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115th Meeting of the Board of Directors
Thursday 6 April 2017 - Maple Room, Pinewood House
Board of Directors
Andy Trotter
Steve James
Jo Stimpson
Stephen Dilworth
Yemisi Gibbons
Seyi Clement
Ben Travis
Helen Smith
Jane Wells
Simon Hart
Ify Okocha

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

In attendance
Michael Witney
Susan Owen

Director of Therapies
Risk Manager (Minutes)

Members of the Council of Governors in attendance
Fola Balogun
Service user/care: Children’s
Action
1

Apologies for absence and declarations of interest
• James Kellock, Non-executive Director
• Jazz Thind, Director of Finance
• Sally Bryden, Trust Secretary and Associate Director of Corporate Affairs
Conflicts of interest – SJ said that the Board should be aware of joint commissioning arrangements
under the new Bexley Care directorate, with regard to his role at Avenues Trust. It was noted that the
commissioning entity will still be London Borough of Bexley.

Noted

2

Minutes of last meeting
• Page 1 – Judith Edwards from the CQC was in attendance.
• Page 7 – Clarify that healthcare staff were not directly affected by the riot at HMP Swaleside. The
trust recognises the need to monitor this and provide support to staff.
• Page 8 – Remove the name of the preferred bidder from the minutes as this information should not
be in the public domain.
Pending these amendments, the minutes of the meeting on 2 March 2017 were approved as an
accurate record.
In response to a query from a governor, AT said that any alterations to draft minutes were discussed
openly and that any changes related to factual accuracy only.

Approved

3

Matters arising from the minutes of the last meeting
Noted
Page 6 – quality update: 826 patients waited over six weeks (33% ACS, 9% AMH, 53% CYP and 5%
OPMH). The majority of patients waiting six weeks and over are within the MSK ICATS and the Health
Visiting teams. This information is to be shared with the directorates for further analysis. This level of
detail to be included in future quality reports.
Page 5 – quality update: A Restrictive Practice Group has been established as a sub-group of the Safety
Group. This will have oversight of monitoring and learning from incidents of prone restraint. SH said
that training will be delivered on a team by team basis. Prone restraint is used minimally and only in
exceptional circumstances.
Page 4 – vacancies: There has been no response from the Ministry of Justice. We are pursuing working
more closely with Central and North West London NHS Foundation Trust. BT said that there is pressure

Page 1 of 10

Action
to reduce vacancies in prison healthcare and this is recognised as a national issue
Page 3 – integrated dashboard: An update on capturing the patient journey in the RTT report will be
reported to a future Board.
Page 1 – matters arising: It was noted that practical completion of the Cancer Treatment Centre and
the Kidney Treatment Centre has been achieved and the buildings have been formally handed over to
GSTT.
Page 6 – NE report: The estimated publication date for the NHSE independent inquiry is end of May
2017. BT, JW and EZ have met with those affected and representatives of 100 Families. This was a
constructive meeting and a further meeting will be held next month. The trust recognises the
importance of having open conversations and learning lessons from the report.
SJ – A governor has raised a query regarding CAMHS patients waiting over three months. The
dashboard report shows that progress has been made, can this be checked?
MW – The dashboard indicator is referral to treatment times, which is a different indicator to waiting
times.
YG – How is minimal use of prone restraint defined?
IO – Incidents are reported on Datix and reviewed in teams
AT – In response to feedback from a governor, we should explore opportunities to raise the profile of
the ECT suite at the Woodlands Unit.
4

Board Assurance Framework
The Board Assurance Framework was noted. Risk issues will be discussed under the relevant agenda
item.
JS – It would be helpful if the findings of the KMPG audit of lone working could be reflected here. How
are we assured that we are complying with acting on the findings of ligature audits?
JW – This is checked through ward managers and will be included on the Head of Nursing workplan.
BT – This can also be checked through the assurance visits undertaken by MW.
AT – Who oversees the action plan for the Bracton Centre incident?
BT – This is through the service director and also through MW’s visits.
AT – Has there been any resistance to the changes?
BT – Staff have welcomed the changes and have said that they feel safer as a result. There is some
work to be done to finalise the catering arrangements.
SH – As part of the training plan, we will also raise awareness of our expectations for the storage of
property belonging to staff.

5

Chief Executive update
Noted
CQC inspection: The draft report will be presented to the CQC internal quality group on 13 April and
we expect to receive this for factual accuracy checking week beginning 17 April. We hope to receive
the final report by mid-May so that it can be included in the 2016/17 Quality Accounts. We anticipate
that forensic services will be visited towards the end of Summer 2017. The new CQC inspection regime
will be more focused and intelligence led. We can expect three core services to be inspected each year
and ratings to be published annually.
Borough structures: The new borough structure took effect from 3 April 2017. Bexley Care is led by
Tom Brown, Bromley Adult Services by Estelle Frost and Greenwich Adult Services by Iain Dimond. The
service director for Forensic and Prisons Services is Keith Soper. There have been no senior
management changes in the CYP directorate. There are some trustwide services, such as Holbrook
Ward. All ALD services are being managed from Greenwich and volunteer services from Bromley. The
process for appointing to senior management teams and clinical director roles is almost complete. The
next steps will be to build relationships and establish clinical reference groups. We will need to ensure
consistency in certain areas, such as application of the Mental Health Act.
JW – Lisa Moylan is working on a plan for this.
SD – It would be useful if this could include an overview of changes to the Act.
BT – The main risk going forward is achieving CREs.
AT – How will we ensure conformity?
IO – This will be through professional leadership and supervision. The challenge will be to ensure
consistent practice, whilst allowing innovation. This will be considered in line with clinical reference
groups.
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JW – For example, for End of Life Care, we will build on the structures already in place.
SJ – Suicide prevention is another area where we can do this. Who will review local work to check
conformity?
IO – There is a trustwide suicide prevention group and this will continue.
SJ – Who challenges the methodology used locally?
MW – This will be though clinical lead and clinical directors.
SD – It would be useful to see the structure chart for the new borough services.
BT – This will be circulated once all appointments have been finalised
South London Forensic Partnership: The partnership is now live. Consultant psychiatrists are very
engaged with this and are looking forward to the opportunity to shape the pathway. BT will continue
to the senior responsible officer for the project.
Bromley Community Services bid: The trust agreed to proceed with the bid. We are now in the
evaluation phase and expect the final decision to be made in May, with an announcement in June. The
interviews for the Bromley 0 – 4 service took place today and the decision will be made in June. AT
formally thanked the bids team and colleagues for their work on preparing for the tender.
Events: The Staff Award Ceremony on 9 March was a positive event and separate arrangements will be
made for long service awards for those not able to attend the event. The Quality Improvement event
on 29 March was well attended. This is the start of our journey towards a QI programme, with a plan
to launch this in September 2017. The Annual Members Meeting is planned for 9 September 2017
and this will be combined with a centenary event for Queen Mary’s Hospital.
6

Integrated Dashboard
Noted
Item 6 – Percentage of patients whose friends and relatives were involved in discussions about their
care: Whilst the score has decreased slightly for February, MW said that this has improved in March
2017.
Item 14 – Fit for discharge: This is a new metric which give a more meaningful measure than relying on
delayed transfer of care alone. JS said that it would useful to see the borough split. HS said that this
would be included in future reports.
Item 24 - Adult Community Intermediate Care Bed Occupancy: This is over the 95% target due to
pressure in acute trusts and is not impacting on quality of care.
Item 41 – MHA s132 explanation of rights: This has been over 90% for two months and performance
issues continue to be addressed on an individual basis.
Item 46 - MH CPA Service user reviews after 6 months: Work continues to ensure that these take
place.
Item 51 – Supervision: The target of 80% has been achieved for two consecutive months, which
indicates that this is becoming more embedded.
YG – Has reporting on 4 Must Dos - family and carer supported (item 7) stopped because it has been
replaced by item 6?
HS – Yes, item 6 is the new indicator.
SH – The construct for publication of staff roster six weeks in advance of shifts (item 49) has been
approved and will be included in future reports.
JS – For 48-Hour Post-Discharge Follow-up (item 27) what is a non-fault breach and do we check that
follow-up is recorded in the right place in RiO?
IO – A non-fault breach is where the clinician had done everything possible to follow-up the patient
based on the information given to us on discharge, but has not been able to make contact.
JS – Should they be excluded from the report?
IO – This Board had previously agreed to include them.
SJ – These are patients who may have transferred out of area or were at a different address to the one
they gave, not patients who have refused follow up.
JS – We should have an explanation of the exceptions.
IO – This detail is given to the Quality Committee.
JS – What is meant by item 40 being re-issued? (% estimated date of discharge entered within 24
hours)
HS
BT – This will be followed up outside the meeting.
Referral to treat timescales
In adult community health services, there were nine CASH breaches in February 2017 and all patients
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now have an appointment booked. In adult mental health, the trend is improving.
SJ – If demand has increased, we need to address this with commissioners.
HS – The population is increasing. Bromley is the main area of concern.
JS – Are referrals mostly from GPs?
HS – We can look at referral patterns.
MW – 90% of patients are seen within 18 weeks.
Safe staffing
Staffing data is collected on a daily basis. The bi-annual safe staffing report will be presented to the
May meeting of the Board of Directors. The trust has decided not to proceed with the SafeCare
module on e-roster.
JS – Are there any issues with safe staffing?
JW – There are no safety issues but we cannot always consistently cover all shifts.
YG – Could there be problems that we are not aware of?
JW – Staff are diligent about reporting concerns.
SC – Will the rostering KPI make a difference?
SH – This will tell us how efficiently we are using resources. It is an indication of management quality
rather than clinical quality.
JW – The KPI will help us to understand efficiency.
Vacancies
Positive progress is being made and retention has improved. The trust is working with SLAM and
SWLSTG to develop retention initiatives. There is a risk of industrial action in light of the 1% payrise,
but new legislation on the voting threshold for union ballots may have an impact on this. The HR
directorate will work with services to develop alternative approaches to recognition and reward. Other
trusts are considering alternative payscale offers similar to our own scheme, so we may be in a position
to review this later in the year.
7

Operational Performance Report
Noted
The OPMH directorate have worked hard to fill vacancies. For ACS, the financial position remains
challenging. Whilst the service overspends in November and December broadly matched the
unachieved CRE, the January position deteriorated, albeit not back to levels seen in Quarter 1. A
significant factor is the higher use of agency staff in January and the pay enhancements offered to our
substantive staff to work bank shifts, although costs may have been even higher if we had used agency
staff. AMH financial recovery meetings continue with modern matrons and ward managers, and
progress is monitored by the Directorate financial recovery plan group. In ACS, we made a
commitment to achieve 95% of patients waiting less than 13 weeks from referral to first treatment and
this has been achieved for 97%. The average wait for people on our waiting list is three weeks and
three days. CAMHS reported RTT performance was lower than the target of 95% for the previous four
months, although actual performance was higher than the target; the difference between reported and
actual was accounted for in variances in recording practice – this has now been addressed directly with
clinicians and for February, we are reporting 100%. The Trust is working with Birch Collaboration to
review acute mental health care pathways through a quality improvement and innovation programme.
Greenwich and Bromley CCGs are undertaking their own mental health review to seek assurance on
value for money. Significant progress has been made in the ward environment and key bed
management priorities, evidenced by a range of improved KPIs. UEA usage has risen significantly since
the opening of the ELFT beds in Sept 16, and introduction of the bed management rules. The preadmission suite (PAS) has seen 32 (to be verified) patients since it opened and the average waiting time
for a bed is four hours. The PAS will be formally reviewed in May 2017. The recommendations from
the safe staffing review at the Bracton Centre were approved in March, leading to an additional £350k
investment in staffing. The staffing position in prisons healthcare is improving.
SH – HMP Rochester is to be closed for re-furbishment and we will look to re-deploy healthcare staff.
SC – Will the IR35 rules impact on medical posts?
SH – There is a risk to the provision of locum medical staff as a result of these rules. We will need to
balance ensuring medical cover against increased costs.

8

Quality Committee Report
The March meeting of the Quality Committee received a report from the Adult Mental Health
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directorate. Good progress is being made with reducing suicides and responding to complaints within
30 days. Prone restraint will be reported to the Quality Committee at future meetings. Assurance
that CREs do not impact on quality will be reported to the Quality Committee. An awayday is to be held
to review the role of the Quality Committee, including frequency and timing of the meetings.
Overview
Throughput remains similar to previous months. There has been a higher patient feedback response in
February 2017. There has been one serious incident (fractured neck of femur on Meadowview). In
February 2017, 2842 patients were seen within two weeks. Patients seen as a proportion of caseload is
lower in forensic services as patients are not seen every month.
Objective 1 – patient promise
In February 2017, 94% of patients had their family involved, based on responses from 157 patients. In
March 2017, the figures are 98% from 240 respondents. Adult mental health services have put
considerable effort into achieving the 30 day timescale for responding to complaints. The FFT scores
for mental health services are 86% and for community health, 87%. Oxleas performs well compared to
other trusts.
Objective 2 – family and carer involvement
The carers’ survey achieved a response rate of 31% and was generally very positive. Areas for
improvement are being invited to attend a meeting with Oxleas staff, being asked to contribute to the
care plan and having a telephone number to contact Oxleas out of hours.
Objective 3 – personalised care planning
The care planning audit results found that involving patients in their care was the main area for
improvement. The action plan includes sharing the results of the audit, training teams, spot check
audits and a full re-audit in September 2017.
JS – Where do we set out expectations for team leaders?
IO – The audit tool sets out the areas of focus.
SJ - This must be centrally driven.
BT – The executive team has a focus on this. It is a high priority to evidence progress.
HS – This needs to be clear on the job plan for team leaders.
IO – We need to understand where and why this is not happening and respond to this.
JS – Staff need to be aware of how important this is.
YG – How can we ensure that appraisals are effective if individuals are not aware of the standards?
HS – There is a distinction between professional standards and tasks or actions. Introducing specificity
would be helpful.
JW – Expectations are set out in job descriptions. We need to use the QI programme to change the
culture. There is some research that suggests that allowing patients access to the care plan system
drives improvement.
SD – Do we get feedback from referrers on the standard of discharges?
IO – We have undertaken GP surveys in the past. We have monthly meetings to discuss issues. We can
share this with a wider GP group. There is a discharge letter template, but not all of this is completed
by medics. The two key actions are taking forward the personalised care planning improvement plan
and team leaders auditing care plans on a monthly basis.
AT – Are we confident these are the right actions?
IO – I have discussed with the Care Planning Transformation Manager. He reports that personalised
care planning does take place, but it is not always recorded. Staff need support with RiO.
AT – Are there any ICT solutions?
IO – These are adopted where they are available.
SJ – Every third audit should be undertaken by another team to provide impartiality.
Objective 4 – safety first
There has been one serious incident in February 2017, a fractured neck of femur on Meadowview.
There has been an increase in deaths in custody. The Mortality Surveillance Group is taking forward
work on data cleansing and responding to new national guidance on learning from mortality reviews. A
trustwide policy is being developed and data will be published from quarter 3.
SC – What are the arrangements for ensuring that the trust is represented at coroner’s inquests?
JW – 90% of the work of the patient safety team is focused on this. We have a full time Band 7
representing the trust at inquests and the Head of Patient Safety represents at deaths in custody
inquests. This can be a challenge as the trust is not responsible for the robustness of clinical reviews
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for deaths in custody.
BT – We are providing the right support in the most efficient manner and there is access to legal advice
where necessary.
JW – The Patient Safety Team also provide support for bereaved families and this is much appreciated.
JS – The compassionate side to the work is important.
IO – Staff have fed back that they feel supported.
SD – Is this on the risk register?
JW – Coroners inquests and mortality surveillance are on the risk register.
9

Six month update on CM inquiry
The action on involving families has been taken forward through the Quality Improvement Programme
and the Birch review. New rules regarding consulting with the previous treating team have been
distributed. These will be agreed in job plans with each inpatient consultant and will be discussed at
annual appraisals. The practice development nurse for peri-natal care has shared learning at a
trustwide embedded learning event.

Noted

10

HSE update
The HSE have confirmed their intention to prosecute the trust following the incident at the Bracton
Centre in July 2017. We will receive a pack with full details of the charges in due course. A project
board has been established to oversee our response and this will report to the Board of Directors. The
Board noted the latest version of the action plan; this is being overseen by the Workforce Committee.
Good progress has been made and we are moving towards long-term strategic work. The consultation
on the restructure of the Health and Safety Team is complete and a senior post will be appointed.
Actions relating to lone working have been incorporated into the response to the KPMG audit.
SC – Have we made financial provision for fines?
BT – It is difficult to do this at this stage. There are range of possibilities relating to the level of harm
and risk, and we also have the opportunity to make a public sector interest argument.
JS – We need to progress with providing health and safety training to the Board and executive team.
SH – Attendance at training for trust staff has improved.
BT – We have undertaken much work to raise the profile of health and safety and ensure that all staff
have a focus on this.

Noted

11

Workforce Committee report
There has been a notable reduction in sickness absence. Compliance with the European Working Time
Directives (EWTD) has improved but there needs to be a continued focus on this. Staff have expressed
interest in 12-hour shifts, but this would need to be tested before being widely offered as a flexible
working option. There is more work to do on local induction standards. It was noted that infection
control, including ‘bare below the elbows’ is mandatory for all staff and this needs to be reinforced.
The committee approved the organisational training plan for 2017/18. This focused on key clinical and
non-clinical training commitments required to ensure that staff meet national and local requirements
as well as relevant mandatory updating. The committee noted the efforts made to minimise the overall
training burden on staff and, in so doing, promote compliance and minimise wastage through nonattendance. The plan would be subject to further in-year review once the QI programme needs and
requirements was fully understood.
Staff Survey 2016
This is the first year that the whole trust has been surveyed. The overall response rate to the survey
was 44% (1509 staff), which is average compared to other combined mental health/learning disability
and community trusts. There are 32 key findings with an additional composite finding around staff
engagement. Oxleas comparative scores are 15 key findings are above average, eight key findings are
average and nine key findings are below average. The scores have improved in percentage of staff
being appraised in last 12 months, percentage reporting most recent experience of harassment and
bullying or abuse and support from immediate managers. There have been notable drops in
• % believing the organisation provides equal opportunities for career progression
• % reporting good communication between senior management and staff
• % staff experiencing harassment and bullying from patients, carers or members of the public
• % staff recommending the trust as a place to work or receive treatment
BME staff remain broadly more positive and satisfied than their white counterparts. However they

Noted
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remain more likely to be harassed and bullied, more likely to be discriminated against and less likely to
believe the organisation is providing equal opportunities for career progression. Disabled staff remain
broadly less satisfied than their nondisabled counterparts. The gap between the two, which had been
narrowing, widened in 2016. The percentage of staff who have reported violence from colleagues is
small. All incidents relating to staff aggression are directed to HR and all but one case in 2016 were
verbal. There have been no informal reports of physical aggression received from staff side or from
bullying and harassment advisors. There is considerable variation in results between directorates but
OPMH has performed better than others. The reasons for the results are likely to relate to the CQC
inspection, level 5 incidents, the Bracton incident, changes in senior leadership and increasing demand.
Action plans to respond to the findings will be developed at a trust and directorate level. Trust actions
will need to focus on communications, harassment and bullying and well-being.
SC – Why are white colleagues less positive than BME staff?
SH – This is a national trend. There is no obvious reason.
JS – Do we have any data to support the response about violence from other staff?
SH – Staff side and bullying and harassment advisors raise awareness of reporting and there is also the
whistleblowing process. It is possible that some incidents occur outside work in a social context.
IO – What is the process for cascading the results?
SH – The results are on the Intranet and have been emailed to all staff.
BT – We have invited staff to respond to two extra questions to help us understand the results and to
date have received 450 responses. The next step is to disseminate our action plan.
12

NED report – Board visits
JS – Barnard District Nursing: The main issues raised were inappropriate referrals, poor quality
discharges and incomplete information on transfer to the service. CASH: There appears to be
variability in services offered by local GPs, with some surgeries significantly reducing the contraception
and sexual health services they provide. The service well-managed by the new manager.
YG – The Heights: The team is doing well. There are concerns with caseload levels and changes to the
building.
SJ - Greenwich SPA: The team, although short staffed were very supportive of each other. RiO issues
have been addressed. Bexley/Greenwich CAMHS: Both services are cramped in their temporary
accommodation. They have both seen an increase in the numbers of referrals as well as their
complexity. Rapid Response Team: The team feel they should not be in the QEH A&E department, but
closer to the community they serve. The team relies on supplies of bottled water as they have been
advised that the tap water is not safe to drink and also that asbestos is present in the building. JS
asked that this investigated further as an action.
SC – Rostering team: The service has gone through changes which have raised some concerns but the
team still has good team spirit and a “can do” attitude.
SD – HMP East Sutton Park: The staff were very positive and the working environment at East Sutton is
appreciated. HMP Maidstone: The staff praised our training and development and the IT move to
nhs.net has built bridges through better newsletter communications.

Noted

Board visits update tracker
AT asked that the tracker is presented to the Executive Team so outstanding actions can be addressed.
In terms of the visit in general, it was agreed that dates need to prioritised in NED diaries. The onus is
on the directorate to produce the report. JS asked that the tracker is re-issued in the new structure.
BT suggested that expectations for visits should be set once new pairings have been agreed.

Noted

14

Business Committee report
The report from the Business Committee was noted. Plans for achieving CREs are partly in place.
JS – When will we see the results of the back office savings plans?
BT – These should start to take effect from June. There is more we need to do.

Noted

15

Audit and Risk Assurance Committee report
In relation to the business continuity review, the Committee asked that the target date of 31 July 2017
for upgrading the server rooms is considered a hard deadline which must be adhered to. In the
meantime, the Committee was assured that the trust would be able to manage any interruption to
power supply. The KPMG audit of lone working arrangements received an amber/red rating. All

Noted

13
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directorates have been asked to set out the arrangements that are currently in place to monitor the
safety of their lone workers. So far, 80% of high risk areas have responded. Further work is planned to
update the Trust’s approaches to lone working, including a task and finish group to approve a defined
number of solutions. All teams will be required to adopt one of these. An update will be provided for
RE
the next Board. The Committee received a thematic review of low and tolerated risks and were
satisfied that these risks were appropriately rated. The one high tolerated risk relates to flu vaccine
uptake, which is treated as a seasonal risk. The Committee discussed a new significant risk identified by
the trust Health and Safety Committee. This relates to the controls of maintenance contractors
working on trust site and the security of tools and equipment. The requirements of the policy will be
reinforced with services and also the companies that we contract with. This risk will be over-sighted
through the Workforce Committee.
SJ – local managers must take responsibility for staff health and safety.
BT – we have corporate expertise, but this is for managers to implement.
JS – Could an update on health and safety be included in the monthly service directors’ report?
HS – Services work very closely with the health and safety team.
AT – We need to have a policy and process for ensuring that visitors to trust sites have badges.
RE
16

NHS Five Year Forward View next steps briefing
Noted
Progress on the NHS Five Year Forward View was published by NHS England and NHS Improvement in
the Next Steps document on 31 March 2017. They outline the action needed over the next two years
and the priorities for NHS in 2017/18 to deliver financial balance across the NHS, improve A&E
performance, strengthen access to GP and primary care services and improve cancer and mental health
services. There is no top-down solution; this can be decided locally. The document also provides
clarification on STPs; these are not statutory bodies and cannot impose legislative changes.

17

Council of Governors update
The report from the Council of Governors was noted.

Noted

18

South London Mental Health and Community Partnership
The teams from Oxleas, SLaM and SWLStG have worked together to develop a Memorandum of
Understanding for the South London Mental Health and Community Partnership, which also includes
proposed business rules, and the Terms of Reference for the Partnership Board. These were approved
by the Board of Directors.

Approved.

19

Any other business
None raised.

Noted

20

Questions from the public
None raised.

Noted
Next meeting of the Board of Directors
Thursday 4 May 2017 at 10.30 am
Maple Room, Pinewood House
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Jargon buster
This jargon buster is a glossary of acronyms and abbreviations.
It is intended that we will update this on a regular basis but we will also agree standards to reduce jargon usage.
If you feel there are more that should be included on the list please email sally.bryden@oxleas.nhs.uk
ACS – Adult Community
Services

CEG – Clinical
Effectiveness Group

ECR – Electronic Care
Records

HSO – Health Service
Ombudsman

ACCT – Assessment, Care
in Custody, Teamwork

CHIS – Child Health
Information Services

ECT – Electro Convulsive
Therapy

HTT – Home Treatment
Team

ADHD – Attention Deficit
Hyperactivity Disorder

CIP – Cost Improvement
Programme

EIP – Early Intervention in
Psychosis

HV – Health Visitor

AfC – Agenda for Change

CLDT – Community
Learning Disability Team

ELFT - East London NHS
Foundation Trust

COP – Court of Protection

ESR – Electronic Staff
Records

AGS – Annual Governance
Statement
AHP – Allied Health
Professional

CPA – Care Programme
Approach

ALBs – Arms Lengths
Bodies

CPN – Community
Psychiatric Nurse

ALD – Adult Learning
Disabilities

CRE – Cash Releasing
Efficiency

AMH – Adult Mental
Health

CRHTT – Crisis and Home
Treatment Team

AMHP – Approved Mental
Health Professional

CYP – Children and Young
People’s Service

AMM – Annual Members
Meeting

CQC – Care Quality
Commission

ASD – Autistic Spectrum
Disorder

CQUIN – Commissioning
for quality and innovation

ASW – Approved Social
Worker

CTT – Consent to
Treatment

CAMHS – Child and
Adolescent Mental Health
Services

Datix – incident,
complaints and risk
register reporting and
management system

CAS – Central Alerts
System
CASH – Contraception and
Sexual Health

FFT – Friends and Family
Test

DBS – Disclosure and
Barring Service
DH – Department of
Health

IC – Information
Commissioner
ICT – Information
Communication
Technology

GPhC – General
Pharmaceutical Society

IGD - Integrated
Dashboard Report

GSTT – Guys and St
Thomas’ NHS Foundation
Trust

iFox – Trust Business
Information System

HCA – Health Care
Assistant

IGT – Information
Governance Toolkit

HEE – Health Education
England

IM&T – Information
Management and
Technology

HID – Hospital Integrated
Discharge Team

JET – Joint Emergency
Team

HO – Home Office

JV – Joint Venture

HIMP – Her Majesty’s
Inspectorate of Prisons

KCH – Kings College
Hospital

HJIPs – Health and Justice
Indicators of Performance

KPI – Key Performance
Indicators

HMRC – HM Revenue and
Customs

LAC – Looked After
Children
LADO – Local Authority
Designated Officer

CBT – Cognitive
Behavioural Therapy

DNA – Did Not Attend

CCG – Clinical
Commissioning Group

DOLS – Deprivation of
Liberty Safeguards

HSE – Health and Safety
Executive

CD – Controlled Drugs

DPA – Data Protection Act

H&S – Health and Safety

DN – District Nurse

ICP – Integrated Care
Pathway

FOI – Freedom of
Information

HR and OD – Human
Resources and
Organisational
Development

CAT - Central Access Team

IAPT – Increasing Access
to Psychological Therapies
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LAS – London Ambulance
Service
LGBT – Lesbian, Gay,
Bisexual, and Transgender
LSCB – Local Safeguarding
Children Board

LTC – Long Term
Condition

NOMS – National
Offender Management
Service

MAPP – Multi Agency
Protection Panel

NPSA – National Patient
Safety Agency

MCA – Mental Capacity
Act

NRLS - National Reporting
and Learning System

MDO – Mentally
disordered offender

NSF – National Service
Framework

MDT – Multidisciplinary
team

OOHs – Out of Hours

MEWS – Modified Early
Warning Score Tool
MH – Mental Health
MHA – Mental Health Act
MH MDS – Mental Health
Minimum Dataset
MHRA – Medicines
Healthcare and products
Regulatory Agency
MHRN – Mental Health
Research Network
MOJ – Ministry of Justice
MSK – Musculo-skeletal
Services
NAC – Nursing Advisory
Committee
NCC – National
Consortium of Colleges
NEDs – Non-executive
Directors
NHSE – NHS England
NHSI – NHS Improvement
NHSLA – NHS Litigation
Authority
NICE – National Institute
for Health and Care
Excellence
NIHR - National Institute
for Health Research
NMC – Nursing and
Midwifery Council

PICU – Psychiatric
Intensive Care Unit
POMH – Prescribing
Observatory for Mental
Health
PRUH – Princess Royal
University Hospital
QEH – Queen Elizabeth
Hospital
QMS/QMH – Queen
Mary’s Hospital Sidcup

OPD – Outpatients
Department
OPG – Office of the Public
Guardian
OPM – Office for Public
Management

QSIP – Quality and Safety
Improvement Plan
RAG – Red/Amber/Green
RC – Responsible Clinician

OPMH – Older Peoples’
Mental Health

RCPsych Royal College of
Psychiatrists

OPS – Oxleas Prisons
Services Ltd

RCA – Root Cause Analysis

PAS – Pre-admission Suite
PEEP – Personal
Emergency Evacuation
Plan
PQQ - Pre Qualification
Questionnaire
PALS - Patient Advice and
Liaison Service
PEG – Patient Experience
Group
PD – Personality Disorder
PDP – Personal
Development Plan

STORM – skills-based
training on risk
management for suicide
prevention
STP – Sustainability and
Transformation Plan
SWLSTG – South West
London and St Georges
Mental Health NHS Trust
TUPE – Transfer of
Undertakings (Protection
of Employment)
Regulations 1981
UEAs – Uncontracted
Emergency Admissions

RM – Risk Management

VAT – value added tax

RMN – Registered Mental
Nurse

VTE – Venous
thromboembolis

RMO – Responsible
Medical Officer

WLDC – Workforce and
Learning Development
Committee

RTT – referral to
treatment time
SAP – Single Assessment
Process

SEP – Strategic Estates
Partnership

PEAT – Patient
Environment Action Team

STEIS – Strategic
Executive Information
System (System for
notifying commissioners
of serious incidents)

RiO – Oxleas electronic
patient record system

SDS – Service
Development Strategy

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

SI – Serious Incident

UNIFY – System for
uploading staff staffing
returns and other national
datasets

SCG – Specialist
Commissioning group

PDR– Personal
Development Review

PFI – Private Finance
Initiative

RGN – Registered General
Nurse

SN – School Nurse

SLaM – South London and
Maudsley NHS Trust
SLR – Service Line
Reporting
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Board of Directors
4th May 2017
Agenda item

Matters arising

Item from

Andy Trotter, Chair

Attachments

Board Tracker

Item
Enclosure

3
2

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

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Board of Directors Action Tracker 2017
No

Action raised
(Board date)

Item

Action details

Action closed

Comments

23 06/04/2017

Audit and Risk
Assurance
Committee

An update on lone working to be provided to the
next Board - in terms of directorates setting out the
Rachel Evans
arrangements that are currently in place to monitor
the safety of their lone workers

Matters arising

28/04/2017

The Health and Safety Team continue to support services
with lone working arrangements. A verbal update on
compliance rates will be given at the meeting

04/05/2017

22 06/04/2017

Board visits update For the Board Visits Action Tracker to be re-issued in
Sally Bryden
tracker
the new structure

04/05/2017

Matters arising

27/04/2017

This action has been completed

21 06/04/2017

For the Board Visits Action Trackerr to be presented
Board visits update
to the Executive Team so the outstanding actions
Sally Bryden
tracker
can be addressed

04/05/2017

Matters arising

27/04/2017

This was presented to the Executive in April 2017

NED report

Response to the concerns raised that tap water in
the accommodation for the Rapid Response Team at
Rachel Evans
QEH is not safe to drink and that asbestos is present
in the area.

20 06/04/2017

04/05/2017

Matters arising

27/04/2017

Water is drinkable throughout the building. There is some
asbestos categorised as low risk; this is external and is being
managed

19 06/04/2017

Operational report

Number of patients seen in the pre-admission suite
Helen Smith
to be verified

04/05/2017

Matters arising

26/04/2017

To be included in the dashboard report from May 2017

18 06/04/2017

Integrated
Dashboard

Publication of staff roster six weeks in advance of
shifts (item 49) will be included in future reports

Helen Smith

04/05/2017

Matters arising

26/04/2017

To be included in the dashboard report from May 2017

17 06/04/2017

Integrated
Dashboard

Query from JS - What is meant by item 40 being reissued? (% estimated date of discharge entered
Helen Smith
within 24 hours)

04/05/2017

Matters arising

26/04/2017

This was an error and has now been removed from the
report

16 06/04/2017

Integrated
Dashboard

Can item 14 (fit for discharge) include a borough by
Helen Smith
borough split

04/05/2017

Matters arising

26/04/2017

To be included in the dashboard report from May 2017

06/04/2017

Further interrogation of the data has been completed and
can confirm the following based on the February 2017 data
report:
826 patients waited over 6 weeks (33% ACS, 9% AMH, 53%
CYP and 5% OPMH). The majority of patients waiting 6
weeks and over are within the MSK ICATS and the Health
Visiting teams. This information is to be shared with the
directorates for further analysis

15 02/03/2017

Quality Committee

Action for

To provide an explanation as to why 15% of patients
Rhoda Iranloye
are waiting over six weeks to be seen

Bring forward to

06/04/2017
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Report under

Quality Report

Board of Directors Action Tracker 2017
No

Action raised
(Board date)

Item

Action details

14 02/03/2017

Arrangements for ensuring that the Quality
Quality Committee Committee has oversight of prone restraint
incidents

13 02/03/2017

Pre-admission Suite

Waiting times in the pre-admission suite to be
reported to the Board from April 2017

12 02/03/2017

Integrated
Dashboard

To explore how we can work more collaboratively
with prisons and other trusts to reduce the time to
recruit timescales in prisos healthcare

11 02/03/2017

Integrated
Dashboard

10 02/03/2017

Chief Executive
update

Action for

Bring forward to

Report under

Action closed

Comments

06/04/2017

A new sub group of the Safety Committee has been
established. The "Restrictive Practice Group" will meet bimonthly from April. Terms of reference completed.
Membership includes heads of nursing and matrons. Chair
Janice Algar Lead Nurse Practice Improvement. It will
review data and promote best practice in managemnt of
restraint.

