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Report 
 
1. Introduction 
 
1.1 This report describes the work of the Medical Director, principally since the last Trust Board 

Meeting on 30 May 2017. 
 
2. Smokefree 
 
2.1 The smokefree implementation group met on 22 June. It was noted that while Smokefree 

has been implemented as intended, challenges remain around smoking in the grounds, 
some staff continuing to hold smoking materials for patients in breach of the policy (though 
not in Barnet, which notably has not had any fires since April), and fire risk. These are 
considered further in a separate report. The small turnout considered whether it was now 
time to wind up smokefree as a project and mainstream it to operational management, 
though we agreed to meet again in September.  

 
2.2 On 4 July I attended a national webinar on smokefree organised by ASH. This had 

presentations from Trusts which had successfully implemented smokefree. Again it was 
striking that other projects had involved substantially greater investment than BEH, with 
dedicated posts being developed and substantially higher levels of training and also formal 
evaluations. However, the challenges seem to be the same, and in Tees Esk and Wear 
despite apparently successful implementation the Medical Director had been obliged to 
write to staff subsequently to insist on enforcement of the policy, something we may need 
to do. 

 
3. Objectives and Initiatives 
 
3.1 Physical health care 
 
3.1.1 There has been significant progress recently on physical health care and I reported in detail 

to the Quality and Safety Committee on 3rd July that three physical healthcare lead posts (at 
8a) have been advertised and attracted good internal applicants, and progress is being 
made on all other action points. I attended the physical health care committee on 6th July 
which was well attended.  

 
3.1.2 Good work continues to go on around the Trust (presentations on tissue viability by Sarah 

Kiernan and falls prevention by Christine Kapopo and Jane Hitchmanat the patient safety 
conference on 15th July were notable).  However there is much further work to be done, on 
unresolved issues such as pathways to physical health care for adult inpatients (though the 
older adult wards have regular geriatrician input), and the new physical health care leads 
should drive this. The Trust does not have an overall physical health care strategy at the 
moment and I plan to draft one for consultation based on recent work and papers to the 
Quality and safety Committee. 

 
3.2 Suicide strategy 
 
3.2.1 We had a successful patient safety Conference on 15th June attended by 220 staff. I 

reported on this in detail to the Quality and Safety Committee and will not describe all the 
excellent presentations in detail here, but suicide was the theme of the second part of the 
conference and there were powerful presentations from a bereaved relative and from staff 
of the British Transport Police project on their extensive efforts to prevent suicide on the 
railways. I presented the results of our Berwick event on 4th May, which were that our 
suicide strategy should focus on a small group of priorities addressing support to families, 
support to service users, and support to staff.  This will be taken forward by a working party 
chaired by Rachel Gibbons. 
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3.3 Serious Incident Investigation 
 
3.3.1 The keynote presentation at the Patient Safety Conference was by Suzette Woodward of 

‘Sign Up to Safety’, a national campaign which has informed a number of local projects 
which were presented at the conference. The presentation was inspiring in its challenge to 
our current way of doing SI investigations. She described the way in which current 
approaches to investigation, based on Root Cause Analysis, assume a linear model of 
causation. She noted that this is likely to result in repeated findings that not all records were 
completed, not all policies followed, and not all possible communications made, as indeed it 
does in many of our investigations. However, her thesis is that this is often misleading, 
tends to lead to staff feeling blamed, and is not effective in driving improvements in safety.  
She pointed out that in practice it is not possible for staff to follow all policies all the time 
and we actually rely on their professionalism to prioritise effectively; only hindsight bias 
allows us to suggest that failure to complete all records or communicate with all other 
services involved is an error. She proposes that different approaches to investigation which 
examine system functioning not linear causation, based on a ‘just culture’ approach, are 
likely to be more effective.  

 
3.3.2 I would like to use my role as executive lead for patient safety to explore changes to our 

approach further, by exploring alternatives in use elsewhere, and am seeking Trust Board 
support to add this to my objectives for the coming year. Ideally we would use QI 
methodology to help develop this (I attended an excellent training session with Haelo on  
5 July). 

 
3.4 Enablement 
 
3.4.1 The new Enablement Programme Board met for the first time on 13 June.  A major focus at 

the moment is the development of a tender for external support to the programme, and I 
spoke at a Market Development event on 3 July, which was an opportunity to meet with a 
number of third sector groups who were invited to discuss and shape the tender. 

 
3.5 Clinical leadership 
 
3.5.1 I was pleased to present the work of the Trust to the Governing Body of Enfield CCG on 14 

June, together with Kathryn O’Donnell. We were well received and tried to use the 
opportunity to seek their engagement in some of our more pressing problems such as the 
acute care pathway. A new Transformation Board is planned which will hopefully be a 
further opportunity to work with commissioners on crucial alternatives to inpatient admission 
such as crisis cafes, street triage, and other key issues in the pathway such as 
rehabilitation beds and delayed transfers of care. 

 
3.6 Trainee doctors and medical rota issues 
 
3.6.1 We continue to have no reported issues with breaches of the new trainees contract, and I 

am also happy to report that outstanding actions on the GMC trainees survey from 2014 
and 2016 have now been closed following extensive work by Brian Douglas, Suleman 
Bhana and all our consultant trainers. 

