won the Management Journal award for innovation in social care. Serco Consulting
have commenced a three week intensive demand and capacity review of the district nursing
services in both Greenwich and Bexley.
JK – Will the new system for distributing letters in Greenwich Community Paediatrics be adopted in
other services?
HS – Yes.
SC – How is the School Nursing app being promoted?
HS – Through the School Nursing service. We are able to monitor the use of apps and we have
found that the Health Visitor app is used most frequently during the evening or early morning.
AH – When will the Board receive details of the re-design of mental health teams?
HS – We will build on the pioneer work. This can be discussed at a future Informal Board meeting.
SJ – Do we have sufficient resources to develop our community service?
HS – We have strengthened management in this service and appointed to a new Assistant Director
post. We are looking at how we can strengthen clinical leadership, for example through the
appointment of a Senior Practice Development Nurse.
PW – Is there a re-design opportunity for CASH?
HS – This is a helpful prompt as contact numbers have fallen.

6

Quality Report
QSIP – May 2014
The Trust has achieved 15 out of 23 QSIP goals. There are two red indicators:
• CE2.1MH – Explanation of rights under S132: There was no evidence of explanation of rights
recorded in the MHA section of RiO for 13 out of 104 patients. A further manual audit has
identified that for 11 of the 13, the discussion was recorded in the progress notes.
• CE1.3CH – Completion of one year checks by 14 months: The May position is under target by
7.2%. This is a new target and the Trust expects to achieve this soon. The information
provided now reflects the targeted group of patients for this indicator.
There are five amber indicators:
• PE1.1 MH – Carer details recorded on RiO.
• PE1.2MH – Offer of Carers Assessments.
• PS1.2MH – 48 hour follow up for patients admitted following self-harm/suicide attempt. There
was one case out of 13 where the ward failed to refer to the Home Treatment Team. This has
since been addressed. Modern Matrons are being made responsible for ensuring that
processes are being followed.
• PE1.1 CH – Care plans on RiO for community teams.
• PE1.3CH - Care plans on RiO for District Nursing teams.
Pressure Ulcer report
In May 2014, there were no Grade 4 pressure ulcers and three Grade 3 pressure ulcers, one of
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Noted

Action
which was a deterioration from a Grade 2.
CQUINs
Draft CQUIN data reports have been built by Informatics; these are currently being reviewed for
accuracy prior to Quarter 1 reporting.
JK – For 48 hour follow up, has the Trust achieved 100% compliance in the past? How are
Modern Matrons being made responsible for this?
IO – We have achieved 100% compliance for this indicator. Modern Matrons have been asked to
ensure that the processes are being used by undertaking spot checks and audits of records.
WB – For S132, the evidence is not always recorded in the correct place on RiO. Lisa Moylan is
undertaking further process mapping to make sure that this is followed through.
AH – Can RiO be altered to make it impossible to move to the next screen until that field has been
completed?
WB – This has been considered, but there was concern that records would be left incomplete.
SC - Will this be addressed in the new version of RiO?
WB – This is being considered.
AT – How proactive do we need to be in offering an assessment to carers?
IO – A letter is sufficient.
Patient Safety
NHS England have developed new patient safety indicators which will be published on NHS
Choices. There is focus on candour, VTE, CAS alerts and safe staffing. Oxleas has been invited to
be one of 12 trusts to be a trailblazer organisation and has identified five key areas of
improvement. These will be the focus of future patient safety updates to the Board.
1. Pressure ulcers and falls.
2. Managing long term conditions, particularly diabetes, for people with severe and enduring
mental health conditions.
3. Medication errors.
4. Safe Wards programme.
5. Supporting open and honest reporting.
The Trust is working towards improving the completion of serious incident investigations within the
45 day timescale. The Safeguarding Adults Risk Assessment for 2014/15 has been completed.
The Mental Health Partnership Board working group has met to discuss the implication of the Crisis
Concordat at a London wide level.
PW – Are there any risks related to the Crisis Concordat?
DM – We are in a good position. It has been recommended that there should be a London wide
declaration. A London wide event is to be held in October.
7

Compliance Report – June 2014
Noted
There have been two positive MHA Commissioner reports since the last report to the Board;
Millbrook Ward on 9 June 2014 and Joydens Unit on 11 June 2014. The CQC have announced that
they will no longer be updating the Quality and Risk Profiles and a new method of monitoring will
be introduced by the CQC in due course. The reduction in the number of new sections in May
2014 is a reflection of reduced occupancy this month. DM asked that in future reports, the s136
data is to include a breakdown of gender, age and ethnicity. Four serious incidents were reported WB
in May 2014. Two relate to patient deaths and two to non-fatal overdoses.
AH – Were the two non-fatal overdoses in-patients or out-patients? Should the patients have
access to that quantity of medication?
WB – Both were out-patients. There are already limitations on the amount of medication that
patients take home, but patients do sometimes stockpile this.

8

Monitor Ratings 2013/14 and APR feedback
The Trust has received positive feedback on our two year plan and no further work is needed. We
have received a Governance Rating of Green and a Finance Risk Rating of 4.

Noted

9

Monitor self-certification for Quarter 1
The Board was asked to approve the declaration for Quarter 1. For finance, that: The board
anticipates that the trust will continue to maintain a continuity of service risk rating of at least 3
over the next 12 months. For governance, that: The board is satisfied that plans in place are

Approved
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sufficient to ensure: on-going compliance with all existing targets (after the application of
thresholds) as set out in Appendix A of the Risk Assessment Framework; and a commitment to
comply with all known targets going forwards.
This Declaration for Quarter 1 was approved by the Board of Directors.
JK – Are we required to declare the loss of the Urgent Care Centre contract as an exception?
BT – This does not have a significant impact on income. We only need to declare if it relates to
more than 10% of our income.
10 Well led framework for Governance Reviews
The Monitor licensing conditions require us to undertake an independent review of our
Governance arrangements every three years. We cannot use our current internal or external audit
teams for this. It was agreed that the Audit Committee would take the lead on agreeing who
should undertake the review and the timings. It was agreed that a 360° review on the work and
role of the Board should also be undertaken.

Noted

11 Business Committee update
The June meeting of the Business Committee received an update on bids and tendering activity
and finalised the Five Year Strategic Plan.

Noted

AR

12 NED report – Board visits
Noted
AT – Voluntary Services: Met volunteers and the administrative support team. The volunteer
driver services is highly appreciated. There were some concerns about the length of time it takes
to recruit volunteers. SH said that this is being reviewed but this needs to be balanced against the
need to retain adequate safeguards.
AH – Highpoint House: Staff expressed concerns over tendering, the refurbishment of Highpoint
House and the lack of beds for children. There are some leadership issues that need to be
addressed but it is acknowledged that the directorate delivers a high quality service.
SJ – Bevan Unit: It was clear that much progress has been made and the service has been
transformed. There are concerns about the time taken to recruit new staff and there is at least
one agency nurse on every shift. There are no physiotherapy staff on duty at the weekend and
Jane Wells is reviewing this. One care plan reviewed did not appear to be personalised.
JK – Barefoot Lodge: There was good evidence of forward thinking around Family Inclusive
Practice and team working with Somerset Villa. Feedback from patients was very positive. There
were concerns about the lack of input from social workers and staff expressed concern about
wearing uniforms. Staff also expressed frustration with the Local Authority panel system. Iain
Dimond will look into the issues relating to sleepovers from acute services.
SC – HMP Cookham Wood and HMP Rochester: This appears to be a highly stressed service as
there were a number of vacancies and sickness absence, some of which are long term. SF said
that some of these are long standing issues from before the Trust took over the service in April
2014 but there are plans to address these.
It was agreed that the Board should receive some feedback on how issues have been addressed
and in particular, aggregate themes. It was proposed that this is taken forward through the
Director of Service Delivery report.
HS
13 Council of Governors update
The Informal Meeting of the Council of Governors discussed their new responsibilities under the
Health and Social Care Act to hold the Board of Directors to account. Raymond Sheehy’s term as
Lead Governor will end shortly and two Governors have expressed an interest in this taking on this
role. The Council of Governors discussed the recommendation from the Nominations Committee
that membership of the Public Constituency be extended to residents beyond Bexley, Bromley and
Greenwich. The recommendation was agreed and the proposed changes to the Constitution will
be presented to the Annual Members Meeting in September for approval.
14 Finance Report
The Trust has delivered a surplus before one-off items of £0.33m, which is £75k higher than plan.
The Trust had cash and short term investments of £81.2m at the end of May, which is slightly
below plan. Our Monitor Finance Rating is 4. Deliver of CREs is within plan. This will be
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discussed further at the next Annual Plan meeting and a detailed report will be brought to the
September Board of Directors. With regard to operational performance, Adult Mental Health, Older
Adults and Adult Community services are overspent. Trustwide bank and agency spend remains
high and there has been a spike in agency spend. DM asked that a report on the reasons for the
increase and the action being taken is reported to the September meeting of the Board of
BT/SH
Directors.
15 SEEC Report
The Social Enterprise Employment Company (SEEC) was established in 2012 as an employment
agency for service users. The initial targets have been exceeded and the organisation continues to
achieve success. SEEC received £150k funding for Year 1 and a further £125k was approved in
2013. SEEC has been able to diversify its funding sources and has received funding from Job
Centre Plus in Greenwich. This has enabled SEEC to reduce its financial dependence on the Trust.
The Business Committee reviewed the progress of SEEC in detail and on the basis of its
performance approved a further £73k of funding until March 2015. It has provisionally agreed
£100k funding for 2015/16 subject to a further report to the Committee in March 2015. SH to
SH
present a full report to the Council of Governors.
JK – Does SEEC have the capacity to do more?
SH – It is growing steadily.
AT – We should consider if SEEC could expand into the prison service.
16 Workforce Report
Sickness absence in May was 4.74% but there is variation across directorates. Vacancy rates are
at 10.72%. Adult Community Services has the most difficulty in recruiting to posts. The overall
number of recruitment campaigns stands at 327. PDR completion stands at 88%. Supervision
data will be collated for the first time in July 2014 and presented to the Board of Directors in
September. There are 11 live disciplinary cases and three staff are currently suspended from duty.
There are three outstanding employment tribunals against the Trust.
SJ – Are some of these campaigns re-advertisements? Is there any feedback on the success of
the recent ‘back of the bus’ campaign?
SH – Some are re-advertisements but we are also looking at different ways to attract people.
SF – From the recent campaign, 87 calls were referred to senior managers for follow up. There
were 47 applications and 31 people have been appointed.
SH – We have increased candidate care and there is a dedicated resource in the Recruitment
Team to ensure that candidates are kept up to date with the progress of the recruitment checks.
The Executive Team have considered proposals to reduce the time it takes to recruit. For internal
NHS candidates, we will request one reference from the HR department of the current employer.
This aligns to the recommendation from KPMG.
DM – Is the supervision system sustainable and how will it be monitored?
SH – Supervision is recorded on NHS Learn. The quality of supervision is also to be audited.
AT – How will staff be supported at the Memorial Fraud trial?
BT – Staff have visited the Court so they are familiar with the arrangements and a member of staff
from HR will be present throughout the trial. Some publicity is expected and this will be managed
by the Communications Team.
Safe staffing update
Ward roster templates are to be reviewed. Vacancies and the application of headroom are also
being reviewed.
DM – When will we receive feedback from NHS England?
WB – We have received telephone feedback and they are content with our submission. The data
will be submitted monthly and published on NHS Choices.
JK – The data needs to be considered from a safety perspective.
WB – This will be presented every six months.
Friends and Family Test
The first survey was sent to all staff on 16 June 2014. At the end of the first week, 1029 staff had
responded. The FFT score on the basis of this initial response was:
• Would you recommend the trust as a place to receive treatment – score of +27.
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• Would you recommend the trust as a place to work - score of +20.
The additional commentary has been very valuable in highlighting how staff feel about working at
Oxleas. SH was asked to bring a detailed report to the September Board meeting, including a
directorate breakdown and some of the narrative comments.
JK – Do we need to consider the impact of new legislation on flexible working?
SH – The Trust has a flexible working policy. We have received positive feedback about this in the
Friends and Family Test and the Staff Survey.
17 Estates Strategy
The Strategy has been reviewed to reflect that we are now a multi-functional trust, with more
shared accommodation. There is also a greater focus on integration and more tendering activity,
which means that we need to review the way in which we use our estate. The strategic aims are:
1. Providing a more flexible estate.
2. Optimising estates costs.
3. Supporting business success.
4. Using our estate more commercially to generate income.
Implementation criteria is being developed but there are some restrictions on ownership which will
impact on timescales. A communications strategy is also being developed. Progress will be
measured by tracking spend on estate costs as a proportion of income. The target is to reduce
this from 12% to 10%.
AH – There will be some resistance to this, but this will need to be managed.
SJ – Is there stretch to have more capacity when we need it and less when we don’t?
RE – We do at present. Demand is likely to increase, but we will need to take a view on this.
SF – There is no intention to reduce our capacity at present.
DM – Is there potential to increase income generation?
RE – A progress update will be included in a six monthly update to the Board.
18 5 Year Strategic Plan
The Five Year Plan builds on our Two Year Plan. There are no significant changes to our
assumptions. We have set CRE targets of £8m pa for Years 2 to 5 in order to achieve a break
even. Area of focus include integration, the Estates Strategy, the ICT Strategy, procurement, use
of temporary staffing and service redesign. £80m has been identified for investment in new
opportunities.
JK – It is essential that the Trust delivers on these areas. Integration is a key theme so we need
to be clear about what needs to be done.
SH – Maintaining engagement with staff will be critical as an enabler.
19 Chief Executive Update
The Trust has signed the contract with Guy’s and St Thomas’ for the construction of a cancer
treatment centre on the QMH site. The target date for completion is January 2016. Jeremy Hunt
and Norman Lamb have expressed a positive interest in the Greenwich Pioneer Programme and
the development of the QMH site. The Kings Fund Staff Engagement Report is due to be launched
on 15 July 2014. Oxleas has been noted as an example for high quality leadership.
20 Any Other Business
JK commented on the success of the recent Nursing Conference and suggested that the powerful
presentation by Julie Bailey is used in staff induction.
19 Written questions from the public
None raised.
Next meeting of the Board of Directors
Thursday 4th September 2014
Room 4, Memorial Hospital
I confirm that the minutes of the Board of Directors meeting of 3rd July 2014 are a true record
Signed
Dave Mellish, Chair

Date:
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SH

RE

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
ADHD – Attention
Deficit Hyperactivity
Disorder

CDM – Chronic Disease
Management

DN – District Nurse
DNA – Did Not Attend

CEG – Clinical
Effectiveness Group

ECR – Electronic Care
Records

ADL – Assessments of
Daily Living or Activities
of Daily Living

CIP – Cost
Improvement
Programme

ECT – Electro
Convulsive Therapy

AfC – Agenda for
Change

CLDT – Community
Learning Disability
Team

IMHER – Integrated
Mental Health Electronic
Record
IM&T – Information
Management and
Technology

EI – Early Implementer

ISA – Information
Sharing Agreement

ESR – Electronic Staff
Records

KPI – Key Performance
Indicators

ETP – Electronic
Transfer of Prescriptions

KSF – Knowledge and
Skills Framework
LAS – London
Ambulance Service

CPC – Cost Per Case

FCPN – Forensic
Community Psychiatric
Nurse
FOI – Freedom of
Information

CPN – Community
Psychiatric Nurse

HCA – Health Care
Assistant

LGBT – Lesbian, Gay,
Bisexual, and
Transgender

CRB – Criminal Records
Bureau

HEE – Health Education
England

LHC – Local Health
Community

ASBO – Anti-Social
Behaviour Order

CRE – Cash Releasing
Efficiency

LSP – Local Service
Provider

ASD – Autistic Spectrum
Disorder

CRHTT – Crisis and
Home Treatment Team

HID – Hospital
Integrated Discharge
Team

ASW – Approved Social
Worker

C&YPS – Children and
Young People’s Service

BMs – Business
Managers

AHP – Allied Health
Professional
ALBs – Arms Lengths
Bodies
ALD – Adult Learning
Disabilities
AMH – Adult Mental
Health
AMHP – Approved
Mental Health
Professional

CNST – Clinical
Negligence Scheme
Trust
CPA – Care Programme
Approach

HIMP – Her Majesty’s
Inspectorate of Prisons

LD – Learning Disability

LTC – Long Term
Condition

HR – Human Resources

MAPP – Multi Agency
Protection Panel

CQC – Care Quality
Commission

HTT – Home Treatment
Team

MCA – Mental Capacity
Act

CAMHS – Child and
Adolescent Mental
Health Services

CQUIN –
Commissioning for
quality and innovation

HV – Health Visitor

MDA – Multi-disciplinary
Assessment

CAPA – Choice and
Partnership approach (a
new way of managing
referrals into CAMHS)

DADL – Domestic
Activities of Daily Living

CAS – Central Alerts
System
CBT – Cognitive
Behavioural Therapy
CCG – Clinical
Commissioning Group

DESMOND – Diabetes
education and self
management
programme for ongoing and newly
diagnosed
DH – Department of
Health

ICP – Integrated Care
Pathway
ICT – Information
Communication
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
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MHA – Mental Health
Act

MH MDS – Mental
Health Minimum
Dataset
MHRA – Medicines
Healthcare and
products Regulatory
Agency

PEG – Patient
Experience Group
PD – Personality
Disorder

PDR– Personal
Development Review

MSK – Musculo-skeletal
Services

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

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

RPST – Risk Pooling
Scheme Trust

PDP – Personal
Development Plan

MHRN – Mental Health
Research Network

NAC – Nursing Advisory
Committee

RMN – Registered
Mental Nurse
RMO – Responsible
Medical Officer

SAP – Single
Assessment Process
SCG – Specialist
Commissioning group
SDS – Service
Development Strategy
SLaM – South London &
Maudsley NHS Trust

PEAT – Patient
Environment Action
Team

SLR – Service Line
Reporting

PFI – Private Finance
Initiative

SMs – Service Managers

PICU – Psychiatric
Intensive Care Unit

SN – School Nurse

POMH – Prescribing
Observatory for Mental
Health
PRUH – Princess Royal
University Hospital

NPSA – National Patient
Safety Agency

PSA – Personal Safety
Awareness

NSF – National Service
Framework

QEH – Queen Elizabeth
Hospital

OOHs – Out of Hours

QMS – Queen Mary’s
Hospital Sidcup

OPD – Outpatients
Department
OPM – Office for Public
Management
OPMH – Older Peoples’
Mental Health
PEEP – Personal
Emergency Evacuation
Plan
PQQ - Pre Qualification
Questionnaire
PADL – Personal
Activities of Daily Living
PALS - Patient Advice
and Liaison Service

QRP – CQC Quality and
Risk Profile
QSIP – Quality and
Safety Improvement
Plan

SPD – Safety, Privacy
and Dignity
SUI – Serious Untoward
Incidents
TDA – NHS Trust
Development Authority
TSA – Trust Special
Administrator
TUPED – Transfer
Under Present
Employment
UEAs – Uncontracted
Emergency Admissions
VTE – Venous
thromboembolis

RAG –
Red/Amber/Green
RC – Responsible
Clinician
RCA – Root Cause
Analysis
RGN – Registered
General Nurse
RM – Risk Management
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Minutes of the Board of Directors Meeting 3rd July 2014
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Attachments

Minutes of the Board of Directors Meeting 3rd July 2014

Summary and Highlights

Changes to risk register

New risks identified

Recommendations
The Board agrees the minutes as a true record of the meeting.
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New
rating
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Board of Directors
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This is a verbal item.
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Board of Directors
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Agenda item

KPI Report – July 2014

Item from

Helen Smith, Deputy Chief Executive and Director of
Service Delivery
Front sheet only

Attachments

Summary and Highlights

Actual outcomes appear in red if they have not been met for the last 3 months (for
details please see the key at the end of the report). Where figures are shown in
brackets, they denote the change in performance based on the previous month.
Key Monitor Targets 2014/15
1. Meeting the MRSA objective (Number of outbreaks of MRSA).
Target: 0 Outbreaks
Trust Actual: 0 Outbreaks (No change)
2. Maximum time of 18 weeks from the point of referral to treatment in aggregate
(admitted patient care – Bexley & Greenwich Community Health Services).
Target: 90%
Trust Actual: 100% Within 18 Weeks (No Change)
3. Maximum time of 18 weeks from the point of referral to treatment in aggregate
(non-admitted patient care – Bexley & Greenwich Community Health Services).
Target: 95%
Trust Actual: 100% Within 18 Weeks (No Change)
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: 99.5% Within 18 Weeks (-0.5%)
3 Breaches in Children & Young People which were validated as true breaches by
the Business Office.
5. Maximum waiting time of four hours from arrival to admission / transfer / discharge
(Bexley Urgent Care centre) – no longer provide this service and this item will be
removed from September reporting.
6. 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): 89.6% (+0.6%)
Community Actual (Treatment Activity Information): 92.7% (-0.3%)
In July 2014, the following potential additional indicators performed as follows:
Patient Identifier Information: 99.5% (+0.1%)
7. Care Programme Approach clients followed up within seven days of discharge
from inpatient setting.
Target: 95%
Trust Actual: 97.3% Followed-up (+1.5%)
3 Breaches in Inpatient, Crisis & Rehab which were validated as true breaches by
the Business Office
8. Care Programme Approach clients having a formal review within 12 months.
Target: 95%
Inpatient, Crisis & Rehab: 100% Breaches: 0 (No Change)
Community Mental Health: 100% Breaches: 0 (No Change)
Older Adults: 100% Breaches: 0 (No Change)
ALD: 96.7% Breaches: 1 (-3.3%)
Forensic: 99.1% Breaches: 1 (-0.9%)
CAMHS: 100% Breaches: 0 (No Change)
Trust: 99.9% Reviewed (-0.1)
9. Minimising delayed transfers of care (Delayed Discharges).
Target: Under 7.5%
Trust Actual: 2.4% Clients Delayed (-0.3%)
10. 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)
11. Meeting commitment to serve new psychosis cases by early intervention teams.
Target: 95% (256 Individual Cases)
Trust Actual: 108.98% (279 individual cases) (+2.73%)
12. 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% (+0.1%)
13. Data completeness: Mental Health Minimum Dataset (MHMDS) outcomes for
patients on CPA including; 1. Employment, 2. Accommodation and 3. Health of the
Nation outcome scores.
Target: 50%
Trust Actual: 88.6% (-0.1%)

14. AHP 18 week RTT pathway: Maximum time of 18 weeks from the point of
referral for AHP services to treatment in aggregate
Target: 95%
Trust Actual: 97.4% (+0.5%)
15. 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%
Trust Actual: 95.6% (+0.1%)
The Following information is not reported to Monitor
RTT 18 week waiting times for Psychological Therapies
1. Psychological Therapies 18 week RTT pathway: Maximum time of 18 weeks
from the point of referral for Psychological Therapy services to treatment in
aggregate
Target: 95%
Trust Actual: 92.8% (+5.2%)
2. 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%
Trust Actual: 93.8% (-0.4%)
Inpatient Activity
1. Inpatient, Crisis & Rehab
a) Occupancy rate (Including Leave) 105%
b) Occupancy rate (Excluding Leave) 96%
2. Older People Acute
a) Occupancy rate (Including Leave) 96% (-2%)
b) Occupancy rate (Excluding Leave) 91% (-3%)
Average occupancy rate (including leave) over the past 6 months is 98%, excluding
leave, the rate is 92%.
3. Psychiatric Intensive Care (Tarn).
a) Occupancy rate (Including Leave) 94% (+6%)
b) Occupancy rate (Excluding Leave) 94% (+6%)
Average occupancy rate (including leave) over the past 6 months is 93%, excluding
leave the rate is also 93%.
4. Forensic & Challenging Behaviour
a) Occupancy rate (Including Leave) 100% (+2%)
b) Occupancy rate (Excluding Leave) 98% (+2%)
Average occupancy rate (including leave) over the past 6 months is 99%, excluding
leave, the rate is 97%.