Jane Wells

06/04/2017

Quality Report

Helen Smith

06/04/2017

Operational report /
Integrated
06/04/2017
Dashboard

Reported in operational report

Simon Hart

06/04/2017

Integrated
Dashboard

We have already written to contacts in MoJ about
recruitment using contacts from Richard Sydee. This got not
response. We will be doing a further joint letter with CNWL
in the same vein.

To review how the patient journey in relation to
psychological therapries RTT is captured in the
report, in particular how clinical risk is managed to
ensure that there are no long waits

Helen Smith

06/04/2017

Integrated
Dashboard

Full action plan from Bracton Centre incident to be
reported to the Board

Rachel Evans

06/04/2017

HSE update

31/03/2017

Report is being developed

06/04/2017

Included on agenda for April 2017 Board meeting

The end of Life skills framework is being reviewed by Janice
Algar Lead Nurse Practice Improvement and Connie Greig
Chair of End of Life Group. A gap analysis and plan to meet
will be presented to the End of Life Group and reported to
the Clinical Effectiveness Group by June 2017. Full update
for the Board scheduled for July 2017

9

02/03/2017

Chief Executive
update

Revised End of Life Care framework will be
presented to the CEG and the Board will receive an Jane Wells
update via the Quality Committee.

06/07/2017

Quality Report

8

02/02/2017

Any other business

An item on our communications strategy to be on a
Sally Bryden
future agenda at Board Strategy Day

22/06/017

Board Strategy Day

17/02/2017

Put forward for June 2017 strategy day

7

02/02/2017

Integrated
Dashboard

Alison Furzer to be invited to March board meeting
Sally Bryden
to provide report on RiO progress and actions

02/03/2017

ICT and RiO update

02/03/2017

On agenda of 2 March 2017 meeting

6

02/02/2017

Chief Executive
update

JW to present action plan from NE independent
inquiry

02/03/2017

Quality Report

02/03/2017

On agenda of 2 March 2017 meeting

Jane Wells

Page 2 of 3

Board of Directors Action Tracker 2017
No

Action raised
(Board date)

Item

Action details

Action for

Bring forward to

Report under

Action closed

Comments

5

02/02/2017

Chief Executive
update

STP to be discussed at future Board Strategy Day

Sally Bryden

22/06/017

Board Strategy Day

17/02/2017

Put forward for June 2017 strategy day

4

02/02/2017

Matters arising

Results of the Carers Survey to be presented to a
future Board meeting

Michael Witney

06/04/2017

Quality Report

06/04/2017

The Carers Survey was presented to the Board in April 2017

3

02/02/2017

Matters arising

Progres update to be provided to the next meetng
of the Board of Diretors

Helen Smith

02/03/2017

Matters arising

17/02/2017

Verbal update given at the meeting

2

12/01/2017

Borough
reconfiguration

Details of reconfiguration proposal to Business
Committee

Helen Smith

02/02/2017

Matters arising

02/02/2017

This information was presented to the Business Committee
on 17 Jan and approved.

1

12/01/2017

Integrated
Dashboard

Update on recruitment channels - volume of
response and cost per recruit

Simon Hart

02/02/2017

Workforce report

03/03/2017

Verbal update given at the meeting
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Board of Directors
4th May 2017
Agenda item
Item from
Attachments

Item
Enclosure

4
3

Board Assurance Framework
Andy Trotter, Trust Chair
Board Assurance Framework – agenda item tracker

Summary and Highlights
The attached report summarises the Board Assurance Framework risks as at 27th April 2017. The first column
of the report maps the agenda item where a discussion of the risk issue is covered.

Recommendations
For the Board of Directors to note

Board Assurance Framework - tracker for May 2017 Board
Agenda item ID

Strategic
objective

Description

Item 06 integrated
dashboard

Quality,
Partnership,
Sustainability

Bed Management – there is a risk that
Directorate Senior
inpatient demand will continue to be
Management Team
above available capacity with patients waiting
for a bed which will effect patient experience

1196

Responsible Committee

Controls in place

Existing assurances

Bed escalation procedures now in place across the trust, with twice daily
whole system teleconferences chaired by the Associate Director. Emphasis
on enhancing senior clinical leadership in bed management care pathways
with consultants attending all bed management meetings

Consequence
(current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Monitoring of occupancy rates on daily basis.
Recording of breaches of bed management
procedures

Major (4)

Likely (4)

16

Significant

1. RiO training for clinicians

1. Internal audit of data quality

Major (4)

Possible (3)

12

High

2. Business office management of data capture within directorates

2. Trust Information Assurance Framework (on
ifox)

Care planning audit cycle (audit to be repeated
Moderate (3)
November 2017)
Self-review checklist in Care Planning Policy revised Oct 2016
Patient Survey
Patient experience feedback data
Senior Management teams are proving oversight
for Improvement within directorates supported
by CEG leads
AMH directorate have built a dashboard on IFox
to monitor care plans and risk assessments.
Monthly sample audit of 5 cases being carried by
ward managers , practice development nurse and
care planning lead

Possible (3)

9

Moderate

Care planning audit cycle (audit to be repeated
Moderate (3)
November 2017)
Self-review checklist in Care Planning Policy revised Oct 2016
Incidents – reduction in number where failure to
identify risk is a factor
AMH Team managers are auditing at least 2
records during supervision and sharing findings
with senior management team who then cascade
learning via CEG

Possible (3)

9

Moderate

Bed management procedure set out clear standards, with any breaches
reported as a patient safety incident.
Beds purchased from ELFT to help with managing demand.
Pre-admission suite in Oxleas House opened from February 2017
A review of governance structures for bed management has been completed
and three borough based monthly meetings have been set up. This will
improve decision making and collaboration across the care pathway. A
taskforce is overseeing the action plans across the 3 boroughs.

Item 06 integrated
dashboard

1220

Quality

CDG01 - Data may be entered into the RiO
Clinical Data Governance
system late or data may be missing leading to Group
inaccuracies in Trust KPIs and other metrics.
This may affect our NHS Improvement (NHSI)
Risk Rating for Governance and invite further
scrutiny of metrics included in NHSI Risk
Assessment Framework

Item 08 1160
quality update

Quality

Service users and carers may not always be
sufficiently involved in the care planning
process or may not have the care plan in a
suitably accessible format. This means that
they may not effectively engage in the care
and treatment

Item 08 1162
quality update

Quality

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

3. Ifox enables clinicians to view missing data near real time
3. Integrated Performance Report tracks where
metrics have been checked for accuracy including
completeness.

Trust Clinical Effectiveness Expectations clearly set out in Care Planning Policy - revised Oct 2016
Supervision policy
Group
Strategic Project Group for Person Centred Care
Project lead in post
With the introduction of My care plan ACS and CYP have the ability to record
the client view in care plans, to help to demonstrate that care planns are
personalised aqnd shared with clients

Clinical Risk policy
Guide to the Assessment and Management of Risk
Care Planning Policy - revised October 2016
Care planning "flip book"
Learning resource on NHS Learn
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Agenda item ID

Strategic
objective

Description

Item 08 1210
quality update

Quality

Item 08 1464
quality update

Quality

Item 08 1466
quality update

Quality

Item 09 - 6
1451
month update
on MG inquiry

Sustainability

Item 09 - 6
1452
month update
on MG inquiry

Quality

Responsible Committee

Controls in place

Existing assurances

Consequence
(current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Learning from the collective themes identified Trust Safety Committee
in serious incidents has not resulted in changes
to practice in respect of: multidsicplinary team
working and formulation, care planning, risk
assessment, involvement of families and
carers and ward leadership and management
on adult acute mental health wards. This
means that issues may not have been
consistently addressed and re-occurrence is
not prevented.

Incident Management Policy
Trust Patient Safety Group – Embedding Learning
Directorate Patient Safety Groups
Monitoring section on Action Plan template
Embedding Learning Events - quarterly

12 week quality improvement programme in
Moderate (3)
Oxleas House, Greenparks House and Woodlands

Possible (3)

9

Moderate

There is a risk that the CQC do not find
sufficient evidence to award an outcome of
"good". This means that the trust would
remain at the rating of "requires
improvement" until at least the next full reinspection.
If ligature risks in communal areas are not
managed, there is a risk to patient safety
through self-harm or suicide.

Audit and Risk Assurance
Committee

CQC action plan
Quality Improvement Programme

Progress monitored through CQC Project Group

Major (4)

Possible (3)

12

High

Trust Safety Committee

Ligature assessments have been completed on all wards for unobserved
areas.

Health and Safety Compliance Register
The results of the reviews will be fed back by
exception at the directorate and Trust Patient
Safety Business Meetings

Major (4)

Unlikely (2)

8

Moderate

There is a risk that the trust could be
Trust Business Committee Legal advice from Capsticks with regards to our responses to HSE letter
prosecuted and convicted under the Health
Detailed action plan from incident with evidence of actions taken to date
and Safety at Work Act, following the incident
maintained by H&S Team
at the Bracton Centre on 17 July 2016. This
could impact on the reputation of the trust
and also result in financial penalties

Progress reported to Executive Team and Board
of Directors

Major (4)

Certain (5)

20

Significant

The HSE investigation into the incident at the Trust Safety Committee
Bracton Centre found that our violence and
aggression risk assessment for Burgess was
not sufficient. There is a risk that the risk
assessments for other services may not be
adequately completed or actioned, impacting
on the safety of staff, patients and visitors

Risk assessments have been completed for Bracton, Woodlands and Oxleas
House and and Safe Systems of Work put in place

Compliance register of completed risk
assessment maintained by H&S Team

Critical (5)

Possible (3)

15

Significant

Major (4)

Possible (3)

12

High

Moderate (3)

Likely (4)

12

High

A programme is in place to roll out to all trust areas by October 2017
The policy has been changed so that risk assessments will be reviewed
annually rather than every two years.

Item 12 Workforce
update

1166

Quality,
Workforce

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

The Trust sources agency staff only from Framework agencies and would
expect staff have been through standard employment checks (DBS,
professional registration etc) and have completed basic mandatory and
statutory training

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

Item 12 Workforce
update

1213

Quality,
Workforce

That the trust cannot recruit and retain staff to Recruitment and
a level which enable it to maintained required Retention Committee
levels of safe staffing and service delivery.
This will impact on the delivery of care and
patient experience

Recruitment and Retention Sub-Committee with focus on developing
solutions to attract and retain high calibre staff.

Vacancy rate monitoring
“time to recruit” monitoring

On-going programme of recruitment events, including weekend events and
working closely with HEIs
Workforce Strategy in place.
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Agenda item ID

Strategic
objective

Description

Responsible Committee

Controls in place

Existing assurances

Item 14 Business
Committee
update

1216

Partnership,
Sustainability

There is continued pressure in the sector and Trust Business Committee Financial support to service directorates
it is likely that commissioners will be
Monthly finance reports
attempting to significantly reduce contract
values to try an mitigate the impact of funding
reductions and cost pressures associated with
their financial position. In particular, NHS
Greenwich CCG faces significant financial
challenges and the level of efficiency savings
required in 16/17 Greenwich contracts are
substantially higher than previously
anticipated and this may also impact in 17/18

Item 14 Business
Committee
update

1217

Workforce,
Sustainability

The usage of agency staff poses a financial risk Trust Business Committee
as agency staff are considerably more
expensive than permanent staff, due to higher
rates, agency commission, and VAT. We
continue to braech the agency cap and which
could bring graeter scrutiny and would impact
on the Finance and Use of Resources metric in
the Single Oversight Framework. Agency spend
>50% over the cap of £13.3m would lead to a
score of 4 and cap the rating of this metric at 3
'triggering a concern'.

Item 14 Business
Committee
update

1177

Sustainability

Not achieving the savings as a result of
Trust Business Committee Financial support availabe to service directorates to support the delivery of
reductions in contract values would have a
plans.
negative impact on the recurrent deliverability
of our operational financial plan and raise
Financial recoevry regime in place for all directortes RAG rated 'red'.
questions about our long term sustainability.
Monthly finance reports shared

Regular reporting of financial position to Exec,
Business Committee and Board
Strong current financial position
Monitor Risk Rating

All managers are tasked with reviewing all agency staff working in their areas Workforce report and associated measures
as a matter of priority, and the correct process for booking and authorising
(absence, turnover, vacancy, bank and agency)
agency staff has been re-enforced. Monitor guidance is being adhered to and Weekly taskforce meeting for those RAG rated
SLAs continue to be reviewed in order to ensure agreements tie up with rate ‘RED'
cap with defined expectations on accountability and compliance. Ongoing
Monitoring of usage of e-rostering
monitoring of usage of off-framework agencies and non-compliance with
Numbers of Bank Staff recruited
rates set out in Monitor guidance. Staff who have been unsuccessful in their Measuring growth in numbers of bank satff
application for substantive posts are considered for recruitment to the Trust Weekly task force meeting for those RAG rated
Bank. Task force set up and sign off of invoices escalated to senior
&#39;Red&#39;, monitoring of spend to assess if
management levels. Additional resources deployed to support staff in setting this is within the resources avaialble (funded
up rosters and using the system effectively to ensure greater understanding establishment).
the capability of e-rostering as an effective staff planning tool. Greater focus Monitoring of KPIs that track performance on a
and monitoring of bookings supported by bank staff and where this has not team by team basis
been possible, understanding why this is the case. Agreed agency monitoring All teams on e-roster and compliant with KPI
process. Tier system set up, task force regime avaiable to focus on high
spending teams/wards. Invoice sign off set at a level that provides greater
oversight. Additional resources in place to support staff in setting up and
scheduling rosters on a 6 week cycle, and undertanding the capability of the erostering system as an effective staff planning tool.
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Reports to Board and Business Committee
Monthly/quarterly finance meeting with service
and corporate directoartes
Monitor Risk Rating an indicator of financial risk

Consequence
(current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Major (4)

Likely (4)

16

Significant

Major (4)

Possible (3)

12

High

Major (4)

Likely (4)

16

Significant

Board of Directors
4th May 2017

Item
Enclosure

6
4

Agenda item

Integrated dashboard

Item from

Ben Travis, Chief Executive

Attachments

Integrated dashboard, exceptions reports and NHSI Dashboard

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

RTT
Safe Staffing
Vacancies
Roster score
Consent to Treatment (S58)
Agency costs

NHSI Indicators report also attached.

Changes to risk register

New risks identified

Recommendations
To note.

Previous
rating

New rating

Rating

Integrated Performance Report - March 2017
S.No

Committee

Reported

Origin

1

Monthly

NHSI

2

N/A

CQC

S.No

Committee

Reported

Origin

Info
Assurance

Metric
Code

View from our regulators

Target

Exec
Lead

10766

NHS Improvement - Segment

Board

08 Aug 2016

10348

CQC Rating

Board

Info
Assurance

Metric
Code

Caring - Staff involve and treat people with kindness, dignity and
respect

Target

Exec
Lead

04 Jul 2016

10341

4 Must Dos - Treated with dignity and respect

>90%

IO

Q1
16/17

Q2
16/17

Oct-16

Nov-16

2

Q1
16/17

Q2
16/17

Oct-16

98.9%

98.7%

Dec-16

2

Nov-16

Quality

Monthly

DH

4

Quality

Monthly

Trust

29 Mar 2017

10798

Friends/relatives involved in care and treatment

>90%

IO

5

Quality

Monthly

Trust

04 Jul 2016

10338

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

>90%

IO

95.7%

94.1%

93.7%

94.2%

6

Quality

Monthly

Trust

04 Jul 2016

10339

FFT - % recommended

>90%

IO

91.1%

89.1%

92.0%

7

Quality

Monthly

Trust

04 Jul 2016

10340

Friends and Family Test (FFT) - % not recommended

<10%

IO

2.2%

3.4%

2.8%

Info
Assurance

Metric
Code

Responsive - People get the treatment and care they need at the
right time, without excessive delay and services are organised so
that they meet people's needs

Target

Exec
Lead

Committee

Reported

Origin

Q1
16/17

Q2
16/17

Oct-16

2

Dec-16

3

S.No

98.3%

Jan-17

99.3%

Feb-17

2

Jan-17

2

Feb-17

Comments - Mar 17
2 From October 2016 all Trusts are scored in line with the NHSI
Single Oversight Framework. Providers are assigned a segment
when reviewed against 5 core themes - A score of 1 means
complete autonomy and 4 would lead to special measures being
instigated. Finance and the Use of Resources is one of the core
themes and the score reflects performance against 5 key financial
metrics.

Mar-17

Comments - Mar 17

98.3%

99.1%

98.5%

98.0%

93.6%

97.5% RAG: <84% Red: 84-90% Amber; >=90% Green.

93.9%

94.8%

93.0%

94.7%

93.4%

92.3%

91.2%

91.3%

93.9%

2.3%

3.5%

2.5%

3.0%

2.1%

Nov-16

98.5%

Mar-17

Dec-16

Jan-17

Feb-17

Mar-17

Comments - Mar 17

8

Quality

Monthly

Trust

24 Aug 2016

10528

Number of Complaints Received

IO

81

72

29

18

15

20

24

24 As reported on the 6th April 2017

9

Quality

Monthly

Trust

24 Aug 2016

10529

Number of Compliments Received

IO

373

314

49

88

125

93

83

91

10

Quality

Quarterly NHSE

18 Aug 2016

10514

% Delayed Transfer of Care.

HS

4.4%

4.6%

5.0%

4.8%

5.4%

5.6%

4.8%

3.9%

11

Quality

Monthly

Trust

29 Mar 2017

10776

Acute medically fit for discharge bed days (incl. leave) as a percentage
of total occupied bed days (incl. leave)

IO

8.8%

7.8%

6.8% Bexley:(9.0%); Bromley:(5.0%); Greenwich:(5%).
Forensic: (4.3%); OXAMHLD: (4.9%); OXLOA (14.5%)

12

Quality

Monthly

Trust

04 Jul 2016

10335

4 Must Dos - Enough information about care and treatment

>90%

IO

97.4%

97.3%

97.1%

98.0%

97.1%

96.5%

97.3%

96.2%

13

Quality

Monthly

Trust

04 Jul 2016

10336

4 Must Dos - Involved in decisions about care and treatment

>90%

IO

96.8%

95.4%

97.5%

98.0%

95.3%

95.5%

96.0%

95.6%

14

Quality

Monthly

Trust

01 Aug 2016

10026

Referral to treatment for Allied Health Professionals (AHP)

>95%

HS

98.7%

98.5%

98.5%

98.2%

98.3%

98.5%

98.5%

98.4%

15

Quality

Monthly

Trust

01 Aug 2016

10024

Referral to treatment for Psychological Therapies (PT)

>95%

HS

91.2%

82.4%

84.7%

84.8%

83.1%

84.4%

86.8%

83.7% Please see exception report.

16

Quality

Quarterly NHSI

12 Jul 2016

10248

Referral to treatment for incomplete care pathways

>92%

HS

98.9%

97.2%

98.0%

97.0%

94.1%

93.8%

95.7%

95.3%

Reported

Info
Assurance

Metric
Code

Safe - People are protected from abuse and avoidable harm. People
are protected from physical, sexual, mental or psychological,
financial, institutional or discriminatory abuse and neglect

Target

Exec
Lead

Q1
16/17

Q2
16/17

97.8%

97.5%

97.3%

95.5%

94.6%

96.9%

98.6%

95.9%

104.1% 103.7%

95.2%

98.3%

95.0%

96.7%

96.6%

95.4% Green: <100%; Amber: 100% - 105%; Red: >105%

S.No

Committee

Origin

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Comments - Mar 17

17

Quality

Quarterly NHSI

13 May 2016

10314

CPA 7 Day follow up (Discharge from Inpatient setting)

>95%

HS

18

Quality

Monthly

Trust

16 Jun 2016

10342

Adult Acute Bed occupancy (excluding leave)

<100%

HS

19

Quality

Monthly

Trust

25 Jul 2016

10463

OPMH Acute Bed occupancy (excluding leave)

<100%

HS

95.4%

88.7%

90.6%

97.5%

89.2%

88.0%

92.0%

92.5%

20

Quality

Monthly

Trust

13 Jun 2016

10343

Adult Community Intermediate Care Bed Occupancy

85-95%

HS

92.0%

90.1%

93.3%

93.7%

89.6%

96.8%

96.0%

95.9% Occupancy at GICU remains high as we continue to support the
acute hospital with the flow of patients through the system.

21

Quality

Quarterly NHSI

01 Aug 2016

10101

CRHT Gatekeeping

>95%

HS

100.0% 100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

22

Quality

Monthly

Trust

19 Jul 2016

10446

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

>98%

HS

91.3%

90.1%

91.0%

91.0%

97.6%

94.0%

94.0%

97.0% The prison which consistently does not meet the target is
Thameside, its a high volume prison. We have agreed recently
that no prisoner will move onto a wing until secondary screened
this will improve the figures.

23

Quality

Monthly

Trust

20 Oct 2016

10512

48-Hour Post-Discharge Follow-up

>100%

IO

98.3%

97.7%

94.2%

93.2%

98.1%

96.8%

100.0%

100.0% The Rio reported figure is 85.1% (57/67). Six of the ten suspected
breaches followed up, were found to be due to information being
recorded in progress notes rather than the appropriate part of
RiO. Of the remaining four breaches, all were found to be outside
of staff control where patients refused to engage, This gives an
adjusted figure of 100% (63/63).

24

Quality

Monthly

Trust

01 Jul 2016

10355

No of incidents (1-3)

N/A

JW

1157

1162

1,121

979

923

923

845

881

25

Quality

Monthly

Trust

11 Jul 2016

10356

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

N/A

JW

11

4

6

5

1

5

1

3

26

Quality

Monthly

Trust

04 Jul 2016

10447

Incidents of Grade 3 and 4 Pressure Ulcers

N/A

JW

3

11

11

10

6

15

15

9

27

Quality

Monthly

DH

04 Jul 2016

10351

Safe staffing levels- Registered (Actual against planned)

>100%

JW

104.7%

94.0%

96.2%

96.7%

94.3%

94.3%

93.8%

Report Run Date: 28 Apr 2017 10:33 AM

Page-1

100.0%

94.3% Please see exception report.

Integrated Performance Report - March 2017
S.No

Committee

Reported

Origin

Info
Assurance

Metric
Code

Safe - People are protected from abuse and avoidable harm. People
are protected from physical, sexual, mental or psychological,
financial, institutional or discriminatory abuse and neglect

Target

Exec
Lead

>100%

JW

N/A

IO

Q1
16/17

Q2
16/17

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

107.2%

107.3%

103.3%

108.7%

111.7%

109.7%

55

62

60

51

62

55

66

28

Quality

Monthly

DH

04 Jul 2016

10352

Safe staffing levels- Unregistered (Actual against planned)

29

Quality

Monthly

Trust

08 Aug 2016

10448

Medication errors

30

Workforce &
Development

Monthly

Trust

23 May 2016

10334

Vacancy Rate (Trustwide)

<14%

SH

12.66% 13.43%

13.76%

13.99%

13.44%

13.70%

13.84%

12.91%

31

Workforce &
Development

Monthly

Trust

01 Jun 2016

10344

Vacancies - Exceptions AMH (Inpatient, Rehab & Crisis)

<14%

SH

21.28% 24.29%

24.61%

22.21%

23.34%

21.02%

21.29%

18.03% Please see exception report.

32

Workforce &
Development

Monthly

Trust

01 Jun 2016

10345

Vacancies-Exceptions ACH

<14%

SH

15.24% 14.48%

15.40%

16.56%

17.57%

16.99%

16.76%

16.62% > 17.0% Red; 14.0% - 17.0% Amber; <= 14.0% Green.

33

Workforce &
Development

Monthly

Trust

01 Jun 2016

10445

Vacancies - Exceptions Prisons

<14%

SH

23.19% 20.67%

19.17%

21.08%

20.40%

19.67%

20.65%

19.56% Please see exception report.

Info
Assurance

Metric
Code

Effective - People's care, treatment and support achieves good
outcomes, promotes a good quality of life and is based on the best
available evidence

Target

Exec
Lead

Q1
16/17

Q2
16/17

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

29 Mar 2017

10515

Mental Health (Early Intervention in Psychosis Waiting Times)

>50%

JW

61.7%

60.9%

10836

Roster Score %

>90%

S.No

Committee

Reported

Origin

108.3% 108.1%

Comments - Mar 17

69

34

Quality

Quarterly NHSI

35

Quality

Monthly

36

Quality

Monthly

Trust

29 Mar 2017

10645

% Estimated Date of Discharge entered within 24 hours

>90%

HS

37

Quality

Monthly

Trust

25 May 2016

10323

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

>100%

IO

99.4%

95.7%

94.9%

92.6%

93.1%

38

Quality

Monthly

Trust

25 May 2016

10325

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

>100%

IO

100.0%

97.2%

100.0%

90.9%

39

Quality

Quarterly NHSI

09 Aug 2016

10324

Data Completeness: Mental Health Identifiers

>97%

HS

99.5%

99.4%

99.5%

40

Quality

Monthly

Trust

15 Aug 2016

10322

MH CPA Service user reviews after 6 months

>95%

HS

95.0%

95.2%

41

Quality

Monthly

Trust

15 Aug 2016

10102

CPA formal review within 12 mths

>95%

HS

99.9%

42

Quality

Monthly

Trust

05 Jul 2016

10359

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

>95%

HS

Info
Assurance

Metric
Code

Well-led - Leadership, management and governance of the
organisation assure the delivery of high-quality person centred care,
supports learning and innovation, and promotes an open and fair
culture

Target

Exec
Lead

S.No

Committee

Reported

Origin

41.7%

50.0%

53.9%

56.3%

58.3%

Comments - Mar 17

50.0%
78.6% Please see exception report.

93.3%

96.2%

95.9%

96.0%

98.1% There were 3 breaches out of 161 patients on S132.

86.0%

100.0%

100.0%

99.4%

99.4%

99.4%

99.5%

99.5%

96.1%

96.4%

94.6%

93.3%

92.1%

91.5% AMH = 91%; CYP = 92%; OPMH = 98%; FOR = 85%. Forensic data
is being reviewed by the service.

99.7%

99.7%

99.7%

99.7%

99.7%

99.4%

99.4%

90.3%

93.7%

97.0%

97.0%

90.0%

95.0%

97.0%

97.0%

Q1
16/17

Q2
16/17

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

81.8% Please see exception report.

Mar-17

Comments - Mar 17

43

Workforce &
Development

Monthly

Trust

19 Aug 2016

10353

Staff Personal Development Review (PDR) Completeness

>80%

SH

92%

90%

90%

90%

90%

90%

90%

89%

44

Workforce &
Development

Monthly

Trust

19 Aug 2016

10354

Supervision Completeness

>80%

SH

81%

79%

83%

81%

75%

81%

82%

77% <74% Red; 74-80% Amber; >=80% Green

45

Workforce &
Development

Monthly

Trust

23 May 2016

10333

Sickness Rate

<4%

SH

4.2%

4.2%

4.7%

4.9%

4.9%

5.0%

4.5%

4.2% >6% Red; 4-6% Amber; <=4% Green.

46

Workforce &
Development

Monthly

Trust

01 Aug 2016

10331

Bank Costs as % of pay spend (All professions)

>7%

SH

5.4%

5.9%

6.6%

5.7%

5.5%

6.9%

6.0%

6.3% >7.0% Red; 5.0 -7.0% Amber; <= 5.0% Green.

47

Workforce &
Development

Monthly

Trust

12 Jul 2016

10332

Agency costs as % of pay spend

<8%

SH

10.4%

10.4%

9.7%

9.4%

8.8%

9.6%

9.9%

48

Business

Monthly

NHSI

12 Jul 2016

10326

Normalised Surplus - Year to Date (£M)

On Plan

JT

-0.5

-0.5

-0.5

-0.5

0

0.3

0.6

1 Annual plan £1m.

49

Business

Monthly

NHSI

12 Jul 2016

10327

Cash Position (£m)

On Plan

JT

75.4

67.7

70.2

66.3

62.4

64.9

65.4

62 Annual plan £49m.

50

Business

Monthly

Trust

12 Jul 2016

10328

Capital Expenditure - Year to Date (£m)

On Plan

JT

7.6

15.6

17.8

21.1

23.8

24.2

26.6

31.4 Annual Plan £33m.

51

Business

Monthly

Trust

01 Aug 2016

10330

CRE Plans 16/17 (£m)

>7.6

JT

4.7

7.8

7.9

7.9

7.9

7.4

7.4

Please see individual metric documents for RAG ratings

Report Run Date: 28 Apr 2017 10:33 AM

Page-2

12.8% >11.0% Red; 8.0% to 11.0% Amber; <= 8.0% Green. Please see
exception report.

7.4 The savings target and plans have both been reduced by £0.5m
from £8.1m down to £7.6m. This reflects the outcome of
discusisons with NHSE where it was agreed that the local
efficiency would be deferred into 17/18 in line with the approval
of the New Care Models business case.

Integrated Performance Report - March 2017
Information Assurance

Key - All areas except where noted in comments section

Metric template/specification not signed off

More than 5% away from Target

Metric is in development/ and or partially signed off

Within 5% of target

Metric fully signed off by all business owners

Meeting Target

Report Run Date: 28 Apr 2017 10:33 AM

Page-3

EXCEPTIONS REPORT: Line15 Clients on a Psychological therapies 18 week RTT pathway - Clients Waiting at end of month
(AMH/ACS)
Waiting times for psychological therapies have been rated amber for a number of years. Reduced waiting times improve the experience of the patient and
clinical effectiveness.

KPI Data
Target >95%
Waiting

Effectiveness of Actions to Date

Q1

Q2

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

91.2%

82.4%

84.7%

84.8%

83.1%

84.4%

86.8%

83.7%

Directorate
Breakdown

Jan-17

Feb-17

Mar-17

Jan-17

Feb-17

Mar-17

AMH
ACS
CYP

85.8%
77.0%
72.3%

84.7%
80%
100%

76.2%
81.3%
100%

594/692
40/52
34/47

572/674
36/45
22/22

549/675
32/42
38/38

ACS: The Directorate action plans are progressing accordingly,
expecting improvement following the next round of allocations to the
clinicians we should have no breaches in Bexley; and the next 18 week
point not due until May 2017. We also remain on track to further
reduce the breaches within Greenwich.
AMH: There has been an unexpected drop in RTT during March
following two months of moderate improvement across the teams.
Performance is now affecting ICMP teams as well as ADAPT. Further
urgent work is required across the new Borough structures to address

Future Actions and monitoring process

With regards to the current status of psychosexual services, we continue to allocate and create new appointment slots however further work still needs to be done with
the clinician to improve the efficiency of care delivery. Existing staff are only part time in this specialist role and interventions as of late have been very complex. Patient
satisfaction is very high when leaving the service and we are not seeing re-referrals back into the service.
Referrals have increased recently which will add further pressure points in the summer for the 18 week RTT. Whilst Bexley Psychosexual service referrals are tariff based
income on the new integrated sexual health budget, Greenwich remains under the current block contract and so funding would be limited to increased capacity.
March '17 ACS - 'Dan Smith' (Service Manager)

AMH: Improved capacity is progressing however progress has been slowed by an increase in demand:
•
•
•
•

Bromley ADAPT – 1 additional WTE in Bromley East ADAPT has improved performance in the last two months. Bromley West performance has deteriorated
however additional WTE coming into post will address this.
Bexley – additional maternity leave cover has not reduced the waiting list as expected. The clinical lead has been asked to review the waiting list to understand
reasons behind the drop in performance.
th
Greenwich – West team has increased capacity from 4 April with additional 1 WTE. Greenwich East is at full capacity however performance has deteriorated
from 90% in January to 80% in March following increased demand.
ICMP and EIP teams – Bromley East ICMP and Bexley ICMP are now below 95% having consistently performed well. Bromley and Greenwich EI performance
has dropped significantly from above 95% to below 80%. Leads have been asked to review waiting lists and develop recovery action plans by the end of April.

Performance has been held back in all three services by increased demand:
•
•

Bromley are piloting the RiO waiting list system to support more robust demand and capacity planning. A test version of the application has been approved by
the clinical lead and the system is now available on RiO. Guidance for staff has been completed and training across the team will be rolled out later in April.
A final meeting to review the output of the demand and capacity work was postponed due to the Borough restructure. A Trust wide meeting will now be
Chaired by the Director for Patient Experience and will provide final recommendations for developing capacity planning systems, improving admin support,
reviewing eligibility, treatment length, screening, triage and DNA rates.

Lead Board Director: Helen Smith

Estimated time to resolve: July-17 if all posts are recruited

EXCEPTIONS REPORT: Line 27 Safe Staffing Levels – Registered (Actual vs. Plan)
This metric is a measure of the percentage fill rates of registered nursing staff for the month.

KPI Data
Target
>100%

Q1

104.7%

Q2
94.0%

Effectiveness of Actions to Date

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

96.2%

96.7%

94.3%

94.3%

93.8%

94.3%

We have increased the staffing templates of our adult acute mental health wards. It has
been difficult to recruit to these posts in a very competitive market place.