 
3.7 Medical management 
 
3.7.1 On 30 May the Clinical Excellence Awards panel met to allocate awards for 2017/18. We 

were able to make significant progress, in line with our policy, on broadening the 
distribution of awards across the consultant body by allocating more awards to consultants 
who have not previously received an award, in preference to those who are on higher levels 
of award already. This is essential to address perceived historical unfairness, which can 
undermine the supposed value of the system in incentivising staff. 
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3.8 External engagement and activities 
 
3.8.1 On 24 May I and CAMHs colleagues in Barnet were very pleased to host the North London 

Autistic Spectrum Network, usually based at Great Ormond St, to our Oak Lane centre, 
where we heard excellent some excellent case presentations from members of our CAMHs 
teams. 

 
3.8.2 I have reported on work on the Learning from Deaths agenda at the Quality and Safety 

Committee but note here that Paul Farrimond and I presented on the issue at the NHS 
Providers Quality Conference on 8 June. We were frank about the challenges posed to 
mental health and community Trusts by guidance which has not fully addressed the specific 
issues that arise for us. We received support from an engaged audience and also some 
practical suggestions about how we might develop our approach, and support from NHSI 
and from Kevin Cleary MD at ELFT to take this forward. This was also discussed at the 
meeting of London MH Medical Directors which I attended on 10 July, where we also 
discussed many practical issues of mutual interest such as maintaining the cap on locum 
costs, and differences between London STPs in the way they have engaged mental health 
services and clinicians (NCL coming out quite well). 

 
3.8.3 I participate in the monthly teleconferences organised by National Clinical Director NHSE/I 

Tim Kendall. On 5 July there were presentations from Lord Crisp on his report and reports 
from SWLStG, Devon, and Sheffield about work in bringing down out of area placements 
and DTOCs, which had useful lessons for us locally which I hope to take forward at the 
proposed Transformation Board with our lead commissioners. 

 
3.8.4 The STP, now North London Partners, remains a focus for me and I attended the Health 

and Care Cabinet on 7 June, and the awayday of the Cabinet on 4 July. The latter meeting 
was attended by Helen Petterson and Simon Goodwin and we were given a strong 
message about the commitment of all parties to co-operation rather than competition 
across the system, the implications of which were discussed. 

 
3.8.5 While there is wide acceptance that we are building effective working relationships between 

clinicians across the system, the capped expenditure process may limit the progress we 
can make on the projects outlined in the mental health workstream, discussed at the NCL 
Mental Health Steering Group which I attended on 28 June. However we are making some 
progress on projects such as a rehabilitation ward. The new NHS England funded perinatal 
service, to which we were able to appoint a new consultant on 11 July, is now also being 
regarded as an STP project and is a practical example of Camden and Islington NHS FT, 
the Tavistock and Portman NHS FT and BEH coming together to develop a new service. 

 
3.8.6 I presented the work of the STP Mental Health workstream at a public engagement meeting 

at the Chestnuts Community Centre on 7 July, organised by ‘EbyE’, the new service user 
group formed to support and challenge the workstream. Though there are clearly some 
public concerns that the STP process may lead to cuts to local services, the meeting went 
well with very constructive engagement by the audience and a degree of understanding 
and acceptance of the challenges we face. 

 
3.8.7 I have had useful meetings with Vincent Kirchner MD at C&I (27 June) and Cathy Cale, MD 

at NMUH (3 July). At the latter meeting we were joined by Justin Shute, and noted that 
there has been a significant increase in demand on our liaison services and NMUH are very 
concerned at the high level of A&E breaches attributable to mental health. This is a 
complex issue but we suggested some possible improvements to the time it takes to 
complete MH sections; unfortunately there is no space for a Clinical Decision Unit, a model 
trialled elsewhere. It is intended that we will meet quarterly. 
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4. Clinical work 
 
4.1 I continue to see patients regularly in Barnet, where the transition to the new locality 

community mental health team structure seems to be progressing well, and we are 
developing the new Personality Disorder team. On 30 July a gap in the clinic made it 
possible for me to get to the Barnet staff barbecue, a very enjoyable and well organised 
event thanks to Jide Odusina, Allison Lerner and Uzo Umemezie. 

 
5. Serious Incident data 
 
5.1 A full report on SI data was submitted to the Quality and Safety Committee on 8 May, and I 

attach here a summary of the data for 2016 / 2017 and the year to date.  We have agreed 
with our commissioners that  we will hold a regular quarterly meeting in order to try to agree 
an approach to the rising numbers of Further Information Requests (FIRs) received when 
our SI reports are scrutinised by the commissioning support unit. We have a concern that 
while some of these are necessary challenges to our investigation process, others suggest 
an insufficient understanding of the nature of our work and our investigation processes, and 
attempts to resolve these directly by contact between the Patient Safety Team and 
NELCSU are not proving sufficiently effective in improving mutual understanding. 

 
 

Total SIs reported in 2016/17 65 

Total SIs reported in 2017/18 to date 17 

Total submitted 2016/17 
 

50 

Total closed 2016/17 
 

19 

SIs overdue 
 

14 
(incls 1 from 15/16) 

SIs De-escalated 2016/17 6 

SIs pending, in time - 16/17 & 17/18 2 / 15 

FIRs received 2016/17 &  2017/18 
 

23 / 13 

FIRs received within 20 calendar days 2017/18 
 

9 

FIRs open 
 

15 (1 for 15/16 SI) 

 
 

Implications 
 
6. Budgetary / Financial Implications 
 
6.1 There are no budgetary / financial implications as a direct result of this report. 
 
7. Risk Management 
 
7.1 There are no risk management implications as a direct result of this report. 
 
8. Equality and Diversity Implications 
 
8.1 None. 
 
Ends. 