5. Adult Learning Disabilities
a) Occupancy rate (Including Leave) 59% (+10%)
b) Occupancy rate (Excluding Leave) 53% (+12%)
Average occupancy rate (including leave) over the past 6 months is 59%, excluding
leave the rate is 51%.
6. Bexley Community (Step-up Step-down).
a) Occupancy rate: 90% (+1%)
Average occupancy rate over the past 6 months is 86%
7. Greenwich Community (Bevan Ward).
a) Occupancy rate: 73% (-2%)
Average occupancy rate over the past 6 months is 86%.
Adult Community Health Services – Specific Indicators
1. Ethnicity, inclusive of Long Term Conditions, Planned Care and Unscheduled
Care.
Target: 85%
Actual: 94.1% (No Change)
2. Percentage of total appointments correctly outcomed (excluding those entered in
error).
Target: 95%
Actual: 74.0% (+3.6%)
3. Percentage of total appointments recorded as DNA – excluding those entered in
error.
Target: 7.4%
Actual: 2.4% (+0.1%)
4a. Bevan Ward – Clients with estimated discharge date present, reported
quarterly.
Target: 90%
Actual Q1: 58.5% (-10.5%)
4b. Step-up Step-down – Clients with estimated discharge date present, reported
quarterly.
Target: 90%
Actual Q1: 94.9% (+6.2%)
5. Safeguarding Training (Including training levels 1 to 3) Reported quarterly.
Target: 80%
Actual Q1: 88% (+1.1%)
Children’s Community Health Services – Specific Indicators
1. Ethnicity, inclusive of Specialist and Universal services.
Target: 85%
Actual: 90.8% (No Change)
2. Percentage of total appointments correctly outcome (excluding those entered in

error).
Target: 95%
Actual: 96.7% (+4.5%)
3. Percentage of total appointments recorded as DNA (Did Not Attend) – also
excluding those entered in error.
Target: 7.4%
Actual: 7.4% (+1.0%)
4. New Birth Visits undertaken within 14 days of birth
The provisional figures are reported a month in arrears to account for new births that
occur near the end of the month – allowing up to 14 days for the visit to take place
within the following month. The figures are revised prior to the commissioner review
and a second revision is conducted for this report. These revisions are necessary
due to the impact of the high volume of activity on data completeness

Bexley-based community
services (Target = 95%)
Greenwich-based
community services
(Target = 95%)

May 2014 (2nd Revision)
92.0%

June 2014 (Provisional)
95.5%

96.6%

95.5%

5. Safeguarding Training (Including training levels 1 to 3) Reported quarterly.
Target 80%
Actual Q1: 92.9% (+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
For the Board of Directors to note
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Agenda item

Service Delivery Report

Item from

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

Attachments

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

Changes to risk register

Previous
rating

New risks identified

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

New
rating

Rating

OXLEAS NHS FOUNDATION TRUST
DIRECTORATES BRIEFING FOR THE TRUST BOARD
September 2014
Children & Young People’s services
CAMHS
Bexley IAPT
Bexley have been successful in getting the IAPT (Improving Access to Psychological
Therapies) bid from the DH, this will focus on retraining staff to bring in new ways of
working.
Bromley Wellbeing bid
In Bromley, our Wellbeing bid was unsuccessful. We have written to the
commissioners requesting clarification of the scoring.
Greenwich CAMHS
The PQQ was submitted for Greenwich CAMHS tender on 8th August 14.
Specialist Children’s services
Greenwich specialist children’s services
We have received notice that Greenwich CCG intend to market test Specialist
Children’s Health services. The process will commence in September.
Anxiety and ADS
Dr Nicola Reynolds, Clinical Psychologist gave a talk on “Anxiety & ASD” to parents
at Greenwich toy library .Over 60 families attended and the feedback from parents
was excellent; one parent wrote “I thought Dr Reynolds gave an engaging and very
helpful talk. The very next day my nine year old son told me about a worrying anxiety
and I was able to help. I felt equipped to cope and so was able to remain calm and
suggest some of Dr Reynolds strategies, which he later told me he had used and
found helpful. I think the fact that I had the strategies to hand and was able to
appear strong and in control for my child helped him to feel strong too. The feeling,
as I say, of being equipped to cope makes me feel like I can really help my child
navigate and manage/overcome his anxieties. I feel very fortunate to have had
access to Dr Reynolds expertise, experience and advice. That one session is
making an on-going, positive difference to my life and that of my child’s and I think
that is incredible. Please could you pass my feedback and my thanks on to Dr
Reynolds”
Bluebell House
For a young person attending Bluebell House, Iris Foster, healthcare assistant, made
her dream come true. Iris found out that one of the young girls attending dreamed of
meeting One Direction. Iris independently wrote to Dream Come True and was
successful in getting tickets to a concert and meeting with One Direction . The young
person asked Iris to join her on the special evening and said the evening was “one of
the best experiences of her life “
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Paediatric Occupational Therapy
The service recently reviewed the outcome of circuit groups which provide
opportunities for children to practice functional skills i.e. tying shoelaces, managing
cutlery using a variety of activities and games:
31 children have attended sessions since June 2013
77% of the children achieved 2 or more of their goals at the completion of the group
70 % of parents gave feedback:
• 95% of parents reported that the workstations and activities addressed
their child’s difficulties
• 95% of parents felt their child enjoyed the session and benefited from
attending the group
• 77% of parents found attending the group helped them to understand their
child’s difficulties
“It’s a positive approach and it allows kids to improve while playing .Thank you for
your help“
“It was good to be there with other families so child can realise others struggle too”
“Good to see methods and types of activities so we could practice at home
Universal services
New service manager
Helen Day-Barnes has been appointed as service manager for Universal Services
(i.e. health visiting and school nursing).This role will provide leadership across Bexley
and Greenwich as we move into a transitional period during which commissioning
responsibility for the service will move from NHS England to Local Authorities.
Henry approach
A small amount of funding has been secured to support training for staff in the
‘Henry’ approach. This will support the implementation of the Healthy Weight
pathway in Bexley.
Clinical records
A significant project to reduce reliance on paper records has been completed: over
34,000 records scanned uploaded and shredded across universal services in Oxleas
creating much needed office space and crucially better quality for our record keeping.
Adult Learning Disabilities services
Bromley CLDT
The Institute of Public Care, Oxford Brookes University, have begun to work with
Bromley community learning disability team on an integrated service model for the
health and social care team. This is part of a joint venture between Oxleas and LBB
to bring social care staff into Oxleas and provide a fully integrated service.
Atlas House
New marketing material for Atlas House has been produced to support income
generation; we already have had some positive initial enquiries.
Bromley College
Bromley College have commissioned a work programme from our community team
for 12 months starting in September. This will provide their Additional Needs unit with
some dedicated speech and language therapy support and a programme of training
focussing on challenging behaviour and communication.
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Older Person’s services
Shaping the future of OPMH Services: staff engagement:
In terms of service development, the senior team are continuing to think about how
we can meet the challenges ahead, maintain quality and deliver our CRE plans. On
27 August, we launched a major staff engagement initiative in the Directorate to
inform our thinking. We designed a briefing which is being cascaded out to teams
which explains the challenges we face over the next few years. We asked for
opinions on the following:
•
•
•
•

Older people’s population growth: how do we meet this demand?
National priority re integrating services: how do we do this?
Trust priority re transforming the way we deliver services e.g. use of new
technology and introducing innovation: how will we deliver this?
Trust priority to balance budgets and maintain high quality: ideas on how we can
be more efficient within a more challenging financial climate?

We explained the senior team’s ideas and asked colleagues for their thoughts. We
are holding an event in each borough w/c 8 September and have set up a dedicated
email account for feedback, comments and ideas.
New Memory Service Information Packs:
The memory teams in each borough have launched new loose leaf information packs
for service users attending the memory service. The packs are borough specific and
have been welcomed by commissioners and GPs. They are handed out to patients in
clinic so that our clinicians have an opportunity to personalise the packs and make
sure the right amount of information is given at the right time. The information is also
available on the Trust internet.
The pack is designed to provide information about memory problems and dementia
and gives practical help such as self management suggestions and where to get
support. Of note is an information sheet about advanced care planning which gives
advice about the issues to consider in terms of planning for future care, managing
money and welfare decisions etc.
Dementia Diagnosis Rates:
We are working with our CCGs to help them address the shortfall in the local
dementia diagnosis rates (% of the number predicted in each borough with a formal
diagnosis). Our three boroughs have a target of achieving 67% by the end of the
financial year but all have a similar shortfall, with Greenwich for example currently
standing at 52%. We are helping to ensure their dementia registers are accurate and
looking at how we can deliver more GP education and support around referrals to
memory services.
Adult community services
District nursing
Serco consulting have produced a very helpful analysis of demand and capacity
within the district nursing services in both Greenwich and Bexley. This has enabled
us to:
• Understand the gap in demand and capacity and the root causes
• Assess the current professional workforce model
• Identify potential solutions to improve productivity of the workforce to meet
demand
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They have suggested a number of actions and we are in the process of putting these
in place. In addition, we are interviewing for a fixed term consultant district nurse
practice development post specifically to address the clinical standards.
Integration
The Greenwich Coordinated Care Board recently has made the decision to roll out
the Eltham ‘test and learn’ service to Woolwich. The area has a different patient
population and will enable the Pioneer site to extend the learning from the pilot in
Eltham.
Service developments in Greenwich
With our partners in Lewisham & Greenwich Trust, Greenwich CCG and the Third
sector, we are developing plans to more fully integrate and improve the following
services in Greenwich: MSK, COPD, cardiac care and frailty services. It is anticipated
that these changes will start to be in place from January 2015.
Forensic & prison services
Inpatient Services
The service has continued to operate at full capacity, aiding our positive income
against plan. In view of this, we are continuing to explore options regarding the
potential development of more secure beds over the next few years; this has
included meetings with the UK Border Agency’s complex case teams, who currently
spot purchase between up to 150 beds nationally.
Kent prisons mental health service
The Directorate has progressed through the PQQ stage to provide for the Greenwich
Cluster prisons (Belmarsh, Thameside & Isis). We anticipate the tender submission
to be by the end of September for contract mobilisation in April 2015. The contract
value will be circa £13m/pa for 5 years
The contract mobilisation for the Medway prisons has proved challenging and
required a great deal of focus from the senior team and the movement of staff from
other services to address service issues.
The effect of the “fair and sustainable” programme, being rolled out by NOMS which
aims to bring all prisons in line with a national benchmarking exercise of prison officer
numbers continues to impact on our and other healthcare providers’ ability to deliver
services in the prison.
Adult mental health services
Community mental health redesign programme
A series of staff engagement events are planned for September, across all three
boroughs, regarding the proposed community mental health service redesign. The
directorate is working with colleagues in Comms, staff partnership team and our staff
governor to develop a communication strategy as part of the overall project plan.
Work is underway in each borough to engage further with primary care colleagues,
aided by commissioners.
Adult ADHD service
Bromley and Greenwich CCGs have approved a business plan for an adult ADHD
service; this will be an adjunct to our existing ASD diagnostic service. We are hopeful
that Bexley will follow suit.
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Perinatal mental health
We have just started working with Bromley CCG, King's and Bromley Healthcare to
develop the perinatal MH pathway in the borough, using recently published best
practice guidelines.
North House
The staff consultation on the closure of North House has now concluded. We are
progressing individual plans for each resident. Bexley CCG are part of the project
group managing the change and we recently met with Bexley Healthwatch to inform
them and offer reassurance around the process.
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Summary and Highlights
Timing
As reported at the July Board of Directors meeting, foundation trusts are required, under
Monitor’s Risk Assessment Framework, to undertake an independent review of their
organisation’s governance every 3 years using the ‘Well-led framework for governance
reviews: guidance for NHS foundation trusts’. The Audit Committee were asked by the
Board to take this work forward and to have the review completed before the
appointment of the new Chair in the summer of 2015. To allow time to act upon any
recommendations arising from the review, the report should be presented to the Board of
Directors in March 2015.
Specification and invitations to tender
Monitor’s criteria for independent review teams were used to form the basis of the tender
specification enclosed. Seven providers were invited to tender and five have submitted
tenders, these are:
(in alphabetical order)
• Baker Tilly
• Deloitte
• Grant Thornton
• McKinsey
• PricewaterhouseCoopers
Working Group
A short life sub group of the Audit Committee has been established to progress the work.
Members are Archie Herron, Ben Travis, Ify Okocha and Ann Rozier. The first meeting of
this group is scheduled for 2nd September. As the timetable suggested to complete the
review is short, it is proposed that the evaluation of tender submissions and choice of
successful provider is delegated to the working group.

Recommendations
For the Board of Directors to approve.
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Governance Board update - Corporate Risk Register
Stephen Firn, Chief Executive
a) Progress update September 2014
b) Full Corporate Risk Register as at 19 August 2014

Summary and Highlights
Corporate Risk Register

This report summarises the changes to the Corporate Risk Register agreed at the July and August meetings
of the Governance Board.
Risks escalated to the Corporate Risk Register
Two risks have been escalated to the Corporate Risk Register since the last report to the Board of Directors.
FN2: There is uncertainty regarding funding in the medium term, and it is likely that
commissioners will be attempting to significantly reduce contract values
 This risk was increased to a HIGH (12) by the Director of Finance in July 2014 as there are likely to be
higher local efficiencies in future years. The mitigation plans for this risk are long term actions and the
financial models in the Five Year Plan consider the impact increased local efficiencies . Progress
against the Plan will continue to be monitored by the Business Committee and Board of Directors.
 Consequence = 4, likelihood = 4, risk rating = SIGNIFICANT (16)
4.2: The service model and capacity needs for the redesign of mental health services has not
yet been finalised. This may impact on the timescale to implement the project by April 2015
 This is a new risk identified by the AMH and ALD directorate in August 2014. Although rated as a
MODERATE (9) risk, the Governance Board agreed to escalate this to the Corporate Risk Register as it
relates to a key priority in the Trust’s Operational Plan.
 Consequence = 3, likelihood = 3, risk rating = MODERATE (9)
Changes to existing risks
One risk has been increased and two risks have been reduced since the last report to the Board of
Directors.
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 had been rated as a MODERATE (8) risk since May 2012 but was increased to a HIGH (12) in
July 2014 in light of the loss of the UCC contract and the range of children’s services currently being retendered.
 Consequence to remain at 4, likelihood increased from 2 to 3, risk rating increased from MODERATE (8)
to HIGH (12).
3.4: Following notification from Greenwich CCG that CAMHS Services are to be re-tendered.
There is a risk that other providers will seek to expand and win tenders held by C&YP
 This risk had been rated as a SIGNIFICANT (16) risk at the May 2014 meeting, but was reduced to
HIGH (12) in July 2014 in light of the progress made. The PQQ was submitted on 8 August 2014 and
the full the tender documentation is due by then the end of September 2014. We should expect to
receive the outcome by the end of November 2014.
 The Governance Board recommended that the C&YP directorate review the wording risk so it reflects
overarching risks about the capacity to manage this and any future bids.
 Consequence remains at 4, likelihood decreased from 4 to 3, risk rating reduced from SIGNIFICANT
(16) to HIGH (12).

Summary and Highlights

3.3: The Trust may be unable to safely meet mobilisation targets for new contracts. This will
impact on Trust reputational, service delivery and loss of income.
 The Governance Board agreed that this risk should be reduced as the Trust has a good track record of
meeting mobilisation targets.
 Consequence remains at 3, likelihood decreased from 3 to 2, risk rating reduced from MODERATE (9)
to MODERATE (6).

FN2: There is uncertainty regarding funding in the medium term, and it is likely that
commissioners will be attempting to significantly reduce contract values
4.2: The service model and capacity needs for the redesign of mental health services has not
yet been finalised. This may impact on the timescale to implement the project by April 2015

Rating
(C x L)
SIG (4)
(4 x 4)
MOD (9)
(3 x 3)

Previous
(C x L)

Current
(C x L)

MOD (8)
(4 x 2)

HIGH (12)
(4 x 3)

SIG (16)
(4 x 4)

HIGH (12)
(4 x 3)

MOD (9)
(3 x 3)

MOD (6)
(3 x 2)

New risks escalated to the Corporate Risk Register

Changes to existing 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.
3.4: Following notification from Greenwich CCG that CAMHS Services are to be
re-tendered There is a risk that other providers will seek to expand and win
tenders held by C&YP
3.3: The Trust may be unable to safely meet mobilisation targets for new
contracts. This will impact on Trust reputational, service delivery and loss of
income.

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

Corporate Risk Register – progress update for Board of Directors September 2014
Objective

Risks

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

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

Initial
(C x L)

Current
(C x L)

Owner

Mitigation plan

Progress update September 2014

SIG (16)
(4 x 4)

Director of
Finance

The Trust continues to strengthen its
relationships with Commissioners
and GPs in order to ensure that it is
in a position of influence and also
identify threats/ opportunities early.

This risk was increased by the Governance
Board in July 2014 as there are likely to be
higher local efficiencies in future years.

and initial
acceptance date

HIGH (12)
(4 x 3)
Nov 2014

Sharing CRE plans with
commissioners to highlight
consequences of reduced funding
3 – Increase productivity:
be resilient and
resourceful to survive in
difficult times
3 – Increase productivity:
be resilient and
resourceful to thrive 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.
3.4: Following notification from Greenwich
CCG that CAMHS Services are to be retendered , there is a risk that other
providers will seek to expand and win
tenders held by C&YP

HIGH (12)
(4 x 3)

HIGH (12)
(4 x 3)

Director of
Finance

Nov 2011
SIG (16)
(4 x 4)
May 2014

HIGH (12)
(4 x 3)

Director
Children’s and
Young Persons

Bids Team ensure that an effective
process is in place for competitive
bidding
Explore new opportunities for
generating income
Develop Directorate project plan to
cover all possible retenders in 14/15,
overseen by re-tendering group

The mitigation plans for this risk are long term
actions and the financial models in the Five
Year Plan consider the impact increased local
efficiencies . Progress against the Plan will
continue to be monitored by the Business
Committee and Board of Directors.
This risk had been rated as a MODERATE (8)
risk since May 2012 but was increased to a
HIGH (12) in July 2014 in light of the loss of
the UCC contract and the range of children’s
services currently being re-tendered.
The PQQ was submitted on 8 August 2014 and
the full the tender documentation is due by
then the end of September 2014. We should
expect to receive the outcome by the end of
November 2014.
The Governance Board recommended that the
C&YP directorate review the wording of this
risk so it reflects concerns about the capacity
to manage this and any future bids.

Objective

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

Risks

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

Initial
(C x L)

Current
(C x L)

Owner

Mitigation plan

Progress update September 2014

HIGH (12)
(4 x 3)

Director of HR
and OD

A new marketing campaign, focusing
on therapy posts is being planned.

This remains an area of high risk for the Trust
as there are still high vacancies for some
therapy posts.

and initial
acceptance date

HIGH (12)
(4 x 3)
Feb 2014

Recruitment of RGNs has improved and the
Trust remains on track to meet the health
visistor recruitment trajectory for 2014-15.
Changes to the process for obtaining
references have been agreed to reduce the
time to recruit timescale.
The Governance Board agreed that the
wording of the risk should be changed to
reflect that the main risk area is therapy posts.

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

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

MOD (9)
(3 x 3)
Nov 2012

MOD (9)
(3 x 3)

Medical
Director

Directorate personalized and
integrated care planning groups
being set up
Training – 1) values based practice,
2) e-learning and 3) service user coordinated training in person centred
care
Co-design pilot with Research Net
Extending integrated care planning
from Eltham Integrated Forum
Launch of Supervision Policy to
ensure good practice
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Project Group established and has met to
agree project goals. Sub-groups being set up
within all directorates. Membership to include
service user/carer representatives.
Training package trialled at Trust preceptorship
programme and positive feedback received.

Objective

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

Risks

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

1.3: 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

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

Initial
(C x L)

Current
(C x L)

Owner

Mitigation plan

Progress update September 2014

MOD (9)
(3 x 3)

Medical
Director

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

ACS will trial the initiation of a “72 hour” care
plan that will be informed by the initial
assessment so as to ensure that services are
engaged at the point of admission.

and initial
acceptance date

MOD (9)
(3 x 3)
Nov 2012

Also to pilot integrated care – ie ensuring that
the service user has one care plan taking into
account their holistic needs.

HIGH (12)
(4 x 3)

MOD (8)
(4 x 2)

Medical
Director

Nov 2012

STORM (Skills based Training on
Risk Management) to be rolled out
Trustwide - 1500 staff to be trained
over three years
Rolling audits of a small sample of
notes in the community teams with
regular feedback to individuals in
supervision and in team meetings.

MOD (8)
(4 x 2)
May 2014

MOD (8)
(4 x 2)

Director of
Nursing

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
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Directorate Clinical Records Steering Group
have agreed content of a standardised patient
held records folder to be retained in the
patients home. This will include key
documents from RiO.
The training needs analysis has been
completed with the proposal that a three day
STORM package is delivered to 130 staff in
four priority service areas:
• Crisis and home treatment teams
• SIT teams
• Assessment and liaison teams
• Early intervention teams
To achieve this, six trainers are required to
attend a five day course. A training
specification will be agreed at the July Patient
Safety Group.
All the workstreams in the mitigation plan have
commenced. The Trust has not yet met the
80% target for ensuring that all nursing staff
have supervision at least every six weeks, but
a positive start has been made.
Training in Compassionate Care is being
delivered by the University of Greenwich and
the HCA development programme has
commenced.
The Governance Board agreed that the risk
rating should remain unchanged until there is
assurance that all the workstreams have been
fully embedded.

Objective

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

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

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

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

Initial
(C x L)

Current
(C x L)

Owner

Mitigation plan

Progress update September 2014

MOD (8)
(4 x 2)

Director of
Nursing

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

The Safe Staffing Group continues to meet
fortnightly. All bedded units are using the
Staffing Board and our data is uploaded to
Unify monthly.

and initial
acceptance date

MOD (8)
(4 x 2)
May 2014

MOD (9)
(3 x 3)
May 2014

MOD (9)
(3 x 3)

Director of
Informatics

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
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There is more work to be done on reviewing
acuity models – ie a framework for how teams
can make judgments on the need for extra
staff based on acuity and complexity of need.
The Governance Board agreed that the risk
rating should remain unchanged until this work
has been embedded.
Several pilots of new ways of working are
underway, working closely with specific
services to identify benefits and adapt future
roll out plans. Projects being piloted:
Digipens, Speech Recognition, Mobile working
(iNurse), Telehealth (Buddy and Flo).
Several projects have successfully
demonstrated benefits for services and are
moving into business case development for
wider rollout, including mobile working.
The Governance Board agreed that the risk
rating should remain unchanged until there is
further evidence that these workstreams have
been fully implemented across services.

Objective

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

Risks

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

Initial
(C x L)

Current
(C x L)

Owner

Mitigation plan

Progress update September 2014

MOD (6)
(3 x 2)

Medical
Director

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

The number and frequency of GP alerts (ie
concerns raised by GPs) is starting to increase.
This is a positive indicator that GPs are aware
of the system. A thematic review of alerts will
be undertaken to identify learning and action
points.

and initial
acceptance date

MOD (6)
(3 x 2)
Aug 2013

A process has been established for
responding to alerts
Education Programme to be
expanded to include seminars
delivered at GP surgeries by Trust
experts
Profiles of Trust consultants to be
added to Trust website

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

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

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

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.

4 - Transformational
Change: delivering best
practice services, for the
future, today
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4.2: The service model and capacity needs
for the redesign of mental health services
has not yet been finalised. This may impact
on the timescale to implement the project by
April 2015

MOD (9)
(3 x 3)

MOD (6)
(3 x 2)

Director of HR
and OD

Feb 2014
MOD (6)
(3 x 2)

MOD (6)
(3 x 2)

May 2014

MOD (9)
(3 x 3)
August 2014

MOD (9)
(3 x 3)

Director of
Estates and
Facilities

Director AMH
and ALD

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
Recruitment function to be restructured with a view to
establishing a dedicated resource for
ensuring we have sufficient staff to
meet mobilisation targets

GP masterclasses continue to be well attended
and well received. The new seminar
programme has been distributed to all
practices.
The June 2014 waiting times report shows that
there are improvements to be made in
reducing waiting times. For this to be
achieved, administration staff will need to
improve recording on RiO.
The Governance Board agreed that the risk
rating should remain unchanged and that the
frequency of review could be reduced.
The Trust has a good track record of meeting
mobilisation targets.

Additional project management
support may be required.

The Governance Board agreed that the
likelihood score is reduced to 2, with the
overall risk rating reduced to MODERATE (6).
A briefing has been sent to service directorate
to discuss with their teams and to promote the
strategy. The use of hot desking will be
piloted at Market Street and Pinewood House
will also be used as a model for this approach.

Additional project management
support to be appointed

The Governance Board agreed that the risk
rating should remain unchanged for the
present.
This is a new risk identified by the AMH and
ALD directorate in August 2014.

Clear communication of benefits to
service delivery

Release clinicians to support project,
in particular to ensure that the new
service model meets the needs of
service users

The Governance Board agreed to escalate this
to the Corporate Risk Register as it relates to a
key priority in the Trust’s Operational Plan.

Objective

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

Financial risks

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

5.1: The London-wide contract that provides
RiO clinical information systems to the NHS
expires in 2015. If an appropriate solution is
not implemented within timescale, this will
impact on the delivery of care and
monitoring the quality of care

Initial
(C x L)

Current
(C x L)

Owner

Mitigation plan

Progress update September 2014

MOD (8)
(4 x 2)

Director of
Informatics

Open RiO has been selected as the
replacement system. A detailed risk
register will be maintained by the
Progress Group

The Project Board has been established and
will meet monthly from September 2014.

and initial
acceptance date

MOD (8)
(4 x 2)
Nov 2011

The highest risk on the Project Board risk
register relates to data migration, ie the risk
that data might be lost when the Trust merges
from three instances of RiO to one. Key to
mitigating this risk is ensuring that there is
adequate time to test the new system before
the current RiO contract ends in October 2015.
The Trust is negotiating terms with Servalec so
contingency and testing time is built into the
contract.
The Governance Board agreed that the risk
rating should remain unchanged at present,
but we may be in a position to reduce this
once contract terms have been agreed.

FN1: In order to achieve financial plan and
a Monitor risk rating of 4, the Trust must
deliver significant cost improvements;
including savings required as a result of
reductions in contract values. NHS England
and Monitor have issued planning guidance
that non-acutes should be planning on
efficiencies of approx 4% per year for the
next 5 years.

MOD (8)
(4 x 2)
Nov 2011

MOD (9)
(3 x 3)

Director
Finance

All services asked to create plans for
14/15 and 15/16 based on 4 – 4.5%
per annum

The Governance Board agreed that this risk
rating should remain unchanged.
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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 may not always be sufficiently involved in the care
planning process. This means that they may not effectively engage in
their care and treatment

MOD (9)
(3 x 3)



October 2014

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)



October 2014

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

MOD (8)
(4 x 2)



October 2014

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)



November 2014

MOD (8)
(4 x 2)



October 2014

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
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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
requirements

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 selfcare across services, including the use of
tele-health / tele-care and physical aids
equipment
2.3 - Implement integrated care planning
and care pathways for all services

Current
rating (C x L)

Movement

Next review

MOD (9)
(3 x 3)



November 2014

MOD (6)
(3 x 2)



November 2014

HIGH (12)
(4 x 3)



October 2014

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

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 Health
Visitors and Qualified RGNs 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 reputational, service delivery and loss
of income.