Future Actions and monitoring process
Staffing establishments of our adult mental health acute wards were increased from August 2016. It has been difficult to recruit to these new posts in a very competitive market place, and this has skewed down
our average fill rate. There is trust wide work regarding the recruitment and retention of nurses. Monitoring will be through the Nursing Executive Meeting. The Trust’s Biannual Safe Staffing Report presented
at the April Trust Board of Directors included national benchmarking data; a detailed independent Hurst analysis (provided by Keith Hurst) of acute mental health wards from each of our three acute mental
health units; an audit of the role of the DSN/Unit coordinator; and a review of staffing on the Tarn. The benchmarking data revealed that our adult acute mental health qualified nurse staffing is similar to the
national mean. Work is also underway to pilot 12.5 hour shifts on our wards following feedback from a neighbouring trust about the impact this initiative had on reducing their vacancy rates and agency use.
Eight out of eleven of our acute mental health wards reported sub 95% fill rates for RNs on either days, nights or both. In many instances the lower fill rates for RNs have been mitigated by higher fill rates for
HCAs. The acute mental health wards with sub 95% fill rates for RNs were: Shrewsbury, Norman, Maryon, Millbrook, Lesney, Goddington, Betts and Avery. However, Shrewsbury, Millbrook, Goddington and
Betts had higher fill rates for HCAs: Shrewsbury 116.0% days/ 124.0% nights; Millbrook 109.7% days; Goddington 110.9% days; and Betts 103.4% days. Holbrook had a sub 95% fill rate for RNs, but had 105.5%
fill rate for HCAs on days. Shephedleas had sub 95% fill rate for RNs on days. Hazelwood, Greenwood, Birchwood and Joydens had sub 95% fill rates for RNs. However, Birchwood, Greenwood and Joydens had
higher HCAs fill rates: Birchwood 113.0% on days; Greenwood 143.4% on nights; and Joydens 149.0% on days. Both GICU and Meadow View had sub 95% fill rates for RNs. GICU recently reduced staffing
numbers but changed the roster template after the UNIY data was collected, and this skewed down the fill rate down. HMP Thameside had sub 95% fill rates for RNs on nights.
Safe staffing incidents are reported via DATIX. The Trust has an escalation plan when understaffing occurs, and this forms part of the safe staffing policy.
Comments provided by Simon Sherring.

Lead Board Director: Jane Wells

Estimated time to resolve: August 2017

EXCEPTIONS REPORT: Lines 31 and 33 – Vacancies (Exceptions AMH and Prisons)
Vacancies – Trust wide, AMH – Inpatient Rehab & Crisis and Prisons. Inability to recruit staff substantively places a greater reliance on bank and agency staff with both cost
and quality implications.

KPI Data
Target
<14%
AMH
Prisons

Effectiveness of Actions to Date

Q1

Q2

Oct -16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

21.28%
23.19%

24.29%
20.67%

24.61%
19.17%

22.21%
21.08%

23.34%
20.40%

21.02%
19.67%

21.29%
20.65%

18.03%
19.56%

Nursing vacancies remain high in the directorates noted on the exception report. Vacancy rates for
qualified nursing staff are particularly acute in these areas. Additional posts have been added to the
AMH establishment as an identified cost pressure and are reflected in the numbers. Use of nonframework agencies and shifts outside of the price cap remain high for prison nurse agency shifts.

Future Actions and monitoring process

General

•
•
•
•

Prisons

IR&C

Roll out of Pan-London agency rates (nursing & AHPs) for all agencies used by the trust finalised. SLAs agreed with 16 of our highest volume agencies via the London Procurement Partnership under the
new CPP agency framework.
Exploring joint working with SLAM and other NHS trusts through the LPP Pan-London agreement to bring joint pressure on non-compliant agencies; exploring joint working to pressurise agencies as part
of OHSEL joint working.
Where we have recruited newly qualified nurses we continue to promote their starting in unqualified capacities whilst their studies/registration is completed.
IR &C and Prisons are both planning additional RGN campaigns, with a meeting scheduled on 27/04/2017 to agree future Band 5 recruitment strategy.

•
•
•
•
•
•
•

There are currently 6 x Band 5 nurses at pre-employment check stage.

•
•
•
•

There are currently 35.7 WTE vacant positions actively being recruited to, and 27 candidates are undergoing their pre-employment checks.

•

Future approach to Band 5 nurse recruitment to be agreed 27/04/2017, which will take into consideration the new borough structure.

There are 40.5 WTE vacant positions which are being actively recruited to, and 27 candidates are undergoing their pre-employment checks.
Significant efforts at Prison Pharmacy recruitment has resulted in 6 x pharmacy candidates currently at check stage.
Further development around internal nursing rotation schemes. We have appointed 12 posts for the Year 2 Forensic rotation.
An advert for prison RGNs has been published in the 2017 RCNi Career Guide, and our RGN Band 5 Greenwich Prison advert on NHS Jobs is due to close for shortlist in mid-April.
Lengthy prison security clearance timeframes are adding to recruitment timescales.
A range of options regarding recruitment and retention is being prepared for the Greenwich prison Cluster Task Force April meeting.

There are currently 14 x Band 5 nurses who are undergoing pre-employment checks. The majority are students due to qualify in March 2017 and have been offered to start as HCAs.
From the most recent HCA campaign 9 x HCA Band 2s are undergoing pre-employment checks.
For the bulk nurse and HCA campaigns we are piloting conducting ID checks within the units at allocated dates (i.e. GPH, Woodlands, Oxleas House), whilst at the same time inviting candidates to tour
the ward and use the opportunity for managers and colleagues to introduce themselves. The pilot has seen positive participation and engagement from candidates. We are intending to continue this
approach for future bulk campaigns.

Lead Board Director: Simon Hart

Estimated time to resolve: TBC

EXCEPTIONS REPORT: Publication of Staff Roster: Line 35
The Roster Score % is a combined, weighted metric designed to give an overview of how well an area is planning and managing their staff using Healthroster.

KPI Data
Target >80%
4 wk. Roster

Q1

Q2

Oct-16

Nov-16

Effectiveness of Actions to Date
Dec-16

Jan-17

Feb-17

Mar-17

78.6%

Rostering practice across the Trust has improved over the past 6 months, driven by the
expansion of our reporting capabilities from Healthroster and the additional scrutiny
given to rosters as a result of this. Although there exist pockets of excellent rostering
practice, there is room for improvement with many rosters.

Future Actions and monitoring process
•
•
•
•
•

The Roster Score % is a combined, weighted metric designed to give an overview of how well an area is planning and managing their staff using Healthroster.
It was introduced to the Rostering KPI Report in March, after discussion at the Workforce Committee and Executive.
The Rostering KPI Report, including the Roster Score, will be monitored and discussed at the regular Nursing Executive Committee meeting; the remit of which
has been expanded to include Safe Staffing and the Trust response to the Carter Review.
The distribution list for the Rostering KPI Report has been significantly expanded and now includes Managers and Deputies from all of the areas reported on,
along with Service Managers and Directors.
The eRostering and HR Business Support Teams have been restructured into a combined Workforce Systems Team, increasing the resource available for
supporting and training staff on Healthroster.
The Workforce Systems Team will be targeting those poorest performing units with Healthroster support and training, based on their Roster Score.

Lead Board Director: Simon Hart

Estimated time to resolve: TBC

EXCEPTION REPORT: Line 38 - Ensure consent to treatment is obtained from clients assessed and detained under the
MHA (S58)

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

KPI Data

S58

Effectiveness of Actions to Date

Target

2015/
2016

Q1

Q2

Q3

Q4

Jan-17

Feb-17

Mar-17

100%

94%

100%

97.2%

92%

93%

100%

100%

82%

The numbers of patients included in this metric is small and therefore the
compliance rate can be flagged as red with just one breach. To date the actions
in reminding Approved Clinicians when authorisation is due have been largely
effective.

Future Actions and monitoring process

•

In March 2017 nine of eleven patients had consent to treatment authorisation in place. The two breaches concerned two patients detained under S3, one on
Norman Ward and one on Shrewsbury ward.

•

The MHA team will continue to issue reminders when an authorisation is due.

Lead Board Director: Ify Okocha

Estimated time to resolve: June-17

EXCEPTIONS REPORT: Line 47: Agency Costs
Agency costs as a percentage of pay spend. Increase in pay spend in March 2017.

KPI Data
Target

Target
Sickness
Bank
Agency

<4%
>7%
<8%

Effectiveness of Actions to Date

Q1
4.2%

Q2
4.2%

Oct-16
4.7%

Nov-16
4.9%

Dec-16
4.9%

Jan-17
5.0%

Feb-17
4.5%

Mar-17
4.2%

5.4%
10.4%

5.9%
10.4%

6.6%
9.7%

5,7%
9.4%

5.5%
8.8%

6.9%
9.6%

6.0%
9.9%

6.3%
12.8%

Approval processes are in place for the booking of bank and agency workers,
and the trust is fully compliant with the range of NHSI approval and reporting
requirements. Further analysis of the March agency spend is underway, and a
revision of directorate areas approved for agency use. Implementation of EOL
self-book for bank workers to promote bank bookings.

Future Actions and monitoring process
•

•
•

As at March 17 the threshold for Tier 3 ‘Agency Value’ has been reduced from £100k to £50k and will remain in place for future monitoring. The Deputy CEO, Workforce Lead
and DoF will focus attention to these teams to reduce or eliminate agency spend:Areas of material spend:
•
£120k – entry of backdated duties on health roster, further analysis is required to determine whether reasonable.
•
£300k higher than average spend on nursing agency usage comprising of:
•
ACS: use of an additional 814 hours in Greenwich District Nurses and Specialist teams
•
IRC: additional costs are associated with the staffing requirements in the ‘Pre assessment suite’ (£120k) and cover for vacancies and sickness.
•
Forensics & Prisons: the Directorate had to put in place 3:1 and 2:1 cover for patients in Crofton Ward and escorts to the acute hospitals as well cover
associated with the need to escort contractors on the site.
•
£100k medical staffing, comprising of:
•
CMH: additional staffing put in place to manage higher caseloads; cover for four specialty doctor vacancies across Bromley and Greenwich; and maternity
leave.
•
IRC: in addition to vacancies, the service had to access agency staff to ensure the staffing rota was compliant with the guidelines in the new junior doctor
contract for medical staff rotas. The longer term plan is to recruit NHS locums to cover the gaps until the next rotation in August.
Revised areas of authorisation for agency bookings for all directorates will be sought, to account for the updated NHSI guidance and new borough structures.
th
The successful launch of EOL self-book on 24 March 2017 to bank workers to encourage the volume of bank bookings.

Lead Board Director: Simon Hart

Estimated time to resolve: TBC

SINGLE OVERSIGHT FRAMEWORK DASHBOARD
April 2017 - Reporting March 2017 Activity
For further information pertaining to each of these measures, click here:
Domain
Director
Metric

Link to NHS Improvement Single Oversight Framework Document
Metric Number NHSI Method of Current
Matches Local Target
Collection
Reporting
Reporting?

Operational
Performance

Ify Okocha

N/A

Operational
Performance

Ify Okocha

Operational
Performance

Ify Okocha

Operational
Performance

Helen Smith

Consultant Led 18 week RTT - patients on an
incomplete pathway

10248

TBD

IBR

Yes

92%

98.7%

99.3%

98.6%

95.8%

97.1%

98.5%

98.0%

97.0%

94.1%

93.8%

95.7%

95.3%

Operational
Performance

Helen Smith

CRHT Gatekeeping

10101

MHSDS / UNIFY2 IBR

Yes

95%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

Operational
Performance

Helen Smith

EIP 2 week wait

10388

MHSDS / UNIFY2 IBR

Yes

50%

47.7%

63.0%

74.4%

66.7%

56.1%

51.8%

41.7%

50.0%

53.9%

56.3%

58.3%

50.0%

Operational
Performance

Helen Smith

IAPT - % completing treatment

10652
(provisional)

IAPT MDS

IAPT

Yes

50%

59.9%

46.0%

75.2%

61.0%

56.3%

49.5%

48.1%

48.9%

69.1%

46.0%

68.7%

59.0%

Operational
Performance

Helen Smith

IAPT Waiting Times - 18 weeks

10534

IAPT MDS

IAPT

Yes

95%

99.0%

100.0%

98.7%

97.0%

98.7%

98.7%

98.9%

96.9%

99.4%

98.6%

100.0%

100.0%

Operational
Performance

Helen Smith

IAPT Waiting Times - 6 weeks

10533

IAPT MDS

IAPT

Yes

75%

88.3%

87.0%

87.3%

89.6%

87.0%

87.3%

91.6%

89.0%

89.6%

89.0%

99.5%

98.4%

Operational
Performance

Helen Smith

Maximum 6-week wait for Diagnostic
Procedures (Audiology)

10670
(provisional)

Unify2

DM01

Yes

99%

100.0%

98.0%

93.0%

91.4%

100.0%

100.0%

100.0%

93.1%

100.0%

98.1%

98.6%

97.1%

Operational
Performance

Helen Smith

MHSDS Completeness - IDs

10324

MHSDS / UNIFY2 MHSDS

Yes

95%

99.5%

99.5%

99.5%

99.4%

99.4%

99.5%

99.5%

99.4%

99.4%

99.4%

99.5%

99.5%

Operational
Performance

Helen Smith

MHSDS Completeness - priority metrics

10655
(provisional)

MHSDS / UNIFY2 MHSDS

No

85%

Cardio-metabolic assessment - Inpatients

Annual Survey

Local CQUIN

TBD

Apr-16

May-16

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

65%
Cardio Metabolic Assessments
This is an annual audit, the results shown are from our annual
submission to NHS England. Final publication of survey
results is in May 2017, by NHSE.

94% overall compliance (47/50) - August 2016

Cardio-metabolic assessment - Community
Mental Health Services

N/A

Cardio-metabolic assessment - EI

N/A

Annual Survey

Local CQUIN

TBD

Comment

65%
71% compliance (71/100) - August 2016

Annual Survey

Local CQUIN

TBD

90%
92% compliance (69/75) -August 2016

IAPT: We had some issues submitting the IAPT data for
October-December 2016 and some of our data did not make
the national submission. This has been rectified from January.
The data shown here is the Oxleas complete data set

March-17: 3 breaches in Bexley. (100/103)

Metric under development

Quality of Care Helen Smith

% clients in employment - for 16-69 yr olds who 10666
are on CPA
(provisional)

NHS Digital

MHSDS

Yes

N/A

2.6%

2.6%

2.6%

2.4%

2.0%

2.0%

2.0%

2.0%

1.0%

2.0%

Lastest publication data is January 2017, published 22/04/2017.
These figures are marked as experimental by NHS digital.

Quality of Care Helen Smith

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

10665
(provisional)

NHS Digital

MHSDS

Yes

N/A

14.9%

14.2%

14.6%

14.2%

14.0%

13.0%

13.0%

13.0%

14.0%

15.0%

Lastest publication data is January 2017, published 22/04/2017.
These figures are marked as experimental by NHS digital.

Quality of Care Helen Smith

Admissions to adult wards of under 16s

10664
(provisional)

NHS Digital

Local
Reporting

Yes

0

1

0

0

0

0

0

0

0

0

0

0

0

Quality of Care Helen Smith

CPA 7 day followup

10314

HSCIC

IBR

Yes

95%

95.6%

98.7%

99.0%

97.4%

97.5%

97.6%

97.3%

95.5%

94.6%

96.9%

98.6%

95.9%

Quality of Care Jane Wells

CAS alerts outstanding

10660
(provisional)

NRLS

Internal

N/A

N/A

100.0%

100.0%

86.0%

100.0%

100.0%

90.0%

88.9%

100.0%

100.0%

100.0%

100.0%

100.0%

Quality of Care Jane Wells

Never Events

10659
(provisional)

NHSE

Internal

N/A

0

0

0

0

0

0

0

0

0

0

0

0

0

Quality of Care Jane Wells

Under-reporting of Patient Safety Incidents

10654
(provisional)

NRLS

IBR

Yes

N/A

RiO reported figure (94.7%). However the validated figure is (95.9%).
There were two breaches in AMH, and one breach in OPMH.

Awaiting further clarification of this metric definition from NHSI. Jane
Wells and Simon Sherring are pursuing.

Domain

Director

Quality of Care Jazz Thind

Metric

Metric Number

NHSI Method of
Collection

Current
Reporting

Matches Local Target
Reporting?

Aggressive CREs

10330

FT

IBR

N/A

Apr-16

May-16

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Comment

TBD
3.5%

Quality of Care Michael Witney

Community FFT - % positive

10339 (A)

NHSE

IBR

Yes

90%

97.4%

94.9%

92.7%

84.0%

96.6%

96.3%

96.0%

96.3%

96.9%

97.7%

96.8%

96.9%

Within the IBR, this is combined with the Mental Health FFT %.

Quality of Care Michael Witney

Mental Health FFT - % positive

10339 (B)

NHSE

IBR

Yes

90%

85.5%

86.8%

81.2%

80.2%

84.4%

85.1%

89.1%

87.4%

86.1%

81.9%

85.2%

88.1%

This score is influenced by many factors, including sample size. A small
number of patients rating the service negatively lowers the scores
significantly. Directorates and services are aware of their particular
scores and are working continuously to improve these. (Michael
Witney)

Quality of Care Michael Witney

Complaints

10528

NHS Digital

IBR

Yes

N/A

22

29

30

25

25

21

30

17

15

20

24

24

Quality of Care Simon Hart

Exec Turnover

10656
(provisional)

FT

Not collected

N/A

N/A

17%

0

17%

0

0

0

0

0

0

0

0

0

Quality of Care Simon Hart

NHS Staff Survey

10657
(provisional)

CQC

Not collected

N/A

N/A

Quality of Care Simon Hart

Proportion of Temp Staff

10658
(provisional)

FT

Not collected

N/A

8%

10.5%

10.2%

10.4%

10.2%

10.3%

10.6%

9.7%

9.4%

8.8%

9.6%

9.9%

12.8%

RAG: >11.0% Red; 8.0% to 11.0% Amber; <= 8.0% Green. Please see
exception report.

Quality of Care Simon Hart

Sickness

10333

NHS Digital

Workforce
Dashboard

Yes

4%

3.9%

4.3%

4.5%

4.5%

3.9%

4.1%

4.7%

4.9%

4.9%

5.0%

4.5%

4.2%

>6% Red; 4-6% Amber; <=4% Green. Provisional figure.

Quality of Care Simon Hart

Staff FFT - % recommend care

10653
(provisional)

NHSE

IBR

N/A

N/A

10334

NHS Digital

Quality of Care Simon Hart

Turnover

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

Awaiting further clarification on this metric definition from NHSI

Q3 unify upload due early May 2017

79%
Workforce
Dashboard

Yes

14%

12.4%

13.0%

81%
13.3%

13.8%

13.8%

14.0%

13.9%

14.0%

13.4%

13.7%

13.8%

12.9%

RAG: <=14 Green; 14-17 Amber; >17 Red.

Board of Directors
4th May 2017

Item 7
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Agenda item

Board operational performance report

Item from

Helen Smith, Deputy Chief Executive

Attachments

Operational performance report

Summary:

The operational performance report identifies the top issues of concern that will be the
focus of each directorate management team in the coming month.
The issues noted in the report are as follows:
Directorate
Issues
Children & young people 1. Directorate management dashboard exceptions
2. Service mobilisation: Greenwich Integrated Therapy
Service
3. Service transfer: Bexley 0-19 service
Adult learning disability 1. Atlas House – Finance
2. Queen Mary Move
Forensics & Prisons
1. NHS England
2. HMP Rochester
3. Isle of Sheppey cluster
Bexley Care
1. AMH Bed management
2. PCP
3. System resilience
4. Directorate wide issues
Bromley
1. Bromley Mental Health 5-Year Strategy
2. Bed Occupancy
Greenwich
1. Greenwich CCG Mental Health Review
2. Bed Occupancy
3. PAS
4. MSK Circle Contract
5. LGT Emergency Care Pathway

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

Board Operational Performance Report
4 May 2017
Children & young people’s services
1. Directorate management dashboard exceptions

•
•

Consultant Led RTT: performance has been under target for 3 months – the service is
investigating reasons and will prepare an action plan.
Crisis plans in CAMHS: performance is still under target although the improvement seen
in February has been sustained in March. Work continues on involving clinical leads in
improving performance.

2. Service mobilisation: Greenwich Integrated Therapy Service
Following final agreement on the increased financial envelope for the service, we are now
working with staff on the consultation, communications and other mobilisation plans.
Mitigation plans
• Work with RBG and CCG and communications to ensure all communications to
stakeholders are timely and appropriate
3. Service transfer: Bexley 0-19 service
Work is underway to ensure the smooth and safe transfer of Bexley 0-19 services. Meetings
have taken place with commissioners and the new Provider transfer steering group is
established.
Mitigation plans
• Identify issues and risks and implement mitigation plans
• Communicate progress to commissioners
• Work closely with the new provider to ensure transfer takes place on agreed date

Adult learning disabilities services
1. Atlas House - Finance
Discussions continue with Bexley CCG regarding a reduction in their commissioned beds,
due to occupancy rate below the commissioned level. A meeting is planned for early May to
agree a way forward.
2. Queen Mary Move
London Borough of Bromley have agreed for ALD social care staff to move to QMH, planned
for 27 April 2017.

Forensic & prison services
1. NHS England
NHSE visited the Bracton Centre on 30 March 2017, to review our progress against the
actions following the incident in July 2016. They requested information relating to action
plans and the changes that have been put in place. The team visited Burgess Ward and
Henri’s to observe the works that have been completed and check on the management of
sharps.
1

There were no outstanding issues to feedback at the end of their visit and we await their
report.
2. HMP Rochester
It has been announced that HMP Rochester will close late 2017, for redevelopment,
reopening in 2019/20 with a larger population. We currently provide mental health, physical
health and pharmacy services to HMP Rochester. The pharmacy for all of the Kent prisons
also is located there.
At this stage there is no fixed date for the closure, however we are working with
commissioners and the National Offender Management Service (NOMS) to ensure the
closure takes account of the needs of healthcare services, including the location of the
pharmacy.
All staff have been written to by NOMS and separately from the directorate. Meetings have
been held with staff, with 1:1 sessions planned as further detail emerges. The expectation is
that staff will be redeployed, although there will be an issue for some staff regarding
travelling to other sites where we have suitable vacancies (e.g. Greenwich cluster).
3. Isle of Sheppey cluster
Commissioners have indicated that primary care and inpatient services within the Sheppey
cluster of prisons will be procured during 2017/18. The services will include inpatient beds,
GP provision, dental services, ophthalmology, podiatry and physiotherapy. The contract will
be for five years with an option of a further two year extension. It is expected that the
contract will be worth between £70-85m over the life of the contract.
There are three prisons within the Sheppey cluster:
•

HMP Elmley
Category C reception prison for 1100 prisoners. This prison is currently changing such
that it will become a total reception prison. It covers all of the courts in Kent. Within the
prison there is a 15 bedded inpatient unit primarily for patients with mental health needs.

•

HMP Swaleside
Category B high secure estate with 800 prisoners including Life sentenced prisoners,
prisoners on the Personality Disorder Pathway, (PIPE) and a newly opened wing for sex
offenders. Within the prison there is a 15 bedded inpatient unit primarily for patients
with physical health needs.

•

HMP Stanford Hill
Category D open prison for 300 hundred prisoners preparing them for release back
into the community.

We currently provide the following services within the Sheppey cluster:
• A mental health team covering the cluster (circa 30 staff)
• An IAPT service (circa 7 staff)
• Emotional and wellbeing mentors (circa 5 staff)
• We provide all pharmacy services under another contract for these prisons from HMP
Rochester
Once the procurement timetable is confirmed and further detail released, the directorate will
make a recommendation to the Business Committee.

2

Bexley Care
1. AMH Bed management
Occupancy remains below 100%, although there has been an increase in the last two
months, form a low month in December.

Bexley AMH bed occupancy
120%
100%
80%
60%
40%
20%
0%
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Bexley CCG commissioner responsibility

2. PCP
A focus for the new directorate will be waiting times within the Primary Care Plus service.
The trust has a target of 80% of patients being seen within 14 days of referral. The team
have not been able to achieve this ytd as shown in the chart below:

Waiting Times - PCP
100%
80%
60%
40%
20%
0%
Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
% Patients seen within 14 days
Target

Mitigation plans
We have authorised an additional bank/agency person to join the team for 3 months to help
address the issue.
The Service Manager will undertake a demand and capacity review in conjunction with the
business office. This will allow an in-depth analysis of the issues and the development of an
action to address the issues.
3. System resilience
3

Over Easter, we supported LGT in managing bed pressures over the holiday period. We
joined daily bed escalation phone calls at 2pm, in addition to the existing 10.00am calls. A
senior manager from Oxleas was available to respond to urgent requests over the weekend.
Bexley CCG requested we open 3 additional beds on Meadow View from 13 - 20 April to
assist the wider system. We also mobilised our community teams to ensure adequate
support both before and during the Easter period. The local authority provided additional
packages of care in the community.
Discharge to assess is in place for QEH and working well across the integrated teams and
making a significant impact on improving flow / reducing length of stay. There remain
challenges in that the acuity of people coming out is high and any increase in this threshold
would require additional clinical support & investment.

4. Directorate wide issues
As a new directorate we continue to review the priority areas handed over from the service
line structure. These are:
•

The savings required for Bexley Care this year.

•

Bexley has historically overspent in all directorates we therefore need tight controls to
ensure oversight of the issues. Whilst awaiting the new budgets we are ensuring all
vacancies are being approved through the weekly core meetings. A process for
reviewing healthroster is also being developed.

•

Planning is underway to develop both integrated access into health and social care and
also more integrated working around the 3 LCNs. A project manager has been appointed
to support this work.

•

A workshop for managers (Band 7 and above) is planned for early May to identify
improved ways of working, reducing duplication and alignment opportunities within
LCNs.

Bromley
1. Bromley Mental Health 5-Year Strategy
The CCG held a mental health review stakeholder event in March towards developing a new
5-Year MH Strategy for the borough. The event was well received with proposals now being
formulated for consideration by the Bromley Partnership Board.
2. Bed Occupancy
Whilst average bed occupancy year to date stands at 105% for Bromley adult inpatients,
there has been a notable improvement in bed occupancy for Bromley adult inpatients in Q4
with occupancy falling to a financial year low of 82%. The current bed-state (as at 11th April)
shows sustained occupancy at 91% (including ELFT bed usage) with no UEAs.
The Directorate is focussing on bed management with the support of the trust wide Birch
Quality Improvement Programme which aims to develop systems to improve patient flow in
the acute care pathway. The first training workshop was held on 5 April and was well
attended by front line clinical leaders. The session focussed on QI techniques to reduce
variation, manage demand and capacity and lean working. The techniques will be used to
develop QI projects and priorities in weekly QI workshops which are being held from 26
April.
4

Greenwich
1. Greenwich CCG Mental Health Review
The CCG held a mental health review stakeholder event on 5 April with a wide range of
service leads across the health and social care system. The event focussed on the acute
and crisis care pathway with the aim of developing shared priorities for alternatives to
admission. Stakeholders worked in groups to propose priorities which the CCG are now
reviewing to form a development plan. The Directorate will remain closely involved
2. Bed Occupancy
There has been a notable improvement in bed occupancy across the Trust in the last month
with occupancy falling to 95.4% in March from 96.6% in February. Variation in bed
availability remains, causing pressure on waiting times for admission, although the number
of 4hr breaches in Greenwich fell from 51% in February to 44% in March.
3. Pre Admission Suite
Assessments in A&E
Between December 16 and March 17, an average of 120 patients/month were assessed in
the PRUH A&E by Bromley Liaison team, and 256/month in Queen Elizabeth’s A&E by the
Greenwich Liaison team.
On average, 23% of the patients who were assessed were admitted.
Table 1: Number of patients assessed in A&E
Number of Patients assessed by liaison teams in A&E
Liaison Team

Dec

Jan

Feb

Mar

Average

Bromley

102

125

112

140

120

Greenwich

250

269

222

281

256

Adult Mental Health

352

394

334

421

375

Table 2: The number of patients admitted from A&E
Number of Patients Admitted via liaison in A&E
Liaison Team
Bromley
Greenwich
Adult Mental Health

Dec

Jan
Feb
Mar
31
26
26
28
49
67
58
53
80
93
84
81

Average
28
57
85

Waiting times for admission: March 2017
Bromley: out of a total of 35 admissions, there were fourteen 4 hour breaches and four 12
hour breaches.
Greenwich: out of a total of 56 admissions, there were nineteen 4 hour breaches and six 12
hour breaches.
Use of the Pre Admission Suite: March 2017
Thirty four patients were transferred into the PAS in March and of those, 85% were admitted.
The table below shows the source of referral into the PAS and each patient’s destination.
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Table 3: Referral source and destination of patients using the PAS
Referral from
Next step in patient’s pathway

A&E
Home Treatment
Community Team
Grand Total

Oxleas Ward
Other Private Ward Jade Ward HTT Total
11
4
2
1
7
2
1
4
2
0
0
0
20
6
3
5

18
14
2
34

4. MSK Circle Contract
The Circle MSK contract was signed with Greenwich CCG from April 1, following approval
from the Health and Scrutiny Committee. This has allowed the Trust to proceed with a sub
contract with Circle and the Directorate is undertaking due diligence and contract
negotiations ahead of a final sign off which has been agreed to be reached by mid-May. The
Directorate has recruited a temporary project manager to oversee service mobilisation.
5. LGT Emergency Care Pathway
Following the LGT CQC visit, the Trust is becoming increasingly engaged with discussions
around the emergency care pathway at QEH and out of hospital care. This includes the need
to develop the Home First / Discharge to Assess Model to improve patient throughput; we
are engaged in discussions with Greenwich CCG to develop this model.
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Trust Quality Objectives Progress Report
6 weeks and over background data – March 2017
Mortality Surveillance Committee report
Oxleas Quality Improvement Journey

Summary and Highlights
1. Quality Objectives Progress Report

The enclosed Quality report provides a highlighted summary against the Trust’s 6 quality objectives:
Quality objective 1 – Ensure we meet our patient promise
Quality objective 2 – Ensure we involve families, carers and people important to our patients
Quality objective 3 – Ensure we involve patients in planning their care and they have a care plan that is
personal to them
Quality objective 4 – Ensure we put the safety of our patients first
Quality objective 5 – Ensure we provide care in line with national best practice and guidelines
Quality objective 6 – Ensure we routinely measure clinical outcomes so that we know that our care makes a
difference to patients
Provided for additional information to the progress report is the Mortality Committee report and the data
behind patients who have waited 6 weeks or over to be seen.

2. Quality Improvement Programme – Next steps

Enclosed is a paper detailing the journey so far on the Oxleas QI Programme

Recommendations
For the Board of Directors to note.

Trust Quality Objectives
Progress report
Dr Ify Okocha
Medical Director, Trust Quality Lead
May 2017

Oxleas Quality Overview – March 2016/17

Overview
Month

Jan

Feb

March

Total no of patients open to Oxleas

153,384

154,295

155,952

Total no of patients seen in the reporting
month

29,739

28,930

31, 867

Total no of patients discharged in the
reporting month

9,657

8,987

11,276

Total no of patients referred

10,909

10,637

11,276

As of 13 /04/17 Datix data

Patient Experience

No of patients giving feedback in the
reporting month

532

1006

925

No of patients who have complained in the
reporting month

17

23

24

No of patients who have given compliments
in the reporting month

98

50

90

91%
3%

91%
3%

94%
2%

No of Incidents (1-3)

929

845

881

No of Serious Incidents - Level 4

4

1

3

- Level 5

1

0

0

Friends & Family Test
– Recommend
– Not Recommend

Patient Safety

As of 03/04/17 Datix data

2

Oxleas caseload – March 2016/17

3

Proportion of caseload seen in March 2017
235

F&P

325
1947

OPMH

3816
10521

CYP

105014
5097

AMHLD

9627
14067

ACH

37170
0

20000

40000

60000

80000

100000

F&P

OPMH

CYP

AMHLD

ACH

In Contact

235 (72%)

1,947 (51%)

10,521 (10%)

5,097 (53%)

14,067 (38%)

Caseload

325

3,816

105,014

9,627

37,170

120000

Objective 1 – Our Patient Promise

Quality Objectives

Quality Objective 1:
Ensure we meet our patient promise

Quality Indicators

To ensure 90% of patients who reported
that they wanted friends/relatives involved
in their care/treatment did feel that they
were involved
To ensure 90% of patients surveyed are
reporting that they have been provided
with enough information about their care
and treatment
To ensure 90% of patients surveyed are
reporting that they have been involved in
decisions about their care and treatment
To ensure 90% of patients surveyed are
reporting that staff treated them with
dignity & respect
To ensure 90% of patients surveyed are
reporting that they have been helped as a
result of the care and treatment they have
received
To ensure 90% of patients surveyed are
reporting that they would recommend our
services to friends and family if they
needed similar care and treatment
To ensure that less than 5% of patients
surveyed are reporting that they would not
recommend our services to friends and
family if they needed similar care and
treatment
Number of formal complaints received
Number of informal complaints received
Number of compliments received
To ensure 80% of complaint responses
closed within 30 days
To ensure 95% of actions completed on
Datix
Total number of feedback received

July
2016
88%

Aug
2016
90%

Sept
2016
89%

Oct
2016
89%

Nov
2016
95%

Dec
2016
**

Jan
2017
98%

Feb
2017
94%

Mar
2017
98%

96%

97%

98%

97%

98%

97%

97%

97%

96%

94%

95%

97%

98%

98%

95%

96%

96%

96%

99%

99%

99%

98%

99%

99%

98%

99%

98%

93%

95%

93%

94%

94%

94%

95%

93%

95%

83%

87%

92%

92%

93%

92%

91%

91%

94%

3%

3%

4%

3%

2%

4%

3%

3%

2%

20
5
147
88%

14
10
80
52%

15
7
87
45%

18
9
49
58%

8
11
103
42%

18
2
98
75%

12
5
98
71%

17
6
50

84%

18
6
90

78%

92%

87%

83%

84%

76%

88%

86%

877

762

715

831

979

701

532

1006

* Figures in italics are indicative as not all complaints received in that month are due to be closed, as at 6 April 2017.
**The family/carer supported question was changed in December and so figures were not reported in this month.