MOD (9)
(3 x 2)



November 2014

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

3.4: Following notification from Greenwich CCG that CAMHS Services are
to be re-tendered, there is a risk that other providers will seek to expand
and win tenders held by C&YP

HIGH (12)
(4 x 3)



October 2014

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

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.
MOD (6)
(3 x 2)



November 2014

3.3 – Ensure we remain competitive
3.4 – Ensure new staff are recruited to
plan into the expanded health visiting
service

3.3 – Ensure we remain competitive

3.3 – Ensure we remain competitive

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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Strategic priority

Risk

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

4.2: The service model and capacity needs for the redesign of mental
health services has not yet been finalised. This may impact on the
timescale to implement the project by April 2015

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 RiO clinical information
systems to the NHS expires in 2015. If an appropriate solution is not
implemented within timescale, this will impact on the delivery of care and
monitoring the quality of care

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)

New risk
Aug 2014

November 2014

MOD (8)
(4 x 2)



November 2014

Current
rating (C x L)

Movement

Next review

MOD (9)
(3 x 3)



January 2015

SIG (16)
(4 x 4)



November 2014

HIGH (12)
(4 x 3)



November 2014

Financial risks (managed through Finance Risk Register)
Strategic priority

Risk

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

FN1: In order to achieve financial plan and a Monitor risk rating of 4, the
Trust must deliver significant cost improvements; including savings
required as a result of reductions in contract values. NHS England and
Monitor have issued planning guidance that non-acutes should be
planning on efficiencies of approx 4% per year for the next 5 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 strateg
3 – Increase productivity: be
resilient and resourceful to
survive in difficult times
3.2 – Implement our marketing strategy
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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.

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

Service user involvement in care planning

Risk description

Service users may not always be sufficiently involved in the care planning process. This means that they
may not effectively engage in their 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

Responsible group

Is it responsive?

Risk owner

Governance Board

Consequence

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

9
9
9
9

MOD
MOD
MOD
MOD

3
3
3
3






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

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

x
x
x
x

2
2
2
2

=
=
=
=

6
6
6
6

Medical Director

Reason for rating change
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

Planned frequency of review

March 2015

Mitigation actions
•
Directorate personalized and integrated
care planning groups being set up
•
Training – 1) values based practice, 2) elearning and 3) service user co-ordinated
training in person centred care
•
Co-design pilot with Research Net
•
Extending integrated care planning from
Eltham Integrated Forum
•
Launch of Supervision Policy to ensure
good practice

Lead
Service directorates

Complete by
End April 2014

Care Planning Lead

April 2015

Practice Development
Nurses

Dec 2014

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

Existing controls
Expectations clearly set out in CPA policy
RiO clinical guidance
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

Compliance
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Audit data

Cost of risk

Every 2 months
Target
TBA – when
audit standard
has been set

Target
TBA

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

Care planning in community health services

Risk description

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

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

Responsible group

Is it responsive?
Consequence
3
3
3
3
3
3
3
3

Likelihood
3
3
3
3
3
3
3
3

Target rating to be achieved by

Rating
9
9
9
9
9
9
9
9

Level
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

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

Planned frequency of review

Dec 2014

Every 2 months

Gaps in control

Mitigation actions

Lead

Complete by

Assurance measure

Target

Record keeping practice – there is no
single standard for the Patient Held Record

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.

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.

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

Existing controls
Operational policies
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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PEG to monitor for care plan issues

Care plans are reviewed
systematically.

Target

Cost of risk

£

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

Risk issues reflected in care plan

Risk description

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.

Validation

CQC Domain
Date

Is it responsive?

Responsible group

Clinical Effectiveness

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

2
2
2
2
2
2

8
8
8
8
8
8

MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

4
4
4
4
4
4








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

Target rating to be achieved by

x1
x1
x1
x1
x1
x1

=
=
=
=
=
=

4
4
4
4
4
4

Risk owner

Medical Director

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

Planned frequency of review

June 2015

Every 2 months

Gaps in control

Mitigation actions

Lead

Complete by

Assurance measure

Target

Renewing frontline staff skills in suicide risk
assessment and improving their quality.

STORM (Skills based Training on Risk
Management) to be rolled out Trustwide 1500 staff to be trained over three years
Adoption of best practice proforma already
used in Trust and associated guidance.

Nursing and
Governance with
Medical Director
Nursing and
governance with
team managers
Team Managers.

Fully establish by Dec
2014 and on-going from
then
June 2015

Improve practitioner confidence.
Improved audit outcomes for risk assessment and
management
Improved rigour and completeness of assessments
Better communication through standard template
Greater assurance of quality of assessments
Improved care planning, risk management,
communication with primary care.
Improved audit results.

>80% relevant
staff trained

Ensuring uniform standards of assessment
and recording by frontline staff.
Ensuring a clear relation between risk
assessment and care planning to manage risk.
Robustly communicating assessments and
management plans to primary care and
patients and ensuring follow up.

Rolling audits of a small sample of notes in
the community teams with regular feedback
to individuals in supervision and in team
meetings.

June 2015

Existing controls

Existing assurances

Target

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

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

N/A

Risk type

Risk source

Compliance
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Audit data

Cost of risk

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

Developing nursing skills and competence

Risk description

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

Validation

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
Date

Responsible group

Is it safe?

Governance Board

Consequence

Likelihood

Rating

Level

Target

Up/Down

4
4

2
2

8
8

MODERATE
MODERATE

4x1=4
4x1=4

New

20/05/2014
29/08/2014

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



Risk owner

Director of Nursing

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

Planned frequency of review

March 2015

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

Complete by
March 2014

Every 2 months

Assurance measure
Supervision records
Training completion records
Nurse appraisal records

Existing controls
Nursing Strategy
Supervision Policy

Existing assurances
Progress against Nursing Strategy monitored by Nursing Executive Committee
Supervision recording on NHS Learn

Risk type

Risk source

Corporate
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Annual Plan

Cost of risk

N/A

Target
>80%
compliance with
supervision and
training

Target
N/A
>80%

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 requirements

Validation

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

CQC Domain
Date

Responsible group

Is it safe?

Risk owner

Governance Board

Consequence

Likelihood

Rating

Level

Target

Up/Down

4
4
4

2
2
2

8
8
8

MODERATE
MODERATE
MODERATE

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

New

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

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

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

Existing assurances

Risk type

Risk source
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Reason for rating change
First acceptance at Governance Board
No change to current position
No change. More work to be done on acuity models

Planned frequency of review

March 2015

Existing controls
Safe Staffing Meeting
All wards have dedicated board to display rotas
Corporate




Director of Nursing

Annual Plan

Complete by
June 2014

Every 2 months

Assurance measure
Publication of establishment levels
and shift rotas

Target
TBA

Target

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

Validation

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

CQC Domain
Date

Is it effective?

Responsible group

Risk owner

Governance Board

Consequence

Likelihood

Rating

Level

Target

Up/Down

3

3

8

MODERATE

3x1=3

New

20/05/2014

Target rating to be achieved by
Gaps in control
Policies and processes within
the Trust are not yet aligned
to support new ways of
working

Director of Informatics

Reason for rating change
First acceptance at Governance Board

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

Target
N/A

Focus on qualitative
reporting, eg success
stories of how patient
outcomes and working life
has improved
Usual data reports - eg
increase in activity

Existing controls
ICT Strategy

Existing assurances
Progress monitored via Board of Directors and Executive Team

Risk type

Risk source

Corporate
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Annual Plan

Cost of risk

Target
N/A

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

3.1
Risk description
Validation
CQC Domain

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.
Responsible group

Is it responsive?

Date

Consequence

Likelihood

Rating

Level

Target

Up/Down

20/08/13
15/10/13

4
4

2
2

8
8

MODERATE
MODERATE

4x1
4x1

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

3
3
3
3

2
2
2
2

6
6
6
6

MODERATE
MODERATE
MODERATE
MODERATE

3
3
3
3






Target rating to be achieved by

x
x
x
x

1
1
1
1

Governance Board

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

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
GPs may not be aware of the range of services
and expertise that the Trust provides

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
Head of Stakeholder
Engagement

On-going

CCG alerts system

March 2014

Feedback from GPs

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

The Trust may not be meet GPs expectations
with regard to waiting times

Education Programme to be expanded to include seminars delivered
at GP surgeries by Trust experts
Profiles of Trust consultants to be added to Trust website
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

Medical Director

July 2014
Dec 2014

CCG alerts system
Feedback from GPs

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

Existing controls

Existing assurances

Target

E-bulletin sent to GPs quarterly to update GPs on Trust developments
Ad hoc information sent to GPs by Head of Stakeholder Engagement
GP Master classes
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

Priority 3 - Increase productivity: be resilient and resourceful to thrive in difficult times
3.2

Recruitment of substantive staff in community health services

Risk description

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

Validation

High vacancy rates for therapy posts in community health services.

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



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
therapist is now the main area of concern

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

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.

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.

Existing controls

Existing assurances

Dedicated resource in recruitment team

Vacancy rate monitoring
Health Visitor trajectory monitoring
“time to recruit” monitoring

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
3.3

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 reputational, service delivery and loss of income.

Validation

Recruiting staff for mobilisation contracts places additional pressure on the recruitment team.

CQC Domain
Date

Responsible group

Is it safe?

Risk owner

Governance Board

Consequence

Likelihood

Rating

Level

Target

Up/Down

3
3

3
3

9
9

MODERATE
MODERATE

3x1=3
3x1=3

N/A


3

2

6

MODERATE

3x1=3



18/02/2014
20/05/2014
19/08/2014

Target rating to be achieved by

Director HR&OD

Reason for rating change
First acceptance
No change to current position
Reduced as Trust has a good track record of
meeting mobilisation targets

Planned frequency of review

October 2014

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

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

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&YP7)

Risk description

Following notification from Greenwich CCG that CAMHS Services are to be re-tendered,
there is a risk that other providers will seek to expand and win tenders held by C&YP.

Validation

Family Nurse Partnership tender was lost to Lewisham Healthcare NHS Trust in Greenwich and Bromley
Healthcare for Bexley

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

Responsible group

N/A

Risk owner

Management Board

Clinical Director
Service Managers

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



4

3

12

High

4x2=8



Reduced as good progress is being made with
the bid

4

3

12

High

4x2=8



No change. Outcome of bid expected Nov 2014

15/07/2014
19/08/2014

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

Planned frequency of review

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

Clinical
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Target

Target
Cost of risk

Unknown

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

Validation

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

CQC Domain
Date

Is it effective?

Responsible group

Risk owner

Governance Board

Consequence

Likelihood

Rating

Level

Target

Up/Down

3
3

2
2

6
6

MODERATE
MODERATE

3x1=3
3x1=3

New


20/05/2014
29/08/2014

Target rating to be achieved by
Gaps in control
Some staff may not accept new
ways of working

Mitigation actions
Clear communication of benefits to service delivery

Lead
Director of estates

First acceptance at Governance Board
No change. New approach to be piloted at Market Street

Complete by
On-going

Additional project management support may be
required.

Every 2 months

Assurance measure
Progress monitored via Board of
Directorates

Target
N/A

Sharing financial savings – improving
quality and meeting CRE plans

Existing assurances
Progress monitored via Board of Directorates

Risk type

Risk source
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Reason for rating change

Planned frequency of review

March 2015

Existing controls
Estates Strategy
Corporate

Director of Estates

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

Risk description
Validation

Mental health service re-design is a key priority in the 2014-16 two year operational plan.

CQC Domains
Date
Aug 2014

The service model and capacity needs for the redesign of mental health services has not
yet been finalised. This may impact on the timescale to implement the project by April
2015
Responsible group

Responsive

Consequence

Likelihood

Rating

Level

Target

3

3

9

MODERATE

6

Target rating to be achieved by

Risk owner

Project Board

Up/Down
N/A

Director of Adult Mental Health and ALD

Reason for rating change
First acceptance of risk

Planned frequency of review

April 2015

Every two months

Gaps in control

Mitigation actions

Lead

Complete by

Assurance measure

Target

Current resources may not be adequate
to ensure project is fully supported,
particularly clinical support

Additional project management support to be
appointed

Business
Manager

Nov 14

Project milestones to be set and
monitored by Project Board

To be agreed

Release clinicians to support project, in
particular to ensure that the new service
model meets the needs of service users

Associate
Director

Sept 14

On project completion
assurance will be gained from
• National Patient Survey
• GP survey

Existing controls
Project Board established
Project Manager appointed

Existing assurances
Programme project risk register

Risk type

Risk source

Service delivery
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Annual Plan

Target

Cost of risk

£

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

Replacement of RiO

Risk description
Validation
CQC Domain
Date
18/8/11
Nov 2012
18/02/2014
20/05/2014
19/08/2014

The London-wide contract that provides RiO clinical information systems to the NHS
expires in 2015. If an appropriate solution is not implemented within timescale, this will
impact on the delivery of care and monitoring the quality of care
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.
Responsible group

Is it Caring?
Consequence
4
4
4
4
4

Likelihood
2
2
2
2
2

Target rating to be achieved by

Rating
8
8
8
8
8

Risk owner

IT Strategy Group

Level
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

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

Up/Down
N/A






Director of Informatics

Reason for rating change
Rating proposed by Head of ICT
Risk to remain unchanged at present
Agreed to remain on Risk Reg at current level
No change to current position
No change to current position

Planned frequency of review

October 2015

Every 2 months

Gaps in control

Mitigation actions

Lead

Compete by

Assurance measure

Target

Challenging timescale to implement
new solution by October 2015

Open RiO has been selected as the
replacement system. A detailed risk register
will be maintained by the Progress Group

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 2014/15 and beyond

Risk description

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.

Validation

The target for 14/15 is likely to be between £7- 8m, and there is a risk that this will not be delivered in its entirety and
the Trust’s Monitor risk rating will reduce. 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

Date
Nov 2011
Apr 2012
19/02/2013
Aug 2013
Jan 2014
15/07/2014

Responsible group

N/A

CQC Domain

Consequence
4
4
3
3
3
3

Likelihood
2
2
3
3
3
3

Target rating to be achieved by

Rating
8
8
9
9
9
9

Level
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE
MODERATE

Target
LOW (4)
LOW (4)
LOW (3)
LOW (3)
LOW (3)
LOW (3)

Mitigation actions

Lead

Not all CREs identified and fully
planned at start of financial year

All services asked to create
plans for 14/15 and 15/16
based on 4 – 4.5% per
annum

Director of
Finance







Complete by
date

February 2014

Deputy
Chief
Executive

Existing controls
Financial support to service directorates
Monthly finance reports

Existing assurances
Reports to Board
Monitor Risk Rating
Report to Performance Committee

Risk type

Risk source
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Up/Down
NEW


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

Planned frequency of review

March 2014 (for 2013/14 plans)

Gaps in control

Financial

Risk owner

Business Committee

Annual Plan

Monthly

Assurance measure

Target

Achievement against plan continues
to be monitored by the Executive
Board and reported to the
Performance Committee bi-monthly
and the Full Board on a monthly
basis.
Quarterly Service Directorate annual
planning meetings

CREs
achieved

Target
N/A
Maintain 3
N/A
Cost of risk

Up to £2m

FN2

Reduction in future contract values

Risk description

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 1.8% for 14/15 in line with NHS guidance. Commissioners are
looking to impose additional efficiency targets for 2015/16 and future years.

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

4

4

16

SIGNIFICANT

MOD (8)



Target rating to be achieved by

Risk owner

Business Committee

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 ad well as national efficiencies
going forward
No change. Mitigation plans are long term

Planned frequency of review

April 2013

Monthly

Gaps in control

Mitigation actions

Lead

Complete by date

Assurance measure

Target

Commissioning intentions for
2015/16 and beyond

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.

Director
of
Finance

ongoing

Regular reporting of
financial position to
Board

Agreed
contracts

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

Financial
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Deputy
Chief
Executive

Existing assurances
Strong current financial position
Monitor Risk Rating

Risk source

Annual Plan

Target
N/A
Maintain 3
Cost of risk

Up to £6m

FN7

Shift towards a competitive market environment

Risk description

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.

Validation
CQC Domain

Responsible group

N/A

Business Committee

Risk owner

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

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
15/07/2014

4

2

8

MODERATE

MOD (8)



4

3

12

HIGH

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

TBC

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

Existing controls

Lead
Associate
Director
Strategic
Business Dev

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 retendering of existing services
No change to current position
Loss of UCC tender and range of children’s
services currently being tendered

Planned frequency of review

Quarterly

Complete by date
On-going

Target

Business Support Function (Bids Team) in place

Existing assurances
Strong service portfolio with a reputation for high quality

Risk type

Risk source

Financial
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Annual Plan

Director of Finance
Assoc. Dire Strat Business Devpt

Assurance measure
Number of contracts
awarded

Target
Cost of risk

Unknown

Appendix 1 - Risk review schedule
Risk description

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
1.3: 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
1.4: If nurses do not have the right skills, competence and values they will not be able to meet
patients care needs
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
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
3.1: 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
3.2: The Trust may not be able to recruit sufficient numbers of Health Visitors and Qualified RGNs to
meet service requirements. This will impact on the delivery of care and patient experience
3.3: The Trust may be unable to safely meet mobilisation targets for new contracts. This will impact
on Trust reputational, service delivery and loss of income.
3.4: Following notification from Greenwich CCG that CAMHS Services are to be re-tendered, there is
a risk that other providers will seek to expand and win tenders held by C&YP
4.1: Delivery of the Estates Strategy requires a cultural change in terms of managing staff
expectations of use of both clinical and office space. If these are not managed, the Trust will not be
able to deliver the planned efficiencies in service delivery
4.2: The service model and capacity needs for the redesign of mental health services has not yet
been finalised. This may impact on the timescale to implement the project by April 2015
5.1: The London-wide contract that provides RiO clinical information systems to the NHS expires in
2015. If an appropriate solution is not implemented within timescale, this will impact on the delivery
of care and monitoring the quality of care
FN1: In order to achieve financial plan and a Monitor risk rating of 4, the Trust must deliver
significant cost improvements; including savings required as a result of reductions in contract values.
NHS England and Monitor have issued planning guidance that non-acutes should be planning on
efficiencies of approx 4% per year for the next 5 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

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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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.

Nov 2013

November 2014

Aug 2013

August 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)
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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)

Agreed at
Governance
Board

Risk theme / area

Risk

Key Priority 8
Enhance stakeholder
engagement

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.

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

Develop relationships with the
new Health and Wellbeing
Boards

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 (6)
(3 x 2)

MOD (8)
(4 x 2)

MOD (8)
(4 x 2)

Date tolerated

Next review date

Sept 2012

May 2014

Nov 2012

As and when concerns
about CQUIN targets
arise

Agreed to review
every six months

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

Reviewed at Governance Board
Reviewed at Governance Board
Reviewed at Governance Board

20/05/2014
15/07/2014
26/08/2014

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

Measures of Consequence
Measure

Description

1

Insignificant

No injury; no impact on service delivery or
reputation of the Trust; little or no financial loss,
litigation unlikely

2

Minor

Resulting in minor injury or illness; possible of a
slight impact on service delivery; complaint /
litigation possible

1

3

Moderate

Temporary incapacity requiring medical treatment;
some service disruption; potential for adverse
publicity; formal complaint expected; litigation
expected

4

Major

Catastrophic

5

CQC compliance descriptor

Equivalent Oxleas risk rating

Compliant – no concerns

1-4

Minor concern

5-9

Moderate concern

10 - 12

Major concern

15 - 25

1
Insignificant

2
Minor

Consequence
3
Moderate

4
Major

5
Catastrophic

Rare

1

2

3

4

5

2

Unlikely

2

4

6

8

10

Major injury; service restriction; adverse publicity
impacting on reputation; litigation expected

3

Moderate

3

6

9

12

15

One or more deaths; national media interest
resulting in severe loss of confidence in Trust;
litigation over £1M

4

Likely

4

8

12

16

20

5

Certain

5

10

15

20

25

Likelihood

Measures of likelihood
Measure

Description

1

Rare

The risk may occur (or re-occur) but only in
exceptional circumstances

2

Unlikely

Do not expect the risk to occur (or re-occur) but is
possible

3

Moderate

The risk might occur (or re-occur) at some time

4

Likely

The risk will probably occur (or re-occur)

5

Certain

The risk is expected to occur (or re-occur) in most
circumstances

Trust risk appetite line

Score

Risk Level

1–4

Low

5–9

Moderate

10 – 12

High

13 – 25

Significant

Risk Levels
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CQC compliance bar

Risk mitigation measures
Manage by routine procedure. Implement any action
that will eliminate or reduce the risk.
Management action must be specified and
assurance must evidence that action to reduce or
eliminate the risk are effective
Senior Management action must be specified and
assurance must evidence that action to reduce or
eliminate the risk are effective
Immediate action needed. Must be referred to the
appropriate Service Director and an action plan
started immediately to reduce the risk level, either by
strengthening controls or eliminating the risk.
Assurance must be reported to the Trust Governance
Board.

Board of Directors
4th September 2014

Item
Enclosure

9
8a-d

Agenda item

Quality Report

Item from

Dr Ify Okocha, Medical Director

Attachments

a) QSIP QSIP Mental Health and Community Health
Dashboard
b) Quarter 1 CQUIN Letter
c) Detail of Section 48 breaches
d) Patient Experience Report (presented by Michael
Witney)

Summary and Highlights
1. Quality & Safety Improvement Plan 2014/15 (QSIP)
The QSIP for Mental Health, Learning Disability and Community Health Services for July 2014
(month 4) achievement is shown below:
Indicator RAG Rating

No

%

Red (>5% from target)

3

13%

Amber (<5% from target)

5

22%

Green (target achieved)

14

61%

Others **

1

4%

Total

23

100%

Notes:
Others**
• CE1.2CH - New Birth Visits undertaken within 14 days of birth
The June figures, which are provided in the table below, show we have achieved the goal.
(Please note: The provisional figures are reported a month in arrears to account for new births
that occur near the end of the month and to allow up to 14 days for the visit to take place in
the following month. The figures are reviewed for accuracy as the number of births can affect
accuracy before reporting to the trust board and commissioners).
Bexley-based community
services (Q4 Target = 95%)
Greenwich-based community
services (Target = 95%)
Oxleas Trustwide position

June 2014 Position
94.6% (227/240)
96.5% (248/257)
95.6% (475/497)

Red Indicators (>5 % from target)
There are 3 red indicators to report in month 4
• PS1.2MH – 48 hour follow up (FU) for patients admitted following self-harm/suicide attempt.
There were 76 patients requiring a 48 hour FU in July, however there were 8 breaches (89.5%

Summary and Highlights
compliance). A table providing detail about each individual breach is included as enclosure A
(Detail of 48 hour follow up breaches)
Bexley – 17 discharges (1 breach)
Bromley – 32 discharges (2 breaches)
Greenwich – 24 discharges (5 breaches)

Directorate total

239

Clients
discharged
requiring
follow up
76

Bexley total

52

17

1

94.4%

Lesney - Bexley
Millbrook - Bexley

24
28

6
11

0
1

100.0%
91.7%

Bromley Total

98

35

2

94.6%

Betts - Bromley
Goddington - Bromley
Norman - Bromley

33
41
24

16
8
11

2
0
0

88.9%
100.0%
100.0%

Greenwich Total

89

24

5

82.8%

Avery - Greenwich
Maryon - Greenwich
Shrewsbury Greenwich

31
29

9
8

1
3

88.90%
62.50%

29

7

1

85.70%

Total
discharges
in month

Breaches to
48 hour
follow up

Percentage
compliant

8

89.50%

• PE1.1 CH – Care plans on RiO for community teams (excluding district nurses, intermediate
care beds and patients seen less than three times). This is under target by 5.9% (QSIP target
is 95%). The total case load in July was 11,043 of which 9,835 had care plans on RiO. There
is an on-going piece of work to agree the right reporting process for MSK services that include
the patient’s care plan in a letter. These are currently not being counted. A report has been
undertaken that revealed that 87 clients had letters with care plans, if included this will alter
the under target performance to 5% (QSIP target is 95%).
• CE1.3CH – Completion of one year checks by 14 months. There are 5 children out of 36 who
have not had a completed one year check. This is 8.9% under the 95% target, but this is a
significant improvement on the previous month (see “Improvements made from previous
month” below)
Amber Indicators (<5% from target):
The 5 amber quality indicators are:
• PE1.1 MH – Carer details recorded on RiO: This is 4.9% from target; Adult Mental Health
(Inpatient, Rehab, & Crisis), CAMHS and ALD are showing red for this indicator. This is
unchanged from the previous month
• CE2.1MH – Patients detained provided with information (S132) – Month 4 performance is at
97.5% (153 out of 157 compliant). There were four patients where it was not possible to
locate evidence of an explanation of rights under the Act in the RiO records.
i) One s135 occurred on Betts, the duration of the s135 was 1 hour 47 minutes. They were
subsequently detained under as s5(2).
ii) One section 42 (conditional discharge patient) is under the care of Bromley AOT.
iii) Section17A: there were 2 patients for whom evidence of a discussion could not be found.

Summary and Highlights
The first is under the care of Bexley recovery, the second has a care co-ordinator from
Bexley recovery but is also currently on leave from Heath Clinic.
• PE1.2CH – Ensure patients have care plans recorded on RiO – Bedded units (SUSD &
Bevan). This is under target by 2.2%; of the 111 patients who require care plans, 103 have
them recorded on RiO
• PE1.3CH – Care plans on RiO for District Nursing teams. This is under target by 1.8%; the
total case load in July was 3862 of which 3408 had care plans on RiO.
• CE1.1CH – Patients with COPD referred for pulmonary rehab to be screened for anxiety and
depression. This is under target by 2.9% 31 patients required screening of whom 27 were
screened
• Last month CAMHS were encouraged to improve the recording of care plans and crisis plans
onto RiO (indicators PE2.1MH and PE2.2MH respectively). That improvement has not yet
taken place and these indicators remain Red for CAMHS.
Improvements made from previous month reporting
• PE1.2MH – Offer of Carers Assessments: The trust is currently exceeding trajectory for this
indicator by 14 assessments (approximately 5% above target)
• CE1.3CH – Completion of one year checks by 14 months. While still red against target,
compliance has increased by 12.9% this month.
2. Trust CQUIN Update
2.1 Feedback from Mental Health Quality Review Meeting
• All CQUIN targets except pressure ulcers have been met and agreed
• Following our presentation to commissioners of work that we have done address pressure
ulcers and implement prevention strategies, we were asked to write to BBG Directors of
Quality with our proposals. A copy of the letter is enclosed (Enc B)
2.2 CQUIN Summary – July 2014
A summary of our CQUIN performance for July is shown below:
CQUINS

BBGL Mental Health &
LD
Community Health
(Greenwich & Bexley)
Bexley Specialist
Children
Early Years - NHSE

No of
Quality
Indicators
10

Progress against Quality Indicator Goals
Q1 provisional position

2

9 achieved
1 red status ( Reduction of 30% pressure ulcers)
8 achieved
1 red status ( Reduction of 30% pressure ulcers)
Achieved

2

Achieved

Forensic - NHSE

10

Achieved

Greenwich IAPT

1

Achieved

Prisons (Cookham
Wood)
Cardiac Rehab Contract

1

Achieved

3

Achieved

Total

38

9

Summary and Highlights
2.2 Areas of Focus
1. Pressure Ulcer CQUIN – 30% reduction in the prevalence of PUs
As above
2. CAMHS Clinical Outcomes CQUIN – ensuring patients have a goal based measure as
part of their care and treatment recorded on RiO
Our target for quarter 2 is 40%, with the July milestone set for 27%. As at the time of reporting,
July achievement is 35% (8% above target).

Recommendations
For the Board of Directors to note

Quality and Safety Improvement Plan (QSIP) Dashboard Overview - 2014/2015
Month-on-Month Performance Change Key
Improvement on
Previous Month

Reduction on
Previous Month

No Change on
Previous Month

Mental
Health

Patient
Experience

13/14
294

13/14
366

13/14
538

13/14
766

13/14 653

13/14
906

13/14
951

13/14
1092

Forensic

CAMHS

ALD

13/14
244

95%

Older
People

13/14
173

Mar-15

13/14
127

Feb-15

13/14
74

Jan-15

2013/14
Comparison

Dec-14

90.1%

Nov-14

90.4%

Oct-14

90.6%

Sep-14

90.9%

CMH

PE1.2 MH

Ensure that 65% of
carers registered for
CPA clients on RiO as at
the end of March 2014
have been offered a
carers assessment by
31st March 2015

90.9%

Current Month Performance
2014/2015
Target
ICR

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

Jul-14

PE1.1 MH

2013/2014
Baseline
(March 2014)

Jun-14

Full Description

May-14

Patient
Experience

Indicator
Code

Apr-14

Mental
Health

Quality Domain

Aug-14

2014/2015 Performance
Service
Type

89.8%

91.0%

90.7%

90.9%

83.0%

75.0%

89
1092

70

125

184

294

833
(average 70 per
month)

16

5

Cumulative total
RAG comparison in
relation to same
position in previous
year)

Patient
Experience

PE2.1 MH

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

98.6%

98.5%

98.6%

98.2%

97.3%

95%

100.0%

99.3%

97.6%

100%

78.7%

100.0%

Mental
Health

Patient
Experience

PE2.2 MH

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

96.7%

97.0%

96.9%

96.7%

97.1%

95%

99.0%

97.7%

96.7%

98.3%

85.8%

94.4%

Mental
Health

Patient
Experience

PE2.3 MH

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

96.4%

97.7%

97.1%

97.2%

97.7%

95%

91.5%

98.0%

98.7%

95.9%

96.4%

92.9%

PS1.1 MH

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

98.6%

97.0%

98.9%

95.8%

97.3%

95%

95.9%

97.0%

97.6%

89.3%

89.5%

100%

89.5%

100%

100%

100%

100%

100%

95%

100%

100%

100%

100%

Patient Safety

Mental
Health

Patient Safety

PS1.2 MH

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

Mental
Health

Clinical
Effectiveness

CE1.1 MH

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

1

Commentary

999
(83 per Month)

Mental
Health

Mental
Health

CH Child

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

CH Adult

Performance Colour Key

100%

Quality and Safety Improvement Plan (QSIP) Dashboard Overview - 2014/2015
Month-on-Month Performance Change Key
Improvement on
Previous Month

Reduction on
Previous Month

No Change on
Previous Month

2014/2015 Performance

Mental
Health

Forensic

CAMHS

Mental
Health

Older
People

Mental
Health

CMH

Clinical
Effectiveness

Current Month Performance
2014/2015
Target
ICR

Mental
Health

2013/2014
Baseline
(March 2014)

0.0%

1.5%

0.0%

1.5%

3.1%

CE2.1 MH

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

99.2%

97.7%

87.5%

97.7%

97.5%

100%

Clinical
Effectiveness

CE2.2 MH

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

91.0%

94.4%

100.0%

100.0%

100.0%

100%

Clinical
Effectiveness

CE3.1MH

Percentage of delayed
discharges as a
percentage of admitted
clients.

2.7%

2.4%

2.6%

2.7%

2.4%

Less than
7.5%

4.2%

4.1%

0.0%

0.0%

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

85.0%

81.1%

83.9%

83.3%

84.9%

80%

93.0%

83.2%

86.1%

95.5%

79.5%

84.1%

96.5%

96.7%

99.1%

99.8%

99.8%

95%

0

0

0

0

0

0

0

0

0

0

0

0

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 &
Communit
y Health

Patient Safety

PS2.1 MH
PS1.1 CH

Number of reportable
MRSA infections Applicable to all Oxleas

Dec-14
2

ALD

No set target

Mar-15

1.1%

Feb-15

1.2%

Jan-15

1.2%

Nov-14

1.2%

Oct-14

1.2%

Sep-14

CE1.2 MH

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

Aug-14

Jul-14

Clinical
Effectiveness

Full Description

Jun-14

Mental
Health

Indicator
Code

May-14

Quality Domain

Apr-14

Service
Type

CH Child

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

CH Adult

Performance Colour Key

Commentary

All 15 patients had
S58 compliance in
place

0

0

Quality and Safety Improvement Plan (QSIP) Dashboard Overview - 2014/2015
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

CMH

Older
People

Forensic

CAMHS

ALD

CH Adult

CH Child

2014/2015
Target
ICR

2013/2014
Baseline
(March 2014)

0

0

0

0

0

0

0

0

0

0

0

0

Communit
y Health

Patient
Experience

PE1.1 CH

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

90.3%

91.0%

91.5%

90.6%

89.1%

95%

89.1%

Communit
y Health

Patient
Experience

PE1.2 CH

ACS: Ensure patients
have care plans
recorded on RiO Bedded Units (SUSD &
BEVAN)

95.6%

100.0%

97.2%

97.1%

92.8%

95%

92.8%

Communit
y Health

Patient
Experience

PE1.3 CH

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

87.6%

85.0%

85.4%

86.6%

88.2%

90%

88.2%

Communit
y Health

Clinical
Effectiveness

CE1.1 CH

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

87.5%

100.0%

95.5%

92.6%

87.1%

90%

87.1%

Communit
y 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.

93.0%

94.2%

95.5%

95.6%

To be
reported
in Sept

95%

Communit
y Health

Clinical
Effectiveness

CE1.3 CH

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

New for
2014/15

77.1%

77.8%

73.2%

86.1%

95%

Communit
y Health

Clinical
Effectiveness

CE1.4 CH

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

New for
2014/15

99.4%

99.3%

99.4%

100.0%

99%

Dec-14
3

Mar-15

0

Feb-15

0

Jan-15

Number of reportable
CDIFF infections Applicable to all Oxleas

Nov-14

PS2.2 MH
PS1.2 CH

Oct-14

Patient Safety

Sep-14

Mental
Health &
Communit
y Health

Aug-14

Jul-14

Full Description

Jun-14

Indicator
Code

May-14

Quality Domain

Apr-14

Service
Type

95.6%

Commentary

Oxleas NHS Foundation Trust
Pinewood House
Pinewood Place
Dartford
Kent
DA2 7WG
Website: www.oxleas.nhs.uk

CCG Directors of Quality
NHS Bromley
NHS Bexley
NHS Greenwich

Direct Phone: 01322 625759
Direct Fax: 01322 625727

Thursday, 31st July 2014

Dear Directors of Quality
Re: Pressure Ulcer CQUIN - Options Proposal
At the Quarter 1 Mental Health Quality review meeting on the 30th of July, we gave a
presentation of the work we have done in Oxleas including strategies we have put in place to
raise awareness of pressure ulcers and how to manage them not just in our community
physical health teams but across mental health and externally to nursing homes and the
Queen Elizabeth Hospital.
The result of this work in Oxleas is that in quarter 1 of this year, we have not reported a single
case of grade 4 pressure ulcers. We have also seen an increase in the identification and
reporting of grade 2 pressure ulcers as well as the reporting of grade 2 ulcers that have
deteriorated to grade 3. Our focus now is on ensuring we reduce grade 3 ulcers especially
grades 2 deteriorating to 3 and that we eliminate as far as is possible avoidable grade 3
pressure ulcers (a significant proportion of these are unavoidable as they occur in patients on
the end of life care pathway).
This led us to the Pressure Ulcer CQUIN which has been applied to both our Older People
Mental Health teams and the Community Health Services. The current CQUIN states that there
should be a 30% reduction in the prevalence of pressure ulcers measured using the NHS
Safety Thermometer data submitted each month. You will know that the safety thermometer
data is derived from a one day census of patients seen across our services on that day. It
follows therefore that these cases include those where the pressure ulcers may have
originated in non-Oxleas services such as the acute Trusts or nursing homes and our
community health teams have become involved in the care of the patient following discharge
from hospital, for example.
Based on the median baseline of 2013/14 (7.23%), we have to achieve a target reduction of
5.06% by the end of 2014/15. This proves to be an unachievable target as the safety
thermometer data makes no distinction between pressure ulcers attributed to other providers
and those that have been developed within Oxleas. Our efforts as outlined above are therefore
not readily reflected in the data.
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Following further investigation into the requirements of NHS England we were advised of the
followings:
•
•

Provider organisations are to work with partners and commissioners across the health
system to address causes of PU, reduce prevalence, regardless of source
Where providers have demonstrated significant improvement in 13/14; this should be
taken into account when setting 14/15 target to ensure providers are not given an
unachievable improvement trajectory

We believe we have worked hard to reduce the prevalence of pressure ulcers attributable to
Oxleas over the last 2 years and as can be seen from our Quarter 1 pressure ulcer report, we
reported no Grade 4s. The other issue is that the CQUIN has been applied to our Older People
Mental Health Service which has only seen 3 reported pressure ulcers in 2013/14 and none
reported via the safety thermometer.
Based on this, we asked at the Quarter 1 Mental Health Quality Review meeting that the CCGs
reconsider the CQUIN goal for both Mental Health and Community Health Services and we
proposed the following options:
Option 1 (Mental Health Only)
The pressure ulcer CQUIN does not apply to the mental health service
Option 2 (Community Health only)
This option is two-fold:
• CQUIN achievement is based on Oxleas involvement with other local health providers to
address causes of pressure ulcers and agree an improvement plan for the sector. This will
include input from the CCGs
• CQUIN achievement is also based on a further reduced percentage that is achievable
(NHS England guidance states providers are not to be given an unachievable improvement
trajectory). We will be happy to discuss what this might mean with you.
Option 3 (Mental Health Services)
The Older People Mental Health Teams no longer participate in the NHS Safety thermometer
but partake in the Mental Health safety thermometer pilot; achievement is based on doing the
pilot.
Option 4 (Community & Mental Health Services)
A combination of options 1 and 2, where mental health services are exempted however there is
a reduced percentage achievement for community health services and our involvement in a
cross-sector working group to agree an improvement plan.

As requested at the meeting, we have put forward the options in writing and we would value a
quick response from the CCGs on the best way forward.
I look forward to hearing from you on a decision with regards to the points detailed above.
Yours sincerely

2

Rhoda Iranloye
Head of Quality & Audit
Oxleas NHS Foundation Trust

Cc:
BBG CCG Commissioners (Nicola Symes, Alun Bayliss, Gordon Pownall, Maggie Aiken, Zoe
Hicks-John)
BBG CCG Clinical Representatives (Sylvia Nyame)
Oxleas Representatives (Dr Ify Okocha, Estelle Frost, Dr Abi Fadipe, Jane Wells)
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Enclosure 2: Detail of 48 hour follow up breaches July 2014
Patient
1. (SH)

Borough
Bexley
(Millbrook)

2. (JB)

Bromley
(Betts)

3. (AG)

Bromley
(Betts)

4. (SD)

Greenwich
(Avery)

5. (ST)

Greenwich
(Maryon)

6. (NH)

Greenwich
(Maryon)

Comment
Protocol was followed. Patient was discharged on 25/7. HTT
staff tried to contact patient on 26/7 to no avail. Various
attempts made via landlines and also text message sent. 27/7 HTT staff made a home visit. Father did not know where she
was. Contact made on 28/7 - patient said her battery was dead
so was not aware of calls and text.
HTT was unable to make contact during the 48 hour time frame
and contacted police to request welfare check. On the evening
of the day the welfare check was requested JB presented at
A&E having taken an overdose of Paracetamol. This breach
resulted from the following factors:
1. J.B was NFA
2.Incorrect/no mobile phone number recorded on RiO
3. Next of kin was very difficult to make contact with
4. J.B very complex/chaotic presentation and was unhappy
about being discharged which made it difficult for HTT to
engage
48 hour follow up process was followed through by Betts ward
on the 03/07/2014 with agreed time and date set for
04/07/2014. Patient DNA’d his appointment with HTT. HTT was
unable to make contact as there was no known address,
telephone number or next of kin. Patient reluctant to accept
48hr follow up. 11/08/2014 Patient seen by SIT team.
Spoke to friend (not carer in RiO) who said that client was OK.
This was not classed as follow up as the patient was not
spoken to directly.
Patient status currently unknown (15/08/14)
Plan:
Staff from HTT have tried to contact the numbers on RIO but
has no success. On 15/08/14, HTT went to the address
recorded on RiO. However, they were told that he does not
reside there, neither do they know of him. We sent a text to
the friend stating that we will report Soorakumar as a missing
person if we don't hear back from him. His friend did
not respond to a text as such we have reported the gentleman
to the police as a missing person. He is registered as an asylum
seeker
Patient DNA appointment and did not answer telephone
contact, telephone message left for him asking him to call.
Welfare check was not done due to patient being NFA. Patients
sister contacted on 3rd July she had seen Scott earlier in the
day. Patient presented at SIT on 18th July 2014, given leaflet
for Substance Misuse service, no mental state concerns raised.
Patient did not attend for planned appointment at Oxleas house
for 48hr follow up. HTT made the telephone call to Natasha on
number in RiO, no reply. Message was left asking Natasha to
call HTT. HTT tried to call Natasha on numerous occasions that
afternoon.
T/C to Metropolitan Police to request a welfare check. Police
called back HTT saying that their Superintendent has
asked to return the case to HTT as this was not their

7. (VR)

Greenwich
(Maryon)

8. (MM)

Greenwich
(Shrewsbury)

priority. Oxleas have raised lack of co-operative working from
Met with Police Liaison.
Process followed, contact could not be made by Oxleas.
Escalated to police for welfare check within 48 hours. Police did
not undertake the check within the 48 hour timeframe. Patient
followed up outside timeframe, no concerns raised.
Failure of ward staff to follow process resulted in HTT not being
aware that they needed to follow up for this patient. Client was
seen outside 48 hour window and no concerns were raised.
Failure has been raised with Ward Manager.

Patient Experience Report
Dr Michael Witney
The attached Patient Experience Report reflects the wide range of work being conducted
in relation to the experience of service users and carers of the services provided across
Oxleas.
In particular, the Board of Directors are asked to note the following:
•

•
•
•

Percentage systematic coverage within each directorate. This percentage describes
how many teams within the directorate have a regular, systematic approach to
obtaining feedback from the widest possible range of users over the period of one
year using our 6 agreed questions including the Friends and Family Test. A “trend
arrow” has been added indicating whether there has been an increase or decrease
in coverage since the last PEG report 2 months previously.
The revised guidance for the FFT has been published. Oxleas is expected to
publish the results starting from January 2015.
A brief summary from the Mental Health National Patient Survey indicates broadly
positive outcomes when viewed as standalone results, as well as when considered
in comparison to other similar trusts.
The approach to the RAG rating of the feedback scores has been revised. The
expectation is that a score of 90% is needed to be rated as green (formerly 80%)
with a 5% margin for achieving amber or red. The impact of this has resulted in
fewer areas rated as “green”.

A “trend table” has been added showing the direction of the changes by month in the
feedback scores. This report shows the trend over the last 7 months. The trend table will
be expanded over the coming months to show the trend over the period of a year.
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1. Introduction
The July 2014 PEG report highlights progress made by the directorates and the Trust as a whole
against identified patient experience priorities.
2. Directorate Patient Experience overview
Each Directorate has a Patient Experience Group which oversees and reviews patient
experience activities that take place across the directorates.
Guidance has been provided to directorate PEG leads to aid consistent reporting:
 Systematic Coverage: Systematic coverage is what assurance a directorate has on each
and every team following a methodology of patient experience over and above complaints
and PALs i.e. if there are 15 teams in the directorate and each one of them follows a method
of obtaining feedback from patients, this would be 100% coverage. However if 2 out of the 15
teams have no process of obtaining feedback from patients, then coverage is 87% (13 out of
15)
 Main areas of positive feedback: Directorates give a brief overview on positive feedback
received in the time period.
 Key areas of concern: Directorates give a brief overview on what key areas of concern
have been picked up either through patient experience methodology or a complaint.
 Priority actions: These should be linked to the key areas of concern stated in the template
– what actions are the directorates putting in place to mitigate the key areas of concern.
 Outcomes: This is an update on key outcomes from previous actions that the directorate
has put in place to identified areas of concerns/themes. This does not necessarily have to be
linked to the key areas of concern reported in the current month unless there has been a
quick outcome to report in the period of reporting.

Detailed below is a summary update provided by each directorate PEG lead:
2.1 Older People’s Directorate
Directorate Overview
Directorate: Older People’s Mental Health Service (OPMH)
Systematic
Coverage
Main areas of
positive feedback

7/15 = 47% (% coverage from March and April= 87%)
• Schedule for feedback from all parts of the service now established
at OPMH PEG
• At June meeting, HTT feedback from discharge questionnaire was
very positive:
“I feel very comforted knowing that I have the support there as and
when I need it. I have been provided with names and contact numbers
for help when I need it. Nothing has been too much trouble. A
wonderful service.” (carer in HTT South)
“Everything was explained clearly and the team were kind and were
very helpful in explaining things and what I might expect at my first
appointment” (client in HTT South)
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"Care, concern and friendliness. Gave me some direction into activities
I could engage myself if needed. Most of all the HTT were genuine"
(client in HTT North – qualitative response to FFT)
• Patient Tracker: very positive results from Day Therapy Service
(North) Intensive programme:
“I think everything is very structured and suits me”
“staff observant in relation to my current situation – very aware”
“staff are very good, I think they do all they can for me”
78% said they were extremely likely to recommend the service
22% said they were likely to recommend the service

Key Areas of
concern
Priority actions

Any further
comments

‘You said, we did’

• Awaiting results of DTS (South) Intensive programme
• Only 5 formal complaints in 2014 so far which is lower than the
average rate last year (2 per month).
• OPMH ResearchNet starting to meet regularly
• Need to review carer version of Trust core questions
• Need to establish systematic coverage in Liaison teams
• Admin support for patient experience initiatives
• Meeting arranged with Patient Experience coordinator to discuss
carer questions
• Plan to trial tracker in QEH liaison team in September
• Consider admin representation at next OPMH PEG
• Community Survey analysis underway at present. Draft report
expected by end of July.
• Project to develop peer support for people with dementia being
explored.
There was client feedback from the HTT that they did not know how to
raise a concern if that was needed and so the complaints leaflet is now
given out at the initial meeting with HTT.
You said ….there wasn’t enough psychology or talking therapy
available on Scadbury Ward ….so we …..have recruited to a new post
to provide additional input.
We have also noticed that people often need help using the Patient
Trackers so we will trial alternative ways of obtaining feedback.

Outcome of previous actions
Outcomes
• Action plan from OPEQ on Scadbury ward has been finalised and
several areas have already been addressed or are in progress.
These include beginning to implement 1:1 time for service users
with the named nurse and ensuring signs are available to highlight
that sandwiches are always available along with tea & coffee on
the ward.
• Action plan to support the needs of families and carers in the
dementia unit (now known as Holbrook Ward) now finalised and in
progress. For example, carer meetings now in place.
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2.2 Adult Mental Health Service Directorate (Acute and Recovery)
Directorate Overview
Directorate: Adult Mental Health
Systematic
Coverage
Main areas of
positive feedback

Key Areas of
concern

Priority actions

Any further
comments
‘You said, we did’

32/42 =76% (% coverage from March and April = 60%)
A recent OPEQ survey produced extremely positive feedback about the
Greenwich psychotherapy service
• “...the best thing I’ve ever had since I’ve been in mental health
services.”
• “…they go the extra mile to make you comfortable and safe.”
• “they talk to you like human being, not a statistic.”
• “the best service I’ve had…and I’ve had a lot.”
- Increased levels of complaints in community mental health –
particularly in Bromley.
- Engagement with service users who are ambivalent about
attending mental health services.
- Working more effectively with families of service users.
- Action plan produced to address concerns in Bromley.
- Pilot projects on enabling staff to be more effective in engaging
users with their care will be centrally incorporated into the service
redesign.
- Training in Motivational Interviewing introduced.
- Co design with carers introduced.
None to report
You said…..‘Can we have more opportunity to discuss our experiences
as inpatients when we are in the wards at Green Parks House’….so
we……provided weekly patient experience groups on the ward.

Outcome of previous actions
Outcomes

Systematic training package will be incorporated into service redesign

2.2.1 Directorate: Adult Mental Health - Learning Disabilities
Directorate Overview
Directorate: Learning Disabilities
Systematic
Coverage
Main areas of
positive feedback
Key Areas of
concern

Priority actions

9/9 = 100% (% coverage from March and April report = 20%)
• Continuing praises about kind, friendly and helpful staff.
• Survey in Bromley Epilepsy service completed, overall positive
feedback.
• 1 complaint via PALS regarding the physiotherapy service in
Bromley
• 1 complaint from a service user about treatment in PRU – feedback
to PRU PALS
• Signage - trying to find memory service (adult mental health not LD),
but also commented ‘how can people with LD find their service’.
Completion of questionaries’ and roll at to teams.
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Any further
comments

LD Awareness week 18th June Event 150 service users attended.

‘You said, we did’

All service boards have been updated with the most recent ‘you said, we
did’ information.
• You said that you are not happy when you are not seen on time, so
we will tell you if for some reason you will not be seen on time.
• You said that the music in the waiting room was too slow and sleepy
so we play different types of music now and you can also ask for the
music to be changed.

Outcome of previous actions
Outcomes
Complaint at Atlas House resolved. Reinforcement of Trust incident
policy with staff and communication of all incidents reporting to senior
staff immediately.

2.3 Children & Young Peoples Directorate
Directorate Overview
Systematic
Coverage

Main areas of
positive feedback

Key Areas of
concern
Priority actions
Any further
comments
‘You said, we did’

Directorate: Children and Young People Directorate
• Specialist & Universal Services: 37/59 = 63%
(% coverage from March and April = 47%)
• CAMHS: 4/6 = 67% (% coverage from March
and April report = 0%)
Specialist services: “I was listened to and looked after”
“Friendly and easy to talk to”
“Very good with children”
“Felt listened to and not judged”
More and clearer written communication from clinicians to
clients/parents about care plans and discharge summaries. Ensuring
information is shared carefully where parents are living separately
OPEQ for families regarding the communication they received from us.
None to add
New mothers said that they find the patient experience trackers
cumbersome, so we now offer paper surveys instead.

Outcome of previous actions
Outcomes
Young people being involved in the look of the physiotherapy area in the
move of the CDC at Queen Mary’s.
Under 5 services all now have appropriate questionnaires for parents

2.4 Adult Community Health Directorate
Directorate Overview
Directorate: Adult Community Services
Systematic
Coverage

38/40 = 95% (% coverage from March and April = 92.5%)

Main areas of
positive feedback

Specialist Foot Service – “They took time to explain what my foot
problem is and what can be done, prompt and kind service”
Greenwich MSK – “I felt I have been well looked after and given good
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Key Areas of
concern

Priority actions

Any further
comments

‘You said, we did’

advice.”
The Source – “I found the staff here extremely professional, friendly and
supportive. It was very quick and helpful.”
UCC – “Very efficient, courteous staff, seen in an impressively short
space of time, caring”
Complex Wound Care Team – “Marvellous and could not done it
without you, her legs would never have been in the condition without
your input.”
Bexley Neuro Team – “A huge thank you for staying with me when I had
an epileptic fit: waiting for my daughter to arrive and then the
paramedics. You made sure I was taken care of.”
Communication difficulties between Acute Hospitals and the integrated
teams in both Bexley & Greenwich, with patients and relatives being told
wrong information about suitability for rehab in the bedded units, leading
to misleading information being given to patients and their family.
Families not always able to follow District Nursing Records
Meetings have been set up between the integrated teams (both Bevan &
SUSD and JET RRT & HID) & QEH, DVH and the PRU to work through
clinical pathways.
District Nursing records are currently being reviewed across Bexley &
Greenwich by MT (Head of Nursing), recommendations to improve
practice will be made.
Now there is nearly 100% coverage of patient experience in Adult
Community Services, the ACS PEG now needs to focus on working with
the teams and services about how they respond to comments raised by
patients and their families.
Need to start using “You said, we did” in Adult Community Services.
You said…you were unhappy with the opening hours at The Source, so
we….added a question to the PET questionnaire about opening hours.
Feedback from this question will be gathered for three months
(September) and then reviewed. Depending upon feedback obtained a
decision will be made surrounding opening hours.