925

6

Objective 1 – Our Patient Promise
Apr- 16

May- 16

Jun- 16

Jul- 16

Aug- 16

Sep- 16

Oct- 16

Nov- 16

Dec- 16

Jan- 17

Feb- 17

Mar- 17

Total
(YTD)

20

20

20

20

14

15

18

8

18

12

17

18

200

Formal 15/16

13

14

16

13

10

13

9

20

13

16

18

19

174

Local

2

9

10

5

10

7

9

11

2

5

6

6

82

Local 15/16

6

12

8

8

10

15

13

9

5

5

9

11

111

Formal

Complaints/compliments received by all Directorates during January 2017.
ACS

AMH & LD

CYP

F&P

OPMH

4

6

5

2

0

ACS

AMH & LD

C&YPS

F&P

OPMH

37

0

48

0

13

ACS

Partly upheld/Upheld
C&YP

Total

Attitude and Behaviour

2

-

2

Communication

1

1

2

Clinical Care

4

3

7

7

Objective 2 – Family & Carer Involvement
Implementation of support network engagement tool and young carers
No:
completed in
Nov 2016

No:
completed
in Dec 2016

No:
completed in
Jan 2017

No:
completed in
Feb 2017

No:
completed in
Mar 2017

Total
cumulative
1st Jul 2016
- 31stth
Mar 2017*

Quality Objectives

Quality Indicators

No:
completed
in Oct 2016

Quality Objective 2:
Ensure we involve
families, carers and
people important to our
patients

Number of young carers
identified

17

17

9

5

6

7

84

Number of patients with
the engagement tool
completed on RiO

19

28

40

45

172

105

571

* The cumulative figures include the months prior to October 2016.
Note: Number of young carers asked about their caring responsibilities between 1st July 2016
and 31st March 2017 = 1535 (1451 of these said they were not young carers)
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Objective 3 – Personalised Care Planning
• Planned 3 month intensive focus on care planning to support
trust wide and directorate specific audit action plans.
• 3 borough care planning events to launch Oxleas care
planning e-book from 15 May 2017.
• Development of enhanced care planning e-learning package
to support improved care planning recording.
• Regular monthly team care planning audits of case records.
• Clinical training days for identified services requiring further
input .

Objective 4 – Safety First
Safety Indicators Dashboard
September 2016

Quality Indicators

October
2016

November 2016

December 2016

January 2017

February 2017

March 2017

Service Area applicable to

To ensure 95% of patients on CPA are followed up within 7 days of discharge from hospital
(QSIP)

Mental Health Services

To ensure 100% of patients admitted to hospital following an episode of self-harm are
followed up within 48 hours of discharge (QSIP)

Mental Health Services

98%

*88%

95.5%

96%

94%

93.2%

100%

96.9%

96.8%

98.1%

98.6%

94.7%

100%

100%

Maintain no incidences of MRSA bacteraemia cases (QSIP)

All Oxleas Services

100%

100%

100%

100%

100%

100%

100%

Maintain no more than 6 incidents of Clostridium Difficile reportable infections(QSIP)

All Oxleas Services

100%

100%

100%

100%

100%

100%

100%

To ensure 80% of staff are compliant with level 1 safeguarding children learning
expectations

All Oxleas Services

60%

80%

86%

89%

91%

93%

93%

To ensure 80% of staff are compliant with level 2 safeguarding children learning
expectations

All Oxleas Services

96%

96%

96%

96%

96%

96%

95%

To ensure 80% of staff are compliant with level 3 safeguarding children learning (core)
expectations

All Oxleas Services

89%

88%

87%

88%

88%

88%

89%

To ensure 80% of staff compliant with safeguarding adults learning expectations – new
training – on track

All Oxleas Services

60%

77%

82%

86%

89%

89%

92%

99%

96%

97%

97.1%

100%

100%

100%

100%

Ensure 95% of clients on CPA have a recorded crisis plan on RiO. (QSIP)

Mental Health Services

97.1%

97.2%

97.3%

100%
To ensure that there are no avoidable grade 4 pressure ulcers

To ensure that 85% of deteriorating patients are escalated as per MEWs protocol (Harm
free care SU2S)

All services

All inpatient services

61%

100%

100%
Date being
analysed

72.5%

1/1

2/5

2/2

Not applicable

100%

100%

100%

All services

100%

89%

100%

100%

100%

100%

100%

To ensure that 100% of incidents are reported to NRLS within 28 days (Safety compliance)

All services

100%

100%

100%

100%

100%

100%

100%

To ensure that all RCA investigations are completed within 60 days to CCG 45 day internal
(Safety compliance)

All services

50%

25%

33%

100%

100%

100%

100%

To ensure that we meet the trajectory for training 80% staff in level 2 PREVENT practice by
2017/18 (Safeguarding adults)

All services

9%

13%

24%

33%

43%

53%

62%

To ensure that 100% of patients and families receive a duty of candour letter within 10 days
of incident

All services

To ensure 100% CAS alerts are closed within 28 days (Safety Compliance)

Mortality surveillance
National guidance learning from deaths
The committee considered the new guidance and agree action plan to deliver by
quarter 3.
• Review and comment on the draft policy for learning from deaths
• Complete the appendices for processes for service lines
• Pilot the data set reporting in May for both borough and service line reporting so
that this can be published
• Review the current options available for structured judgement review
methodologies, particularly looking at the LeDeR methodology to see which would
be best to adopt
• Review allocated sessions for clinical directors (or nominated clinical reviewer) to
conduct reviews and establish training and competencies
• Work with families to establish a family charter across the life span (currently in
progress in children and young peoples’ services building on suicide prevention
family involvement).
• Establish resource implications of delivering the policy for the business committee

The March 2017 Safety in Custody Statistics Bulletin, England
and Wales
Deaths up 38% overall, self-inflicted up 32%
2016 has seen a record level of 354 deaths in prison custody, up 97 from the previous year. Three of these were
homicides, down from 8. There was a record high of 119 self-inflicted deaths, up 29, 12 of which were in the
female estate. The rate of self-inflicted deaths has doubled since 2012. The likelihood of death in custody is 1.7
times higher than in the general population, while self-inflicted death is 8.6 times more likely
Self-harm incidents up 23%
Self-harm reached a record high of 37,784 incidents, up 6,967 from the previous year. Female establishments
saw a small fall of 2%. There was also a slight fall in incidents requiring hospital attendance in the most recent
quarter.
Assault incidents up 31%
Assaults have continued to increase, reaching a record high of 25,049 assault incidents in the 12 months to
September 2016, up 5,995 from the previous year. 3,372 of these were serious assaults, up 28% from the
previous year. The most recent quarter and 12 months were the highest on record for all types of assault

Prisoner-on-prisoner assaults up 28%
There were 18,510 prisoner-on-prisoner assaults, up 4,097 from the previous year, of which 2,644 were serious, up
30% from the previous year.
Assaults on staff up 40% .
There were 6,430 assaults on staff, up 1,833 from the previous year. Serious assaults on staff have trebled since 2012,
reaching 761 in the most recent year
Oxleas reported deaths in custody

From 1 April 2015 until 1 April 2017 there were

17 deaths in custody’s reported via Datix

Prison death in custody
Thematic review
Recommendations The implementation of medical alert wrist bands
• The implementation of a cardiac care pathway
• The review of processes when prisoners do not attend for medication
• The introduction of simulation training
• Improved handover processes
• Improved reception screening
• The implementation of exercises to test the responsiveness to emergency
calls. This should include the use of codes including guidance about when
not to resuscitate.
• Training in use of SystmOne
• Implementing a central referral system for counselling
• Implementation of initiatives to support physical health care
• Review of provision of services by allied health professionals and
equipment accessibility
• Revision of observation policy

Objective 5 – Evidence Based/Best Practice
• One of the quality indicators under this objective is to engage in national
audits that permit benchmarking. Following a review of national audits
applicable to Oxleas in 2016/17, we have participated in 14 national audits.
• Published national audit reports are presented and discussed at Trust CEG
• NHS Benchmarking Reports – the Quality Committee has requested an
away day to discuss the findings of all benchmarking reports, identify what
we can learn from current practice in comparison to other organisations and
what changes need to be made. This is planned for June 2017

Objective 6 – Clinical Outcomes

1

Background data for patients waiting 6 weeks and over
Row Labels
Adult Community Health Services
Adult Dietetics
Adult Nursing TB
Bexley DN ‐ Bostal 3
Bexley DN ‐ Erith Health Centre
Bexley DN ‐ Lodge Hill
Bexley DN ‐ Phelbotomy Team
Bexley Gynaecology Team
Bexley MS‐Active
Bexley MSK ‐ Physiotherapy
Bexley MSK ‐ Podiatry
CAR Gre Woolwich Team
COPD GRACE
Diabetes Live Well
Diabetes Team
Dietetics Primary Care
Gynaecology Team
Heart Failure Team
Housebound Continence Service Bexley
IC RT ‐ Neuro Team
Mobile Continence Service Bexley
Mobile Continence Service GCHS
MSK ICATS Team
POD Bex BMP
POD Bex BMP New Referrals
POD Bex EHC
POD Bex EHC New Referrals
POD Bex Queen Mary's Hosp. Nail Surgery
POD Bex Queen Mary's Hospital
POD Gre Dom Woolwich Forum
POD Gre Fairfield
POD Gre Gallions
POD Gre Kidbrooke
POD Gre Manor Brook
Podiatric Surgery Service
Psychosexual Gre
Adult Mental Health and Learning Disability Services
Bexley ADAPT
Bexley ADAPT Psychology
Bexley ADULT ASD
Bexley ALD MH Challenging Behaviour
Bexley ICMP
Bexley PCP
Bexley PCP Brief Intervention
Bromley ADULT ASD
Bromley ALD Complex Physical Health
Bromley ALD Memory Service
Page 1

Count of RiO id
273
1
3
1
1
2
11
24
1
27
28
6
1
3
2
2
2
1
1
2
2
2
103
5
8
7
10
5
1
1
1
1
1
2
3
2
72
5
7
1
3
1
1
1
5
1
1

2

Background data for patients waiting 6 weeks and over
Row Labels
Bromley ALD MH Challenging Behaviour
Bromley East ADAPT
Bromley East ADAPT Psychology
Bromley East PCP Brief Intervention
Bromley Perinatal Mental Health Team
Bromley West ADAPT
Bromley West ICMP
Bromley West PCP
Bromley West PCP Brief Intervention
Bromley Women's Service
Greenwich ADULT ADHD
Greenwich ALD Long Term Team
Greenwich East ADAPT
Greenwich East ADAPT OT
Greenwich East ICMP
Greenwich West ADAPT
Greenwich West ADAPT Psychology
Greenwich West PCP
Greenwich West PCP Brief Intervention
Children and Young People's Services
AUD Gre Under 4's
Bexley CAMHS CHeWS
Bexley CAMHS Generic
Bexley CAMHS LD & Neuro‐Developmental
Bexley CAMHS Substance Misuse
Bexley CAMHS Under 5's
Bromley CAMHS Adolescent
Bromley CAMHS Generic
Bromley CAMHS LAC
Bromley CAMHS Neuro
Bromley CAMHS Neuro Team ADOS Assessment
CCN ADHD Diagnosed Unmedicated
CCN ADHD New Referrals
CCN Long Term Conditions
Children's Physio Gait Clinic
Children's Physio Mainstream Core Svce
CT‐ New Referrals (OT)
CT‐ New Referrals (PT)
CT‐Community (OT)
CT‐Outpatients (PT)
DIET CYP Gre Community
GCAMHS Generic Pathway
HV Bostall House Universal
HV Bostall House Universal Plus
HV Broadway Universal
HV Central Antenatal Maternity Concerns
HV Central Antenatal Primips
Page 2

Count of RiO id
3
7
1
1
2
3
1
1
2
1
1
3
4
2
1
7
1
4
1
435
1
1
9
4
2
1
1
16
1
6
1
1
3
1
2
2
1
1
1
19
1
9
6
2
3
2
8
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Background data for patients waiting 6 weeks and over
Row Labels
HV Central Universal
HV Central Universal Plus
HV East Antenatal Maternity Concerns
HV East Antenatal Primips
HV East Universal
HV East Universal Plus
HV Erith Antenatal Primips
HV Erith Universal
HV Lakeside Universal
HV Lakeside Universal Part Plus
HV Lakeside Universal Plus
HV Oval Antenatal Primips
HV Oval Universal
HV Oval Universal Plus
HV Sidcup Universal
HV Sidcup Universal Plus
HV South Antenatal Maternity Concerns
HV South Antenatal Primips
HV South Antenatal Universal
HV South Universal
HV South Universal Part Plus
HV South Universal Plus
HV Tewson Antenatal Primips
HV Tewson Universal
HV Tewson Universal Plus
HV West Antenatal Maternity Concerns
HV West Antenatal Primips
HV West Universal
HV West Universal Plus
HV Westwood Lane Universal
HV Wrotham Rd Universal
HV Wrotham Rd Antenatal Primips
LAC Initial OOB in Greenwich
Music Therapy ‐ Core Service
Music Therapy ‐ Watergate School
Occupational Therapy ‐ Advice Clinic
Occupational Therapy ‐ Mainstream
PAED Bex ‐ ADHD
PAED Bex ‐ Continence
PAED Bex ‐ Pre AAS
PAED Bex ‐ Pre ADHD
Paed Gre NDC Team
Sch Nursing. Discovery
Sch Nursing. Eltham Hill
Sch Nursing. Horn Park
Sch Nursing. Plumstead Manor
Sch Nursing. St Alfrege & St Peter

Count of RiO id
18
4
1
3
12
1
1
12
19
1
1
3
1
2
11
2
3
30
1
27
2
6
5
29
3
1
14
18
2
4
13
1
1
1
1
1
1
1
2
4
3
12
1
1
1
1
1
Page 3
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Background data for patients waiting 6 weeks and over
Row Labels
Sch Nursing. Thomas Tallis
Sch Nursing. Windrush SE28
Sch Nursing. Wize up
SLT Bex ‐ Contract School
SLT Bex Comm Team
SLT Comm Erith Health Centre
SLT Early Years Team
SLT Ed ASD
SLT Ed JCT
SLT Ed Special Schools
SLT Paed Mainstream OOB/Private
SLTPAEDCOMPNEEDSSHILL
SLTPAEDMAINSTREAMARSENAL
SLTPAEDMAINSTREAMELTHAM
SLTPAEDMAINSTREAMMERIDIAN
SN ‐ Enuresis
SNS Special School Nursing Willow Dene
Older People's Mental Health Services
Bexley Older Adults Memory Service
Bexley Older Adults Psychology
Bexley OPMH Primary Care Plus
Bromley Memory Service Team
Bromley OA East CMHT
Bromley OPMH Community OT Team
Greenwich Memory Clinic
(blank)
(blank)
Grand Total

Count of RiO id
1
1
2
1
5
1
1
1
5
1
1
1
12
6
3
4
1
46
17
1
1
15
3
1
8

826

Page 4

Mortality Surveillance Committee Report

Summary:
The Mortality Surveillance Committee met on 19 April 2017
National guidance learning from deaths
The committee considered the new guidance and agree action plan to deliver by quarter 3. The
committee members will:
•

Review and comment on the draft policy for learning from deaths

•

Complete the appendices for processes for service lines

•

Pilot the data set reporting in May for both borough and service line reporting so that this can be
published

•

Review the current options available for structured judgement review methodologies, particularly
looking at the LeDeR methodology to see which would be best to adopt

•

Review allocated sessions for clinical directors (or nominated clinical reviewer) to conduct reviews
and establish training and competencies

•

Work with families to establish a family charter across the life span (currently in progress in
children and young peoples’ services building on suicide prevention family involvement).

Establish resource implications of delivering the policy for the business committee

Data Reconciliation on RiO with national spine
Informatics are sharing the data set January to March 2017. It was agreed that system administration will
run a deceased client data collection weekly from RiO and this will link to an alert on ifox to flag the
patient has died. They will run a weekly report t compare deaths on RiO and sharethis will the directorate
leads. A flow chart is to be produced to demonstrate this process.

Reports from Clinical Directors
Adult Community Services
There are 6 incidents awaiting outcome on the tracker.In March there wwre 62 deaths; 25 died in
hospital / hospice, 2 the cause is not yet known and 27 rejected as per criteria following clinical review.

Summary:
There were no serious incidents.
Older People Mental Health Services
In March there were 10 deaths; 9 were expected and 1 was expected but family have requested an
inquest.
Children and Young People Services
In March there were 6 deaths of pre-term and neonatal babies.
Adult Learning Disability Services
In March there were no deaths.
Adult Mental Health Services
In March there were 3 deaths which are being investigated.
Forensic and prison services
In March there were no deaths. There was one death in a prison.

Death in Custody Review
A thematic review was presented. It was agreed that the death in custody review should be presented
to the Quality Committee by the directorate outlining actions being taken for improvement and
monitoring.
Summary of thematic review:
The March 2017 Safety in Custody Statistics Bulletin, England and Wales, reported that;
 Deaths up 38% overall, self-inflicted up 32%
2016 has seen a record level of 354 deaths in prison custody, up 97 from the previous
year. Three of these were homicides, down from 8. There was a record high of 119 selfinflicted deaths, up 29, 12 of which were in the female estate. The rate of self-inflicted
deaths has doubled since 2012. The likelihood of death in custody is 1.7 times higher
than in the general population, while self-inflicted death is 8.6 times more likely
 Self-harm incidents up 23%
Self-harm reached a record high of 37,784 incidents, up 6,967 from the previous year.
Female establishments saw a small fall of 2%. There was also a slight fall in incidents
requiring hospital attendance in the most recent quarter.

.

Summary:

 Assault incidents up 31%

Assaults have continued to increase, reaching a record high of 25,049 assault incidents in
the 12 months to September 2016, up 5,995 from the previous year. 3,372 of these were
serious assaults, up 28% from the previous year. The most recent quarter and 12 months
were the highest on record for all types of assault.
 Prisoner-on-prisoner assaults up 28%
There were 18,510 prisoner-on-prisoner assaults, up 4,097 from the previous year, of
which 2,644 were serious, up 30% from the previous year.
 Assaults on staff up 40%

.

There were 6,430 assaults on staff, up 1,833 from the previous year. Serious assaults on staff have trebled
since 2012, reaching 761 in the most recent year
Oxleas reported deaths in custody
From 1 April 2015 until 1 April 2017 there were 17 deaths in custody’s reported via Datix
2
3

Incident Date
May 2015
June 2015

4

July 2015

Prison
Rochester
Thameside

5
6
7

Cookham
Wood
July 2015
Belmarsh
September 2015 Thameside
September 2015 Maidstone

8

February 2016

Isis

9
10
11

June 2017
August 2016
August 2016

Thameside
Thameside
Thameside

12

October 2016

Thameside

13
14

November 2016
December 2016

Thameside
Belmarsh

15
16

January 2017
January 2017

Belmarsh
Belmarsh

17
18

January 2017
March 2017

Belmarsh
Swaleside

Cause of death
Suspension
Cardiac failure secondary to
respiratory disease complication
chronic obstructive pulmonary
disease.
Sudden unexpected death in
epilepsy
Suspension
Suspension
Suspension

Inquest
Date set

Acute damage of axons suggestive
of drug overdose or ischemia
Acute Myocardial infarction
Groin abscess, myocotic aneurysm
Acute Heart Failure and Purulent
Pericarditis
Awaiting disclosure (likely cardiac
arrest)
Haematoma following fall
Suspension

Date set

Suspension
Pulmonary embolism
Right calf deep vein thrombosis
Colorectal Cancer
Suspension

To be confirmed
To be confirmed

Date set
Concluded
Concluded
Concluded

Date set
Date set
Date set
To be confirmed
To be confirmed
To be confirmed

To be confirmed
To be confirmed

Summary:
Recommendations and findings:
•
•
•
•
•
•
•
•
•
•
•
•

The implementation of medical alert wrist bands
The implementation of a cardiac care pathway
The review of processes when prisoners do not attend for medication
The introduction of simulation training
Improved handover processes
Improved reception screening
The implementation of exercises to test the responsiveness to emergency calls. This should include
the use of codes including guidance about when not to resuscitate.
Training in use of Systemone
Implementing a central referral system for counselling
Implementation of initiatives to support physical health care
Review of provision of services by allied health professionals and equipment accessibility
Revision of observation policy

Recommendations
To note

Oxleas Quality Improvement – The journey so far
Update for Trust Board May 2017
1. Introduction
At the January 2017 Board away day, the paper on ‘creating a continuous quality
improvement culture at Oxleas’ was presented to the Board of Directors setting the scene
and context for a presentation by Dr Kevin Cleary, Medical Director for East London
Foundation Trust (ELFT). Dr Cleary shared their experience of QI and how it has improved
quality of care and contributed to their outstanding CQC report.
We have agreed to embark on the same journey and to the following next steps:
• Agree a quality improvement method to use in the trust
• Build the will in the organisation – board, executive, directorate management and all
staff
• Ensure capability in the organisation – time, resources, training (including board
members)
• Align our values, structures, processes and actions to support
• Agree priority cluster of QI projects
This paper provides the Board of Directors an update on our journey so far since January
2017.
2. Building the will in the organisation
Oxleas Quality Improvement Event
On the 29th of March 2017, Oxleas held a Quality Improvement Event targeted at senior
Trust managers and senior clinical and medical staff. We had Jeff Kaas from Kaas Tailored in
Seattle, USA hold a session on ‘how to improve quality by eliminating waste’. Part of his
session discussed the 7 wastes that are to be eliminated:
- Overproduction
- Transport
- Motion
- Waiting
- Processing
- Inventory
- Defects
This was followed by a presentation by Fiona Ramsey, from Tees, Esk and Wear Valleys
(TEWV) NHS Foundation Trust speaking to staff on the ‘culture of quality improvement’ and
embedding the ethos in TEWV over a 10 year period and implementing the TEWV Compact.
This is a behavioural contract that has been developed with staff to ensure no barriers for
staff to eliminate waste and non-value adding work (such as loss of employment as a
consequence of service improvement). The Compact is between the organisation and staff
and is seen as the foundation for delivering quality and improvement.
1

The third session was led by Dr Amar Shah from East London NHS Foundation Trust, sharing
how they have made it work, from the start of their journey to now (4 years later). This was
a more in-depth session than what we had at the Board away day.
Jeff Kaas also spent the previous 2 days prior to the event sharing knowledge of QI with staff
in the Bexley home treatment team, Acorns, Holbrook Ward, and the Quality & Governance
team.
Quality Improvement System Visit to Tees, Esk and Wear Valleys NHS Foundation Trust
One of the factors of success we have learnt from other NHS organisations, who have
embarked on QI is the senior executive/senior management visits to other QI organisations.
A QI system visit to TEWV has been scheduled to take place during the months of May and
June with a total of 30 staff, 10 members per session consisting of Senior Executive, Clinical
Directors, Associate Directors and Business and Service Improvement Managers.
3. Ensuring capability in the organisation
Building on the momentum of the 12 week QI programme in our Acute Mental Health
Inpatient service, we have embarked on a 6 month Acute Care Pathway review with BIRCH.
This is an organisation that specialises in capability development for Quality Improvement
and Innovation– their highly experienced coaches help teams to transform their own
services through a collaborative hands-on learning approach. They help develop teams to
undertake service transformation themselves creating ‘Champions’ within the Trust to drive
service improvements who:





Question current practice
Analyse and evaluate performance
Use Lean Systems Thinking techniques to redesign organisational processes
Use change management processes to successfully realise improved
performance

BIRCH Academy Model -

This programme commenced in April 2017 with a cohort of 24 people who will be trained in
Lean QI technique.
2

Proposed measures of success for the programme are as follows:
• Patient Experience (measured at the right time, not just at the end)
• Purposeful admissions
o Crisis care plan
o Explore systems and data relating to purposeful admission. RAG rating etc
o Qualitative measures
• Experience based co-design – ensure we listen to service user feedback as a principle
• Reducing bed occupancy
• Reducing inappropriate admissions (0-3, 5 day stays)
• Reduction in admissions/re-presentations within 28 days (25% frequent attenders)
4. Agreeing priority cluster of QI projects
We held a session on Quality Improvement at the senior staff away day event on the 26th of
May. This was a great opportunity to raise further awareness and gain senior management
buy-in to the QI approach. Furthermore, directorates had an opportunity to discuss how and
what they needed to make QI happen in their service areas and what complex and
challenging issues should be subjected to QI. This will be discussed at respective directorate
away days in May and June
5. Executive and board support and leadership
Literature on QI in organisations and feedback from organisations that have embarked on QI
emphasise the importance of executive and board level leadership and engagement to
ensure a culture of continuous improvement within the organisation. In ELFT, everyone in a
management position has undertaken QI training and there is on-going coaching support for
ELFT executives by IHI (Institute for Healthcare Improvement).
We will be meeting with the IHI Europe regional team on the 27th of May to discuss what a
bespoke training package would consist of for Oxleas senior Executive and Board members.
We will also consider the impact of having on-going IHI coaching support for the Trust
6. Next Steps
A case for investment in Quality Improvement will be presented to the Trust Executive team
in June 2017 and a final paper submitted to the Board in July 2017. This will provide detail
on the investment required to implement an Oxleas QI programme over the next 3 years,
inclusive of training the Board, QI Coaches, Improvement Advisers, and a central QI team.
The aim would be to build the capability within the organisation to roll out various levels of
training and awareness to the rest of the Trust.
It is envisaged the formal commencement of Oxleas QI will be in September 2017.
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Update on MG Serious Incident Root Cause Analysis
action plan
Jane Wells, Director of Nursing
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MG Action plan and progress
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7

Summary:
The MG action plan is being taken forward with the overarching health and safety action plan for forensic
and is monitored at the forensic CQC oversight meeting and forensic Quality Committee.
Progress against action plans
Key areas of note are:
•
•
•
•
•

Safe staffing - funded posts are being actively recruited to, including that of Safety and Security
manager for the directorate. This post will also act as the Trust’s Local Security Management
Specialist (LSMS)
Safety and Security review – it is planned that the external team will visit the Bracton Centre on 24th
April 2017
Catering - a business case is being prepared to centralise food preparation at the Bracton. There will
be a level of capital investment required. It is anticipated that the business case will be completed
by the end of April 2017
Henri’s - this remains closed to service users when the kitchen is open because of modification
works required. A health and safety assessment will take place prior to the café re-opening to
service users
Cellsense - the new technology is on order but awaited

CQC MHA visit
The CQC visited the Bracton Centre on 11th April 2016. Inspections took place on Burgess, Health and
Joydens. The verbal feedback on the day was largely positive, with a small number of issues highlighted:
•
•
•
•

Recording of patient’s rights
Presence of privacy door panels
Unescorted leave within the meadow
Difference between de-escalation, seclusion and long term seclusion

NHS England
NHSE visited the Bracton Centre on 30th March 2017 to review our progress against the actions following the
incident in July 2016. Specifically, they requested the following in advance of their visit:
•

Electronic copy of Admission and Pathway manual

•
•
•
•
•
•
•
•
•

Copy of joint medical and nursing form if not included as an appendix /subsection of Admission and
Pathway Manual
Electronic copy of Forensic Referrals Policy
Narrative on how the outcome of the review of the trust major incident plan and emergency
response planning in light of the incident and feedback from emergency services and if changes
have been implemented what they are and when where they implemented from
Explanation of where next of kin details are and how staff have been made aware of their location
Update on independent review of physical and procedural security, including security policies, of the
units as well as the overall culture of safety and security within the service.
Outcome of review of current search policy and practices
Outcome of review of all kitchens in medium and low services
Copy of the policy that includes the safe staffing complements for each ward
Copy of the quarterly Audit of all incidents related to security for quarter 3 2016/17

In addition to the information provided, the team from NHSE visited Burgess Ward and Henri’s to observe
the works that have been completed and check on the management of sharps.
There were no outstanding issues at the end of their visit and the team appeared content with our
responses and what they observed, however they could not rule out a further investigation into our
response to the incident and the robustness of actions taken.
Unannounced ward visits
There have been a series of internal visits to inpatient forensic units over the past few weeks. Whilst there
has been good practice noted, these have identified a number of areas where there are inconsistent
approaches and a lack of understanding amongst staff of the agreed policy. In summary, key concerns
included:
•
•
•
•

Lack of understanding regarding the closure of the seclusion room at Memorial
The presence of plastic bags, bin liners and plastic laundry bags (there was a near miss incident just
prior to the visit which resulted in immediate action being taken, but lapses in practice have been
observed)
Failure to implement the agreed search arrangements
Uncertainty with regards future arrangements for catering

The Directorate Management Team is developing clear communication and guidance for staff on a number
of key safety and risk issues, and these will be supported by further unit visits from within the service.

Recommendations
The Board is asked to note the progress.
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Recommendation

Implement
ation by:

All patients admitted to
forensic services as a
planned admission should
have a documented
management plan and
completed risk assessment
prior to admission. The
management plan should
form the basis for the care
plan.

EZ

All patients admitted to
forensic services as a
planned admission will be
assessed by their
responsible clinician or
covering consultant within
24 hours of admission.

Target Date
for
Implementati
on
November
2016

Evidence of Progress and
Completion

Monitoring & Evaluation
Arrangements

Sign off –
Action
completed

Sign
off by:

The Admissions and Pathway
Manual has been revised and
updated and addresses
recommendations1, 2, 3 and 4.

Modern Matrons
Forensic Quality Board

Completed

EZ

Local MDT pre-admission meetings
have been established. The
framework for these incorporates the
requirement to develop a risk
assessment and management plan.
These have been observed by the
Clinical and Service Director.

Ward Managers
Forensic Quality Board

Completed

EZ

The Admissions and Pathways
Manual has been updated to include
the mandatory review of all new
admissions within 24 hours by the
Responsible Clinician or Covering
Consultant. An audit has been
undertaken to check compliance with
this standard, with only one instance
where a review was not documented
within the timescale.

Chair of Referral Meeting &
Forensic Quality Board

Completed

EZ

This information is been cascaded to
staff through the senior nursing group
and Doctors meeting and full
implementation is monitored by the
Directorate Quality Board.

EZ

November
2016

3
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Recommendation

Implement
ation by:

Guidance for the potential
seclusion of specific
patients should clearly set
out the range of behaviours
or triggers that may warrant
the use of intensive care or
Seclusion. These should be
recorded in the
treatment/care plan.

EZ/LD/LC

Planned admissions should
not take place on a Friday
unless authorized by the
Head of Nursing or Clinical
Director. Authorization to
admit on a Friday must
include a clear plan for the
management of the patient
over the weekend and
appropriate staffing levels.
The Forensic Referrals
policy should be reviewed to
ensure that clinical
discussions and agreement
for admission are clearly
documented. The rationale
for the decision to admit or
not, should be minuted
along with the decision

Target Date
for
Implementati
on
November
2016

Evidence of Progress and
Completion

Monitoring & Evaluation
Arrangements

Sign off –
Action
completed

Sign
off by:

The revised Admissions and
Pathway Manual outlines the preadmission CPA framework, which
now includes consideration of
strategies for managing challenging
behaviours (1:1, quiet room,
seclusion and rapid tranquilisation)

Ward Manager
Forensic Quality Board

Completed

Referrals Meeting
Coordinator: Peter Stevens
Lisa Dakin/Elizabeth
Zachariah
Clinical Effectiveness
Group

Completed

LD/EZ

Referrals Meeting
Coordinator: Lisa
Dakin/Elizabeth Zachariah
Clinical Effectiveness
Group

Completed

EZ

EZ

Any risk of violence of medium to
high severity will have a
corresponding care plan that outlines
the management plan including
observation levels, use of intensive
care area and use of Seclusion.

EZ/LD

November
2016

This has been checked as part of the
same audit (see 2).
This action has been incorporated
into the Admissions and Pathway
Manual.
In the last six months there have
been 26 admissions, with none
occurring on a Friday.

EZ/PS

November
2016

Joint Medical and Nursing
assessment incorporates a
structured admissions criterion. The
referrals meeting policy has been
updated to ensure notes of the
meeting incorporate a summary of
the discussions and outcome,
including final decision and rationale.
These are attended by the Clinical

Peter Stevens (Chair of
referrals meeting)

itself.

and / or Service Director.

Recommendation

Implement
ation by:

The forensic team should
utilize a set of structured
admission criteria to provide
a consistent frame work to
support the decision to
admit.

EZ/PS

7

The forensic Referrals policy
should be explicit that the
responsibility for the
placement of patients who
are already under the care of
other trusts lies with, in the
first instance with NHS
England.

EZ

November
2016

8

The trust major incident plan
and emergency response
planning is reviewed in light
of the incident and feedback
from emergency services.

RE

November
2016

6

Target Date
for
Implementati
on
November
2016

Evidence of Progress and
Completion

Monitoring & Evaluation
Arrangements

Sign off –
Action
completed

Sign
off by:

A structured set of admission criteria
for medium and low secure services
has been developed. The Joint
Medical and Nursing assessment
reviews admissions against this
criteria and ensures they are met
before any decision to admit.
Forensic Referrals policy has been
reviewed and updated with
information regarding responsibility of
the trust for all referrals received.