Outcome of previous actions
Outcomes
None to report

2.5 Forensic & Prisons Directorate
Directorate Overview
Systematic
Coverage

Main areas of
positive feedback

Directorate: Forensic and Prisons Directorate
• Forensics: 10/11 = 91% (% coverage
from March and April = 91%)
• Prisons: 0/13 = 0% (% coverage from
March and April = 0%)
Annual In-patient survey indicated:
•
•
•
•

93% of residents felt they were given enough information
77% fed back they were involved in their Care Plan
82% positive support for their family/carer
88% were shown dignity and respect
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Key Areas of
concern

Priority actions
Any further
comments

‘You said, we did’

• 78% felt their quality of life had improved
The Wellbeing strategy within the service has been very well received
with many service users are positively engaging in a range of physical
activities
Prison
We have received a letter with positive feedback from prison service
users at HMP Blantyre House reflecting positive on the care provided by
the primary care nurses.
• Delay in surveying prisoner experiences, deferred until September.
• We have received the first formal challenge of the smoking cessation
policy, which we are currently defending with the support of
Capsticks.
Ensure an appropriate method for collecting feedback from prison
service users.
• Prisons have not yet implemented. This was recently discussed at
the multi-agency Prisons Quality Board, where a decision was taken
to defer prisoner experience surveys until September as it was felt to
survey at this time would miss represent health care services due to
the significant “lock downs” resulting from the challenging
implementation of fair and sustainable.
• We continue to await advice from NOMs on a specific FFT style
question for prisoners.
You said …. staff weren’t listing regarding complaints that were being
made…so we supported the development of an animated video enabling
service users to describe what they were unhappy with at the Bracton
Centre.

Outcome of previous actions
Outcomes
None reported
Where coverage is not 100%, there is a directorate PEG work plan in place to expand coverage
to 100% across all services.
3. Patient Feedback Update
3.1 Patient Experience Tracker (PET)
All end of life trackers have been successfully replaced with i-pads. Data collection continued
throughout the transition process with no gaps.
In addition to replacement of the old trackers, six i-pads have been deployed to new services.
These services are the Child Development Centre (Bexley), Ivy Willis House, North House,
Barefoot Lodge, Somerset Villa and the CASH service (Bexley). Results for these teams will be
reported in due course.
All remaining i-pads have now been allocated to the following services: Early Intervention,
School Nursing, Under 5’s Services and Bluebell House. The questionnaires have been created
and dates for deployment have been arranged.
3.2. Feedback Boxes Update
A range of wall mounted and freestanding feedback boxes have been developed by service
users at the Bracton Centre. These boxes will provide a further way for people who have
accessed Oxleas services to leave their feedback.
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Five feedback boxes have been created as part of a pilot project and are now located in the
following services: Day Treatment Service (DTS) Bromley, Day Treatment Team (DTT)
Greenwich, Stepping Stones, MSK Bexley and MSK Greenwich.
We intend to add a further six feedback boxes as part of the pilot project. We have a six month
period to evaluate the use of these boxes and a decision will then be taken about further
deployment. If it is established that feedback boxes are a well-used and valued mechanism for
obtaining feedback, then consideration will be given to incorporating the feedback boxes into the
work being done by estates and facilities in relation to the redesign of reception areas.
Results of feedback left in these recently deployed boxes will be reported in due course.
3.3. OPEQ Update
The OPEQ has been successfully developed so it can be used to collect data with mental health
patients using the telephone rather than direct face to face contact. This has helped enable
sampling of a larger number of service users in a more cost effective way.
A pilot at the Greenwich Psychotherapy Service (GPS) confirmed the methodology as
successful and produced very positive results. The report has been circulated and action plans
are being developed accordingly.
A telephone OPEQ is now in the process of being arranged for the Bromley Short-Term
Intervention Team. A number of governors have expressed an interest in volunteering to assist
with these interviews.
3.4. Friends & Family Test (FFT)
Updated FFT guidance has now been received from NHS England that replaces previous
versions. Points of note are that Mental Health and Community Health Services will officially
commence reporting the FFT results centrally from 1 January 2015. As Oxleas has been rolling
out the FFT as part of our wider patient experience feedback program, we are ahead in this
regard. Prison services are not required to ask the FFT at present. The net promoter method of
scoring the FFT is being reviewed and guidance will be published accordingly by the end of the
year. Further, the requirement to achieve a 15% sample size has been removed. However,
within Oxleas we believe it would be useful to continue to achieve at least a 15% response rate
to questionnaires as this is then more likely to be representative of the views of service users
and carers.
3.5. National Patient Survey
The results from the 2014 National Patient Survey (NPS) have now been published by Quality
Health. Due to significant changes to the questionnaire in 2014, no direct comparisons can be
made to the results from the 2013 survey.
850 questionnaires were sent out and a 27% response rate was achieved compared to 30% in
2013. This sample is a small subset of the wider population of Oxleas Service Users.
Total Responses relate to a comparison of 51 Mental Health Trusts that were surveyed. The
total number of respondents nationally was 12,357.
Summary of results
For the purpose of this report, and for brevity, below is a brief summary of the NPS report.
Quality Health will be attending the Trust Patient Experience Group meeting in September to
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present the results in more detail. Copies of the NPS report can also be made available to those
who wish to view the results in greater detail.
The results from this year’s NPS are broadly very positive. Oxleas results were better than, or
equal to, the National results, achieving above 90% in 5 out of the 10 domains. Further, in
general across the other domains Oxleas was equal to or very close to the national scores.
Overall experience of the treatment and care provided by Oxleas, on a scale of 1-10, indicates
that Oxleas achieved 67% satisfaction rate compared to the national score of 65% (when
combining scores 7-10).
To understand the results of the NPS as measured against the Trust’s 4 ‘must do’s’, the table on
the following page is provided.
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3.6. Patient Experience Results from Surveys
In addition to the patient experience feedback received in May and June, a number of other
responses to questionnaires have been received. These questionnaires were completed in the
months of April – June 2014 across four of the directorates and the results are detailed below.
The response rates could not be calculated as the exact start and end dates of these surveys
were unclear. Nevertheless, they provide a snap shot of views for the services surveyed.

May and June 2014 data
The results for May and June 2014 patient experience feedback are shown below (this is
inclusive of the FFT and split by directorate).
At the Trustwide Peg in May, it was agreed that the target indicator for ‘’definitely’ and ‘to some
extent’ responses combined will be 90%. Furthermore, response rates below 15% will not be
RAG rated.
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3.7. Trend Tables
The following tables detail trends in patient experience feedback from December 2013 until June 2014.

Trust PEG Highlight Report – July 2014 Meeting

21

Trust PEG Highlight Report – July 2014 Meeting

22

Trust PEG Highlight Report – July 2014 Meeting

23

Trust PEG Highlight Report – July 2014 Meeting

24

Trust PEG Highlight Report – July 2014 Meeting

25

FFT ‘Likely’, ‘Unlikely’ and ‘Extremely Unlikely’ responses
st
th
For Data collected between 1 May 2014 – 30 June 2014
Service/
team/
ward

‘Unlikely’ responses – Qualitative
Feedback received

‘Extremely Unlikely’ responses –
Qualitative
Feedback received

Shepherdleas Ward

“Because what I saw was not proper care”

Betts Ward

“Lack of care and dignity, however some staff are kind and supportive”

Goddington Ward

“Found Norman ward to have better more attentive staff”

Lesney Ward

“Disallowance of homeopathy”

Service/team/
ward

‘Likely’ responses – Qualitative feedback

Millbrook Ward

“Friendly and approachable staff”

Betts Ward

The Source

“I believe that the staff treat people with dignity and respect. The food is excellent and the staff listen to patients.
They give patients choice.”
“Staff are friendly, there is plenty of activities and on
“Good personal experience”
the whole good albeit slow”
“Because they supplied a lot
“Friendly and
“Because I felt
of information that will be
“Very helpful and respectful”
understanding staff”
comfortable”
helpful in the future”
“I was pleased with the advice I received and would
happily recommend a friend”

Maryon Ward
Contraception &
Sexual Health (Erith
Health Centre)
Goddington Ward

Lesney Ward

“Everything was organised and staff were caring”
“Free condoms”
“I hope and pray that my family will be alright so that
they don’t need to come to hospital”

“Patients are friendly”

“Space to be myself”

“Very calm ward”

“Hospitalisation can be a daunting experience,
but the care is great. The staff in particular have
been the best feature, they have all been
respectful, nurturing and helpful.”
“Because of my experience on the ward”

Shepherdleas ward

“Excellent care”

“Looked after very well”

Avery Ward
Shrewsbury Ward

“High confidentiality however did waste some time as
aspects of service can be slow”

“Staff were helpful and respectful”

“I felt safe and respected”
“Staff as helpful as
possible”

“Although I didn’t
have a bed all
night the staff
were excellent”
“Staff are very good, they
look after you”

“Because of the good care you give”
“I was discharged too quickly”

“No bed available for two days”

The Tarn

“Because one of my sisters might need your support”

Norman Ward

“The ward is a friendly place with excellent staff and I can relax there”

Adults MSK
(Greenwich )

“Safe place that
gives you time to
heal”

“satisfied with service”
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Board of Directors
4th September 2014

Item
Enclosure

Agenda item

Therapy Waiting Times

Item from

Dr Michael Witney, Director of Therapies

Attachments

RTT KPI – July 2014 & RTT Graphs
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Summary and Highlights
Referral to treatment time (RTT) is an important measure of both clinical
effectiveness and patient experience. Oxleas has achieved a great deal in terms of
central reporting of the RTT data for all therapists and forms part of our trust
package of regular monthly KPI’s.
Oxleas has set an expectation that 95% of patients referred to therapists for
treatment will be provided with the treatment indicated within 18 weeks. This 18
week target is in line with the commonly used national NHS standard. Some Allied
Health Professions (AHP) services have lower contractual targets.
Achieving the expected minimum RTT target across the many and varied services in
Oxleas has been a significant challenge. In addition, ensuring the data is cleansed
by individual clinicians, and therefore accurate for reporting purposes, has also been
challenging. However, the target is now close to being achieved for both AHP’s and
psychological therapists.
Oxleas reports the RTT data for AHP’s separately from that of our Psychological
Therapists.
For AHP’s, the RTT data is reported externally on a monthly basis for initial
treatments for all our community based AHP services. We are not required to report
the RTT data for our AHP inpatient services or for any AHP ’internal waits’. That is,
in the event of a patient being referred from one AHP to another. In Oxleas the AHP
RTT data is expected to reflect all waits for initial treatment no matter the source of
the referrer.
As is reflected in the Trust KPI reports, most patients referred for either AHP or
psychological treatment are being provided with initial treatment within 18 weeks.
There are however a few services where this agreed target is not achieved. These
waits are known to those services and teams who are working to ensure the waits
are addressed.
The format of the regular RTT reports as part of the Trust KPI report is such that they
do not readily show that many patients are seen quickly, some within a day of being
referred. To provide assurance that most patients are seen significantly sooner than
the 18-week KPI reports indicate, a graphical representation of all patients provided
with an initial treatment is presented. The graphs span a 12-month period ending in
June 2014. In relation to referrals for psychological treatment, 65% are provided

with the needed treatment within six weeks of referral. For AHP’s this rises to 66%
for the same period. The apparent ‘spike’ of 10% of referrals waiting over 18 weeks
for treatment for psychological therapies is likely to be a combination of a recent
focus on data cleansing as well as a few known significantly lengthy waits, all of
which are being addressed.

Changes to risk register

New risks identified

Recommendations
To Note

Previous
rating

New
rating

Rating

Period:
Function:
Lead:
Page:

Jul-14
Trustwide
Sophie Donnelan
1

Referral to Treatment (RTT) - Allied Health Professional Monitor Targets

Area: Quality
Trustwide
Function
AHP/ICR
AHP/ALD
AHP/ICR
AHP/ALD
AHP/ICR
AHP/ALD
AHP/Forensic and Prisons
AHP/Older Adults
AHP/Older Adults
AHP/Older Adults
AHP/Older Adults
AHP/Communiy Mental Health
AHP/Communiy Mental Health
AHP/Communiy Mental Health
AHP/Communiy Mental Health
AHP/Communiy Mental Health
Children Community
Children Community
Children Community
Children Community
Children Community
Children Community
Children Community
Children Community
Children Community
Children Community
Adult Community
Adult Community
Adult Community
Adult Community
Adult Community
Adult Community
Adult Community
Adult Community
Adult Community
Adult Community
Adult Community
Adult Community
Adult Community
TOTAL

Specialty
Bexley Adults
Bexley Learning Disabilities
Bromley Adults
Bromley Learning Disabilities
Greenwich Adults
Greenwich Learning Disabilities
Forensic
Bexley Older Adults
Bromley Older Adults
Greenwich Older Adults
Oxleas Older People
Bexley Adults
Bromley Adults
Bromley Other
Greenwich Adults
Oxleas
Bexley Children's Therapies
Bexley Community Children's Nursing
Bexley Looked After Children
Bexley Orthoptics/Optometry
Bexley Speech and Language Therapy
Greenwich Dietetics
Greenwich Music Therapy
Greenwich Occupational Therapy
Greenwich Physiotherapy
Greenwich Speech and Language Therapy
Bexley Adult Therapies Service
Bexley Inpatient Neurology
Bexley Neuro Rehabilitation
Bexley Occupational Therapy
Bexley Physiotherapy
Bexley Podiatry (Foot Health)
Greenwich Community Rehabilitation
Greenwich Diabetes Service
Greenwich Dietetics
Greenwich Musculoskeletal Service
Greenwich Podiatry (Foot Health)
Greenwich Respiratory Service
Greenwich Tissue Viability Service
Total

100%
80%
60%
40%
20%
0%

Area: Quality
Trustwide
Function
AHP/ICR
AHP/ALD
AHP/ICR
AHP/ALD
AHP/ICR
AHP/ALD
AHP/Forensic and Prisons
AHP/Older Adults
AHP/Older Adults
AHP/Older Adults
AHP/Older Adults
AHP/Communiy Mental Health
AHP/Communiy Mental Health
AHP/Communiy Mental Health
AHP/Communiy Mental Health
AHP/Communiy Mental Health
Forensic and Prison Services
CAMHS
Children Community
Children Community
Children Community
Children Community
Children Community
Children Community
Children Community
Children Community
Children Community
Children Community
Adult Community
Adult Community
Adult Community
Adult Community
Adult Community
Adult Community
Adult Community
Adult Community
Adult Community
Adult Community
Adult Community
Adult Community
TOTAL

100%
80%
60%
40%
20%
0%
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Clients on an Allied Health Professional Care Pathway are seen within 18 weeks Indicator
of referral - CLIENTS WAITING AT END OF MONTH
Total Clients Wtg. Total in 18 weeks % Within Target
No. of Breaches
12
8
66.7%
4
23
18
78.3%
5
0.0%
38
30
78.9%
8
39
39
100.0%
68
44
64.7%
24
3
3
100.0%
26
26
100.0%
13
13
100.0%
18
17
94.4%
1
30
30
100.0%
28
25
89.3%
3
30
30
100.0%
3
3
100.0%
40
39
97.5%
1
0.0%
126
120
95.2%
6
0.0%
0.0%
52
52
100.0%
266
260
97.7%
6
50
50
100.0%
80
78
97.5%
2
59
59
100.0%
157
151
96.2%
6
189
188
99.5%
1
14
14
100.0%
0.0%
190
122
64.2%
68
11
11
100.0%
150
150
100.0%
24
24
100.0%
457
450
98.5%
7
0.0%
7
7
100.0%
629
629
100.0%
351
351
100.0%
27
27
100.0%
0.0%
3,210
3,068
95.6%
142

% Breaches
33.3%
21.7%
0.0%
21.1%
0.0%
35.3%
0.0%
0.0%
0.0%
5.6%
0.0%
10.7%
0.0%
0.0%
2.5%
0.0%
4.8%
0.0%
0.0%
0.0%
2.3%
0.0%
2.5%
0.0%
3.8%
0.5%
0.0%
0.0%
35.8%
0.0%
0.0%
0.0%
1.5%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
4.4%

% Breaches
% Within Target

Specialty
Bexley Adults
Bexley Learning Disabilities
Bromley Adults
Bromley Learning Disabilities
Greenwich Adults
Greenwich Learning Disabilities
Forensic
Bexley Older Adults
Bromley Older Adults
Greenwich Older Adults
Oxleas Older People
Bexley Adults
Bromley Adults
Bromley Other
Greenwich Adults
Oxleas
Forensic
Bexley CAMHS
Bexley Children's Therapies
Bexley Community Children's Nursing
Bexley Looked After Children
Bexley Orthoptics/Optometry
Bexley Speech and Language Therapy
Greenwich Dietetics
Greenwich Music Therapy
Greenwich Occupational Therapy
Greenwich Physiotherapy
Greenwich Speech and Language Therapy
Bexley Adult Therapies Service
Bexley Neuro Rehabilitation
Bexley Occupational Therapy
Bexley Physiotherapy
Bexley Podiatry (Foot Health)
Greenwich Community Rehabilitation
Greenwich Diabetes Service
Greenwich Dietetics
Greenwich Musculoskeletal Service
Greenwich Podiatry (Foot Health)
Greenwich Respiratory Service
Greenwich Tissue Viability Service
Total

Clients on an Allied Health Professional Care Pathway are seen within 18 weeks Indicator
of referral - CLIENTS SEEN / DISCHARGED IN REPORTING MONTH
Total Seen/Disch. Total in 18 weeks % Within Target
No. of Breaches
20
19
95.0%
1
6
5
83.3%
1
0.0%
13
10
76.9%
3
54
53
98.1%
1
26
18
69.2%
8
0.0%
18
18
100.0%
23
23
100.0%
19
19
100.0%
63
63
100.0%
19
18
94.7%
1
54
54
100.0%
5
5
100.0%
22
22
100.0%
0.0%
4
4
100.0%
4
3
75.0%
1
104
102
98.1%
2
0.0%
0.0%
20
20
100.0%
149
136
91.3%
13
35
35
100.0%
29
27
93.1%
2
32
32
100.0%
109
108
99.1%
1
141
138
97.9%
3
13
13
100.0%
81
76
93.8%
5
11
11
100.0%
119
119
100.0%
75
75
100.0%
431
415
96.3%
16
0.0%
26
26
100.0%
431
431
100.0%
59
59
100.0%
0.0%
0.0%
2,215
2,157
97.4%
58

% Breaches
5.0%
16.7%
0.0%
23.1%
1.9%
30.8%
0.0%
0.0%
0.0%
0.0%
0.0%
5.3%
0.0%
0.0%
0.0%
0.0%
0.0%
25.0%
1.9%
0.0%
0.0%
0.0%
8.7%
0.0%
6.9%
0.0%
0.9%
2.1%
0.0%
6.2%
0.0%
0.0%
0.0%
3.7%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
2.6%

% Breaches
% Within Target

Produced by the Business Intelligence & Performance Department

Period:
Function:
Lead:
Page:

Jul-14
Trustwide
Sophie Donnelan
2

Referral To Treatment (RTT) - Psychological Therapies Waiting Times
A process to assess waiting times for access to psychological therapies in out secondary mental health services has been in development for some time. This KPI page provides the
current position against the 18 week RTT process for all specialties who have now embedded the process.

Area: Quality
Trustwide
Function
PTT/ICR
PTT/ALD
PTT/ICR
PTT/ALD
PTT/ICR
PTT/ALD
PTT/Forensic and Prisons
PTT/Older Adults
PTT/Older Adults
PTT/Older Adults
PTT/Older Adults
PTT/Communiy Mental Health
PTT/Communiy Mental Health
PTT/Communiy Mental Health
PTT/Communiy Mental Health
Children Services
Children Services
Children Services
Adult Community
TOTAL

Clients on a Psychological Therapies Care Pathway are seen within 18 weeks Indicator
of referral - CLIENTS WAITING AT END OF MONTH
Specialty
Total Clients Wtg. Total in 18 weeks % Within Target No. of Breaches
Bexley Adults
5
5
100.0%
Bexley Learning Disabilities
23
22
95.7%
1
Bromley Adults
2
2
100.0%
Bromley Learning Disabilities
39
39
100.0%
Greenwich Adults
26
26
100.0%
Greenwich Learning Disabilities
30
29
96.7%
1
Forensic
47
47
100.0%
Bexley Older Adults
21
21
100.0%
Bromley Older Adults
27
26
96.3%
1
Greenwich Older Adults
11
11
100.0%
Oxleas Older People
1
1
100.0%
Bexley Adults
115
97
84.3%
18
Bromley Adults
111
106
95.5%
5
Bromley Other
7
7
100.0%
Greenwich Adults
122
117
95.9%
5
Bexley CAMHS
56
54
96.4%
2
Bromley CAMHS
46
31
67.4%
15
Greenwich CAMHS
76
76
100.0%
GCHS Psychology Services
4
4
100.0%
Total
769
721
93.8%
48

% Breaches
0.0%
4.3%
0.0%
0.0%
0.0%
3.3%
0.0%
0.0%
3.7%
0.0%
0.0%
15.7%
4.5%
0.0%
4.1%
3.6%
32.6%
0.0%
0.0%
6.2%

100%
80%
60%
% Breaches

40%

% Within Target

20%
0%

Bexley
Adults

Bexley
Bromley Bromley Greenwich Greenwich Forensic
Learning Adults Learning Adults Learning
Disabilities
Disabilities
Disabilities

Area: Quality
Trustwide
Function
PTT/ICR
PTT/ALD
PTT/ICR
PTT/ALD
PTT/ICR
PTT/ALD
PTT/Forensic and Prisons
PTT/Older Adults
PTT/Older Adults
PTT/Older Adults
PTT/Older Adults
PTT/Communiy Mental Health
PTT/Communiy Mental Health
PTT/Communiy Mental Health
PTT/Communiy Mental Health
Children Services
Children Services
Children Services
Adult Community
TOTAL

Bexley
Older
Adults

Bromley Greenwich Oxleas
Older
Older
Older
Adults
Adults
People

Bexley
Adults

Bromley
Adults

Bromley Greenwich Bexley
Other
Adults
CAMHS

Bromley Greenwich
CAMHS CAMHS

Total

Clients on a Psychological Therapies Care Pathway are seen within 18 weeks Target >95%
of referral - CLIENTS SEEN / DISCHARGED IN REPORTING MONTH
Specialty
Total Seen/Disch. Total in 18 weeks % Within Target No. of Breaches % Breaches
Bexley Adults
10
10
100.0%
0.0%
Bexley Learning Disabilities
5
5
100.0%
0.0%
Bromley Adults
49
49
100.0%
0.0%
Bromley Learning Disabilities
14
14
100.0%
0.0%
Greenwich Adults
47
47
100.0%
0.0%
Greenwich Learning Disabilities
10
8
80.0%
2
20.0%
Forensic
21
21
100.0%
0.0%
Bexley Older Adults
10
9
90.0%
1
10.0%
Bromley Older Adults
32
31
96.9%
1
3.1%
Bromley Other
0.0%
0.0%
Greenwich Older Adults
7
7
100.0%
0.0%
Bexley Adults
46
33
71.7%
13
28.3%
Bromley Adults
63
59
93.7%
4
6.3%
Bromley Other
5
3
60.0%
2
40.0%
Greenwich Adults
69
68
98.6%
1
1.4%
Bexley CAMHS
13
11
84.6%
2
15.4%
Bromley CAMHS
18
10
55.6%
8
44.4%
Greenwich CAMHS
52
52
100.0%
0.0%
GCHS Psychology Services
4
4
100.0%
0.0%
Total
475
441
92.8%
34
7.2%

100%
80%
60%

% Breaches

40%

% Within Target

20%
0%

Bexley
Adults

Bexley
Bromley Bromley Greenwich Greenwich Forensic
Learning Adults Learning Adults Learning
Disabilities
Disabilities
Disabilities

Oxleas NHS Foundation Trust - KPI Report

Bexley
Older
Adults

Bromley
Older
Adults

Bromley Greenwich
Other
Older
Adults

Bexley
Adults

Bromley
Adults

Bromley Greenwich Bexley
Other
Adults
CAMHS

Bromley Greenwich
CAMHS CAMHS

Total

Produced by the Business Intelligence & Performance Department

Data source: Oxleas MH RiO, Oxleas Community RiO and Bexley Community RiO, accurate as of 29-Jul-2014
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definitive treatment from July 2013 to June 2014
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Board of Directors
4th September 2014

Item 11
Enclosure 10

Agenda item

Compliance Report

Item from

Wilf Bardsley, Director of Nursing and Governance

Attachments

Front sheet only

Overall compliance statement
Since the last report to the Board of Directors, there has been one formal CQC inspection visit to Holbrook
Ward on 18 August 2014. There has been no Ofsted inspection. The Trust has received three new MHA
Commissioner visit reports; Burgess (2 June 2014), Joydens (11 June 2014) and Ivy Willis House (30 June
2014). As at the end of July 2014, all Monitor targets were met.