Lisa Dakin/Elizabeth
Zachariah

Completed

EZ/LD

Forensic Quality Board

Completed

EZ

An internal review of the incident
response has concluded that the
response was appropriate and no
major amendments are required to
the Major Incident Plan, although
some lessons have been learnt and
have addressed.

EPRR group, led by Jenny
Seal (Trust H&S lead)

Completed

JS

This review was undertaken following
the emergency services post incident
review, attended by Trust H&S. A
further review was attended with the
nd
police and Bracton staff on 2
November 2016, and learning
identified. A consolidated report has
been produced and is being
implemented.

Page 3

Formal criteria agreed by
the Senior Management
Team (Core Board)
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Recommendation

Implement
ation by:

“Next of Kin” details are
kept in an accessible
location in the event of an
incident and all key staff are
aware of its location.

SH/AF/RE

There is a full independent
review of all safety and
security within the forensic
services. This review should
assess the physical and
procedural security of the
units as well as the overall
culture of safety and
security within the service.
There should be an
immediate review of the
application of search
policies and procedures by
an accredited LSMS officer.
All kitchens associated with
acute wards in the Bracton
Centre (Burgess, Crofton
and Heath) should be
permanently
decommissioned and
converted into a servery
facility. Meals beyond light
snacks should be sourced
from a central location.

LD/EZ/RE

Target Date
for
Implementati
on
January 2017

Evidence of Progress and
Completion

Monitoring & Evaluation
Arrangements

Sign off –
Action
completed

Sign
off by:

Staff, Trust-wide, are being asked to
update their ‘next of kin’ details on
ESR Employees Self Service.

Director of Human
Resources (Simon Hart)

Completed

A spread sheet with emergency
contact details is uploaded to the
Connect system each month for oncall directors.

Simon Henley-Castleden

January 2017

An external expert panel has been
appointed to agree the terms of
reference of the review, and the visit
to the Bracton Centre is scheduled
th
for 9 May 2017.

Forensic Quality Board

In progress

LD/EZ

LD

November
2016

New search processes are in place
for patient and visitors that access
the clinical area. All searches are
conducted at the front reception.

Patient Safety Group

Completed

LD

LD

October 2016

Kitchen areas in acute wards have
been decommissioned and re
designated to serveries’ for preparing
breakfast (toast and cereal) and light
lunches (pre-prepared sandwiches).
These areas are not accessed by
patients. Main meals are cook-chill
and delivered to the wards from
where they are served. A business
case is being developed for the longterm preparation of food at the
Bracton, but ward based kitchens in
acute units will not be

Forensic Patient Safety
Group

Complete

LD

SH

recommissioned.

13
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Recommendation

Implement
ation by:

A review of all other
kitchens in medium and low
security should be
undertaken. The review
should focus on physical
and procedural security
including access to the
kitchens from clinical areas
and availability of sharps.
Any changes to the physical
environment such as doors
etc. should be prioritised as
a matter of urgency.

PF

Target Date
for
Implementati
on
February
2017

Evidence of Progress and
Completion

Monitoring & Evaluation
Arrangements

Sign off –
Action
completed

Sign
off by:

A review of all other kitchens in
medium and low services has been
undertaken and a risk assessment of
sharps been carried out and
actioned. The revised kitchen
access and therapeutic sharps policy
is in place for all kitchens which
documents, with pictures, the limited
sharp utensils permissible and how
they are managed.

Forensic Patient Safety
Group. LD Chair

Completed

LD

A Trust wide review of security and
safety will be commissionedbe
commissioned following the report
from the forensic services review.
A review of safe staffing more
generally within forensics has been
completed, with support from the
Director of Nursing, and additional
investment has been agreed. This
takes account of the time spent
supporting the preparation and
serving of food.

Trust Patient Safety Group
leading

February
2017

Trust safe staffing group

Completed

LD

A thematic review of all incidents
relating to kitchen and Servery has
been undertaken. Such incidents are

Forensic Patient Safety
Group

Completed

LD/PS

Some changes to the physical
environment have been identified
and are being implemented. These
works are completed in medium
secure acute wards.

Where ward staff are
expected to prepare food for
patients, or work with
patients to prepare food the
impact of this should be
clearly recognised and
documented within the safe
staffing assessment.

LD

The Forensic Patient Safety
Group should conduct an
annual thematic review of all

LD/PS

February
2017

December
2016

Formatted: Not Highlight
Formatted: Not Highlight

Local Patient Ssafety
group

incidents relating to
kitchens and server areas
irrespective of the grade of
incident.
Recommendation

16

Page 6

The Forensic Patient Safety
group should conduct a
quarterly thematic review of
all security related incidents
irrespective of grade.

now routinely reviewed.

Implement
ation by:

LD/PS

Target Date
for
Implementati
on
January 2017

Evidence of Progress and
Completion

Monitoring & Evaluation
Arrangements

Sign off –
Action
completed

Sign
off by:

A thematic review of all security
related incidents has been
undertaken. Such incidents are now
routinely reviewed.

Forensic Patient Safety
Group

Completed

LD/PS

Board of Directors
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Biannual safe staffing report
Jane Wells, Director of Nursing
Biannual safe staffing paper

Summary and Highlights
The bi-annual safe staffing report is presented for the executive and board.
The paper updates on:
1. National guidance - including the National Quality Board safe, sustainable and productive
staffing resource improvement guides which focus on efficiency and safety and not numbers
of staff.
2 Carter efficiency programme - including e roster improvements, survey on e roster and impact
on wellbeing and survey of duty senior nurse / unit coordinator role
3

Health

and

wellbeing

–

including

our

newly

launched

strategy

for

staff:

http://www.oxleasstrategies.com/
4 Risks to safe and sustainable staffing – including recruitment and retention and progress
including Capital Nurse, South London Partnership, Nurse Associates, rotations, guaranteed jobs,
funding of research project on how to retain nurses and health visitors post retirement
5 Safe staffing performance - including plan to implement an acuity and dependency tool to
support requirements in respect of actual and planned staffing
6 Reviews undertaken – including progress on acute mental health wards, forensic investments
in staffing and work underway to review the Tarn staffing. National benchmarking data is presented
for information and to balance information from the Hurst review. It is noted that there is a lack of
prison health care benchmarking and improvement guidance which we recommend is explored
further in light of increasing deaths in custody and incidents.

Changes to risk register

Previous
rating

New
rating

None
New risks identified
None
Recommendations
The Board are asked to note.

Rating

Safe staffing biannual report- March 2017
1. Background
In line with the “Hard Truths Commitment to Safer Staffing” published in March 2014, the
Director of Nursing and Patient Safety is required to recommend staffing levels for each shift
on every ward, and the Trust Board is required to review and approve the establishments.
This should be reviewed by the Trust Board at least every six months.
1.1.

National guidance

A letter dated 13 October 2015 to Chief Executives from the Trust Development Agency,
Monitor, NHS England, CQC and NICE states that providers should be able to demonstrate
that they are able to ensure safe, quality care for patients and that they are making the best
use of resources. It goes on to stress that it is important to look at staffing in a flexible way
which is focused on the quality of care, patient safety and efficiency rather than just
numbers and ratios of staff. The letter stresses that a ratio is a guide not a requirement;
and that trusts are responsible for ensuring that they get the balance right by neither understaffing nor over-spending, and are able to secure the right complement of clinical staff to
meet local patient need and circumstances.
In July 2016 NHS Improvement launched resources to support safe, sustainable and
productive staffing improvement:
https://www.england.nhs.uk/wp-content/uploads/2013/04/nqb-guidance.pdf
This is an improvement resource to support nurse staffing which is aligned to Commitment
9 of Leading Change, Adding Value: a framework for nursing, midwifery and care staff
(2016). It is based on the NQB’s expectations that to ensure safe, effective, caring,
responsive and well-led care on a sustainable basis, trusts will employ the right staff with
the right skills in the right place and at the right time. It has been designed it to be used by
all those involved in clinical establishment setting, approval and deployment– from the ward
manager to the board of directors. NHS provider boards hold individual and collective
responsibility for making judgements about staffing and the delivery of safe, effective,
compassionate and responsive care within available resources (NQB 2016). The draft
guidance does not specify numbers and focuses on efficiency and safety.
Draft national resources which align to the NQB improvement resources have been
developed for:
• Acute and inpatient (consultation closed December 2016 – comments being
reviewed)

•
•
•
•

https://improvement.nhs.uk/uploads/documents/Adult_inpatient_safe__sustainable_staffing.pdf
Learning disability (consultation closed December 2016 – comments being
reviewed) https://improvement.nhs.uk/uploads/documents/Learning_Disability_saf
e__sustainable_staffing.pdf
Mental health (consultation closes 28 April
2017) https://improvement.nhs.uk/uploads/documents/Mental_Health_Setting_Im
provement_Resource_Engagement.pdf
Community (district nursing) (consultation closes 28 April
2017) https://improvement.nhs.uk/uploads/documents/Community_safe__edit_v3
0_proofed_final.pdf

Further guidance is expected for Maternity services, Children’s services, Urgent and
emergency care and Neonatal care. All reflect the expectations of safe, effective, caring,
responsive and well led care:

1.2.

Carter Report

Lord Carter’s report ‘Operational productivity and performance in English NHS acute
hospitals: Unwarranted variations’ (February 2016) highlighted a number of opportunities
where nursing, midwife and AHP colleagues can make a contribution to delivering high
quality care in a sustainable way for our patients and their communities. Lord Carter made
three recommendations. These were that all trusts should:
•

•

Implement an effective approval process by publishing rosters six weeks in advance
and reviewing against trust key performance indicators such as proportion of staff on
leave, training and appropriate use of contracted hours;
Set up of a formal process to tackle areas that require improvement, with escalation
paths, action plans and improvement tracking;

•

Develop the associated cultural change and communication plans to resolve any
underlying policy or process issues.

The NHS’ biggest asset is staff. Trusts have an obligation to strike the right balance between
cost, efficiency and patient safety. By improving on rostering systems trusts ensure safe
staffing levels, improve patient care; provide a fair and balanced working life for staff, while
at the same time meeting budgetary requirements. Trusts that are not including daily
staffing in decisions regarding staff deployment should do so now. Daily staffing uses
rostering data and allows frontline matrons, ward managers and site managers to apply the
daily dynamic changes so they have a real time view of staff, skills and patients. Live daily
staffing data should be used in handover meetings and bed management meetings.
All trusts must implement the recommendations by December 2017.
1.2.1. Work underway regarding Carter recommendations
We have been considering the use of SafeCare, a safe staffing product to use on our
rostering system from Allocate. A delegation from our Trust has recently visited a trust that
uses SafeCare, East London Foundation Trust (ELFT). ELFT have a dedicated safe staffing
team led by a senior nurse, which analyses Healthroster and SafeCare data and reviews this
data with ward managers. Almost all wards in ELFT worked 12.5 hour shifts, and the safe
staffing team reported that this had delivered a substantial cost saving. Work is underway
to assess the potential savings for Oxleas of moving to 12.5 hour shifts. It was noted that
ELFT only used HealthRoster for ward based staffing. The benefits of the SafeCare module
did not warrant investment at this time as real time monitoring and addressing variations is
not as easly achieved as in acute hospital Trusts.
In collaboration with our local academic partner, University of Greenwich, a Trust-wide
survey of views of rostering and the impact on well-being was launched in March 2017.
The survey asked ward based nurses and healthcare assistants their views on 12.5 hour
shifts. Preliminary results will be available in April but of 462 respondents there is a 72%
interest in 12 hour shifts.
We have also completed a survey of acute mental health nurses experiences of being the
Designated Senior Nurse / Unit Co-ordinators (DSN/UC) role. The role of the DSN/UC is a
responsible, complex and important role within our adult mental health wards, older adult
wards and forensic wards. DSNs/UCs are nurses who take responsibility for whole
units/Hospitals in and out of hours. Their responsibilities include bed management; crisis
management; safe staffing; managing mental health patients in the Acute Trust: Section 136
assessments and coordination with the Police, Section 12 doctors, GP’s and Allied Mental
Health Professionals. They are also available out of hours as the first point of contact for
dealing with the police, the Public and other agencies; providing advice for patient and
carers via the Urgent Advice Line; perimeter fence checks (in forensic units); and seclusion

reviews (in forensic units). Out of hours, the DSN/UC’s first point of support is the on-call
Services manager. The Board requested a review of the role of DSN/UC.
An electronic survey was chosen as the means of gathering information about the role of
DSN/UC. DSN/UC focus group was held in the late summer of 2016, and this helped inform
the creation of the survey. The survey was confidential, and no data was gathered that
could identify respondents. The survey was sent to all DSNs/UCs (n=50) in November.
There was a response rate of 54% (n=27), which suggests the results are representative of
the sample.
The majority of respondents were Band 6 (74%), the rest were Band 7 and Band 8 (26%).
89% of respondents worked full time. Findings and recommendations:
How often are you DSN/UC?
% of time
<20%
21%-40%
41%-60%
61%-80%
>80%

Responses
41%
33%
18%
4%
4%

63% of respondents reported that they enjoyed the role of DSN/UC. 59% of respondents
reported that the DSN/UC workload was manageable; and 59% of respondents reported
that they completed all their DSN/UC tasks in their last shift.
Finishing work within allocated shift
However, 56% of respondents reported that the last time they were DSN/UC they didn’t
finish their shift on time. Of these 13% worked an extra 30 mins or less; 60% worked an
extra 31 to 60 minutes; and 27% working an extra 61 to 90 minutes.
Breaks
Only 7% of respondents reported that they always had their breaks; 33% reported that they
sometimes had a break; 26% reported that they rarely had a break, and 33% reported that
they never had a break.
The most challenging aspects of the role
The most challenging aspect of the role was internal bed management followed by external
bed management. This was followed by (in rank order): dealing with crises; sec 136; safe
staffing; Urgent Advice Line; arranging transfers; dealing with the police; and dealing with
AMHPs.
Dealing with the police
67% of respondents reported feeling uncomfortable in their dealings with the police. One
respondent reported:
“On one occasion I had 5 police officers in the DSN office including 1 police sergent.
Through the night they stood over me watching me work and trying to pressure me
to accept another 136 despite the fact that I current had a 136 who was proving very
difficult to manage. On another occasion Police brought in a critically ill patient to
the 136 suite who was agitated and required IM. It was clear he was too physically
unwell to be assessed and required a blood transfusion in hospital and IV anti-biotics.

The police later threatened to arrest the staff who has restrained the patient and
given IM. On another occasion the police told me they had taken a patient outside so
they could finish urinating ‘like a dog’ in front of the client in question.”
Another reported:
“A patient had absconded from the unit and attempted to jump off the highway.
Police were called and gave conflicting advice to me and patient. When a plan was
made and the decision was made not to inform the patient at that current time,
another police officer went and informed the patient. Then when patient wielded
weapons on ward and said he would kill any staff member that approached him, the
police did not act and looked to me to manage the situation. The M&L ambulance
drivers managed to de-escalate the situation.”
Support from the on-call manager
The average rating of the on-call manager was favourable, at 72 on a scale of 0=poor and
100= excellent.
Support required
64% reported that they needed extra support to carry out the role, with some asking for
role specific supervision and other asking for additional staff to support the role, in
particular in the 136 suite.
Thinking of leaving job
50% of respondents were thinking of leaving their jobs. Of these 50% stated that this was
due to the role of the DSN/UC. Two respondents reported this was due to stress and feeling
burnt out. On respondent reported that when they worked bank as a DSN they were paid at
band 5.
Burnout
The survey also incorporated the Maslach Burnout Inventory. The results from the
inventory indicate that the average scores of Emotional Exhaustion and Depersonalisation
have increased when compared to the previous studies of burnout amongst our mental
health nurses (2014 and 2009). However, when comparing the proportion of DSNs/UCs in
the high burnout categories with data from 2009 the results are favourable:
High burnout category for:
2009 (all Oxleas MH nurses) 2016 (DSN/UC)
Emotional Exhaustion
41%
41%
Depersonalisation
20%
7%
Personal Accomplishment
49%
7%
Recommendations
1. Consideration should be given to making the DSN/UC a standalone role during shifts
(potentially alongside 12 hour shifts)
2. The role is highly complex and important, and there should be a standardised
induction for all DSNs/UCs.
3. Due to the responsibilities of the role, consideration should be given to paying any
DSN/UC bank work at band 6 (which is not consistently done).
4. The number of DSN/UC’s across the Trust should be reviewed to ensure each unit
has adequate numbers to cover the role.
5. There should be a Telephone/Technological response to communication within the
DSN/UCs and also with the general public instead of the Bleep current bleep system
6. Continued support must be given to improving relationships between DSNs/UCs and
the police.

7. Further analysis of burnout scores and variables.
8. The role of the DSN/UC should audited again.

2. Health and well-being of staff
The health and well-being of staff is acknowledged to have an impact on safe staffing. The
Department of Health commissioned an independent review of health and well-being of
staff (Boorman 2009). The final report stated that NHS organisations which prioritise staff
health and well-being:
•
•
•
•

achieve enhanced performance
improve patient care
are better at retaining staff
have lower rates of sickness absence

The Royal College of Psychiatrists (2015) stated that good staff health and well-being can
reap significant benefits for patients including:
•
•
•
•

improved patient safety, including reduced Methicillin Resistant Staphylococcus
Aureus (MRSA) infection rates and lower standardised mortality figures;
improved patient experience of care, including higher levels of patient satisfaction;
reduced costs, including lower rates of sickness absence, reduced use of agency
staff, improved productivity and higher rates of staff retention;
professional and personal benefits for NHS staff, including improved morale, job
satisfaction and wellbeing.

The Trust-wide survey of staff views of rostering (as discussed in section 1.2.1) included a
valid and reliable well-being scale; and as a result the survey will provide data regarding the
well-being of Oxleas staff. Our staff are our biggest asset, and in March 2017 we launched a
staff Health and Well-being Strategy: http://www.oxleasstrategies.com/

3. Risks to safe staffing - recruitment and retention of nurses
Recruitment of nurses is acknowledged by the Royal College of Nursing (RCN) as a national
and international problem. The RCN predicts a shortfall of nurses in the EU of 600,000 by
2020, and a shortfall of nurses in the US of 800,000 by 2020. The national nursing
workforce is aging, and UNISON identify that 230,000 registered nurses are over the age of
50 and will retire in the next 10 years, and at least 100,00 of these nurses currently work in
the NHS. In our trust, 40% of our registered nurses are over 50.
This year the NHS bursary for student nurses ended, and student nurses will now have to
pay for their training. The cap placed on student nurse training places also ended. The
government hopes that removing the cap will mean that more registered nurses will be

trained. Many universities are less optimistic, and there is a risk that there will be a
reduction in student nurses. This will further compound the problems faced when
recruiting nurses.
3.1.

Capital Nurse https://www.healthylondon.org/workforce/capital-nurse

Along with South London and Maudsley NHS Trust and South West London and St Georges
NHS Trust, we were awarded an £800,000 grant to develop nursing roles, recruitment of
nurses, and nurse associates/apprenticeships, and this work is underway. This work is part
of the Capital Nurse work. Our plans for South London include:
•
•
•
•
•
•
•
•
•
•
•

Band 2 – 4 (May) - Standardise - generic JDs, skills, competencies
Mentorship (June) - Make great - Band 2 – 7G
Governance for direct HEI to Trust employment
Engagement (April)- Communication plan nursing workforce
Rotation schemes across the South London Partnership (November) - Design
pathway specific
Band 4s (November) - Replace 3rd band 5 with band 4s (AMH acute inpatients)
Community teams with the right skills (November) - Introduce Band 5s and then
introduce Band 4s
Band 5 programme of development (September) - Bespoke - Community band 5
accredited psychosocial
Community preceptorship - Band 5 programme - all band 5s - deliver across trusts
Band 6 – 7 career pathways (June) - identify number / range roles and how to get
there (draft April, ratify June)
Nurse led leadership programme - Research and academic pathway, increase
productivity via QI and embed in all pathways

3.2.

Nurse Associates

Following the spending review of November 2015, where NHS student bursaries were
removed- the role of Nursing Associates was introduced by Ben Gummer, health minister.
The role will sit between healthcare support workers and registered nurses. We are part of
a consortium, along with academic and health partners, to be fast followers in delivering
Nurse Associate training, and this will commence this year. We have successfully recruited 7
health care support workers to undertake the fast track follower pilot for Nurse associate
training commencing in April 2017. The apprenticeship programme will take them two years
to complete and involve 60% in work placements and 40% time in learning, rotating across
three specialities of home, closer to home and in hospital.
3.3.

Rotational nurse schemes

We have embarked on rotational newly qualified nurse schemes in Prisons and Forensic
settings, and in end-of-life care across community, acute and hospice providers locally as
well as a scheme between district nursing, intermediate care and acute medical wards.
These will be evaluated.

3.4.

Guaranteed job offers to newly registered nurses

We have strong ties with our local academic partner, the University of Greenwich; and we
are moving toward making guaranteed job offers to all newly registered nurses from the
university following competency confirmations from September 2017. Nurses across
London, as part of Capital Nurse, will all possess a competency passport in respect of
literacy and numeracy negating the need for these to be retested at recruitment.
3.5.

Funded research project regarding retention of nurses

We are collaborating with the University of Greenwich in a funded research project
regarding how to retain registered nurses and health visitors nearing, or post, retirement
age.

4. Safe staffing performance
The UNIFY data regarding staffing levels are collated monthly. The February 2017 data is
presented in the biannual report. A summary of weekly data for each inpatient ward has
been presented in appendices.
The safe staffing report explains how well our wards are doing in achieving the
recommended staffing levels in February 2017. This is known as the average fill rate and is
split down further in the appendices to the report, showing the fill rates for each ward
showing registered nurses and health care assistants separately for day and night shifts. The
staffing levels are bespoke for each ward based on review of literature and clinical
judgement. Our overall dashboard to the Board has shown that there is a reduction in
average fill rates. This is an internal target.
4.1.
•

•
•

•

Summary for February 2017

The acute mental health wards with sub 95% fill rates for RNs were: Shrewsbury,
Norman, Millbrook, Maryon, Lesney, Goddington, Betts, and Avery. However,
Shrewsbury, Millbrook, and Betts and Avery had higher fill rates for HCAs:
Shrewsbury 104.8% days/ 122.8% nights; Norman 121.5%; Millbrook 105.8% days;
Maryon 105.0% nights; Lesney 108.2% days/103.5% nights; Goddington 114.6%
nights; Betts 126.3% days/113.1% nights; Avery 116.3% days/140.9% nights.
Of the older adults wards, Holbrook had sub 95% fill rate for RNs on Days, but had
126.3% fill rate for HCAs on days.
Of our forensic wards, Birchwood, Hazelwood, Greenwood, Joydens, and Heath had
sub 95% fill rates for RNs; however, Heath, Hazelwood, Greenwood and Joydens had
higher HCAs fill rates: Heath 195.7% nights; Joydens 105.5% days; Hazelwood 116.3%
nights; Greenwood 147.1% nights.
Our intermediate care units, GICU and Meadowview both had sub-95% fill rates for
RNs; however, Meadowview had higher rates of fill rates for HCAs- 103.0%
days/131.1% nights.

•

The closure of Ivy Willis Open also skewed reports down as staff remained on
template after the unit closed during February. Ivy Willis Open had sub 95% fill rates
for RNs; however, had higher fill rates for HCAs (103.2% days/125.1% nights).

4.2.

Care Hours per Patient Day and NHS Improvement’s Model Hospital and Single
Integrated Performance Framework

All acute trusts are now reporting Care Hours Per Patient Day (CHPPD) instead of average fill
rates, and this data forms part of a range of metrics that can be used to benchmark against
other trusts and a nationally agreed Model Hospital, via the NHS Improvement (NHSI) Model
Hospital and Single Integrated Performance Framework portal. NHSI have stated that these
metrics and benchmarking should be the basis for CQC inspection and assessment. There
are plans for mental health and community trusts to report CHPPD and to use the Model
Hospital portal, these plans have not been shared yet. The CHPPD metric is shown below.

Care hours per patient day =

4.3.

Hours of registered nurses and midwives alongside
Hours of healthcare support workers
Total number of inpatients

Shortage of staff incidents

Safe staffing incidents are reported via Datix as “Shortage of Staff”. A total of 91 incidents
were reported in the 6 months between September 2016 and February 2017, and the data
is shown in Table. There were three Level 3 shortage of staff incident, one on Meadowview,
one on GICU and one on Millbrook Ward. The highest number of Level 2 incidents occurred
on the Tarn (n=30, and the highest number of Level 1 incidents occurred on Joydens Clinic
(n=13). There was a reduction in the number of shortage of staffing incidents when
compared to the 6 months of 1st March 2016 to 31st August 2016, in which 130 incidents
were recorded.
4.4.

Weekly staffing reports

Weekly reports are currently complied regarding safe staffing, and these are RAG rated for
staffing over, or under, planned levels. An overview of data from January and February
2017 is shown in Tables. Alongside the submissions all wards account for the reasons for
variations against planned and actual staffing and mitigations taken to maintain safety.
4.5.

Acuity and dependency

We are working in the Nursing Executive Council on agreeing a acuity and dependency score
which will be measured once a day and submitted as a census to enable meaningful
comparison of panned and actual staffing and variations based on clinical acuity and
dependency requirements. This will be introduced as a priority.

Level 1 - No Harm
Atlas House - Greenwich - Learning Disability
Bexley, Meadow View
Bexley, Woodlands Unit, Lesney Ward
Bexley, Woodlands Unit, Millbrook Ward
Bexley, Woodlands Unit, Older Adult, Holbrook Ward
Bromley, Ivy Willis House, Closed Rehabilitation Unit
Forensic, Bracton Centre, Birchwood Clinic
Forensic, Bracton Centre, Burgess Clinic
Forensic, Bracton Centre, Danson Clinic
Forensic, Bracton Centre, Heath Clinic
Forensic, Bracton Centre, Joydens Clinic
Forensic, Memorial Site, Hazelwood House
Greenwich Intermediate Care Unit
Greenwich, Older Adult, Oaktree Lodge (Memorial site)
Greenwich, Oxleas House, Maryon Ward
Greenwich, Oxleas House, Older Adult, Shepherdleas
Greenwich, Oxleas House, Shrewsbury Ward
Tarn, Oxleas House (PICU)
Total

Level 3 - Moderate harm

Level 2 - Minor Harm
11
3
4
1
6
3
0
5
2
6
13
4
0
9
1
1
3
4
76

1
1
0
1
1
0
1
1
0
0
0
1
0
0
1
0
1
3
12

Short staffing incidents reported between 1st September 2016 and 28th February 2017.

Total
12
0
1
5
0
4
3
1
0
7
3
0
0
1
0
6
0
2
6
0
13
0
0
5
1
1
0
9
0
2
0
1
0
4
0
7
3
91

Above staffing levels by ward

% of shifts with numbers above planned and RAG
<10% Green, 11-19% Amber, >20% Red
Week starting:

2/1/17

9/1/17

16/1/17

23/1/17

30/1/17

6/2/17

13/2/17

20/2/17

Atlas House

52%

57%

76%

52%

43%

43%

38%

90%

Avery

0%

0%

33%

10%

5%

0%

61%

14%

Barefoot Lodge

0%

0%

0%

5%

0%

0%

5%

0%

Betts

0%

0%

0%

0%

5%

0%

5%

14%

Goddington

0%

0%

0%

38%

10%

5%

10%

10%

Ivy Willis House
open
Lesney

5%

0%

0%

0%

0%

0%

0%

Closed

0%

5%

0%

5%

0%

0%

10%

10%

Maryon

5%

19%

19%

5%

10%

5%

0%

10%

Millbrook

43%

0%

10%

33%

33%

0%

10%

38%

Norman

0%

0%

5%

0%

19%

0%

14%

10%

Shrewsbury

0%

5%

0%

0%

0%

33%

10%

29%

Tarn

43%

86%

100%

81%

33%

90%

66%

90%

Bluebell House

24%

11%

11%

19%

33%

39%

28%

28%

GICU

5%

19%

14%

0%

5%

0%

5%

5%

Meadow View

0%

0%

0%

0%

0%

0%

0%

0%

Birchwood

10%

29%

19%

29%

24%

43%

14%

19%

Burgess

14%

38%

24%

24%

43%

24%

38%

52%

Crofton

57%

57%

71%

90%

66%

66%

95%

100%

Danson

14%

14%

10%

14%

10%

0%

0%

14%

Greenwood

10%

38%

38%

29%

38%

29%

38%

33%

Hazelwood

76%

86%

90%

57%

66%

81%

48%

14%

Heath

86%

71%

95%

90%

100%

100%

90%

95%

Joydens

71%

38%

29%

10%

0%

14%

24%

10%

Holbrook

62%

33%

29%

14%

38%

33%

29%

19%

Oaktree Lodge

38%

33%

24%

33%

48%

43%

86%

90%

Scadbury

0%

10%

33%

5%

10%

10%

5%

10%

Shepherdleas

19%

95%

95%

100%

81%

100%

95%

66%

Below staffing levels by ward

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

Week starting:

2/1/17

9/1/17

16/1/17

23/1/17

30/1/17

6/2/17

13/2/17

20/2/17

Atlas House

0%

0%

0%

0%

5%

0%

10%

0%

Avery

19%

5%

0%

19%

0%

10%

0%

5%

Barefoot Lodge

43%

19%

38%

33%

14%

29%

19%

5%

Betts

10%

10%

10%

19%

0%

5%

0%

14%

Goddington

43%

33%

19%

24%

19%

5%

5%

10%

Ivy Willis House
open
Lesney

10%

33%

5%

43%

48%

57%

61%

Closed

0%

0%

5%

5%

10%

14%

10%

10%

Maryon

0%

19%

10%

5%

10%

5%

5%

14%

Millbrook

5%

5%

5%

0%

0%

0%

0%

0%

Norman

14%

10%

10%

33%

10%

14%

10%

10%

Shrewsbury

5%

14%

14%

10%

5%

5%

0%

0%

Tarn

0%

0%

0%

0%

0%

0%

0%

0%

Bluebell House

0%

0%

6%

12%

0%

0%

0%

0%

GICU

14%

10%

10%

52%

24%

24%

0%

0%

Meadow View

33%

43%

29%

19%

10%

14%

0%

19%

Birchwood

0%

0%

0%

0%

0%

0%

0%

0%

Burgess

5%

10%

5%

0%

5%

10%

0%

0%

Crofton

5%

10%

0%

0%

0%

0%

0%

0%

Danson

5%

0%

0%

5%

14%

5%

10%

10%

Greenwood

10%

10%

5%

5%

33%

24%

38%

29%

Hazelwood

5%

0%

0%

5%

5%

5%

5%

10%

Heath

0%

0%

5%

0%

0%

0%

5%

0%

Joydens

0%

0%

0%

10%

10%

0%

10%

0%

Holbrook

0%

14%

10%

14%

10%

29%

5%

14%

Oaktree Lodge

0%

0%

0%

0%

0%

0%

0%

0%

Scadbury

14%

10%

0%

29%

19%

5%

5%

5%

Shepherdleas

0%

0%

0%

0%

0%

0%

0%

0%

In the table below is an example of the number of RNs and HCAs on one ward for one week. The example used is the Heath Clinic for the week starting 20th
February 2017.
EARLY SHIFT

LATE SHIFT

NIGHT SHIFT
Number of
patients on 1:1

Number of
patients on 2:1

Number of
patients on 3:1

Number of
patients on ward

Today there are

3

1

0

0

13

2

2

3

4

1

0

0

13

1

1

2

3

1

0

0

13

TUES

2

3

3

4

1

0

0

13

2

3

3

3

1

0

0

13

1

1

2

3

1

0

0

13

WED

2

4

3

4

1

0

0

13

2

2

3

4

1

0

0

13

1

2

2

2

1

0

0

12

THUR

2

4

3

2

1

0

0

12

2

3

3

3

1

0

0

12

1

1

2

3

1

0

0

12

FRI

2

4

3

4

1

0

0

12

2

2

3

5

2

0

0

12

1

1

2

4

2

0

0

13

SAT

2

3

3

4

2

0

0

13

2

2

3

4

2

0

0

13

1

1

2

3

2

0

0

13

SUN

2

2

3

5

2

0

0

13

2

2

3

3

2

0

0

13

1

1

2

5

2

0

0

13

RN

On shift we
should have

Today there are

3

HCA

On shift we
should have

Number of
patients on ward

Number of
patients on 3:1

Number of
patients on 2:1

Number of
patients on 1:1

Today there are

3

RN

On shift we
should have

Today there are

2

HCA

On shift we
should have

Number of
patients on ward

Number of
patients on 3:1

Number of
patients on 2:1

Number of
patients on 1:1

Today there are

On shift we
should have

Today there are

On shift we
should have

MON

RN

HCA

The number of RNs and HCAs on the Heath Clinic for the week starting 20th February 2017.
The total percentage of shifts over planned numbers was 95%. There were no shifts under planned numbers.

6

Safe, Sustainable and Productive reviews completed and in progress
4.6.

Acute Mental Health inpatient wards

We commissioned Keith Hurst to provide an in depth analysis of three of our wards:
Maryon, Millbrook and Norman. We collected data for Keith Hurst using a number of tools
he provided. The data collection has included two members of staff observing each ward
for a total of 6 shifts, including weekends and nights. The total amount of observer time
was 30 day shifts and 3 night shifts.
4.7.

Summary of key findings from Hurst’s report

We are able to benchmark against Hurst’s national data of 143 acute mental health wards.
Millbrook had similar direct care time to the average of the 143 wards nationally (54%).
However, Maryon and Norman had lower levels of direct care time than the national
average. Maryon and Millbrook both had higher percentages of time observing patients
than the national average, and Norman had a much lower percentage of time observing
patients than the national average. At the time of data collection, Millbrook had CAMHS
patients on 3:1 or 2:1 observations.
4.8.

Hurst’s staffing recommendations

Hurst made recommendations for staffing levels for each of the wards based on acuity data,
bed occupancy, and staffing establishment (from the budget statements April 2016. Of note
from the national benchmark, the average funded posts per ward were 26.4 FTE, and
Hurst’s average recommendation was 36.6 FTE. Hurst’s recommendations for the 143
wards were 10 more FTE posts than the wards were funded for. There is no indication from
his analysis if, or how many, of these wards went on to increase staffing to meet his
recommendations. Maryon had 22.50 FTE funded posts, and Hurst recommended 37 FTE
posts; Millbrook had 25.79 FTE posts, and Hurst recommended 39.3 FTE posts; and Norman
had 24.75 FTE posts, and Hurst recommended 33 FTE posts.
Hurst made recommendations regarding staffing numbers on each of our three wards. Our
wards had similar staffing numbers to the national average. It is unclear from Hurst’s report
how many, or if any, of the wards from his national data set actually increased their staffing
to meet his recommendations (an average of 10 FTE more staff per ward).
Ward:
Average from all 143
wards
Maryon
Millbrook
Norman

Average occupancy
17.7

Funded FTEs
26.4

Actual FTEs
25

Recommended FTEs
36.6

18.7
19
15.8

22.50
25.79
24.75

29
27
26

37
39.3
33

Benchmarking: funded FTEs, actual FTEs and Hurst recommended FTEs. Staffing data
reported in ward budgets April 2016.
4.9.

Increase in staffing on our acute mental health wards

Since collecting data for this Hurst analysis the Adult Mental Health and Learning Disability
Directorate increased the staffing of its acute mental health wards. These changes took
effect on 8th August 2016. The wards have started to recruit to these posts. As at March
2017, there remain some posts to fill substantively.
th

Number of staff on Early shift
Number of staff on Late shift
Number of staff on Night shift

th

Pre- 8 August 2016

From 8 August 2016

4
4
3

5
5
3

Changes in staffing on acute mental health wards per shift.
The new configuration of 5, 5, 3 is made up of Registered Nurses: 3, 3, 2; and HCAs: 2, 2, 1.
th

Maryon
Millbrook
Norman

Pre- 8
FTEs
22.50
25.79
26.17

August 2016-

th

From 8
FTEs
25.51
27.80
26.62

August 2016-

Hurst’s
recommendation
37
39.3
33

Changes in staffing on each ward in terms of FTEs compared to Hurst’s recommendations.
The ward observations were conducted in March, April and May 2016; prior to the increase
in staffing on our acute mental health wards, and whilst Millbrook had a CAMHS bed. In
September 2016, following the CQC inspection, a number of key changes were made to the
flow of patients which have positively impacted on patient and staff experience. The
changes included no mixed sex breaches tolerated, use of additional 12 beds in ELFT, no
sleepovers tolerated, freeing beds by 3pm and daily dashboards. This was supported by a
quality improvement programme in each of the three acute sites focusing on
multidisciplinary team working and leadership, personalised care planning, risk formulation
and involving families and carers. This programme has been extended to community mental
health teams. The crisis and intervention acute pathway for patients is being reviewed
through a 16 week programme led by Birch.

4.10. Review of staffing on Forensic Wards

An in depth professional judgement review has been completed in January 2017 with
heads of nursing, matrons and ward managers in the forensic wards and resulted in an
investment of £335K in February 2017 to support safer staffing. The investment will
support a health care support worker career pathway, new establishments on the wards
(uplifted where indicated), search staff, a security lead role and upgrade of a band 5 to a
band 6 in each ward (except Birchwood). This is currently being implemented.

4.11. There is a review underway of staffing on our PICU, the Tarn.
In 2014, the National Association of Psychiatric Intensive Care and Low Secure Units
(NAPICU) published the “National Minimum Standards for Psychiatric Intensive Care in
General Adult Services”:
http://napicu.org.uk/wp-content/uploads/2014/12/NMS-2014-final.pdf;
which stated:
“PICUs require proportionally higher staffing levels than would ordinarily be
available in the general adult acute psychiatric ward” (page 16).
The guidance went on to state:
“Nursing staffing levels in the PICU should not depend solely on the core
establishment; clinical staffing numbers should take the following factors into
consideration:
• Acuity levels;
• Bed occupancy;
• Clinical interventions such as need for higher observation levels;
• Tertiary factors such as sickness, training, leave and capacity which may be lost due
to organisational responsibilities (e.g. staff involved in Root Cause Analysis
Investigation).
For example, minimum shift nursing staffing numbers in a 10-bed PICU should not
fall below six, six and four for early, late and night shifts respectively, but these
numbers may vary based on the above factors. This number should not include
management and other specific therapy staff” (NAPICU, 2014; page 17).
Our staffing in the Tarn falls below the recommendations made in the “National Minimum
Standards for Psychiatric Intensive Care in General Adult Services” (NAPICU, 2014). Tarn
staff are included in the Oxleas House Duty Senior Nurse rota.
This NAPICU publication was endorsed by the Royal College of Psychiatrists; Royal College of
Nursing; College of Mental Health Pharmacy; and College of Occupational Therapists. South
West London and St George’s provide a link to this publication on the webpage regarding
their own PICU (http://www.swlstg-tr.nhs.uk/our-services/find-a-service/service/ward1picu ). Our national benchmarking places our PICU staffing low.

Work to date has involved financial scenario testing of establishments and regular
temporary staffing use to model required staff uplifts. This needs to be augmented with
qualitative data from the Tarn about staff experiences, comparing the clinical model
with those in other PICUs (in respect of use of medication and seclusion – both of which
are low in the Tarn), identification of other London benchmarks and a review of the
PICUs in the South London Partnership. Despite the low benchmark, the Tarn use
additional temporary staffing to meet variations in acuity and dependency.

4.12. National benchmarking data – for information
We are able to compare our staffing to national benchmarking data (Benchmarking
Network, 2016; Oxleas NHS Foundation Trust=MH35). We have 8.1 adult acute qualified
nurses per 10 beds, compared to a national mean of 7.5 adult acute qualified nurses per 10
beds; shown. below.
In conclusion, the independent analysis conducted by Keith Hurst highlighted a number of
issues that we should pay attention to. In particular:
•
•

The lower than national average direct care time on Norman and Maryon;
The considerably lower than national average amount of time taken as breaks on
Norman, Millbrook and Maryon.

When we benchmark our actual staffing compared to Hurst’s national data, we have similar
staffing to Hurst’s average ward (pre-recommendations). Hurst has made similar
recommendations for increasing staff for our three wards compared to his national data. Of
note, Keith Hurst was unable to tell us how many of the wards he has analysed have gone
on to increase staffing to meet his recommendations.

We are also able to benchmark our staffing against national data from the Benchmarking
Network (2016). This data reveals that our adult acute qualified nurse staffing is similar to
the national mean. However, this data reveals that in our older adult wards, our medium
secure wards and our PICU, the qualified nurse staffing is lower than the national mean. In
the case of our PICU, the reported qualified nurses per 10 beds is half of the national mean.
We will be reviewing the staffing using the NQB (2016 – 17) safe, sustainable and productive
staffing improvement resources.

. Adult Acute Qualified Nurses per 10 beds
In terms of our older adult wards, we compare less favourably to the national mean, as
shown in Table 16.

Older Adult Qualified Nurses per 10 beds.
In terms of our PICU ward (Tarn), we compare less favourably to the national mean, as
shown in Table 17.

PICU Qualified nurses per 10 beds.
In terms of our medium secure wards we compare less favourably to the national mean, as
shown in Table 18.

Medium Secure Qualified nurses per 10 beds.
Prison
There is a gap in benchmarking and safe, sustainable and productive staffing improvement
resources of prison healthcare staffing and this is being considered in light of increases in
deaths in custody and prison incidents over the next 6 months.
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Summary and Highlights
The report produced by the Partnership team gives an overview of the feedback from staff in
various focus groups, meetings between October 2016 and March 2017.
The report aims to contribute to the ‘cultural barometer’ of staff morale as recommended by
Francis. The qualitative data compliments the national staff survey and gives a clear indication of
the concerns and feelings of staff across the organisation.

Changes to risk register

New risks identified

Recommendations
The Board are asked to note.

Previous
rating

New rating

Rating

Board Report October 2016 to March 2017
Staff Partnership Half Year Trust Board Report
Overview
This report is produced for the Trust Board on the work that has been carried out by
the Staff Partnership Team from October 2016 to March 2017 inclusive.
It aims to provide the Board with an independent view on the morale of staff and the
issues that are important to them. Our work includes holding focus groups, floor
walks, participating in the Organisational Change process, providing support to staff
during formal consultations and contributing a ‘Staff Partnership’ perspective to the
corporate functions of the Trust.
In this report we are able to give the Board a report from each of the following
directorates (see below)
FOCUS GROUP ACTIVITY – October 2016 to March 2017
Focus groups held totalled 34 and were held in the following areas:Mental Health/Adult Learning Disability (AMH&LD)
Betts Ward x 2 - Qualified, HCA’s
Green Parks House x 1 - Managers
Bromley East CMHS x 3 Admin, Therapists, Nurses
Millbrook x 3 – Qualified, HCA’s
Bromley CLDT x 2 - Admin, Therapist, Nurses
Bexley CLDT x 3 - Admin, Therapist, Nurses
Greenwich Time to Talk x 6 – CBT, PWP, Therapists, Admin, Managers, Emp Coord
Forensic & Prisons (Pris&For)
Bracton OT’s x 1 - Qualified, Support Workers
Adult Community Services (ACS)
Bostall House x 1 - District Nurses
Older Peoples Mental Health Services Directorate (OPMHS)
CMHS x 1 – Medics
Corporate
Finance x 10 – Payments, Procurement, Payroll, Financial Accounts, Management
Accounts
PaLs x 1 – Review all staff
1

Introduction
The staff Partnership Team will 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 followed
due to feedback and requests from our previous board reports.
Please note the Staff Partnership Team have already presented all the discussion
themes in their entirety to the directors concerned.
COMMUNICATION.
Senior Managers
Reported by: All
In the areas visited there is a general theme that senior management aren’t visible
and are communicating by email. It is felt that management have lost the personal
approach to staff that it once had. Some felt there isn’t a two way communication as
staff are expected to respond to emails but if they email managers they rarely get a
reply or acknowledgment. There is a feeling that there is a breakdown in
communication from the top down but it is difficult to identify at what level of
management this happens and was suggested that it is the level above their team
leader/manager.
Many staff feel they are not involved in decision making and some of the changes
that are being made are knee jerk and not thought through. This is having an impact
on their jobs and personal lives. Significant changes are being communicated by
email with no further discussion taking place.
Effective meetings:
Reported by: All
The discussion in these focus groups related to holding business, zoning, or
reflective practice meetings. Staff feel that they are able to make suggestions but
they aren’t listened to and don’t always receive feedback. Generally staff can add to
agenda’s and minutes are circulated to all team members. These meetings are
clinical or case driven and staffing issues aren’t discussed. It was reported that most
teams have regular meetings although there were no regular forums for discussing
personal issues other than supervision.
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Staff rely on email and the intranet to receive information about the trust as a whole.
Inpatient units receive regular information by email about the unit but not the trust.
Some teams feel detached from Oxleas.
Peer group meetings were again mentioned and the majority of the group attendees
felt that they would be beneficial. There are groups of staff that have benefitted from
organising these informally.
It is felt that meetings are increasingly difficult to organise due to the demands of
their services and increasing permanent staff shortages.
Supervision:
Reported by: All
Most reported that they had regular, meaningful supervision. In a few areas it was
thought to be a tick box exercise and of no benefit. Admin staff said that there is no
point to it as there is no career progression in their area of work.
In one team the manager carried out supervision of all team members but PDR’s
are the responsibility of their line manager.
In another area supervision isn’t being clearly identified, it is referred to as ‘catch up’
and is sometimes undertaken at the desk in an open plan office or even by
telephone. Staff are only aware that they had supervision as their notes had been
updated on the goldfish.
Training:
Reported by: All
In one of the above areas it was felt that there is no opportunity for further training or
renewal/refresh of qualifications. Staff are expected to complete training on their
days off with no TOIL considered or to use annual leave to attend.
Local induction was identified in some areas as none existent, rushed and of poor
quality compared to other organisations staff have worked in. Some of these teams
are currently improving their induction processes.
The corporate induction was described as being extremely useful and informative.
Some felt that managers were unable to train staff and that the processes they are
using have been in place for many years without improvement or development.
Leadership:
Reported by: All
The majority of the staff feel valued by their immediate line manager and other work
colleagues. They feel senior managers are detached from on the ground staff.
3

Some said that the Trust expectations, measures and timescales of their work are
set too high and in some cases unrealistic.
Teams that have experienced change/redesign don’t feel that they had enough input
into the change, no support from managers and were told to “just do it”.
Staff in the inpatient setting and some LD teams don’t feel safe in their environment
as there are no panic alarms and some reception desks are exposed. Where there
are panic alarms staff feel that their colleagues are sited so far away that they
wouldn’t be able to respond in time.
MORALE
Workloads:
Increased and increasing workloads were reported during the focus groups.
There were mixed responses on the morale of teams some of which are:Up and down, rock bottom, good, don’t want to come to work, fluctuates, highs and
lows, different within disciplines, changeable, no enthusiasm, work because they
have to.
Stress:
Stress was mentioned by most teams but all recognised what the triggers are.
Staff Recognition:
Reported by: Bromley CMHS, Bromley CLDT, Bexley CLDT, CMHS Medics, Finance
The staff from the teams that had done well in the CQC inspection felt that they
haven’t received any recognition or been shown appreciation from the Trust.
Admin workers feel they are a vital part of the smooth running of teams but remain
totally unrecognised.
It was mentioned that there should be more recognition of people working above and
beyond their contracted hours and remit to get the work completed.
LOCAL ISSUES
Working Environments:
Reported by: All
Staff shortages remain a problem causing difficulties when staff are sick or on annual
leave and in one area the staffing level was described as skeletal. The trust is reliant
on agency staff. Permanent staff reported they are rarely on shift with other
permanent staff. Agency staff do not complete RIO notes and rely on the admin staff
4

to do it for them which adds to their workloads. Staff stated that this also affected the
patients as they are unable to build relationships.
Admin staff said that it is difficult to clear their desks each day and work is piling up.
It is hard to find good bank workers and the recruitment process is too long. The
new email system has had an impact on their workloads and isn’t user friendly. RIO
isn’t fit for purpose for some of the teams we visited and the grammar on the
templates needs to be amended. They appreciate that the RIO team are helpful and
are working towards getting things right but what happens in the meantime as it is
time consuming having to make manual adjustments for each referral and
appointment letter. It was mentioned that the IT systems are out dated, not user
friendly or fit for purpose and processes would be improved if they were updated.
It was said that management aren’t interested in the work they do as long as targets
are met and the numbers add up. Staff feel that management are running away from
them and are unable to make decisions. They said this may be because managers
are stretched and therefore worried about decision making. They also said they
speak to senior managers but nothing changes. Some said that there is no
autonomy or trust, targets are the focus and everything has to be evidenced. Staff
said they are fatigued and burnt out through chasing targets. It is recognised that
there are excellent clinicians and staff with professional qualifications but they don’t
always make good managers. In areas where we met managers they told us that
staff issues impact on their workload. Staff said they don’t feel supported when they
have issues and there is a lack of empathy from management. Four areas
mentioned a growing blame culture within AMH and Corporate with no regard for
staff welfare. It is overwhelmingly obvious that staff mostly enjoy working within their
teams but some said not necessarily for Oxleas.
There is an underlying fear for staff of organisational change and the impact this will
have on them. It was said that they aren’t included in the discussions, aren’t always
informed in a timely manner, staff are being disbanded, and changes are always
short notice. Staff are appreciative of the changes that have been made as a result
of the CQC recommendations.
Staff are sited in what they deem as unsuitable buildings where works aren’t
complete, fit for purpose, suited to the client group or they have outgrown.
Aging and long serving staff had concern’s that the Trust no longer offers pension
advice as there is no longer a pension’s officer or payroll manager that can provide
this essential information.
.
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CONCLUSION:
We would like to inform the Board of our areas of concern during this cohort.
Communication: This is the subject that was mostly discussed by all the groups we
met. There is a distinct lack of communication from the top down. There is an
expectation from the managers we have spoken to as part of the Focus Groups and
our monthly meetings with Directors and Associate Directors that staff are being
effectively communicated with.
Focus Group: Organising focus groups requires the co-operation of service/line
managers. One area of concern is the lack of permanent staff – this makes it hard to
arrange meaningful and inclusive focus groups. It is frustrating as we had 80 planned
focus groups but as you can see only 34 were able to go ahead with some being
cancelled on the day. Although we have completed 34 groups this cohort we were
regularly revisiting teams to ensure there is a true representation of staff from each
staff group in comparison to the contracted WTE for the team.
The introduction of the outcome report has improved the feedback to staff in a
couple of directorates and hope this continues to improve in those remaining. These
reports have been sent to directors, in a timely manner but to our knowledge staff
have received no feedback as yet and again very few of the outcome reports are
returned to ourselves. This will continue to be addressed at our monthly meetings.
Morale:
This seems to have improved slightly in comparison to our last report. We need to
be mindful that it needs improvement in order for this not to affect patient care, the
Trust reputation and of course how this could affect staff retention. Reorganisation,
staff shortages and, in some cases, poor management may contribute to the peaks
and troughs in staff morale.
In all areas there are concerns about staff vacancies and the retention of staff
We have, as you have already noted, held 34 focus groups in this cohort which has
decreased to the last one but have concentrated more on a true representation of
staff opinion. We have also been involved in the 15 consultations (see Appendix A)
that have taken place during the same period of time.
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Appendix A
Consultations from October 2016 – March 2017
Greenwich & Bexley OPMH Liaison Team (OPMH)
0-19 Public Health Administration (C & YP)
EBME QMS (Corporate)
Combine e-Rostering and HR Business Support (Corporate)
Meadow view Working Hours (Adult Community)
Relocation and Integration of Greenwich CYPS (C & YP)
Restructure of Physiotherapy Team (OPMH)
Restructure of OT Service (OPMH)
Move Staff from Bexley Sexual Health to Market Street (Adult Community)
Learning & Development Technology Function (Corporate)
CHIS TUPE to Healthcare Intelligence (C & YP)
Ward Managers on Call (MH/LD)
Borough based Service Structures (MH &Ld and ACS)
Extended Hours Rapid Response (Adult Community)
Disband the IT Procurement and Project Co-ordinator and expand the Service
Desk Team (Corporate)
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Summary and Highlights

The Workforce and learning development committee met on 17th April.

Workforce KPIs and Agency Usage
The committee reviewed the bank and agency usage for March and noted the substantial increase in both
bank and agency bookings in this month. This had created an unforeseen cost pressure of £500k for the
organisation. There had been a pattern of high agency usage in March over a number of years which may
have been related to poor management of annual leave however the roster KPI did not demonstrate that
significant areas of the trust were red rated for annual leave usage in March although the overall % of
leave was high in many areas. Further investigation as to causes was required.
Corporate Agency Usage and IR35
The use of corporate agency was reviewed along with the application of IR35. The trust had taken a robust
line to ensure that all agency staff working in the organization were paying tax at the appropriate rate
either through an umbrella company or as a member of the trust bank. There had been some push back
from a small number of medical locums as well as from some specialist nurses engaged on work related to
children’s care packages. Their services had been retained in the short terms to safeguard patient care but
alternative resource was being sought if they continued to demand higher rates to compensate for
increased tax.
Risk Register
The risk register was reviewed and a number of risks were modified as a result of data presented to the
committee.
Health & Safety
The committee reviewed the actions taken by the Health and Safety team following the Lone Worker
audit and noted the timeline for completion of actions by the end of October. The committee also
reviewed the Health and Safety committee risk register and security incidents
Equality & Human Rights
The committee noted the impact of the staff survey on the Workforce Race Equality scheme (WRES) which
draws some of its data from the staff survey. This included a worsening of opinion from BME staff about

the equality of opportunity in the trust and the frequency with which BME staff were subject to
harassment and discrimination from patients and carers. The committee were pleased to note however
that nearly all of the year one actions for the WRES had been completed.
Recruitment and Retention
The committee noted the significant assurance given by KPMG for its audit of employment checks. It also
noted the partial assurance for the application of billing, recruitment and training standards by external
agencies. The risk register was modified in light of this re-audit.
Partnership Report
The committee discussed the 6 monthly Partnership report in light of the issues raised in the staff survey
and noted the follow up survey of staff, seeking staff opinions on what the trust should do to respond to
the staff survey.

Changes to risk register
1166 If the trust cannot reduce the use of temporary staff to fill
recruitment gaps, there is a risk that this will impact on quality,
safety and patient experience

Previous
rating

3x4 (12)
high

New rating

3x3 (9)
moderate

1504 If the trust does not ensure compliance with the European
3x3 (9)
4x3 (12) high
Working Directive (EWTD), the safety and experience of patients and moderate
staff could be put at risk due to excessive hours being worked by staff
New risks identified

Recommendations
To Note

Rating
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Summary and Highlights
Several visits have been undertaken by Board members over the past month and the attached
summarises the visits and outcomes.

Changes to risk register

New risks identified

Recommendations
The Board to note.

Previous
rating

New rating

Rating

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

22/3/17

Service

Voluntary services

Attendees

James Kellock
Helen Jones
Dr Ify Okocha (apologies)
Estelle Frost (apologies)
Dr Abi Fadipe (apologies)

Brief description of service

The voluntary services team manage and organise a wide variety of volunteering projects including
– “Volunteer to work” (V2W), ResearchNet, Non-violent Resistance parent volunteers, peer support
volunteers, psychology volunteers, mainstream volunteers (including at Queen Mary’s) and patient
experience volunteers.
Volunteers contribute 82,000 hours a year and the economic benefit of their activities has been
costed at £im

Overview of visit

We met with eight of the nine member s of the team including the manager Japleen Kaur.
The team has expanded the range of the opportunities they can offer volunteers and are constantly
thinking of new ideas, for example how they can utilise apprentices and getting Associate members
of Oxleas to take volunteers. The team would like to place volunteers in Forensic services, if there
are suitable opportunities. Queen Mary’s represents a big opportunity as they get around 5
approaches a week from prospective volunteers, but it is also more difficult to manage as the
services are largely delivered by other trusts.
The team is especially proud of the V2W scheme supporting current Oxleas service users to get back
into education or paid employment.
The team is keen to evaluate the benefits of their work; as well as the economic cost estimated
above a recent audit showed that patients who volunteer need less clinical time than patients who
do not volunteer.
The biggest blockage the team have in progressing volunteers is in HR. The team understand that
HR only have limited resources, and are grateful for the work that Laura does to support them, but
they do not understand why volunteers have to be treated as employees. Equally the way current
HR systems and requirements are set up does not always fit with the profile of volunteers. For
example not all volunteers have computers and getting to Pinewood is difficult for some.
Other issues raised were parking at Emerton Close and poor communications. For example when

new phones were installed, there had been no warning, no passwords were provided and nor were
user guides. Equally there had been insufficient communication about the move to Borough based
directorates and hot-desking.
The team thought they had great roles as every day is different; they get a lot of compliments as
well as support from senior management over complaints.

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

Issues raised

Action

To learn if there are opportunities for volunteers
to be placed in Forensic services

EF

To understand how they can use apprentices

HJ

To have a dialogue with HR to see if processes for HJ
recruiting and checking volunteers could be
simplified
To ensure the phones are working properly

HJ

To review the office accommodation at Emerton
Close to see if it can be improved

HJ

Template for Non-Executive Directors’ Board Visits
Date of Visit
th

27 March 2017

Service

Paediatric Physiotherapy and OT
team

Attendees

Steve James, Stephen Whitmore, Lesley
French

Brief description of service
The team works with children and young people who have physical disabilities mostly cerebal palsy.
It’s based in Goldie Leigh.

Overview of visit
Following the letting of a new contract by the CCG, the service has moved to a more group based
model of delivery running regular sessions for six weeks. This has replaced the individually based
model operating in the past. Therapists report that the groups are working well, although there is
some resistance from parents. They like the model as it reflects the real lives of children. Referrals
can be seen within six weeks. Currently they are meeting expectations of the new contract although
it’s tight. There are issues with staffing but mostly due to maternity leave. They have good evidence
of outcomes driven by specialist physiotherapy/occupational therapy care plans. There is an issue
about slotting detailed physiotherapy plans into RiO which needs to be investigated.
The accommodation particularly in relation to storage is very tight.
The team are keen to undertake community initiatives such as the frame football league, this offers
both health and social benefits.
The team is extremely well led.
Actions will be entered on to Board visits action tracker which will be reviewed at Board every six months

Issues raised
Review accommodation needs

Action

Template for Non-Executive Directors’ Board Visits
Date of Visit
rd

3 April 2017

Service

Rapid Response Team, Bexley
based at Queen Elizabeth’s
Hospital, Woolwich

Attendees

Steve James, Jane Wells, Doug Reid, Ann
Odiahi, Felix

Brief description of service
Met the team in Queen Elizabeth’s accident and emergency department which had a sense of being
overwhelmed.

Overview of visit
The Rapid Response Team aims to principally prevent people attending A&E but will also help
discharge people from A&E when they do not need admission. The current emphasis tends to be
based in the A&E department, although the team would prefer a more community based priority.
The team is multidisciplinary involving nurses, physiotherapists, occupational therapists and social
workers and offers a service for up to five days and is contracted to offer a service for up to five days
although often this proves to be longer. They have approximately ninety referrals a week.
Staff very proud of what they do have evidence of preventing people attending A&E department,
although they think they can do more. The team is part of the newly created ‘Bexley Care’ service.
The accommodation is dreadful. Water in the kitchen is not suitable for drinking as it’s potentially
contaminated with Legionella and the building is full of asbestos. It’s also a long way from the A&E
department although it’s on the Queen Elizabeth site. The team feel that they need to move to a
community base in Bexley and have an outpost in the accident and emergency department. It was
clear from discussions with A&E staff that the team is well thought of.

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

Issues raised

Action

Urgently review accomodation

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

7/4/17

Service

Greenwich Early Intervention team

Attendees

James Kellock, Iain Dimond, Simon Hart

Brief description of service

The team provides a service in the community to those in Greenwich diagnosed with psychosis. Age
limits have been expanded recently to embrace those from just below 18 to 65. Caseload is around
130 (but only commissioned for 96) with patients staying on average for 25.9 months and the team
has responsibility for triaging referrals as well. The team has an in important role in managing
demand for MH services over the subsequent 20/30 years for an 18 year old.
EI is not entirely splitting into the three Borough directorates as it will retain a single overall
management structure.

Overview of visit

We met with six members of staff (out of 14) including the manager, deputy manager and
consultant. Although patients had been told of the visit and a number had been approached
specifically none had come in to the clinic today to give their views.
The visit began with a review of the issues identified at the last Board visit (June 2016). All four
issues had been actioned.
The team is fully staffed. It is multi-disciplinary including care co-ordinators, OT, social worker and
psychologists.
The team’s leadership is very aware of its targets and results have been impressive, despite having
uncontracted high caseloads (e.g. low numbers relapsing, meeting CQIN for physical checks at 90%
[national average 39%], family intervention take-up at 51% [national average 16%]). The raising of
the age limit from 35 to 65 led to a 30% rise in referrals. Assessing referrals is the biggest challenge
on top of caseloads for care co-ordinators of 23/24 against a model suggesting 12/15 each. The
team also provide family intervention.
Patient feedback has been good and there have been no formal complaints for four years.
The team described themselves as really dedicated, motivated and capable but are concerned at
the long term impact on them of all the pressure (one CC recently moved to another EI team as they
didn’t want such a high caseload). However the team had plenty of ideas for making improvements

(changing point of entry, doing Healthwise referrals, moving mental health nurses to GP clusters,
delivering depot/family intervention and clinics out of hours) some of which it has enacted however
others would need senior management support and buy-in from GPs.
The team felt that Oxleas’ consultations were not always well communicated.
The team’s individual messages to the Board were “onwards and upwards”, “demand is too high”
and “we are a really committed group of clinicians”.

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

Issues raised

Action

Need to re-examine the team’s resources

ID

Need to examine the case for assistance to the
tem re supported accommodation

ID

Need to persuade GPs to take back patients on
depot

ID

Need to improve liaison with other Oxleas teams
and primary care to ensure EI team’s role is
understood

ID

Template for Non-Executive Directors’ board visits
Date of visit
Tuesday 11th
2017

Service

Attendees

Corporate Service – Employment &
Relation Team

Seyi Clement

Brief description of service
The team is responsible for supporting the network with HR support.

Overview of visit
The team is extremely proud of the relationship with the network and believe passionately that the
Trust’s model for the provision of HR services has contributed significantly to the good relationship
with the network, the low disciplinary and grievance record and low ETs. However, some members
of the team expressed concerns that given the pressure on staff, these low figures might be difficult
to maintain. We also touched on the issue of the disproportionate number of BME staff going
through the disciplinary process compared to their non-BME counterparts. They assured me that
they were alive to this issue and are working to ensure the fairness of the process. I raised some of
the concerns raised by the chairs of the Staff Networks and we discussed how the staff networks
could be better supported.
Actions will be entered on to Board visits action tracker which will be reviewed at Board every six months

Issues raised

Action

1. A number of issues where raised with are To discuss with Simon.
best dealt with off line.

Template for Non-Executive Directors’ board visits
Date of visit
Tuesday 11th
2017

Service

Attendees

Corporate Service – Learning and
Development

Seyi Clement

Brief description of service
The team is responsible for the design, design and organisation of the Trust’s learning and
development programmes. A very small team but well led and passionate about the service that
they provide.

Overview of visit
We discussed the issue of low turnout and DNA at training programmes, low take up rate or
recording rate for supervision and support for new managers amongst others. The team is perhaps
the only team that I have come across during these visits which did not complain of resourcing,
which is strange considering its size and the expansion in the network. They are confident that they
are able to meet any learning and development needs of the organisation and assured me that there
are tools and resources already available to meet most, if not all, of our current learning and
development needs. They showed me how quickly and easily supervision could be recorded on the
system by either the supervisor or the supervisee and it too less than 2 mins to capture the record,
which begs the question, why is the recording rate still so low? We also discussed support for new
managers in their role and I was assured of the extensive tool kits for managers on the system.
I could not help but notice that a member of the team is also the lead for one of the Staff Network
and given the size of the team, any time away by the staff on Network duties would put pressure on
the team. This is something we may want to look at, if we want to encourage staff to be more active
as Staff Governors or with the Staff Networks. Whilst the team did not raise resourcing as an issue
affecting it, it recognises that resourcing could explain the high DNA rates for training and the high
take up rate for e-learning during night shifts.

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

Issues raised

1. Whilst the team did not raise any
resourcing issue in relation to itself, I

Action

I will raise this at the next board meeting.

believe that the Trust should look at
resourcing support where a member of a
team is undertaking Network or
Governorship role.

Template for Non-Executive Directors’ board visits
Date of visit
Tuesday 11th
2017

Service

Attendees

Corporate Service – Recruitment &
Bank Team

Seyi Clement

Brief description of service
The team is responsible for the recruitment process from the point at which the requirement is
notified to them by the network. They are also responsible for placing vacancies with recruitment
agencies, building and managing the bank staff database. The team went through a strategic review
process which considered if the service should be outsourced. Whilst the Trust decided to keep the
service in-house, as it provides better value and quality, the process has left some of the members of
the team feeling vulnerable and unsettled. However, they also expressed confidence in the quality
of their service, which they believe would put then in good stead in the event of any further reviews.

Overview of visit
We discussed the recruitment process and how we could reduce the time it takes to complete the
process. We also discussed the challenges posed by the introduction of IR35 and the increase in the
number of recruitment campaigns that Trust runs at any one time. The team believes that it is being
criticised for the delays in the process unfairly. They were also critical of the benchmark against
other Trust or services providers, as they believe that they apply different standard.
It was obvious to me that this is a well led and highly effective team, confidence about the value that
they add to the organisation and passionate about maintaining the quality and integrity of the
recruitment process. However, one couldn’t but notice that the Team felt under-resourced and
could do with more support with the recruitment process. In some cases, the delays stem from
Finance which is not approving financial envelope on time or senior staff not shortlisting in a timely
manner.

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

Issues raised

1. Lack of resources to run the increased
number of recruitment campaigns.

Action

I undertook to raise this with Simon.

2. Delays in shortlisting candidates and
securing volunteers for the interview
panels.

We agreed that this needs to be taken up by
Simon with the Service Directors and the Heads
of Professions.

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

20 April 2017

Service

Atlas House

Attendees

Jazz Thind
Iain Dimond
Lorraine Regan

Brief description of service
Atlas House is a purpose built specialist inpatient service, based on the Goldie Leigh site, providing
care for up to 12 adults with learning disabilities. The service is divided between four flats, enabling
care to be provided in a single sex environment where necessary.
It provides a 24 hour therapeutic/treatment environment and works with people who have a
learning disability together with complex challenging behaviour, mental health needs, neuro
developmental needs and/or offending behaviours.
Atlas House provides specialist treatment that cannot be appropriately met in mainstream services.