Summary

Regulatory feedback
CQC visits – Holbrook Ward
The CQC undertook an unannounced visit to Holbrook Ward, Woodlands Unit on 18 August 2014, in a
response to a concern raised directly to the CQC. The MHA Commissioner, who was a member of the review
team, commented that Holbrook was a happy environment and people were well cared for. However, the
inspectors raised concerns relating to ensuring patients are aware of the IMHA service, patient involvement
in care planning and care planning related to risk. Work is being undertaken to review the care plans and
arrange training for HCAs in the use of the Mental Capacity Act. A comprehensive action plan will be
developed following receipt of the CQC inspection report, which is due in two weeks.
MHA Commissioners visits
The Trust has received three MHA Commissioners reports since the last update to the Board of Directors.
The following actions points were identified by the Commissioners.
Burgess – 2 June 2014
• Ensure that there is information displayed on the ward to raise awareness of the role of the CQC.
• Ensure that superseded Section 17 leave forms have been struck through or removed from the file.
Joydens – 11 June 2014
• Ensure that community meetings are both valued by the patients and are effective with agreed terms of
reference and that minutes are available for patients perusal
• To review the blanket rule of patients having to be escorted within the grounds of the Bracton Centre.
This was also raised at the last visit in October 2012.
• To ensure that patients have access to information about the role of the Care Quality Commission.
• To ensure that section 17 leave is approved appropriately and that records of authorisations made by the
MOJ are available.
• To ensure that the privacy and dignity of patients is maximised with observation panels that are fit for
purpose on Joydens ward.
• To ensure that assessment of capacity to consent to treatment is recorded in the notes
• To review the staffing on Joydens Ward in light of the concerns raised about the lack of ward clerk and
[Type text]

Summary
•

•

the fact that the social worker is based part time on another ward
review current staffing on Joydens ward
A female patient raised a concern that visual checks are sometimes undertaken by male staff.

Ivy Willis House (Open) – 30 June 2014
• To review the blanket policy of not allowing access to bedrooms between 10.00 am -12.00 pm and 2.00
pm – 4.00 pm and not providing patients with keys to their own rooms.
• Ensure that care plans are reviewed regularly and that case load reviews take place to support staff.
• Ensure that clients are reminded of their rights, in accordance with the Code of Practice
• Ensure that superseded Section 17 leave forms have been struck through or removed from the file.
• ensure that staffing required on Open unit is on an appropriate rota with due regard to skill and gender
mix, ensuring that patient safety is maximised.
• ensure that patient documentation is up to date and accurate.
• To ensure that training on the use of equipment is provided.
Outstanding reports
There are currently no outstanding MHA Commissioner visit report.

CQC Ready Peer Reviews

The programme of CQC ready peer reviews continues. Following a visit to Holbrook Ward on 5 August 2014,
immediate action was taken in relation to the assessments for the use of covert medication under the Mental
Capacity Act. Further actions are being agreed in relation to the use of MEWS, Personal Emergency
Evacuation Plans and resuscitation equipment.

Mental Health Act

In July 2014, there were 156 new sections. Evidence of explanation of rights under section 132 could be
found for 151 (98%) of these – this is the same level of performance as June 2014. For 143 patients, s132
was recorded correctly and for eight patients, the evidence was found elsewhere on RiO. Consent to
treatment was in place for 100% (15 out of 15) new cases.
Use of s136 – Place of Safety
Of the new sections this month, 32 were s136. This is an increase in number compared to June 2014, but
still accounts for 20% of all sections – this has been a consistent trend since April 2014.
Of the 32 patients, 17 (53%) had previous contact with the Trust. For 13, this contact was within the last
three months, for one, the contact was between three and six months and for three, the last contact was
over six month before the s136 admission. The demographic breakdown of the s136 sections is as follows.
Gender
Male = 22
Female = 10

Ethnicity
White British/English = 19
White other = 4
Asian/Asian British – Indian = 1
Black/Black British – Nigerian = 1
Black/Black British – African = 1
Other = 2
Not known = 5

Age
< 18 years old = 1
18 to 30 years old =
31 to 40 years old =
41 to 50 years old =
51 to 60 years old =
> 60 years old = 1

15
9
5
1

No of new sections – month on month comparison
Month
2014/15
2013/14
2012/13

Apr14
128
113
107

May14
103
137
118

Jun14
132
124
102

Jul14
158
160
101

Aug14

Sep14

Oct14

Nov14

Dec14

Jan15

Feb15

Mar15

Total

121
127

125
129

130
115

107
130

122
114

157
113

97
123

129
119

1522
1398

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

Apr14

May14

Jun14

Jul14

Aug14

Sep14

Oct14

Nov14

Dec14

Jan15

Feb15

Mar15

Total

26
22
22

20
37
24

26
38
23

32
34
18

27
23

23
21

38
22

18
21

30
16

27
26

18
15

32
21

344
252

Aug14

Sep14

Oct14

Nov14

Dec14

Jan15

Feb15

Mar15

Total

22%
18%

18%
16%

29%
19%

17%
16%

25%
14%

17%
23%

19%
12%

25%
18%

23%
18%

Dec14

Jan15

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

Apr14
20%
19%
21%

May14
19%
27%
20%

Jun14
20%
31%
23%

Jul14
20%
21%
18%

Patient Safety
Serious Incidents Overview
Month
Occurred in
month
Completed in
month

Apr14

May14

Jun14

Jul14

10

6

5

3

4

5

9

5

Aug14

Sep14

Oct14

Nov14

Feb15

Mar15

Total

Details of Level 4 serious incidents – June and July
Five serious incidents subject to investigation occurred in June 2014 and three occurred in July 2014. These
will be investigated by the directorate as level 4 incidents.
Date

StEIS No

Service

Incident Details

01/06/2013

2014/17774

ACHS SUSD

02/06/2014

2014/18099

Adult MH Bexley EIP

10/06/2014

2014/22574

20/06/2014

2014/20344

28/06/2014

2014/21273

OPMH Bromley
CMHT
Adult Acute Lesney
Ward
Adult MH Bexley
CMHT

03/07/2014

2014/2185

Greenwich Short
Term intervention

10/07/2014

2014/23673

16/07/2014

2014/23328

Bexley Assertive
Outreach Team
Greenwich Older
Adult Oaktree Lodge

Fall resulting in serious harm - 76 year
old man fractured hip
Unexpected death - 39 year old woman
hanged herself
Serious self-harm - 69 year old man cut
wrists
Unexpected death - 41 year old woman
hanged herself at home
Serious assault - 21 year old woman
allegedly sexually assaulted by a Bexley
AOT patient
36 year old woman diagnosed with
bipolar disorder, hanged herself at
home.
41 year old woman assaulted a family
member causing serious scalds
85 year old female sustained a head
injury following a fall in her bedroom.

Investigation
report due
03/08/2014
04/08/2014
11/08/2014
22/08/2014
29/08/2014
05/09/2014
12/09/2014
18/09/2014

The table shows all serious incidents totals since April 2014 and compared to the previous year.
Month

Unexpected
death

Apr14

May14

Jun14

Jul14

3

3

2

1

Aug14

Sep14

Oct14

Nov14

Dec14

Jan15

Feb15

Mar15

Total

Summary
Other
2014/15 Total
2013/14

7

3

3

2

10
6

6
2

5
2

3
8

5

2

5

8

7

3

3

5

56

Learning from serious incidents – key points from investigations completed in June and July
2014
Date
03/04/14

Service
Bexley Home
Treatment
Team

05/04/14

Bromley Older
Adult Home
Treatment
Team
Bexley CAMHS

08/04/14
18/04/14

Greenwich
Recovery West

20/04/14

Bevan Unit

24/04/14

Bracton
Psychology

24/04/14

Greenwich
Short-term
Intervention
Team
Bromley Shortterm
Intervention
Team
Bromley Shortterm
Intervention
Team
Greenwich
Intermediate
Unit

24/04/14

30/04/14

20/04/2014

Incident Details
A 44 year old woman took
a small overdose and then
drove her car into a parked
van with the intent to kill
herself.
A 74 year old woman selfharmed with a kitchen
knife requiring repair the
left radial artery.
A 16 year old child tried to
hang himself with a
dressing gown belt.
A 59 year old gentleman
took a significant overdose
requiring treatment in ITU.
An 87 year old man with
COPD who had been
admitted the previous day
from QEH became
breathless was transferred
to hospital and died.
A 37 year old man has
been charged with the
attempted homicide of his
ex-partner.
A 36 year old woman was
found dead at her home
address. Cause of death
cannot be ascertained.
A 60 year old woman died
from her injuries after
jumping in front of a train.

Learning and updates
Trust wide suicide prevention training has been
commissioned and HTT have been prioritised to attend. The
training will address perception of suicide risk and robustness
of protective factors

A 40 year old man took an
overdose and is being
treated at Croydon
University Hospital.
87 year old man with
COPD was discharged to
Bevan from QEH and
collapsed. LAS were unable
to resuscitate patient.

Action plan group led by Sophia Ploumaki.

Task and finish discharge planning workshops are chaired by
Estelle Frost.
Stephen Whitmore is chairing a meeting in September with
CAHMS to ensure that there is embedded joint working with
social services.
Supervision now uses IFOX case records summary’s to
identify where risk assessments may require updating.
The inquiry concluded that although there were some
improvement required in documentation the death of this
patient was a result of natural causes. A de-escalation form
has been submitted to the CCG.
The psychology speciality meeting has recommended a
psychology case audit including risk assessment and use of
secondary folders.
The previous manager of the team did not review the cases
before the new manager started.
Action plan group led by Sophia Ploumaki.

Patient had advanced COPD. There was clear evidence of
joint multidisciplinary working. When the patient’s condition
deteriorated there was clear evidence of prompt action by
the nursing staff. There was some learning around
documentation but this would not have affected the outcome
for this patient.

Inquiry completion timescales
The table below show completion timescales for inquiries in progress and completed for July 2014,
measured by date submitted to the Chief Executive. Future reports will include completion by date
submitted to the CCG.
In progress

Level 4

Level 5

Total

Summary
9
4
3
75%

Investigations in progress at month end
Investigations due for completion in July 2014
Of these how many were not completed within 45 days
% overdue

10
4
3
75%

1
0
1
100%

Level 1 to 3 incidents
In July 2014, 1136 level 1 to 3 incidents were reported compared to 930 for June 2014. This is the highest
ever in-month figure for the Trust. In July 2013, 943 level 1 to 3 incidents were reported.
Level 1-3
2014/15
2013/14 for
comparison

Apr14
902

May14
826

Jun14
930

Jul14
1154

Aug14

Sep14

Oct14

Nov14

Dec14

Jan15

Feb15

Mar15

Total

693

777

849

943

823

869

856

850

814

1006

902

824

10206

Complaints
Complaints subject to investigation
In July 2014, there were 14 formal complaints, compared to 11 in June 2014. These are subject to
investigation. From these, 28 issues were raised. A breakdown by subject and directorate is shown
below. Clinical care is the topmost concern raised.
Directorate
(Total Complaints)
Admission and Discharge
Attitude and Behaviour
Care Planning
Clinical Care
Communication
Medication
Records
Safety
Service Issues
Totals:

In-pat,
rehab and
crisis
(4)
1
1
0
1
0
2
0
0
0
5

Comm
mental
health
(2)
3
0
1
5
0
1
1
0
0
11

Adult
comm
(7)

C&YP
(1)

Total
(14)

0
0
0
5
1
0
0
1
2
9

0
1
0
1
1
0
0
0
0
3

4
2
1
12
2
3
1
1
2
28

Clinical Care – 12 issues related to clinical care were raised
Sub-subject
Lack of support
Wound care

Description of issue
• SaLT did not attend a team around the child and did not submit a
report to the meeting (C&YP).
• Unhappy with treatment provided by district nurse (Adult
Community).
• Two pressure ulcers on admission to hospital, one grade 3 and
one grade 4 (Adult Community).
• District nurse failed to visit for wound and catheter care

Summary
Failure to provide appropriate
treatment

•
•
•
•
•

Diagnosis
Safeguarding

•
•

Assessment

•

Patients catheter fell out several times and patient acquired a
urinary tract infection (Adult Community).
Referral to Orthopaedic Consultant not made by MSK (Adult
Community).
Patient was not allocated a Care Co-ordinator (Community MH).
Wife did not have appropriate blood tests (In-patient, Crisis and
Rehab).
Wife had to point out to nurse that husband had not seen a Dr
seen his admission (In-patient, Crisis and Rehab).
Patient disputes diagnosis (In-patient, Crisis and Rehab).
Staff on Lesney ward did not appropriately keep watch over his
wife (In-patient, Crisis and Rehab).
Doctor failed to complete a through MH assessment and did not
listen to patient (In-patient, Crisis and Rehab).

In July 2014, 11 formal complaints were closed. From these, 29 issues were raised.
Subject
Access and Waiting Times
Admission and Discharge
Attitude and Behaviour
Care Planning
Carers
Clinical Care
Communication
Medication
Service Issues
Totals:

Indeterminate

Not upheld

0
0
0
0
0
0
0
0
1
1

1
1
3
3
2
7
1
1
0
19

Ombudsman Referrals

Partly
upheld
0
0
1
1
0
1
1
1
0
5

Upheld

Total

0
1
1
0
0
2
0
0
0
4

1
2
5
4
2
10
2
2
1
29

There were no new referrals in July 2014. There was one referral in May and we are awaiting a response
from the ombudsman. This is the only referral so far this financial year (2014/15).

Recommendations
The Board of Directors is asked to note.

Board of Directors
4 September 2014
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Enclosure
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Agenda item

Flu Planning

Item from

Wilf Bardsley, Director of Nursing and Governance

Attachments

Front sheet only

Summary and Highlights

In 2013/14 Oxleas achieved a 22% uptake of flu vaccination against a
nationally set target of 70%.
On 15 August a group comprising representatives from Directorates, N&G
and HR, Communications and the new Occupational Health provider met to
agree a plan to improve uptake for the 2014/15 campaign.
The key message of the campaign will be:
“We all have a duty to protect patients and vulnerable people, and high
levels of flu immunisation are proven to reduce harm. We would wish all
staff to take the opportunity of protecting themselves and others through
having the flu vaccination and it is our expectation that all staff working with
vulnerable groups will ensure they are vaccinated.”
Key objectives of the plan are to increase awareness, develop local leads
and champions, improve availability, access and uptake, and monitoring.
1 Increase Awareness
• Key messages will be disseminated via Oxleas media including
The Ox & a targeted e-mail information / myth buster campaign.
• Standard publications from the NHS Flu Fighter Campaign e.g.
payslip attachments, posters, leaflets.
• Distribution of promotional products (pens, mugs, post it notes)
• Peer information sharing via Flu Champions.
• All training sessions provided by the Infection Prevention &

Control Team since July include flu vaccination.
2 Local leads and champions
Directorate Flu Leads have been identified who will take responsibility for
promotion of vaccine update within their area. Flu Leads will identify staff
to become Flu Champions within their areas. The role of the Flu
Champion is to act as a positive role model, peer educator & vaccinator.
There are currently 95 staff within the trust who are trained vaccinators.
3 Improving availability and access to vaccination
1400 vaccines have been ordered & are due to be delivered to
Occupational Health by the end of September (additional vaccine can be
ordered as the campaign progresses if required).
Vaccination will be delivered via –
• Occupational Health led vaccine clinics (increased availability &
timescales than previous years).
• Mobile Occupational Health & Flu Champion teams visiting staff at
their place of work.
• Additional drop in sessions at The Source.
• Exploration of utilising vouchers to enable staff to obtain vaccine in
local pharmacies at their convenience (awaiting information from
DoH).
• Exploration of a range of staff incentives.
4 Monitoring
A system will be established to capture data from staff who have been
vaccinated under the Trust campaign & those vaccinated elsewhere e.g.
those in high risk groups vaccinated by their GP.
Regular meetings of stakeholders under the umbrella of Flu Steering
Group during the planning phase are to continue through the delivery
phase with a final evaluation session identifying lessons learned to be
utilised for the 2015 campaign.
Recommendations

For the Board of Directors to note.

Board of Directors
4th September 2014
Agenda item
Item from
Attachments

Item
Enclosure
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QMH Development
- Kidney Treatment Centre
- Sale of land to Hyde Housing Association
Rachel Evans, Director of Estates and Facilities
a) Report on Kidney Treatment Centre
b) Site plan- QMH

Summary and Highlights
Kidney Treatment Centre
The attached paper outlines the proposal for the development of a Kidney Treatment Centre at
QMH. This development is consistent with the QMH Business Case and will be developed in
partnership with GSTT, based on their preferred model of delivery.
Construction costs will not be known until after 5th September, but are expected to be within the
£3.8m in the QMH Business Case. GSTT are keen for this development to be completed swiftly
and the Board are therefore requested to agree the scheme in principle, and delegate approval
of the final project costs to the Business Committee.

Sale of land
Prior to the transfer of QMH in October 2013, Oxleas began negotiations with Hyde Housing for
the sale of land they already occupied under a lease (area 3). An acceptable offer of £1.3m was
received for the site in October 2013, however Hyde were still developing their business case for
the site development. Due to the protracted period taken, Oxleas commissioned a further
independent valuation, resulting in an expected receipt of £1.6m for the site. Hyde have agreed
to increase their offer to this level.
The Board are asked to approve the sale of this land to Hyde Housing for the sum of £1.6m

Recommendations
The Board of Directors is asked to
- approve in principle, the development of the Kidney Treatment Centre at QMH
- delegate approval of the project costs to the Business Committee
- approve the sale of land at QMH to Hyde Housing for the sum of £1.6m

Kidney Treatment Centre - QMH
Background
Diaverum are the partners of GSTT for the delivery of the existing Renal Service on the QMH
site. This facility needs replacement but working with SLHT, GSTT were unable to make this
model affordable at QMH and therefore the service was to be relocated off site. The
commissioners were keen for it to be retained at QMH and Oxleas agreed to fund and lease
back the facility, as part of the overall business case for the site.
Agreement has been reached with GSTT that the Kidney Treatment Centre will be developed
at QMH, located in C Block and the kitchen and cafeteria have been re-provided to enable
this development.
Procurement
The usual GSTT model is to procure developments through Diaverum, their preferred service
provider, who raise the finance, design, build, maintain and operate the facility. Under this
model the design and construction is undertaken by Nephco.
As the capital required for the development will be provided by Oxleas, the procurement
process undertaken by GSTT is not relevant. However, GSTT have worked with the
Diaverum /Nephco team extensively and have confidence in the accommodation they
deliver.
To ensure the Trust were content to support this model , visits have been undertaken to two
projects delivered by Nephco to assess the quality of the building delivered and the
competency of the contractor. In addition a review of their financial position has been
undertaken. As their financial standing appears good and the project was of good quality
and delivered on time, the Trust are satisfied that Nephco can competently deliver the
scheme. In addition Nephco have provided knowledge and expertise in the design
development.
In addition to the fit out of the premises, C Block requires work to bring the external
building envelope up to an acceptable standard. This backlog maintenance work is not
specialist in nature and could be undertaken by any qualified contractor, albeit liaison is
required in relation to the internal and external designs.
It is therefore proposed that the procurement and service delivery is undertaken as follows:
•
•
•
•
•

Oxleas to design and specify the external works and go through a full tendering
exercise to appoint a contractor. Tenders are due back on 5th September.
Oxleas to appoint Nephco to undertake the design and fit out of the facility, passing
all risks associated with the design to Diaverum/GSTT;
Nephco to produce a breakdown of the capital costs associated with the fit out work
by 5th September;
Oxleas have appointed cost consultants to analyse Nephco costs, benchmark against
other similar schemes and negotiate a reasonable market price with Nephco;
Subject to a successful negotiation, Oxleas to contract with Nephco for the internal
works;

It had originally been expected that Nephco could choose to tender for the external work
and deliver an overall reduction in cost and timescale by so doing. However they have
declined the opportunity to tender. This had been intended to provide a view of Nephco’s
competitiveness in the market and in the absence of this the Trust will be relying on cost
consultants to ensure the rate agreed with Nephco represents good value. The Trust have
therefore also asked Miller Group, our construction partner at QMH to cost the scheme.
Legal arrangements
An Agreement to Lease will be completed prior to construction works commencing. The
lease for the serviced facility is to be between Oxleas and Diaverum with GSTT as
guarantors and is for a period of 30 years with 10 year breaks.
GSTT will contract with Diaverum for the service delivery and appropriate assignment
clauses will be included to allow for the lease to transfer to GSTT should their contract with
Diaverum or the contract between commissioners and GSTT be terminated.
Oxleas will enter into a design and build contract with Nephco for the internal refurbishment
Costs
The costs are expected to be approximately £730k for the external work, and, based on
Nephco’s initial costing, approximately £2.6m for the internal fit out. (both figures including
VAT)
Total project costs: £3.33m
Programme
Planning consent for the external changes to the building has been received.
Subject to agreement of legal documentation with GSTT and Diaverum; construction costs
with Nephco; and appointment of a contractor for the external works the following
programme is anticipated:
Date

Activity

16 Sept 14

Approval of construction costs

24 Sept 14

External Works commence

01 Oct 14

Internal works commence

17 Dec 14

External Works complete

15 June 15

Internal works complete

17 July 15

Handover to Diaverum

Rachel Evans
Director of Estates and Facilities
September 2014
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Summary and Highlights
This is a verbal item.
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Summary and Highlights
The staff partnership team led by Wendy Lyon conduct regular focus groups with staff
across the trust. They also support staff through organisational change and act as their
advocate and voice. A systematic programme of staff focus groups has been running since
March 2013.
The report details the activity of the team between September 2013 and April 2014 and
sets out the key issues that were raised by staff in focus groups. Findings are reported
directly to service directorates and collectively every six months to the executive.
The aim of the report is to provide an unvarnished picture of staff morale and perceptions
to complement and underpin other information received via the National Staff Survey and
the Staff Friends & Family test.
It is proposed that the board receives a report from the staff engagement team every 6
months.

Changes to risk register

New risks identified

Recommendations
To Note the report
To agree to receive further reports every 6 months

Previous
rating

New
rating

Rating

Staff Partnership Half Year Trust Board Report
October 2013 – March 2014
Introduction
This report is produced for the Trust Board on the work that has been carried out by
the Staff Partnership Team between October 2013 and March 2014 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.
FOCUS GROUP ACTIVITY – October 2013 to March 2014
Focus groups held totalled 22 and were held in the following areas:Mental Health/Adult Learning Disability (MH/ALD)
Home Treatment Team (HTT)
TTT (Time to Talk)
Avery Ward
Forensic Directorate
Crofton & Burgess
Adult Community Services (ACS)
Community Assessment and Rehabilitation teams (CAR)
Bevan Unit
Children and Young Peoples’ (Universal services) Directorate (C&YP)
CAMHS (Children & Adolescent Mental Health Services)
Older Peoples Mental Health Services Directorate (OPMHS)
Administrators
Introduction
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. This approach is being trialled
following feedback and requests from our previous board reports.
1

Please note the Staff Partnership Team have already presented all the discussion
themes in their entirety to the directors concerned.
COMMUNICATION.
Managing Organisational Change :
Reported by: HTT(MH/ALD), Administrators (OPMHS), CAMHS (C&YP), and C.A.R.
(ACS).
Inadequate consultation and information sharing prior to proposals being drawn up
for consultation was reported in the above focus groups.
The staff highlighted the need for managers to invite staffs’ contributions, as they
both understood and provided the service.
Staff were not only passionate about their areas of work but enthusiastic about
making suggestions to benefit their service.
It was also commented that administrative staff are excluded from consultations
about service changes because it is considered not to directly affect them.
Administrative support obviously is affected by any change to service provision and
they were very keen to contribute to the process.
Effective meetings:
Reported by: Avery Ward (MH/ALD) and CAMHS (C&YP).
The discussion in these focus groups related to holding business or organisational
meetings not clinical meetings (which were considered adequate). Staff wanted to
know that their contributions were not only welcome but also valued. The lack of
inviting staff to contribute and in cases that they were, the lack of any feedback and
any action in reference to staff input, led staff to feel their suggestions were not
valued.
This has featured in our previous reports but noticeably less so from this cohort of
focus groups. However staff do want to be engaged in the running of their service
and therefore need to be informed about the challenges facing their service.
Supervision:
Reported by: CAMHS (C&YP) and TTT (MH/ALD).
Both these services did have clinical supervision in place for its clinicians although in
CAMHS senior clinicians had lost this facility following their supervisor leaving the
Trust. It was the administrators themselves, in these services, who identified the
need to be offered supervision as they worked with extremely sensitive situations in
their areas of service which often caused them anxiety and stress.
2

Workloads were increasing which also affected the wellbeing of this group of staff
who needed support.
The recent production of a generic supervision policy, stipulating expectations for all
staff to receive mandatory supervision, will underpin the change for administrators to
also receive regular supervision. However in specific services it is also expected that
supervision will be locally tailored to meet the needs of staff.
Training:
Crofton & Burgess Units (Forensic) unqualified staff reported a need for educational
updates about the conditions and medication pertaining to their client group. They
believed this would assist them in better understanding their patients and therefore
enhance the care they were able to given. Note qualified staff reported that some
updates are given by some of the medical staff and available for all to attend.
However this highlighted clinical support workers were not accessing these and
needed to be enabled to do so..
Leadership:
Reported by C.A.R.; Bevan Unit (ACS), CAMHS (C&YP) and TTT (MH/ALD).
Despite each service presenting differing situations and circumstances, the under
lying need for quality leadership to manage its services was made evident through
staff reporting the de-stabilising effect that constantly changing managers, absent
managers or ineffectual managers had on staff.
The focus group held at the Bevan Unit was to review progress following feedback
from a previous focus group held last year and reported on in our last Board Report.
Following fallen standards of care, a new manager had been seconded in to the unit
to establish a stable and conscientious workforce. Feedback identified a hope and
expectation by the staff that this could be achieved. The staff, having been
individually invited to make contributions at a team meeting and at which they felt
listened to, had begun to feel valued. Staff had also been informed of the
expectations the manager had of them but in an open and respectful style.