Overview of visit
The team met with Muniru Azeez (Modern Matron) and Godwin Orupe (Manager).
The ‘top up’ payment had been very welcomed and is continues to be made available as and when
similar circumstances arise. All band 2 staff have also been re-banded to band 3.
The team have commenced a ‘Quality Improvement’ work stream mirroring the work in acute
services focussing on:•
•
•
•

Environmental issues
Care planning
Risk assessment
Family involvement

The service currently has 8 patients aligned to 6 CCGs with one of these patients on leave.
The service was anxious about the recent changes to kitchens and art rooms; and the safeguarding
investigation.
Kitchens – the team felt a ‘one size fits all’ approach had been taken and that the access to kitchens
work (by whom and for what purpose) should have been flexible and tailored to the service needs
and patient outcomes. There was a strong voice that the change had had an adverse impact:•

Service users being denied ‘cooking skills’ to support independent living

•
•

Commissioners voicing dissatisfaction which is likely to impact on future referrals
Operationlising the solution was deemed to be inefficient and impractical. The team had
heard there would be a joint meal service with food being cooked at Barefoot Lodge and
transported across to Atlas.

Art rooms – the OT staff had also, we were told, been instructed to remove all art tools. This like
the above was deemed to be a reaction to the incident at the Bracton Centre. The teams’ view was
:• Family and Carer feedback was that there was now very little therapeutic activity. The team
are filling the gap with longer trips out
• Some service users are challenging the changes as they no longer receive what they had
become accustomed to
• The service had a large input from OT staff and the changes have meant this resource being
used in a different way elsewhere
Experts by experience involved in Community Treatment Reviews and CQC were, we told, also
questioning the change.
We discussed how they are engaging with the working group overseeing the changes. The Modern
Matron is invited and attends the forum but feels their voice is not heard. We asked Iain/Lorraine to
attend the next meeting.
Safeguarding investigation - the Team are currently involved in a safeguarding investigation. Staff
were distressed by the approach being taken by the investigation team and had a strong view that
the investigation had been conducted in such a way that it was about justifying ‘guilt’. The process
was not objective and very stressful. We were told the hearing will take place on Friday 28th May
2017.
Supervision is in place and compliance with >90%.
Staffing – 2 * Band 5 and 3 * Band 3 (support worker vacancies). The team operate a 6:6:4 rota but
this is reviewed daily. Bank is the first port of call for temporary staff and these staff are regular
workers. Agency usage is rare.
We met with two other members of staff. The qualified staff members enjoyed working in the LD
service and the key challenge was staffing when there were challenging clients. The student nurse
we spoke to had secured a role in Kent as that organisation offered greater flexible working (12
hour shift). This person also commented that there is great need to build up relationship with
clients and having a longer shift helps with this.
Ordering via Cardea has improved but the team wanted Finance to review the value of having low
value items being purchased in this way. Where they had used petty cash they had been advised
that this was not appropriate.
We walked around the unit but were not able to talk to service users. We noted that one bedroom
(currently not required) is used to store a raft of obsolete items or items that have been removed to
avoid on-going damage.

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

Issues raised

Action

Senior management to attend next working group to fully
understand the changes that had been agreed, set out the
impact and if possible review what is required at Atlas House.

Iain Dimond and Lorraine Regan

Safeguarding investigation – Senior management to agree if
they need to attend the meeting on the 28th May 2017

Iain Dimond and Lorraine Regan

Ordering and purchasing – Cardea v alternatives

Jazz Thind and Saba Sadiq

Review items in unused bedroom and store more
appropriately.

Michelle Mason to support
Muniru Azeez

Board of Directors
4th May 2017

Item
Enclosure

Agenda item

Business Committee update (25th April 2017 meeting)

Item from

Jo Stimpson, Non-executive Director
Jazz Thind, Director of Finance
Finance Report

Attachments

14
12

Summary
Key highlights from the Business Committee
•

The Committee noted the year end position against the indicators assigned to the Committee
on the Integrated Board Report. These were all in line with expectations and agreed.

•

The Committee were updated on the following bids & tenders:
1.
2.
3.
4.

Bexley Falls Service (£50k pa) – Successful bid
Bromley Community Services (£30m pa) – Interview attended on the 27th March
Bromley 0-4 Health Visiting (£3.5m pa) – Interview attended on the 6th April
Bromley Primary School Screening (£0.2m pa) – Interview attended on the 6th April

•

The Committee noted that for the financial year 2016-17 the Trust had delivered a surplus of
£1m (excluding STF). This was in line with plan but was supported by some one-off benefits.
The Committee discussed the material increase in agency spend and agreed the strategies to
further strengthen controls. The cost of private placements (over and above ELFT beds)
remains an area of cost pressure. The Committee noted the two material items not included
in the position:- £0.6m CQUIN monies withheld by Greenwich CCG and £1.1m invoices from
LGT associated with existing occupancy at QEH. Greenwich CCG has provided for all
outstanding debt and an urgent meeting has been scheduled in early May. The CCG is keen to
resolve all debt issues to the 31st March 2017 and has agreed to pay 50% of the outstanding
overseas invoices.

•

The Committee noted recent correspondence received from NHSI stating that the Trust had
been awarded an additional £648k of STF ‘bonus’ funding. This increases the Trust Control
Total and is not available to support the I&E position.

•

The Committee noted the STP operational plan which highlighted the challenges across the
sector. CCGs are looking for savings between 3%-6% whilst Provider savings range from 4%11% of turnover.

•

The Committee noted recent documentation from NHS England and NHSI providing guidance

on steps it expects to be taken to close the financial gap. Each organisation has provided its
position in relation to this.
•

The Committee were updated on close down plans for SEEC Community Interest Company.
Additional funding was not agreed and the Committee asked that the alternative employment
voluntary sector support provision be explored.

•

The Committee received an update in relation to SARD JV and discussed potential next steps.
The Committee will be reviewing options at the June meeting.

•

The Committee noted correspondence from NHSI confirming that the South London
Partnership did not breach any competition laws.

•

The Committee noted the back office collaboration plans within the South London
Partnership. It was agreed that each Board sub-committee would oversee the programme of
work associated with its area of responsibility.

•

The Committee agreed a Invest to Save bid. The funding will be used to procure a ‘Results
Platform’ technology called NetCall which will allow patients to receive the results from
various tests 24hrs a day, 365 days a year.

•

The Committee agreed a single tender waiver in relation to security searches in Forensic
services. Cellsense is able to detect ferrous objects including blades and mobile phones. A
successful negotiation resulted in a reduced price.

Recommendations

The Board to note

Finance Report for 12 months to 31st March 2017
Board of Directors Meeting
4th May 2017

Financial overview
NHSI Finance and Use of Resources Score
Statement of Comprehensive Income
Statement of Financial Position (Balance Sheet)
Capital Investment Summary
Risk Register
Appendix 1: Operational Performance
Appendix 2a: 17/18 Savings Target and Plans
Appendix 3: Agency Spend

2
3
4
5
6
7
8
9
10

1

Financial Overview
Control Total
The control total was revised to £3.238m :
•

Underlying surplus - £1.0m (on plan)

•

Sustainability and Transformation Funding (STF) - £1.580m (on plan)

•

Additional Sustainability and Transformation Funding (Redistribution of Bonus and Incentive fund) - £0.658m

Year end
•

•

The following non recurrent flexibilities were key in achieving this position:
•

Recognition of £0.644m profit on asset disposal

•

Release on balance sheet flexibilities to offset material cost pressures highlighted below

The outturn position:
•

includes £0.5m greater than forecast agency spend - (Refer to appendix 3 for details)

•

includes £0.5m to cover additional cost pressures arising from increased reliance on private beds, movements in PDC and depreciation

•

includes £1.2m costs for additional inpatient capacity purchased from ELFT

•

does not recognise £0.6m income withheld by Greenwich CCG in relation to the local element of CQUIN funding and £1.1m of invoices levied by LGT in relation to the
Trust's occupancy on the Queen Elizabeth site. Both items have been formally disputed, NHSI have been alerted to our position on these matters and the impact,
should we include them, would be the Trust not achieving its control total.

Impairment
•

The trust carried out a revaluation of assets. This resulted in an impairment value of £5.1m. This is reported as a “below the line” item to NHSI and therefore does not impact
on our underlying surplus position.

Cash
Total cash and short term investments was £62.4m at the end of March which is ahead of plan (£50m). This is due primarily to, the carried forward of capital schemes into
17/18 and the additional disposal receipts from Horizon House.

NHSI Finance and Use of Resource Metric
The new ‘Single Oversight Framework’ went live 1st October 2016. We continue to achieved a score of 2 against the Finance and Use of Resources metric.

Efficiency Challenge
16/17 - target and plans have been revised down by £0.5m (previously £8.1m and £7.9m respectively). This reflects the agreement with NHSE to defer the £0.5m local
efficiency to 2017/18. The FYE value of savings equates to £7.4m (£0.3m of these remain high risk) some under achievement will be rolled forward into 17/18.
17/18 challenge equates to £9.6m to deliver an underlying surplus of £0.1m and includes any CIP not delivered recurrently in 16/17. We have plans with a FYE value of £6.9
All Directorates are tasked with identifying a further £2.7m by the end of Q1 (see Appendix 2) to ensure there is sufficient time to mobilise plans and reduce costs. All plans will
be reviewed and signed off by clinical leaders before the end of Q2 to ensure the impact on quality is understood and any adverse implications mitigated against.
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NHSI Finance and Use of Resources Score
•

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

•

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

•

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

•

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

3

Statement of Comprehensive Income
Surplus YTD
For the twelve months ended 31st March 2017 (excluding STF funding) we
have achieved a surplus of £1m, which meets our plan.
Agency Cap

•

Income is £0.1m ahead of plan. This is mainly due to additional
deferred income for projects where expenditure is behind plan or
were expected to be incurred in the latter part of the year, and
over-performance against non-contracted activity.

•

Pay expenditure is £4.1m higher than plan, due mainly to
continued reliance on temporary agency staff, with the greatest
pressure in the Greenwich Prisons Cluster, Greenwich C&YP
services, intermediate care and savings yet to be fully realised
predominantly related to AMH.

•

Non-pay expenditure is £4.6m lower than plan due to
resources held centrally not yet allocated and the lower than
planned project spend offset by the deferral of income above.

•

Year end performance is 33% above cap (target of £13.3m, actual cost
£17.7m).

•

The threshold for Tier 3 ‘Agency Value’ has been reduced from £100k to
£50k and will remain in place for future monitoring.

•

HR colleagues are revisiting the criteria for making agency bookings to
ensure the circumstances under which agency staff can be booked are clear
and the decision to request the booking is clearly assigned to a named
senior member of the team.
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Statement of Financial Position
Debt summary
•
•

Total debt stands at £14.6m, a net increase of £1.3m from March 2016.
Debts >90 days have increased by £0.7m to £4.6m between February and March. Of this, £0.4m has
been paid or agreed for payment in March. Areas of focus: Greenwich CCG £2.3m (15/16 and 16/17 overseas patient charges). Agreement to settle this
debt in January was not followed through. The new CFO (David Maloney) has confirmed that all
costs are included in the CCG accounts at year end and the ‘agreement of balances’ statement
confirms this position. A payment on account (50%) is due to be received shortly. FD and CFO
scheduled to discuss as a matter of urgency ( on 3rd May 17).
 Greenwich CCG £0.7m relates to a variety of other debts, with CQUIN being the largest single
issue. We have formally written to the CCG disputing their position on this issue.
 RBG £0.1m mostly relates to CAMHS Youth Offending Team and is now being escalate as
discussions with the key contact have stalled.
 NHSPS £0.1m. Invoices approved awaiting payment following credits raised, the team continue
to pursue payment (previous commitment to pay in February 17 defaulted).
 Bridges Healthcare Services £0.3m (QMH drugs and Foxbury rent). A further £29k was received
early April (£50k in November). We have instructed a solicitor to write to Bridges regarding the
outstanding debt and interest penalties have been calculated. An offer was received from
Bridges Healthcare on 21 April 2017 however on the basis of the terms being offered the Trust
has decline the proposal and will pursue repayment. Commissioners will be updated accordingly.

Payments
•

Aged profile of debt
> 90 days

The public sector payments target is that 95% of invoices are paid within 30 days of receipt of goods
or a valid invoice. In March 91% of invoices by volume and 88% of invoices by value were paid within
this target.

> 90 day debt

61-90 days

31-60 days

1-30 days

Non NHS
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Capital Investments

•

QM H Redevelopm ent

•

Kidney Treatm ent Centre (KTC)

•

Cancer Treatm ent Centre

•

Highpoint House

•

68 The Heights

Phase 1 – GallifordTry are reporting a further 2 week’s delay to the overall programme following damp found in the ground floor slab and problems in
the first floor screed. We are in week 52 of the 61 week contract; Construction of the new main entrance lobbies and canopy is progressing well. The
window replacement programme is 60% complete.
Phase 2 – We continue to follow up with the Kings Director of Estates to sign off of the plans for the 2nd floor work (dental/eyes). The brief has been
written for the theatres work and imaging and surgical Pre Assessment drawings are signed off to allow detailed design to commence.
Admin Space (ALD) – Work is complete on the 3rd floor ALD office space, Bexley & Bromley team move w/c 24 Apr 2017.
Backlog Maintenance - Asbestos remedial works contract started 20 Feb 17 completed 31 March.
GallifordTry completed the construction on 20 March on programme. The lease was agreed 31 March. Diaverum are now undertaking their equipping
and commissioning with the service opening Monday 24 Apr 17.
Practical completion achieved on 27th March and lease signed on 4th April. First patient contact will be 8th May 2017.
Practical Completion achieved.
Out to tender at present

6

Risk Register
Financial risks scoring 8 or above and not yet achieving ‘target’ risk rating have been included in this section. Risk 1291 has been updated
as discussed at the March 17 meeting of the Business Committee.

7

Appendix 1 - Operational Performance

8

Appendix 2 – 2017/18 Savings Target and Plans

•

The 17/18 savings challenge of £9.6m includes what is required to deliver an underlying surplus of £0.1m and includes any CIP not delivered recurrently in 16/17.

•

Plans with a full year effect of £6.9m have been developed. All plans will be quality impact assessed and the risk rating updated to reflect the latest discussions.

•

All Directorates have been tasked with developing plans to ensure the current gap of £2.7m is closed by the end o f quarter 1.
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Appendix 3 - Agency Analysis

The material areas of additional spend include :1) £120k – entry of backdated duties on health roster
2) £300k higher than average spend on nursing agency usage
ACS: use of an additional 814 hours in Greenwich District Nurses and Specialist teams
IRC: additional costs are associated with the staffing requirements in the ‘Pre assessment suite’ (£120k) and cover for vacancies and sickness.
Forensics & Prisons: the Directorate had to put in place 3:1 and 2:1 cover for patients in Crofton Ward and escorts to the acute hospitals as well cover
associated with the need to escort contractors on the site.
3) £100k medical staffing
CMH: main cost drivers are:- the additional staffing put in place to mange higher caseloads; cover for four specialty doctor vacancies across Bromley and
Greenwich; and maternity leave.
IRC: in addition to vacancies, the service had to access agency staff to ensure the staffing rota was compliant with the guidelines in the new junior doctor
contract for medical staff rotas. The longer term plan is to recruit NHS locums to cover the gaps until the next rotation in August.
Agency Taskforce
As at March 17 the threshold for Tier 3 ‘Agency Value’ has been reduced from £100k to £50k and will remain in place for future monitoring. On the basis of
this change the following teams met the criteria for Tier 3 interventions. The Deputy CEO, Workforce Lead and DoF will focus attention to these teams to reduce or eliminate
agency spend:-
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Agenda item

Infrastructure Committee Update

Item from

Seyi Clements, Non Executive Director
Jazz Thind, Director of Finance
Front Sheet only

Attachments

Item
Enclosure

15
13

Summary and Highlights
•

Capital spend – actual spend at 31 March 2017 was £31.4m which delivers a 3%
overspend on the planned expenditure of £30.5m. This overspend relates primarily
to VAT on the Queen Mary’s Hospital development which we expect to reclaim in
2017/18.

•

The Committee agreed that appropriate advice has been obtained and due diligence
undertaken to recommend to the Trust Board that the Strategic Estates Partnership
contract be awarded to Health Innovation Partners and that all contract documents
should be signed and sealed. A separate paper has been provided for Trust Board
approval of the contract award.

•

The Committee received an update on the Trust’s surplus property and noted that
offers had been received to lease Oakwood Drive and Somerset Villa

•

An extraordinary meeting was held on 3 April at which the disposal of North House
to Bexley Council was approved on the basis that the Council will fund all PFI buy out
costs.

•

The Committee received an update on the South London Partnership with SWLStG
and SLAM and noted the estates and IT initiatives being considered.

•

The Committee received the QMH Development report and noted the excellent
progress being made. Highlights are the opening of the Kidney Treatment Centre in
April and the Cancer Centre at the beginning of May.

•

A Centenary Event is being planned for QMH on 9th September. The Trust AGM will
also be held that day at QMH.

•

The Committee received a briefing on the long awaited Naylor Report which was
issued in March 2017 entitled: NHS Property and Estates, Why the estate matters for
patients. This is an independent report by Sir Robert Naylor who was “tasked with
considering the options open to the NHS to achieve best value from NHS property, in
alignment with the delivery of the vision set out in the 5YFV and to support a small
number of high value property transactions in London.”

Recommendations
The Board to note
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Item
Enclosure

Agenda item

Strategic Estates Partnership (SEP)

Item from

Rachel Evans - Director of Estates and Facilities

Attachments

a) Summary of key legal documents
b) Summary of Board approvals

16
14a&b

Summary and Highlights
Since the last Trust Board, the SEP Project Team has been clarifying and agreeing the legal
documentation with the Preferred Bidder, Health Innovation Partners (HIP), and developing
the Initial Partnering Plan. Legal advice has been provided by Bevan Brittan and by BDO in
respect of the financial aspects of the final contract terms.
Due diligence has been undertaken on all documents and the Project Team is in a position
to recommend that the contract documents are suitably progressed to allow for formal
award of the contract to HIP and execution of the legal documentation to establish the SEP.
The following documents are attached:
1. Summary of the key legal documents. A full suite of documents has been made
available to the Infrastructure Committee.
2. Summary of the Board approvals required to enable final contract award to be made
to HIP, approval of the draft legal documents for the Trust to enter into to establish
the SEP and authority to proceed to execute the legal documentation.
All affairs of the Joint Venture LLP will be managed by the Management Board which will
comprise two members from each of the Trust and the Partner who will have equal voting
rights. The Infrastructure Committee has proposed that:
• the Trust representatives on the Management Board should be Jazz Thind, Director
of Finance and Rachel Evans, Director of Estates.
• an independent Chair be appointed. It is suggested, by the Partner, that a Trust NED
should hold this position. Although the Chair would have no voting rights, they will
be included in all Management Board meetings and in discussions relating to the JV
LLP company business.
The Infrastructure Committee considered that ‘Oxleas’ should be included in the company
name. The proposed name of the JV LLP is The Oxleas Property Partnership (TOPP).

Recommendations
The Board :• Approve the creation of a Strategic Estates Partnership between the Trust and HIP by
approving and authorising the Trust to execute, sign and seal all the necessary
contract documentation required to be entered into by the Trust detailed in
Attachments 1& 2 to this paper
• Approve the JV LLP Trust representatives as Jazz Thind and Rachel Evans

STRATEGIC ESTATE PARTNERSHIP
OXLEAS NHS FOUNDATION TRUST AND HEALTH INNOVATION PARTNERS (OXLEAS) LIMITED
SUMMARY OF THE KEY LEGAL DOCUMENTS

1

INTRODUCTION

1.1

It is proposed that a Strategic Estate Partnership ("SEP") will be set up between (1) Oxleas NHS
Foundation Trust (the "Trust") and (2) Health Innovation Partners (Oxleas) Limited (the "Partner")
as a corporate joint venture.

1.2

The Partner and Trust will incorporate a 50:50 joint venture Limited Liability Partnership ("JV LLP").
At present, the name of the JV LLP has not been confirmed.

1.3

The Partner and Trust will enter into a Partnering Agreement (the key provisions of which are
summarised in paragraph 2 below) and an LLP Agreement (the key provisions of which are
summarised in paragraph 3 below).

1.4

The Partnering Agreement will act as the overarching agreement dealing with the relationship
between the parties. Under the Partnering Agreement the Partner will: (i) act as a strategic partner to
work with the Trust in relation to estates and support services strategy (including management of the
delivery of new facilities and estates rationalisation initiatives); and (ii) act as an 'integrator' in relation
to any works supply chain required to implement a New Project and in relation to any Secondary
Service (as defined in paragraph 1.10 below).

1.5

The partnership will be for a term of 10 years with a Trust option to extend by a further 5 years.
However, the partnering activities may give rise to New Projects or other estate solutions that last
beyond the term of the 10-15 year partnership.

1.6

A diagram is set out at Figure 1 to this paper showing the proposed structure for the SEP and should
be reviewed in conjunction with the sections below which cover the key elements of the structure.

1.7

One of the Schedules to the Partnering Agreement is a Partnership Plan. The Partnership Plan
shall become the overarching plan adopted by the partnership setting out the proposals for
transforming the estate over the short, medium and long term. Further details with regard to the
Partnership Plan are set out below in paragraph 4.

1.8

Proposed "New Projects" as defined in the draft Partnering Agreement which could include new
build or refurbishment schemes, land development/disposal and income generation schemes will be
identified in the Partnership Plan. Each such proposed New Project will be required to be approved
through a "New Projects Approval Procedure" or "NPAP" which is set out in Schedule 2, Part 1 to
the Partnering Agreement before such New Project can be delivered. The NPAP is summarised by
the flowchart in Figure 2 to this paper.

1.9

New Projects will be developed by the JV LLP. The resource, risk and responsibility taken on by
each party in respect of any New Project will be agreed by the Trust and Partner as part of the initial
stages of the NPAP. However, the general approach of the Partner is that it will take on full
responsibility for progressing a New Project through the NPAP and this is reflected both in the
Partnering Agreement and Management Services Agreements (see further below on this). Neither
the Partner (nor the JV LLP) will actually deliver the construction works or FM Services that may be
required to deliver a particular New Project but will instead 'integrate' a design, construction and FM
services supply chain to deliver these elements of the New Project. Such supply chain will be
required to be procured via a 'secondary' EU compliant tendering procedure by the JV LLP on behalf
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of the Trust. Figure 3 to this paper shows the anticipated New Projects delivery structure for projects
delivered through the JV LLP.
1.10

The Partner/JV LLP may also propose solutions in relation to Secondary Services. "Secondary
Services" may include:
1.10.1

Facility Support Services - such as Facilities Management (including Estates Helpdesk
and Energy Management (and incidental energy generation)); Catering; Cleaning;
Laundry; Parking and Traffic Management; Security (Infrastructure); Portering; Pest
Control; Grounds and Gardens Maintenance; and Clinical and General Waste;

1.10.2

Customer Facing Services – such as Reception Services, Customer Satisfaction
Services, Patient Contact Centre Services;

1.10.3

IM&T Services; and

1.10.4

Corporate Back Office Services.

1.11

As with the construction and FM elements of New Projects, the Partner/JV LLP will not actually
provide the Secondary Services itself but may put forward proposals to change the way Secondary
Services are delivered and to provide strategic management, supply chain management and
procurement services. Where a new supply chain is required to actually deliver the Secondary
Services as part of a Partner/JV LLP proposal on Secondary Services, such supply chain will be
required to be procured via a 'secondary' EU compliant tendering procedure by the JV LLP on behalf
of the Trust.

1.12

Proposals relating to Secondary Services ("New Secondary Services") will be required to be
approved through a "New Secondary Services Approval Procedure" or "NSSAP" which is set out
in Schedule 2, Part 2 to the Partnering Agreement before such New Secondary Services can be
delivered. This is based on the NPAP (as set out in Figure 2).

1.13

The Partner/JV LLP will therefore be expected to provide operational project management services
in procuring co-ordinating and managing external contractors engaged to deliver any proposed and
approved New Projects to deliver capital requirements and/or Secondary Services during the term
of the partnership.

1.14

It should be noted that no exclusive right for the Partner or JV LLP to deliver any particular New
Project or Secondary Service will be granted by the Trust.
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BACKGROUND TO LEGAL DOCUMENTS

2.1

The initial drafts of the Partnering Agreement and LLP Agreement were produced by Bevan Brittan
based on our 'Strategic Estate Partnership' template documents tailored to the particular
requirements of the Trust. Both of these agreements were issued as part of the Invitation to
Participate in Dialogue.

2.2

The Partner generally accepted the principles of the commercial structure along with the Partnering
Agreement and LLP Agreement with limited amendment. The amendments which have been
proposed to the respective agreements by the Partner demonstrate a very good understanding of
the commercial structure of the SEP and some of the improvements to the legal documents are
helpful and practical for both parties.

2.3

The Management Services Agreements for services to be provided by the Partner to the JV LLP and
for services to be provided by the Trust to the JV LLP have been produced by the Partner. A number
of changes to the Management Services Agreements were proposed by Bevan Brittan and accepted
by the Partner during Stage 2 Dialogue and the confirming commitments stage. There are limited
points in the Management Services Agreements proposed which require further refinement prior to
contract award by the Trust.
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FIGURE 1 - DIAGRAM TO SHOW THE STRATEGIC ESTATE PARTNERSHIP STRUCTURE
PARTNER
PARTNERING AGREEMENT and LLP
AGREEMENT

TRUST

JV LLP

PARTNER'S FEE METHODOLOGY (setting
out pricing methodology)
PROCUREMENT
PHASE DOCUMENTS TO BE
WORKED UP PRIOR
TO PARTNERSHIP
CONTRACT CLOSE

COLOUR CODE KEY:
Partnership elements

(INITIAL) PARTNERSHIP PLAN

NEW PROJECT
PROPOSALS

NEW SECONDARY
SERVICES

To include overarching phased transformation
plan to cover New Projects and any service
transformation proposals (to Secondary
Services) over the short, medium and long term.

Indicative proposals and
approach to development in
short, medium and long term.

Indicative proposals and
approach to service
transformation in short,
medium and long term

Service elements
New Project elements

PARTNERSHIP CONTRACT CLOSE
Approvals

PARTNERSHIP PHASE POST PARTNERSHIP
CONTRACT CLOSE

(ROLLING) PARTNERSHIP PLAN

NEW SECONDARY
SERVICES – approval via
“New Secondary Services
Approval Procedure” set
out in Partnering
Agreement

NEW PROJECTS
– approval via “New
Projects Approval
Procedure” set out in
Partnering Agreement

Approvals

SECONDARY SERVICE TRANSFORMATION
PLAN(S) (for any Secondary Service) refreshed
[annually]

NEW PROJECT PROPOSALS and STAGE 2
SUBMISSIONS
To reflect the Partner's Fee Methodology
To reflect Partner's Fee Methodology

PROJECT AGREEMENT /
DEVELOPMENT AGREEMENT
Between the Trust and JV LLP/
Project Co

JV LLP as
‘integrator’

Secondary EU procurement
process

Secondary EU procurement
process

BUILDING CONTRACT /
OTHER SUBCONTRACTS
Between the JV LLP/Project Co
and subcontractors

SERVICE INCLUSIVE
LEASE
Between the JV LLP/
Project Co and Trust

SERVICE CONTRACT(S)
Between the Trust and service
provider for any Secondary
Service
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FIGURE 2 - NEW PROJECTS APPROVAL PROCEDURE FLOW DIAGRAM

Concept Stage
Trust requests JV LLP to progress concept development identified in Initial
Partnership Plan (or subsequent Partnership Plan)

JV LLP progresses concept
development

Trust may issue a New Project Request to JV LLP for JV LLP to
produce outline proposals for New Project (including Trust
Requirements and Affordability Cap for the New Project)
JV LLP agrees to progress New
Project Request

JV LLP does not agree to
progress New Project Request

Trust approval to issue a Stage
1 Instruction to Proceed to JV
LLP

Trust entitled to procure New
Project outside of SEP

Stage 1 Approval

In response to a Stage 1 Instruction to Proceed, JV LLP produces an initial
proposal for the New Project – the New Project Proposal (includes proposed
Maximum Development Costs Cap)

JV LLP submits New Project
Proposal to Trust
Trust rejects New Project
Proposal – no Trust
liability for Development
Costs

Trust approves New Project
Proposal

New Project becomes a Stage 1 Approved Project

Proceeds to Stage 2 Submission Stage
4

Stage 2 Approval

In response to a Stage 2 Instruction to Proceed, JV LLP produces a detailed proposal for the New Project –
the Stage 2 Submission which is submitted to the Trust

Trust reviews the Stage 2 Submission against Approval Criteria of VFM, Affordability and Trust’s
Requirements

Trust approves Stage 2 Submission

Trust rejects Stage 2 Submission due to…

A failure to meet
Approval Criteria

If Trust requests, Trust and
JV LLP work together in
good faith for re-submission

Trust approves Stage 2 Submission

JV LLP further develops New Project on terms
of the Stage 2 Submission, proceed to
implementation and contract close.

Grounds other than
a failure to meet
Approval Criteria

JV LLP Development Costs for
developing New Project up to
Stage 2 Submission payable by
the Trust subject to Maximum
Development Costs Cap

Trust rejects Stage 2 Submission / re-submitted
Stage 2 Submission

New Project abandoned and no Trust
liability to reimburse Development
Costs
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FIGURE 3: DIAGRAM TO SHOW POTENTIAL NEW PROJECTS DELIVERY STRUCTURE

Trust

Development
Agreement /
Project
Agreement

LAND:
[15] year Lease to
the Trust including
service provision
by Project Co / LLP

JV LLP / SEP subsidiary
(ultimately jointly owned
by Trust and Partner)

Building
Contract

Construction
Contractor

FM
Contract(s)

FM Provider
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3

KEY TERMS OF THE PARTNERING AGREEMENT

3.1

This summary relates to the draft of a Partnering Agreement proposed to be entered into by the
Trust, the Partner and the JV LLP. This summary has been prepared to outline the key terms of the
Partnering Agreement. It does not list all the terms of or issues arising pursuant to the Partnering
Agreement. In order to review the full position on the treatment of a particular issue raised in this
paper, the Partnering Agreement itself should be referred to.

3.2

Commencement and duration of the Agreement (Clauses 2.1, 2.2 and 2.3)
3.2.1

Subject to the right to extend the term (referred to below) the Partnering Agreement will
commence on the date it is executed and will continue in force until the date on which:
•
•
•
•

3.2.2

3.3

is 10 years after the date of commencement
there is a change in ownership in breach of Clause 6 (i.e. a transfer of a Member's
interest under the LLP Agreement where the new Member does not sign up to a
Deed of Adherence to the Partnering Agreement);
the LLP Agreement terminates; or
the date of service of a notice to terminate in accordance with the deadlock
provisions of the LLP Agreement.

The 10 year term of the Partnering Agreement may be extended by the Trust for an
additional 5 years on notice to the Partner subject to the Partner's acceptance.

Partnering Objectives (Clause 3)
The broad objectives of the partnership are set out as:

3.4

3.3.1

to deliver the estate and other support activities that enable the Trust to implement its
services strategy and satisfy commissioners and all who use or come into contact with its
services; and

3.3.2

to capitalise on the Parties' combined skills and capabilities to exploit other estates and
support opportunities commissioned by other bodies and other opportunities pursued by
the Trust, predominantly focused on the Trust's estate in London and Kent but may also
include a diverse range of sites acquired in the future and used in respect of the Trust's
activities.

Partnering Aims and Principles (Clause 4)
The aims and principles of the partnership are set out and include improving existing facilities,
acquiring/developing/disposing of property assets to maximise value from the same and delivering
estates and support services.

3.5

Partnering Activities (Clause 5)
The actual activities that may be undertaken by the partnership are listed and reflect the aims and
principles. They include for example, developing and delivering capital schemes for the Trust, raising
capital and other funding, consolidating the Trust's estate, establishing subsidiaries for project
delivery where required, consolidating services outsourcing contracts, securing estates management
advice to the Trust, generating income through commercial and/or residential schemes (including
managing the developed estate assets) and supporting the Trust in local strategic health and social
case stakeholder forums.

3.6

Non-Exclusivity (Clause 7.4)
Neither the JV LLP nor the Partner will benefit from any exclusivity provisions relating to any capital
projects, Ad-Hoc Partnering Services or other opportunities relating to the Trust under the terms of
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the Partnering Agreement. Any proposals for a "New Project" (i.e. any estate project or solution
which may be delivered by the JV LLP) must be developed via the New Projects Approval Procedure
(see below).
3.7

New Projects Approval Procedure (Clause 7 and Schedule 2 Part 1)
3.7.1

"New Projects" is the term that covers any estates services or facilities proposal that the
JV LLP may be asked to or may propose to deliver pursuant to the Partnering Agreement.
Each New Project must be approved by the Trust via the New Projects Approval
Procedure ("NPAP") before it may be implemented by the JV LLP/Partner.

3.7.2

An initial concept development/feasibility study stage will be undertaken prior to
commencement of the full NPAP. The Trust may ask JV LLP and/or the Partner directly
to carry out this initial stage work. This work must be resourced and funded at the
Partner's own risk.

3.7.3

If the Trust wishes to ask the JV LLP to develop a New Project following the concept
stage then a two stage approval procedure will apply.

3.7.4

The Trust and JV LLP will agree how a New Project development under the NPAP will be
resourced. It should be noted that the Management Services Agreement between the JV
LLP and the Partner covering New Project development assumes that the Partner will
carry out the New Project development obligations of JV LLP under the NPAP unless
otherwise agreed.