3

MORALE
Targets:
Reported by Administrators (OPMHS), CAMHS (C&YP), TTT (MH/ALD) and C.A.R.
(ACS).
Staff were extremely dissatisfied and perturbed by the necessity to work to so many
targets whether set by the Trust, by models of care or commissioners. They were
adamant the perceived obsession with targets was compromising the Trust’s core
objective to provide client-led care and services.
Professionals identified ‘targets’ as over-riding their professional integrity; they
identified highly probable situations arising where patient’s referrals could and would
be manipulated to adhere to targets. One reported situation referred to specific
numbers of assessments having to be completed despite therapy not being available
for a client for months following diagnosis. This opposed professional clinical
judgement re the clients’ welfare.
Workloads:
Increased and increasing workloads were reported by every one of the focus groups.
Directors will relate to the increased workloads for a number of reasons including the
population increases in some of their service areas, the increase in mental illness in
our communities among children, young people and older adults and most
controversially, the organisational changes to services driven by financial
constraints.
The in-balance of increasing clinical personnel to provide new or different services
without adequate support of administrative staff has been identified in many of the
focus groups. It serves not only to frustrate clinicians seen to be wasting their
valuable time on administrative tasks instead of delivering client care but also seen
to overload the inadequate capacity of existing administrative staff supporting the
increased number of clinicians and services.
Avery Ward’s workload was more specifically due to an increase of patient
admissions considered inappropriate for the acute ward they were. The observation
of the staff upon these patients needing more social services assistance with welfare
issues than psychiatric care may well relate to the national changes to welfare
benefits creating stresses among vulnerable clients.
Following reporting this situation to the Associate Director for the service,
expectations of planned, improved care pathways and resources were expected to
address these issues.
Stress from work overload is spreading across the Trust and measures to manage
stress in the workplace are essential skills for managers to exercise.
4

The following management processes will contribute to maintaining staff morale in
this difficult climate of financial constraints in a ‘market place’ in which often staff’s
job insecurity is raised. Supervision, holding effective meetings both sharing
information with staff and respecting contributions from staff, holding staff away days
offering educational updates (investing in staff and staff development) and most
importantly engaging with staff in service redesign and review of
organisational/service change with staff who may identify and contribute to better
ways of working.
Staff Recognition:
Reported by Crofton & Burgess (Forensic)
Staff on these units reported positively to discussion around staff morale having
supportive and cohesive teams but they did not feel valued by the wider
organisation, Oxleas’. This was a result of firstly, ‘forensic lead’ payments being
removed and secondly, Oxleas’ removing the Christmas Voucher Award(2012). Note
this group was held before the 2013 Christmas Voucher was awarded.
Worthy of note is that later focus groups commented favourably that ‘Oxleas’ had
shown appreciation for their hard work in awarding the Christmas Voucher.
Reported by admin staff in OPMHS, it was observed that the executive walkabout
completely side-lined the admin staff which injured morale. This obviously highlights
how important it is for these to be carried out acknowledging all staff.
LOCAL ISSUES
Working Environments:
Reported by Administrative staff (OPMHS),TTT (MH/ALD), CAMHS (C&YP),and
C.A.R.(ACS).
The above service areas reported inadequacies in their office environments including
the amount of space available (C.A.R), appropriate conditions in office spaces,
(ADMIN& CAMHS), inadequate ventilation seemingly verified by suffering the
highest sickness rates (TTT), lack of adjustments for open plan office working(TTT),
as well as simply old fatigued décor offering a depressing work space for staff who
often do not have alternative staff rooms in which to take their breaks.
Staff require pleasing and effective work environments to boost morale and therefore
influence performance. Office environments need to be factored in to the package
‘addressing how best to support staff’.
Staff Engagement:
All teams of staff complaining of lack of consultation about changes to their services,
did so with extreme disappointment that their managers did not think they could help.
5

All were eager to contribute to solutions. Some teams had collectively drawn up
alternative models of working (C.A.R.), alternative processes to help with the
administrative resource (Admin OPMHS).
Other teams eager to offer solutions for such incidences as for example, ad hoc
staffing shortages or temporary staffing, just want their managers to request and
consider their suggestions.
If staff concerns such as those linked with electronic recording systems, such as,
RIO in CAMHS, or IAPTUS in TTT and even E-roster for community services, can be
aired, acknowledged and acted upon they become tolerable in the knowledge
constructive consideration is being given to resolve the issues.
CONCLUSION:
FOCUS GROUPS
In conclusion, the staff partnership team have highlighted the most noteworthy of
the themes discussed in this last 6 month cohort of focus groups and feel the two
areas of most concern are that of increasing workload pressures leading to stress
in the workplace and inadequate consultation with staff in the process of Managing
Organisational Change.
There continues to be sporadic failings in holding effective, inclusive meetings with
staff. Issues raised by staff were often not seen to be addressed and line managers
were suspected of being prevented from doing so by their senior management. Staff
therefore did not feel empowered to contribute to their working environment, lowering
morale.
.A recurring issue raised in the majority of the focus groups was that of services
becoming target driven. Focus of managers was primarily to achieve these targets.
The resulting style of management was described by one staff group as ‘working on
a factory production line’.
The Trust may need to ensure safeguards are in place as a ‘target culture’ develops
in response to commissioner demands to evidence a services’ productivity.
However, the Christmas Voucher award to all substantive staff was very much
appreciated and certainly served to raise morale, with staff feeling their contribution
to the Trust had been acknowledged.
DEVELOPMENT: STAFF PARTNERSHIP ACTIVITY
We would like to inform the Board of aspects of our role which are problematic and
those which we are developing.
Organising focus groups requires the co-operation of service/line managers but this
has proved difficult at times without persistent requests having to be made.
6

We have therefore started to cc our requests to directors/senior managers not simply
to notify them but to ensure we receive the support we require to set these groups up
in their areas.
We have developed an evaluation process for our focus group in the form of a
questionnaire to be handed to all who attend a focus group. It also offers another
opportunity for staff to report any concerns or make any comments which they could
not in the wider group. This we believe will further contribute to our data being as
representative as possible.
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Summary and Highlights
Election Results:
Lead Governor (Turnout 62.9%)
Raymond Sheehy has been re-elected Lead Governor for a further 3 years
Service User Carer governors (488 eligible voters. Turnout 13.3%)
Chris Purnell (re-elected)
Hannah Chamberlain
Irene Bajedo
There was no nominations to the Learning Disability Special Interest seat
Staff Governors (elected unopposed)
Joe Nhemachena – Corporate
Kaye Jones re-elected Learning Disability
No nominations were received for CAMHS or Bexley Community Health. There has not been a
nomination from CAMHS since 2011 or the Bexley Community staff class since 2012.
Public Governors
The election for the Public Constituencies closes on the 4th September. There were a number of
nominations across all boroughs.
Changes to the Constitution
There are a number of changes to be voted on at the Annual Members meeting. This includes
adding an additional Public constituency for the ‘Rest of England’. There are also a number of
technical changes aligning with the 2012 amendments in the Act e.g. removing PCT governors. A
leaflet explaining the changes is being sent out with the AMM invitations.

New risks identified

Recommendations
To note.

Rating
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Summary and Highlights
Documents to be signed sealed:
Queen Marys Hospital
Convert Offices to Coffee Shop & Kitchen
Contract Sum

£522,337.44

Contractor

GD Smy Limited

Consultant/Architect

Betteridge & Milsom

Market Street
Refurbishment and Modernisation to Create Multi - Functional Clinic Space
Contract Sum

£1,389,677.00

Contractor

Gowlain Building Group Ltd

Consultant/Architect

MD Bennett Associates

Changes to risk register
N/A
New risks identified
N/A
Recommendations
To approve affixing the seal

Previous
rating

New rating

Rating
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Summary and Highlights
The Board is asked to note the finance report for the four months to 31 July 2014.

Changes to risk register

New risks identified

Recommendations
The Board is asked to note.

Previous
rating

New
rating

Rating

Finance report for the 4 months to 31st July 2014
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Position Overview
EBI TDA
•

The Trust’s EBITDA for the four months to July 2014 was £2.7m / 3.6%, this is on plan
(£2.7m / 3.6%).

Surplus
•

The Trust has delivered a surplus before one-off items of £0.5m / 0.7%, which is on plan.
This is mainly due to underspends on Forensic & Prisons and HQ services; offset by
overspends in 3 of the clinical services. A one-off profit on asset disposal has been recorded
in April of £0.1m. This related to the sale of 92 Shrewsbury Lane.

Cash
•

•

Total cash and short term investments was £84.9m at the end of July, £4.3m greater than
June. This is due to the receipt of £5.3m PDC capital funding in relation to the Cancer
Treatment Centre, offset by a reduction in creditors.
The Trust continues to score a 4 for liquidity per Monitor’s financial risk rating.

Actual vs
Plan
EBITDA %
Surplus
Cash
Monitor rating
CRE delivery
> 5% favourable variance
Up to 5% favourable variance
On target
Up to 5% adverse variance
> 5% adverse variance

M onitor rating
•

Under the new Monitor Risk Assessment Framework, the Trust scores 4, which denotes ‘no evident concerns’. This is in line with the plan.

CRE and contract reductions delivery
The Trust savings target for 14/15 is £6.4m and includes savings required due to reductions in contract values as well as internal efficiencies.
Projects have been identified to deliver savings of £6.4m full year effect of which £0.2m is categorised as high risk and £2.9m as medium risk;
the in-year forecast saving is £5.2m. Any gap in delivering the full-year effect savings plans will be mitigated by non-recurrent support.
• We are working to ensure we deliver the 14/15 target but have also received outline plans for 15/16. Detailed work is taking place to confirm
savings associated with the schemes.
•
•

2

Monitor Risk Rating
• Under the Monitor Risk Assessment Framework, the Trust scores 3.5 rounding up to 4. This denotes ‘no evident concerns’.

NEW RISK ASSESSMENT METRIC
Liquidity Rating

Capital Servicing Capacity Rating

Continuity of Service Risk Rating to 31 July 2014:

YTD

Rating

Weight

Weighted score

Target

111

4

50%

2.0

Actual

110

4

50%

2.0

Target

2.8

3

50%

1.5

Actual

3.2

3

50%

1.5

Target

3.50

Actual

3.50

Higher
score

Lower
score

n/a

0.00

n/a

2.5 x

3

Statement of Comprehensive Income
EBITDA
•

The Trust has recorded actual Earnings before Interest, Tax,
Depreciation, and Amortisation (EBITDA) of £2.7m / 3.6%, this is
on plan (£2.7m / 3.6%).

Surplus
•
•

The Trust is reporting a surplus before one-off items of £0.5m /
0.7%, which is on plan (£0.5m / 0.7%).
There is a credit in the I&E of £0.1mk related to the sale of 92
Shrewsbury Lane. For reporting purposes, this is excluded from
the monitoring of the Trust finances given its exceptional nature;
and is not included in Monitor’s risk rating.

Income
•

Income is £1.3m ahead of plan. This is due to higher than planned
Forensic and Adult MH ECR, MSK and UCC income, partly offset by
lower than expected Estates pass-through income due to lower passthrough costs.

Expenditure
•

•

•

Pay expenditure continues to be higher than plan due to increased
agency costs as shown opposite. Nurse bank and agency costs are
showing an increasing trend; this has been driven by Older People’s
Holbrook ward, Forensic implementation of Medway Prisons, Specialist
Children’s Services and high agency usage (including Medical) in the
Bevan Unit, SUSD within Adult Community. Other clinical costs have
increased due to higher use of physiotherapist agency in the Adult
Community Bexley MSK service.
There has been a focus on understanding the reasons behind all of the
bank and agency usage and a report will be presented to the
September Board. The August Executive Committee also received the
KPMG audit report on bank and agency staff.
Non-pay expenditure is £0.9m below plan due to lower than planned
project spend (offset by income) as well as central funds held and not
yet spent for cost pressures.
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Statement of Financial Position
Summary
•

•
•
•

Net assets as at the end of July stand at £158.4m, £5.9m higher than at the
end of Mar’14. This is attributable to total surplus generated (£0.7m) to July
and PDC capital funding (£5.3m ) from DH.
Cash is £84.9m, £0.5m below the year-end position.
Provisions stand at £14.6m, £3.2m of this relates to bad debt provision
which has increased by £0.7m to reflect the greater risk .
Creditors reduced by £0.5m (reduction in cash) relative to the year-end
position, partly due to payments made to HTI Healthcare Technologies in
July totalling £0.5m for the construction of Satellite Cancer Centre at Queen
Mary’s Hospital.

Cash
•
•
•
•

Total cash and short term investments was £84.9m at the end of July, £4.3m greater than June. This is due to the receipt of £5.3m PDC capital
funding in relation to the Cancer Treatment Centre, offset by a reduction in creditors.
The Trust continues to score a 4 for liquidity per Monitor’s financial risk rating.
Cash is now being invested with the government banking service and national loans fund due to the changes in the PDC calculation which came into
effect on 1 April 2013.
The Trust has not renewed its working capital facility (expired in April ’12).

5

Debtors & Payments
Debt summary
•

Total debt stands at £12.1m, £2.0m increase over June.
 £1.1m of this relates to QMH transitional funding for Q2 raised to
NHSE in July.

•

Although not >90days £1.0m of total debt relates to cash not yet received
in relation to the provisions transferred as part of the SLHT dissolution.

•

Greater than 90 days debt increased by £0.4m (now £2.9m) partly due to
£0.2m QMH drugs recharge due from Kings.

•

No major concerns regarding recoverability except where noted below.

Payments
•

The public sector payments target is that > 95% of invoices are paid
within 30 days of receipt. In July 92% by volume and 86% by value
were paid within 30 days.
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Investments
Discretionary Fund ex penditure
£3.9m has been approved to date, of which £1.7m was spent in 13/14 and £1.5m of spend is expected in 2014/15.

•

M ajor investm ent updates:
1. CAMHS: £425k investment –
• Greenwich model (4 clinical and 1 admin wte). Project is underway and
funds are being drawn down as required. Total project expenditure since
inception to £232k.
• Bromley model (2 clinical wte). Implementation remains on hold pending
discussions with the local authority.
2. OPMH HTT - £368k investment. Main investment has occurred in HTT South
(Bromley). 10 referrals accepted in June with 14 discharges. Telephone
contacts have doubled from May to June, alongside an increase of attended
contacts which reflects the acuity of the clients.
3. WAA HTT - £400k (Recurrent investment) - work continues under the AMH
re-design process to determine function, location and size of the team.
4. Corporate key schemes are on track and recently approved schemes include:
• Project manager for mobile working & self care management (£116k):
14/15 spend £56k, c/f £60k.
• Project management & deployment of managed printer services (£90k):
14/15 spend £75k, c/f £15k.
• Docman (£232k): 14/15 spend £232k.
• Digital dictation (£78k): £14/15 spend £78k.
• Trustwide recruitment advertising campaign (£55k): 14/15 spend £55k.

Estates & I T Capital
•
•

Total 2014/15 capital plan: Estates £22.5m, IT £2.5m.
Total capital expenditure to July is £3.7m, £0.6m behind plan. This is
due to slippage on schemes relative to plan including:
 £0.2m underspend on reconfiguration project at QMH of A, B, C & F
Blocks to meet service requirements and backlog maintenance.
 £0.4m underspend on Rio/Clinical Transformation projects.
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Risks
Financial risks scoring 8 or above have been included in this section, this table reflect s all updates from the July Governance Board.
Risk theme / area
(CQC Outcome)

Risk description

FN1: In order to achieve financial plan and a Monitor risk rating of 4, the Trust must deliver
Cash Releasing Efficiencies 14/15 significant cost improvements; including savings required as a result of reductions in contract
and beyond
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.
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

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.

FN5: There is a risk that external stakeholders will view the Trust’s strong cash position in a
Negative perceptions of the Trust negative light, and will ask why the cash has not been invested in services and what plans there
due to cash position
are to invest. There is a risk that commissioners will demand higher reductions in contract
values with no reduction in service levels.

Level and rating Change since
(C x L)
last review
Moderate (9)
(3 x 3)
Significant (16)
(4 x 4)
Moderate (9)
(3 x 3)
Moderate (9)
(3 x 3)

Shift towards a competitive
market environment

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

High (12)

Changes in commissioning
structures

FN8: Commissioning arrangements have changed as PCTs have been replaced by Clinical
Commissioning Groups (CCGs), led by GPs. New commissioners will have their own perceptions
of Oxleas’ services, and this may lead to negative financial consequences.

Moderate (8)

Competition for non-contracted
income

FN9:Non-contracted income maybe lost if the Trust is unable to compete with other providers.

Changes in the commissioning
structure have led to services
being commissioned from

FN19: There is a risk that the commissioning organisations do not receive sufficient funds to
fund our services, leading to either contract values being reduced or debts not being recovered.

Moderate (9)

Fraud

FN12: Systems are not always robust enough to ensure the early detection of fraudulent
behaviour. This means there is a risk that employees may be able to successfully de-fraud or
attempt to de-fraud the Trust.

Moderate (9)

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)

(4 x 3)

(4 x 2)
Moderate (9)
(3 x 3)

(3x3)

(3x3)

(3x3)
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Appendix 1 - Operational performance
Sum m ary:
•
•
•

Clinical services are underspent by £81k July YTD.
This is due to overspends in Adult MH, Older Adults and Adult Community services, offset
by underspends in Forensic Services and LD.
Corporate Services are underspent by £655k July YTD.

CREs:
•
•

The CRE target for 14/15 is £6.4m.
CREs to the value of £6.4m full year effect have been identified with an in-year forecast
saving of £5.2m.

Significant operational variances:
Adult MH:
 Community MH: overspend driven by £1.1m CRE schemes that are phased to start
during the latter part of the year. Health and social care budgets are underspending
YTD due to recruitment and lower bank and agency usage
 Inpatient, Rehab & Crisis: nursing budgets are overspent by £277k YTD due to acuity
and high activity levels reported in all boroughs. NCA income over achieved by £112k
YTD
 Oxleas liability with regards to the YTD UEA activity is 142 bed days:
YTD Occupied Bed Days - Oxleas Liability
Bexley
Bromley Greenwich
Female PICU
35
0
Male PICU
34
0
Acute
12
4
57
Total
46
39
57

Total
35
34
73
142

Older Adults: Holbrook and Oaktree wards experienced many clients on high level
observations leading to an increase in nurse bank usage (£414k YTD). Community services
are underspent (£84K) due to difficulty in recruiting high quality staff
Children & YP Services: £47k underspent, driven by staff vacancies (Universal and Health
Visitors in particular) and budgets not allocated to services. The agency staff member in the
Bexley SCS team has now left although more work on the ASD waiting lists remain.
Adult Community Services: The underlying position for the Service is a £50k monthly
overspend, due mainly to ongoing high staffing costs in the Bevan Unit, SUSD and
overspends in Bexley equipment.
Annual income associated with the rapid response plus is underachieved by £26k in the
month bringing the YTD position to £109k under recovered. This is being reviewed with the
service manager. The planned trajectory requires one admission avoidance each day to
achieve target.

Forensic & Prisons: £568k underspent due to ward vacancies and
underspends on prison contracts. Active recruitment is underway to fill these
vacancies and the impact on quality is being closely monitored.
HQ services:
 Central Income: adverse variance £213k reflecting income received but
not yet spent on various projects, in particular Forensic LPP and
Community projects.
 Material underspends driven by Estates (lower utility and reactive
maintenance charges) and HR (training underspends).
Other Corporate
 This reflects the lower than planned spend against reserves offset by a
£0.7m increase in the bad debt provision.
QMS:
 The planned QMS full year surplus is £150k (£12.5k per month).
Transitional funding of £130k has been deferred in July, bringing the total
deferral to £2.1m. This is due to a reduction in PFI costs at Greenparks
House (negotiated after the business case was submitted), unutilised
9
income contingency and earlier than planned closure of the restaurant.

Appendix 2 - Cash Releasing Efficiencies - 14/15 and 15/16 plans
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Appendix 3 – Provisions
The table below sets out the provisions that the Trust held on its balance sheet at the year end, and shows the in year movement i.e.
July 2014.

Note that this value does not tie back to the provisions figure on the balance sheet as some are held in other areas of the balance sheet (e.g.
the bad debt provision is netted off against debtors).
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Board of Directors
4th September 2014

Item
Enclosure

Agenda item

Workforce Report

Item from

Simon Hart, Director of HR & OD

Attachments

a)
b)
c)
d)

20
19a-d

Trust Workforce KPI
PDR completion by Directorate and CQC location
Safe Staffing report for July 2014
Bank and Agency expenditure paper

Summary and Highlights
The report includes the workforce KPI which has been developed to provide
directorates with a single comprehensive set of workforce data. The first page provides
a trust overview of the same information.
Sickness Absence
Sickness absence is 4.07. OPMH and Adult Community services have the highest level
of absence although OPMH has decreased significantly in month whilst Adult
Community has increased significantly.
Vacancy & Turnover
The vacancy rate has risen significantly to 13.23% (up from 10.35% in July) Adult
Community Services and Forensic and Prison services have the highest levels of
absence at 23.89% and 18.37%. Both have got worse from the preceding month, Adult
Community significantly so. The recruitment team are currently managing 493
individual vacancies. A further 78 vacancies are with finance for approval. Allied Health
professionals remain an area of significant concern as does recruitment to a number of
prison posts. Specific recruitment campaigns are planned for both in the autumn. We
are also planning a further recruitment campaign for Spanish nurses to support the
prisons contract.
PDR uptake
The trust has maintained its compliance for completion of PDRs. Currently the trust
figure stands at 88%. All directorates are compliant. Children & Young People have
achieved a 94% compliance rate.
Mandatory & Essential Skills training
All mandatory training is above the trust threshold of 80%. All essential skills areas are
above 80%.

Supervision Uptake
Performance against the trust supervision standard increased by 2% from the last
period reported and now stands at 48%
Directorate
Adult Community Services
ALD
CAMHS
Children & Young People
Corporate
Forensic & Prison
OPMH
WAA (CMHS)
WAA (IR&C)
Trust Total

% Compliance with 6 weekly
supervision
34%
58%
49%
43%
50%
49%
59%
56%
48%
48%

Disciplinary Cases
There are 25 live disciplinary cases in the trust.
3 staff are currently suspended from duty
There are 2 outstanding employment tribunals against the trust.
Safe Staffing
The monthly report for July is attached. The data demonstrates an overall maintenance
of safe staffing levels. Individual variances have been followed up by directorate
management teams.
Bank and Agency Usage
A paper outlining the initial analysis of bank and agency spend with breakdown of
usage by directorate. A more detailed analysis of spend and usage on a team by team
basis has been provided to all senior management teams to review.
An action plan is being prepared on the basis of this analysis which will be presented at
the November board.
Health Service Journal NHS Top Employers
We have been informed by the HSJ that Oxleas has been selected as one of the top
five NHS employers in the country. The full list is due for publication on 5th September
2014.
Recommendations
To Note

Domain

Indicator

4.43%

4.58%

Proportion of
Directorate's Absence

Top 3 Absence Reasons by No. Of Days Lost
1.

S10 Anxiety/stress/depression/other psychiatric
illnesses

18.39%

2.

S12 Other musculoskeletal problems

12.59%

3.

S11 Back Problems

8.70%

Jul-14

4.73%

Jun-14

Trust

May-14

Sickness Absence Rate

Apr-14

Feb-14

Mar-14

Workforce Measures - Trust
Absence

4.74%

3.90%

4.07%

Proportion of Absence by Duration

23%

22%

Long-Term
Medium-Term
Short-Term

54.70%
Long-Term
21.98%
23.32%

Sickness Absence Rates
6.00%
5.50%
5.00%
4.50%
4.00%
3.50%
3.00%

Trust

Medium-Term

55%
Short-Term

Proportion of
Directorate's Absence

Top 3 Absence Reasons by No. Of Episodes
1.

S25 Gastrointestinal problems

2.

S12 Other musculoskeletal problems

18.94%
9.56%

3.

S16 Headache / migraine

9.03%

13.23%

Permanent Staff Leavers - All Reasons
(Headcount)
Trust

26

38

24

23

69

30

Permanent Staff Turnover - All Reasons
Trust

Vacancy by Staff Group

13.50%

Jul-14

Jul-14

10.35%

Jul-14

Jun-14

10.72%

Jun-14

May-14

10.34%

####

Apr-14

10.22%

Apr-14

Mar-14

9.91%

####

Trust

Feb-14

Vacancies
(excluding seconded staff)

Feb-14

Vacancies, Leavers & Turnover

Add Prof Scientific and Technic Total
Additional Clinical Services Total

10.82%
16.09%

Administrative and Clerical Total
Allied Health Professionals Total
Estates and Ancillary Total
Healthcare Scientists Total
Medical and Dental Total

9.94%
11.65%
2.73%
25.67%
8.49%

Feb-14

Mar-14

Apr-14

####

Jun-14

Jul-14

Nursing and Midwifery Registered Total 15.83%

Permanent Staff Leavers - Voluntary
Reasons
(Headcount)
Trust

24

23

21

20

33

22

Permanent Staff Turnover - Voluntary Reasons
Trust

9.22%

Mandatory Training & PDR

1
2
3 Core
3 Specialist

Local Induction (effective: 05th Aug 2014)
Directorate
Trust

Local
Induction
Checklist
Received
29

Evidence
Outstanding
25

Grand Total Performance
54

54%

* Please note that if a shift is booked and then not needed, but is not cancelled off the system, this will be reflected in the "unfilled" figures.

Recruitment (effective: 05th Aug 2014)

Directorate
Trust

Directorate
Trust

Advert open
25

Awaiting
shortlisting for
competency test
37

Competency
test
18

Awaiting
shortlisting
for interview
47

Current Recruitment Campaigns Current Requisitions with
in the Pipeline
Finance
Number of
Number of
WTE Vacancy
WTE Vacancy
Vacancies
Vacancies
484.41
493
122.62
78

Interview
74

Preemployment
checks
125

Hired

Grand
Total

37

363

88.67%
93.67%
94.58%
91.33%
88.71%
95.62%
83.62%
94.90%

Trust

Jul-14

87.33%
93.15%
93.98%
89.85%
89.03%
95.21%
82.83%
94.33%

Jun-14

PDR
Completion

88.41%
91.99%
93.72%
87.95%
89.26%
94.04%
82.37%
94.13%

####

Jul-14

Basic Life Support
Carers & Families
Dual Diagnosis
Extended Basic Life Support
Food Safety Level 2
Mental Capacity Act Awareness
Patient Handling
Recruitment & Selection

82.54%
94.16%
93.52%
93.52%
93.47%
92.68%
91.68%
85.74%
96.03%
97.09%
90.67%
87.07%
88.99%

Jul-14

82.97%
92.89%
92.62%
93.26%
92.60%
91.67%
90.74%
83.27%
95.50%
96.26%
88.64%
83.90%
79.17%

Jun-14

82.25%
93.14%
93.28%
93.57%
92.64%
91.39%
90.72%
83.79%
95.41%
95.91%
88.41%
81.90%
84.30%

Essential Skills Training

####

Breakaway
Conflict Resolution
Equality & Diversity
Fire Safety Awareness
Health & Safety
Infection Control
Information Governance
PMVA
Safeguarding Adults
Safeguarding Children Level
Safeguarding Children Level
Safeguarding Children Level
Safeguarding Children Level

Jun-14

####

Effective: 31st July 2014

Mandatory Training

86%

88%

88%

PDR Compliance by Directorate 31 July 2014

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

Compliant (green
Required (red) Current Compliance (%)
or amber)
117
15
89
469
92
84
137
25
85
570
36
94
343
36
91
333
52
86
270
29
90
396
61
87
383
49
89
3018
395
88

Previous Position
(30/06/14)
90
81
88
94
91
86
85
86
91
88

PDR Compliance by Location 31 July 2014

CQC Location
277 151-153 Lodge Hill ACS
277 181 Lodge Hill
277 512 NCATS
277 Atlas Hse
277 Banbury Hse
277 Barefoot Lodge (CMHS)
277 Bevan Unit
277 Bexleyheath Centre
277 Bracton CPN Tm
277 Bracton MSU
277 Corporate Services
277 Estates
277 Green Parks (CMHS)
277 Green Parks (IR&C)
277 Green Parks House OAA
277 HR & Development
277 Hazelwood and Greenwood
277 Highpoint House
277 Highpoint House ACS
277 Highpoint House CYPS
277 Ivy Willis (IR&C)
277 Market Street
277 Memorial (CMHS)
277 Memorial (IR&C)
277 North Hse
277 Nursing & Clinical Governance
277 Oaktree Ldge
277 Oxleas House (OAA)
277 Oxleas House - (CMHS)
277 Oxleas House - (IR&C)
277 Quality & Pharmacy
277 Queen Marys SCS CYP
277 Somerset Villa (CMHS)
277 Somerset Villa (IR&C)
277 Step Up Step Down
277 TOPS and Tall Trees
277 The Source
277 Wensley Close
277 Woodlands (CMHS)
277 Woodlands (IR&C)
277 Woodlands - OAA

Compliant (green
or amber)

Required (red)

Current
Compliance (%)

Previous Position
(30/06/14)

76
255
1
44
249
19
32
153
58
228
122
81
3
101
54
49
46
137
59
450
34
22
136
33
12
35
22
20
1
109
56
104
5
16
21
73
4
16
2
59
21

30
39
0
8
39
0
2
14
19
25
23
0
1
20
3
3
8
25
17
36
1
1
14
5
1
8
3
0
0
11
2
0
4
0
3
7
0
0
3
11
9

72
87
100
85
86
100
94
92
75
90
84
100
75
83
95
94
85
85
78
93
97
96
91
87
92
81
88
100
100
91
97
100
56
100
88
91
100
100
40
84
70

70
85
100
92
86
100
97
90
79
88
88
99
50
88
77
92
89
88
73
93
94
96
90
95
92
84
88
100
100
95
91
100
44
100
91
89
100
94
40
82
60

Oxleas NHS Foundation Trust July 2014

This Month
Registered Nurses
Fill rate - wards reporting an occasion of
staffing shortage within the month

Total Wards
Day wards registering a shortage
Day % wards registering a shortage
Night wards registering a shortage
Night % wards registering a shortage

Trust Target

Trust Actual

Adult Community

30
8
27%
4
13%

tbc
tbc

Adult Mental Health and
Learning Disabilities

2
2
100%
1
50%

Children & Young People

15
3
20%
2
13%

1
0
0%
0
0%

Forensic &
Persons

8
3
38%
0
0%

Older Adults

4
0
0%
1
25%

The National Quality Board (NQB) document “How to ensure the right people, with the right skills, are in the right place at the right time” (November 2013)
set out expectations for providers of NHS services. Expectation 7 includes the requirement for boards to receive monthly updates on workforce information,
including the number of actual staff on duty compared to the planned staffing level (day and night and registered and care staff), reasons for any gaps and
actions taken to address these and impact on key quality and outcome measures. A more detailed Board Report is required 6 monthly and this will be
included in Q1 and Q3 reporting.
NHS England have subsequently provided further information and a monthly UNIFY submission to record the 'fill rate' has been developed. In addition to this
submission Trusts must publish actual v planned fill rates on a ward by ward basis on their webwards with a link to this from the NHS Choices website. The
Board can receive monthly exception reports, providing the full information is published.
This month - Of the 30 wards providing in-patient services 10 wards reported an occasion of registered nurse staffing shortfall and 23 wards a care staffing
shortfall. The graphs provide the 'fill rate' for those teams reporting less than 100%, by staff group and time of day and also 'fill rate' per clinical speciality as
recorded on UNIFY. The table on the left provides a summary of Directorate and Trust performance.
The exception report for each of these clinical teams outlining the reasons for the shortfall are included overleaf.

Care Nurses
Fill rate - wards reporting an occasion of
staffing shortage within the month

Total Wards
Day wards registering a shortage
Day % wards registering a shortage
Night wards registering a shortage
Night % wards registering a shortage

This Month
Trust Target

Trust Actual

Adult Community

30
20
67%
6
20%

tbc
tbc

Adult Mental Health and
Learning Disabilities

2
1
50%
1
50%

Children & Young People

15
11
73%
1
7%

1
0
0%
1
100%

Forensic &
Persons

8
5
63%
3
38%

Night Registered Nurses - Fill rate - sites registering less than
100%

Day Registered Nurses - Fill rate - sites registering less than
100%
Older Adults

4
3
75%
0
0%

100%

100%
90%
80%
70%
60%
50%
40%

90%
80%
70%
60%
50%
40%

Fill Rate - By Directorate
107%

106%

108%

Day Care Nurses - Fill rate - sites registering less than 100%

103%

96%

Adult Community

Children & Young People

Forensic & Persons

Older Adults

Adult Mental Health and
Learning Disabilities

100%
90%
80%
70%
60%
50%
40%

Night Care Nurses - Fill rate - sites registering less than
100%
100%
90%
80%
70%
60%
50%
40%

Oxleas NHS Foundation Trust

Site Name

Ward Name

Unify Speciality

Average fill rateregistered nurses
(%) Day

Average fill rate care staff (%) Day

Average fill rate registered nurses
(%) Night

Average fill rate care staff (%) Night

Reason for shortfall

Impact on quality of
care or safety

Adult Community
Bevan Intermediate Care Unit

Bevan Unit

314 - Rehabilitation

91.4%

90.6%

100.0%

101.6%

Bed Occupancy Lower - No significant shortages overall

Step Up, Step Down

SUSD/Neuro/Chislehurst

314 - Rehabilitation

92.7%

108.1%

79.1%

97.7%

Bed Occupancy Lower - No significant shortages overall

Adult Mental Health and Learning Disabilities

NONE
NONE

Barefoot Lodge

Barefoot

710 - Adult Mental Illness

82.8%

86.5%

122.7%

126.8%

In some days worked with less than 4 staff on shift as unable to fill from bank.
Difficulty booking HCA on bank and covering HCA with RMN where possible. Ward Manager also coming in to cover shifts.

Goldie Leigh

Atlas House

700- Learning Disability

119.0%

101.7%

101.6%

126.2%

MDT decision to increase level of observations - extra staff booked because of risk posed by patient (aggression to others).

Green Park's House

Betts

710 - Adult Mental Illness

98.2%

96.6%

120.1%

109.7%

Extra RMNs booked for ward round and ECT. Extra HCA booked for sleepovers to older adults wards
Difficulty booking HCA on bank and covered with RMN

Green Park's House

Goddington

710 - Adult Mental Illness

102.6%

104.7%

109.1%

112.9%

Supernumerary new HCA's but shows on ward numbers. Increased levels of observation at the PRUH, booked RMN & HCA to cover. Booked HCA for 9-5 activities.

Green Park's House

Norman

710 - Adult Mental Illness

104.3%

91.5%

96.9%

112.8%

Increased levels of sleep overs on older adult wards booked extra HCA

Ivy Willis

Ivy Willis Closed

710 - Adult Mental Illness

117.5%

102.4%

101.8%

113.4%

Supernumerary new HCA staff but shows on ward numbers
Observation of patient in general hospital covered by both extra RMN and HCA.

Ivy Willis

Ivy Willis Open

710 - Adult Mental Illness

110.7%

89.7%

101.8%

106.7%

Increased levels of observations. Supernumerary RMN at the beginning of July shows on ward numbers. Using RMN to fill HCA underfill but this is not extra shifts.

North House

North House

710 - Adult Mental Illness

153.9%

96.2%

102.9%

110.2%

1 RMN supernumerary for the month due to HR procedures

Oxleas House

Avery

710 - Adult Mental Illness

119.0%

67.4%

103.0%

110.0%

Used a band 2 to cover activity co-ordinator vacancy. Using RMN to cover HCA as not able to get HCA on bank. One part time HCA vacancy to be left vacant (0.5) Bank HCA booked for night shift for sleepovers.

Oxleas House

Maryon

710 - Adult Mental Illness

110.6%

84.9%

102.1%

98.1%

Working with three RMNs on shift as part of rota – this is not bank, increased skill mix
1 vacancy for HCA - difficulty obtaining HCA on bank - usually replaced by RMN Extra RMNs booked on bank for escorts for two detained patients.

Oxleas House

Shrewsbury

710 - Adult Mental Illness

120.0%

86.0%

107.9%

101.0%

Extra RMN's for Ward round, difficulty booking HCA's on bank therefore covering with RMN's. Increased levels of observation

Oxleas House

Tarn

710 - Adult Mental Illness

134.8%

75.4%

116.4%

112.5%

Patient in QEH for most of the month on 1:1 observation with RMN
Main door to ward broken and extra staff booked for a couple to days to ensure security whilst door was fixed.

NONE

Somerset Villa

Somerset Villa

710 - Adult Mental Illness

103.8%

59.4%

102.0%

101.3%

HCA on jury service and not replaced for 2 weeks: WM covered shift instead of bringing in extra staff
Emergency leave for staff: unable to find cover from HCA on the bank

NONE

Woodlands

Lesney

710 - Adult Mental Illness

100.8%

97.2%

115.1%

173.2%

Increased levels of observations. Booking extra RMN's for DSN. High numbers of sleepovers with extra patients on ward so booked extra staff to cover

Woodlands

Milbrook

710 - Adult Mental Illness

96.6%

114.7%

98.8%

121.3%

Increased levels of observations. Extra staff booked for assessment of new patients. Extra RMN booked for Ward Round. High numbers of sleepovers with extra patients on ward

Bluebell House

420 - Paediatrics

111.0%

101.3%

139.3%

79.1%

Registered staff covered unregistered staff

Bracton

Burgess

712 - Forensic Psychiatry

92.6%

119.7%

113.0%

125.9%

No significant shortages or incidents of staff working below threshold

Bracton

Crofton

712 - Forensic Psychiatry

101.6%

89.0%

155.0%

77.5%

Registered staff covered unregistered staff

Bracton

Danson

712 - Forensic Psychiatry

124.0%

94.6%

100.1%

101.7%

No significant shortages or incidents of staff working below threshold

Bracton

Heath

712 - Forensic Psychiatry

103.4%

130.7%

125.9%

88.8%

No significant shortages or incidents of staff working below threshold

Greenwood

Hazelwood

712 - Forensic Psychiatry

99.6%

97.1%

100.0%

104.7%

No significant shortages or incidents of staff working below threshold

Hazelwood

Greenwood

712 - Forensic Psychiatry

113.6%

137.9%

134.7%

109.6%

No significant shortages or incidents of staff working below threshold

Joydens & Birchwood

Birchwood

712 - Forensic Psychiatry

121.8%

83.6%

103.4%

103.0%

No significant shortages or incidents of staff working below threshold

Joydens & Birchwood

Joydens

712 - Forensic Psychiatry

93.0%

95.1%

109.7%

95.3%

No significant shortages or incidents of staff working below threshold

Green Park's House

Scadbury Ward

715 - Old Age Psychiatry

102.8%

94.6%

103.0%

107.9%

Additional staff booked for escorts. Reg. nurses covering Care Staff shifts when Care Staff not available.

Memorial Hospital

Oaktree Lodge

715 - Old Age Psychiatry

121.1%

97.8%

108.2%

129.8%

Additional staff booked for high levels of acuity. Reg. nurses covering Care Staff shifts when Care Staff not available.

Oxleas House

Shephedleas Ward

715 - Old Age Psychiatry

100.2%

95.3%

98.2%

102.7%

Occasional non-availability of Care Staff covered by Reg. nurses or manager.

Woodlands

Camden / Leyton Ward

715 - Old Age Psychiatry

109.4%

110.1%

151.8%

112.4%

Additional staff booked for high levels of acuity

Children & Young People
1 Wensley Close

Forensic & Persons

Older Adults

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

NONE
NONE
NONE
NONE
NONE
NONE
NONE
NONE
NONE
NONE
NONE

NONE
NONE

NONE

NONE
NONE
NONE
NONE
NONE
NONE
NONE
NONE

NONE
NONE
NONE
NONE

Fill rate indicator return
Staffing: Nursing, midwifery and care staff
Please provide the URL to the page on your trust website where your staffing information is available
(Please can you ensure that the URL you attach to the spreadhsheet is correct and links to the correct web page)

www.oxleas.nhs.uk/safestaffing

Only complete sites your
organisation is
accountable for

Day

Main 2 Specialties on each ward

Ward name
Specialty 1

Crofton
Burgess
Danson
Heath
Joydens
Birchwood
Hazelwood
Greenwood
Oaktree Lodge
Scadbury Ward
Shephedleas Ward
Camden / Leyton Ward
Bluebell House
Atlas House
Avery
Barefoot
Betts
Goddington
Ivy Willis Closed
Ivy Willis Open
Lesney
Maryon
Milbrook
Norman
North House
Shrewsbury
Somerset Villa
Tarn
Bevan Unit
SUSD/Neuro/Chislehurst

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

Specialty 2

Night

Registered midwives/nurses

Care Staff

Day

Registered midwives/nurses

Night

Care Staff

Average fill
Average fill
rate rate Average fill
registered
registered
rate - care staff
Total monthly Total monthly Total monthly Total monthly Total monthly Total monthly Total monthly Total monthly nurses/midwiv
nurses/midwiv
(%)
planned staff actual staff planned staff actual staff planned staff actual staff
planned staff actual staff
es (%)
es (%)
hours
hours
hours
hours
hours
hours
hours
hours
1432.5

Average fill
rate - care
staff (%)

1087.5

967.75

290.625

450.39

581.25

450.39

101.6%

89.0%

155.0%

77.5%

967.5

896

1102.5

1319.88

290.625

328.34

581.25

731.94

92.6%

119.7%

113.0%

125.9%

1020

1264.67

1102.5

1043.25

290.625

290.78

581.25

591.25

124.0%

94.6%

100.1%

101.7%

1065

1101.5

1102.5

1440.5

290.625

365.9

581.25

516.14

103.4%

130.7%

125.9%

88.8%

1035

962.42

1102.5

1048

290.625

318.95

581.25

553.7

93.0%

95.1%

109.7%

95.3%

450

548.25

662.5

553.75

281.25

290.78

281.25

289.78

121.8%

83.6%

103.4%

103.0%

1456.08

1410

1405

1087.5

1056

290.47

290.47

581.25

608.74

99.6%

97.1%

100.0%

104.7%

802.5

911.75

1087.5

1500.09

215.625

290.47

581.25

636.85

113.6%

137.9%

134.7%

109.6%
129.8%

982.5

1189.67

1395

1364

581.25

628.77

581.25

754.59

121.1%

97.8%

108.2%

1132.5

1164.43

1162.5

1099.35

581.25

598.5

290.625

313.5

102.8%

94.6%

103.0%

107.9%

1087.5

1090

1162.5

1108

581.25

571.03

290.625

298.33

100.2%

95.3%

98.2%

102.7%

1297.5

1418.87

2790

3070.57

581.25

882.12

1743.75

1959.76

109.4%

110.1%

151.8%

112.4%

572

634.67

703

712.18

260

362.25

240

189.75

111.0%

101.3%

139.3%

79.1%

930

1107

1860

1890.75

290.625

295.25

581.25

733.5

119.0%

101.7%

101.6%

126.2%

1072.5

1276.25

930

626.5

581.25

598.5

290.625

319.75

119.0%

67.4%

103.0%

110.0%

930

769.75

900

778.5

281.25

345

562.5

713

82.8%

86.5%

122.7%

126.8%

1102.5

1082.5

930

898.5

581.25

698.13

290.625

318.96

98.2%

96.6%

120.1%

109.7%

1065

1092.5

930

973.5

581.25

634.25

290.625

328.07

102.6%

104.7%

109.1%

112.9%

918.75

1079.56

780

798.52

562.5

572.48

281.25

318.95

117.5%

102.4%

101.8%

113.4%

918.75

1017.27

780

699.27

562.5

572.48

281.25

300.17

110.7%

89.7%

101.8%

106.7%
173.2%

1020

1028.48

930

903.5

581.25

668.88

290.625

503.44

100.8%

97.2%

115.1%

1027.5

1136.25

930

790

581.25

593.5

290.625

285

110.6%

84.9%

102.1%

98.1%

1065

1029.15

930

1066.75

581.25

574.48

581.25

704.98

96.6%

114.7%

98.8%

121.3%

1035

1080

930

850.5

581.25

563.09

290.625

327.89

104.3%

91.5%

96.9%

112.8%

450

692.5

615

591.5

281.25

289.5

281.25

310

153.9%

96.2%

102.9%

110.2%

1020

1224

930

799.5

581.25

627

290.625

293.5

120.0%

86.0%

107.9%

101.0%

532.5

552.71

930

552.5

290.625

296.5

290.625

294.5

103.8%

59.4%

102.0%

101.3%

1020

1375.17

1395

1052.5

581.25

676.45

581.25

653.93

134.8%

75.4%

116.4%

112.5%

1395
1860

1275
1725

1770
2325

1604.5
2513.5

1023
930

1023
980.5

682
930

693
909

91.4%
92.7%

90.6%
108.1%

100.0%
105.4%

101.6%
97.7%

Trust Bank and Agency Expenditure
Introduction
The board has noted a considerable increase in bank and agency expenditure since
November 2013. The current monthly spend on bank and agency is £2.1m with a
forecast expenditure at year end of £23m. This paper sets out some of the
underlying reasons for this spend, along with recommendations for consideration by
the executive to reduce this spend. A recent audit of the booking of bank and agency
staff conducted by KPMG only gave partial assurance to trust processes indicating
that there is potential for reducing expenditure in this area.
Analysis
The overall trust bank and agency usage for the last 12 months along with individual
directorate usage are attached to this report.
Data will be provided by senior finance managers to each service directorate which
gives a much more detailed level of analysis and explanation of bank and agency
expenditure at an individual cost centre and profession level.
Acuity
High levels of patient acuity (as demonstrated within the Safe Staffing Data) have
contributed to high levels of demand for temporary resources. High numbers of
patients on observation have led to extra demand for temporary staff. Holbrook ward
has for example had up to 10 patients on 1-1 observation on occasion.
Additional Activity
Additional pieces of work such as the provision of the Urgent Care Centre Paediatric
Assessment unit have necessitated the use of additional agency staff beyond that
which was additionally planned.
Contract Mobilisation
Significant amounts of Bank and Agency expenditure have been incurred to support
the mobilisation of new contracts. The contract start date usually negates the
opportunity to undertake a planned recruitment of new staff and agency costs are
usually incurred from day one until permanent recruitment is achieved.
Vacancies
Vacancy rates are influenced by regular turnover, organisational change and the
mobilisation of new contracts.
There is an unprecedented level of recruitment within the trust, nearly 500 vacancies
are currently being processed by the recruitment team within HR.
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A trust wide marketing campaign was undertaken during the spring of 2014. The
objectives of this were to raise the profile of the trust as an employer of both mental
health and adult community services and to advertise specific vacancies. A
campaign along similar lines is being planned for AHP therapists in the autumn of
this year. A further campaign to recruit to Nursing and Pharmacy posts within
prisons is also underway across Kent using some of the advertising visual media
developed for the first campaign.
The evidence suggests that the recruitment market is becoming more difficult in our
traditional hard to recruit areas, and in a number of specialist areas the dependency
upon expensive agency supply is still in evidence where particular skills gap exist.
The trust remains committed to its starting salaries policy but has in recent years
embraced financial incentives to attract and retain hard to fill posts. This has seen
variable success rates.
Recruitment Timescales
The recruitment time frame is approximately 18 weeks. Changes to the recruitment
process are being implemented in line with NHS employer / CQC guidelines that aim
to reduce the length of time to recruit. This will continue to be monitored as part of
the workforce KPI’s. Reduction in time to recruit will support the reduction in bank
and agency usage.
Effective Rostering
E roster highlights inefficiencies in the use of staffing at a ward level. Poor spread of
annual leave over the financial year can lead to excessive annual leave being taken
in March with consequent impact on bank and agency usage. There is also evidence
of considerable disparity in ensuring that staff are rostered for all of their contracted
hours before working bank shifts on the same unit. The roster KPI is being trialled
with Adult Mental Health services. It will highlight to management teams areas of
poor rostering practice.
Booking of temporary staff
The KPMG audit found weaknesses in the controls around the booking of bank and
agency staff. This included some wards going directly to agencies or bank staff to fill
shifts rather than going via the temporary staffing team. The audit also identified that
a “more fundamental change is required to ensure that wards and clinical staff have
the confidence that their resource requests will be filled by the Temporary Staffing
team and to make the process for booking staff as simple as possible and that a
process for escalating urgent resource needs should be established to ensure that
the temporary staffing team can be clear on which are the highest priority shifts to
fill”. On the basis of the KPMG recommendations the Resourcing Manager will be
conducting a full review of existing temporary staffing processes and the service
provided by the team.
2

Bank Pay Rates
The Oxleas internal bank has always been viewed as the preferential method of filing
staffing gaps for both short and medium term vacancies. The pay rate for the bank is
currently fixed to the points 1-3 of the relevant pay scale. This pay rate is the same
as that offered by NHS Professionals and was agreed in 2008. There is a concern
that this is inhibiting substantive staff on the bank undertaking bank work because
they feel that they are undertaking this additional work at a reduced financial rate to
the day job.
Conclusion
The increase in use of bank and agency is not sustainable against current and future
budgets. Action to address the increased usage will require a coordinated response
from both Corporate and Service Directorates. The following table sets out a number
of proposed actions for consideration by the executive.
Recommendations
1

Description
Responsibility
Review of local controls on the booking of bank Service Directorates
and agency

2

Improve rostering practice to ensure more
efficient deployment of staff (eg annual leave
usage)

Service Directorates
E-Roster team

3

Review of authorisation of rosters to ensure
that inefficient rostering is challenged locally

Service Directorates
E-Roster team

4

Review local expenditure data to understand
i)
location of spend
ii)
reason for spend
iii)
understanding where and why spend
is greater than funded establishment

Service Directorates
Finance Department

5

Review of safe staffing data to establish correct Service Directorates
ward establishment
Nursing & Governance

6

Review processes and resource allocation
within temporary staffing in line with KPMG
recommendations.

HR department

7

Review Bank Pay rates to assess potential to
change rates to encourage more bank usage

HR department
Finance department

8

Wider application of incentive payments to
attract and retain applicants.

Service Directorates
HR department

9

More flexible approach to starting salaries to

Service Directorates
3

attract applicants

HR department

10

Where appropriate increased overview of
recruitment by professional leads to retain
offered applicants who may want to withdraw /
decline job offers.

Heads of Profession
HR department
Service Directorates

11

To develop and test concept of professional
recruiters within individual professions

HR department

12

To run further bank recruitment campaigns

HR department

13

Review “offer “ for Bank staff, access to
supervision, appraisal and development

Nursing & Governance
HR department

14

Further exploration of international recruitment
solutions for qualified and unqualified roles.

Service Directorates
HR department

4

Acute Bank and Agency Spend
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