3.7.5

The JV LLP/Partner (as relevant) will develop a Stage 1 Submission for the New Project
and submit the same to the Trust for approval. Where this is approved by the Trust the
JV LLP / Partner will be asked to proceed with developing the New Projects to a Stage 2
Submission. Where the Stage 1 Submission is rejected by the Trust for any reason, the
Trust will not be responsible for reimbursing any of the costs related to the development
of the Stage 1 Submission.

3.7.6

Approval Criteria will apply in relation to any Stage 2 Submission (set out in paragraph
6.5 of Schedule 2). These can be briefly summarised as follows:

3.7.7

(a)

whether the proposal is within the Trust's affordability at (set at Stage 1);

(b)

whether value for money has been demonstrated;

(c)

whether the Trust Requirements have been met (set at Stage 1);

(d)

whether the Stage 2 Submission contains all the elements required under the
NPAP for a complete submission;

(e)

whether the implementation of the New Project would be a breach of Law;

(f)

whether the Stage 2 Submission has been submitted within the timescale specified
for the same at Stage 1; and

(g)

whether the Stage 2 Submission contains any condition generated by planning
permission which inhibits the Trust's ability to deal with the rest of the Trust's sites
or results in any costs to the Trust not previously accounted for within the
anticipated costs of the relevant New Project.

The Stage 2 Submission will be submitted to the Trust for approval. The Trust may
approve or reject the Stage 2 Submission. Where the Trust rejects the Stage 2
Submission on the grounds that one or more of the Approval Criteria have not been
satisfied then it will not be liable to reimburse the JV LLP (or the Partner) for any costs
relating the development of the Stage 1 or Stage 2 Submissions. Where the Trust rejects
the Stage 2 Submission despite the fact that the Approval Criteria have been satisfied,
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the Trust will become liable to reimburse JV LLP/Partner for the development costs for
Stage 1 and Stage 2 up to the cap on development costs that will have been agreed at
Stage 1.

3.8

3.7.8

Where the Stage 2 Submission is approved the JV LLP/Partner will proceed to implement
the New Project (i.e. to financially/contractually close the relevant New Project). The
Trust still has a right to issue a Cancellation Notice to cancel the project at any time prior
to financial/commercial close after Stage 2 Approval but if it does so, it will become liable
to reimburse JV LLP/Partner for the development costs for Stage 1, Stage 2 and further
costs up to the date of the Cancellation Notice (up to the cap on development costs that
will have been agreed at Stage 1). The Trust will also become liable to reimburse
development costs where the Trust is in material breach of its obligation to use
reasonable endeavours to bring the New Project to financial close, causing delay and
where JV LLP/the Partner is not in breach.

3.7.9

At financial close/contractual close (or other trigger date as may be agreed by the parties
at Stage 1) the JV LLP/Partner will be entitled to the relevant Development/Delivery Fee
or gain share (as the case may be) which had been agreed during the NPAP in
accordance with the Partner's Fee Methodology.

Procurement Methodology (Schedule 3)
A Procurement Methodology will set out the approach to procurement in relation to New Projects and
Secondary Services. This will need to be an EU rule compliant procurement process.

3.9

Partner's Fee Methodology (Schedule 5)

3.10

The Partner's Fee Methodology sets out the pricing methodology for the delivery of new capital and
refurbishment schemes ("New Projects") and further service transformations for Secondary Services.
The Partner's Fee Methodology will not change over the term of the partnership and includes the
Partner's fee/payment arrangements for providing the services required under the Partnering
Agreement including for New Projects and New Secondary Services. The fee/ return is based on a
'menu of fee arrangements' which will be mixed and matched to reflect the range of types of activity
being undertaken.

3.11

New Secondary Service Approval Procedure (Schedule 2 Part 2)
A "New Secondary Service Approval Procedure" ("NSSAP") is set out which provides for a two stage
procedure under which the JV LLP will bring forward any new service transformation proposals in
relation to "Secondary Services". Any such proposals must be developed in accordance with the
Partner's Fee Methodology. The NSSAP follows a similar form to the NPAP as outlined above.

4

KEY TERMS OF THE LLP AGREEMENT

4.1

The LLP Agreement is the agreement to be entered into by the Trust and the Partner (both being
members ("Members") of the JV LLP) as well as the JV LLP itself to govern the day-to-day running
of the JV LLP such as preparation of Partnership Plans, decision making, dealing with
disagreements and the operation of a Management Board. The key provisions of the LLP Agreement
are summarised below.

4.2

Commencement and duration of the Agreement (Clauses 2.1 and 2.2)
The LLP Agreement will be entered into concurrently with the Partnering Agreement and will
continue in force until the date on which:
4.2.1

One Member transfers its entire Capital Interest in the JV LLP to the other Member;

4.2.2

all Members agree to terminate the LLP Agreement; or

4.2.3

the JV LLP’s winding up commences,
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whichever is the earliest.
4.3

Admission of new Members (Clause 3.4)
All existing Members must approve the admission of a new person as a Member. The new Member
and existing Members must enter into a new agreement to replace the LLP Agreement which will
include such changes as necessary to the LLP Agreement to reflect the change in Capital Interests
and the new Member may need to provide a guarantor.

4.4

4.5

Transfers of LLP Interests (Clause 3.5 and Schedule 4)
4.4.1

A transfer of a Member's interests in the JV LLP requires the consent of all other
Members, unless it is after the third anniversary of the date of the LLP Agreement and the
pre-emption procedure has first been exhausted.

4.4.2

If the remaining Members do not acquire the transferring Members' interests in the JV
LLP, the transferring Member is permitted to transfer its interests to a third party but only
if the third party (amongst other things):
(a)

is not a prohibited person (e.g. someone connected with tobacco or alcohol
industries); and

(b)

executes a new agreement with the remaining Members which replaces the LLP
Agreement which will include such changes as necessary to the LLP Agreement to
reflect the change in Capital Interests.

Business of the JV LLP and Partnership Plans (Clause 4)
The "Business" of the JV LLP is stated in Clause 4.1. An initial Partnership Plan agreed by the
Members will be adopted when the LLP Agreement is entered into. Following this, the Partnership
Plan will be reviewed and updated by the Management Board of the JV LLP and approved by the
Members on a rolling yearly basis. The content of the Partnership Plan is considered further at
paragraph 7 below.

4.6

Capital Interests (Clause 8)
Provisions dealing with capitalisation of the JV LLP are included at Clause 8.

4.7

4.6.1

The LLP Agreement envisages that both Members will contribute capital in equal
proportions to the JV LLP. This will be a nominal amount and has currently been
included as £1 in Schedule 2. The contribution of capital entitles a Member to a Capital
Interest in the JV LLP.

4.6.2

In the ordinary course of affairs, Members are not entitled to be repaid any capital
contributed to the JV LLP and no interest accrues on capital so contributed. The size of a
Member's Capital Interest will also determine what proportion of any surplus assets
remaining at the conclusion of the JV LLP's liquidation that Member receives.

Profits, losses and distributions (Clause 9)
4.7.1

The JV LLP's profits and losses are divided between the Members in proportion to their
respective Capital Interests. The value of losses which can be allocated to the Members
are capped at the value of their Contributions.

4.7.2

Distributions can only be made in certain circumstances (set out in clause 9.3.1)
including: that there is sufficient cash available, it would not render the JV LLP insolvent,
the JV LLP would be left with sufficient funds to meet any current or future contemplated
obligations and would not adversely affect the ability of the JV LLP to comply with the
Partnership Plan.
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4.8

4.9

Management and decision-making (Clauses 10 to 15)
4.8.1

Management of the JV LLP is to be undertaken by the Management Board. All decisions
are therefore to be taken by the Management Board except for those matters reserved to
the Members (listed in Schedule 3). As the JV LLP has the ability either to employ staff
directly, take up resource from the Members via management services agreements or
alternatively accept secondees from the Members, the Management Board can delegate
day-to-day management functions to an executive team, on terms to be agreed. As
described below, the current intention is for the JV LLP to use management services
agreements for the provision of resource (mainly from the Partner).

4.8.2

Each Member will appoint at least two, and no more than three, Management Board
Members. Meetings of the Management Board are only quorate if at least one
Management Board Member appointed by each Member is present. A chairman for each
meeting will be appointed from among the attendees but he or she will not count in the
quorum and will not have a second or casting vote in the case of equality of votes.

4.8.3

All Management Board Members appointed by a single Member have one vote
collectively. All actions of the Management Board require the approval of a simple
majority (expressed by reference to the Capital Interests held by the Members attending
the Management Board Meeting through their appointees).

4.8.4

If a matter (not being a matter reserved for Member approval) cannot be resolved at the
Management Board level after two attempts, the matter in dispute is to be referred to
senior persons within the Trust and Partner organisation (the Chief Executive of the Trust
and the Company Secretary of the Partner). If these "referees" cannot resolve the
dispute, a "deadlock" is deemed to have arisen. A deadlock also arises if the matter is a
matter reserved for Member approval and the Members are unable to approve it.

4.8.5

Once a deadlock has arisen any Member may serve on the other Member a 'Deadlock
Notice' and if the Deadlock is not settled prior to the last day of the month following that in
which the Deadlock Notice was received then the Members shall procure that valuers are
appointed to determine the market value of the JV LLP's business. Once the valuers
determine the value of the business, the Members have a period of 20 working days to
agree which Members shall buy out which other Member(s)' interests and at what price
(which could be the price determined by the valuers or another agreed price). If the
Members cannot agree (for example, because no Member wishes to sell), the Members
shall procure that the JV LLP to be wound down in accordance with Schedule 9.
Schedule 9 provides that the Partnering Agreement shall terminate but that the JV LLP
and its subsidiaries shall not be wound up until the completion of their respective
businesses and the LLP Agreement shall continue in force save that the JV LLP shall not
secure any new 'business' and no new partnership Plan will be developed or adopted by
the Management Board or Members save to the extent it relates to the pre-existing
business of the JV LLP.

Default (Clause 16)
4.9.1

If a Member should suffer or commit a Default Event (including a change of control,
unremedied material or persistent breach, or an event of insolvency) then, if the default is
remediable and the remedy period has not expired, the Defaulting Member is excluded
from the JV LLP's decision-making processes. However, the non-defaulting Member shall
not during this time approve any of the matters reserved for approval by the Members
under Schedule 3 of the LLP Agreement and the Management Board shall not approve
any action of the JV LLP that was not approved prior to the Default Event in question
arising unless such action relates to or is in connection with the Partnership Plan then in
force, or arises because of existing commitments entered into by the JV LLP prior to that
Default Event arising (including any financing arrangements then in place) or otherwise
relates to any action the JV LLP may take against the Defaulting Member in relation to
the Default Event.
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4.9.2

5

If a default is incapable of remedy or it remains unremedied at the expiry of any time
remedy period stipulated in the Agreement, the Defaulting Member's interests in the JV
LLP are to be offered at 90% of the value determined by a Valuer to the remaining
Members.

THE PARTNERSHIP PLAN
The initial Partnership Plan sets out:
5.1.1

A phased plan ("Phasing Plan") broken down into the short term (0-3 years), medium
term (3-5 years) and long term (5-15 years) setting out the proposed activities of the SEP
and identifying the estates solutions (e.g. New Projects, Secondary Services, land
disposals). The delivery of any New Projects will take into account the priorities set out by
the Trust with regard to any new facilities and estate alterations required.

5.1.2

An explanation as to how the Phasing Plan will achieve the optimal outcome for the Trust
with regard to the Trust's requirements and priorities.

5.1.3

Details of any role the Trust would need to play in maximising the delivery of the
outcomes through implementation of the Partnership Plan.

6

MANAGEMENT SERVICES AGREEMENTS

6.1

The Management Services Agreements ("MSAs") are required to document how the parties are
implementing the arrangements set out in the Partnering Agreement and are therefore ancillary to
the Partnering Agreement which is the overarching agreement governing the relationship. The
current proposals for the MSAs are set out below. However, these remain subject to clarification and
confirmation of commitments as part of the preferred bidder stage of the procurement.
Management Services Agreement between the JV LLP and Supplier:
Scope and Fee
A single MSA has been proposed by Health Innovation Partners to cover the services/resource
which may be provided to the JV LLP:
•
•
•
•
•

Corporate Support Services
Partnership Manager Services
New Project Partnering Services
New Secondary Services
Ad Hoc Partnering Services

The fees payable for New Project Partnering Services and New Secondary Services link to those set
out the Partnering Agreement. In addition, Clause 7.7 (in respect of Partnership Manager Services),
7.13 (in respect of New Projects) and Clause 7.17 (in respect of New Secondary Services) provide
that the Partner will only be entitled to payment of the fee where the JV LLP is entitled to recover its
costs under the NPAP/NSSAP at Partnering Agreement level. This approach is what we would
expect and ensures that the fees under the Partnering Agreement and at sub-contract (MSA) level
are aligned.
Payments in respect of the Partnership Manager Fee will come via two sources. In the first instance
these fees will be met via the Partner Working Capital Facility made available by HIP. As the JV
matures, and delivers successful New Projects/New Secondary Services Projects, then the JV is
expected to become financially self-sufficient and Partnership Manager Fees will be met from the
JV’s own financial resources. Repayment of the Working Capital Facility and JV Financial selfsufficiency is gained via the charging of a SEP Margin (by the JV) to New Projects/New Secondary
Services. The SEP Margin, and the services that this is applied to, is covered in Schedule 5 of the
Partnering Agreement. Agreement as to the level of the margin is made by the JV Board on an
annual basis.
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An additional Monthly Fee is payable in respect of the Corporate Support Services and the Ad Hoc
Partnering Services will be paid on a call-off basis. In respect of any Ad Hoc Partnering Services,
HIP has proposed a schedule of rates to cover the same. The fees are set out in the Partner's Fee
Methodology.
Exclusivity provisions
The Partnering Agreement makes it clear that no exclusivity is granted to the Partner or JV LLP in
respect of New Project, New Secondary Services and other partnering activities.
However, under this MSA, the Trust has agreed that where the JV LLP requests the Partner to put
forward a New Project Proposal or New Secondary Service Proposal, exclusivity will be granted to
the Partner in respect of New Project Partnering Services and New Secondary Services Partnering
Services.
However, any such exclusivity will be subject to the outcome of the Service Review process at
Clause 9.
Term
The term is ten years. The parties may agree to extend and earlier termination may occur in some
circumstances (see below). This appears a long term but the Trust should also note that
benchmarking provisions have been included for the Partnership Manager Service and Corporate
Support Services to assist with ensuring that the Trust continues to secure value for money.
HIP have also included a provision allowing the JV LLP (or the Partner) to terminate the Corporate
Support Services voluntarily (rather than due to default) after three years and on six months' written
notice to allow flexibility for the JV LLP to switch provider for these services in the future.
The decision by either party to voluntarily terminate the Corporate Support Services falls within the
definition of a "Partner Conflict Matter" under the LLP Agreement.
Termination
The JV LLP may suspend all or part of the MSA and ultimately terminate the MSA for reasons
including:
•
•
•
•
•
•
•
•

Material breach by the Partner which has a material adverse effect on JV LLP or the Trust
Persistent breach or recurrent breaches by the Partner which have a materially adverse effect
on JV LLP or the Trust
The Partner assigning the MSA in breach of the assignment provisions
Partner insolvency
Change in control of the Supplier without consent
The Partner ceasing to be an 'Associate' of a Member of the JV LLP without the consent of the
JV LLP
The Partner failing to insure in breach of the MSA.
The partner breaching any of the Warranties set out at Clause 11 of the MSA.

It should be noted that there is no voluntary (non-default) right for the JV LLP to terminate except as
outlined above in respect of the Corporate Support Services.
The Partner may terminate for JV LLP failure to pay sums due for a period of 60 Business Days after
notice of failure to pay.
The MSA should also be co-terminous with the Partnering Agreement.
Cap on liability
The caps on the Partner's liability for the various services are set out at clause 11.3 and appear to
be in line with caps we have seen on other similar procurements.
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Management Services Agreement between the JV LLP and Trust:
Under the Trust MSA the Trust may provide Ad Hoc Partnering Services, Corporate Support
Services, Partnership Manager Services and/or the procurement elements of the New Secondary
Service Partnering Services to the JV LLP on a call off basis.
The terms of the MSA are as for the Partner MSA but with the provisions regarding the New Project
Partnering Services and the New Secondary Services Partnering Services outside the scope of the
procurement elements deleted.

Bevan Brittan LLP
April 2017
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1

BUSINESS OF THE MEETING IN RELATION TO THE STRATEGIC ESTATES PARTNERSHIP

1.1

The Board of Directors are requested to:
1.1.1

approve the award of a contract in relation to the Trust's procurement of a partner for its
Strategic Estates Partnership (SEP) to Health Innovation Partners (Oxleas) Limited
(Partner);

1.1.2

approve certain final draft contractual and legal documents (including ancillary
documents) relating to the establishment of the SEP (together the Transaction
Documents);

1.1.3

delegate responsibility for finalising all documents to be entered into by the Trust for the
SEP; and

1.1.4

authorise Members of the Board nominated to sign, affix, authenticate and witness the
affixing of the common seal of those Transaction Documents to be entered into by the
Trust.

2

CURRENT POSITION OF THE SEP

2.1

It was confirmed that following preferred bidder selection, the Trust's SEP Project Team has been
undertaking a period of clarifying and confirming commitments with the Partner. The Project Team is
now nearing completion of the confirming commitments stage and is satisfied that the documents are
now in near final form, subject to completion of minor gaps and the Trust is in a position to now
consider formally awarding the contract to the Partner and proceed to contractual close of the SEP.

2.2

At or prior to contractual close of the SEP, the Partner and the Trust will be required to incorporate a
Limited Liability Partnership (LLP) each being equal Members. Each of the Trust and the Partner will
be required to make a nominal capital contribution to represent their capital interests in the LLP. The
Trust will be required to sign various forms relating to the incorporation of the LLP at or prior to
contractual close.

2.3

At contractual close, the Trust will be required to enter into:

2.4

2.3.1

a Partnering Agreement with the Partner and LLP;

2.3.2

an LLP Agreement with the Partner and LLP; and

2.3.3

a Management Service Agreement between the LLP and the Trust for the provision of
certain services by the Trust for the SEP.

At contractual close, the following agreements will also be entered into (but the Trust will not be a
party to these documents):
2.4.1

a Management Service Agreement between the LLP and the Partner for the provision of
certain services provided by the Partner for the SEP;

2.4.2

a Working Capital Facility Agreement in relation to the partnership between the Trust,
Partner and LLP;

2.4.3

a Parent Company Guarantee in respect of the Partnering Agreement between LLP and
Morgan Sindall Group Plc;

2.4.4

a Parent Company Guarantee in respect of the LLP Agreement between LLP and
Morgan Sindall Group Plc; and

2.4.5

a Parent Company Guarantee in respect of the Management Services Agreement
between LLP and Morgan Sindall Group Plc.

Morgan Sindall will be providing the Parent Company Guarantees for the two companies which form
the Partner, ie Arcadis and Community Solutions. Morgan Sindall is the Parent Company of
Community Solutions.
3

POWER TO ENTER INTO THE SEP AND TRANSACTION DOCUMENTS

3.1

The Trust was authorised by Monitor to be an NHS Foundation Trust on 1 May 2006 pursuant to
Section 35 of the National Health Service Act 2006 (2006 Act).

3.2

By virtue of being an NHS Foundation Trust pursuant to section 47(1) of the 2006 Act, the Trust has
a general power to do anything which appears to it to be necessary or expedient for the purposes of
or in connection with its functions, including, in particular, the power to enter into contracts (Section
47(2)(b)). This power enables the Trust to enter into the Transaction Documents.

4

RESOLUTIONS

4.1

The Board of Directors are asked to:
4.1.1

approve the contract award for the SEP to the Partner subject to any final amendments
required as a result of clarifications or confirmation of commitments;

4.1.2

approve the creation of the LLP, together with the initial capital contribution of £1 in order
to establish the Strategic Estates Partnership and entering into of the agreements set out
at paragraphs 2.3 and 2.4 above by the LLP;

4.1.3

approve the Transaction Documents to be entered into by the Trust (with such
amendments as may be made and agreed and approved by the action of execution in
accordance with the below resolutions);

4.1.4

approves Jazz Thind and Rachel Evans and confirms that as members of JV
Management Board they are delegated the full authority to approve, authorise and sign
all required agreements and contracts in relation to the SEP on behalf of the Trust to the
extent that the Board can and is required to do so;

4.1.5

authorise two executive directors pursuant to the Trust’s Standing Orders to approve,
sign and authenticate the affixing of the common seal of the Trust to any document
required to be executed as a Deed and necessary to complete the Strategic Estates
Partnership (and in each case by the act of doing so, to agree and approve any
amendments made to such documents subsequent to the holding of this meeting); and

4.1.6

authorise two executive directors pursuant to the Trust’s Standing Orders to approve and
sign any documents required to be signed under hand and necessary to complete the
Strategic Estates Partnership (and in each case by the act of doing so, to agree and
approve any amendments made to such documents subsequent to the holding of this
meeting).
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Item from

Annual report and Quality Report - Delegation of approval of
the annual report 2016/17 and Quality Accounts
Andy Trotter, Chair

Attachments

Front sheet only

Summary and Highlights
The text of the Annual Report 16/17 needs to be submitted to NHS Improvement by 31st May. This
is prior to the next meeting of the Board of Directors (8th June). Therefore, it is proposed that
approval for the document is delegated to the Audit and Risk Assurance Committee meeting on
Tuesday 25th May.
The annual report will be compiled to meet the requirements of the NHS foundation trust annual
reporting manual 2016/17 published by NHS Improvement and will include the quality accounts. It
will be reviewed by our external auditors for compliance and a draft will be circulated to all Board
members for review.
Once the text has been submitted to NHS Improvement, it will be laid out into the final document
format and printed for submission to Parliament by 26 June 2017.
Recommendations
The Board agrees to delegate authority in this matter to the Audit and Risk Assurance Committee
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Summary and Highlights
NHS Improvement’s approach to checking compliance with the NHS Provider Licence system has
changed.
NHS foundation trusts are now required to self-certify whether or not they have:•
•
•

complied with the conditions of the NHS provider licence;
have the required resources available if providing commissioner requested services; and
have complied with governance requirements as laid out in the NHS foundation trust code
of governance and single oversight framework.

Some trusts will be selected for an audit from July onwards.
The process involves the Board signing off:•
•
•

a G6/CoS7 declaration (details below) by 31 May 2017;
A FT4 declaration (details below) by 30 June 2017;
Any variation from this position will brought back to the Board in June.

In this paper, the evidence for compliance is summarised and the Board is asked to:•
•
•

identify any areas on which it requires further information;
agree to information being circulated to Governors for feedback;
delegate authority for final sign off to Audit and Risk Assurance Committee on 25 May 2017.

The full provider licence documentation has been circulated to all members of the Board.

The G6/CoS7 declaration involves responding to the following statements
Statement

How we assure ourselves

Following a review for the
purpose of paragraph 2(b) of
licence condition G6, the
Directors of the Licensee are
satisfied that, in the Financial
Year most recently ended, the
Licensee took all such
precautions as were necessary
in order to comply with the
conditions of the licence, any
requirements imposed on it
under the NHS Acts and have
had regard to the NHS
Constitution.

See attached Compliance licence
conditions analysis

After making enquiries the
Directors of the Licensee have
a reasonable expectation that
the Licensee will have the
Required Resources available
to it after taking account
distributions which might
reasonably be expected to be
declared or paid for the period
of 12 months referred to in
this certificate.

Under our contractual arrangement with
CCGs we have deemed all services to fall
under Commissioner Requested Services.
Our operational plan provides assurance
that we able to deliver such services and
ensuring we remain financially viable and
maintain quality of services.
Financial viability and quality of service
are reviewed by the relevant subcommittees and the Trust Board on a
monthly basis.

Recommended
response
Confirmed

Confirmed

FT4 declaration involves responding to the following statements
Statement

How we assure ourselves

The Board is satisfied that the
Licensee applies those principles,
systems and standards of good
corporate governance which
reasonably would be regarded as
appropriate for a supplier of health
care services to the NHS.
The Board has regard to such
guidance on good corporate
governance as may be issued by NHS
Improvement from time to time
The Board is satisfied that the
Licensee has established and
implements:
(a) Effective Board and committee
structures;
(b) Clear responsibilities for its Board,
for committees reporting to the
Board and for staff reporting to the
Board and those committees; and
(c) Clear reporting lines and
accountabilities throughout its
organisation.
The Board is satisfied that the
Licensee has established and
effectively implements systems
and/or processes:

Corporate governance systems are
reviewed internally (ie changes to subcommittee structure) and externally
well-led review and CQC review.

(a) To ensure compliance with the
Licensee’s duty to operate efficiently,
economically and effectively;
(b) For timely and effective scrutiny
and oversight by the Board of the
Licensee’s operations;
(c) To ensure compliance with health
care standards binding on the
Licensee including but not restricted
to standards specified by the
Secretary of State, the Care Quality
Commission, the NHS Commissioning
Board and statutory regulators of
health care professions;
(d) For effective financial decisionmaking, management and control
(including but not restricted to

Recommended
response
Confirmed

Issues are raised with the Board as
Confirmed
necessary. Integrated Board report
adapted in light of NHS Improvement
guidance
These have been reviewed during past
Confirmed
year and revised structure with updated
terms of reference implemented.

Regular Board reports on compliance
with quality standards and governance
framework, operational performance
and financial performance. Forward
planning with internal and external
involvement.

Confirmed

appropriate systems and/or
processes to ensure the Licensee’s
ability to continue as a going
concern);
(e) To obtain and disseminate
accurate, comprehensive, timely and
up to date information for Board and
Committee decision-making;
(f) To identify and manage (including
but not restricted to manage through
forward plans) material risks to
compliance with the Conditions of its
Licence;
(g) To generate and monitor delivery
of business plans (including any
changes to such plans) and to receive
internal and where appropriate
external assurance on such plans and
their delivery; and
(h) To ensure compliance with all
applicable legal requirements.
The Board is satisfied that the
systems and/or processes referred to
in paragraph 4 (above) should
include but not be restricted to
systems and/or processes to ensure:
(a) That there is sufficient capability
at Board level to provide effective
organisational leadership on the
quality of care provided;
(b) That the Board’s planning and
decision-making processes take
timely and appropriate account of
quality of care considerations;
(c) The collection of accurate,
comprehensive, timely and up to
date information on quality of care;
(d) That the Board receives and takes
into account accurate,
comprehensive, timely and up to
date information on quality of care;
(e) That the Licensee, including its
Board, actively engages on quality of
care with patients, staff and other
relevant stakeholders and takes into
account as appropriate views and
information from these sources; and
(f) That there is clear accountability

Board succession planning identifies any Confirmed
forthcoming skills gaps. NEDs with
financial and clinical experience have
been successfully recruited. Quality of
care is a key focus of Board activity not
only through data but also through
Board members visiting services, getting
feedback from patients and discussions
with governors/members. New CQC
report identifies robust governance
structures in place and strong focus on
quality of services.

for quality of care throughout the
Licensee including but not restricted
to systems and/or processes for
escalating and resolving quality
issues including escalating them to
the Board where appropriate.
The Board is satisfied that there are
systems to ensure that the Licensee
has in place personnel on the Board,
reporting to the Board and within the
rest of the organisation who are
sufficient in number and
appropriately qualified to ensure
compliance with the conditions of its
NHS provider licence.
The Board is satisfied that during the
financial year most recently ended
the Licensee has provided the
necessary training to its Governors as
required in s151(5) of the Health and
Social Care Act to ensure they are
equipped with the skills and
knowledge they need to undertake
their role.

Systems are in place to review staffing
numbers. Skills and qualifications are
checked on joining organisation and are
kept up to date through effective PDR
and supervision processes. Board and
Executive capability and capacity
regularly reviewed.

Confirmed

Training needs analysis of governors
Confirmed
undertaken. Comprehensive induction
for all new governors and access to
GovernWell courses such as
membership engagement, holding NEDs
to account and understanding accounts.
Training on root cause analysis
delivered and programme of visits to
services to understand full range of
Oxleas’ activities.

Recommendations
The Board is asked to:•
•

approve for sharing with governors for feedback and to
delegate authority to sign off to Audit and Risk Assurance Committee on 25 May.

Compliance with NHS Provider Licence analysis

Condition

Actions taken to comply

1: Provision of information
This condition contains an obligation for all licensees to
provide NHS Improvement with any information required for
our licensing functions.

We have completed data returns as
required and meet regularly with
NHS Improvement representatives.

2: Publication of information
This licence condition obliges licensees to publish such
information as NHS Improvement may require.

We publish information as required
for example through our annual
report which follows NHS
Improvement guidance.
Fees settled as required

3: Payment of fees to Monitor
The Act gives Monitor (NHS Improvement) the ability to
charge fees and this condition obliges licence holders to
pay fees if requested.

4: Fit and proper persons
Our recent CQC inspection
This licence condition prevents licensees from allowing unfit confirmed that we have taken action
persons to become or continue as governors or directors (or to comply with this condition.
those performing similar or equivalent functions).
5: NHS Improvement guidance
This licence condition requires licensees to have regard to
any guidance that NHS Improvement issues.
6: Systems for compliance with licence conditions and
related obligations
This licence condition requires providers to take all
reasonable precautions against the risk of failure to comply
with the licence and other important requirements.
7: Registration with the Care Quality Commission
This licence condition requires providers to be registered
with the CQC (if required to do so by law) and to notify us if
their registration is cancelled.

We take regard of guidance issued
for example adapting our integrated
board report.
Our governance systems are in
place to enable us to take actions to
reduce the risk of failing to comply
with the licence conditions. The
review of the Board sub-committees
has reviewed our risk processes.
We are registered.

8: Patient eligibility and selection criteria
This condition requires licence holders to set transparent
eligibility and selection criteria for patients and to apply
these in a transparent manner.

Our services have eligibility and
selection criteria in place which are
available publically.

9: Application of Section 5 (Continuity of Services)
This condition applies to all licence holders. It sets out the
conditions under which a service will be designated as a
Commissioner Requested Service. If a licensee provides any
Commissioner Requested Services, all the Continuity of
Services Conditions apply to the licence holder.

Under our contractual arrangement
with CCGs we have deemed all
services to fall under Commissioner
Requested Services. Our
operational plan provides assurance
that we able to deliver such services
and ensuring we remain financially
viable and maintain quality of
services.
Financial viability and quality of
service are reviewed by the relevant
sub-committees and the Trust Board
on a monthly basis.
We provide a range of information

Choice and Competition Condition 1: Patient choice

This condition protects patients’ rights to choose between
providers by obliging providers to make information
available and act in a fair way where patients have a choice
of provider. This condition applies wherever patients have a
choice of provider under the NHS Constitution, or where a
choice has been conferred locally by commissioners
Choice and Competition Condition 2: Competition
oversight

on our services and aim to support
patient choice where available.

We have not entered or maintained
agreements that have the object or
This condition prevents providers from entering into or effect of preventing, restricting or
distorting competition.
maintaining agreements that have the object or effect
of preventing, restricting or distorting competition to the Where we seek to enter into an
arrangement where competition may
extent that it is against the interests of health care
be an issue, we do seek advice from
users. It also prohibits licensees from engaging in
NHS Improvement to ensure an
other conduct which has the effect of preventing,
risks are understood and action
restricting or distorting competition to the extent that it
taken as required. Examples where
is against the interests of health care users.
this has occurred include, transfer of
Queen Mary site and the formation
of the South London Partnership
(Forensics workstream)
We actively support integrated care
Integrated Care Condition
and have recently re-organised to
The Integrated Care Condition is a broadly defined
promote this.
prohibition: the licensee shall not do anything that

could reasonably be regarded as detrimental to
enabling integrated care.
It also includes a patient interest test. The patient
interest test means that the obligations only apply to
the extent that they are in the interests of people who
use health care services
NHS Foundation Trust Condition 1: Information to
update the register of NHS foundation trusts
This licence condition ensures that NHS foundation trusts
provide required documentation to NHS Improvement.

We have provided NHS
Improvement with our Constitution,
annual report and accounts.

NHS Foundation Trust Condition 2: Payment to Monitor
in respect of registration and related costs
If Monitor moves to funding by collecting fees, we may need
this licence condition to charge additional fees to NHS
foundation trusts to recover the costs of registration. We
would consult stakeholders before introducing such a fee.

Fees settled as required

NHS Foundation Trust Condition 3: Provision of
information to advisory panel
The Act gives NHS Improvement the ability to establish an
advisory panel that will consider questions brought by
governors. This licence condition requires NHS foundation
trusts to provide the information requested by an advisory
panel.

We would provide information as
required but this has not been
necessary in past year.

NHS Foundation Trust Condition 4: NHS foundation
trust governance arrangements
This condition will enable NHS Improvement to continue
oversight of governance of NHS foundation trusts.

We action this through the
information we share through our
annual report.

.
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Summary and Highlights
Since the last meeting of the Board of Directors, governor activity includes:
-

Governors attending Board sub-committees and Mortality Surveillance Group
Membership recruitment at local libraries
Participation in Board level inquiry panels and in Patient-led assessments of the care
environment visits

Elections
Elections for the lead governor role and for governor roles across the Council will start this month.
Nominations open this week and will be widely publicised to members.
Lead Governor Raymond Sheehy will be representing the trust at the NHS Providers national
governors’ conference on 4 May.

Changes to risk register

New risks identified

Recommendations
The Board notes the update.

Previous
rating

New rating

Rating

